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ABSTRACT 

Health systems are complex, and in a complex real world setting a health system needs 

system’s thinking approach to operate more successfully and effectively. Community Health 

Unit delivers a structured child immunization services at household and community level. Full 

Immunization Coverage in Nairobi slums is at 55%. Nairobi hosts one of the largest informal 

settlement in Africa where approximately 56% of urban population in Kenya lives. Therefore 

the study sought to establish Accountability; Human resource; Logistics & supplies; and 

Incentives factors influencing Community Health Units’ performance in the delivery of child 

immunization services in Nairobi County urban Informal Settlement. This study was a cross-

sectional descriptive research which adopted Interpretivist research philosophy. It used survey 

methodology to obtain data and used both systematic and simple random sampling to get a 

sample size of 354 respondents drawn from 4490 functional Community Health Units. The 

data collection instrument used was a structured questionnaire. Methods of data analysis used 

were descriptive statistic which included percentages, frequencies and cross-tabulation; and 

inferential statistics which involved logistic regression and logistic model was fitted to the data. 

The findings revealed that firstly, β = −1.967, Wald =42.893, df =1 which is associated with 

a p-value of 0.000 and Odds ratio=0.140 for the Accountability factors. Secondly, β = −1.574, 

Wald =16.000, df =1 which is associated with a p-value of 0.000 and Odds ratio =0.207 for the 

Human Resource factors. Thirdly, β = −1.115, Wald =12.866, df =1 which is associated with 

a p-value of 0.000 and Odds ratio =0.328 for the Logistics &supplies. Fourthly, β = −1.336, 

Wald =9.634, df =1 which is associated with a p-value of 0.002 and Odds ratio =0.113 for the 

Incentive factors. Lastly CHU showed 71.2% effectiveness in the delivery of child 

immunization services. It was concluded that Accountability, Human resource practices, 

Logistics & supplies; and Incentives factors significantly influenced the odds of Community 

Health Units’ performance in the delivery of child immunization services in Nairobi County 

Informal Settlements. This study recommendations included: selection of more male 

Community Health Promoter; Communication channel to be strengthened; Support 

supervision to be enhanced; Friendly and relevant and not restrictive job aids to be provided; 

and Incentives to be provided for Community Health Promoter. Further research should be 

done to establish the ways to have more males as Community Health Promoter; to establish 

strategies to have effective toiler made community monitoring and evaluation and the best and 

affordable, suitable and sustainable incentives for Community Health Promoter.  
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CHAPTER ONE:  INTRODUCTION 

1.1.  Background of the Study 

Health systems are complex and to achieve better and more equitable and responsive health 

outcomes this must be taken into consideration. This therefore calls for a shift in approach from 

linear to a dynamic and holistic approach that takes into consideration the multilayered and 

interrelated relationships that exist among the components and power of the actors and the 

stakeholders (Sheikh et al., 2011). 

 

The Health System’s main goal is to enhance health as well as health equity to ensure that there 

is proper financial, receptive and most efficient use of the existing resources (World Health 

Organization [WHO], 2015). Resilient systems are able to react to shock while maintaining its 

functions and also is able to react to a shock by learning and innovation (Michielsen et al., 

2023).  

 

Health system constitute of building blocks which are the health sub-systems and these must 

be looked holistically as a dynamic design of interactions and synergies (Michielsen et al., 

2023). Service Delivery is one of the Health systems building blocks that is concerned with the 

“provision of effective, safe, and quality personal and non-personal health interventions to 

those in need, when and where needed (including infrastructure),with a minimal waste of 

resources” (WHO, 2015).  

 

Kenya Essential Package for Health Services (KEPHS) are delivered through four-tiers of care 

which are:- the Community Health Units (CHU); primary healthcare; County health services; 

and National health Services. KEPHS key innovations is the recognition and introduction of 
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tier 1- CHU, which aims to enable the population at household levels to take responsibility of 

their own health. (Kenya Ministry of Health [KMOH], 2010). Community health system (CHS) 

undoubtedly is a key aspect in strategizing these effective approaches, executing and appraising 

primary healthcare services thus helping those with inadequate access to health services 

specifically the marginalized and very needy groups in the community (GaneshAID, 2023)      

CHU is a community structure in the formal Health system through which health service are 

provided to the community (KMOH, 2014).  

 

Community Health Strategy (CHS) works, through CHU and it was introduced in 2006 to 

address primary health care needs and the government adopted it because it has potential 

benefits in improving health service coverage and quality leading to a more productive living 

(KMOH, 2010). CHS is one of the approaches the government has adopted in its quest to 

achieve Vision 2030, it has therefore been restated in the Kenya Health Policy Framework 

[KHPF] 2013-2030.  Kenya Health Strategic and Investment Plan [KHSIP] 2014-2018). CHU 

has 3 types of Community Health Worker Force (CHWF) with different roles namely: 

Community Health Promotors (CHP), Community Health Committee (CHC) and Community 

Health Assistants (CHA) (KMOH, 2019).  

 

The Community Health Worker Force (CHWF) performs a very important part in provision of 

Kenya Essential Package for Health and actual functioning of Primary Health Care (Kawakatsu 

et al., 2012) ; KMOH, (2014). CHU is not facility-based and on average, each community unit 

serve 5,000 people. (United States Agency for International Development [USAID], 2015). 

Community Health Assistants (CHA) is responsible for supervising about 25 Community 

health Volunteers (CHP) and every CHP is responsible for providing health interventions to 



 

 3 

twenty household. Approximately there would be about 35 to 45 CHP in every community of 

5000 people.  

 

Immunization is one of the of the health functions of the CHU is delivery of Child health 

interventions which is an access point to delivery of other vital health services, (WHO, 2015). 

Full Immunization Coverage (FIC) is projected to prevent about two to three million deaths 

each year world over, thus is a very key component in health and is cost-effective approach to 

decrease infant mortality and morbidity related to juvenile communicable and immunizable  

illnesses (Legesse & Dechasa, 2015).  

 

The role of CHP in delivery of Full of immunization coverage include and not limited to:- 

Health education on the importance of immunization to the community/Households; 

Identification of all the under-five year’s children households; Home visits for follow up on 

the immunization status of Under-five; Case search for Immunization defaulter; Referral of  

Identified defaulter/ immunization need to the health facility for actual immunization; 

Providing feedback to the households on immunization concerns/information; and monthly 

report writing on successful referrals (WHO, 2015). 

 

Muhammad et al. (2017) found out that the use of community strategy interventions through 

the Community Health Units to mobilize the community to take up immunization services is 

successful and increases immunization coverage. In agreement Wangalwa et al. (2012) states 

that Community health strategy enhances community’s access to health care by delivering 

healthcare interventions to various cohorts at community as well as household level, capacity 

building of CHA and CHPs to deliver interventions at the community level firming up health 
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facility and community relationships and creating awareness of the community’s rights to 

health services.  

 

Approximately 54% of world’s population lives in cities as of 2017, with small and medium 

size cities in Africa and Asia driving most of this trend. As urban areas or cities grow, informal 

settlements or slums develop in many cities and access to health services is generally lower for 

the socially marginalized and urban poor than for the urban rich (United Nations Children’s 

Fund [UNICEF], 2018b). Lower immunization coverage is found in poorer urban dwellers, 

and concentration of a large number of unimmunized children population creates risks for 

outbreaks of vaccine preventable diseases (Crocker et al., 2017). In a study conducted in Kenya 

Urban slums it revealed that FIC Nairobi slums is at 55%, which is one of the lowest in the 

country (Soura et al., 2015; UNICEF, 2018a).  

 

Therefore, the study seeks to establish the influence of Accountability System; Human resource 

management; Logistics & Supplies; Incentives factors on community health units’ 

performance in the delivery of child immunization services in urban informal settlements in 

Nairobi County. 

 

1.2. Statement of the Problem  

Community health Unit is a very important platform in the health system when it comes to the 

delivery of community-based health interventions particularly in settings where resources are 

scarce (Wangalwa et al., 2012). Studies have shown that as performance of CHU upsurges, the 

usage of health services like immunization can potentially be increased (Kiptoo et al., 2015). 

The actions of several health systems have largely been thought not to be enough and 
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inexperienced, not enough so far such that it not only fail to expect but to retort properly (WHO, 

2015).  

 

Full immunization coverage in Nairobi informal settlement is at 55%, which is one of the 

lowest in the country (Soura et al., 2015; UNICEF, 2018a). 56% of the population living in the 

urban areas in Kenya currently live in the informal settlements and Nairobi County hosts the 

largest informal settlements in Africa (Debabrata, 2018). Children living in the informal 

settlements have been found to be prone to the poorer health indicators than those in non- 

informal settlements’ neighborhoods, this is attributed to the hazardous environment and 

socioeconomic challenges they live in (African Population and Health Research Center 

[APHRC], 2018).  

 

According to a study conducted by Rajaonarifara et al. (2022) investing in resilient primary 

healthcare systems could enhance immunization coverage, decrease inequalities and ensure 

timeliness of immunization through upsurge in routine vaccinations. The Community Health 

Units service delivery studies done before are from the public health perspective, therefore due 

to complexity of the health system, system’s thinking approach is required as this would offer 

a way forward for functioning more successfully and effectively in a complex, real-world 

settings.   

 

1.3. Purpose of the Study 

The purpose of the study is to establish Health system factors influencing community health 

units’ performance in the delivery of child immunization service in urban informal settlements 

in Nairobi County.  
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1.4. Objectives  

1.4.1. Broad Objective 

To establish Health system factors influencing community health units’ performance in the 

delivery of child immunization service in urban informal settlements in Nairobi County.  

 

1.4.2. Specific Objective 

1) To find out the accountability system factors on influencing community health units’ 

performance in the delivery of child immunization services in urban informal settlements 

in Nairobi County. 

2) To establish human resource management factors influencing community health units’ 

performance in the delivery of child immunization services in urban informal settlements 

in Nairobi County. 

3) To establish the logistics and supplies factors influencing community health units’ 

performance in the delivery of child immunization services in urban informal settlements 

in Nairobi County. 

4) To establish the incentives factors influencing community health units’ performance in the 

delivery of child immunization services in urban informal settlements in Nairobi County. 

 

1.5. The Research Questions 

1. What are the Accountability system factors influencing the community health units’ 

performance in the delivery of child immunization services in urban informal settlements 

in Nairobi County? 

2. What are the Human resource management factors influencing the community health units’ 

performance in the delivery of child immunization services in urban informal settlements 

in Nairobi County? 
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3. What are the Logistics & supplies factors influencing the community health units’ 

performance in the delivery of child immunization services in urban informal settlements 

in Nairobi County? 

4. What are the Incentives factors influencing community health units’ performance in the 

delivery of child immunization services in urban informal settlements in Nairobi County? 

 

1.6. Justification of the Study  

Studies have shown that Community Health strategy is effective in delivering Child health 

interventions which include interventions to increase under-five years ‘immunization both in 

the community and primary health care levels (Lewin et al., 2010). A similar study singled out 

Community strategy as very key in the implementation of the service at the community level 

where children and mothers are found. (Yihunie et al., 2015). In addition a study conducted in 

Kenya confirmed the importance of Community units as an effective service delivery point for 

immunization and maternal health service (KMOH, 2010). 

 

Despite the introduction and intervention of the Community Strategy since 2006, there is still 

45% of children in Nairobi informal settlement who are yet to receive FIC. Therefore system’s 

thinking approach to understanding the health system factors influencing CHU performance 

would be an accelerative way for performing more productively and excellently in a 

multifaceted actual world settings (Michielsen et al., 2023).    

 

System’s thinking approach takes into consideration how variables in the study behave, 

interconnect and relate with each other (WHO, 2018). This study has not been undertaken 

before in Nairobi County informal settlements and therefore researcher seeks to understand 

how Accountability System; Human resource management; Logistics and Supplies; and 
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Incentives factors influence community health units’ performance in the delivery of child 

immunization services in the urban informal settlement in Nairobi County.  

 

1.7. Limitations of the Study  

There were some possible limitations in this study, the first was the sample size; grounding my 

research in a bigger sample would have produced a more precise outcome, however due to 

resource constraint and time sample size was smaller.  The second limitation concerned the 

Data collected; the data collected could be biased and not accurate because the respondents 

would want to please or withhold important data from the researcher.  

 

In order to overcome the mentioned limitations the researcher used the standard sample 

calculation method to get appropriate sample size; researcher took time to explain to the 

respondents the purpose of the research and the importance of honesty in responding to the 

questions; the researcher reassured the respondents of confidentiality and anonymity that 

would be accorded to responses of the questionnaire to avoid any victimization. Also the 

researcher would follow the due process in seeking permission from the relevant authorities 

before undertaking the study. 

 

1.8. Delimitation/Scope of the Study  

The study focused on four specific variables which are:- the Accountability system; Human 

resource management; Logistics and supplies; Incentives factors and how they influence 

community health units’ performance in the delivery of child immunization services in urban 

informal settlements in Nairobi County. The specific respondents in the CHU that were 

included in the study were Community Health Promoters attached to maternal and child health 

clinic specifically the immunization department of the health facilities. 
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1.9. Significance of the Study 

The finding of this study will greatly contribute to the body of knowledge by bringing out the 

important and significant aspects of the relationship between: Accountability system; Human 

resource management; Logistics and supplies; Incentives factors and Community Health Units 

Performance in the delivery of child immunization services in Nairobi County Informal 

Settlements. This knowledge with help the key stakeholder in health sector and other like-

minded actors in making evidence-based interventions that will eventually contribute to the 

overall health system strengthening.   

 

1.10. Assumptions of the Study 

The assumptions of this study were:- Respondents were honest and expected to give responses 

that are accurate responses to facilitate data analysis; the results would be generalizable to any 

other urban informal-settlement;  the exclusion criteria of the sample was suitable thus ensuring 

that participants experience same phenomenon; and respondents honestly participate in the 

study.    

 

1.11. Operational Definition of Terms 

The following are meaning of the operational terms as used in the study:- 

Job Aid: - The simple information used to support in treatment decision making by the CHWF 

Community support: -This is the direct and indirect financial and non-financial help that the 

community structures give to enhance the work of Community Health Volunteers 

Community health workforce:  These are the key actors with different roles in the CHU 

namely: Community Health Volunteers (CHP), Community Health Committee (CHC), 
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Community Health Assistants (CHA), and Community Health Strategy Coordinator (CHSC). 

This is the group that form the first point of contact in the community 

Links: this is embedment of CHW in the health system  

Effective services delivery: It is improved competences and adherence to standard procedure 

by the Community Health Units 

Accountability; It is the CHU Communication structure; how they are embedment in 

community health system; the Support they receive; and how the Community and health 

facility monitor and evaluation their work. 

Human resource management; It is how CHWF is selected and recruited, their years of 

experience in Community health work, their gender, how they understand their roles, how they 

are ssupervised and trained. 

Logistics: It is the transportation or movement of CHWF from the community/ Households to 

health facility/ service delivery points,  

Supplies: These are the commodity kits and job aids with simple information that reminds and 

helps CHWF in decision making. 

Delivery of child immunization services: Health education on the importance of 

immunization to the community; Identification of all the under-five year’s children 

households; Home visits for follow up on the immunization status; Case search for 

Immunization defaulter; Referral of  target clients to the health facility; Providing feedback 

to the households on immunization issues; and Report writing. 
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CHAPTER TWO: LITERATURE REVIEW 

 

2.1. Introduction 

Existing work previously done by other scholars was critiqued in this chapter. It aimed at 

establishing what was already known in the body of knowledge and identify the existing gaps 

that the researcher addressed. The review was done systematically guided by the study’s 

variables; Dependent variable was CHU performance in the delivery of child immunization 

and Independent variables were: - Accountability system factors; Human resource 

management factors; Logistics and Supplies factors; and Incentives factors.   

 

2.2.Dependent variable: CHU performance in the delivery of child immunization 

services  

2.2.1. Competences in assessment skills and referral skills 

Assessment and referral skills are key in ensuring all children in need of immunization and are 

stuck in their households due to varied reason would benefit a great deal, according to (Bartos 

et al., 2019) CHWF attached to maternal and child health programme revealed their 

effectiveness in the referral of the pregnant and under- 6month children to the health facility 

with a standard referral form and all the referred clients were confirm to have accessed the 

services in the health facility. Chang et al. (2012) revealed that communication was improved 

between CHWF and health facility health workers by use of an m-health intervention in 

Uganda which lead to improved quality of care and agreement. (Teela et al., 2019) revealed 

that as CHWF and healthcare workers working in the maternal and child healthcare department 

coordination improved in Myanmar, the quality of care too improved.  
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2.2.2.  Adherence to standard procedures 

Studies revealed that adherence to policy and procedure does affect the performance of CHWF 

both negatively and positively. The study conducted by (Rowe et al., 2017b) on CHWF 

adherence to guidelines for treating ill children, it revealed that the more their adherence 

improved the performance improved as well. In addition another study showed that there was 

a need for proper standards and guidelines was emphasized by many respondents in another 

study done in Uganda to measure performance of CHWF in a task shifting among all healthcare 

workers in the health system. (Dambisya & Matinhure, 2012). 

 

2.3. Independent Variable: Accountability system factors 

2.3.1. Communication structure 

According to Kok et al. (2015) their study found out that it was important to have good 

communication between the CHWF and other actors in the health system and community. They 

highlighted the dynamic position of CHWF which is in-between the community and the health 

system, this position requires a delicate balance because they are accountable to both parties. 

Therefore a clear communication process and system is key in minimizing any potential burden 

that could arise between community committees and the health system supervisors.  

 

Similar study conducted by Chang et al. (2012) showed that there was improved quality of care 

which was linked to improvement in communication between Clinical healthcare and the 

CHWF and another study by Teela et al. (2019) revealed that as CHWF and healthcare workers 

working in the maternal and child healthcare department coordination improved in Myanmar, 

the quality of care too improved due to improved communication. In another in Mozambique 

CHWF reported an improvement in the accountability to the primary healthcare system and 
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the community and this was attributed to the improvement in the coordination and 

communication (Simon et al., 2019).  

2.3.2. Referral and linkage to Health System 

Linkages in the health system is key in influencing CHWF performance. Past studies and 

literature have shown evidence of relationships between CHWF and other healthcare workers 

influencing CHWF accessing among others job supplies, equipment, referrals; communication 

and coordination in the health system. In agreement, Teela et al. (2019) revealed that as CHWF 

and healthcare workers working in the maternal and child healthcare department coordination 

improved in Myanmar, the quality of care too improved. In another in Mozambique CHWF 

reported an improvement in the accountability to the primary healthcare system and the 

community and this was attributed to the improvement in the coordination (Simon et al., 2019).  

 

Bartos et al. (2019) in their study in Bolivia revealed that conflicts between CHWF and 

healthcare workers brought about by CHWF not being valued in the system led to them 

perceiving themselves as inferior and inadequate which affected their performance negatively. 

CHWF attached to the health system and community in Zimbabwe received managerial 

support and felt motivated to execute their tasks though no change in performance were 

reported (Osawa et al., 2010). In another study done in Kenya CHWF attached to the health 

system and community reported to have gained respect and recognition and this has motivated 

their performance (Yasemin et al., 2012). 

 

2.3.3. Community Support 

Studies have shown that support from the community could have influence on CHWF. A study 

done in Ethiopia, by (Amare, 2011) revealed that community support given to CHWF increased 

their motivation and thus increased their performance, this support was given through various 



 

 14 

local institutions who served as community anchors to raise their recognition and acceptance 

in the community. In a similar study in Ethiopia community participated in the construction of 

health post where CHWF could work from (Teklehaimanot et al., 2016). 

  

A study conducted revealed increased CHWF performance following involvement of religious 

leaders and participation of community structures in the institutionalization of a project for 

routine surveillance of birth, death and childhood ailments, which eventually increased 

community uptake of the service (Edward et al., 2017). 

 

According to Puchalski et al. (2012) involvement and support from the community negatively 

affected the work of the CHWF, guardians who were expected to monitor daily intake of 

tuberculosis medication by patient, instead only got   involved when patients got sick. Another 

study by Simba and Kakoko (2012) revealed that lack of community support can completely 

demotivate CHWF affecting their performance negatively as it happened in a reproductive 

health program in Tanzania where village leader did not support the work of CHWF. 

2.3.4. Community monitoring and evaluation 

Studies have shown that community monitoring and evaluating of the CHWF has an influence 

on their performance. In Indonesia pregnant women were engaged in the assessment of CHWF 

and this emphasized accountability from them as well as empowering the expectant mothers to 

anticipate better healthcare services from the CHWF. Being aware of community evaluation 

CHWF established good relationships with the expectant mothers and this also improved their 

performance (Shankar et al., 2019). A study in Mozambique showed that participation of 

community structures in the institutionalization of a functional project for routine surveillance 

of birth, death and childhood illnesses helped to monitor the work of CHWF (Edward et al., 
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2017). A study conducted by Kalyango et al. (2012) in Uganda revealed that community gave 

CHWF feedback for their performance and rewards too were offered for work well done, and 

this influenced their performance positively. 

 

2.4. Independent Variable: Human resource factors 

2.4.1. Selection and Recruitment process  

Studies have shown influence of the selection and recruitment process on CHWF performance. 

A study done among CHWF in Ghana revealed that as a result of being carefully chosen by 

the community, CHWF felt a sense of duty and pride which in turn effected motivated their 

performance (Yasemin et al., 2012). A similar study carried out in India, CHWF did not feel 

sense of acceptance in the community because they were perceived as being answerable to the 

health facility and not community because their selection was exclusively done by the health 

facility staff and this affected their performance negatively (Adhish et al., 2019; Scott & 

Shanker, 2010 ; Yirga et al., 2010). However, a study in Kenya was conducted and the CHWF 

who had been selected by the community didn’t demonstrated any difference in adhering to 

guidelines when likened to CHWF not to have been selected by the community (Rowe et al., 

2017a). 

2.4.2. Years of experience in Community health work 

A study done in Kenya showed that the number of years one has worked as CHWF has effect 

on their performance as it is shown in their ability to appropriately use job aids, delivery of 

good quality of care and empowering of clients (Crispin et al., 2012). Contrasting this a study 

done in Uganda showed a CHWF who had worked for less than six years delivered their 

services with more patience towards clients unlike those that had served more years (Alamo et 



 

 16 

al., 2012). While in a study done in Iran revealed no change in job performance based on years 

worked by CHWF (Kebriaei & Moteghedi, 2009) 

2.4.3. Clarity of roles  

According to a study carried in India CHWF were found out to have a limited understanding 

and perception of their job responsibilities than the actual formal job description thus making 

them not to execute their mandate of child and maternal health responsibilities as required 

(Adhish et al., 2019). While in another study carried out in Ghana CHWF reported that due to 

lack of clear of understanding of their role they experienced work-related changes especially 

in the community affecting their work negatively (Yasemin et al., 2012). A study on CHWF 

done in Bolivia revealed mistrust from the community towards the CHWF because of lack of 

understanding their role this in turn split over to the community who could know understand 

the responsibility of CHWF in the community of the role (Bartos et al., 2019). 

 

In Malawi due to lack of understanding of their role CHWF ended up taking role that were not 

theirs, they ended up doing basic treatment for adults yet CHWF were working in child 

healthcare services program (Adnan et al., 2012). More studies on CHWF showed that due to 

lack of clarity of their role they ended up rendering services that were not within their scope of 

responsibilities i.e. gave them anti-malaria treatment despite not having any clinical report of 

malaria (Chanda at al., 2011). 

2.4.4. Supportive Supervision  

A study was conducted in Uganda CHWF reported that they were more recognized  and trusted 

following support supervision they received and this gave them a sense of belonging to the 

bigger team of Health system (Martinez et al., 2018).In another study done in South Africa 

CHWF revealed to having challenges-with the supervisors and 40% of CHWF felt their 
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supervisors lacked management skills while 30% of CHWF felt their supervisors were selfish 

and this affected their work output (Moetlo et al., 2011). Furthermore, a study done in Ghana 

CHWF reported that if they were supervised, they would feel motivated and would do well in 

their work. (Bazzano et al., 2016). 

 

According to a study done in Madagascar on CHWF revealed that frequency of supervision 

affected their performance significantly, those who received higher frequency of supervision 

showed better performance (Smith et al., 2013). Yet a study conducted in Kenya showed no 

effect of the number of times of supervision on performance (Rowe et al., 2017a). 

2.4.5. Training 

According to Smith et al. (2013) performance is directly influenced by training, the CHWF 

who received training were able to carry on their roles better that those who did not receive i.e. 

they could do assessments, prescribe basic treatment and did in their study revealed that CHWF 

who received training performed better at work compared to CHWF who did not receive the 

training. While in another study conducted in India among CHWF working in maternal and 

child health program showed no difference in performance between those CHWF who received 

training and those who did not receive (Saravanan et al., 2011). Kebriaei and Moteghedi (2009) 

study carried in Iran revealed that CHWF confidence and communication skills as well as their 

service delivery capacity improved after they received a pre-service training CHWF. Another 

study found out that despite receiving training they were demotivated in their work because 

they felt the quality and timing and the trainers poorly presented the content (Javanparast et al., 

2012). 
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Studies conducted among CHWF in Kenya and Malawi revealed that trainings were a 

demotivating factor because of favoritism in selection of participants and thus some looked at 

it as an income-generating activity as opposed to the intended purpose of enlightenment.  

(Aagaard-Hansen et al., 2010; Kok & Muula, 2013). In support Gill et al. (2012) study 

conducted in Zambia, revealed that 40% of trained CHWF would not attend a training if there 

was no payment, compared to the non-trained CHWF who were available to attend the training 

with or without payment. However according to Rowe et al. (2017a) in another study 

conducted in Kenya it revealed that there were no relationship between trainings and CHWF 

improved use of job aid.  

 

Lewis (2010) and Gill et al. (2012) in their studies showed that CHWF were satisfied in their 

job and felt motivated as a result of receiving continuous training. In support Smith et al. (2013) 

in their study in Madagascar found out that CHWF were able to assess, give basic treatment, 

and refer appropriately as per the guidelines after receiving refresher training. However 

according Rowe et al. (2017a) no relation existed between CHWF performance and them 

receiving refresher training. 

 

2.5. Independent Variable: Logistics and supplies factors 

2.5.1. Transport to health facility 

According to Simba and Kakoko, (2012) unavailability of CHWF transportation to facilitate 

referrals of clients to health facility showed a negative influence on their performance.  In 

support Arem et al. (2011) in their study in Uganda on HIV program CHW were not able to 

make the required number of home visit due to lack of transport and that affected the outcome 

of the program.  
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Moetlo et al. (2011) revealed in their study in South Africa that it was difficult to transport the 

beneficiaries that were unwell at home to the health facility due to lack facilitation of transport 

and vehicles are extremely expensive for CHWF to afford. According to Pongvongsa et al. 

(2011) study in Japan it was reported by CHWF that despite being facilitated with transport 

they still experienced difficulty traveling to the responsible health center as well as failure to 

report. Kalyango et al. (2012) and Kok and Muula (2013) in their studies reported that lack of 

transported influenced them hence affecting their performance negatively.   

2.5.2. Job Aids 

Job aids are simple tools used by CHWF to facilitate making efficient decisions (Gill et al., 

2012; Mothabbir et al., 2011; Rowe et al., 2017a). A study conducted in Malawi showed that 

by CHWF using Short Message Service (SMS) to ask questions on dosage and side effects of 

drugs as well as healthcare questions, resulted in improved their performance and acceptance 

by the community (Lemay et al., 2012).  

 

According to Hamer et al. (2012) a study carried out in Zambia, CHWF in Maternal and Child 

health program used simple treatment algorithm and clear treatment chart and as a result they 

managed to get clear guidance for their work which improved their performance. In support 

Gill et al. (2012) and Mothabbir et al. (2011) in their studies showed an improvement in the 

CHWF interventions. Rowe et al. (2017b) in their study found out that there was general 

improvement to guideline adherence which was attributed to the use of a treatment card by the 

CHWF.   
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In contrast, Javanparast et al. (2012) study conducted in Iran revealed that job aid was a 

demotivation to the CHWF because they felt that it was too prescriptive and did not allow for 

creative learning, these category of  CHWF were young and had higher education. “There are 

too many step-by step guidelines and instructions that we have to follow, we are not given a 

chance to search, to think and to analyze things” Similarly Rowe et al. (2017a) found out that 

among some CHWF in the maternal and child health program in Kenya there was no influence 

of Job aid on their performance. 

2.5.3. Commodity kit 

Studies conducted by some scholars have shown that commodities such as drugs and education 

materials have influence on CHWF performance (Simba & Kioko, 2012; Takasugi & Lee, 

2012; Kok & Muula, 2013b). In agreement (Furth & Crigler, 2012; Kalyango et al., 2012) 

revealed that CHWF were demotivated and were unable to carry out their tasks due to lack of 

commodities. However in their studies Osawa et al. (2010) and Rowe et al. (2017a) did not 

find any correlation between adequacy of health commodities and CHWF adherence to 

guidelines for particular task.  

 

2.6. Independent Variable: Incentive factors 

2.6.1. Financial Incentives  

Studies have shown that financial incentives influence CHWF performance. In a study 

conducted in India CHWF stated that they preferred financial incentives to any other types of 

incentive as it motivated them in their performance (Adhish et al., 2019). Furth and Crigler, 

(2012) in their study in Zambia found out that CHWF performance was affected positively as 



 

 21 

a result did better than those who did not receive any financial incentives. In support (Bartos 

et al., 2019; Rahman et al., 2008) found out that CHWF preferred financial incentive.   

 

Alam et al. (2012) in their study in Bangladesh found out that CHWF were motivated to work 

because they were getting financial incentive through selling of commodities and providing 

healthcare service. In agreement another study conducted in Mali revealed that CHWF who 

received financial incentives through selling drugs were more active in their roles as CHWF  

(Winch et al., 2008). Furthermore a study done in Kenya on CHWF programme, CHWF 

reported that financial incentives motivated them to continue with their work.  

 

According to a study conducted in India both positive and negative effects of financial 

incentives were found, CHWF who were found active were the ones who accompanied people 

to the health facility and assisted with interventions on biomedical earned money from it while 

those health interventions that did not earn them any financial incentive they ended up 

neglecting those duties (Adhish et al., 2019; Scott & Shanker, 2010). In support (Yasemin et 

al., 2012; Yirga et al., 2010) showed that CHWF were demotivated in their work due to 

unfulfilled promises concerning financial incentive. According to Callaghan-Koru et al. (2013) 

study in Malawi CHWF became inactive and not motivated because they never received any 

financial incentive for running the village clinic instead they had spent their own finances.  

2.6.2. Social Reward 

Studies have indicated influence of Social rewards on CHWF performance. A study carried 

out in rural settings of Uganda reported that for CHWF, work motivation was enhanced as a 

result of trust and respect from the community which they considered very significant (Alam 
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et al., 2012). Another study in Zimbabwe showed that CHWF were motivated to perform better 

the more the community appreciated and accepted them (Osawa et al., 2010).  

 

Yirga et al. (2010) showed that CHWF were seemed to have performed well because the 

community’s compliance to health behaviour increased, while insufficient knowledge in 

CHWF was found to impede their acceptability in the community. Adhish et al. (2019) found 

out that in Bangladesh, CHWF stated that social reward motivated them and 44% reported that 

they would willingly to render their services even without financial incentive. In agreement 

(Rowe et al. 2017b) CHWF reported that due to community showing them respect they 

motivated were to adhere the more to child health guidelines. 

 

However studies have also shown that distrust from the community negatively affects CHWF 

performance. In a study conducted in Bolivia it showed that CHWF were occasionally afraid 

to conduct home visits since the community deceitfully spread rumors about them that they ate 

food meant for the little children thus failing to feed those children (Bartos et al., 2019).  

 

According to Smith et al. (2013) CHWF reported to have felt motivated and satisfied to be able 

to help and care for others. In another study CHWF working in child health in Zambia felt 

overwhelmingly satisfied when they helped their community.  In support the study conducted 

in Uganda among CHWF giving palliative care revealed that they enjoyed helping the 

community because of the traditional values placed on helping people in need of care (Jack et 

al., 2012). Furth and Crigler (2012) stated that CHWF in Zambia got engaged more as they got 

opportunities for advancement in their careers. In another study the findings showed that lack 
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of CHWF promotion opportunities contributed to many of them dropping out (Rahman et al., 

2010). 

 

2.7. Theoretical Framework 

2.7.1. General System’s theory 

The General System’s theory is the idea that systems abridged to sequence of parts working 

separately, and that one must comprehend the interrelationship between the parts before 

comprehending the whole one (Bertalanffy, 1969). The fundamental ideologies of Systems 

Theory remain chiefly instinctive toward health professionals, the tasks necessitate that 

healthcare providers and managers reflect in what way individual complex system structure 

affects and gets affected by its  surroundings.  

 

Therefore, General System Theory ideologies applies in this study in that delivery of 

immunization services by CHU get to interact in a complex way with Accountability factors ; 

Human resource practice ; Logistics and supplies; and Incentives factors and influence the 

performance both positively and negatively in the in urban informal settlements in Nairobi 

County.    

2.7.2. Job-demand resource model (JD –R Model) 

The Job-Demand- Resources Model (JD-R Model) does show how job demands and Resources 

have unique and manipulative effects on job stress and motivation. On one hand Job demands 

concerns the physical, collective or sensitive characteristics of the job and the work setting.     

On the other hand Resource concerns organizational or social aspects that might help the health 

provider endeavour for objectives. Work Demand triggers a state of negative energy which 

drains an individual and decreases his/her well-being. Resources triggers a motivation which 
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leads the individual to grow and achieve his/her goals which elevates his/her occupational well-

being (Bakker & Demerouti, 2014).  

 

This theory informs the Human resource practice which was concerned with well they adhere 

to standard operating procedure and how resource motivate their work output. Incentive factors 

also was also addressed in this theory since it is resource that highly motivates and these two 

factors influence community health units’ performance in the delivery of child immunization 

services. 

2.7.3. Governance theory 

Governance theory is about the practice of collective decision-making. Graham et al. (2003) 

study shows that governance is perceived as interface of traditions, processes and structures 

that decide how power and tasks are implemented. It also determines the decision taken, and 

how people and stakeholders have their say. Therefore, this theory addresses power, 

accountability and relationships. Logistics & supplies factors which include transportation 

means to facility, job aids and CHP commodity kits availability affect how child’s 

immunization services are delivered by CHU and accessed by clients; Accountability factors 

such as communication structure, referral channels, community support, monitoring and 

evaluation affect how CHU delivery immunization service; and Incentive factors such as 

financial and non-financial CHU delivery of child immunization services. 
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Figure 2.1 

Conceptual Framework 
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CHAPTER THREE: RESEARCH METHODOLOGY 

 

3.1 Introduction 

 

The chapter discussed the research design, target and population, sampling, preparation of 

research instrument / instrumentation, procedure for collecting and analyzing data. This was 

done guided by the study variables which were: - Dependent variable: - Community Health 

Units’ performance in the delivery of child immunization services and independent variables: 

- Accountability system factors; Human resource management factors; Logistics and supplies 

factors; and Incentives factors. 

 

3.2.Research Philosophy 

This study used interpretivist research philosophy which guided how this study was conducted, 

this research philosophy is suitable for small sample size and this study had a sample size of 

354 CHWF drawn from the target population. The study was concerned in finding out the depth 

of the existing and significant relationship between Accountability; Human resource 

management; Logistics and supplies; and Incentives related factors that influence community 

health units’ performance in the delivery of child immunization services in urban informal 

settlements in Nairobi County. Therefore the design used was cross-sectional descriptive 

research, and sampling method used was stratified simple random. Data analysis was done 

using descriptive and inferential statistics. Credibility was ensured by carrying out reliability 

test and validity test. 

 

3.3.Research design 

Cross-sectional descriptive and analytical research design was used in this study, generally 

these research designs made inferences about possible relationships that exist between 
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dependent and the independent variables in the study. In this study the researcher measured 

four independent variables: - Accountability system factors; Human resource management 

factors; Logistics and Supplies factor; Incentives factors and dependent variable:- Community 

Health Units’ performance in the delivery of child immunization services. 

 

Deductive approach was used, in deriving the research questions based on the research 

variables: - Accountability system; Human resource management; Logistics and Supplies; 

Incentives factors and Community Health Units’ performance in the delivery of child 

immunization services. The study used survey methodology to obtain data through 

questionnaires (Saunders et al., 2012). The use of survey permitted the researcher to study all 

the four independent variables and the dependent variable at once. Descriptive and analytical 

techniques were used to analyze data guided by the four variables being measured in this study 

(Saunders et al., 2012). 

 

3.4. Target Population  

The respondents was made up of Community Health Worker force in the Community Health 

Units in the informal settlements in Nairobi County. Nairobi County has 449 fully functional 

Community Health Units, (KMOH, 2020). The study was conducted in Nairobi County 

because despite the introduction of Community strategy the gap for Full immunization 

coverage in Nairobi informal settlements is one of the highest in the country as revealed by 

studies as being at over 45% (UNICEF, 2018a; Soura et al., 2015). Nairobi County has the 

largest urban informal settlements which is heterogeneous thus gave a true picture of a 

multifaceted settlement and furthermore no such study had been undertaken before.  All 

Counties in Kenya operate similarly and are run and managed by the Kenya Ministry of health, 

therefore because they are similar, the researcher chose Nairobi County because it was easier 



 

 28 

to access, considering the limitation of time and finances (Nairobi County Health Service 

[NCHS], 2016). 

 

3.5. Sampling Procedure           

The researcher used both systematic and simple random sampling (Mugenda & Mugenda, 

2012). This technique involved direct selection of the units from the study frames that were 

listed progressively.  All Community Health Units in the informal settlements in Nairobi were 

selected; further selection of all active CHU was done and all got an equal chance of selection 

for the study (KMOH, 2020). A starting point in sampling was aided by use of the table of 

random numbers (Kothari, 2004). Therefore the number of units were first sampled 

systematically then simple random sampling was done. 

3.5.1. Sample size determination 

The sampling frame was made up of 449 Functional Community Health Units within Nairobi 

informal settlements. Active CHUs have approximately 10-Community Health Promoters, 

hence the total sample frame was approximately 4490 CHP {(10*449) and they all got a chance 

to be selected to take part in the study. All these were further randomly sampled to get a sample 

size using formula for estimating sample size (Cochran, 1977).  

 

3.5.2. Sample size calculation 

The Cochran formula is  

The Cochran correction formula when population is <50,000 is: 

n =    n0/[1+ (n0 -1/N)]             (Ahamed &Halim, 2017) 

Where: 
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n0 is the Cochran sample size recommendation of 385 

N is the size of the population = 4490 

Calculation 

385/ {1+ (385-1/4490)} =354 

n0 = 354. 

3.5.3. Sample Design 

The study was focused on random sampling techniques hence every subject in the study 

population got an equal chance to participate. 354 respondents were sampled. This was 

proportionally distributes across the strata (sub-counties). 

 

3.6. Instrumentation 

The research instrument used a structured questionnaire. This instrument was developed 

informed by the study problem and the objectives. The items in the instruments were about 

five main variable; Accountability system factors; Human resource management factors; 

Logistics and Supplies factors; Incentives factors; and Community Health Units’ performance 

in the delivery of child immunization services.  The study used structured closed-ended 

questionnaire, the purpose of close-ended question was to provide data that could be 

straightforwardly categorized because of its preciseness.  

3.6.1. Validity test 

Validity refers to how well an instrument measures what it is intended to measure (Dudovskiy, 

2022). The pre-testing of the instrument was conducted in 4 Community Health Units in the 

informal settlements in Ruaraka sub-county which had similar characteristics as the sampled 
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units for the study (Mugenda & Mugenda, 2012). 30 respondents were selected to participate 

in the pretest but their responses were not be included in the final study sample (Mugenda & 

Mugenda, 2012). The instrument included items about: Accountability System factors; Human 

resource management factors; Logistics &Supplies factors; Incentives factors; and Community 

Health Units performance in the delivery of Child immunization services.  The procedure aided 

the review of the items in the instrument and editing appropriately guided by the study 

objectives thus making the instrument fit to obtain complete and accurate data, thus making 

valid for the study.  

3.6.2. Reliability test 

“Reliability test refers to the consistency across the parts of a measuring instrument” (Hucks, 

2007). Cronbach’s alpha reliability test was used to measure the internal consistency and 

reliability of all items in the data collection instrument (Mohamad et al., 2018).  

 

3.7. Methods of Data Collections 

Data was collected using a structured questionnaire. The study used interview approach to 

gather data from the respondents. A systematic collection of the data from the CHWF in every 

Community Unit was adopted and approximately 30 respondents were reached on a daily basis 

for 26-30 days to make the 354 sample size.  Protocol for collecting data was observed ensuring 

that data instruments were used (Mugenda & Mugenda, 2012). The researcher addressed the 

following logistical:-  

During pre-field the researcher ensured that terms of reference was made and availed. 

Permission to access research population was sought from all relevant Authorities and were 

granted.   

During the field work researcher ensured that all tools needed were available in adequate 

number and the filled research instruments were reviewed in the field for completeness, 
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accuracy and right responses to the right questions. The completed data was entered and coded 

in the computer immediately they were received them from the field which eased the load. 

Post-field work included coding, analysis and storage of research tools (Mugenda & Mugenda, 

2012). Once the data was transferred from the questionnaire to the computer, the questionnaire 

was kept in safe place for future reference. The completed instruments was safely kept for a 

period of not less than five years before they can be destroyed for future reference and also it’s 

the recommended time frame for storage and the statute of limitation demands so. 

 

 Table 3.1 

Operational Definitions of Variables 

Variable Indicator Measuring 

scale 

Tool for 

collecting data 

Data 

analysis 

Demographic data Sub- county of 

operation 

Age 

Sex 

Marital Status 

Education level 

Monthly Income 

Ordinal 

Ordinal 

Ordinal 

Ordinal 

Ordinal 

Ordinal 

 A questionnaire 

A questionnaire 

A questionnaire 

A questionnaire 

A questionnaire 

A questionnaire 

Frequencies 

Percentages 

Accountability 

System factors 

Communication 

structure  

Referral and linkage to 

Health System  

Community support  

Monitoring & 

Evaluation  

Nominal 

 

Nominal 

Nominal 

Nominal 

A questionnaire 

A questionnaire 

A questionnaire 

A questionnaire 

A questionnaire 

Frequencies 

Logistic 

regression, 

Chi-square 

Percentages 

Human resource 

management 

Factors 

Selection & 

Recruitment 

 Years of experience  

Nominal  

Nominal 

A questionnaire 

A questionnaire 

Frequencies 
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Clarity of work 

 Support Supervision 

 Training 

Nominal 

Nominal 

Nominal 

A questionnaire 

A questionnaire 

A questionnaire 

Logistic 

regression, 

chi-square 

Percentages 

Logistics & 

supplies factors 

Transport 

 Job aid 

 CHV kits 

Nominal 

Nominal 

Nominal 

A questionnaire 

A questionnaire 

A questionnaire 

Frequencies 

Logistic 

regression, 

Chi-square 

Percentages 

Incentives factors Financial 

Non-financial 

Nominal 

Nominal 

Questionnaire 

Questionnaire 

Frequencies 

Logistic 

regression, 

Chi-square 

Percentages 

Community 

Health Units 

performance 

Effectiveness 

Ineffectiveness 

Nominal 

Nominal 

Questionnaire 

Questionnaire 

Frequencies 

Logistic 

regression, 

Chi-square 

Percentages 

      

 

3.8. Methods of Data Analysis       

Quantitative data analysis method was using SPSS version 27. Data analysis was done using 

descriptive statistic which captured cross tabulation, frequencies and percentages; and 

inferential statistics which captured logistic regression and chi-square, data was then presented 

through figures, tables and narration. This analysis was guided by the objectives of the study 

namely: Accountability system; Human resource management practices; Logistics and 

supplies; incentives and the dependent variable.  The dependent variable was measured using 

two categories i.e. first category; effectiveness and second category; ineffectiveness. The 
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logistic regression generated beta coefficients, standard error, significance levels, a formula to 

predict logit transformation of the probability of presence of the characteristics of interest.   

f(p)=1/(1+e-p)-------------------------------------------1 

Equation 1 simplifies as: 

 logit (p) =b0+b1X1+b2X2+b3X3+………………+bnXn………2 

Where: 

P = probability of presence of characteristic of interest 

b0 = representation of the reference group 

b1 = the regression co-efficient associated with the reference group 

X1…..Xn = explanatory variables. 

 

3.9.Ethical Considerations 

Researcher ensured that there was proper entry into the Nairobi County health department by 

getting permission from National Commission for Science and Technology; Nairobi 

Metropolitan Services Medical Officer of Health (MOH) to officially undertake study within 

his/her jurisdiction. A written letter from Kenya Methodist University (KeMU), Science and 

Ethics Review Committee of introducing and authenticating the researcher as a student in the 

university further facilitated the acceptance in the County. 

 

Purpose of the study was fully explained to the participants and informed written consent was 

sought from all.  The respondents were treated with respect and the data given by them was 
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handled with confidentiality; participants were given freedom to express their ideas or ask 

questions; and participants were given the freedom to participate or withdraw from the study 

if so wish. This contributed to the success of the study. 
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CHAPTER FOUR:  RESULTS AND DISCUSSION 

4.1. Introduction 

This chapter shows the results of the analyzed, presented and interpreted data gathered from 

the field. The results aimed at showing the relationship and significant influence that the 

independent variables have with community health units’ performance in the delivery of child 

immunization services in the urban informal settlements.  

 

4.2. Pilot Results 

A pretest was carried out on 30 respondents in 4 CHU in Ruaraka sub-county Nairobi County 

informal settlements to test the reliability and validity of the research instrument. Cronbach’s 

alpha to assess the validity and reliability of the study instrument, the researcher performed a 

pre-test on 30 respondents from Ruaraka Sub-county in Nairobi County. Cronbach’s alpha 

reliability test was done to measure the questionnaire internal consistency.  

 

Table 4.1:  

Cronbach’s Alpha Reliability Statistics 

 Cronbah'

s Alpha 

Number  of 

Items Conclusion 

Accountability .789 31 Scale reliable 

Human resource management  .814 48 Scale reliable 

Logistics and Supplies .859 19 Scale reliable 

Incentives .799 21 Scale reliable 

CHU immunization service delivery .647 6 Scale reliable 
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Cronbach’s Alpha for the 5 variables was 0.647 and above, this showed that the questionnaire 

had the required internal consistency. A reliability test of more that 0.5 is considered to be 

acceptable.  

 

4.3. Participants Response rate 

354 CHP from all CHUs in the informal settlements of Nairobi County were sampled. 354 

questionnaires were issued out and all were completed resulting in 100% response. A response 

above 50% is acceptable therefore this rate was acceptable and this means the findings can be 

generalized (Mugenda & Mugenda, 2012).  

 

Table 4.2  

Response rate 

  

Response Frequency (n) Percentage (%) 

Completed questionnaires 354 100 

 

 

4.4. Demographic characteristics of the respondents 

The demographic characteristics of the participant were established these included:-, Age, Sex, 

Marital Status, Education level, Monthly Income of more than Ksh. 10,000 and Sub-county of 

operation. This demographic information highlighted characteristics which were deemed 

necessary to determine that the respondents were a representative sample. 
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Figure 4.1  

 Participants age 

 

Majority 208 (58.8%) of the respondents were 36 &above years of age while minority 146 

(41.2%) were 18-35years. 
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Figure 4.2  

Participant’s Sex 

 

 

Majority of the respondents 279 (78.8%) were female, while minority 75 (21.2%) male 

respondents.  
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Figure 4.3 

Participants’ Marital status 

 

Majority of respondents were married at 200 (56.5%) while a minority 154 (43.5%) were single 
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Figure 4.4 

 Education level 

 

 

Most of the respondents had attained secondary education 263 (74.3%) while minority 91 

(25.7%) had primary level of education only. 
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Figure 4.5 

 Monthly income  

 

 

Majority of the respondents 163(46%) earned a monthly income of more than Ksh. 10,000 6-

12 times in a year; 105(29.9%) earned a monthly income of more than Ksh.10,000  1-5 times 

in a year, while minority 86 (24.3%) never earned income  more than Ksh 10,000. 
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Figure 4.6  

Sub-county of Operation  

 
 

Majority (36) 10.17% of respondents were from each of the 8 sub-counties while Makadara 

had 35 (9.89%) and Embakasi West had (31) (8.76%) participants. 

 

4.5. Descriptive analysis of the study variables 

This part presents perceptions the respondents held in respect to:- accountability system;  

Human resource management practices; Logistics and supplies; Incentives; and CHU 

performance. The views of the respondents were on 5 Likert scale where 5= strongly disagree, 

4=disagree, 3=Neutral, 2= Agree, 1= strongly agree. The Likert scale was transformed into 

nominal scale with two categories where 1=Agree, 2=Disagree. The views were combined and 

each study variable computed using SPSS Version 27. Results captured in the following tables. 
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4.5.1. Community Health Units performance (Dependent Variable) 

This variable was tested using two measures:- effectiveness; and ineffectiveness. This implied 

that when there was effectiveness CHU delivery of child immunization services would be 

improved. The variable had 6 perception items measured with 5 Likert scale. Therefore the 

lowest probable view was 6 and highest probable score was 30. Responses with opinion tally 

between 6 -12 were perceived as effectiveness, while those with perceptions above 12 were 

perceived as ineffectiveness.  

 

Table 4.3  

CHU Performance (Dependent Variable) 

  

Variable n % 

Performance   

Effective 252 71.2 

Ineffective 102 28.8 

 

According to table 4.3, highest 252 (71.2%) number of the CHP were effectiveness in the 

delivery of child immunization services. This implied that CHP followed the laid down 

standard procedures and competently assessed, refer and follow-up children for immunization 

services appropriately. These findings concurred with studies conducted by (Rowe et al., 

2017b) and (Dambisya & Matinhure, 2012) which stated that for improved performance there 

is need for proper standards and guidelines; and adherence to these standards and guidelines 

showed improvement in the CHWF performance. In addition, (Bartos et al., 2019) in their 

study revealed that CHWF showed their effectiveness in the referral of the pregnant and under- 

6month children to the health facility with a standard referral form and all the referred clients 

were confirm to have accessed the services in the health facility. 
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 4.5.2. Accountability factors (Independent variable) 

This variable sort to establish whether CHU had a clear accountability systems in place. 

Accountability factors were measured using, communication channel, referral system, 

community support, community monitoring and evaluation. To ease computation and 

interpretation of perceptions scores on accountability factors, the 5 Likert scales data was 

recoded such that each indicator were in two sets of nominal scale.  

 

Communication channel was assessed by 2 opinion score using 5 Likert scaled data. Hence the 

lowest probable perceptions tally was 2 and the highest probable perceptions tally was 10. 

Responses with opinion tally between 2- 4 were classified as “communication channel clear”. 

Those with a perception score of above 4 were thought as communication not clear. Referral 

channel was assessed by 2 opinion score using 5 Likert scaled data, therefore the lowest 

probable perceptions tally was 2 and the highest probable perceptions tally was 10. Responses 

with opinion tally between 2- 4 were classified as “referral system clear”. Those with a 

perception score of above 4 were thought as referral system not clear. Community support was 

assessed by 5 opinion score using 5 Likert scaled data. Hence the lowest probable perceptions 

tally was 5 and the highest probable perceptions tally was 25, Responses with opinion tally 

between 5- 10 were classified as “Community actively participate in CHP activities”. Those 

with a perception score of above 10 were held as community not actively participated in CHP 

activities. Community monitoring and evaluation was assessed by 5 opinion score using 5 

Likert scaled data, consequently the lowest probable perceptions tally was 5 and the highest 

probable perceptions tally was 25, responses with opinion tally between 5- 10 were classified 

as “Community actively monitors and evaluates CHP activities”. Those with a perception score 

of above 10 were held as community does not actively monitor and evaluate CHP activities.  
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Table 4.4  

Accountability factors 

 

  

   

Variable n % 

Communication   

Communication channel is clear 214 60.5 

Communication channel not clear 140 39.5 

Referral &linkage   

Referral system in place and clear 302 85.3 

Referral system not in place not clear 52 14.7 

Community support   

Community actively participates in CHP activities 296 83.6 

Community not actively participates in CHP activities 58 16.4 

Monitoring and evaluation   

Community actively monitors and evaluate the CHP 109 30.9 

Community not active in monitoring and evaluating the CHP 245 69.2 

 

In table 4.4. Majority 214 (60.5%) of CHP agreed that communication structure was clear and 

made delivery of child immunization services in the community easier. 140 (39.5%) thought 

that communication channel was not clear. This implied that a significant number of CHP 

struggled with proper communication within and without the CHU. In agreement (Kok et al., 

2015) revealed the significance of having proper communication between the CHWF and other 

actors in the health system and community, “Therefore a clear communication process and 

system is key in minimizing any potential burden that could arise between community 

committees and the health system supervisors”. The study also found out that communication 

and Linkage/referral channel were clear and had made coordination and access to job aid and 

child healthcare services proficient. It also agreed with the study by (Chang et al., 2012) which 
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revealed there was improved quality of care which was linked to improvement in 

communication between Clinical healthcare and the CHWF. 

 

Majority 302 (85.6%) of CHP agreed that referral system was clear. 52 (14.7%) were of the 

opinion that “referral channel was not clear”. This implied that relatively referral system was 

generally clear and therefore tracking of referred children from the community to health-care 

services and back is much better. In agreement (Teela et al., 2019) revealed that as CHWF and 

healthcare workers working in the maternal and child healthcare department coordination 

improved in Myanmar, the quality of care too improved. 

 

Most 296 (83.8%) of CHP agreed that community gave them support. 58 (16.2%) perceived 

lack of support from the community. This infers that community should be encouraged to 

embrace CHP work in order to have 100 % full coverage of immunization of children in the 

community. In support another study done in Kenya CHWF attached to the health system and 

community reported to have gained respect and recognition and this has motivated their 

performance (Yasemin et al., 2012). Study by Amare, (2011) revealed that community support 

given to CHWF increased their motivation and thus increased their performance, this support 

was given through various local institutions who served as community anchors to raise their 

recognition and acceptance in the community. 

 

Majority 245 (69.2% of CHP disagreed with the perception that community actively 

participated in the monitoring and evaluation of CHP activities. 109(30.8%) agreed that there 

was community actively participated in the monitoring and evaluation of CHP activities. This 

implied that there is low understanding of monitoring and evaluation and its role in the 

community, hence community should be educated and shown the easiest methods used at the 
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community level.  In support a study by (Shankar et al., 2019) community evaluation CHWF 

established good relationships with the expectant mothers and this also improved their 

performance. In addition study by Kalyango et al. (2012) in Uganda revealed that community 

gave CHWF feedback for their performance and this influenced their performance positively. 

 

4.5.3. Human resource management factors (Independent Variable) 

This variable sought to establish Human resource management practices used. Human resource 

management factors were measured using, selection & recruitment, years of experience, clarity 

of roles, supportive supervision, and training. To ease computation and interpretation of 

perceptions scores on human resource factors, the 5 Likert scales data was recoded such that 

each indicator were in two sets of nominal scale.  

 

Selection& recruitment was assessed by 3 opinion score using 5 Likert scaled data, hence the 

lowest probable perceptions tally was 3 and the highest probable perceptions tally was 15, 

responses with perceptions tally between 3- 6 were classified as “selected by the community”. 

Those with a perception score of above 6 were thought as “not selected by community”. Work 

experience assessed by 3 opinion score using 5 Likert scaled data, therefore the lowest probable 

perceptions tally was 3 and the highest probable perceptions tally was 15, responses with 

perceptions tally between 3-6 were classified as “worked for more than 3 years as CHP”. Those 

with a perception score of above 6 were thought as worked for less than 3 years.  

 

Clarity of roles was assessed by 8 opinion score using 5 Likert scaled data, hence the lowest 

probable perceptions tally was 8 and the highest probable perceptions tally was 40, responses 

with perceptions tally between 8- 16 were classified as “There is an understanding of roles and 
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targets”. Those with a perception score of above 16 were held as having “no understanding of 

roles and targets”.  

 

Supportive supervision was assessed by 5 opinion score using 5 Likert scaled data. 

Consequently the lowest probable perceptions tally was 5 and the highest probable perceptions 

tally was 25, responses with perceptions tally between 5- 10 were classified as “supportive 

supervision timely received”. Those with a perception score of above 10 were held as 

supportive supervision not timely given.   

 

Training was assessed by 1 opinion score using 5 Likert scaled data. Consequently the lowest 

probable perceptions tally was 1 and the highest probable perceptions score was 5, responses 

with perceptions tally between 1 and 5 were classified as “received training on immunization”. 

Those with a perception score of above 2 were held as “not received training on immunization” 

Findings are presented in table 4.5 
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Table 4.5 

Human resource management factors 

 

Variables  n % 

Selection and recruitment    

Selected by the community  288 81.4 

Not selected by the community  66 18.6 

Years of experience    

Gained more skills and confidence  109 30.8 

No skills nor confidence gained  245 69.2 

Clarity of roles     

There is understanding of roles and targets   268 75.7 

No understanding of roles and targets  86 24.3 

Support  supervision    

Support supervision timely received by CHP  228 64.4 

Support supervision not timely received by CHP  126 35.6 

Training     

Received training on Under-five children's Immunization  311 87.9 

Not received training on Under-five children's Immunization  43 12.1 

 

In Table 4.5. Majority 288 (81.4%) CHP selected by the community, worked and lived in the 

same community, 66 (16.6%). This implied that majority of the CHP understood the 

community challenges around immunization better since they belonged in the same locality 

they worked in. In agreement a study showed that when CHP were selected, lived and worked 

within the same community this made them keep confidentiality and gained trust &support 

from the community which positively enhanced their motivation, this finding concurred with 

study carried out among CHWF in Ghana showed that as a result of community selecting them, 
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the CHWF had sense of responsibility and pride which in turn motivated their performance 

(Yasemin et al., 2012).   

 

Majority 109 (30.8%) of CHP agreed that work experience had helped them gained more skills 

and confidence. however 245 (69.2%) of CHP felt experience they had gained did not make 

any difference in their work. This implied that experience had no effect on skill and nor 

confidence needed to serve as CHP. In contrast this study showed that gained work experience 

showed to have helped CHP adhere more to standard and procedure, and gain more confidence, 

it concurs with the a study which revealed that years one has worked as CHWF has effect on 

their performance as it is shown in their ability to appropriately use job aids, deliver good 

quality of care and empower clients (Crispin et al., 2012).   

 

Majority 268 (75.7%) CHP agreed that they understood their roles and targets while 86 (24.3%) 

had no understanding of their roles and targets. This inferred that clarity of roles should be 

made at the point selection, to ensure improved delivery of children immunization services. 

this finding concurred with the study that was carried out in Ghana CHWF which reported that 

due to lack of clear of understanding of their role they experienced work-related changes 

especially in the community affecting their work negatively (Yasemin et al., 2012); also in 

another study conducted in Malawi it showed that due to lack of understanding of their role 

CHWF ended up taking role that were not theirs, they ended up doing basic treatment for adults 

yet CHWF were working in child healthcare services program (Adnan et al., 2012).  

 

 Most of 228 (64.4%) of CHP agreed that Support supervision was received timely while 126 

(35.6%) did not receive timely supportive supervision. This implied that a structured way of 

giving supportive supervision should be put in place in order for every CHP to benefit from it, 
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since this helped in minimization of errors and enhanced skills imparted. CHP agreed that 

support supervision had helped them to minimize errors in their work in support. Regular and 

timely support supervision helps to minimize errors in their work and most CHP were 

motivated to seek more knowledge and skill, this finding agreed with the study done in Ghana 

CHWF reported that if they were supervised they would feel motivated and would do well in 

their work. (Bazzano et al., 2016). Furthermore a study done in Madagascar on CHWF found 

out that frequency of supervision affected their performance significantly, those who received 

higher frequency of supervision showed better performance (Smith et al., 2013).   

 

Majority 311 (87.9%) CHP had been trained on under-five years’ immunization, while 43 

(12.1). This implied that the CHU were doing well in terms of equipping the CHP with 

knowledge on immunization. The findings agreed with the study that shows that majority of 

CHP had received training on Immunization and hence were able to render their services with 

confidence, knowledge and skill, According to Smith et al. (2013) training has direct effect of 

performance, the CHWF who received training were able to carry on their roles better that 

those who did not receive.  

 

4.5.5. Logistics and supplies factors (Independent variable) 

This variable sought to establish how easy and accessible logistics and supplies were at CHU. 

Logistics and supplies factors were measured using, Transportation, Job aid and commodity 

kit. To ease computation and interpretation of perceptions scores on logistics and supplies 

factors, the 5 Likert scales data was recoded such that each indicator were in two sets of 

nominal scale.  
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Transportation means was assessed by 4 opinion score using 5 Likert scaled data, hence the 

lowest probable perceptions tally was 4 and the highest probable perceptions score was 20, 

responses with perceptions tally between 4- 20 were classified as “transportation means 

accessible”. Those with a perception score of above 6 were thought as “transportation means 

not accessible”. Job aid was assessed by 3 opinion score using 5 Likert scaled data, therefore 

the lowest probable perceptions tally was 3 and the highest probable perceptions tally was 15, 

responses with perceptions tally between 3-6 were classified as “job aid used as a reminder to 

quicken decision making”. Those with a perception score of above 6 were thought as not “used 

job aid as a reminder to quicken decision making”. Commodity kit was assessed by 7 opinion 

score using 5 Likert scaled data. Consequently the lowest possible perceptions score was 7 and 

the highest probable perceptions tally was 35, responses with perceptions tally between 7 and 

14 were classified as “commodity kit available for use”. Those with a perception score of above 

14 were held as “commodity kit not available for use” Findings presented in table 4.6. 

 

Table 4.6 

Logistics & supplies factors  

 

  

Variables n % 

Transportation  Transportation means is accessible 287 81.1  

  Transportation means is not accessible 67 18.9 

Job aid  Uses Job Aid as reminder and to quicken decision 

making process  

141 39.8 

  Not use Job Aid as reminder and to quicken decision 

making process 

213 60.2 

CHP 

Commodity kit  

Commodity kit available for use 112 31.6 

  Commodity kit not available for use 242 68.4 
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As per table 4.6. Majority 287 (81.1%) agreed that means of transport was accessible from 

community to the health facility while 67 (18.9) did not agree that the means of transport was 

accessible. This implied that the community was well able to reach the facility for 

immunization services without much challenges. In support Arem et al. (2011) in their study 

in Uganda on HIV program CHW were not able to make the required number of home visit 

due to lack of transport and that affected the outcome of the program. (Moetlo et al., 2011) 

revealed in their study in South Africa that it was difficult to transport the beneficiaries that 

were unwell at home to the health facility due to lack facilitation of transport and vehicles are 

extremely expensive for CHWF to afford. 

 

 Most 213 (60.2%) respondents agreed that job aid was an important reminder and quickened 

their decision making process, however 141 (39.8%) felt that the job aids were restrictive and 

did not allow creativity in their work. This implied that job aid should be provided for all and 

helped to appreciate its importance in work process. This study agreed with the study 

aaccording to Hamer et al. (2012) which showed in Zambia CHWF in Maternal and Child 

health program used simple treatment algorithm and clear treatment chart and as a result they 

managed to get clear guidance for their work which improved their performance. 

 

 Majority 242 (68.4%) CHP disagreed that there was commodity kits available for use, and 112 

(31.6%) agreed that there was commodity kits available for use. This inferred that commodity 

kit largely lacked and this affect the delivery of their work negatively, this finding agreed with 

Gill et al. (2012) and Mothabbir et al. (2011) studies which showed an improvement in the 

CHWF interventions due to availability of Job aids. In contrast, Javanparast et al. (2012) study 

conducted in Iran revealed that job aid was a demotivation to the CHWF because they felt that 

it was too prescriptive and did not allow for creative learning, these category of  CHWF were 
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young and had higher education. In agreement (Furth & Crigler, 2012; Kalyango et al., 2012) 

revealed that CHWF were demotivated and were unable to carry out their tasks due to lack of 

commodities. However in the study Osawa et al. (2010) did not find any correlation between 

adequacy of health commodities and CHWF adherence to guidelines for particular task. 

4.5.6. Incentive factors 

This variable sought to establish the attractive incentives in the CHU. Incentive factors were 

measured using, financial incentives and non-financial incentives. To ease computation and 

interpretation of perceptions scores on logistics and supplies factors, the 5 Likert scales data 

was recoded such that each indicator were in two sets of nominal scale.  

  

Financial incentive was assessed by 2 opinion score using 5 Likert scaled data, therefore the 

lowest probable perceptions tally was 2 and the highest probable perceptions tally was 10, 

responses with perceptions tally between 2 and 4 were classified as “received financial 

incentive”. Those with a perception score of above 4 were thought as not received financial 

incentive. Non-financial incentive was assessed by 19 opinion score using 5 Likert scaled data. 

Consequently the lowest probable perceptions tally was 19 and the highest probable 

perceptions score was 95, responses with perceptions tally between 19 and 38 were classified 

as “non-financial incentive received”. Those with a perception score of above 38 were held as 

“non-financial incentive received.” Findings presented on table 4.7. 
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Table 4.7 

Incentives Factors  
 

Incentives factors  Indicators n % 

Financial incentive  

  

Received financial incentive 88 24.9 

Not received financial incentive 266 75.1 

Non-financial Incentive Non-financial incentive received by CHP 78 22. 

No non-financial incentive 276 78 

 

According to Table 4.7. Majority 266 (75.1%) CHP disagreed that they received financial 

incentive, and the minority 88 (24.9%) agreed they received financial incentive. This implied 

that largely CHP were not receiving any financial incentive.  

 

 Majority 276 (78%) of CHP agreed that they did not receive any non-financial incentive while 

78(22%) agreed they were receiving a non-financial incentive. This implied that Non- financial 

incentive were not given to CHP despite not receiving any financial availability of it would 

motivate CHP and therefore not consider dropping-out. In a study conducted in India CHWF 

stated that they preferred financial incentives to any other types of incentive as it motivated 

them in their performance were demotivated in their work due to unfulfilled promises 

concerning financial incentive. (Yasemin et al.2012 & Yirga et al., 2010). 

 

Non-financial incentive are highly appreciated by the CHP and almost at the same level as 

financial incentive, recognition by health facility and recognition and respect by community 

appeared to be embraced more by the CHP further more lack of them could be reasons to drop-

out; A study carried out reported that CHP’s work motivation was enhanced due to trust and 

respect from the community which they considered very significant (Alam et al., 2012). Furth 
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& Crigler (2012) stated that CHWF in Zambia got engaged more as they got opportunities for 

advancement in their careers. In another study the findings showed that lack of CHWF 

promotion opportunities contributed to many of them dropping out (Rahman et al., 2010). 

4.5.5. Cross tabulation of Sub-county of operation and Community Health Units 

performance (CHU) 

This analysis sought to establish the existing relationship between sub-county of operation and 

CHU performance in the delivery of child immunization services. 

 

Table 4.8 

Analysis of relationship between Sub-County of Operation and CHU performance 

 

      CHU performance   

   Effective Ineffective  

 n f % f % P-value 

Sub-county of 

Operation 

  

Kamukunji 36 28 77.8% 8 22.2% 11.628 

  Kasarani 36 33 91.7% 3 8.3% 

Makadara 35 22 62.9% 13 37.1% 

Starehe 36 26 72.2% 10 27.8% 

Ruaraka 36 22 61.1% 14 38.9% 

Lanagata 36 25 69.4% 11 30.6% 

Westlands 36 25 69.4% 11 30.6% 

Dagoreti 36 25 69.4% 11 30.6% 

Embakasi East 36 24 66.7% 12 33.3% 

Embakasi West 31 22 71.0% 9 29.0% 

 

According to table 4.8. Majority >61% of CHP in all Sub-county were effectiveness in the 

delivery of child immunization services while minority < 38.9% of CHP were ineffectiveness 

in the delivery of child immunization services. However county of operation had no significant 

effect (p-value=11.628) on CHU performance in the delivery of under. 
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4.6. Bivariate logistic regression 

4.6.1. Relationship between demographic characteristics and CHU performance 

Logical regression analysis was done to determine the association between demographic 

characteristics and CHUs performance in the delivery of child immunization services in 

Nairobi county informal settlements. 

 

Table 4.9 

Omnibus Tests of Model Coefficients 

 
    

 Chi-square df P-value. 

Step 24.455 6.0 0.0000 

Block 24.455 6.0 0.0000 

Model 24.455 6.0 0.0000 

 

Table 4.9. Demonstrates the impact of the projection ability of the model when all the 

independent variables are considered as one block. The p-value =0.000 was smaller than 0.05 

which indicates that the model has significant projection ability. 

 

Table 4.10 

Model Summary 

 
      

-2 Log likelihood 

Cox & Snell R 

Square Nagelkerke R Square 

400.680a 0.067 0.095   

 

Table 4.10, indicates that the model projects 95% variation in the effectiveness of CHU 

delivery of child immunization services.  This inferred there was a possibility for additional 

studies on factors affecting performance in the CHU performance in the delivery of child 
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immunization services in Nairobi county informal settlements since there was 5% of variation 

which remains unsolved in this study.  

 

Table 4.11 

Hosmer and Lemeshow Test 

 
    

Chi-square df p-value 

8.226 8 0.812 

Table 4.11. This test measured whether the model was fit for the prediction. The chi-square 

result is 8.226 and P-value is 0.812. This implied that the model was fit and had significant 

predictive capacity hence appropriate for this study. 

 

Table 4.12 

Relationship between Demographic characteristic and CHU performance 

 

Variable B S.E. Wald df p-value 

Odds 

Ratio 

Age             

36years and above(RC)      1 

18years to 35years 0.424 0.248 2.916 1 0.088 1.529 

Gender             

Female (RC)      1 

Male -0.152 0.303 0.251 1 0.616 0.859 

Education             

secondary (RC)      1 

Primary -1.01 0.328 9.504 1 0.002 0.364 

Marital Status             

Single (RC)      1 

Married -0.411 0.247 2.762 1 0.097 0.662 

Monthly income of 

>Ksh.10,00             

Never (RC)       

6-12months yearly 0.405 0.354 1.309 1 0.252 1.499 

1-5months yearly 0.726 0.325 4.975 1 0.025 2.068 
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In Table 4.12. The results indicated that Education was a significant predictor (p-value=0.002) 

of CHU performance in delivery of child immunization services in Nairobi County informal 

settlements. CHP with primary education level were 0.364 times less likely to effectively 

deliver child immunization services. When compared to their counterparts with secondary 

education level, the results were significant at 5%level. 

 

The findings further showed that income was a significant predictor (p-value=0.026) of CHU 

performance in delivery of child immunization services in Nairobi County informal 

settlements. CHP who could get monthly income of more than Ksh.10, 000 1-5 times a year 

were 2.068 times more likely to effectively deliver child immunization services when 

compared to their counterparts who never got any monthly income of more than Ksh.10, 000 

and the results were significant at 5%. While CHP who could get monthly income of more than 

Ksh.10, 000 6-12 times a year were 1.499 times more likely to effectively deliver child 

immunization services when compared to their counterparts who never got any monthly 

income of more than Ksh.10, 000 and the results were significant at 5%. Contrary to the 

expectation Age and sex and Marital Status had no significant influence on CHU’s 

performance in delivery of child immunization services in Nairobi County informal 

settlements. 

4.6.1. Relationship between Independent variables and Dependent variable 

The logical regression analysis was done to determine the relationship between: Accountability 

system; Human resource management practices; Logistics and supplies; Incentives and CHUs 

performance in the delivery of child immunization services. 
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Table 4.13 

 Omnibus Tests of Model Coefficients 

 

 Chi-square  df p-value 

Step 126.81 4.0 0.0000 

Block 126.81 4.0 0.0000 

Model 126.81 4.0 0.0000 

 

Table 4.13 demonstrated the impact of the projection ability of the model when all the 

independent variables were considered as one block. The p-value =0.000 was smaller than 

0.05 which indicated that the model had significant projection ability. 

   

Table 4.14  

Model Summary 

 

-2 Log likelihood Cox & Snell R Square Nagelkerke R Square 

298.326a 0.301 0.431 

 

Table 4.14, indicated that the model projects 43% variation in the effectiveness of CHU to 

deliver child immunization services.  This inferred that there was a possibility for additional 

studies on factors affecting performance in the CHU performance in the delivery of child 

immunization services in Nairobi county informal settlements since there is 57% of variation 

which remains unsolved in this study.  
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Table 4.15 

Hosmer and Lemeshow Test 

 

Chi-square df p-value 

12.556 6 0.071 

 

Table 4.15. This measured whether the model was fit for the prediction. The chi-square result 

is 12.556 and P-value is 0.071. This implied that the model was fit and had significant 

predictive capacity hence appropriate for this study. 

 

 

As shown in table 4.16, Accountability system was a significant (p-value=0.000) predictor of 

CHU performance in the delivery of child immunization services in Nairobi County informal. 

Clear accountability system was predicted to 0.140 times less likely to affect effective delivery 

of child immunization services than when accountability system was not clear. The results were 

significant at 5% level.  

Table 4.16 

Relationship between Independent variables and Dependent variable 

 

Variable B S.E. Wald df 

p-

value 

Odds 

Ratio 

Accountability factors       

Accountability system is unclear(RC)      1.000 

Accountability system is clear 1.967 0.300 42.893 1 0 0.140 

Human resource factors       

Human resource practices not used(RC)      1.000 

Human resource practices used 1.574 0.394 16 1 0 0.207 

Logistics and supplies        

Logistics and supplies are not easy to use and not 

accessible(RC)    1.000 

Logistics and supplies are easy to use and 

accessible 1.115 0.311 12.866 1 0 0.328 

Incentives       

Incentive are not attractive      1.000 

Incentive are attractive 1.336 0.431 9.634 1 0.002 0.263 
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In addition the findings showed that Human resource management was a significant (p-

value=0.000) predictor of CHU performance in the delivery of child immunization services in 

Nairobi County informal settlement, when Human resource management standard practices 

were used it was predicted 0.207 times less likely to affect effective delivery of child 

immunization services than when standards and human resource practices were not used. The 

results were significant at 5% level. 

 

Furthermore the findings showed that Logistics and supplies was a significant (p-value=0.000) 

predictor of CHU performance in the delivery of child immunization services in Nairobi 

County informal settlements, when logistics and supplies were easy to use and accessible it 

was predicted 0.328 times less likely to affect effective delivery of child immunization services 

than when logistics and supplies were not easy to use and not accessible. The results were 

significant at 5% level.  

 

Finally, the results showed that Incentive factors were significant predictors (p-value=0.000) 

of CHU performance in the delivery of child immunization services in Nairobi County informal 

settlement, when one received incentive it was predicted 0.263 times less likely to affect 

effective delivery of child immunization services than when one did not receive incentive. The 

results were significant at 5% level. 

 

In conclusion CHU performance in delivery of child immunization services was influenced 

positively when accountability system was clear; human resource management standards 

practices were used; logistics and supplies were easy to use and accessible; and when one 

received incentive in the Community Health Units in Nairobi County informal settlements. 
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CHAPTER FIVE: SUMMARY, CONCLUSION & RECOMMENDATIONS 

 

5.1. Introduction 

In this section the summary, the conclusions and the recommendations of the study was 

covered. Summary the findings of the study. Conclusions entailed the outcomes built on the 

set objectives:-Accountability system; Human resource management; Logistics and Supplies; 

Incentives factors and Community Health Units’ performance in the delivery of child 

immunization. Finally it captured the recommendations derived from the findings of the study. 

 

5.2. Summary  

The purpose of this study was to establish the health system factors influencing Community 

Health Units’ performance in the delivery of child immunization service in urban informal 

settlement in Nairobi County. The road objective was Community Health Units’ performance 

while specific objectives were:- Accountability system; Human resource management; 

Logistics and Supplies; Incentives factors. 

 

Chapter one of this study explored purpose and objectives. Health systems are complex, and 

in a complex real world setting a health system needs system’s thinking approach interventions 

in order to operate more successfully and effectively. Children living in the informal 

settlements have been found to be prone to the poorer health indicators (APHRC, 2018), hence 

the usage of health CHU can potentially bring improvements on the health indicators (Kiptoo 

et al., 2015).  

 

Consequently the study sought to establish Health system factors influencing community 

health units’ performance in the delivery of child immunization service in urban informal 
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settlements in Nairobi County.  The specific objectives were:  Accountability system; Human 

resource management; Logistics and supplies; and Incentives factors influencing community 

health units’ performance in the delivery of child immunization services in the urban informal 

settlements in Nairobi County.  

 

In the second chapter, existing work previously done by other scholars was reviewed with the 

aim of establishing what was already known in the body of knowledge and identified the 

existing gaps that the researcher addressed. The review was done systematically guided by the 

study’s specific objectives which were:- Accountability System; Human resource 

management; Logistics and Supplies; and Incentives factors influencing community health 

units’ performance in the delivery of child immunization services in the urban informal 

settlements in Nairobi County.   

 

The third chapters discussed research design, target and population, sampling, preparation of 

research instrument / instrumentation, procedure for collecting and analyzing data. The study 

was a cross-sectional descriptive research which adopted Positivists research philosophy. It 

used survey methodology to obtain data and used both systematic and simple random sampling 

to get a sample size. Data collection was done using a structured closed-ended questionnaire. 

Using Statistical Package for Social Research, data was analyzed using Descriptive Statistics 

i.e. cross tabulation, percentages and frequencies and Inferential Statistics i.e. binary logistic 

regression and chi-square then presented using tables, graphs, pie charts and narrations.  

 

Chapter four discussed the results and discussions, this included the pretest results, and study 

data results. The results findings were presented through figures, tables and discussion. The 

results were presented based on the set objectives which were:- Accountability system factors; 
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Human resource management factors; Logistics and supplies factors; and Incentives factors 

influencing community health units’ performance in the delivery of child immunization 

services in the urban informal settlements in Nairobi County.  

 

5.3. Conclusions  

Demographic characteristics data was to determine the influence demographic characteristics 

had on CHU performance in the delivery of child immunization services in Nairobi County 

informal. The study found out Age, gender, marital status and sub-county of operation did not 

have significant effect on CHU performance in delivery of child immunization services. 

However those with secondary education were 0.364 times less likely to affect deliver child 

immunization services when compared to their counterparts with primary school. In addition 

those who has a source of income of more than Ksh. 10000 6-12 times a year were 1.499 times 

more likely to perform better than those who did not have any source of income of more than 

Ksh. 10000.  

 

The first specific objective was to establish the influence of accountability system factors on 

CHU performance in the delivery of child immunization services in Nairobi County informal 

settlement. Accountability system was a significant (p-value=0.000) predictor of CHU 

performance in the delivery of child immunization services in Nairobi County informal 

settlement. The study found out that when accountability system was in place it was predicted 

0.140 times less likely to affect the delivery of child immunization services than when 

accountability system was not clear. This therefore showed that clear communication channel, 

functional and clear referral system, active community monitoring and evaluation processes 

and community support enhanced performance of CHU in the delivery of child immunization 

service.  
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The second specific objective was to establish the influence of Human resource management 

factors on CHU performance in the delivery of child immunization services in Nairobi County 

informal settlement. Human resource management factors were significant (p-value=0.000) 

predictor of CHU performance in the delivery of child immunization services in Nairobi 

County informal settlement. It was found out that when Human resource management standard 

practices were used it was predicted 0.207 times less likely to affect delivery of child 

immunization services than when standards and human resource practices were not used. 

Therefore this meant that there should be clarity of work/tasks, more support supervision 

sessions, more refresher trainings and community participation in the recruitment of CHP. 

However length of time one has worked did not show any effect on performance. 

 

The third specific objective was to establish the influence of logistics and supplies factors on 

CHU performance in the delivery of child immunization services in Nairobi County informal 

settlement. Logistics and supplies factors were significant (p-value=0.000) predictor of CHU 

performance in the delivery of child immunization services in Nairobi County informal 

settlement. Study found out that when logistics and supplies were easy to use and accessible 

i.e. transportation, friendly and non-restrictive job aids and availability of CHP kits it was 

predicted 0.328 times less likely to affect the delivery of child immunization services than 

when logistics and supplies are not easy to use and not accessible.  

 

The fourth specific objective was to determine the influence of incentives factors on CHU 

performance in the delivery of child immunization services in Nairobi County informal 

settlement.  Incentive factors were significant (p-value=0.000) predictor of CHU performance 

in the delivery of child immunization services in Nairobi County informal settlement. CHP 
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performed better when they received incentives whether financial or non –financial incentive, 

though they gravitated more towards being given financial incentives.  

 

5.4. Recommendations 

5.4.1. Recommendations on research finding  

1. Nairobi county MOH department should strengthened the communication channel in the 

CHU so as to improve the accountability system levels among CHWF. 

2. Nairobi county MOH department should enhance Support Supervision as it revealed to 

help in minimizing work/task related errors and boosts confidence in CHP work delivery. 

3. Nairobi county MOH department should provide friendly and non-restrictive job aids to 

the CHU to enhance their decision making process. This should be provided by MOH for 

standardization. 

4. Incentives should be provided for CHP by the Nairobi health MOH, incentives could 

include but not limited to:- constant reaffirmation of the CHP to the community so that they 

can gain and maintain respect and trust by the community they serve; organize for more 

on-job trainings to enhance their confidence and minimize errors while serving clients; seek 

opportunities for CHP to undergo personal career development. 

  5.4.2. Recommendations for further research 

1. Further research should be done to establish the ways to have more males as CHP, since 

studies reveal that in majority of households men are the key decision makers, hence would 

be greatly influenced by male CHP. 

2. In addition further research should be done to establish strategies to have effective toiler 

made community monitoring and evaluation 
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3. Finally further research should be done to find out the best and affordable, suitable and 

sustainable incentives  
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Appendix II: Informed Consent Form 
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Appendix III. Data Collection Instruments 

 

Individual Questionnaire  

Iam a student in Kenya Methodist University and Iam doing a study on establishing factors 

influencing Community Health Units performance in delivery of child immunization services 

among under-five years’ children in urban informal settlements in Nairobi County. This study 

seeks to understand the environment in which CUs operate in, as well as the strengths, 

challenges, opportunities and threats that exist. The information gathered will be used for 

mitigation as well as strengthening process. Confidentiality of the information gathered will be 

highly observed. This will take approximately 30 minutes.     

Section A: Demographic Data  

1. How old are you in years? 

18-25              18-25              26-35             36-55             56 and above 

 

2. Sex of the respondent? 

       Male               Female  

3. What is your marital status? 

      Married            Single                 Widow                      Separated                

4. What is your education level? 

Primary completed         Primary in-complete        Post-primary vocational training  

Secondary complete        Secondary Incomplete       Post-Secondary vocational training 

 

5. My approximate income (in a month) is more than 10,000 Kenyan Shillings 

  Always.              Often             Sometimes              Rarely                Never 

 

6. In which sub-county is your Community Health Unit? 

Kamukunji;   Makadara;   Starehe;   Embakasi East;   Embakasi West; Langata;   Westlands;   

Kasarani;  Dagoreti; Ruaraka 

 

Section B: Objectives 

 

Accountability Factors  

  Communication structure 

On a scale of 1 to 5 how do you agree with the following statements?  1=Strongly Agree.       

2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

      Communication structure l  

 

2  

   

3  

   

4  

 

5  

7. Communication channel in CHUs is very clear       

 v 

 

 v 

 

 v 

 

 v 

 

 v 
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8.  Clear communication channels makes coordination of my clients easier 

 

     

 

 Referral and linkages to the health system 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Embedment of CHWs in community and the health system l  

 

2  

   

3  

   

4  

 

5  

9.   There is a clear referrals system in place for client from the community to 

health facility and vice versa 

     

10.  I can track clients easily because of the clear referral/linkage system       

       

 Community support 

On a scale of 1 to 5 how do you agree with the following statements?   

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

        Community support l  

 

2  

   

3  

   

4  

4 

5 5 5 

11. . The Community recognizes  my work as CHP       

12.  The community gets in involved in the CHWF work by 

 

      

a. Mobilization of the community for actions around health       

b. Providing meeting places        

c. Providing service delivery points in the community       

d. Providing mean of transport to transfer patients in need to the health centre       

  

 Community monitoring and evaluation 

On a scale of 1 to 5 how do you agree with the following statements?   

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

           Community monitoring and evaluation l  

 

2  

   

3  

   

4  

 

5 6  

13. .  In my opinion the following forums have been effective in giving the 

community health education, updates and feedback on Immunization status of 

the under-five years’ children in the community 

      

a. Chiefs’ Baraza:       

b. Household visit:       
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c. Community dialogues:       

d. Organized health education forums:       

14. . The number of community feedback sessions on immunization status of under-

five years children in a month is satisfactory  

      

 

 

Human Resource factors 

    Selection and Recruitment process 

On a scale of 1 to 5 how do you agree with the following statements? 

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

            Selection and Recruitment process l  

 

2  

   

3  

   

4  

 

5 

15. . I was selected by the community a CHWF       

16. . In my opinion it is important that I live in the community I serve because:- 

a. It’s easier to keep confidentiality 

     

b. Community gives me more respect and support       

 

    Years of experience 

Have you worked for more than 3 years as CHV? 

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

 l  

 

2  

   

3  

   

4  

 

5 5 5 

17. . The more  years of experience affects how I work as a CHWF in the following 

ways 

 

      

a. Makes me adhere with standards and procedure more       

b. Make me more confident        

c. It makes no difference        

 

Clarity of roles  

On a scale of 1 to 5 how do you agree with the following statements?  
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1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Clarity of roles  l  

 

2  

   

3  

   

4  

 

5 

18. The roles and targets that Iam required to meet specifically in Under five years 

Children’s Immunization is clear to me 

 

     

19. . These are my important task in Under-five years Children’s Immunization as 

a CHWF 

     

a. Health education on the importance of immunization to the community      

b. Identification of all the under-five year’s children households      

c. Home visits for follow up on the immunization status      

d. Case search for Immunization defaulter       

e. Referral of  target clients to the health facilityl      

f. Providing feedback to the households on immunization issues      

g. Report writing      

  

 

 Supervision  

 

On a scale of 1 to 5 how do you agree with the following statements? 1=Strongly Agree.       

2=Agree     3= Undecided    4=Disagree    4=Strongly Disagree 

Supervision l  

 

2  

   

3  

   

4  

 

5 5 

20. . In my opinion support supervision:-      

a. Makes me value my work more       

b. Helps me minimize on errors that I would have made      

c. Makes me seek more information and gain more skills       

 

21.  Supportive supervision is very important 

   

1=Strongly Agree.        2=Agree       3= Undecided          4=Disagree      1=Strongly Disagree 

6  

22. . I receive timely feedback and adequate support from my supervisors 

1=Strongly Agree.       2=Agree      3= Undecided      4=Disagree      5=Strongly Disagree 

 

Training  

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 
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Training  l  

 

2  

   

3  

   

4  

 

5  

23. . I have been trained on under-five years Children’s immunization      

 

Logistics and Supplies Factors 

Transportation 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Transportation l  

 

2  

   

3  

   

4  

 

5  

24. Transportation from the community to the health facility is very important for my 

work  

     

25.  Lack of transportation in place affects my job in that:-      

a. Iam not able to make the required number of home visit      

b. Iam not able to refer clients to health centres      

c. Iam not able to submit my report on time      

 

Job aid  

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Job aid  l  

 

2  

   

3  

   

4  

 

5  

26. . In my opinion Job aid are important because 

 

     

a. Acts as a reminder of what to do      

b. Quickens decision in making a process      

c. It doesn’t allow creativity as it restricts one from bringing in new ideas       

 

Commodity kit 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Commodity kit l  

 

2  

   

3  

   

4  

 

5  

27. . There is a system in place commodity kit      

28. . Lack of commodity kit would affect my work negatively       
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29. . The most important items in my Commodity kit are      

a. Drugs      

b. Gloves      

c. Disinfectants      

d. Cotton wool      

e. Mackintosh      

 

 

Incentive Factors 

Financial Incentives 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Financial Incentives 1 2  

 

3 4  

   

5  

 

5 5 

30. . I receive financial incentive for my work as CHP       

31.  In my opinion the financial incentive is adequate for the work that I do as a CHP        

 

Non-financial incentive 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

Non-financial incentive 1 2  

 

3  

   

4 5  

 

5  

32. . Non-financial incentive is important to me as a CHP       

33.  Iam currently receiving the following non-financial incentive       

a. Personal and career development opportunities        

b. Respect and trust from the community       

c. Recognition by the health facility        

d. Tokens        

34. . The following forms of incentives would motivate me my work as a CHP        

a. Financial allowance        

b. Personal and career development opportunities       
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c. Respect and trust from the community       

d. Recognition by the health facility        

e. Training         

f. Tokens        

35.  The following reasons can easily make me drop out or stop being active as a 

CHW  

      

a. Discouragement by family members           

b. Inadequate appreciation by the community         

c. Inadequate support and supervision       

d. Financial constraints            

e. Inadequate training         

 

 

Community Health Units Performance in delivery of child immunization 

On a scale of 1 to 5 how do you agree with the following statements?  

1=Strongly Agree.       2=Agree     3= Undecided    4=Disagree    5=Strongly Disagree 

 1 2 3 4 5 

36. Iam Satisfied with my work as a Community Health Volunteer      

37.  Iam able to identify children who have defaulted immunization and give 

appropriate health education with confident (able to point out in the 

immunization card a defaulter, able to mention immunization 

schedule as per KEPI) 

     

38. I assess and refer appropriately more than one children in need (defaulter) 

of immunization services monthly (has copies of referral notes/register) 

     

39. I use these job aids to do my job ( has and able to demonstrate it usage)      

a) Registers       

b) Procedure manual/guideline      

c) Algorithm/flowcharts      
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Appendix IV: Kenya Methodist University Ethical Approval 
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Appendix V. Research Permit NACOSTI 
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Appendix VI. Nairobi Metropolitan Services Research Authorization/Permit Letter 
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Appendix VII. Nairobi County Map 
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