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Community health-workers: scaling up programmes
In today’s Lancet, Andy Haines and colleagues1 re view the 
changing fortunes of community health-worker (CHW) 
programmes and the current favouring of large-scale 
interventions by CHWs. They present adequate evidence 
that CHWs are necessary and eff ective, but caution 
that success depends on specifi c contexts and that 
eff ectiveness in large-scale programmes is far from 
settled. Their discussion is especially timely for India, 
where state-wide CHW programmes are under way as 
part of the National Rural Health Mission. The Mitanin 
programme of Chhattisgarh state in India highlights 
the many dilemmas and possibilities in the scaling-up 
of such programmes (fi gure).

Created in 2000 by division of the large central state of 
Madhya Pradesh, Chhattisgarh inherited a public-health 
system that had an inadequate number of facilities and 
human resources. In the context of high illiteracy and 
poverty, and with a third of the population consisting 
of indigenous people, the 3818 health subcentres 
(staff ed by one auxiliary nurse in every centre) were 

unable to provide outreach services to the 18 million 
rural population dispersed over 54 000 habitations.2 
In 2000, Chhattisgarh had a rural infant mortality rate 
of 95 deaths per 1000 livebirths—the second highest in 
Indian states.

It was in such a context that the state government, 
in consultation with representatives of civil society, 
decided to establish a strong team of 54 000 women 
community volunteers called Mitanins. The role of these 
volunteers evolved over time into a set of activities 
that focused on child survival and essential care of 
newborn babies, and into another set of rights-based 
activities that enabled access to basic public services 
as fundamental entitlements to be secured through 
women’s empowerment and community action.3 The 
programme envisaged a synergy of health services at 
community, outreach, and facility levels as essential for 
success. The programme was characterised by a mix of 
family-level outreach activities (mainly essential care 
of newborn babies, nutritional counselling, and case 
management of illnesses that are common in child hood) 
with community-level organisational eff orts and larger 
social mobilisation that made extensive use of diff erent 
cultural forms of communication to highlight health 
rights. Leadership was addressed by the formation of a 
unique partnership between state and civil society. In the 
programme, a team of 3000 motivated women fulfi lled 
a role as middle-level supervisors and trainers to address 
the issues of human resources and the usual poor support 
from health personnel that has troubled eff orts of other 
CHWs.4 Furthermore, the programme developed the 
skills to negotiate with key decision-makers, and perhaps 
had the good fortune to enjoy continued political space 
to persist into its fourth year of implementation.

Consistent with other large-scale eff orts discussed by 
Haines and colleagues, the Mitanin programme faces 
challenges of evaluation—an inherently diffi   cult exercise 
at such a scale. Process evaluation of selection, training, Figure: Mitanins in Baiga during social-mobilisation event
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and community mobilisation was possible for the 
Mitanin programme, but there were no community-level 
baselines or controls in the programme design to measure 
outcomes, and suffi  cient sample sizes were neither easy 
nor aff ordable. At this stage, outcomes can be assessed 
only by use of indicators in independent surveys of 
national health and demographics. These surveys show 
that the rural infant mortality in Chhattisgarh decreased 
from 85 deaths per 1000 livebirths in 2002 to 65 deaths 
per 1000 livebirths in 2005,5 which is much the same as 
the national rural infant mortality rate (64 deaths per 
1000 livebirths). However, estimation of the precise 
contribution of the Mitanin programme to this decrease 
is diffi  cult.

Much of the improvement in child survival in 
Chhattisgarh undoubtedly relates to better health-
seeking behaviour and child-care practices. The initiation 
of breastfeeding in the fi rst 2 h after birth increased 
from 24% of livebirths to 71% of livebirths,6 and the use 
of oral rehydration salts in the management of diarrhoea 
in children younger than 3 years increased by 12% in the 
2 weeks before the survey.7 These two interventions 
substantially aff ect child survival,8 and were highly 
mon i tored and eff ective Mitanin interventions. Other 
re corded improvements include total immunisation 
and ante natal care, to which Mitanins would have lent 
support.7

Community participation and the empowerment of 
women cause change.9 The many Mitanins who have 
since entered elected offi  ce in local governance bodies, 
and the successful Mitanin-led community actions 
against deforestation, for securing of tribal liveli hoods,10 
for early childhood-care facilities,11 or against alcohol-

ism and corruption are testimonies to the so-called 
unintend ed positive outcomes. However, as the pro-
gramme grows, these actions will pose new problems for 
the sus tainability of large-scale CHW programmes, and 
might again lay bare the tensions between the diff erent 
expec tations and descriptions of the CHW.12
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The metabolic syndrome in adults is defi ned as a cluster of 
risk factors for cardiovascular disease and type 2 diabetes 
mellitus, which include abdominal obesity, dyslipid-
aemia, glucose intolerance, and hypertension.1,2 In 2005, 
the International Diabetes Federation (IDF) published 
its defi nition of the metabolic syndrome in adults.2 
However, to date no unifi ed defi nition exists to assess 
risk or outcomes in children and adolescents.

Early identifi cation of children who are at risk of 
developing the syndrome, type 2 diabetes mellitus, 

and cardiovascular disease in later life is important. 
Circumstances in utero and in early childhood predispose 
a child to disorders such as obesity, dysglycaemia, and 
the metabolic syndrome.3–5 Furthermore, urbanisation, 
unhealthy diet, and sedentary lifestyle are major contrib-
utors to such disorders.1 Obesity is associated with 
increased risk of cardiovascular disease, which may persist 
from childhood and adolescence into young adulthood.4,6

A clinically accessible diagnostic tool is needed to 
identify the metabolic syndrome in young people 

The metabolic syndrome in children and adolescents
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