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The role of community health workers in non-
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Abstract

Background Community health workers (CHW) are an integral part of primary health care re-engineering in South
Africa. Cape Town is developing community-orientated primary care, with a central role for CHWs. Their role in human
immunodeficiency virus, tuberculosis, maternal and child health has been articulated, but is less clear for non-
communicable diseases (NCDs). Non-communicable diseases are now a major contributor to the burden of disease.
The aim was to explore the current role of CHWSs regarding NCDs in the Eastern sub-district of Cape Town, South
Africa.

Methods An exploratory descriptive qualitative study made use of non-participant observation and qualitative
interviews with CHWs, their managers, and nurse coordinators. Data from nine semi-structured interviews and ten
observations were analysed with the framework method and Atlas-ti.

Results The CHWs were embedded in their communities and provided services via support groups, household

visits and delivery of medication. They linked people to care with assistance of nurse coordinators. They could also
provide physical care in the home. They lacked the ability to counsel people on the risk factors for NCDs and their
role in rehabilitation and palliative care was unclear. More nurse coordinators were needed to provide supportive
supervision. Inter-sectoral collaboration was weak and hindered CHWSs from addressing social issues. More
standardised and comprehensive training should equip CHWs for health promotion and disease prevention during
household visits. Data collected in the community needed to be analysed, reported on and integrated with data from
the primary care facility. This should also contribute to a community diagnosis. Their relationship with facility-based
members of the primary health care team needed to be improved. Attention needed to be given to the requirements
for and conditions of employment, as well as working hours and remuneration. Some equipment was absent and
hindered their services for NCDs.

Conclusions CHWs have the potential to provide a comprehensive approach to NCDs, but community-orientated
primary care needs to be strengthened in many of the key areas to support their activities. In relation to NCDs, they
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need training in basic and brief behaviour change counselling and risk factors as well as in the areas of rehabilitation

and palliative care.

Keywords Community health workers, Primary health care, Primary care, Non-communicable diseases, Chronic

diseases, South africa

Background

South Africa has a quadruple burden of disease with an
increasing contribution from non-communicable dis-
eases (NCDs) that particularly affects poor urbanised
communities [1]. Diabetes is now the second leading
cause of death in South Africa [2], and the COVID-19
(Corona virus infectious disease-2019) pandemic high-
lighted the growing problem of diabetes as a major risk
factor for mortality [3]. The most recent strategic plan for
NCDs recognises five key diseases (cardiovascular, can-
cer, chronic respiratory, diabetes, and mental health) and
five key behavioural risk factors (tobacco use, unhealthy
diet, physical inactivity, harmful use of alcohol and air
pollution) [1]. The strategy sets a 90-60-50 cascade of
goals, similar to the approach used in human immunode-
ficiency virus (HIV) and tuberculosis (TB). This cascade
aims for 90% of people to know their NCD status, 60% of
those with an NCD to receive an intervention and 50% of
them to be well controlled. Currently there is insufficient
national data to measure these goals, but evidence sug-
gests they are not being met. For example, in the Cape
Town metropole only 25% of people with diabetes are
controlled (HbA1lc<7%) [4].

South Africa is committed to a health system based
on high quality primary health care (PHC) [5]. Re-engi-
neering of PHC emphasised the need for district clinical
specialist teams, improved school health services and
ward-based outreach teams (WBOTs) [5]. The WBOT
concept introduced teams of community health work-
ers (CHW) to extend the reach of PHC facilities. The
South African Medical Research Council evaluated
the approach and found it to be cost-effective with the
potential for a substantial return on investment — saving
money, while improving health status [6]. In the Western
Cape Province these CHW teams were conceptualised
within a community-orientated primary care (COPC)
approach [7]. In this model, local non-government
organisations (NGOs) employed CHWs and professional
nurses as team leaders. The plan was for 10-15 CHWSs to
be led by one professional nurse and each CHW respon-
sible for around 250 households or 1000 people.

Prior to the end of Apartheid, many NGOs had
employed CHWs to offer PHC to communities without
sufficient formal health services [8]. After 1994, the new
government was keen to introduce accessible formal PHC
services and many of these NGO-led CHW projects col-
lapsed. The projects that continued often had CHWSs that
targeted specific diseases or services such as home-based

palliative care, HIV or TB. The introduction of WBOTs
promoted a more comprehensive role for CHWs that
was focused on a geographic community and linked to a
PHC facility. In the Western Cape the COPC approach
took this even further with a desire to focus on the health
needs of the population at risk and not just see CHWs as
a form of facility-based outreach [7]. The Metro Health
Services (MHS) developed a 10-point COPC implemen-
tation framework that was developed in four pilot sites
[7].

At the same time the MHS recognised the grow-
ing number of people on treatment for NCDs and that
their services were becoming overwhelmed. A differ-
entiated model of care was considered, whereby stable
and relatively well controlled people with chronic con-
ditions would be managed more in the community [9].
Thus, freeing up clinicians at the facility to focus on the
unstable and poorly controlled patients. This model pro-
posed that NGOs develop support or adherence clubs
where patients could also collect their medication. The
role of CHWs in preventing and managing NCDs became
increasingly important, but their exact scope of practice
was unclear. Their role in NCDs would also need to be
part of a comprehensive scope of practice across the bur-
den of disease.

The aim of this study was to explore the role of CHWs
with regard to NCDs in the Eastern sub-district of the
MHS in Cape Town, South Africa. Specific objectives
included:

+ To explore the experiences and expectations of
CHWs with regards to their role in NCDs.

+ To explore the experiences and expectations of
substructure and sub-district level managers with
regard to the role of CHWs in NCDs.

+ To explore the experiences and expectations of
NGOs with regard to the role of CHWs in NCDs.

Methods

Study design

The study design was a qualitative exploratory descriptive
study that made use of non-participant observation and
qualitative interviews with key informants.

Setting
In 2023, the Eastern subdistrict of Cape Town was pro-
jected to have a population of 751,109 extrapolated from
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the 2011 census [10]. Approximately 80% of the popula-
tion were dependent on public sector health services and
lived in low socio-economic settings, speaking Afrikaans,
isiXhosa or English. Helderberg District Hospital pro-
vided secondary and emergency services to the commu-
nity, which is also served by ten PHC facilities. Nomzamo
health centre was a pilot site for the implementation of
COPC. Masincedane was a local NGO, contracted by
the Department of Health, to serve the whole of the sub-
district. It provided an array of services, which included
promotion of personal hygiene, client mobility for stroke
survivors, dispensing of chronic medication, stoma
care and support of TB treatment [11]. For chronic dis-
eases, they organised four support groups for diagnosed
patients, where they offered health promotion, monitor-
ing of blood pressure, foot screening, blood glucose test-
ing and the dispensing of medication. CHWs received
a four day chronic disease and lifestyle support group
training. The CHWSs were contracted from 08HO0O to
13HO00 on weekdays and to be employed were required to
have completed grade 9 (matriculation from high school
is grade 12). CHWs worked mostly within the commu-
nity-based support groups and at household level. Some
CHWs were based at frail care centres or at health care
facilities doing HIV counselling.

Study population

All CHWs were regarded as equally important key infor-
mants and therefore ten were randomly selected from a
list provided by the NGO and invited to be interviewed.
Five CHWs were interviewed and following initial analy-
sis a further five were interviewed to ensure all key topics
were fully explored. CHWs had various years of experi-
ence and due to random selection CHWs with different
experience had an equal chance of being selected. If new
themes were still emerging after these 10 interviews, then
further interviews would be considered to ensure data
saturation was achieved.

The nurses who coordinated the CHW teams, the NGO
managers who were responsible for the performance
of CHW teams and the Department of Health’s (DOH)
managers who contracted the CHWSs’ services also had
important perspectives on their roles and what could or
should be done for NCDs. One of the more experienced
nurse co-ordinators employed by the NGO was selected
for interview. In addition, the NGO manager and man-
agers responsible for community-based services at the
substructure (Khayelitsha-Eastern) and sub-district
(Eastern) levels were invited to be interviewed.

Data collection

Individual semi-structured interviews were based on
interview guides (Supplementary file 1) and explored a
number of key topics. The topics were identified from the
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literature and what was currently recommended in health
policy [12-14]. Key topics for CHWs were:

+ Their relationship with the community.

+ Their perceived role in relation to NCDs and risk
factors.

+ The strengths and weaknesses of the current services
for NCDs.

+ Cooperation, referral to and partnership with
primary care facilities and staff.

+ Pros and cons of their current training in NCDs.

+ Their perceptions of the future COPC model for
CHWs.

The interview guide with NGO managers or co-ordina-
tors focussed on the same topics as above and in addition
explored:

+ Inter-sectoral collaboration.

+ Relationship with the DOH.

+ Monitoring and evaluation of the CHWSs and health
information systems.

The interview with the DOH managers, focussed on the
following topics:

+ Relationship with the NGO and CHWs.

+ Monitoring and evaluation of the CHWSs and health
information systems.

+ Assessment of their current impact.

+ Strengths and weaknesses of the current services for
NCDs.

+ DPerceived roles of the CHWs in relation to NCDs
now and in the future.

+ Training needs and current training.

+ Cost-effectiveness and financial issues.

All interviews were audio recorded and conducted by
the principal researcher in English or Afrikaans over a
60 min period. The principal researcher attended train-
ing in qualitative interviewing offered by the Division
of Family Medicine and Primary Care. An initial pilot
interview was conducted with a CHW in order for the
supervisor to provide feedback on the interviewing and
communication skills. Interviews were held at the par-
ticipants’ place of work or at a mutually convenient venue
(e.g. the home of the CHW).

The researcher accompanied CHWs in their daily work
as a non-participant observer to observe how they per-
form household visits, facilitated the four support groups
and other daily activities. Detailed field notes were made
during observations or immediately afterwards. The
focus of the observations was the activities of the CHW
in relation to NCDs.



Doresha et al. BMC Primary Care (2024) 25:176

Data analysis

Audiotapes of the interviews were transcribed verbatim
by a professional transcription service and field notes
from the observations were also included as qualitative
data. Transcripts were checked for accuracy against the
audiotapes prior to analysis and corrected if necessary.
Thematic analysis used the framework method and as
well as Atlas-ti software (version 8) [15]. The analysis was
inductive and had the following steps:

+ Familiarisation: Potential codes were identified
by reading the transcripts and field notes from
observations.

+ Coding index: Codes were finalised and organised
into categories, while keeping the objectives of the
study in mind.

+ Coding: All data sources were coded.

+ Charting: All the data derived from the same code
was charted together.

+ Interpretation: The charts were interpreted, looking
for key themes and relationships between themes.

The trustworthiness of the analysis was improved by tri-
angulating data from different methods, (interviews and
observations) and from different data sources (CHWSs
and managers) during the interpretation of the data. The
supervisor provided peer review of the analysis process
when the coding index was developed and when the data
was interpreted and reported.

DW was a registrar in family medicine at the local dis-
trict hospital. She was trained in qualitative methods by
Stellenbosch University and supervised by RM. She had
no prior relationship with the participants and while
interested in the topic, had no strong views or beliefs
regarding the roles of CHWs in NCDs. This enabled her
to interview and observe the CHWs from a neutral and
open perspective.

Results

Profile of respondents

A total of nine interviews were performed, which
included six CHWs, the NGO manager, an NGO nurse

Table 1 Profile of the respondents
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coordinator and the substructure manager of commu-
nity-based services (Table 1). In addition, 10 observations
were made of the CHWs during their normal working
hours on 10 separate days. The researcher accompanied
CHWs employed by Masincedane as they made home
visits and conducted support groups.

Overview of themes
The findings are presented as nine themes:

o Theme 1: The relationship of CHWs with their
community.

+ Theme 2: The relationship of the NGO with the
DOH.

+ Theme 3: The role of CHWSs in NCD and risk factor
management.

+ Theme 4: Relationship with and referrals between
CHWs and their primary care facility.

+ Theme 5: Training of CHWs in NCDs.

+ Theme 6: Inter-sectoral collaboration.

+ Theme 7: Financial issues pertaining to employment
and training of CHWs.

+ Theme 8: Support and supervision of CHWs.

+ Theme 9: Monitoring and evaluation of CHWs and
the health information system.

Theme 1: Relationship of community health workers
with their community.

CHWs were selected to work in the same community
where they lived, had been working for many years and
were well known in the community. Their relationship
with the community was characterised by trust that was
built up over time. Community members had to trust
them to not disclose their confidential or private infor-
mation and to give them access to their personal space
(e.g. to help them wash). This continuity was also impor-
tant for community members to trust the advice and
information received from CHWs:

“Sometimes we go and we do baths with them (the
patients) and assist them with self-care and per-
sonal hygiene and I can see that they feel uncom-
fortable especially if they are not familiar with and

Interview Title Gender Years of experience as a CHW
Interviewee 1 District manager Female -

Interviewee 2 NGO manager Male -

Interviewee 3 NGO nurse coordinator Female -

Interviewee 4 CHW1 Female < 5years

Interviewee 5 CHW2 Female 3-5 years

Interviewee 6 CHW 3 Female 5 years

Interviewee 7 CHW 4 Female > 5years

Interviewee 8 CHW 5 Female > 5years

Interviewee 9 CHW 6 Female > 5years
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you know your body is a very private thing. I think
(they) are afraid that we (community health work-
ers) will talk to other people about them. So it is very
important for the community members to earn your
trust” (CHW' 5).

CHWs and the NGO manager felt that their work was
meaningful and rewarding and their contribution was
significant to the communities they served:

“Well we have been around for a long time and we
are based in the community and the community
health workers live in the community. So we have
got a good reputation and we work closely with the
community leaders and even the residents. They
have come to know us and they have come to know
what we are doing and what we are standing for. So
we are getting where we actually want to be, with the
community people as well as the leaders and all the
other stakeholders” (NGO manager).

Theme 2: The relationship of the NGO with the
Department of Health.

The services rendered by the NGO were defined by
the DOH in a service level agreement. Services could be
an adjunct to services in the primary care facilities that
targeted specific patients or could be additional services
that targeted the whole population at risk:

“The relationship with our NGOs’ in the Eastern
sub-district is a professional relationship on behalf
of where they are doing a service to the community,
on behalf of Department of Health. So the relation-
ship is a service rendering, we give them an out-
line service agreement were we exactly say can you
please do these duties for us and we measure in
monitoring and evaluating on a quarterly bases to
see how the service was rendering and that is the
relationship. It's a nurse driven relationship that is
more about promotion and prevention and that is
the kind of relationship that we have at the moment”
(District Manager).

The advantage of the NGO being linked to the DOH was
that funding and training was provided to CHWSs and
aligned to health targets that the department wanted to
reach. The DOH monitored and evaluated the services
provided by CHWs on a quarterly basis:

“Department of Health is funding us, so they, they
are paying for the nurses and the community health
workers, so it is a partnership and you know it’s a
very close partnership, we, they do a lot of training
and we are invited to that training. We interact with
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the Department of Health in the clinics, the hospital
and at departmental level” (NGO manager).

Theme 3: The role of CHWs in NCD and risk factor
management.

CHWs worked from different sites within the commu-
nity including households, community halls, churches
and the primary care facility. Their scope of practice was
comprehensive from health promotion to home-based
care although they were delivering a service that was
more orientated towards health promotion and disease
prevention.

Traditionally CHWs performed home based nursing
care and assistance with basic physical care needs such
as feeding, bathing, dressing, wound and pressure care,
but their recent duties entailed household assessments.
This was a task whereby CHWs systematically assessed
the households that they were responsible for within the
community. Information from the household assessment
form was meant to give the DOH an idea of the health
status of the residents in a particular area:

“We evaluate their clinic cards or the road to health
charts of children, note all the illnesses people have
whether you have asthma, hypertension or diabetes,
if you are smoking, if the children’s immunizations
are up to date, note the condition of the home. You
are then meant to go back to that household and
see if there is an improvement, measure their (the
patients) glucose and blood pressure and refer to the
clinic if there are no improvements” (CHW4).

The household visits identified individuals at risk who
might require referral to health or social services. CHWs
reported findings to their coordinator who then decided
on appropriate action, such as referral. Needs that were
identified included services from the South Africa Social
Security Agency for social grants as well as access to sani-
tation and electricity, referral to old-age homes, testing
for TB or HIV, incomplete immunisations or vitamin A
prophylaxis, need for family planning or antenatal care or
just information on healthy lifestyle:

“The household form identifies demographic infor-
mation about the family, CHWSs use the opportunity
to see whether the child is immunised, and vitamin
A is up to date, this is how we also then refer back to
the clinic” (NGO manager).

CHWs provided health promotion to people at risk of
NCDs to reduce risky behaviour. This could take the form
of health talks in the clinic, support groups or counselling
in the home. The communication style was often didac-
tic as they had not received training in behaviour change
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counselling. The NGO manager iterated the need to inte-
grate behaviour change counselling in the training of
CHWs because behaviour change is not guaranteed with
health education only:

“I talked to them (the patients) and explain the rea-
sons to quit smoking. I'm not telling them to stop
at once but to start by smoking one less on a daily
basis. The patient would adhere to my advice and
when I see her again she will say; can you see I'm
not short of breath today because I didn’t smoke so
much, or I didn’t eat so much’ because I told her she
must curb the salty food as well and told me that she
had curbed it. Well that influence you have on them
when they see you they immediately start telling, you
gave me this advice and I have followed it. Some-
times we have pamphlets and then we give them
pamphlets regularly” (CHW 6).

CHWs also prevented disease through screening for high
blood glucose and blood pressure (BP):

“We do their BPs and we take their sugar levels. If it’s
a bit high, we refer them. We do have letters whereby
we refer, we fill it out and then we send them with
the letter to the clinic where the clinic staff will take
it up with them” (CHW 5).

CHWs provided assistance to people with diagnosed
diseases through support groups and household vis-
its to enable self-management and adherence to treat-
ment. Lifestyle modification and health promotion (e.g.
dietary advice), as well as diabetic foot care (e.g. cutting
of toenails, removal of callus) and identifying patients
with uncontrolled diabetes or hypertension, were all
part of the daily activities observed. Challenges due to
lack of equipment or supplies such as not having various
BP cuff sizes, scales or not being trained in brief behav-
iour change counselling were a barrier in addressing the
health needs of patients and referral to primary health
facilities:

“They have a weekly group of elderly people or peo-
ple who are coming to collect their medication at the
group. Obviously we need to give some service, quick
help, prevention, promotion, do the blood pressure,
do the sugar testing and ABC in diet, dietary things
and are you still okay, are you eating okay, you
know all that kind of things that is what we do at
the group...for chronic disease of lifestyle and then
we offer also foot care and to look at their feet and
do the foot care, and the cutting of the nails” (NGO
manager).
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CHWs disseminated pre-packaged medication to stable
patients at a monthly support group instead of the phar-
macy. This reduced the workload on the clinic and wait-
ing times for the patients. Their role at the community
health centres was to liaise with the pharmacists to col-
lect chronic medication for support group patients, give
feedback on which patients collected their medication
and to clarify any uncertainties related to medication.
Although patients were meant to be stable and not need-
ing regular clinic visits, CHWs often found patients with
uncontrolled NCDs and referred them back to the pri-
mary care facilities.

CHWs also assisted primary care facilities with patients
who had defaulted medication or missed their appoint-
ments for doctor’s visits or medication collection. Those
patients were either picked up via household assessment
or support group visits. However, the clinics did not
make use of CHWs to visit patients with NCDs identified
by the clinic itself:

“If they pick up somebody with an unacceptable BMI
(body mass index) or blood pressure they (CHWs)
can fill in a referral form to the clinic and if we get it
right there will also be feedback that they have been
to the clinic” (Nurse coordinator).

CHWs might also help people at home with complica-
tions of their NCDs, such as stroke. They might also
provide basic home-based care to people with end-
stage NCDs. Rehabilitation and support was given to
stroke survivors either at household level or at support
groups through partnership with other NGOs within the
community.

Theme 4: Relationship and referrals between CHWs and
primary care facility

The lack of a standardised referral process between the
CHWs and their different primary care facilities was a
barrier to helping people with NCDs. At some facilities
the CHWs had easier access, due to good relationships
with primary care providers, in comparison to facili-
ties where the role of CHWSs was not clearly understood
or where no consensus was reached on the appropriate
referral pathway. The team dynamics between the CHWSs
and clinical nurse practitioners could either be a bar-
rier or advantage. Facility-based and community-based
services worked in parallel in the same community with
liaison, but not full teamwork. CHWs also struggled
with their roles and scope of work, perceiving tensions
between community needs and expectations and the ser-
vices they were equipped and authorized to deliver:

“They will just ask the patient who sent you here and
then they will say it'’s the nurses (referring to CHWs)
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in the community and then they will disagree with
your referral. It makes me feel that some of the staff
they are undermining the care, us as community
workers” (CHW 4).

CHWss felt that in some instances, nurses at the facilities
had misconceptions regarding their roles and responsi-
bilities and this led to tension in their relationship:

“Once you send them (the patient) or make a referral
you are told by the clinic you are just a community
worker, you can’t just do this and for us it challeng-
ing and you feel helpless because the family ask you
what your job really is” (CHW 6).

In some cases, the primary care facility lacked compre-
hensive primary care services and could not adequately
support the CHWs when patients were referred:

“In GB clinic, there is no doctor here and first of all
when they come there to the clinic, they then tell
the (patients) they (the primary health care facility)
don’t have a doctor so they can’t treat them, even if
they are hypertensive, they can’t monitor them, they
must go to a clinic where there is a doctor. So for
them to go there, sometimes they don’t have money,
they don’t have transport, so it's difficult for them
and they end up not going” (CHW 2).

The NGO developed a partnership with the district
hospital and built relationships with local clinics to
strengthen referral pathways. Referrals to and from the
NGO; came from hospitals, intermediate care and pri-
mary care facilities. The referrals from community-based
to facility-based services, were to achieve further con-
trol and optimisation of NCDs and included people with
uncontrolled hypertension and diabetes. These patients
were usually identified during household assessments
and support group visits:

“And at first we couldn’t just go in and, and dis-
cuss our things, we had to wait, but if we make an
appointment now, we do arrange meetings and we
can discuss our problems and stuff. If they have a
problem they will call us also in but the referral has
improved considerably” (Nurse Coordinator).

People with end-stage NCDs that required palliative care
were referred to the NGO for assistance with personal
hygiene, and prevention and treatment of pressure sores:

“Well as you can see we are doing the chronic care
outside, taking care of the very frail people, where
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they are doing full body washes, pressure and wound
care.” (Nurse Coordinator).

Socio-economic problems such as lack of transport and
financial issues also prevented patients from attending
the nearest health facilities.

Theme 5: Training of CHWs in NCDs

Each CHW had basic training in home-based care from
the NGO through classroom as well as workplace-based
training. Non-communicable diseases were part of their
curriculum and the NGO used allied health profession-
als such as physiotherapists and dieticians to teach about
chronic diseases, which included rehabilitation for stroke
survivors or amputees and lifestyle modification:

“In their training session we get the physiotherapist
in to show them the correct way of lifting people out
of the bed into a wheelchair and back. CHWs get
trained about the size of the wheelchair and how
that should be corrected towards the body of the
patient” (Nurse coordinator).

CHWs expressed their need for more in service training
especially when they encountered challenges on home
visits or at support groups because not all topics were
covered by their curriculum:

“Some of my patients are on insulin and not all
CHW are trained to administer insulin, you have
to go for training to be able to teach your patient”
(CHWE,).

The DOH were also involved with the training of CHWs
and the training was based on the perceived needs within
the community, however the training was done on an ad
hoc basis:

“Training is available, it’s cost effective because it’s
us and we normally source people like Medecins
Sans Frontieres (MSF) that will do HIV and TB
training at their expense. Financial issues, obviously
state pays for it, but if there is formal training like
the EPWP (Expanded Public Works Program) it
can be costly and their course is four years” (District
Manager).

The sub-district would then do a performance assess-
ment to see whether CHWSs were able to perform the
duties for which they were trained in:

“So that is a consistently monitoring, evaluation
because the community based platform it is evolv-
ing we have go back because every time they just add
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to the workload. So when it comes to the monitor-
ing and evaluation we need to see constantly is it
relevant, can they do it, are they trained to do it if
they need to get some training to do a specific task”
(District Manager).

The training specifically for NCDs included how to run
a support group and distribute medication, give dietary
advice and how to assist patients with complications of
chronic diseases, such as wound care. For stroke survi-
vors or amputees they assisted with self-care and hygiene
as well as mobilization. Social issues were a challenge for
CHWs because their training did not equip them to have
an approach to what they encountered:

“We do, we do get some workshops from the depart-
ment of health where we can attend. They also have
to do projects on patients with chronic diseases
where they do a practical on patients living with
NCDs who resides within the community. They also
observe what we (Nurse coordinators and other
trained CHWSs) are doing in practice” (Nurse Coor-
dinator).

Different educational backgrounds were a challenge
when training CHWs. One particular CHW had done
training through a college whilst the minimum require-
ment at this particular NGO was a grade nine education
(the end of high school is grade 12). The different edu-
cational backgrounds appeared to influence their ability
to achieve the learning outcomes and perform their roles:

“CHWs are lay workers so you can put ten com-
munity health worker in a class, five of them won't
understand well and you have to go back and check
do you understand what I am trying to say” (Dis-
trict Manager)

Patients needing rehabilitation were a challenge for
CHWs:

“Say for instance we get a patient that is like a stroke
patient and that patient didn’t get down-referred by
the hospital, it was through a support group, then
we have to do all the exercises, we have to make sure
that the BP and everything is right. So I think there
is a big need for us to have that proper training so
that we know what to do and when to refer them”
(CHW'5)

Theme 6: Inter-sectoral collaboration
The NGO reported on a number of important inter-sec-
toral and stakeholder collaborations and appeared open
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to pursue and consolidate these relationships. They noted
that other NGOs in the area could be useful allies in
addressing health issues, even if they were funded from
other sources. Primary health care services were not
completely integrated due to dual services from the DOH
(provincial government) and City of Cape Town (local
government) despite serving within the same catchment
areas:

“I'm working with funded NGOs, but your non-
funded NGOs (not funded by the DOH) is just as
important to pull them also in because obviously
sometimes they are working in areas that you don’t
even know about or they know things that you are
not aware of and they get for example, funding from
City of Cape Town and then you can just pull them
all together” (District Manager).

Relationships with key role players such as religious lead-
ers and ward councillors within the community had also
benefited the NGO by having church buildings and other
community halls available for support groups close to
patients’ homes:

“I would say we engage with the community lead-
ers to do out-reaches, it’s all about recognition and
also they can spread the word and go to the other
forums, we have a relationship with this in the com-
munity because you are in the community, it's like
part of their community profile. So that is one of the
strengths that we can use for our services in the com-
munity.” (District Manager).

The CHWs benefited from these relationships and
knowledge of local stakeholders by referring people to
these additional services, for example, environmental
health officers:

“We have got a partnership, for example where, if we
have got referral we can do it to social services, we
can do it to environmental health, we are active in
an organisation called multi-sectoral action team
which is a collective of NPOs and it's a service we
offer in a sense” (NGO manager).

Some key collaborations were difficult to develop, par-
ticularly with the Department of Social Development and
the police:

“DSD (Department of Social Development) is one
of our main co-partners but we just never get them
around the table to plan together as well as collabo-
ration with SAPS (South African Police Service) in
terms of the safety of our CHWs to see that they are
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protected if they [are] entering into an area.” (Dis-
trict Manager).

Other collaborations with private, alternative or compli-
mentary practitioners were still to be explored:

“Also your private sector, I am coming with the
option if you go and sell the idea that instead of cli-
ents going for family planning I can come monthly
and do your family planning and your pap-smear so
the woman don’t need to go to the clinic and for a
full day” (District Manager).

Theme 7: Financial issues pertaining to employment

The challenges that CHWs faced in delivering an inte-
grated service were influenced by their working hours,
educational and career progression within their field.
CHWs were paid below minimum wages, which led to
lack of job satisfaction and little opportunity for profes-
sional development. Currently CHWSs at this particular
NGO were receiving a stipend determined by the DOH:

“It's very little money for the community health
workers. I believe they are going from next year
they are going to pay them the minimum wage and
there are financial issues pertaining things” (District
Manager).

The District Manager recognised that due to the progress
in the community based platform it was vital that salaries
paid to CHW were cost effective in terms of the services
delivered by CHWs:

“We need to evaluate how much they (CHWS) can
do in a given time because they are working half day
and we [are] giving them a specific package and that
is our role to see what we ask from them is it feasible
for them to do in a given time. So that is a consis-
tently monitoring, evaluation because the commu-
nity based platform it is evolving and the workload
of the CHW are increasing and we have to evalu-
ate whether the work of CHW are relevant, can the
CHWs do it, are they trained to do it, to see where
more training is needed to do a specific task” (Dis-
trict Manager).

Theme 8: Support and supervision of community health
workers

They were supervised by nurses who were also employed
by the NGO. Their role entailed in-service training,
accompanying CHWs on household visits, analysing
and reporting on household data, monitoring CHW
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performance, assessing the need for referral and assisting
clinically with complicated cases or housebound individ-
uals who did not have easy access to primary care facili-
ties. Nurse coordinators looked after groups of CHWs
and indicated that due to competing demands they were
not able to go with CHWSs on a daily basis. Work plans
and challenges were discussed at a gathering point within
the community prior to each work day:

“Okay they are supervised by us as the coordina-
tors, in the morning we get together and we, we have
our work plan set out for the week or sometimes it
changes and then we have it for that day, but actu-
ally it’s been worked out, what we are going to do the
next day. We get together and we discuss and we also
give in-service training. Uhm while they (CHWS) are
there and they have a problem we will discuss it if
they don’t know how to do it, we (nurses) will actu-
ally go with them and we will supervise them while
they are busy or otherwise if they still seem to be
unsure, we will do that ourselves and then they can
learn from the way that we are doing things (refer-
ring to practical tasks and activities)” (Nurse coor-
dinator).

Theme 9: Monitoring, evaluation and the health
information system

Data collected on paper from household assessments
were not captured and analysed, but stored at the NGO.
The data that was captured provided information on per-
formance of CHWs for provincial and national DOH and
were not used to make a community diagnosis or iden-
tify health needs. Data were not integrated into the PHC
information systems and therefore not used for the pur-
pose of health-related decision making and planning:

“How we measure it is obviously we say we want you
to do ten per month (household assessments). Now
out of that household assessment form that I call
a census form you can gather a lot of information.
You can measure a lot of things, you can pick up
for instance the main house consist of five informal
houses, each with their own household. So CHWs
must register each household on a different form
due to the informal settlements residing on the same
yard. You get different disease profiles from each
household. We want to have an idea what is hap-
pening in the community so we can plan accordingly.
Say for instance here in block A has a lot of diabe-
tes or hypertension or then we know we must have
outreach pertaining to the disease profile. We infor-
mally measured what the impact is of community
health workers.” (District Coordinator).
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A m-health solution, called Catch and Match, was being
piloted amongst the CHWs. There was an attempt
through the provincial data centre to link this data col-
lected from CHWs with health facility data via a single
patient viewer system. This was an opportunity to analyse
the health status of the community. At the time of this
research the district manager expressed concerns that
CHWs might neglect their regular work and only focus
on capturing data on their cell phones. The CHWs had
limited understanding of the Catch and Match system
and adoption of new technology was not easy:

“Okay, all of these things normally start out with
pilots and it takes long to change the mind of the
community health worker because its almost like
you are trained to do that and that’s it. So that is my,
my perception about it and that is their perception
too, we have lots of challenges with that” (District
Manager).

Discussion

The CHWs had several roles and performed a range
of health care activities for people with NCDs, from
health promotion, disease prevention, to adherence and
treatment support, assistance with rehabilitation and

Table 2 Summary of key findings
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palliative care. However, there was a need for further
training as they were unprepared for many of the health
and social challenges that they encountered. The key
findings are summarised in Table 2 and categorised into
strengths, weaknesses, opportunities and threats.

The CHWs have an integral role in the National Devel-
opment Plan, which envisages a comprehensive role for
CHWs in NCDs; including health promotion, disease
prevention, palliative and rehabilitation care [16]. There
is also an expectation that CHWs will play a pivotal
role in the provincial strategy to reduce the prevalence
of NCDs [13]. CHWSs can be cost-effective at screen-
ing households for NCDs and providing basic primary
care [17]. The findings of the study showed that CHWSs
undertook a wide range of health care activities related
to NCDs, but these were somewhat ad hoc and not well
defined in policy. Studies elsewhere also highlight the
need for clearer and more specific policy and guidelines
on the role of CHWs in NCDs [18-20].

Subsequently the Metro Health Services agreed on a
scope of practice with the following generic key perfor-
mance areas: community entry, identification of health
assets and risks in households and communities, acting
for and empowering people, contributing to community
and stakeholder engagement, and building relationships
within the PHC team. Acting and empowering included

Strengths

- Embedded in the culture of the community and good relationships with community members
« Support groups promoted self-management and lifestyle change, checked control of NCDs
(e.g. blood pressure, blood glucose and weight) and referred to the clinic if necessary.

- Household assessments identified people with NCDs and smokers. Provided advice, such as

smoking cessation, and checked on adherence.

- Disseminated pre-packaged medication to patients at support groups and sometimes via home

visits.

« Assisted patients to make new clinic appointments when they had defaulted. Nurse coordinators

assisted with coordination of care between facilities and CHWs.

+ Home based nursing care and assistance with basic physical care needs such as feeding, bathing,

dressing, wound and pressure care.

Weaknesses

+ Reducing the risk factors for NCDs required
more training in behaviour change counselling,
knowledge of the risk factors and who can assist
further in the community.

- Insufficient numbers of nurse coordinators

to adequately supervise and support CHWs at
support groups.

- Inter-sectoral collaboration was weak and this
particularly hindered the ability of CHWs to ac-
cess social services and help with social issues.

- Professional nurses (nurse coordinators), supervised and supported CHWs, for example by doing
home visits for complicated cases where they assessed the patient and advised on management.

Opportunities
« A multi-sectoral action team already existed including the DOH.

« There was an opportunity for more standardised and comprehensive training through the DOH

once the training programme was finalised.

- There was an opportunity to do more, especially during the household assessment, and to screen
for people at risk of NCDs e.g. cardiovascular risk score, screening for substance or alcohol abuse.

« There was an opportunity to evaluate the data gathered at the household assessment more ac-
curately as part of a community diagnosis, to plan interventions and to integrate into the broader

health information system.

- There was an opportunity to enhance the roles of CHWs in rehabilitation processes (e.g. support

of stroke survivors) and palliative care (e.g. pain management)

Threats

- The work of the CHWSs was threatened by a
poor relationship with the facility-based mem-
bers of the PHC team. Poor coordination be-
tween the facility and community based teams
with a lack of respect, support and collaboration.
«Inadequate or lack of equipment to perform
their duties in the support groups e.g. scales,
various BP cuff sizes, patient information leaflets.
- Lack of clarity on the scope of practice of the
CHWs, particularly in relation to NCDs.

- Salaries for CHWs and number of contract-

ing hours were low for the duties expected to
perform

« CHWs were selected at too low educational
levels to adequately perform all of their tasks.
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health promotion, screening for disease, physical care,
adherence support, rehabilitation and palliative care.
The specific tasks related to NCDs, however, were not
defined. In other settings the tasks required of CHWs for
NCDs include screening for disease, provisional diagno-
sis, health education and counselling, dispensing of med-
ication and referral to healthcare facilities [19, 21].

The study perceived a lack of skills to perform many
of the required tasks and this can be attributed to a lack
of and poor quality of training as well as a lack of suf-
ficient supervision. There are risks with task shifting to
CHWs without sufficient training as this can compro-
mise quality of care, patient safety and erode community
confidence in CHWs [18, 22]. Several studies have also
commented on the need for better training of CHWs to
tackle NCDs [18, 19, 22, 23]. This highlights the need to
have standardized training that is tailored to the context
in which CHWs are working and addresses the local bur-
den of NCDs [24, 25].

The DOH envisage that CHW's will address the risk fac-
tors for chronic diseases through lifestyle modification
strategies aimed at tobacco smoking cessation, physi-
cal activity, healthy diet and alcohol reduction [1]. The
findings suggest that risk factors for NCDs were poorly
addressed and this also highlighted the need for train-
ing in communication skills for basic and brief behaviour
change conversations [26]. CHWs with the self-efficacy
to make effective lifestyle choices for themselves are
more likely to be effective role models and to engage with
NCD prevention [27].

CHWs with less educational foundation and less expe-
rience had difficulty conducting health talks and explain-
ing nutritional concepts. Key issues are the selection of
CHWs with a sufficient educational level, a standardised
training programme and alignment of the programmatic
learning outcomes with the roles expected of CHWs in
policy [24, 25]. The Metro Health Services later made a
decision to only appoint CHWs who had completed high
school.

The roles of CHWs in rehabilitation and palliative
care are not well defined in policy although this forms
part of the National Development Plan for 2030 [16].
CHWs expressed the need for further training, despite
having some prior training in rehabilitation, as they felt
unequipped for this role. A recent study developed a
training programme for CHWs to assist caregivers of
stroke survivors during household visits [28]. CHWs
were often the only part of the health services engaging
stroke survivors, but without any training in how to assist
[29]. Hospital stays were very short and formal reha-
bilitation was difficult to access [30]. A similar situation
is seen with palliative care, where CHWSs tread a path
between their official scope of practice and training, and
their awareness of palliative care needs in the community
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[31]. In a context where formal palliative care services
are scanty and difficult to access, CHWs may be the most
tangible part of the health service. The nurse coordina-
tors may have a particularly important role in home-
based palliative care [31].

The National DOH recommended that CHW teams
should consist of six to ten CHWs supervised by a nurse
coordinator (professional nurse) to ensure adequate cov-
erage of the defined population [32]. In this study con-
text, nurse coordinators supervised groups of CHWSs that
exceeded the 1:10 ratio. The Metro Health Services rec-
ognised that nurse coordinators must fulfil a clinical and
not just an administrative role. Problems with supportive
supervision have been noted elsewhere [12, 19, 21], and
in this context were often due to nurses from primary
care facilities being asked to supervise CHWs on top of
their existing duties.

Inter-sectoral collaboration forms a pivotal part of the
COPC approach [7]. In this study the NGO identified
important stakeholders that could provide venues as well
as services for people identified by CHWSs. At the time
of the study, collaboration between primary care ser-
vices from local and provincial government, in the same
community, required improvement. The NGO was part
of a multi-sectoral team along with the DOH, but devel-
oping relationships with some key role players, such as
the South African Social Security Agency, was difficult.
Weaknesses in inter-sectoral collaboration, particularly
between health and social services has also been noted in
other parts of South Africa [12].

Outsourcing of certain health services to NGOs was a
cost-effective strategy for the DOH, but concerns were
raised that this approach might disregard the Labour
Relations Amendment Act No 6 of 2014 and inadver-
tently exploit vulnerable CHWSs, who were often paid
below the minimum wage [33]. Of note is the implication
in the Act that NGO staff can technically be considered
employees of the DOH who should receive similar ben-
efits as permanent workers [33]. Adequate remuneration
and moving away from volunteerism is supported in the
literature [12, 19, 21]. The perspective of the substruc-
ture manager and the CHWSs were that the workload
sometimes exceeded the contracted hours. An excessive
workload and competing demands from multiple health
programmes are an issue for CHWs [19, 21]. The DOH
subsequently increased the number of hours and remu-
neration, but the need to balance expectations between
health programmes persists.

The perceived resistance from facility-based staff to
cooperate with the CHWSs was attributed to a lack of
respect and clear scope of practice. CHWs particularly
struggled with referring patients to the primary care
facilities. In local studies, CHWs performed better in
their collaboration with the HIV and TB programmes,
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where their role was more clearly defined and appreci-
ated [34]. The implementation of community-based ser-
vices, that are fragmented and not fully integrated into a
well-functioning PHC team, is likely to be less effective
[34].

During COVID-19 the value of CHWSs was high-
lighted, particularly their ability to deliver medication at
home to people with NCDs and to avoid exposing them
to the risks of public transport and health facilities [35].
CHWs were also valuable in community screening and
testing, although this was limited by laboratory capacity
[36]. Many CHWs also assisted facilities with re-organ-
isation of service delivery [37]. As a result relationships
and respect improved in many areas and facilities set up
multi-disciplinary team meetings to coordinate care with
the CHWs.

The National DOH intends to develop standardised
data collection tools for all WBOTs and to integrate
with data from primary care facilities [32]. The National
DOH developed m-health strategies to assist CHWs to
collect data and to capture this data within the broader
health information system [38], although the local DOH
had developed their own solution called Catch & Match.
Health information systems can be utilized in the COPC
approach to contribute to analysis of local health needs
and assets (community diagnosis), prioritization of
health needs, and development of interventions in an evi-
dence-based and scientific decision making process [12].
Although CHWs collected data from household assess-
ments and support groups this was paper-based, and not
analysed or integrated into the health information system
[39]. The health information system was not fit for pur-
pose and only monitored the performance of the CHWs.
Although mHealth technology appears a suitable solu-
tion for CHW's there are concerns with safety and crime,
and implementation needs to be carefully planned to be
successful [40]. Collecting data on NCDs can enhance
the commitment of CHWSs to NCD prevention [23].

CHWs had to share kitbags within their groups because
they often lacked equipment such as a variety of blood
pressure cuff sizes, scales, or patient information leaflets.
Other studies have also found that CHWs are handi-
capped by a lack of essential equipment and the budget
commitment to provide such equipment [12, 19, 21].
These CHWs were fairly well equipped and had access to
essentials such as uniforms, transport, and stationary, but
needed additional equipment for some of their specific
activities.

Limitations

As with all qualitative research the findings are highly
contextual, however many of the findings could be trans-
ferred to similar settings in the Western Cape or South
Africa where CHWSs are trying to provide a service for
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chronic diseases. Although the data was collected pre-
COVID-19 in 2018 the disruption to COPC caused by
COVID-19 means that most of these findings are still
relevant to the implementation of community-based
services.

Strengths of the study included the triangulation of
data sources (CHWs and managers from NGO and
DOH) and data types (interviews and observations) and
the assessment that data saturation was achieved when
no new themes emerged from the interviews. Although
data collection and analysis was performed by DW, the
process was supervised by RM.

The responses and willingness of the CHWSs to par-
ticipate in the research could have been influenced
by perceived hierarchy and power dynamics between
the researcher and the participants. Awareness of the
researcher’s identity and being affiliated with the district
hospital, could have made CHWs believe they were being
assessed. In an attempt to empower CHWs in the inter-
view a copy of the interview guide was given to the par-
ticipants beforehand and interviewees could speak their
preferred language (English or Afrikaans). CHWs were
not familiar with the researcher, and she had no supervi-
sory or formal role in their work. CHWs were also inter-
viewed at a time and place of their convenience.

Recommendations
Based on the findings of this study several recommenda-
tions can be made:

+ CHWs can contribute to the prevention of NCDs
through health promotion targeting the underlying
risk factors. This could happen during household
visits and support groups, as well as in other social,
working and learning spaces in the community
[7]. They will need skills in behaviour change
conversations as well as knowledge of lifestyle
modification. Attention should also be given to their
own risk factors and lifestyle.

+ CHWs can assist with screening for risk factors
and early diagnosis. CHW's are able to assess non-
laboratory based cardiovascular disease risk [41].
They can also refer people for screening and further
assessment, such as for cervical cancer. Screening for
hypertension and diabetes is possible but requires
the necessary equipment and training.

+ CHWs can assist with adherence support and
delivery of medication to people with known NCDs.
They can also help with linkage to care for those
that are lost to follow up, are uncontrolled or have
complications.

« Their roles in rehabilitation and palliative care
need further definition and training. The nurse
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coordinator may have a clinical role in home-based
assessment and care planning.

« All of their roles should be supported by clear policy,
guidelines and standardised training. Supportive
supervision is essential, and nurses need to have the
capacity to fulfil this role. The ratio of professional
nurse coordinators to CHWs should be improved.
Coordination and functional integration between the
facility-based and community-based members of the
PHC team is also required. Relationships need to be
built on mutual respect, understanding and regular
multidisciplinary engagement. Referral pathways
should be strengthened.

+ Inter-sectoral collaboration should be strengthened
to support the work of the CHWs. This should
enable appropriate referrals to governmental, non-
governmental and private services and support both
health and social care.

+ CHWs can provide useful information on
community health needs, particularly through
household assessment and registration. However,
data needs to be captured more efficiently and
electronically, analysed to provide information, and
integrated with other data from facilities.

+ The COPC approach needs to be fully implemented
as it provides a model of care within which CHW's
can function effectively.

Conclusion

The CHWs displayed a strong sense of significance and
pride in their work because they were embedded in the
communities they served. Their role was potentially com-
prehensive, but limited by a lack of sufficient training,
inadequate supportive supervision, poor inter-sectoral
support from social services and a need for more clarity
on their roles in rehabilitation and palliative care. Train-
ing might also have been limited by low educational
backgrounds.

A number of opportunities and threats were identified
such as poor remuneration and labour law issues, poor
integration of community- and facility-based teams, the
need for a more functional and electronic data collection
system that was linked to the district health information
system, and some deficiencies in terms of equipment and
resources.

Abbreviations
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