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Abstract:
Introduction: The role of community health workers (CHWs) in improving health system dynamics in developed and
developing countries is gaining global attention. Because they connect the community to the health system, knowing
their roles is crucial. This study explores CHWs' perceptions on their job description and activities, challenges, and
the relevance of their roles.

Methods: This qualitative descriptive study included 10 interviews and 13 focus groups of CHWs. A semi-structured
interview guide was used. Atlas.i was used to perform thematic content analysis.

Results:  CHWs educated and advocated for  health issues like HIV,  TB,  and healthy lifestyles.  CHWs experience
discrimination, assault susceptibility, lack of training and skill, local dialect constraint, and distrust. CHWs believed
their  services  were  needed  and  valued  by  their  communities.  Overall,  CHWs  were  satisfied  with  their  jobs  and
applauded the program.

Conclusion:  The  findings  showed  that  CHWs are  aware  of  their  duties  and  perform them with  enthusiasm and
commitment  regardless  of  challenges  they  face,  and  they  are  appreciated  by  the  communities  they  serve.  Our
findings have implications for enhancing CHW program practise, policies, and future research recommendations,
underlining the need of addressing the issues experienced by the clients and communities they served, since this
impacts the quality of their work.

Keywords:  Job  description,  Community  health  workers,  Community,  Challenges,  Relevance,  Semi-structured
interview  guide.
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1. INTRODUCTION
Community Health Workers (CHWs) can play a crucial

role  in  strengthening  a  nation's  health  system.  There
exists a range of definitions or nomenclatures for the term
“CHW”  across  nations.  Community  distributors,

community-directed  health  workers,  health  auxiliaries,
health  promoters,  family  welfare  educators,  health
volunteers,  village  health  workers,  community  health
aides, and barefoot physicians are a few examples [1]. A
defining characteristic of CHWs is their proximity to the
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community  they  serve  as  they  reside  and  work  in  the
community  and  have  a  better  knowledge  of  the  socio-
economic  needs  and  culture  of  the  community  [2,  3].
Similarly,  in  various  contexts  or  settings,  CHWs  have
different  responsibilities,  skills,  and  employment
conditions [4, 5]. Significantly, in low- and middle-income
countries  (LMICs),  community  health  workers  (CHWs)
played crucial roles as health workforce adjutants who are
integral  to  effective  and  equitable  community  health
service  delivery  [4-7].

CHWs  have  traditionally  been  instrumental  in
providing  health  services,  community  advocacy  and
awareness/mobilization, health promotion, and preventive
and  clinical  services  [7-14].  CHWs  also  have  provided
assistance  during  disease  epidemics;  the  outbreak  of
Ebola  within  West  Africa  is  a  classic  instance  [15-19].
CHWs  have  played  a  significant  role  in  controlling
COVID-19 in recent years [20-27]. A recent rapid review
study found that CHWs administered vaccines in 20 of the
75  countries  with  documented  CHW  programmes  [28].
Nevertheless, given the health care workforce shortages
and  immunisation  equity  gaps  encountered  by  many
countries,  it  is  essential  to  integrate  CHWs  as  vaccine
administrators  to  improve  immunisation  access  for
remote,  hard-to-reach  communities  [28].

In  India  and  Ethiopia,  CHWs  were  involved  in
promoting  awareness  about  COVID-19  vaccination  and
encouraging uptake [29, 30]. Evidently, CHWs perform a
vast  array  of  roles  within  a  health  system.  They  are  the
nexus  of  views  of  the  community  health.  They  live  and
work  in  the  community;  thus,  they  have  clearer  under-
standing of the health issues of the community as they are
also affected by the same circumstances that promote the
negative health issues. As Zulu and Perry [5] argue, CHWs
are now viewed as “an essential high component of a high-
performing  healthcare  system”  in  both  developed  and
developing  countries.  Clearly,  countries  that  have
recognised  the  significant  impact  of  CHWs  and  have
provided support and impetus to their optimal functioning
and  performance,  such  as  Brazil,  Bangladesh,  Iran,
Ethiopia,  Nepal,  and  Malawi,  are  demonstrating
significant improvements in their populations' well-being
[31-36].

In South Africa, the primary healthcare re-engineering
strategy  was  launched  by  the  National  Department  of
Health  in  2010  as  part  of  the  efforts  to  transform  the
health  system  into  one  that  is  more  preventatively
oriented, and CHWs were utilised to drive the community
health agenda of health promotion for primary health care
[37,  38].  This  model  illustrates  how  community  health
workers (CHWs) provide comprehensive health and social
care  to  households  while  also  serving  as  an  interface
between healthcare and social service providers and low-
income  communities  [38].  The  CHWs  are  predominantly
recruited and employed by the Department of Health and
receive  a  small  stipend  Horwood  et  al.  [39]  in  a  bid  to
augment  the  shortage  of  health  workforce  required  to
serve  marginalised,  local  population  in  South  Africa.
Community health workers serve an array of roles in the

community. These include home-based care, identification
of individuals at risk for HIV infections, adherence support
for  antiretroviral  therapy  (ART)  and  case  tracing,  TB
treatment,  health  education/advocacy  on  various  health
issues (TB, HIV infection, infant breastfeeding practises,
cervical  cancer  screening,  drug  abuse,  gender-based
violence, etc.), and data collection [8, 40, 41]. In addition,
they  are  responsible  for  the  provision  of  maternal  and
child  health  services  in  the  households,  including
counselling  on  early  antenatal  care  attendance,  identi-
fication  of  danger  signs  in  newborns,  and  support  for
breastfeeding, as outlined in the Department of Health's
policy for community-based maternal, child, and newborn
care [8, 40, 41].

While  there  are  studies  on  CHWs  from  various
perspectives  in  South  Africa  in  diverse  geographical
settings [8, 38, 42-45]. there is hardly any study assessing
the job description, challenges, and relevance of CHWs in
Buffalo  City  Municipality,  Eastern Cape Province.  CHWs
play an important part  in the community health delivery
agenda.  They are at  the intersection between the health
system and the community;  thus,  supporting them could
enhance how they perform in their roles. Consequently, it
is necessary to explore their perspectives regarding their
job description and activities, and relevance of their roles
in the communities they serve.

2. METHODS

2.1. Research Design and Setting
This qualitative, contextual, exploratory study explored

the difficulties confronting community health services,  the
tasks and responsibilities of community health workers, and
the relevance of their roles to the communities they served.
A  purposeful  sample  of  23  CHWs  was  drawn  from  two
conveniently  accessible  community  health  clinics,
Nontyatyambo and Duncan Village Day Hospitals, and John
Dube  Clinic,  all  in  Buffalo  City  Metropolitan  Municipality,
Eastern Cape Province. The Eastern Cape Province, founded
in  1994,  includes  territory  previously  designated  as  the
Xhosa homelands of Transkei and Ciskei, as well as parts of
the  Cape  Province.  It  is  one  of  the  poorest  provinces  in
South  Africa  [46]  as  a  result  of  the  past  injustices  of
apartheid  government  policies,  which  compelled  Black
South  Africans  to  live  in  sparsely  populated,  rural,  and
underdeveloped areas [38].  It  is  also a province with little
resources  and  services,  and  the  bulk  of  its  residents  live
distant from clinics [38].

2.2. Participants
The  individuals  who  were  recruited  as  possible

participants were community health professionals who had a
minimum of three years of experience working in the field of
community health, were at least 18 years old (which is the
legal age of consent in South Africa) and were able to speak
and  communicate  in  English.  Not  only  were  the  CHWs
invited to take part in individual interviews (n=10), but they
were  also  asked  to  take  part  in  focus  group  discussions
(n=13).
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2.3. Data Collection Procedure
Data collection was between February and March 2023

utilising  semi-structured  individual  and  focus  group
interviews. Traditionally, a focus group of 6-8 individuals is
advised  [47];  however,  focus  groups  can  work  effectively
with 3 to 14 participants [47]. An interview guide was used
to  interview participants.  The  collective  experiences  of  13
participants  in  this  study,  like  the  one-on-one  interviews,
were  effectively  managed  and  coordinated  to  gain  rich
information  on  the  job  description  and  activities  of
community  health  workers,  community  health  service
challenges,  and  the  relevance  of  their  roles  to  the
communities they served. In both approaches, the interviews
were  conducted  by  posing  open-ended  questions,  and
allowing  respondents  to  express  themselves  freely.
Individual  interviews  allow  participants  to  focus  on  the
questions  and  allow  the  interviewer  to  explore  relevant
ideas, deepening the understanding of client and community
challenges  as  articulated  by  a  single  CHW.  Both  methods
allow people to openly express their opinions on a topic, but
the latter allowed CHWs who care about customers and the
community  to  interact.  Participants'  concurrence  and
disagreement  over  client  and  community  challenges  was
also  observed.  We  employed  individual  and  focus  group
interviews  to  improve  data  interpretation  and  credibility.

The  participants  were  provided  with  the  option  to  ask
questions  as  well  as  add  any  relevant  information  to  the
questions  and  discussion,  which  was  then  incorporated  in
the  data  analysis.  Individual  interviews  lasted  45-60
minutes, while focus-group interviews lasted approxi- mately
1 hour and 20 minutes. These interviews were audio taped
with the permission of the participants. They were contacted
through  mobile  phone  for  dates,  times,  and  locations  for
their  convenience  to  identify  an  acceptable  date  for  their
interview.  An  interview  guide  was  used  to  conduct
interviews  with  participants.  In  addition  to  the  qualitative
interviews, the CHWs were asked to rate on a scale of 1-10,
how satisfied they are with their job, and the effectiveness of
the  CHW  program  in  the  promotion  of  healthy  living,
supporting  people  with  accessibility  to  medical  care,
providing  health  education,  and  the  overall  assessment  of
the program.

2.4. Data Trustworthiness
Several  methods  verified  the  data's  trustworthiness.

Data collection and extended engagement with partici- pants
in each health facility provided enough time to build rapport
for open dialogue. Structured coherence was maintained by
peer-checking,  conversations,  and  reflective  journaling  to
avoid  unexplained  conflicts  between  data  and
interpretations.  The  independent  coder  and  authors
additionally revised and discussed findings interpretations to

reach  agreement.  The  recorded  data  was  listened  to
repeatedly to verify the responses of the participants were
accurately  transcribed.  The  interview  data  was
comprehensively  described.  Participants'  demographics,
viewpoints, and own experiences were described in excerpts
or quotes. A full account of the research process, field notes
of all acts and decisions essential to all stages of the study,
and peer-debriefings with a colleague. Additional member-
checking  transpired  with  study  participants.  Participants
reviewed the interview transcripts to verify the authenticity
and validity of the transcriptions.

2.5. Ethical Considerations
The  University  of  Fort  Hare,  South  Africa,  Health

Research  Ethics  Committee  (Ref#2020=10=10=GoonD
=ObasanjoI) granted ethical permission. The Eastern Cape
Department  of  Health  Research  Ethics  Committee  gave
permission. Participants provided informed consent prior to
data  collection.  To  protect  the  privacy  of  participants,  the
data  was  anonymized.  Each  participant  completed  an
informed  permission  before  participating  in  the  study.

2.6. Data Analysis
This  qualitative  study  employed  thematic  analysis

[48-50]. Using a deductive method, a coding framework was
developed based on the interview guide topics. The authors
read  carefully  and  became  acquainted  with  the  data.  In
addition,  preliminary  codes  were  generated,  and  themes
related  to  the  topic  were  searched  for  and  reviewed.  The
themes were identified and grouped accordingly. Following
that,  the  emerging  themes  on  CHWs  job  description  and
activities,  community  challenges,  and  the  significance  of
their  responsibilities  in  the  communities  were  developed.
Major themes were developed and modified iteratively after
the data was coded.

3. RESULTS
The sociodemographic characteristics of the CHWs are

shown in Tables 1 and 2.

3.1. CHW Job Description and Activities

3.1.1. Health Education and Counselling
The  community  health  workers  indicated  that  one  of

their roles was to provide health education and counselling
on  various  health  issues  in  the  community  and  schools.
These  include  HIV  counselling,  health  advocacy,  TB
screening,  importance  of  healthy  living  life-style  and
medications  adherence  such  as  antiretroviral  (ARVs),  TB
drugs,  and  health  implications  of  substance  abuse.  The
CHWs affirmed that they were providing community-based
healthcare.

Table 1. Demographic profile of the participants (n=23).

Variables n

Sex -
Male 8

Female 15
Education level -
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Variables n

Grade 11 1
Grade 12 16
Diploma 6

Marital status -
Married 4
Single 17

Widowed 2
Number of children -

One child 9
Two-three and above 12

None 2
Does anyone else live with you? -

Yes 14
No 9

Who else live in your household? -
Mother 2

Grandmother/ children 13
None 8

Main source of income for your family -
Yes 23
No -

Monthly stipend or salary earned -
R2200 1
R4000 14
R4020 1
R4050 3
R4100 1
R4200 2
R4300 1

How long have you worked as a CHW for the health district? -
2-10 years 17

11-20 years 6
Community served -

Duncan Village 5
Scenery Village 5

Mdantsane 13

Table 2. Summary of identified themes and sub-themes.

Themes Sub-themes

CHW job description and activities Health Education and counselling
- Health care and assistance
- Community outreach
- Data collection
- Organization
- Managing treatment defaulters

Community connections and services Constant encouragement
- Collective security

Community health service challenging experiences Discrimination
- Community attack vulnerability
- Training and skill
- Local dialect limitation
- Distrust

CHWs’ relevance to community Community involvement
- Health and risky behavior education

(Table 1) contd.....
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Themes Sub-themes

- Youth engagement
- Community support

“…I  do  a  lot  of  health  education.  Well,  sometimes  I
start  my  day  from  the  clinic  before  going  to  the
community. The reason being that we usually come to the
clinic  to  check  the  register  and  ascertain  where  we  are
going to work for the day…” (CHW 01).

“I do HIV counselling at the clinic because I have the
training and years of practise. We do, however, go out to
the  community  to  educate  people  in  their  homes.
Sometimes, we go to the taxi centres, the community hall,
or the schools.” (CHW 06).

“When I go to work, I do TB screenings because I have
been taught as a DOTs. Then you teach them. HIV didn't
exist  back  then;  therefore,  it  wasn't  new  for  a  lot  of
persons in the community to talk about their TB status. Is
really  a  big  deal  now.  I  can  tell  you  that  the  result  was
really good back then because we were more disciplined
than we are now. And education is key. I think people now
know  more  about  what's  going  on.  There  is  a  lot  of
awareness now, and people can quickly look things up on
Google,  but  the  challenge  is  that  people  don't  have  any
discipline at all” (CHW 08).

“We sometimes educate people on healthy living, the
importance of adhering to chronic drugs like ARVs and TB
treatments,  and  the  dangers  of  drug  abuse”  (CHW  03,
FGD).

3.1.2. Healthcare and Assistance
The  CHWs  health  care  and  assistance  includes

assisting with vital signs, taking clients' medication books
to  the  dispensary,  sorting  patients'  clinical  cards,
facilitating  in  the  admission  of  patients,  and  assisting
clients who do not know their way around, as reflected in
their views:

“Okay!  My  responsibility  is  to  care  for  patients,
particularly those in the assigned community” (CHW 01).

“It was back then during COVID after cleaning, we will
be  ask  to  come  and  assist  in  certain  areas  like  in
admission, taking vital signs etc and that is how we got to
learn.  However,  they  have informed us  that  they  will  be
sending  two  individuals  to  the  training  simultaneously.”
(CHW 03).

“Mostly,  I...  help  with  vital  signs,  take  clients'
medications  books  for  the  dispensary,  and  assist  people
who are unsure where to proceed” (CHW 04).

“Well,  most  of  the  time  it's  not  that  busy,  but
sometimes  it  is.  I  mean  when  we  go  out  into  the
community  for  outreach,  but  here  in  the  clinic,  it's  very
busy from the time you get here until the time you leave.
The sisters in the clinics use us because there are never
sufficient  staff  to  work  there.  For  example,  during
admission,  we  are  always  helping  to  sort  out  patients'
clinical  cards”  (CHW  04,  07,  FGD).

“...sometimes,  we  assist  patients  in  collecting  their

medication from the pharmacy using their cards. So, the
clinic, as you can see, is extremely busy” (CHW 03, FGD).

“In the clinic, we do a lot of work. Sometimes we assist
clerks  at  the  admissions  area,  while  others  work  at
HIV/AIDS  clinics  for  new  client  testing,  and  still  others
assist in the TB clinic section area” (CHW 06, FGD).

3.1.3. Community Outreach
The CHWs implement a variety of community outreach

activities, including visiting clients at designated locations
such  as  schools,  taxi  stands,  private  residences,  and
community centres. In addition, they traced patients who
are  defaulters  on  ARVs  or  TB  treatment.  In  the  schools,
CHWs  addressed  a  variety  of  health  concerns  affecting
children,  including  adolescent  pregnancy,  substance
abuse,  alcoholism,  sexually  transmitted  diseases,  and
HIV/AIDS.

“Aside  from  home  visits,  we  occasionally  visit  taxi
ranks,  community  halls,  and  schools”  (CHW  06).

“When a person defaults, we check the register to find
out why the person defaulted and why they are unable to
come to the clinic” (CHW 01).

“I  have  also  interacted  with  the  community,  but  I
always do so in the company of other CHWs. (CHW 04).

“Is  as  routine  as  every  other  day.  I  carry  out  my
responsibilities. As outreach to the community” (CHW 05).

“...I  will  take  the  list  of  clients  we  are  tasked  with
tracing and go out to find them. However, it is not always
simple  going  unaccompanied  in  the  community.  I  am
always cautious about where I go, but I usually travel with
colleagues” (CHW 10).

“We  also  go  to  schools  for  outreach  at  times.  The
principal often grants us permission to talk to the pupils
about  health  issues  such  as  substance  abuse,  teen
pregnancy,  alcohol  misuse,  alcohol  usage,  HIV/AIDS,
sexually  transmitted  diseases,  and  so  on”  (CHW  09,  04,
FGD).

3.1.4. Data Collection
The CHWs assisted in data collection about the client's

household registrations, defaulters, lost to follow up cases,
traced clients, and performed general health screening of
clients,  record the data,  which provide them with useful
information about the signs and symptoms of disease for
possible referral to the clinic they served for action.

“In the Register, we also verify a person's address and
phone number, as we will use this information to contact
them” (CHW 01).

3.1.5. Organization
Contrary to the contract, the CHWs do not make daily

visits to the community. They indicated that, because of the
clinics' heavy responsibilities, some CHWs assist the nurses

(Table 2) contd.....
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at the clinics.
“We  are  supposed  to  go  to  the  community  every  day

because that is what the contract says, but we don't. So, we
were  split  up  into  groups;  some  go  to  the  community
whereas others stay back to help at the clinic. We practise
tasks division” (FGD, CHW 9).

“We are split up into groups, and when we don't work in
the  community,  we  usually  work  in  the  clinic”  (CHW  01,
FGD).

CHWs indicated the organisations in which their various
tasks belong under. For example:

“After  signing  for  attendance  register,  I  then  looked
for folders and arrange them into categories like chronic,
medications,  etc.  Then  we  will  help  them  get  to  where
they want to go” (CHW 02).

“Most of the time, I'll be assisting with the admissions
and arranging records and folders” (CHW 04).

“So,  when  ward-based  primary  health  care  outreach
teams (WBPHCOT)  emerged,  we  were  supposed  to  offer
support  to  people  in  rural  communities  that  the  nurses
couldn't  reach  because  they  work  in  clinics.  So,  they
established  WBPHCOT,  but  they  don't  keep  up  with  it.
When we make home visit to register the squatter camps,
we  don't  have  any  stationaries  materials.  We  check  the
immunisation cards for young children and those who are
pregnant” (CHW 02).

3.1.6. Managing Treatment Defaulters
The CHWs asserted that they are patient,  persistent,

and  professional  when  trying  to  convince  defaulters  to
return to the hospital to continue their treatment. Through
health  education  and  advocacy,  CHWs  do  encourage
clients on chronic medication and treatment to adhere to
medications and treatment as prescribed.

“For me, it is highly important that I maintain my work
ethics with clients and avoid being too personal with them
because they are manipulative. Sometimes they have good
reasons  for  defaulting.  They  will  now  ask  you  gently  to
kindly  get  their  treatment  from  the  clinic  when  you're
coming  back,  they  will  provide  you  with  their  identity
booklets  and  their  HBRS  book  (Medication  booklet)  to
submit to the pharmacy for the treatment. In addition, we
educate  community  members  about  TB,  HIV,  and  other
chronic diseases, as well as the importance of adhering to
treatment” (CHW 03, 07, FGD).

3.2. Community Connections and Services
Despite  the  prevalent  insecurity,  participants  stated

that they interface and connect with the community they
serve via constant engagement with them through health
discussions and talks about various health issues affecting
the  community.  They  believed  that  the  community  was
pleased with their performance of these roles. There were
two  identified  subthemes:  constant  encouragement  and
collective security.

3.2.1. Constant Encouragement
Participants  asserted  that  they  maintain  a  constant

dialogue  with  the  community  regarding  treatment
noncompliance, and that during this dialogue, clients are
advised and encouraged to take their medications.

“Other  times,  I  am  assigned  to  work  with  chronic
medication  treatment  defaulters.  In  the  community,
defaulters  are  very  common.  In  fact,  we  talk  with  them
daily  because  they  are  many.  People  do  not  take  their
medications because they are hungry, they smoke various
types  of  marijuana  and  drugs,  and  many  of  them  are
alcoholics. So, this is a major problem” (CHW 02, FGD).

3.2.2. Collective Security
Participants lamented the insecurity because of crime

in  the  community,  which  inhibits  their  ability  to  freely
move  around  and  interact  with  community  members.
CHWs  therefore  move  in  groups  to  ensure  their  safety.

“A  lot  of  people  use  drugs,  especially  young  people,
and how do you talk to people who are constantly high?”
Eish!! It is quite challenging. That is why the crime rate is
so high; people without work want to use drugs and steal.
Even  those  of  us  who  work  to  educate  these  individuals
aren't safe; we need to apply caution, otherwise they will
steal from you and grab your phone. That's why we go out
in groups for safety” (CHW 01, FGD).

“As community health workers, we are also afraid for
our lives, which is why we like to go into the communities
as  a  team  or  group.  If  you  are  a  woman  and  you  go  to
people's  houses  alone,  you  might  be  surprised.  We  are
being careful because of this” (CHW 04, FGD).

3.3.  Community  Health  Service  Challenging
Experiences

The participant discussed their difficulties in delivering
health care to clients and the community. Discrimination,
community  assault  vulnerability,  training  and  skill,  local
dialect  limitation,  and  distrust  were  all  highlighted  as
problems.

3.3.1. Discrimination
One  participant  stated  that  he  experiences

discrimination  due  to  his  sexual  orientation  as  a
homosexual.

“Yes,  you  know  I  am  a  homosexual,  not  everyone
knows about it,  but some community members do know.
Sometimes they treat people like us with extreme cruelty;
they can even kill you in secret” (CHW 10).

3.3.2. Attack Vulnerability and Safety
The  CHWs  voiced  concern  about  being  attacked

because  of  some  criminals  in  the  community.
Consequently,  CHWs  moved  in  groups  due  to  the  high
crime rate.

“I  have  also  been  exposed  to  the  community,  but  I
always go with other CHWs because of criminal attacks”
(CHW 04).

“They  stated  that  we  must  visit  five  houses  per  day,
and  keep  in  mind  that  these  communities  are  not
safe.”Amaparas”  (gang  members)  are  usually  hanging



Job Description of Community Health Workers in the Eastern Cape 7

around with knives ready to stab their victims” (CHW 02).
“We go as a team for safety reasons.” Because there

are  some  places  where  you  cannot  go  alone  because  of
amaparas” (CHW 09).

“A  lot  of  individuals  use  drugs,  especially  young
ones...The crime rate is really high... Even those of us who
educate  them aren't  safe;  we  must  exercise  caution  lest
they steal from you and take your phone. That is why we
go out in groups for safety” (CHW 01, FGD).

3.3.3. Training and Skill
Some  of  the  CHWs  reported  that  they  lacked  the

training necessary to perform certain skills, such as HIV
voluntary counselling and testing (VCT). They maintained:

“As a  community  health  worker,  I  work  with  a  lot  of
people. However, I don't go out all the time. Those of us
who  are  newly  recruited  work  here  in  Day  Hospital
because  we  haven't  been  trained”  (CHW  03).

“I am one of those who hasn't gone for training yet, but
we hope  to  go  soon  because  they  said  we would”  (CHW
09).

“We interact  with  everyone in  the community  who is
sick. First, a list will be given to us in the offices so that
we  can  find  people  who  haven't  been  coming  and
encourage  them  to  come  back.  Most  of  the  time,  I  see
people who have HIV and on chronic medication. I  don't
really  socialise  out  with  young  people.  Others  do,  but  I
don't. I usually point them to the right person(s) to talk to.
Or,  sometimes,  I'll  tell  them  to  come  to  the  hospital  for
volunteer counselling and testing (VCT). There are other
CHW  who  are  trained  to  do  that,  but  I  have  not  been
trained yet” (CHW 04).

3.3.4. Local Dialect Limitation
The CHWs stated that speaking the local dialect allows

them  to  communicate  more  and  create  trust  with  the
community;  however,  not  everyone  can  speak  the
language.

“Remember  that  not  everyone  speaks  isiXhosa,  the
local language, and so not everyone can connect with you.
However, it does help us a lot to break down barriers and
get our point across.” (CHW 03).

3.3.5. Distrust
Participants  reported  that  some  patients  lacked

confidence  and  trust  in  their  capacity  to  provide
healthcare.  They  asserted  that  some  clients  interpreted
political  overtones  in  their  work  and  request  them  to
leave. Patients can provide them with inaccurate contact
information  because  of  a  lack  of  trust,  rendering  client
defaulter tracing a difficult and frustrating activity.

“Yes,  they  don't  trust  us  100%  because  they  think
there's a political undertone to everything and that we're
being  sent.  In  fact,  so  we'll  end  up  being  insulted  and
asked  to  leave  their  homes,  while  some  will  listen  and
understand  why  we  were  there  in  the  end.  During  our
orientation, we were told to be patient and to understand
other  people.  That  implies  that  even  when  they  are

sceptical of our intentions and are angry with us, we must
exercise patience and ensure that we educate our clients
calmly. Because, in the end of the day, it is for their own
good.  There  are  trust  concerns  during  interactions  with
the community” (CHW 03).

“There are so many defaulters, and they can lie; some
will even give you the wrong numbers” (CHW 08)” (CHW
08).

3.4. CHWs’ Relevance to Community
The CHWs perceived their services as relevant to the

communities they serve. The support they received from
the community's leadership exemplifies this. Despite some
initial resistance from some clients in the community, they
are eventually persuaded to listen to them.

3.4.1. Community Involvement
The CHWs understand the importance of involving the

community  in  their  interaction  with  clients  in  order  to
upscale  health  care  services.  They  solicit  the  assistance
and  buy-in  of  the  community  head  concerning  health
education/advocacy  programmes  in  the  community  for
optimal  success.  The  community  leaders  seemed  to  be
supportive  of  CHWs  and  the  services  they  offer.

“The CHWs appreciate the necessity of incorporating
the community in their interactions with clients in order to
improve  health  care  services.  They  seek  the  community
head's  cooperation  and  buy-in  to  provide  health
education/advocacy programmes in the community so as
to  guarantee  their  success.  The  community  leaders
appeared to be supportive of CHWs and the services they
provide” (CHW 01).

3.4.2. Health and Risky Behaviour Education
In addition, as previously mentioned, CHWs provide a

variety of health services, including health education and
self-awareness  on  COVID-19,  HIV  and  TB,  drug  abuse,
chronic  medication  adherence,  socially  positive
behaviours, avoidance of multiple sex partners, and use of
protection  sexual  activities,  despite  obstacles.  As
“essential  health  workers,”  they  feel  engaged.

“Then,  we  focused  more  on  COVID-19-related  health
education  and  self-awareness.  Examples  of  some  of  the
topics  that  we  usually  cover  include  HIV  and  TB,
importance  of  taking  their  medications,  importance  of
never  sharing  medications  with  family  and  friends
especially  those  on  chronic  medications,  importance  of
protecting  their  loved  ones  by  practising  positive
behaviours,  and  also  will  typically  educate  the  youth  to
avoid multiple sex partners and to always use protection
during sexual activities.” (CHW 01).

“Of  course,  raising  awareness  about  safe
environments,  like  during  COVID,  is  important,  even
though  movement  was  restricted.  We  are  classified  as
“essential health workers.” We'll teach them how to keep
and protect themselves by using a face mask, gloves, and
sanitizer.” (CHW 04).

“We  educate  them  (the  young  ones)  how  to  use
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condoms.  They have to  adhere  to  their  treatment,  never
mix drugs and alcohol, and always tell us so that we can
help them.” (CHW 05-07).

“We  teach  them  about  things  that  effect  the
community,  like  HIV/AIDS,  TB,  teen  pregnancy,  and  the
use of drugs and alcohol.” (CHW 01, 08, FGD).

3.4.3. Youth Engagement
The  CHWs  also  viewed  their  roles  as  pertinent  to

community health-related issues, such as educating youth
about the risks of practising risky health behaviours and
the need to refrain from doing so.

“We also sometimes, usually, go to high schools in the
community. We usually ask the school for approval to talk
to the children about risky behaviours and things like HIV,
teen pregnancy, etc. (CHW 01).” (CHW 01).

3.4.4. Community Support
CHWs assist in referring clients to social workers for

further intervention. Additionally, they assist in collecting
common prescriptions for people who are unable to visit
the clinic for medication collection because of their age,
their  inability  to  pay,  or  even  the  fact  that  they  are
treatment defaulters. They described how they support the
community as follows:

“Those  who  could  not  come  for  treatment  like
collecting  their  routine  medication,  we  collect  and
transport  back  to  them.  Some  of  them  express  their
gratitude  and  happiness  verbally  after  seeing  the
community  health  worker.  We  occasionally  refer  some
clients  to  social  workers,  particularly  young  teenage
mothers,  for  assistance  and  referrals  to  higher  level
services.”  (CHW  01).

“I think that as community health workers, we help the
community  a  lot  because  we  help  those  who  don't  have
help  by  going  with  them  to  the  community  clinics  and
bringing their medications home (with their permission).”
(CHW 04).

“Even now, I have some people whose medicine I will
take home to them today.” (CHW 05-07).

“Well,  I  will  say  that  the  programme  has  helped  the
community in many ways.  But first,  let  me tell  you what
we  do  when  we  go  to  the  community.  When  I  go  to  the
community, with the person's approval, I sometimes take
medications  (i.e.,  prescribed  medications)  to  people,
mostly the old or older adults who always complain about
not  having  money  for  transportation  to  the  Community
Health Centre (CHC).” (CHW 02, FGD).

“You  know  that  in  our  community,  many  people  are
poor and unemployed, and a lot of grandmother's care for
their  elderly  parents  and  grandchildren,  which  places  a
significant  burden on them. They survive just  on grants.
Sometimes people are sick,  but they could not go to the
clinic to get treatment because they do not have money for
feeding let alone transport. I believe that the programme
is beneficial to the community.” (CHW 06, FGD).

“There are people who are hungry and unable to feed
themselves. They will occasionally forget to come and pick

up their medication. Remember that these medications are
for  chronic  conditions  such  as  high  blood  pressure,
diabetes,  tuberculosis,  and  so  on.  We  collect  their
mediation book as well as their identity card and come to
the clinics to collect the prescribed medication and then
deliver  it  to  them.  Some  people  also  refuse  to  attend
because they  are  afraid  they  will  run into  a  person they
know. This is mostly for HIV patients, particularly young
people.” (CHW 02, FGD).

4. DISCUSSION
Our findings demonstrated that CHWs were aware of

their  numerous  roles  and  responsibilities  in  terms  of
providing healthcare to the households and communities
they serve. Clients and the community acknowledge their
importance and value of community health workers' roles.
They identified their tasks as delivering health education
and counselling on a variety of health concerns (teenage
pregnancy,  substance  misuse,  alcohol  abuse,  sexually
transmitted diseases, and HIV/AIDS) in the community and
schools.  HIV  counselling,  health  advocacy,  tuberculosis
(TB)  screening,  a  healthy  lifestyle,  and  medication
adherence, including antiretroviral (ARV) medications, TB
drugs,  and the health  repercussions  of  drug misuse,  are
examples.  CHWs  also  acknowledged  that  they  helped  at
clinics by taking patients' vital signs, clients' prescriptions,
arranging  patients'  clinical  cards,  assisting  with  patient
admissions, and directing clients to different clinic sites.
CHWs  also  emphasise  community  outreach  visitation
activities  (clients'  schools,  taxi  ranks,  individual  homes,
and community halls),  tracing and managing patients on
defaulters (ARVs or TB treatment), data collection (clients'
household registrations, defaulters, lost to follow up cases,
client's health screening, records data). In addition, they
provide clients with information about the symptoms and
signs of disease to refer them to the healthcare system, if
necessary. Overall, the CHWs were aware of their scope of
practice.  Similar  to  ours,  other  studies  have  confirmed
that CHWs comprehend their roles [8]. In various contexts
and  settings,  community  health  workers  (CHWs)  are
recruited  to  perform  a  variety  of  healthcare  service
delivery responsibilities. Among these are providing health
education  and  promotion  services,  advocating  for,  and
mobilising the community, and providing preventative and
clinical services [7, 9-14].

In  addition,  they  are  deployed  to  provide  assistance
during  disease  outbreaks  [15-18],  and,  recently,
controlling  COVID-19  pandemics  [20-27],  and
administering  vaccines  [28].  However,  in  India  and
Ethiopia,  CHWs  promoted  COVID-19  vaccination
awareness  and  adoption  [29,  30].  In  Brazil,  Bangladesh,
Iran,  Ethiopia,  Nepal,  and  Malawi,  the  significant
responsibilities  of  community  health  workers  are  widely
recognised  and  supported  [31-36].  Consequently,  it  is
essential  to  assess  the  roles  of  CHWs,  address  the
challenges  associated  with  the  optimal  performance  of
their designated tasks and responsibilities, and integrate
them  into  the  health  system  using  contextual  models
applicable  in  a  variety  of  settings.  This  is  significant  for
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two reasons. Firstly, their contributions will accelerate the
advancement of the SDG agenda of ensuring health for all.
Additionally, supporting CHWs will enhance the health of
marginalised  rural  communities,  thereby  reducing  the
disease  burden,  especially  in  developing  nations  with
already  overburdened  health  systems.

The findings indicate that CHWs play an essential role
in health education and counselling pertaining to a variety
of  health  topics,  including  teen  pregnancy,  substance
abuse,  alcohol  abuse,  sexually  transmitted diseases,  and
HIV/AIDS. The aforementioned health issues are prevalent
in South Africa context [8, 49-53]. The CHWs engaged the
community  on  these  health  topics,  empowering  them  to
assume  responsibility  for  their  own  health  [8].
Furthermore, their efforts to provide health education on a
variety  of  public  health-related  issues  emphasise  the
importance  of  CHWs  as  educators  in  their  communities
[54]. They understand the health needs of the community's
members  and  serve  as  gatekeepers  between  healthcare
systems and local families, especially in underserved areas
[54].  In  addition,  through  home  visits,  health  education
sessions,  and  referrals  to  healthcare  services,  CHWs
ensure  that  clients  receive  timely  and  appropriate  care.
Furthermore,  if  the  community's  health  behaviour
improves because of the CHW's health advice, they can be
considered as agents of change in the community. These
roles  were  acknowledged  by  the  community,  and  the
CHWs  feel  valued  and  content  because  the  people  and
community they served appreciate them.

The  CHWs  connect  with  the  community  by  constant
engagement  through  health  discussions/talks  platform
concerning their various health issues in the community,
despite  the insecurity  in  the community.  CHWs affirmed
engaging  with  the  community  on  treatment  defaulters,
which is a common problem in the community, and, in the
process,  the  clients  are  advised  and  encouraged  to  take
their  medications.  They  believed  their  in-depth  health
interaction  with  the  clients  and  the  community  is
productive, as those clients on chronic medications, after
health engagement discussion, then access the clinics for
their  medications.  This  suggests  a  positive  health
behaviour  of  pursuing  medical  solution.  However,  the
concerning  and  worrisome  issue  was  the  state  of
insecurity  because  of  the  high  rate  of  crime  in  the
community.  Worried  by  this  phenomenon  in  the
community, CHWs reported feeling insecure and hesitant
to  move  freely  and  interact  with  the  community,  which
impacts their work. As part of their effort to mitigate the
insecurity issue, CHWs move in groups or peers for their
safety.  There  are  salient  aspects  to  reflect  on  regarding
the  above  findings.  First,  the  CHWs  constant  interface
with the community they served is a pointer to the level of
commitment  and  dedication  to  their  duties.  They
recognised  the  need  and  significance  of  serving  their
communities,  and,  in  turn,  community  members  also
valued  their  roles  and  contribution.  Valued  services
delivery by the community and by the CHWs, can increase
the  utilisation  of  these  services  as  well  as  the  CHW’s
legitimacy and motivation [5]. This symbolic relationship

should be sustained by providing adequate security in the
community  through  inter-sectoral  stakeholder  approach
involving  the  government,  police,  the  community
representatives,  and  relevant  organisations/agencies/
bodies to minimise or curb crimes in the community. The
security  of  the  community  is  imperative  for  everyone,
especially  for  CHWs  who  routinely  move  around  in  the
community supporting the health needs of the community.

Community health workers (CHWs) identified several
drawbacks that have an impact on their ability to perform
their  jobs  and  responsibilities  effectively.  These  include
discrimination,  community  attack  vulnerability,  training
and skill,  local  dialect,  and distrust.  CHWs may lack the
necessary  training  and  skills  to  carry  out  their
responsibilities  and roles.  The  CHWs require  training  to
carry  out  their  tasks  of  preventative  and  promotional
health  services  to  communities.  The  rationale  for  CHW
training stems from the fact that the personal life and job
of CHW's in South Africa and other contexts are shaped by
the  same  vulnerability  dynamics  at  work  in  their
communities  [55].  Notably,  many  community  health
workers  (CHWs)  in  South  Africa  are  impoverished  and
come from rural Black areas and are largely female; they
also  have  inadequate  or  informal  training.  According  to
Alonso  et  al.  [56]  despite  living  in  poverty  and  being
exposed  to  the  same  health  risks  as  other  users  of  the
health system, CHWs are responsible for managing these
vulnerabilities  for  their  clients.  Several  studies  have
shown that  CHWs lacked  the  appropriate  education  and
abilities to provide various types of community health care
[42,  44,  57,  58].  This  scenario,  when  combined  with
overwork,  may  result  in  burnout,  stress,  and  other
psychological  and  physical  health  conditions  [59].  The
CHWs  in  this  study  acknowledged  experiencing  a  high
workload due to the additional activities assigned to them
by nurses, which exceeded their regular responsibilities in
clinic settings. Typically, they are tasked with organising
admission  documents  and  folders,  dispensing  chronic
medications to patients, and recording vital signs. Despite
lacking proper training, CHWs are seen performing these
responsibilities,  even  without  any  extra  compensation.
CHWs,  on  the  other  hand,  are  proud  of  their  work  and
happy  to  be  able  to  help  their  communities.  Efforts  to
empower and reward CHWs are required to motivate them
to  achieve  far  beyond  what  they  currently  do  in  the
community.

Local  dialect  was  cited  as  a  peculiar  factor  that
facilitates interactions between community health workers
and their clients. The capacity to speak the local language
(isiXhosa)  of  the  community  was  an  added  benefit  that
helped  build  trust  with  the  community;  however,  not
everyone  spoke  the  local  language.  Nevertheless,  given
that  most  of  the  community  health  workers  could
communicate  healthcare  services  delivery  in  the  local
language of the community enhances trust between them
and  the  community.  A  prior  study  in  the  Eastern  Cape
found  that  CHWs  used  the  local  language  of  the
community to convey messages so as to accommodate the
clients' experiences and thereby instigate cooperation and
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trust  [38].  In  a  related  study  conducted  in  India,  CHWs
built  trust  with  their  communities  by  choosing  to
communicate  health  issues  in  a  careful  and  appropriate
manner;  they  use  simple  health  terms  or  language  as
opposed to clinical health terminology [60]. The ability to
communicate a health issue to a community in their native
tongue facilitates effective health service delivery because
it  promotes  “cooperative  relationships  and  collective
action”  [61].  This  aspect  of  communicating  health
messages  and  needs  in  the  community's  language  is
crucial  to  consider  in  the  training  or  workshop  for
community  health  worker  program.

The  CHWs  reported  that  some  clients  lacked
confidence and trust in their ability to provide healthcare
services and, as a result, basically drove them away. They
linked  this  to  politics  such  as  government  pledges  that
were  not  fulfilled  and  a  failure  to  provide  communities
with  adequate  services.  Consequently,  CHWs  may
encounter  challenges  in  obtaining  accurate  contact
information  due  to  a  lack  of  trust.  These  circumstances
subsequently  hinder  the  process  of  tracing  defaulting
clients,  leading  to  difficulties  and  frustrations.  Previous
studies  have  reported  similar  findings  of  clients  having
limited respect  and distrust  of  CHWs [55,  62],  including
research  conducted  in  South  Africa  [38,  40,  63].  Poor
communities'  lack  of  trust  in  government  services  is
common  in  South  Africa,  causing  people  to  ignore  the
deteriorating and low-quality services provided by primary
healthcare health facilities in the rural communities [64].
There are several incidents of violent behaviour from the
community  because  of  lack  of  essential  services  and
concerns over poor working conditions for CHWs, which
has  ultimately  halted  engagements  between  CHWs  and
some  communities  [42].  This  kind  of  scenario  is
undesirable for preventative and promotive health care in
the community because it may not only ruin the credibility
of community health workers who are seen as government
agents  or  employees,  but  it  may  also  affect  clients'
decisions regarding the use of health services, adherence
to  advice,  and  adherence  to  care  or  treatment.  In  a
previous situation in the Eastern Cape, CHWs questioned
the  government's  lack  of  concern  towards  their  clients'
health  care  service  provision  and  other  basic  social  and
economic  necessities,  which  have  an  impact  on  their
health  [38].

Another challenge that CHWs encounter in performing
their  duties  was  safety  while  performing  their  job  in  the
community. Physical violence and other criminal activities
such as theft and robbery are common in some of the rural
populations  they  serve.  Worryingly,  sexual  violence  is  a
phenomenon that is increasing in South Africa [65-67], with
women disproportionately affected. Notably, the majority of
CHWs in our sample, and in South Africa, are women. Due
to the lack of safety, the CHWs develop a simple strategy of
working  in  groups  or  pairs  [68].  stated,  similarly  to  ours,
that  due  to  safety  concerns,  CHWs  worked  in  pairs  and
generally  delivered  house  medications  on  foot  during  the
COVID-19  pandemic,  and  that  some  CHWs  were  robbed,
verbally  assaulted  and  attacked  by  dogs,  or  entangled  in

community  protests.  Other  studies  have  reported  safety
concerns emphasised by CHWs as an impediment to scaling
up community health care delivery in South Africa [8, 40,
42] and elsewhere [55, 69, 70]. According to a recent study
in Brazil, 80% of community health workers were exposed
to acts of violence in the communities they served.73 The
prevalent  insecurity  in  the  communities  renders  CHWs
vulnerable to attacks and criminal  acts;  despite this,  they
were  motivated  to  continue  their  work.  This  scenario
suggests that community health workers approached their
duties  with  anxiety  and  fear.  Relatedly,  the  Community
Health Workers (CHWs) were tasked with fulfilling certain
responsibilities  within  the  COVID-19  epidemic,  namely
encompassing screenings and contact tracing [71], as well
as the delivery of medication to individuals' homes [68-73].
Considering their limited resources, their safety issues are
crucial and concerning [71]. The CHWs proposed that they
be provided with transportation to reduce the risks and fear
of  being  attacked  by  gangsters  and  criminals  in  the
community. The violence in the community causes fear and
anxiety,  impacting  the  health  and  daily  work  routines  of
community  health  workers.  The  government,  non-
governmental  organisations,  and  other  stakeholders,  in
collaboration with health workers, should devise measures
for  addressing  violence  in  communities  to  allow  CHWs
operate  freely  and  safely  while  serving  the  community.

The  CHWs  perceived  their  services  as  relevant  to  the
communities they served--the programme is beneficial and
useful  to  the  community.  The  support  they  received  from
the community's leadership exemplifies this. Despite some
initial resistance from some clients in the community, they
are  eventually  persuaded  to  listen  to  them.  According  to
Glenton,  Javadi  and  Perry  [5],  the  most  prevalent  role  of
CHWs  is  health  promotion,  where  the  information  and
counselling  is  centred  on  behavioural  change  and  health
service utilisation. In the present study, CHWs emphasised
these responsibilities.  It  is  worth noting that  the ultimate
result  of  all  these  health  engagement  efforts  with  the
community  is  the  development  of  trust  between  the
community and the CHWs themselves, as exemplified by the
case of accredited social health activist (ASHA) workers in
India  [60].  CHWs  fulfil  a  social  function  within  the
community.  Indeed,  there  exist  instances  wherein  CHWs
have  assumed  additional  remarkable  responsibilities  that
extend beyond their prescribed functions, thereby assuming
the role of advocates for societal change. In South Africa,
female CHWs participated in a participatory action research
study  aimed  at  addressing  gender  inequities  related  to
violence against women in the community [74]. In Tanzania,
grassroots volunteers felt the concerns of their clients and
approached an NGO, their employer, to become involved in
the  food  distribution  scheme,  so  as  to  assist  their  clients
without food to improve their adherence to treatment due
to food insecurity [75].

The  CHWs  viewed  their  duties  as  being  relevant  to
community health issues, such as educating youth about the
dangers  of  risky  health  behaviours  and  the  importance  of
abstaining from them. Youth risky health behaviours are a
developing health issue in South Africa [64, 76]. In addition,
CHWs  assisted  in  referring  clients  to  social  workers  for
additional intervention. Glenton, Javadi, and Perry [5] have
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emphasised this specific function by emphasising that CHWs
initiate  treatment  and  make  appropriate  referrals.  The
CHWs  in  our  study  also  assist  clients  who  are  unable  to
access  the  clinic  due  to  age,  financial  constraints,  or
treatment noncompliance with the collection of their routine
medications.  One  study  found  that  community  health
workers (CHWs) in South Africa administer medications to
patients  who  are  unable  to  travel  to  a  health  facility,  in
addition to cooking and gathering water for their community
members [63]. This further emphasises an additional aspect
of the social function that CHWs provide for the community.

Such acts of assistance and kindness offered by CHWs
during moments of crisis have been reported in Nepal (2015
earthquake)  [77]  and  Brazil  (disasters).  The  primary
function of the CHW programme is to serve the community.
Nevertheless,  according  to  Perry  et  al.  [32]  in  order  to
strengthen CHW programmes to ensure it can meaningfully
contribute to the achievement of the desired health goals,
they should be accorded serious attention regarding their
fundamental  needs  of  limited  financial  and  material
resources, poor enumeration, and insufficient supervision.
In addition, community health workers need training that is
tailored to their requirements and the community's health
needs.  It  is  time  for  the  government  to  recognise  and
formalise  CHWs  within  the  health  system  to  better  serve
and support the community. In addition, it is imperative to
take  the  bull  by  the  horns  by  demonstrating  decisive
political will or action in response to the program's various
challenges. Such a stance would have greater effects on the
community's  health.  The  roles  performed  by  CHWs  are
essential and unique to the community's needs. Thus, CHWs
deserve attention, not neglect.

The CHWs indicated tremendous job satisfaction. They
affirmed  CHW  program  was  beneficial,  enhances  healthy
living,  improves  access  to  medical  care,  and  promotes
health  education.  The  overall  program  assessment  also
revealed a high confirmation of the importance and value of
the  CHW  program  in  improving  health  care  in  the
community.  These  findings  suggest  that  despite  the
challenges  (lack  of  training,  inadequate  supervision,
insufficient  resources,  low  enumeration,  distrust,
discriminatory  treatment,  safety  concerns,  etc.)  impeding
the  ability  of  CHWs  to  perform  their  work  effectively;
seemingly, because of neglect and non-recognition of their
immense  roles  to  the  community  and  the  larger  health
system  goals,  CHWs  are  resilient  and  satisfied  with  their
jobs.  CHWs'  positive  perspective  towards  their  work
demonstrates that they are drawn to the role for intrinsic
reasons,  such  as  a  desire  to  help  the  community  and
improve its health, or a sense of pride in being community
health workers. Thus, it is necessary to maintain this type of
intrinsic motivation to serve the community. A similar study
in  Mopani  district  in  South  Africa  reports  that
notwithstanding, the low stipend, CHWs were content with
their employment because of the positive impacts they had
in  their  communities  [63].  As  stated  by  Perry  et  al.  [32]
“CHWs  are  among  the  most-cost-effective  and  the  most
rapidly implementable approaches to improve the health of
underserved  populations.  Our  task  now  is  to  provide
national  CHW  programmes  with  the  resources  and
technical  support  to  enable  them  to  reach  their  full

potential”.  In  accordance  with  this  recommendation,
policymakers and the government must refocus attention on
the  role  of  CHWs  by  addressing  the  numerous  obstacles
highlighted  by  the  CHWs  in  this  study.  A  recent  study
recommended redefining CHWs' scope of practise in South
Africa to reflect their capacity, resources, and time [68].

5. LIMITATIONS OF THE STUDY
There  are  some  limitations  to  this  study.  First,  the

purposeful  sampling  strategy  employed  to  select
participants;  second,  restricting  the  study  to  one  specific
sub-district and limited sample size hinders generalisation
of the findings to other geographical contexts where CHWs
serve, future research therefore, would draw from various
regions  of  South  Africa  to  enhance  the  robustness  of  the
results and to account for regional differences in CHW roles
and challenges.

We  also  did  not  interview  the  additional  category  of
health  workers  in  charge  of  supervising  the  CHWs  to
explore  their  perspectives;  therefore,  future  research
should  endeavour  explore  the  views  of  health  system
administrators  or  community  members  to  provide  to
provide  a  more  comprehensive  picture  of  the  CHW
program’s  impact  and  further  identify  key  areas  for
improvement.  Nonetheless,  the  findings  highlight  salient
issues unique to CHWs in low-resource settings, which may
inform  a  contextual  approach  to  strengthening  CHW
programs. Second, we conducted the interviews in English,
which  may  be  difficult  for  some  people  to  express
themselves  fluently.  However,  the  utilisation  of  both
individual  and  focus  group  discussions  were  beneficial  in
both  broadening  the  interpretation  of  the  findings  and
improving  the  credibility  of  the  findings.

CONCLUSION
The study's findings demonstrate that CHWs are aware

of  their  tasks,  carry  them  out  in  tandem  with  CHW
programme modelling, and are thus valued and appreciated
by  the  communities  they  serve.  Despite  the  numerous
problems  related  to  clients  and  communities,  which
ultimately  impact  their  efforts  to  serve  them  effectively,
CHWs  remain  committed  to  assisting  their  clients  and
communities.  Given  the  significant  contributions  of  this
important  but  undervalued  cadre  of  health  workers,  it  is
necessary  to  incorporate  their  function  into  the  larger
healthcare  system.  As  mitigating  factors  to  enhance  the
responsibilities of CHWs within the communities that they
live  and  serve,  it  is  necessary  to  provide  them  with
adequate  resources,  training,  recognition,  and  address
safety  concerns.  Our  findings  have  implications  for
improving the practise of community health worker (CHW)
programmes and policies.
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