
89       February 2024, Vol. 114, No. 2

RESEARCH

The role of the ‘community’ in community health worker (CHW) 
programmes across developing countries is often not clear. 

The World Health Organization states that communities should be 
vested in such programmes,[1] yet community relationships, their views 
and perceptions of local CHW programmes are not well documented.[2] 

CHW programmes can contribute to improvements in population 
health.[3] Arvey et  al.[4] argue that while the potential of CHW 
programmes to improve health outcomes is evident, the details on 
how they make a difference is not well described in studies. This 
could be part of the ‘core elements’ determining effectiveness of 
CHW programmes, one of which is changing health behaviour 
of communities through consistent and sustained interactions at 
individual, household and community levels. The contextual factors 
in terms of community perceptions and local embeddedness may 
play a pivotal role in understanding some of the factors influencing 
CHW programme performance.[5] Understanding these ‘softer’, more 
intangible issues may provide greater insights[6] on how CHW 
programmes perform and are managed.

Kok et  al.[7] conducted a systematic review of studies exploring the 
role of contextual factors on CHW performance. They focused on 
English publication studies in low- and middle-income countries. 
They found that few studies explored contextual issues, which are 
often complex and interwoven. Those that had were summarised 
into factors such as community context (sociocultural, gender norms, 
safety and security, disease-specific stigma and education levels of 
target populations), economic and environmental contexts as well 
as health system policy and practice contexts (clear CHW policy, 
CHW job descriptions, political support, resources, decentralisation 
and decision-making, governance structures). Future health systems 
research on CHW programmes should include more of these 
contextual factors.

The unique positioning of CHWs within communities plays a 
pivotal role in influencing performance. A qualitative study on 
the health extension workers (HEWs) in Ethiopia explored this 
in detail.[8] This study, conducted by Kok et  al.,[8] looked at how 
relationships between the HEWs, the community and the health 
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services evolved. They found that where HEWs were recruited by 
and from the community, there was greater trust in the relationship. 
Community involvement was more explicit and better than the 
support from the health service. The latter was found to be more 
top-down supervision with poor referral, support and training; 
this constrained the relationship between the HEWs and the health 
services. Although the study had a number of limitations, role 
clarification at all levels, better supervision, support, training and 
community involvement were reinforced.

De Vries and Pool[9] conducted a systematic literature review 
of 32 published studies, mainly from low-income countries. They 
explored the extent to which the community invested in a CHW 
programme. Their study looked at various community dynamics 
regarding involvement in planning, recruitment, and training and 
implementation support of the CHW programme. They found 
a gap in the literature about documentation on such community 
involvement. There were scant quantitative data on this topic, despite 
many qualitative studies detailing the importance of community 
relationships. The authors acknowledge that since most of the 
studies reviewed were from low-income countries in the first place, 
community capacity and resources to support CHW programmes 
would likely have been minimal at the outset. 

This is an important consideration for the real-world study 
setting in the Ekurhuleni health district. All the CHW teams in 
Ekurhuleni were functioning in vulnerable and poor areas, where 
the term ‘community’ may not be functionally accurate within 
the urban sprawl. While there were ward councillors in these 
areas, the social cohesion of some of the residents in these areas 
was usually not evident, and where it was, it was through less 
formal structures such as churches, schools, traditional healers 
and the like, with limited ‘community’ resources to support CHW 
programmes. This Ekurhuleni study explores the perception of 
individual household members supported by CHWs, the perceived 
effectiveness of the CHWs and the role these community members 
felt they should have, all important determinants of community 
involvement. 

The CHW programme in Ekurhuleni, an urban district in South 
Africa (SA), is considered large-scale and comprehensive, and was 
implemented in 2010 - 11. Since then, over 1 000 CHWs, functioning 
in 178 teams, support approximately 280 000 vulnerable households 
in the district. Each CHW supports 250 households; existing CHW 
teams consist of 6 - 10 CHWs managed by a nurse outreach team 
leader (OTL), looking after approximately 1  million residents from 
poor areas in Ekurhuleni. These CHWs in Ekurhuleni provided 
comprehensive care, sustained over many years, for maternal and 
child health issues, infectious diseases, non-communicable diseases 
and social issues in allocated households.[10] The care included early 
screening and detection of health problems, referrals to higher levels 
of care and ensuring clients accessed care and control of diseases 
timeously, and over time were found to have improved population 
health outcomes in areas supported by the CHWs in Ekurhuleni.[3]

Methods
The objectives of this cross-sectional descriptive study were to 
explore what household members felt about the CHW teams 
supporting their households, including their own involvement in 
enabling these teams. 

The study setting is the Ekurhuleni health district, an urban area 
in SA. 

The study population was 56 000 households with >60% coverage 
of CHW teams. Using the Raosoft sample size calculator, 95% 
confidence level, a 5% margin error, 50% response distribution and a 

5% buffer, an estimated 400 households needed to be sampled. Of the 
poor and vulnerable households identified from diverse parts of the 
district, 417 households were selected for the study.

Catchment area maps were available, and a random spot on the 
map was selected daily as a starting point. The field workers went 
to every fifth household until the required number of households 
were reached. If household members were not available, one 
attempt was made to revisit the household, and if still not available, 
telephonic contact was attempted. If this too was unsuccessful, 
replacement households were used in the opposite direction from 
the unavailable house. 

These households were supported by their CHW teams for 2 years 
or longer. The households had an average monthly income less than 
USD150, and were therefore considered poor households. They 
had to have at least one vulnerable member, either a child under 5, 
an elderly person, a pregnant woman or a member with a chronic 
condition to be included in the study. 

The household head provided consent, and was interviewed by 
trained, independent, retired nurses using interviewer-administered 
questionnaires. The questions were on duration and frequency of 
CHW visits, CHW attributes found important and the household 
head’s experiences with these visits. The questionnaire was developed 
by the research team specifically for this study and was piloted and 
tested before use.

Data were collected in May 2019. Confidentiality was ensured by 
removing all personal information during the final analysis.

Data analysis was descriptive, and based on frequencies of the 
above data elements. 

Ethical approval
Ethical approval was obtained from the University of Pretoria Faculty 
of Health Sciences Research Ethics Committee (ref. no. 581/2018). 
The Ekurhuleni health district consented to the study.

Results
Of the 417 vulnerable households included in the study and 
supported by district CHWs, 83% were headed by females. Nearly all 
were indigent South Africans earning <USD150 per month and had 
lived in the area for ≥5 years.[3] As can be seen from household head 
interviews, as shown in Table 1, the CHWs visited 72% of sampled 
households for >2 years. Visits were regular, either weekly or monthly. 
These visits were perceived by 99% of the households to be helpful. 

In closed and open-ended questions to the household members, 
they reported that CHWs helped them largely through improving 
adherence support, providing health education and ensuring access 
to healthcare. 

Fig.  1 and the quotes below from household members illustrate 
how CHWs made a difference to them. 

‘They check us, teach us about the importance of clinic visits and 
solve some of the questions we have.’
‘Learnt that I can go to clinic whenever I need help. With education 
we learn a lot.’
‘By trying to apply for food vouchers for me.’
‘Take me to clinic to immunise child.’
‘She is always taking care of me, encouraging good nutrition, and 
advises me not to default.’

Household respondents also stated that what they valued the most 
about their CHWs was their friendliness, honesty, caring attitude, 
trustworthiness, being a good listener, being non-judgemental and 
being able to solve their health problems. They also appreciated that 
the CHW was from the local area. 
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Individual CHW characteristics most valued were friendliness, 
honesty and caring traits, listed in Table 2.

When asked what the roles of CHWs in households were and 
should be, household members considered household follow-ups 
to be most relevant to them. Defaulter and contact tracing for 
all health conditions were also perceived as important, but not 
as high as regular interactions with the households. Provision of 

social support services was considered a significant role for CHWs 
(Table 3). Home delivery of chronic medication was also considered 
an important role.

These findings are reiterated in Table  4, which showed that the 
community appreciated the regular follow-up and continuity of care, 
especially for chronic conditions. The provision of health education 
and social support by CHWs was similarly well appreciated. In 
addition, the friendship and relationship with CHWs was treasured 
by the community.

More than 90% of household respondents felt the work of CHWs 
was making a difference in their lives, as shown in Table 5. 

Household members interviewed had definite ideas of their 
role as communities concerning CHW teams (Table  6). The 
community stated that they had a role to play regarding ensuring 
safety of CHWs within the community, in giving feedback on 
team performance and in deciding which households should be 
supported by CHWs.

Discussion
The findings from this study showcase that 92% of household 
members, representative of the community supported by CHWs in 
the Ekurhuleni health district, SA, were satisfied with the work of the 
CHWs. What 83% of household members appreciated the most from 
their interactions was the continuity of care provided by CHWs, the 
health education and social support services, through a relationship 
built over time. Although social support is part of welfare and not 
health services and therefore not routinely quantified or reported 
on, it was clear that CHWs played a role in enabling communities to 
access psychosocial care.

Households in this study felt that CHWs were effective, which is 
an important consideration for scale-up and sustainability of public 
health interventions of this nature.

There needs to be more local and global evidence of CHW 
programmes’ effectiveness, especially the context in which some 
programmes do better than others, or vice versa. There is also 
insufficient global evidence on how CHWs influence health 
behaviour change in communities, if at all.[11] It is not clear if this 
is through better community accountability to CHW programmes, 
or positive relationships between households and CHWs, or both. 

Table 1. Household level reports of CHW interaction 
(N=417)
Question Response Households, n (%)*
Does CHW visit home? Yes 415 (99.5)

No 2 (0.5)
Total 417 (100)

How long has CHW 
been visiting you?

>2 years 298 (72)
1 - 2 years 91 (22)
6 - 12 months 23 (6)
<6 months 3 
Total 415

How often does 
CHW visit?

Daily 19 (5)
Weekly 124 (30)
Monthly 242 (58)
Few times a year 28 (7)
Never 2
Total 415

How often does OTL 
accompany CHW for 
HH visits?

Weekly 19 (5)
Monthly 150 (36)
A few times a year 129 (31)
Never 117 (28)
Total 415

Visits are helpful? Yes 410 (99)
No 5
Total 415

Is the CHW making a 
difference?

Definitely yes 92%

*Unless otherwise indicated.
CHW = community health worker; OTL = outreach team leader; HH = household.

“ Because I am free in 
discussing my problems 

with her.”

“By checking clinic cards, 
they refer us, especially
when we forget dates.”

“She stays near and comes
when needed because she 

knows the family.”

“Because they refer 
me to the clinic

when I am not well, 
they check my

blood pressure&
sugar levels.”

“Because they refer 
me to the clinic

when I am not well, 
they check my

blood pressure&
sugar levels.”

“Assisted me with house 
duties; taking treatment and 
caring for the newborn baby 
as I am wheel chair bound.”

“Has become 
a family friend.
Visits regularly.”

“They teach us about
things we don’t

understand. They taught 
us about the importance 

of taking treatment.”
“Approachable, even in the 
streets, readily available to 
talk to us on health issues 

if needed.”

“Yes, without them, we forget, 
we are old. They remind us 

about our appointments with 
the clinic. They teach about 

healthy lifestyle.”
“By trying to apply for food 

vouchers for me and
regular check-ups.”

“She is always
taking care of me,
encouraging good

nutrition and advises 
me not to default.”

“We have trust in the CHW
and she always puts us 

�rst, advising as needed.”

“Communication between 
us is good. They are not
judgemental. They are
people we can trust.”

Fig. 1. Perceptions of household members on how community health workers (CHWs) were making a difference to them.
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Countries tend to copy each other, referred to as isomorphic 
mimicry, assuming that what works well somewhere will work well in 
their own country. However, context matters. It is difficult to develop 
a one-size-fits-all approach for certain soft factors such as community 
embeddedness and health system support. There are some things 
that can be ‘copied’ or standardised, such as training, remuneration, 
resources and equipment, but the softer, less tangible issues are more 
complex and can make or break CHW programmes. In this article, 
these softer issues refer to community perceptions and values of how 
CHWs should perform and are performing. There is not much global 
evidence on public/community views on CHW programmes,[12] and 
the findings from our article provide these important viewpoints.

The findings of our article show that CHWs in this district 
programme were perceived by the community to influence some 
behaviour change (Fig. 1) through early access to care, early diagnosis 
of chronic disease and adherence in maternal, child and chronic 
conditions. This improved diagnosis and management of maternal 
and child health outcomes as well as chronic disease control.[3] This 
is primarily because of the long-term relationship built between the 
CHW and the household; 72% of households had been supported 
by CHWs for 2 years or longer. Notably, 85% of household members 
cherished the friendship and good individual traits of CHWs. 
These relationships strengthen when CHWs are embedded and 
are part of the community.[13] Mohajer and Singh[13] postulate that 

such community embeddedness and accountability is possible only 
if CHWs are mainly volunteers and not paid. Those who are paid 
are more loyal to their employer and may not put the community’s 
interest first. Therefore, the authors propose two cadres, those who 
volunteer and those who are paid. However, in the SA context, with 
high unemployment, this is not a viable option. Indeed, in our study 
in Ekurhuleni, the CHWs were not volunteers but paid, and were part 
of the formal health system, and they were recruited from the same 
communities where they were expected to work, and in some ways 
this reinforced their community embeddedness. 

Our results showed that while 10% of households interviewed felt 
that they should be involved in CHW recruitment, the majority did 
not feel this was a major role; we postulate that this may have been 
because the community was aware of the integration of CHWs into 
the formal health system in Ekurhuleni. Brown et al.[14] test and discuss 
selection and recruitment processes in two other African countries. 
A contextual approach with a combination of selection processes 

Table 2. CHW characteristics valued by the community 
(N=415)

Characteristic
Household responses, n (%)

Very important Not important
Friendly, honest, caring 353 (85) 1
Trustworthy 276 (67) 3
Good listener 274 (66) 1
Makes regular home visits 254 (61) 4
Non-judgemental 211 (51) 0
Health problem solver 195 (47) 0
From local area 191 (46) 1
Good health awareness 182 (44) 0
Is a positive person 169 (41) 0
Provides social support 20 (5) 0

CHW = community health worker.

Table 3. Community perceptions of CHW roles (N=415)
Role Variable n (%)
Community 
perceptions of 
existing CHW 
role: For which 
reasons do CHWs 
visit household?

Household follow-up 368 (89)
Home delivery of chronic 
medications

133 (32)

Defaulter tracing 107 (26)
Social support 75 (18)
Household registration 63 (15)
Tuberculosis contact tracing 26 (6)

Community 
perceptions of 
ideal CHW role: 
For which reasons 
would you want a 
CHW visit?

Household follow-up 332 (51)
Home delivery of chronic 
medications

157 (38)

Social support 136 (33)
Defaulter tracing 92 (22)
Household registration 49 (12)
Tuberculosis contact tracing 36 (9)

CHW = community health worker.

Table 4. Community acceptance of CHWs in WBPHCOTs 
(N=415)
Community 
perception Response n (%)
What does 
community 
appreciate the 
most?

Continuity of care through 
regular follow-ups

344 (83)

Health education 306 (74)
Trust and friendship 292 (70)
Social support 106 (26)

Highly rated 
CHW services by 
the community

Chronic conditions 
(adherence and treatment 
support)

340 (82)

Child healthcare 172 (41)
Social support 103 (25)
Pregnancy-related care 26 (6)

CHW = community health worker; WBPHCOT = ward-based primary healthcare 
outreach team.

Table 5. Community perceptions of CHW performance 
(N=409)*
Community perception Response n (%)
Do you think the CHW is making 
a difference?

Definitely yes 376 (92)
Probably yes 27 (7)
Not sure 5 (1)
Probably not 1
Definitely not 0

*Excludes missing data, n=8.
CHW = community health worker.

Table 6. Community perceptions of their own role in the 
programme (N=415)
Community perceptions of 
community roles in CHW 
programme Response n (%)
Should community be involved 
in these?

CHW safety 400 (96)
CHW performance 
feedback

175 (42)

CHW household 
allocation

117 (28)

CHW recruitment 43 (10)

CHW = community health worker.
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may be more appropriate in different settings. In the Ekurhuleni (and 
indeed the SA) context, most CHWs had worked in non-governmental 
organisations before, and therefore had some prior learning, but little 
formal schooling and poor literacy levels. Within this context, their 
ability to do certain tasks, brief personal interviews and community 
feedback may be better ways of selecting them than subjecting them 
to panel-based interviews or written tests, so there certainly is a role 
for communities in their recruitment. Community accountability 
was still evident in Ekurhuleni; in our discussions with household 
members, they shared how CHWs went the extra mile, did more than 
was expected and empowered the community in a number of different 
ways, including improving access to social support services, as shown 
in other studies too.[2] Our findings, and those of others,[2,15] show that 
community accountability and embeddedness can also be achieved by 
paid CHWs who are part of the health system. LeBan et al.[16] postulate 
that good community support is essential for large-scale CHW 
programmes to perform well;[16] the findings from our study illustrate 
that this was the case in Ekurhuleni.

Studies have shown that public satisfaction with CHW programmes 
is an important element in motivating CHWs and in sustaining 
CHW programmes.[17] In our findings, we demonstrated that >90% 
of households said they benefited from the frequent interactions 
with their CHWs during routine team visits (at times supported 
by their OTLs). This enabled greater buy-in and support from 
the community. According to Oliver et  al.,[18] the perceptions of 
the community of team performance are also predictors of CHW 
programme effectiveness, and therefore important to determine. 
In addition, the type of services offered by CHWs and OTLs has 
an effect on community satisfaction. A randomised controlled trial 
comparing households with and without CHW support showed that 
where CHW programmes had a strong maternal health component, 
women in the community rated these services highly.[19] 

The findings in our study showed that the configuration of 
the comprehensive CHW activities in Ekurhuleni, by providing 
continuity of care through regular follow-up visits, health education, 
social support services as well as the trust and friendship provided by 
the CHWs to the household members, was valued by the community. 
These would have contributed to the benefits experienced by the 
households in the same manner as found by Mohajer and Singh.[13] 

The findings in our study illustrate good community appreciation 
of a programme that was perceived as beneficial; this is an important 
finding adding to local and global evidence in this regard. 

Unpacking the community’s role concerning CHW teams 
illustrated other important points. Communities (42% of households) 
felt that they should give feedback about CHW performance. This is 
an important component of programme accountability within the 
context of community embeddedness. If communities are structured 
and coherent, they can play a vital role in selection, feedback and 
ensuring accountability. However, in less-developed communities 
such as in urban informal townships, this may not be the case,[9] and 
often there is nepotism during recruitment or a lack of understanding 
of the sort of skills a CHW should have. As roles of CHWs become 
increasingly varied and fall under the state, shifting away from 
volunteer work to more formal roles within health systems, their 
identification, selection and recruitment has to be responsive to these 
reviewed roles and responsibilities.[20] In Ekurhuleni at the time of 
our study, the CHWs were paid contracted staff who in 2020 were 
made permanent staff. With CHWs now permanent staff, the crucial 
dynamic will be to determine how to position CHWs in the unique 
interface between health services and the community. Community 
governance structures such as ward committees, clinic committees 
and the like are crucial in supporting this unique positioning.

The local ward/municipal councillor plays an important community 
role in facilitating the teams’ entry into the community. Ward 
councillors or other local community leaders are respected, and when 
they introduce CHWs at local gatherings, the community is more likely 
to trust and engage them. This improves community embeddedness 
over time.[11] The community themselves felt they had a big role to play 
in ensuring the safety of CHWs; this is an important finding with 96% 
of households indicating so. SA has high crime statistics, especially in 
informal, urban poor communities.[21] CHW safety was a concern 
that was considered in the initial years of implementation; 
pairing CHWs together seemed to help. The community also 
volunteered to watch out for CHWs and escort them through 
unsafe parts of the community, and there were no major incidents 
as a result. However, in 2019, there were two incidents where a 
group of CHWs were sexually assaulted and robbed. Mirroring 
an alarming trend globally,[22] there is an increase in violence 
towards health workers in the country, in ambulances, clinics and 
in hospitals. This requires greater community involvement, and 
the opportunity this study finding provides is just that: a chance to 
engage communities further in how they can ensure better safety 
for CHWs and other health workers.[23] 

Health systems are complex and constantly evolving. CHWs 
are an important component of such complex, adaptive systems. 
And, while the usual ‘hardware’ elements influencing performance 
are reasonably documented in health system support in the form 
of resources, training, supervision and so on, some of the more 
intangibles, especially community perceptions, referred to by Kok[6] 
as ‘software’ elements, are often not as clearly understood. 

Often, these softer issues are less obvious in the early stages 
of implementation. The findings from our article illustrate high 
community perceptions of effectiveness and acceptance, but 
interestingly, neither of these were in place in the early years of 
implementation of the district CHW programme. As households 
started seeing changes in their neighbours’ or friends’ lives, they 
started understanding the role of CHWs more. These small 
successes led to more credibility and value in the programme, 
and as the successes snowballed, so did the support from the 
communities. There was sufficient decision-making ability in the 
district under review to ensure that these soft issues could be used 
to mobilise community support for larger-scale implementation in 
the district.

Although not part of the findings of this study, our experience 
has shown that an important element the CHWs brought into the 
community was the opportunity for community participation. This 
is an important component of primary healthcare that is often 
challenging to address. Clinic committees certainly help, but CHW 
teams such as those in Ekurhuleni are uniquely positioned to enable 
community entry, engagement and participation. By engaging local 
community leaders and structures and the broader community 
on local health issues as well as broader social and developmental 
challenges, CHWs were able to create opportunities for the 
community to participate in their own growth and development. 
This view coincides with the view of McCollum et  al.[24] when 
describing how CHW programmes can address equity challenges in 
their communities. 

Limitations
Areas of CHW support could not be randomly assigned, as this was a 
real-world study setting. This was mitigated by selecting households 
from different parts of the district.

Recall bias when interviewing only the household head was 
mitigated through the use of trained fieldworkers (retired nurses) 
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who first verified that the interviewee had information on household 
members, and if not, another household was selected.

Conclusion
Community perceptions, acceptance and support are good predictors 
of effectiveness of CHW programmes. This study showed that the 
community was deeply appreciative of CHW teams in Ekurhuleni. 
They accepted and recognised the valuable role CHW teams had in 
improving their health, contributing to improved changes in health 
behaviour in these households. The community did feel that CHWs 
were making a difference, and felt they were effective. We found 
that the community wanted to be involved in the district CHW 
programme, especially in ensuring the safety of the CHWs and in 
giving feedback on performance. More research is still needed on how 
community cohesion can be strengthened and how members can be 
engaged further, especially in urban areas. Community acceptance 
and ongoing support are important for sustained performance 
of CHW programmes; this also reflects the strengths of the local 
implementation context in Ekurhuleni.
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