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Executive Summary 

Introduction 

The primary health care (PHC) approach was adopted in South Africa about two decades ago, as an 
ideal vehicle for the delivery of equitable and quality health care to its population; however, the 
country continues to perform poorly in health outcome indicators (Department of Health, 2010a; 
Nxumalo et al., 2011). The factors contributing to these poor health outcomes include the quadruple 
Burden of Disease (BoD) consisting of HIV and TB, non-communicable diseases, high maternal and 
child mortality, and violence and injuries; the human resources for health crisis; and emphasis on 
curative health care (instead of promotive and preventative health care). As a result of the need to 
address these factors, there has been a recent shift towards the re-engineering of PHC in South 
Africa through the provision of community-based PHC services by Community Health Workers 
(CHWs) (Department of Health, 2010b); this initiative would not only be a step towards improving 
health outcomes but also achieving the Millennium Development Goals (MDGs) by 2015.  

The establishment of PHC outreach teams is one of the strategies proposed for the re-engineering of 
PHC in South Africa. Each PHC outreach team will comprise of on average one professional nurse and 
six CHWs (depending on the population size). The establishment of the PHC outreach teams will 
facilitate community involvement and participation in identifying health threats, vulnerable groups 
and individuals and appropriate interventions for addressing these (Department of Health, 2010b). 
In addition, it may facilitate the collection of population-based health data, which could lead to 
better health outcomes. 

The North West province of South Africa has demonstrated poor performance on some health 
outcomes. For instance, maternal mortality is still relatively high (see Saving Mothers 2005-2007). 
Even though the data from the District Health Information System (DHIS) shows that the stillbirth 
and perinatal mortality rates have remained fairly static in recent years (see District Health 
Barometer (DHB) 2008/09), most deaths occur outside health facilities hence they are under-
reported and are not accounted for in the facility-based DHIS data (PMNCH, 2008; NCCEMD, 2008). 
The North West province (NWP) has therefore been chosen by the Health Systems Trust (HST), 
Atlantic Philanthropies (AP) and the Department of Health (DOH) as an eligible site for supporting 
districts and sub-districts to improve management capacity in view of the PHC re-engineering 
initiative. This is to ensure that all allocated resources would be effectively and efficiently utilised for 
the delivery of community-based primary health care (PHC) services, especially those that would 
result in improved maternal, neonatal and child health (MNCH) outcomes (and other health 
outcomes), through the implementation of the PHC outreach programme in the province. 
 
The current study is an audit of CHWs in all districts of the NW province in order to identify the 
coverage and gaps in the training and provision of community-based health services as well as 
identify the CHWs who fit the requirements of the new model of the PHC outreach programme. The 
results from the audit will also guide the establishment of PHC outreach teams in the NW province 
of South Africa. 
 

Aim and Objectives 
The study aims to provide baseline information by conducting an audit of the coverage and quality 
gaps in the training and provision of community-based health services by CHWs in all the districts of 
the North West Province. The objectives are: 

 To conduct a profile of CHWs in the districts of the NW province  
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 To assess the provision of community-based services by CHWs in the districts of the NW 
province 

 To assess the gaps in the training of CHWs in the districts of the NW province 

 To identify the CHWs who fit the requirements of the new model of PHC Outreach Teams 

Methodology 

The study used a mixed-methods approach, that is, a combination of quantitative and qualitative 
techniques. A quantitative questionnaire was developed to collect data from the CHWs. For the 
qualitative component, a semi-structured interview guide was used to conduct in-depth interviews 
with the selected NPO managers. 
 
The sampling frame in this study was all the CHWs and their NPO managers in the NWP.  A 
convenience sampling method was used as the CHWs were all expected to convene in a central 
point to register as part of the NW province's annual processes of validating the number of CHWs in 
the province. Information collected from the CHWs was used for the quantitative component of the 
study. A total of 5167 CHWs participated in the audit. 
 
A total of 29 NPO managers were selected using a convenience sampling method to participate in 
the qualitative component of the study. The selection was based on their availability as well as their 
willingness to participate during the audit process. 

 
Key Findings 
As indicated above, 5,167 CHWs participated in the audit. The majority (90%) of the CHWs are 
females and they more likely to be found in the rural areas of the province where their services are 
needed most. In terms of the distribution of the CHWs, the majority of the CHWs are based in the 
Ngaka Modiri Molema (NMM) district (28%), followed by the Bojanala Platinum (BP) district (26%) 
and Dr Kenneth Kaunda (Dr KK) district (25%), while Dr Ruth Segomotsi Mompati (Dr RSM) district 
(21%) has the least number of CHWs. The Matlosana sub-district has the highest number (13%) of 
CHWs while the Kgetlengrivier sub-district has the lowest number (1%) of CHWs.  

Further analysis shows that the ratio of CHW to population for BP is 1: 938; while Dr RSM is 1: 322; 
Dr NMM is 1: 557; and Dr KK is 1: 665. This means that the ratio of CHW to population is lowest in Dr 
RSM, where the least number of CHWs were audited. 

The data from the audit also shows that a higher proportion (32%) of the CHWs is between 31 and 
40 years and the median age of CHWs in the NWP is 37 years.  

In terms of academic qualification, 32% of the CHWs have grade 12/matric while 43% passed grades 
8-11. This suggests that at least 75% of the CHWs in the NWP are functionally literate and numerate; 
therefore the majority of the CHWs met the minimum criterion for selection of CHWs into PHC 
outreach teams.  

One objective of the study is to assess the provision of community-based health services by CHWs in 
the NW province. Data shows that the CHWs provide a range of services such as Home-Based Care, 
Orphans and Vulnerable Children (OVC), health promotion, and Tuberculosis Directly Observed 
Treatment (TB DOTS) services; however, their services are skewed towards the provision of HBC and 
TB DOTS services. The study highlights that there is a gap in the provision of other services that are 
core to the PHC re-engineering strategy, such as IMCI and school health services. There is therefore 
a need for a programme to capacitate CHWs in the NW province with the necessary skills to provide 
these crucial services. 
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Furthermore, the findings from the study reveal that the CHWs in the NW province are currently 
responsible for 7% of the number of households that those deployed for the PHC outreach 
programme are expected to service, that is 1 CHW to 250 households. The means that they are 
currently operating below the level expected by the PHC re-engineering strategy in terms of the 
ratio of CHW to households. It is therefore imperative for the DOH and other stakeholders to 
provide the necessary support, training and incentives (e.g. uniforms, bicycles, etc) that will enable 
CHWs to expand their services from current ratio (1: 17) to the expected ratio (1:250). 

The other objective of the study focused on the gaps in training. The study shows that currently, 
there are gaps in the training of CHWs in the NW province which hinder CHWs from providing 
quality and effective community-based health services. The quantitative component shows that 17% 
of the CHWs in the province have no training and the majority of those who have been trained, are 
less likely to have received formal and intensive training on CHW and Ancillary Health Care (AHC) at 
NQF Levels 1-4. Further findings show that about 80% of the CHWs have not received qualifications 
in CHW and AHC at NQF Levels 1 to 4. This shows there is a great need for the DOH and other 
stakeholders to facilitate the process of providing formal training for more CHWs in the NW 
province.  

Other findings show that the CHWs utilise both structured (forms) and unstructured (notebooks) 
tools for recording their activities and services as well as collecting information on their patients. The 
qualitative component of the study, in particular, provides more information on the issue as it shows 
that the CHWs only fall back on their notebooks when there is a shortage of forms. This shows it is 
essential for CHWs to be provided with enough materials so that they will be able to provide quality 
data on their patients and services. 

Another major issue highlighted by the study is the issue of the remuneration of CHWs. The 
quantitative component shows that 25% of the CHWs in the NW province do not receive stipends 
while the quantitative component reveals that non-payment of stipends to CHWs result in poor 
performance and lack of commitment. These findings concur with those from other studies 
(Lehmann and Sanders, 2007; HPCASA, 2009; Friedman et al., 2010; Ogunmefun et al., 2011) that 
show how non-payment of stipends to CHWs hinder the provision of quality community-based 
services. It is therefore imperative for the DOH to address the issue of payment of stipends for all 
CHWs, in view of the implementation of the PHC outreach team programme. 

In summary, the findings from the study highlight the gaps in the training, services and remuneration 
of CHWs that the DOH would need to address in the process of the implementation of the PHC 
outreach team programme in the NW province. 

Recommendations 
The recommendations based on the findings from this study are as follows: 

 The DOH and other stakeholders should facilitate the process of providing formal training to 
more CHWs in the NW province, especially those who have grade 12/matric. 

 All training courses, whether short or formal, should be standardised. 

 All CHWs who have no training should be provided with adequate training in order for them 
to be capacitated with the skills to provide quality community-based health services. 

 Many of the CHWs in the NW province need to be capacitated to provide essential 
community services such as the community component IMCI and MNCH services. 

 Adequate provision of funds should be made for the payment of stipends to all CHWs in the 
province. 

 There should be adequate provision of materials such as monitoring and evaluation (M&E) 
tools (e.g. tally sheets, patient registers, etc) and HBC kits. 
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 The CHWs that will be deployed for the PHC outreach team programme should be provided 
with the necessary training, support and incentives (e.g. uniforms, bicycles, etc) as they will 
be required to expand their services to more households. 

 Nurses should be capacitated with relevant training on how they can enhance their working 
relationship with CHWs, especially in view of the implementation of the PHC outreach team 
programme. 

 The DOH (and DSD) should put in place a proper remunerative system for the CHW 
programme that will enable CHWs to be contracted by districts so that they have job 
descriptions, performance agreements, uniform reimbursements, as well as stable and 
dependable income through stipends. 

 
Conclusion 
The intention of this audit was to identify the current coverage and gaps in the CHW programme in 
the North West Province. The results will assist the DOH and other stakeholders to support the 
planning for the PHC re-engineering process. The results of this audit confirm the challenges that 
have been cited in the literature since the implementation of the community health worker 
programme in South Africa. For instance, the gaps in the training, remuneration challenges, the 
fragmented roles of the CHWs, transport problems, still form the major challenges facing the CHW 
programme in the NW Province. This means the recommendations that have been cited since the 
development of the CHW programme have not been well implemented. Thus, there is a need for the 
DOH to consolidate all the recommendations from this audit (and previous studies) and integrate 
them as part of the process of implementing the current PHC outreach team model in the NW 
province.  



12 
 

 

11..  IInnttrroodduuccttiioonn  
 

The primary health care (PHC) approach was adopted in South Africa about two decades ago, as an 

ideal vehicle for the delivery of equitable and quality health care to its population; however, the 

country continues to perform poorly in health outcome indicators (Department of Health, 2010a; 

Nxumalo et al., 2011). The factors contributing to these poor health outcomes include the quadruple 

Burden of Disease (BoD) consisting of HIV and TB, non-communicable diseases, high maternal and 

child mortality, and violence and injuries; the human resources for health crisis; emphasis on 

curative health care (instead of promotive and preventative health care); and dependence on the 

public health care system by the majority of the population as well as poor funding of the public 

health sector (Department of Health, 2010a). In addition, there has been an emphasis on the 

utilisation of facility-based service delivery data (through the District Health Information System) for 

tracking health indicators, instead of a population-based data, which is likely to provide a true 

reflection of the health status of the South African population. As a result of the need to address 

these factors, there has been a recent shift towards the re-engineering of PHC in South Africa 

through the provision of community-based PHC services by Community Health Workers (CHWs) 

(Department of Health, 2010b); this initiative would not only be a step towards improving health 

outcomes but also achieving the Millennium Development Goals (MDGs) by 2015. 

In order to produce a strategy for the re-engineering of PHC in South Africa, the Minister of Health 

established a task team consisting of individuals from the public and private sectors (Department of 

Health, 2010b). The task team made some recommendations, one of which is the establishment of 

PHC outreach teams to provide comprehensive PHC services to a defined number of families. Each 

PHC outreach team will comprise of one professional nurse and six CHWs. The minimum entry 

requirements for selection of CHWs into the PHC outreach team include the completion of some 

training (unaccredited HCBC 59 or 69 days, or accredited NQF Level 1-4); and having at least one 

year experience as a CHW (Department of Health, 2011).  

The establishment of the PHC outreach teams will facilitate community involvement and 

participation in identifying health threats, vulnerable groups and individuals and appropriate 

interventions for addressing these (Department of Health, 2010b). In addition, it may facilitate the 

collection of population-based health data, which could lead to better health outcomes. While the 

professional nurse is expected to spend around 10- 20% of time in the community, the CHWs are 

expected to spend at least 80- 90% of their time in the community. In order for the CHWs to have a 

full understanding of their catchment population, they are required to compile a map and profile of 

their community (Department of Health, 2010b). Since the PHC outreach team initiative is heavily 

dependent on the utilisation of CHWs for community-based health services, it is imperative to 

conduct a profile of CHWS in all the provinces of South Africa in order to provide the Department of 

Health and other stakeholders with the empirical information on this cadre of the health workforce. 

The North West province of South Africa has demonstrated poor performance on some health 

outcomes. For instance, maternal mortality is still relatively high (see Saving Mothers 2005-2007). 
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Even though the data from the District Health Information System (DHIS) shows that the stillbirth 

and perinatal mortality rates have remained fairly static in recent years (see District Health 

Barometer (DHB) 2008/09), most deaths occur outside health facilities hence they are under-

reported and are not accounted for in the facility-based DHIS data (PMNCH, 2008; NCCEMD, 2008). 

The North West province (NWP) has therefore been chosen by the Health Systems Trust (HST), 

Atlantic Philanthropies (AP) and the Department of Health (DOH) as an eligible site for supporting 

districts and sub-districts to improve management capacity in view of the PHC re-engineering 

initiative. This is to ensure that all allocated resources would be effectively and efficiently utilised for 

the delivery of community-based primary health care (PHC) services, especially those that would 

result in improved maternal, neonatal and child health (MNCH) outcomes (and other health 

outcomes), through the implementation of the PHC outreach programme in the province. 

 

The current study is an audit of CHWs working in all districts of the NW province in order to assess 

coverage and identify gaps in the training and provision of community-based health services as well 

as identify the CHWs who fit the requirements of the new model of the PHC outreach programme. 

The results from the audit will also guide the development of intervention programmes to 

strengthen the PHC outreach programme in the NW province of South Africa. 
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22..  LLiitteerraattuurree  RReevviieeww  
 

According to the World Health Organisation (WHO), "CHWs should be members of the communities 

where they work, should be selected by the communities, should be answerable to the communities 

for their activities, should be supported by the health system but not necessarily a part of its 

organisation and have shorter training than professional workers" (WHO, 2010). The participation of 

CHWs in the provision of community-based PHC services is crucial to the health system, as evidence 

from countries around the world has shown that they can contribute significantly to the efforts of 

improving the health status of the population, especially in countries with human resources for 

health crisis (WHO 2010). 

South Africa is one of the countries with there is human resources for health crisis as there is 

shortage of capable and motivated health professionals due to factors such as high rate of 

emigration, impact of the HIV and AIDS epidemic, high burden of disease, and poor funding of the 

public health sector.  In addition, South Africa continues to be plagued with poor health outcome 

indicators, especially maternal and child health indicators, in comparison with other middle income 

countries such as Brazil and Chile. Thus, it is imperative for a paradigm shift to occur in terms of the 

re-engineering of the PHC approach, which has been the backbone of the South African health 

system for almost two decades.   

The establishment of PHC outreach teams, which is one of the proposed initiatives of the PHC re-

engineered approach, is dependent on the deployment of CHWs to carry out quality and effective 

community-based health services. There is, however, the need for more empirical information on 

CHWs in South Africa in order for the DOH and other stakeholders to understand the environment in 

which they have been operating and the factors that have been impacting on the CHW programme. 

This section is a review of studies conducted on the history and experiences of CHW programmes in 

South Africa as some of the issues raised in the studies are likely to impact on the implementation of 

the PHC outreach programme.   

2.1 A brief history of the CHW programme in SA 
The CHW programme originally gained global support at the 1978 Alma Ata conference on PHC, as it 

was seen as a vital element of the strategy to achieve WHO's goal, set in 1975, of  'Health for All by 

the year 2000' (Van Ginneken, Lewin, and Berridge, 2010). Thus, many CHW programmes began to 

emerge in many countries in the developing region of the world, including South Africa. In the late 

1970s and 1980s, various forms of CHW cadres (e.g. village health workers, lay health workers, first 

aid workers, etc) were introduced into health programmes in communities around South Africa 

(Friedman, 2005).  

The CHW programmes in South Africa flourished in the 1980s due to strong support from 

international donors; however they started floundering from 1994 as a result of lack of support from 

Department of Health, who indicated its reluctance to support a national CHW programme 

(Friedman, 2005). In addition, many international donors withdrew their earlier support, or 

redirected their funds through government departments (Van Ginneken, Lewin, and Berridge, 2010). 
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As a result, many CHW programmes in the provinces of South Africa collapsed, except for those in 

KwaZulu-Natal who had a strong provincial government support. 

By the late 1990s, the impact of the HIV and AIDS epidemic in South Africa began to overwhelm 

facility-based health services, as the demand for them started outweighing supply (Ogunmefun et 

al., 2011). Thus, home and community-based care (HCBC) provided by CHWs emerged as a way to 

provide cost-effective and compassionate care to people living with HIV (PLHIV) and those affected 

by the epidemic (Pathfinder, 2006 in Ogunmefun et al., 2011). In 1999, Cabinet mandated the 

Departments of Health and Social Development to take the lead in the implementation of the CHW 

(and HCBC) programme and the National HIV and AIDS Strategic Plan for the 2000- 2005 period.  

In February 2001, Cabinet approved the HCBC/CHW policy document which included five home- and 

community-based care models (i.e. community driven model; formal government sector model; 

Integrated HCBC care model; non-government organisation HCBC model; and hospice integrated 

home care model) and the costing model for a community and home-based care (CHBC) team. Each 

CHBC team would be made up of one team manager co-ordinator, one child/youth care worker, one 

professional nurse, one childcare forum member and eight CHWs. The set up (once-off) cost for one 

CHBC team was estimated at R322, 000 while the annual operating cost was R556, 097.  

In October 2003, at a national Lekgotla on CHWs, the Minister of Health and the  NDOH reversed the 

previous policy and a national CHW Policy Framework was drafted and released in early 2004 

(Friedman, 2005). The term, Community Health Worker, was also introduced as the umbrella 

concept for all community/lay health workers (Schneider, Hlophe, and Van Rensburg, 2008). In 

addition, provincial departments of health were encouraged to rapidly establish CHW programmes 

in disadvantaged communities throughout the countries, while a commitment was given to pay 

stipends of between R500 to R1000 per month to CHWs (Friedman, 2005).  

In 2004, a national CHW programme emerged in South Africa and it was integrated into the National 

Public Works Programme, one of the government's poverty alleviation strategies for the country 

(Schneider, Hlophe,and Van Rensburg, 2008). While in 2006, the DOH registered four community 

worker qualifications in terms of National Qualifications Framework (NQF), creating the possibility of 

career pathways for CHWs as mid-level health workers (NDOH, 2006 in Schneider, Hlophe, and Van 

Rensburg, 2008). 

In order to produce a unifying policy framework for both health and social development in HCBC 

within the social cluster structure, the CHW Policy Framework was revised in 2008 and the concept, 

Community Health Worker was changed to Community Care Workers1, to accommodate social 

development-related services. According to the Departments of Health and Social Development 

(2009), the revised CCW Policy Framework will pursue three overarching goals, namely, to provide 

an effective and efficient occupational workforce to support a comprehensive multidisciplinary HCBC 

service; to strengthen partnerships between government, civil society and communities; and to 

delineate strategies that address systemic change within the complex systems both within the public 

sector and its partners. 

                                                           
1
 In this report the term, Community Health Worker (CHW) is used, instead of Community Care Worker (CCW), 

as the revised CCW policy is still a draft document. 
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The current policy shift towards the re-engineering of PHC in South Africa has put the national CHW 

programme in the spotlight again, as the accomplishment of the objectives of the PHC outreach 

programme is dependent on the success of the national CHW programme. Currently, there are 

about 65, 000 CHWs in South Africa (of whom around 38, 500 are employed through provincial 

health sector initiatives); the majority of whom are women (Heywood, 2009).  According to the 

implementation toolkit for the PHC outreach team programme (Department of Health, 2011), the 

minimum entry requirements for selection of CHWs into PHC ourtreach teams are that the 

incumbent: 

 Must be functionally literate and numerate (tested through applicant completing the  

application form in their own writing without assistance) 

 Must have completed some training (un-accredited 59 or 69 days, or accredited NQF level 1-

4) 

 Has at  least 1 year experience as a community based health worker  (2 years desirable) 

 Has a positive testimonial from previous employer (NPO or DOH)  

 Resides in the area that they will be serving   

 Is prepared to undergo orientation and training  and sign a performance agreement 

 Must meet basic competence requirements (assessment conducted after phase 1 
orientation training before phase 2 training) (Department of Health, 2011).  

In order for the PHC outreach team programme  to be successful, there is a need for the DOH and 

other stakeholders to exercise caution by not considering CHWs as the panacea of problems in PHC, 

without the accompanying required resources and addressing the challenges highlighted in studies 

on CHWs in South Africa (as shown in the next sub-section). Thus, the current study is an audit, 

coupled with an investigation into issues around training, remuneration, and other challenges that 

might impact on the successful implementation of the PHC outreach initiative. 

2.2 Experiences of CHW programmes in South Africa 

2.2.1 Successes of the CHW programme 

Studies conducted on CHWs in South Africa have shown that they are playing a significant role in the 

provision of community-based health services in rural, peri-urban and even urban communities 

around South Africa (Chopra and Wilkinson, 1997; Friedman, 2002; Birdsall, et al., 2006; Umhlaba 

Development Services, 2006; Schneider, Hlophe, and Van Rensburg, 2008; Ogunmefun et al., 2011).  

According to Friedman (2002), CHWS in South Africa have made a positive impact on the health 

sector by assisting with some of the  most difficult programmes aimed at controlling and improving 

compliance to treatment for diseases such as tuberculosis, hypentension, diabetes, epilepsy, cancer, 

HIV and AIDS as well as Sexually Transmitted Infections (STIs). Friedman also believes that they have 

played a role in the reduction of child morbidity and mortality in South Africa by promoting 

nutrition, breastfeeding, immunisation, contraception and oral rehydration; however, such gains 

have been reversed by the HIV and AIDS epidemic. 

Chopra and Wilkinson (1997) also concur with Friedman (2002) as their study reveals that CHWs in 

South Africa have had a positive impact on health as there was a strong association between the 

presence of a CHW and higher immunisation coverage among children aged 12-36 months in 

Hlabisa, a rural health district of KwaZulu-Natal. The study also shows that DPT coverage rates were 

consistently higher in children living in areas with CHWs, thereby suggesting that the CHWs might 
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have been successful in monitoring road-to-health cards and motivating carers of unimmunized 

children to attend a clinic for vaccination. Even though this study could not rule out the possiblity of 

confounding factors such as areas with high immunisation coverage being organised and motivated 

towards achieving good health, their study provides a basis for more detailed investigation into the 

impact of the CHW programme on health ouctome indicators in South Africa. 

Studies have also shown that CHWS have made an impact on the social development (or welfare) 

sector where they have been involved in working with disabled children and on inter-sectoral social 

issues such as poverty relief, food security, water and sanitation, income generation, literacy 

education, obtaining child maintenance, care dependency grants and documents such as birth 

certificates (Russel, Michele and Schneider, Helen, 2000; Friedman, 2002; Hospice Palliative Care 

Association of South Africa (HPCASA), 2009). However, there is also limited research on the impact 

of the CHW programme on social development indicators in South Africa. 

2.2.2 Failures of the CHW programme 

Even though studies have shown that the CHWs are playing an important role in communities 

around South Africa, there have also been some fundamental factors that have led to the failures of 

the CHW programme. One of these factors is a lack of proper mechanisms for supervising CHWs. 

According to the CCW Policy Framework, CHWs should always perform their work under the 

supervision of an appropriately qualified manager such as a CHW supervisor who is attached to a 

non-profit organisation (NPO), who in turn reports to a professional health or a social worker with 

experience in HCBC. The professional health and social worker, then reports to a programme CHW 

supervisor, who is employed by either the DOH or DSD, to co-ordinate or manage the various 

programmes associated with the core service package.   

According to Friedman (2005), the CHWs are also accountable to the NPO manager, who is in turn 

accountable to the district health authority. In addition, they are accountable to health facilities for 

the clinical component of their work; however this is mostly for providing on-going training and 

technical support. CHWs are also supported by community-based Facilitators (CHFs) who sometimes 

help to handle community conflict situations (Friedman, 2005). Thus, the CHW programme entails 

multiple levels of accountability (or reporting).   

 Studies have, however, shown that due to lack of formal instructions, training and related resources 

to undertake the responsibility, there is inadequate professional supervision of CHWs by health 

workers, especially nurses (Lehmann and Matwa, 2008; HPCASA, 2009; Nxumalo et al., 2011). 

According to Hospice Palliative Care Association of South Africa (HPCASA), many nurses are not 

familiar with the scope of practice of CHWs and there are no clear guidelines for linking CHWs to 

health facilities. Furthermore, clinic staff members are too busy to take on this supervisory role. 

Community health committees (or clinic committees), who were also supposed to be involved in 

managing and supervising CHWs, have also not received training or any information on the policy to 

guide them for these roles (Lehmann and Matwa, 2008). Thus, there is a need for the DOH and DSD 

to streamline the CHW supervision procedures as well as provide appropriate guidelines and 

institutional support, in view of the PHC outreach programme implementation. 

The monitoring and evaluation (M&E) system for the national CHW programme is another cause for 

concern, as previous studies have shown some of its deficiencies, such as lack of Human Resources 

(HR) capacity, inadequate M&E training, lack of supervision and utilisation of standardised tools, etc 
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(Department of Social Development, 2007; Ogunmefun, Mothibe and Friedman, 2010; Friedman, 

Mothibe, Ogunmefun and Mbatha, 2010).  According to a study conducted by the Department of 

Social Development, the current M&E system for community-based services (CBS) is a lengthy paper-

based system which involves a time-consuming process of consolidating reports from the CBO level 

to the provincial/national levels. At the CBO level, the information is paper-based, which is sent to 

the district level to be captured electronically and later submitted to the provincial office. Thus, the 

current system creates opportunity for error and does not allow for data verification as well as 

interrogation of data for rigorous analysis that can contribute to programmatic improvements 

(Department of Social Development, 2007). 

A lack of proper inter-sectoral collaboration is another factor that has contributed to the failures of 

the national CHW programme. Studies have shown that there is not only poor integration between 

CHW programmes and health facilities but also between (and within) the various governmental 

departments that deal with CHWs (Lehmann and Matwa, 2008; Friedman et al., 2010; Nxumalo et 

al., 2011). According to Nxumalo et al. (2011), there are targets that are specific to respective 

government departments, which are not coordinated and aligned to other departments with similar 

areas of work. Thus, when CHWs come across cases that require a diverse range of interventions 

from multiple sectors, they find it difficult to navigate the complex system of services rendered by 

different government departments. Therefore a large proportion of their clients are either provided 

with inadequate community-based health services or remained unassisted (Nxumalo et al. 2010). 

Thus, the fragmented and uncoordinated environment, in which CHWs operate, has had a negative 

impact on the national CHW programme. 

According to the CCW Policy Framework, the remunerative structure for the national CHW 

programme entails the provision of financial support to qualifying NPOs to employ CHWs, who 

would receive stipends of R1100 per month for working for a minimum of 40 hours per week. The 

implementation of this policy has, however, been challenging as studies have revealed that due to 

inadequate funds, the health (and social development) sector still relies heavily on many unpaid 

CHWs (Lehmann and Matwa, 2008; HPCASA, 2009; Friedman et al., 2010; Ogunmefun et al., 2011). 

This has not only created tension between CHWs who are receiving stipends and those who are not, 

but also resulted in some CHWs being less motivated about the work they do (Lehmann and Matwa, 

2008). Furthermore, some of the CHWs who are on stipends feel that the amount is inadequate, and 

the fact that the stipends are not paid regularly, due to late processing of tranches, has worsened 

the situation (Friedman et al., 2010).  In view of the deployment of CHWs for the PHC outreach 

initiative, it is imperative that the DOH (and DSD) put in place a proper remunerative system for the 

national CHW programme, as the current structure is not efficient. 

2.2.3 Challenges of the CHW programme 

In addition, to the institutional issues that have contributed to the failure of the national CHW 

programme, there are also other challenges that have been documented by Friedman (2002). These 

challenges are likely to impact on the PHC outreach programme if they are not addressed. These 

challenges are as follows: 

 The fragmented roles of many different kinds of CHWs- There are different and often 

competitive CHWs who provide services such as home-based care (HBC), Directly Observed 

Therapy Short Course (DOTS) support, HIV and AIDS, sex education, nutrition, etc, often 
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without reference to each other or to 'generalist' CHWs. Many of these CHWs lack the 

necessary skills to deal with issues outside their range of narrow specialisation.  

Fragmentation of services could also lead to conflict between CHWs offering the same or 

different services in the same area, if such services are not well co-ordinated. 

 The excessive amount of days per week that unpaid workers or partially paid CHWs are often 

expected to work - This has blurred the boundaries of ‘voluntarism’ and sometimes over-

extended the resources of very poor people. 

 Transport constraints are a major obstacle even for many programmes and CHWs. Many 

CHWs walk long distances in order to reach the homes of patients, and may be difficult to 

do when the weather is unfavourable, thereby negatively impacting on service delivery 

(Friedman, 2002). 

 

In addition, the disconcerting range in the training programmes for CHWs is another major 

challenge. Ancillary Health Care (AHC) training is one of the formal and intensive courses that CHWs 

are supposed to receive. The AHC qualification is an accredited curriculum which runs over a period 

of two years (Umhlaba Development Services, 2006). It entails the General Education and Training 

Certificate (GETC) at NQF Level 1, which can be obtained after one year and the National Certificate 

for Fundamental Ancillary Health care at NQF Level 2, which can be obtained at the completion of 

the second year of the AHC training. 

The Community Health Worker (CHW) training is another formal and intensive course for CHWs. 

According to the Expanded Public Works Programme (EPWP) Social Sector Plan, the CHW 

qualification entails the Community Care Worker qualification at NQF Level 1; the Community 

Health/Development support Worker qualification at NQF Level 3; and the Community Health 

Worker/Auxiliary Social Worker qualification at NQF Level 4. The Community Care Worker 

qualification could be regarded to be on par with the AHC GETC (NQF Level 1) while the Community 

Health/Development support Worker qualification is similar to the National Certificate for 

Fundamental AHC ( NQF Level 2) (Umhlaba Development Services, 2006). 

Even though efforts have been made to formalize the training of CHWs in South Africa (e.g. the AHC 

and CHW training), many NPOs and agencies dealing with CHWs have found it difficult to navigate 

the immense bureaucracy of formal South Africa Qualifications Authority (SAQA) accreditation by 

the Health and Welfare Sector Education and Training Authority (HWSETA); hence only a few provide 

accredited formal training programmes (Friedman et al., 2007). As a result of the need to fast-track 

the training of CHWs, a 59-day HCBC training course was developed by Hospice Association of South 

Africa (HASA) in collaboration with the national DOH (Friedman, 2007). This HCBC training course is 

offered by some NPOs that work with CHWs. The course is supplemented with additional short 

courses (Friedman, 2007). 

Even though there is now a standardised curriculum and training framework for CHWs, still many 

CHWs go through training programmes that are not accredited by approved educational institutions 

(Friedman, 2002; Friedman et al., 2007). In addition, there is lack of cooperation between training 

providers, and the teaching materials that have been produced are not being adequately 

disseminated, used and adapted, while existing materials are not consulted before new ones are 

developed. 
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In summary, all these challenges highlighted in the studies on the national CHW programme show 

that there is still a need for the government to work towards creating a more conducive 

environment in which CHWs can operate in South Africa, especially if the PHC outreach team 

programme is going to be dependent on the deployment on CHWs. However, there is a need for 

more empirical information that will guide the development of proper intervention programmes. 

The present study will therefore not only focus on the profile of the CHWs in the NW province for 

the PHC outreach programme, but also the issues that are impacting on their provision of quality 

community-based health services. 
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33..  PPrrooffiillee  ooff  tthhee  NNoorrtthh  WWeesstt  PPrroovviinnccee  
 

This section outlines the general profile of the North West Province. The information contained in 

this sections was extracted from the both the North West Department of Health and Social 

Development Strategic Plan for 2010 to 1014 as well as the 2009/2010 North West Annual Report. 

3.1  Location and Topography 
North West is the fifth largest Province, occupying 9,5% (116320 km²) of the total land area of South 

Africa. It is situated centrally, and to the North of South Africa. Its neighbouring province to the 

North is Limpopo, Gauteng to the East, the Free State to the South-East, and Northern Cape to the 

South-West and it shares its borders with Botswana to the West and North. The province is 

demarcated into four district councils of Dr Ruth Segomotsi Mompati, Dr Kenneth Kaunda, Ngaka 

Modiri Molema and Bojanala. These four districts are demarcated into 19 sub-districts. The capital 

city, Mafikeng, is located in Ngaka Modiri Molema District where the seat of the provincial 

administration is situated. 

3.2  Demographic information 
The Statistics South Africa (Stats SA) 20011 mid-year estimates revealed that North West Province 

has the population size of 3,253,390 after the demarcation process, which constituted 6.4% of the 

national population. The table below shows the population estimates for 2001 and 2007 according 

to the districts / municipalities. 

Table 1: The North West Province 2001 and 2007 Population Estimates  

Year 

Districts Total 

Bojanala 

Dr Ruth S 

Mompati  

Dr Ngaka 

Modiri Molema  

Dr Kenneth 

Kaunda  

North West 

Province 

2001 1,188,457 432,070 762,998 810,150 3,193,675 

2007 1,268,621 354,552 798,786 850,000 3,271,959 

Source: Community Survey 2007 (extracted from NWP 2010-2014 Strategic Plan) 
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Figure 1: Population Pyramid – North-West Province 2007 
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The figure above illustrates the population pyramid of North West Province. It resembles that of a 

developing country. It is characterised by a broad base of young age population which matures into 

economically active group as reflected in the Demographic Transition Model.   

3.3 Health facilities per district 
Table 2: Total number of health facilities per district in the NWP (2010/11) 
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Bojanala 21 107 13 4 1 0 693 5 

Dr Ruth Segomatsi 
Mompati 19 52 12 5 0 0 528 1 

Ngaka Modiri Molema 23 77 16 5 1 1 1254 1 

Dr Kenneth Kaunda 14 28 9 2 2 1 2196 7 

Total NW 77 264 50 16 4 2 4671 14 

Source: Health Systems Trust  

The table above highlight the number of facilities in the North West Province. The Province consists 

of 77 non-fixed clinics, 264 clinics, 50 community health centres (CHCs) and 16 district and 4 regional 

hospitals. Bojanala district consists of a higher number of clinics compared to the other districts. 

 

http://www.google.co.za/url?sa=t&source=web&cd=2&ved=0CCYQFjAB&url=http%3A%2F%2Fgeographyfieldwork.com%2FDemographicTransition.htm&ei=XlQlTvSAJNSKhQfK6an8CQ&usg=AFQjCNF4mekj8ePdchzPZ80SDU_fg6jtLw
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Table 3: Key Mortality Indicators 

Disease Total Percentage 
Order of 
ranking 

Tuberculosis 5642 12.5 1 

Influenza and Pneumonia 4765 10.6 2 

Intestinal infectious diseases 2983 6.6 3 

Other forms of heart diseases 2452 5.4 4 

Cerebrovascular diseases 1594 4.8 5 

Certain disorders involving  Immune mechanism 1381 3.1 6 

Hypertensive diseases 1348 3.0 7 

Ischemic heart attack 1092 2.4 8 

Other viral diseases 895 2.0 9 

Total 22152     

Extracted for the NWP 2009/2010 annual report  

The table above indicates that tuberculosis accounts for 12.5% of deaths, followed by influenza and 

pneumonia by 10.6% and intestinal infectious diseases by 6.6%. There is a need to strengthen 

strategies to control and manage communicable and non-communicable diseases within the 

province. 

3.4 Social conditions 
Access to social services, in particular pure water supply, proper sanitation and refuse removal has 

serious implications on health.  

Refuse removal: The census (CS) 2007 estimates revealed that about 53.0% of households in the 

Province had refuse removed by the local authority, followed by 34.5% had own refuse dump. 

However, between 2001 and 2007, there is an increase of non-rubbish disposal from 7.8% to 8.3% 

which may breed rodents and insects and lead to the occurrence of water and airborne disease.  

Ablution facilities: The CS 2007 figures revealed that 48.3% of households have flush toilets 

connected to a sewerage system in 2007 and 36.1% of households have pit latrines without 

ventilation.  

Piped water: CS 2007 figures showed that 85.6% of households in Dr Kenneth Kaunda District have 

access to piped water, followed by Bojanala District with 67.0%, only 41.0% of households in Dr Ruth 

Segomotsi Mompati District and 40.3% Ngaka Modiri Molema Districts have access to piped water. 

Households with electricity: About 81% to 84% of households in the four district municipalities use 

electricity for lighting. There is an increase from 60.0% to 80.0% in 2007 across four districts. 

Although the majority of households have electricity, it is primarily used for lighting. The 

communities still use other fuels for cooking like paraffin, animal dung, crop residues, coal which are 

believed to have serious implications on child survival. Indoor air pollution (IAP) from household use 

of biomass fuels has been linked with Acute Respiratory Infections (ARI) in developing countries. IAP 

is also associated with other adverse health outcomes in children such as low birth weight and 

chronic bronchitis in adults (NWP strategic plan 2010/2014). 
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Types of dwellings: There was increase from 64.4% to 70.5% of residence in formal dwellings, and a 

reduction of residences in informal dwellings of 14.5% in 2007. Informal dwellings pose a serious 

threat to people’s life by increasing the spread of airborne diseases and other communicable 

diseases (NWP strategic plan 2010/2014). 

3.5 Poverty indicators 
Poverty indicators have significant economic and social costs for individuals and households, as well 

as for the larger society. Unemployment and the inability to earn a regular income are closely 

related to poverty especially in developing countries which fail to provide a social safety net. The 

2007 CS figures revealed that the unemployment rate was 30.6% in the NWP with 38.9% of females 

not employed.  Job creation and employment are critical (NWP strategic plan 2010/2014) to 

alleviate poverty. 
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44..  MMeetthhooddoollooggyy  

4.1 Aim and Objectives  
Aim 

 The aim of this study is to conduct an audit of CHWs in all four districts of the NW province in order 

to identify the coverage and gaps in the training and provision of community-based health services 

as well as identify the CHWs who fit the requirements of the new model of the PHC outreach 

programme. The results from the audit will guide the establishment of PHC outreach teams in the 

NW province of South Africa. 

Objectives 

 To conduct a profile of CHWs in the districts of the NW province  

 To assess the provision of community-based services by CHWs in the districts of the NW 

province 

 To assess the gaps in the training of CHWs in the districts of the NW province 

 To identify the CHWs who fit the requirements of the new model of PHC Outreach Teams 

4.2 Study Design 
The study used a mixed-methods approach which is a combination of quantitative and qualitative 

techniques. A quantitative questionnaire was developed to collect data from the CHWs. For the 

qualitative component, a semi-structured interview guide was used to conduct in-depth interviews 

with the selected NPO managers. 

4.3 Population and Sampling 
The sampling frame in this study was all the CHWs and their NPO managers in the North West 

province. It is important to note that this study was conducted in three districts i.e. Dr Ruth 

Segomotsi Mompati, Ngaka Modiri Molema and Dr Kenneth Kaunda. Data from the Bojanala district 

was already available during the conceptualisation of the study and was included during the analysis 

of data.  

A convenience sampling method was used as the CHWs were all expected to convene in a central 

point to register as part of the NW province's annual processes of validating the number of CHWs in 

the province. Information collected from the CHWs was used for the quantitative component of the 

study.   

Using also a convenience sampling method for the qualitative component, a total of 29 NPO 

managers were selected to participate in the qualitative component of the study. The NPO managers 

were selected from the three districts highlighted above as Bojanala District had already completed 

their validation process by the time this study commenced. The selection was based on their 

availability as well as their willingness to participate during the day of the interviews. 
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4.4 Development of Data Collection Tools 
A quantitative data collection tool was developed in Microsoft Word (MS Word) to collect data from 

the CHWs. The tool comprised of four key components which sought to address the objectives of the 

study and they included: demographic characteristics (age, gender, etc); services rendered (range of 

services, number of beneficiaries, etc); training (types of training) and M&E system (data collection 

tools, etc). The questionnaire was designed to be self-administered. A database was developed in 

Microsoft Excel (MS Excel) to capture all the data that was collected from the CHWs.  

A semi-structured interview guide was developed to conduct in-depth interviews with the NPO 

managers. The main purpose of incorporating this component was to obtain in-depth information 

from the managers in order to complement data that was collected from the CHWs. The interview 

guide consisted of probing questions that are similar to the issues raised in the quantitative tool. In 

addition, the guide included questions on collaborations and support between NPOs and health 

facilities, referral systems as well as challenges in rendering community-based services.  

4.5 Data Collection  
The collection of data commenced concurrently in the three districts from 06 to 10 June 2011.  Three 

Health Systems Trust (HST) teams were set up consisting of researchers and facilitators to collect 

data from each of the three districts. The HST team was assisted by other team members from NWP 

which were set up at district and sub-district level where data was collected. The teams from NWP 

assisted with the facilitation of the process including identifying sub-districts, completion of 

questionnaires, making additional copies and other technical support. 

All the CHWs convened in a central place and the HST teams guided the process of completing the 

questionnaires. The CHWs who were unable to read or write were assisted by their supervisors and 

some of the team members from the NWP. It was expected that all CHWs in North West be available 

for the interviews; however, some of the CHWs were not available because of other commitments. 

The questionnaires were given to the NPO managers for this group to complete afterwards and sent 

to HST via their project coordinators. The NPOs were given two weeks to submit the questionnaires 

to HST.  

For the qualitative data collection, the researchers and facilitators from HST, with probing skills, 

conducted in-depth interviews with the NPO managers. Verbal consent was sought before NPO 

managers were interviewed and only those who gave their consent were interviewed. Data was 

collected using note books as well as cell-phone recorders. 

4.6 Data Capturing and Analysis 
Quantitative data collected through questionnaires were captured in an Excel spreadsheet that was 

created for this purpose.  The data capturing process was conducted over a period of two months by 

three trained data capturers. The researchers and facilitators also assisted with the capturing of the 

audit data. A total of 5406 questionnaires were captured in the Excel database and the analysis was 

done on data from 5167 questionnaires (see section on inclusion and exclusion criteria). The data 

captured was imported into STATA-8 software package for quantitative analysis. Descriptive analysis 

was conducted with the STATA package, while producing measures of central tendency and 

dispersion for relevant variables. The statistical report from STATA was exported to MS Excel to 

create charts and tables for easier presentation and interpretation of the results. 
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Qualitative data analysis was done manually using the thematic content analysis approach.  Content 

analysis is a deductive coding technique, in the sense that the researcher starts by defining the set of 

themes to be used in the process (also called pre-conceived themes). Once the themes are clearly 

defined, they are applied systematically to a set of texts (Luna-Reyes & Anderson, 2001). Apart from 

identifying themes before analysis, a researcher can do content analysis using emergent themes, 

meaning the researcher reads through the data to identify themes or issues that recur in the data 

(Taylor-Powel & Renner, 2003).  

For the purpose of this study, a combination of these two thematic content analysis approaches was 

used. Firstly, the qualitative data collected from NPO managers using notebooks and recorders were 

transcribed in MS word. The second step included the process of data cleaning i.e. reading through 

the transcripts and correcting spelling mistakes without changing the grammar, as verbatim 

responses have significant meaning in qualitative analysis. The next step involved the sorting of data 

according to the pre-conceived themes i.e. participants’ responses were grouped or categorised 

together based on the questions that were asked during the interviews. 

Once this process was finalised, the researcher embarked on the immersion process into data i.e. 

reading and re-reading of transcripts while colour coding similar responses and patterns. These 

responses where aligned to the themes that were identified initially. New themes/ categories were 

created for the responses which did not fit in any of the identified categories especially where 

responses denoted links and relationships between various categories of data. The last step involved 

synthesizing the results in a report using direct quotes from participants to support the 

interpretation of the results. 

4.7 Inclusion and Exclusion criteria 
As highlighted in the population and sampling section, all CHWs and staff who provide community 

based service in the NWP were expected to form part of this audit process. As a result, data were 

collected from all staff including managers, secretaries and treasures of the NPOs, cleaners, 

gardeners and other general assistants. For the purpose of this study, all these categories of staff 

that are not rendering community base services were excluded in the analysis of data although their 

information will be still available in the database that will be sent to the NWDoH. However managers 

and other staff that are providing dual roles were included such as supervisors or administrators that 

also do community based services.  A total of 5406 questionnaires were captured in the system but 

those eligible for analysis were 5167. 

It is also important to note that some of the outstanding questionnaires which were received after 

data capturing and analysis was completed, were not incorporated in this study implying that some 

of the information for the CHWs was not analysed and do not form part of this report. A total of 40 

questionnaires from Matlosana sub-district (Dr KK district) district were received after analysis. 

These questionnaires will later be captured in the audit database. 

4.8 Ethical considerations 
This study is classified as one of the health services rapid appraisals which require immediate 

answers to inform the PHC reengineering process in the North West Province. Therefore ethical 

clearance from ethics committee was not applicable; however, all ethical principles where human 

subjects are involved were adhered to. The NWDoH informed all NPOs of the process as this is done 
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on an annual basis. All CHWs and NPO managers were informed about the purpose of the exercise. 

In addition, informed consent was obtained verbally from the NPO managers before in-depth 

interviews were conducted and this was clearly outlined in the data collection tool.  

4.9 Limitations 
 Some of the CHWs were older and unable to read or write, thus this made the data 

collection a tedious process. Additional staff from the NWDoH had to be called in to  assist 

with the completion of the questionnaires 

 The data collection period was limited to only one week and those CHWs who were not 

available during this time were required to complete the questionnaires on their own. NPO 

managers were asked to assist the CHWs to complete the questionnaires and to check the 

quality before posting them to HST. Most of the posted questionnaires were received over a 

period of four to six weeks, thereby delaying the completion of the data capturing process 

by another one month. In other words, data capturing was done over two months, instead 

of one month. In addition, 40 questionnaires were received after the agreed timeline 

elapsed, hence were not captured in the system. However, the questionnaires that were 

received late only form a small proportion (0.7%) of the total number of CHWs that 

participated in the audit; hence the sample is considered to be representative of the CHWs 

in the NWP. 
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55..  QQuuaannttiittaattiivvee  RReessuullttss  
 

This section presents the results of the quantitative component of the audit data. The section is 

divided into six parts- the distribution of CHWs in the NW province; demographic characteristics of 

the CHWs; CHW services and patients; CHW training; CHW M&E system; and the discussion of the 

main findings of the quantitative component of the study. 

5.1 Distribution of CHWs in the NW Province 
As indicated above, 5167 CHWs participated in the audit. Of those who participated in the audit, the 

majority, 1435 (28%), are based in the NMM district, followed by 1353 (26%) in the BP district, and 

1278 (25%) in the Dr KK district (Figure 2). Dr RSM has the least number of CHWs as only 1101 (21%) 

participated in the audit in the district.  

Figure 2: District Distribution of CHWs 

 

Note: BP- Bojanala Platinum District; Dr KK –Dr Kenneth Kaunda District; Dr RSM – Dr Ruth Segomotsi Mompati District; 
NMM- Ngaka Modiri Molema District; NW- North West Province. 
 

Even though NMM district has the higher proportion of the CHWs in the NW province, the sub-

district with a larger proportion of the CHWs is in Dr KK district.  As shown in Table 4, the Matlosana 

sub-district (Dr KK) has 650 (13%) CHWs, followed by the Moses Kotane sub-district (BP) with 445 

(9%) CHWs, the Greater Taung sub-district (Dr RSM) with 405 (8%) CHWs and the R Moiloa sub-

district (NMM) with 399 (8%) CHWs. The Kgetlengrivier sub-district (BP) has the lowest number of 

CHWs with only 74 (1%) CHWs. 

Table 4: Sub-district Distribution of CHWs 

Districts Sub-district 
No. of 
CHWs % 

Dr Ruth Segomotsi 
Mompati 
(Dr RSM) 

Greater Taung 405 8 

Kagisano/Molopo 308 6 

Lekwa-Teemane 146 3 

Mamusa 132 3 

Naledi 110 2 

Total 1101 21 

Dr Kenneth Kaunda Maquassi Hills 167 3 
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(Dr KK) Matlosana 650 13 

Tlokwe 164 3 

Ventersdorp 297 6 

Total 1278 25 

Bojanala Platinum      
(BP) 

Kgetlengrivier 74 1 

Madibeng 307 6 

Moretele 135 3 

Moses Kotane 445 9 

Rustenburg 392 8 

Total 1353 26 

Ngaka Modiri Molema    
(NMM) 

Ditsobotla 138 3 

Mafikeng 379 7 

R Moiloa 399 8 

Ratlou 276 5 

Tswaing 243 5 

  Total 1435 28 

  Grand Total 5167 100 

 

As shown in Figure 3, 3085 (60%) of the CHWs said they are situated in the rural areas, while 1095 

(21%) said they are based in urban areas. Only 408 (8%) of the CHWs said they are situated in peri-

urban areas. This means the majority of the CHWs in the NW province, who participated in the audit, 

are concentrated in rural areas, where there is a greater demand for community-based health 

services. It should be noted that 579 (11%) CHWs did not indicate their location during the audit. 

Figure 3: Location of CHWs by District 

 

The location of the CHWs by district is further shown in Figure 3. The majority of the CHWs are 

based in the rural areas across the districts, except for Dr KK where a greater proportion of the 

CHWs are situated in the urban areas. It should however be noted that 31% of the CHWs in Dr KK did 

not indicate their location. It is therefore imperative for the District DOH officials in Dr KK to update 

their data as a way forward, after the CHW audit data has been handed over to them. 
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Figure 4 indicates the designation of the respondents that were audited in the NW province. Of the 

5167 respondents who participated in the audit, 4533 (88%) said they are caregivers or CHWs, while 

198 (4%) are NPO managers and 219 (4%) are either coordinators or supervisors. Across the districts, 

the majority also referred to themselves as caregivers or CHWs. The respondents who referred to 

themselves as counsellors are more likely to be based in Dr KK district as Figure 4 shows that 138 

(11%) of the respondents in the district are counsellors. 

Figure 4: Designation of CHWs 

 
Note: CoordSup – Coordinator/Supervisor; DOTS Sup- TB DOTS supporter; HMP- Health Promoter/Mentor/Peer Educator 

5.2 Demographic Characteristics of NW Province CHWs 

5.2.1 Gender 

As shown in Figure 5, the data from this audit shows that the majority (90%) of the CHWs, who 

participated, are females while only 10% are males. Across the districts, most of the CHWs who 

pariticipated in the audit are females.  In the Dr KK district, 13 of the resposdents are males while 

nine male CHWs particpated in the BP district as well as in the  NMM district.  

Figure 5: Gender of CHWs  
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5.2.2 Age Distribution 

As illustrated in Figure 6, a greater proportion, 1670 (32%) of the CHWs in the NW province are 

between the ages of 31 and 40 years, followed by 1324 (26%) CHWs aged 21-30 years.  

Figure 6: Age Distribution of CHWs 

 

Further analysis shows that 37 years is the median age of CHWs in the NW province while the 

minimum age is 18 and the maximum age is 81. One hundred and ninety-three (4%) CHWs could be 

regarded as pensioners as they are above the age of 60, and therefore eligible to receive the old-age 

pension grant. It will be interesting for future research to investigate why some elderly people 

engage in community-based health services, and whether they receive the old-age pension grant 

and stipends, and also explore the impact of engaging in community-based health services on their 

wellbeing. 

5.2.3 Academic Qualifications 

Information on the academic qualifications of CHWs is very important, in view of their recruitment 

into PHC outreach teams. Data in Figure 7 shows that a greater proportion, 2247 (43%), of the CHWS 

in the NW province passed grades 8-11 while only 1632 (32%) have grade 12/matric.  

Figure 7: Highest Qualifications of CHWs 
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Figure 7 also shows that half of the CHWs in the Dr KK district only passed grades 8-11. The majority 

of the CHWs in Dr RSM district (44%) and NMM district (41%) also only passed grades 8-11. The BP 

district is the only one that has most of its CHWs reporting that they had passed grade 12 (matric). 

5.2.4 Stipend Status 

In order to verify the stipend status of the CHWs in the NW province, respondents were asked 

whether they are receiving stipends. Of the 5167 audited CHWs, 3850 (75%) said they receive 

stipends.  Figure 8 highlights the amount of the stipends received by these CHWs. The majority, 3571 

(69%), of the CHWs receive R1200 and below (between R500 and R1200).  

Figure 8: Stipend Status of CHWs 

 

Across the districts, a greater proportion of the CHWs also receive R1200 and below while in Dr KK, 

15% of the CHWs receive between R1201 and R1800. Further analysis shows that CHWs receive a 

median stipend of R1100, while the minimum stipend amount is R500 and the maximum is R5000. 

(The amount, R5000, is received by one of the managers as well as one of the coordinators). The 

data from this audit also shows that about 1317 (25%) of the CHWs in the NW province do not 

receive stipends, especially in the Dr KK district where 518 (41%) do not receive stipend.  

5.3 CHW Services and Beneficiaries (Patients)  

5.3.1 CHW Services 

In order to assess the provision of community-based health services and the gaps in the services 

rendered by CHWs, respondents were asked about the range of services they provided. Table 5 

shows the range of services rendered by CHWs in the NW province. The majority, 4085 (79%), of the 

CHWs provide home-based care service, followed by 3724 (72%) who also render TB DOTS service 

and 3511 (68%) who also offer health promotion services as well as 3197 (62%) who also cater for 

orphans and vulnerable children. Only 1131 (22%) of the CHWs in the NW province provide 

integrated management of childhood illness (IMCI) services; this could be regarded as a gap in 

community-based services rendered by CHWs in the province.  
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Table 5: Services rendered by CHWs 

CHW Services 

BP 
(n=1353) 

% 

Dr KK 
(n=1278) 

% 

Dr RSM 
(n=1101) 

% 

NMM  
(=1435) 

% 

NW 
(n=5167) 

% 
Total 

N 

Home-Based Care 85 72 69 87 79 4085 

TB DOTS  77 77 58 75 72 3734 

Health Promotion 72 74 53 70 68 3511 

OVC 74 58 35 74 62 3197 

Nutrition 59 57 45 56 54 2814 

IMCI 27 17 14 28 22 1131 

PMTCT 41 45 24 42 39 1993 

VCT 44 45 17 35 36 1862 

School Health 49 32 20 47 38 1970 

Mental Health 42 40 29 55 42 2174 

Other 11 11 9 7 10 497 
Note: OVC- Orphans and Vulnerable Children; IMCI- Integrated Management of Childhood Illness; PMTCT- Prevention of 
Mother to Child Transmission; VCT – Voluntary Counselling and Testing 

5.3.2 CHW Target Groups 

Table 6 shows the range of the target groups of the CHWs in the NW province.  Of 5157 audited 

CHWs, the majority, 4330 (84%), target People living with HIV and AIDS (PLWHA), followed by 4281 

(83%) who also target adults (both male and female) and 3844 (74%) who also target people with 

disabilities as well as 3828 (74%) who also target older persons. Less than 50% of the CHWs target 

infants, pregnant women and school children.  

Table 6: Target Groups of CHWs 

Target Groups 

BP 
(n=1353) 

% 

Dr KK 
(n=1278) 

% 

Dr RSM 
(n=1101) 

% 

NMM 
(n=1435) 

% 

NW 
(n=5167) 

% 
Total 

N 

Vulnerable hhs 60 47 27 51 47 2435 

OVC 76 65 41 79 67 3444 

PLWHA 85 88 73 88 84 4330 

People with Disab 71 99 43 80 74 3844 

Infants 52 44 33 60 48 2492 

Pregnant women 49 49 37 59 49 2543 

School children 65 12 35 68 46 2390 

Older persons 79 69 61 84 74 3828 

Adults 85 99 61 84 83 4281 

Youth 72 64 45 65 62 3214 

Communities 75 50 61 73 65 3376 

Other 4 4 6 4 4 232 

Note: Vulnerable hhs – Vulnerable households; OVC- Orphans and Vulnerable Children; PLWHA – People living with HIV 
and AIDS; People with Disab- People with Disabilities 
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Data in Table 6 further reveals that the majority of the CHWs in each district target mostly PLWHA, 

which is commendable as there is need for those infected with HIV and AIDS to be cared for outside 

health facilities. Most of the CHWs in the Dr KK district also target PLWHA; however, nearly all of 

them (99%) target people with disabilities and adults. On the other hand, only 12% of the CHWs in 

the Dr KK district cater for school children. This may be regarded as a gap in the community-based 

health services in Dr KK district; hence the need to address this gap during the process of 

implementing the PHC outreach programme in the district. 

5.3.3 CHW Number of Patients and Households 

For the purpose of the current audit, CHWs were asked about the total number of patients that they 

care for. Figure 9 highlights the total number of patients cared for by CHWs. Of the 5167 audited 

CHWs, 2367 (46%) care for 1-10 patients, followed by 1540 (30%) that care for 11-20 patients. Only 

303 (6%) CHWs care for more than 30 patients. Further analysis shows that the CHWs care for a 

median of 10 patients while 31 (1%) CHWs care for more than 120 patients.  

Across the districts, more than 40% of the CHWs care for 1-10 patients, followed by those who care 

for 11-20 patients. In Dr KK district, 12% of the CHWs care for more than 30 patients in comparison 

with the other districts whereby 2-5% of the CHWs care for more than 30 patients. 

Figure 9: CHW Number of Patients 

  

The CHWs were also asked about the number of households they are responsible for. Figure 10 

shows that half of the CHWs in the NW province care for 1-10 households, followed by 1106 (21%) 

who care for 11-20 households. Only 368 (7%) CHWs care for more than 30 households. Further 

analysis shows that CHWs are responsible for a median of 17 households.  
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Figure 10: CHW Number of Households 

 

 Across the districts, the majority of the CHWs care for 1-10 households especially in the NMM 

district where 55% of the CHWs reported that they care for 1-10 households. However, those in the 

district of BP are more likely to be responsible for more households as 12 % of the CHWs reported 

that they care for more than 30 households compared to 4-7% of the CHWs in the other districts. 

Figure 11 shows the number of households visited per day by CHWs. The majority, 2295 (44%), of 

the CHWs said they visit between 1-10 households a day, followed by 1061 (21%) that visit 1-2 

households a day. Only 398 (8%) visit 7-9 households a day. Further analysis shows that the CHWs in 

the NW province visit an average of 6 households a day. Across the districts, more than 40% of the 

CHWs visit 4-6 households a day while those in BP are more likely to visit more households as 17% 

CHWs reported visiting more than nine households. 

Figure 11: CHW Number of Households visited per Day 
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5.4 CHW Training  
In order to assess the training needs of CHWs in the NW province, respondents were asked about 

the range of training they have received. Data in Table 7 demonstrates that CHWs in NW are more 

likely to have received training in short courses as more than half of the CHWs in the NW province 

have received HCBC training, followed by 2365 (46%) who have also received TB DOTS training. On 

the other hand, only a few CHWs have received training in formal (and long) courses as only 774 

(15%) and 742 (14%) have received training in CHW and AHC respectively. This means more than 

80% of the CHWs in the NW province have not received intensive formal training at any of the NQF 

Levels 1-4. 

 Table 7: Training received by CHWs 

Training received 
by CHWs 

BP 
(n=1353) 

% 

Dr KK 
(n=1278) 

% 

Dr RSM 
(n=1101) 

% 

NMM 
(n=1435) 

% 

NW 
(n=5167) 

% 
Total  

N 

HCBC 46 54 41 63 52 2667 

AHC 16 14 12 15 14 742 

CHW 18 16 15 12 15 774 

TB DOTS 36 63 39 45 46 2365 

VCT 22 35 13 24 17 1213 

PMTCT 26 29 17 26 25 1271 

IMCI 12 12 11 15 13 657 

Nutrition 21 5 16 23 17 853 

MNCH 7 2 3 6 5 236 

Other 32 2 17 37 23 1192 

No training 17 9 27 16 17 855 

Note: HCBC – Home and Community-Based Care; AHC- Ancillary Health care; CHW- Community Health Worker; VCT – 
Voluntary Counselling and Testing; PMTCT- Prevention of Mother to Child Transmission; IMCI- Integrated Management of 
Childhood Illness; MNCH – Maternal and Child Health  

 

As aforementioned, the PHC re-engineering strategy is geared towards improving health outcomes, 

especially those related to MNCH. Data in Table 7 shows there is a gap in the training of CHWs in the 

NW province as only 5% of the CHWs have received training in MNCH, especially in the Dr KK district 

where only 2% of the CHWs have received MNCH training. In other words, there is still the need for 

95% of the CHWs in the NW to be trained on how to conduct MNCH services, especially in view of 

the implementation of the PHC outreach team programme. 

Table 7 also shows the proportion of CHWs that have not received any training. In the NW province, 

17% of the CHWs reported that they have not received any training. In Dr RSM district, 27% of the 

CHWs have not received any training in comparison to other districts where 9-17% of the CHWs have 

received no training. It is imperative for the DOH and other stakeholders in the NW province to 

facilitate the process of getting all these CHWs trained as soon as possible in order for them to be 

able to deliver quality community-based health services. 

In order to assess the gaps in the CHW training in the NW province, the CHWs were asked to provide 

information on the length of the training received. It should be noted that at least 12% of the CHWs, 



38 
 

who indicated that they have been trained, did not provide information on the length of some of the 

training they had received. Nevertheless, the responses from those who provided the information 

on length of training reveal some of the gaps that need to be addressed, in the process of the 

implementation of the PHC outreach team programme. 

Figure 12 shows the length of the AHC training received by CHWs in the NW province. Of the 623 

CHWs that provided the information on the length of their AHC training, 288 (46%) completed their 

AHC training over one year while 187 (30%) completed it over 6-11 months. Only 7 (1%) reported 

over a period of more than one year; four of them did the training over two years, thereby obtaining 

the National Certificate for Fundamental Ancillary Health care at NQF Level 2.  

Figure 12: Length of AHC Training 

 

Data in Figure 13 shows the length of CHW training received by 476 CHWs in the NW province. Of 

the 476 CHWs, 391 (82%) said they completed the CHW training in less than three months. The CHW 

qualification is supposed to be completed over a year, hence there may be a need to further 

investigate whether the AHC training received by CHWs in the NW province is a shorter version of 

the one proposed by the EPWP as the training was fast-tracked by training providers in the NW 

province; this may impact on the quality of the training. Only 58 (12%) of the CHWs reported that 

they completed their training over one year.  

Figure 13: Length of CHW Training 
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Data in Figure 14 indicates the length of HCBC training for 2337 CHWs. About 50% of these CHWs 

reported that they did their HCBC training over a period of 59 days while 878 (38%) did it in less than 

59 days. Only 265 (11%) reported doing the training more than 59 days.  Across the districts, most of 

the CHWs completed the HCBC training in 59 days, except for the BP district where most completed 

it in less than 59 days. 

Figure 14: Length of HCBC Training 

 

Figure 15 illustrates the length of training for TB DOTS, one of the short courses done by CHWs. Of 

the 1946 CHWs that indicated the length of their training, 710 (36%) completed the training in three   

days, followed by 544 (28%) who completed the training in five days.  The median length of TB DOTs 

training is four days.  

Figure 15: Length of TB DOTS Training 
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As shown in Figure 16, only 1039 CHWs reported their length of VCT training. Of these 1039 CHWs, 

408 (39%) completed their training over five days while 432 (42%) completed it in more than five 

days. Only 26 (3%) did the training in four days. The median length of training for VCT is five days. 

Figure 16: Length of VCT Training 

 

Regarding PMTCT training, of the 948 CHWs that indicated their length of training, 239 (25%) 

completed it in five days, followed by 202 (21%) that did it in three days (Figure 17). Only 29 (3%) did 

it in four days. The median length of training for PMTCT is three days.  

Figure 17: Length of PMTCT Training 

 

As illustrated in Figure 18, of the 444 CHWs that indicated the length of their IMCI training, 140 

(32%) completed the training in three days, followed by 105 (24%) who did it in five days. Only 13 

(3%) completed it in 4 days. The median length of training for IMCI is three days. 
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Figure 18: Length of IMCI Training 

 

Figure 19 demonstrates the length of Nutrition training for 728 CHWs. Of these 728 CHWs, 197 

(27%) completed the training in five days, followed by 151 (21%) who did it in one day. Only 25 (3%) 

did it in four days. The median length of training for Nutrition is 3 days. 

Figure 19: Length of Nutrition Training 

 

As shown in Figure 20, 144 CHWs indicated the length of their MNCH training. Of these 144 CHWs, 

39 (27%) completed it in more than five days, followed by 32 (22%) who did it in 5 days and another 

31 (22%) who did it in three days. Only six (4%) CHWs completed it in 4 days. The median length of 

training for MNCH is 4 days. 
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Figure 20: Length of MNCH Training 

 

5.5 CHW Monitoring and Evaluation (M&E) System 
As highlighted earlier, the CHW M&E system involves multiple levels of accountability and reporting. 

In order to assess the monitoring and reporting systems of the CHWs in the NW province, 

respondents were asked a number of questions regarding the subject.  It should be noted that the 

CHWs report to multiple supervisors and stakeholders.  Of the 5167 audited CHWs, 3300 (64%) said 

they report to CHW supervisors/coordinators (who also work for their NPOs), followed by 2412 

(47%) and 2392 (46%) who also report to their NPO managers and the Clinic staff respectively (Figure 

21). Only 289 (6%) CHWs also report to others such as donors, stakeholders and board of directors. 

Figure 21: CHW Reporting Officer 

 
Note: NPO – Non-profit Organisation; CHW – Community Health Worker; Super – Supervisor; Coord- Coordinator; Sub-d - 

Sub-district; CHF – Community Health Facilitator 

Across the districts, the majority of the CHWs report to their CHW supervisor/coordinator, followed 

by those who also report to their NPO manager and clinic staff.  The CHWs in the BP district are 

more likely to report to clinic staff as 63% of them report to them compared to other districts while 
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less than 50% of the CHWs report to clinic staff. The CHWs are also more likely to report to 

District/Sub-District Coordinators and CHF. 

In order to assess the CHW M&E system, CHWs were asked whether they use standardised or 

structured tools to record their activities or services. Data in Figure 22 shows that 3544 (69%) CHWs 

use standardised forms to record their activities and 3082 (60%) also use notebooks to keep a record 

of their services while 239 (5%) use other ways such as filing reports; using VCT register or VCT 

Green Book; using computer or intake forms. Only 126 (2%) do not record their activities or services. 

This means the majority of the CHWs in the NW province use a combination of structured and 

unstructured tools to record their activities/services.  

Figure 22: CHW Record of Activities/Services 

 

 

 

 

 

 

 

 

In addition, the CHWs were asked whether they use structured tools to collect information on their 

patients. The majority, 3168 (61%), of the CHWs use structured forms to collect patient's 

information and 3066 (59%) also use notebooks to keep a record of their patient's information while 

393 (8%) use other methods such as filing reports; attendance register or a computer (Figure 23). 

Only 238 (5%) do not record their patient's information. This shows that the majority of the CHWs in 

the NW province use both structured and unstructured tools to collect patient's information. 

Figure 23: CHW Record of Patient's Information 
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Figure 24 shows that most of the CHWs in the NW province submit their patient's information to the 

CHW supervisor/coordinator (63%) and NPO manager (52%). Only 1800 (35%) CHWs submit the 

information to the clinic staff, except in the BP district where 815 (60%) of the CHWs submit to the 

clinic staff. Surprisingly only 2 (0.2%) of the CHWs in the  Dr KK district said they also submit to the 

clinic staff; this maybe due to their NPO managers/supervisors submitting the information on their 

behalf. Only 182 (4%) CHWs submit to other like their donors, NGO forum, and information officer. 

When asked whether they receive any feedback after submitting the information, 83% of the CHWs 

responded in the affirmative (not shown). 

Figure 24: CHW Submitting Officer 

 

It is very important for CHWs to also use the information they collect on their patients for some of 

the services they provide e.g. for referral purposes. Thus, the CHWs were asked how they use the 

information they collect on their patients. Figure 26 demonstrates their responses. 

Figure 25: CHW Usage of Patient's Information 
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The majority, 3527 (68%) use the information for referrals and 3423 (66%) also use it for follow-ups. 

Only 283 (5%) submit their information only. Six percent of the CHWs use the information for other 

purposes such as teaching their patients, reporting and filing, etc. 

To understand whether CHWs work closely with formal health workers in facilities, the CHWs were 

asked whether they work closely with a nurse. The majority, 85%, responded in the affirmative (not 

shown). The CHWs were also asked the number of times they meet with clinic staff, as shown in 

Figure 26.   

Figure 26: CHW Meet with Clinic Staff 

 

Of the 5167 audited , 16% reported that they meet with clinic staff twice a week, 13% meet with 

them daily and another 13% meet with them once a week. While 36% said they meet with the clinic 

staff at other times, such as when there is an emergency or a special meeting; when they are having 

a challenge or when they refer their patients to the clinic. Only 3% do not meet with the clinic staff.   

5.6 Discussion 

5.6.1 Distribution of CHWs in the NW Province 

The data from the audit shows 5167 CHWs participated in the study. The majority (28%) of the 

CHWs who participated are based in the NMM district while Dr RSM has the least number of CHWs 

as only 1101 (21%) participated in the audit in the district. Using the population estimates for the 

four districts of the NWP, as shown in section 3, the ratio of CHW to population for BP is 1: 938; 
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while Dr RSM is 1:322; Dr NMM is 1: 557; and Dr KK is 1:665. This means that the ratio of CHW to 

population is lowest in Dr RSM, where the least number of CHWs were audited. 

The data also shows that the Matlosana sub-district in the Dr KK district has the highest number 

(13%) of CHWs while the Kgetlengrivier sub-district (BP) has the lowest number (1%) of CHWs. 

The findings from the audit that a higher proportion (60%) of the CHWs in the NW province are 

based in the rural areas, which means they are situated where there is greater need for community-

based health services. 

5.6.2 Demographic Characteristics of CHWs in the NW Province  

Studies have shown that women are more likely to be involved in community-based health services 

(Friedman, 2002 ; Lehmann and Sanders , 2007; Schneider et al., 2008). The data from this audit also 

shows that the majority (90%) of the CHWs in the NW Province are females while only 10% are 

males. 

Other findings from the study show that a greater proportion (32%) of the CHWs is aged 31-40 years 

across the four districts of the NWP.  In addition, the data shows that 37 years is the median age of 

CHWs in the province while the minimum age is 18 and the maximum age is 81. About 4% of the 

CHWs are above the age of 60, therefore the study suggests the need to further investigate the 

reasons why some elderly people engage in community-based health services even though they are 

eligible for old-age pension grants.  

In view of the recruitment of CHWs into PHC outreach teams, there is a need for information on 

their academic qualifications. The data shows only 32% have grade 12 (matric), while 43% passed 

grades 8-11. One of the minimum entry requirements for selection of CHWs into PHC outreach 

teams is that they must be functionally literate and numerate. This data therefore shows that at 

least 75% of the CHWs in the NWP might meet this requirement. 

Studies have shown that the CHW sector in South Africa relies heavily on many unpaid caregivers 

due to inadequate funds for stipends (Lehmann and Matwa, 2008; HPCASA, 2009; Friedman et al., 

2010; Ogunmefun et al., 2011). Data from this audit also shows that about 25% of the CHWs do not 

receive stipends; the majority of whom are found in the Dr KK district.  The study therefore suggests 

the need for the DOH to address the issue of payment of stipends to all CHWs, especially in view of 

the deployment of CHWs for the PHC outreach programme, as non-payment might affect the quality 

of the care provided (Ogunmefun et al., 2011). 

5.6.3 CHW Services and Beneficiaries (Patients) 

The data from the audit shows some gaps in the provision of community-based health services in the 

NW province as only 22% provide IMCI services; hence, it is imperative for more CHWs to be trained 

in the community component of IMCI services. In addition, there is a need for more CHWs in the NW 

province to target infants, pregnant women and children, as only less than 50% of them currently 

target these groups, especially in view of the shift towards the PHC re-engineering strategy. 

According to the PHC re-engineering strategy, each CHW in the PHC outreach team will be 

responsible for 250 households. The current audit shows that CHWs in the NW province are 

responsible for an average of 17 households. This means that most of the CHWs in the province are 

responsible for about 7% of the number of the households that CHWs in the PHC outreach teams are 



47 
 

expected to provide services to. It is therefore imperative to provide the necessary training and 

support as well as incentives (e.g. provision of uniforms and bicycles to visit their patients, etc) for 

the CHWs that would be deployed for the PHC outreach team programme as expanding their 

services from 17 households to 250 households may be overwhelming for most of these CHWs.  

The data also shows that the number of individuals that the CHWs care for is almost the same as the 

number of households that they provide services to. This means that they are essentially caring for 

one person per household. There will be a major change in the number of individuals cared for per 

household, in view of the implementation of the PHC outreach team programme, as CHWs are 

expected to care for all members of a household. Thus, the CHWs may need further training on 

expanding their services from one or two individuals in a household to all members of a household. 

5.6.4 CHW Training 

According to Friedman (2002), the training of CHWs is a continuous, community-based, problem-

oriented, experiential education process. The CHW training should involve an initial orientation 

course and short specific courses (e.g. Home-Based Care Training-59 days) and an intensive course 

completed over a few years (e.g. Ancillary Health Care – 2 years) with the CHWs functioning during 

this time, gradually extending their range of work as they become more competent 

(Friedman,2002). The long and intensive courses enable CHWs to receive formal and accredited 

training at National Qualifications Framework (NQF) Levels 1-4 (see Friedman, 2005; Departments of 

Social Development, Education and Health, 2004). 

The results show that 17% of the CHWs have not been provided with any training. For those who 

have been trained, they are more likely to have received training in short courses such as HCBC and 

TB DOTs than in formal courses such as CHW and AHC. Further findings show that 80% of the CHWs 

in the NW province have not received formal and intensive training at any of the NQF Levels 1-4.  

The study also shows that there is a gap in the training of CHWs in the NW province as only 5% of 

the CHWs have received MNCH training. Furthermore the training courses, especially the short 

courses, are not standardised as the length of training reported by the CHWs varies for each course. 

It is therefore imperative for the DOH and other stakeholders to start facilitating the process of 

getting more CHWs trained in the provision of MNCH services, and also standardise all the training 

courses, especially in view of the implementation of the PHC outreach team programme in the 

province.  

5.6.5 CHW M&E System 

With regarding to the reporting system of the CHWs in the NW province, findings show that there 

are multiple levels of accountability or reporting as the CHWs report and submit their patient's 

information to the CHW supervisor/coordinator, NPO manger, and clinic staff.  Further findings 

reveal that the CHWs in the NW province use a combination of structured and unstructured tools 

not only when they are recording their activities/services, but also collecting information on their 

patients. 

The study also shows that the majority of the CHWs in the NW province work closely with formal 

health workers, especially nurses, and some meet with clinic staff daily, some meet with them once 

a week while some meet with them twice a week. This is commendable as the established working 
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relationship between nurses and CHWs will facilitate the process of the implementation of the PHC 

outreach teams in the province.  

In summary, the findings from the study show that there are issues, such as gaps in training and 

services, which still need to be addressed before the PHC outreach team programme can be 

successfully implemented in the NW province. The data from the audit therefore provides the 

necessary information that will enable the DOH and other stakeholders to put in place programmes 

that can facilitate the process of the establishment of PHC outreach teams in the province. 
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66..  QQuuaalliittaattiivvee  RReessuullttss  
 

A qualitative component was incorporated in this study in order to gain the in-depth knowledge and 

understanding of the services that are rendered by the NPOs in the NWP. The findings in this 

component are intended to complement the results of the quantitative component. The rationale 

for including this aspect was to provide useful information to assist with the preparations of the PHC 

re-engineering implementation processes in the NW Province. The presentation of findings is done 

in line with the preconceived themes that were identified from the main objectives of this study. The 

themes were used to develop an interview guide for NPO Managers. The following themes were 

identified: 

 Types of services rendered by the CHWs, 

 Driving forces for the provision of community-based services, 

 Collaboration and support between NPOs and health facilities, 

 Referral patterns to and from the clinics and NPOs 

 Monitoring and Evaluation of the CHW programme and  

 Challenges  that hinder the effective  provision of home-based care services 

Other emergent themes that were identified from the general or additional comments from both 

NPO managers are also discussed in this section. 

6.1 Type of Services rendered by the CHWs 
The main purpose for this section is to validate the extent at which NPOs provide home and 

community-based services. The discussions with the NPO managers revealed that these 

organisations provide a wide range of services through the community health workers. The most 

common services across the NPOs include Home-Based Care services, OVC as well as Health 

Promotion services. These services appeared repeatedly in the transcripts while other services such 

as school health, mental health and other services were least mentioned. Below are some of the 

comments that were provided by participants regarding their community interventions: 

Home-Based Care (HBC) services  

According to the participants, the provision of HBC services is geared towards the terminally ill 

patients especially those living with HIV and AIDS and other chronic illnesses. 

 “We provide home-based care and support those who are infected and affected by HIV/AIDS 

and related illnesses” (Dr KK01) 

“We provide home-based services that include household cleaning, visiting patients daily, 

checking whether patients take their treatment regularly” (Dr RSMN01) 

“We take care of people with  different diseases like TB, epilepsy, mental health, HIV and 

other chronic diseases” (Dr RSMK02) 

Orphans and Vulnerable Children services  

A number of respondents highlighted that they also provide OVC services. This service involves 

identifying OVCs and referring them to relevant authorities including the drop-in-centres. Once the 
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OVCs have been identified and confirmed, they will be provided with necessary services, which 

include food parcels, school uniforms and to be assisted with home work and other life skills. 

 “We also render OVC services, looking after orphans and vulnerable children within Ward 05  

and Ward 02” (Dr KK03) 

“The other one is the OVC services. We identify them, refer them, help them with school uniform, 

assist them with homework and also give them food parcels” (Dr RSN05) 

“Then we do drop-in-centre for the vulnerable children and orphans….. We offer them school 

uniforms. We cook nutritious meals for them for five days a week, Monday to Friday, twice a day. 

We are funded by Department of Social Development to do the drop-in-centres” (Dr KK01) 

“We also supply some vegetables to the OVC” (Dr RSMK 06) 

One participant also highlighted that most vulnerable children are orphans of deceased HIV positive 

parents. 

 “Many children are orphans of HIV positive people. Their mothers died of HIV and AIDS so they 

are vulnerable. Others are people who live with...maybe I live with vulnerable children but I can't 

provide care for them” (Dr KK01) 

The additional emerging issue that were raised by some participants is that the success of the OVC 

programme is linked to the availability of funds to provide this service. 

“…And also give them food parcels every month depending on whether funds are available or 

not. If the funds are there, we provide OVC with such things” (Dr RSN05) 

“…We are funded by Department of Social Development to do the drop-in-centres, as long as we 

are doing the drop-in-centre, we are able to get funds to sustain our project” (Dr KK01) 

Health Promotion  

A number of participants highlighted that health promotion is one of the core areas in the provision 

of community services. Health promotion activities include health education especially to the 

geographically isolated areas such as farms and other marginalised areas which are unlikely to be 

reached by the Department of Health. 

“Our community needs information concerning HIV/AIDS, healthy lifestyle…..we give the 

community information on these topics” (Dr RSMK06) 

“Provide outreach education and training services to marginalised groups, which are hard to 

reach by government” (Dr NMM01) 

“To provide … TB/AIDS awareness by giving talks, organizing discussions, research survey and 

distributing male condoms” (Dr KK04) 

“Because the community lacks information on issues of health…” (Dr RSMM07) 

“We do health promotion to give information to our people living in our area and surrounding 

farms by conducting workshops, door-to-door and distribute condoms” (Dr RSMN01) 

“….To help our community to prevent diseases” (Dr RSMN06) 

TB/HIV/PMTCT/VCT related services (including treatment adherence and palliative care) 

A number of respondents highlighted that their organisations provided support for treatment 

adherence to patients who suffer from communicable diseases such as TB, HIV and AIDS. The 

services include DOTS, defaulter tracing and others. 

“…Provide primary health care services including HIV/AIDS….. and support those who are 

infected and affected by HIV/AIDS and related illnesses” (Dr RSMN06) 
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“……. and check if the patients take their treatment regularly” (Dr NMM02) 

''… and we assist them by giving them treatment” (Dr RSMA01) 

“…TB, DOTS, Door-to-door” (Dr NMM01) 

 “Encouraging people with HIV to adhere to their treatment” ( DR NMM01) 

“Encourage people to do HIV-testing… Encourage people to use their health facilities as 

there are no financial costs” (Dr NMM02) 

“….checking whether patients take their treatment regularly and accompanying them to 

the clinic” (Dr RSMN01) 

MNCH including IMCI, Nutrition 

Other services that were mentioned were MNCH services including IMCI and nutrition. 

“Focus on maternal and child health” (Dr NMM02) 

“[We focus on] IMCI… and MCWH” (Dr RSK01) 

“[We focus on] Growth monitoring, nutrition...” (Dr RSMN03) 

“We render nutrition services to our patients to get healthy” (Dr RSMN01) 

When asked about the impact of their NPO on maternal health outcomes and treatment adherence, 

one respondent raised the issue of patients’ commitment and responsibilities for their own health. 

He/she felt that one of the reasons for poor maternal outcomes and non-adherence to treatment is 

the lack of commitment from the patient’s side. Another respondent highlighted the difficulties in 

dealing with some patients. 

“They don't care about life. Many things are happening and that's why we are doing the 

programme at the locations and farms” (Dr KK03) 

“People do not want us to help them, they are difficult to deal with  but because we 

want to provide service we do it anyway” (Dr NMM02) 

“People when you refer they do not want to get the clinic after testing when they know 

their status is positive” (Dr NMM02) 

Other respondents felt that poor access to health care has an impact on maternal health outcomes. 

“There is no transport, most people stay at Farms and we fail to connect the people that 

is why maternal health is high” (Dr NMM01) 

“There is only one transport in our area, and if you miss the bus, there is no ambulance 

to refer to hospitals” (Dr RSMK04) 

“People at the cattle post do not attend  ANC” (Dr NMM04) 

“People do not have money to pay taxis to the clinics” (Dr NMM01) 

Other services include: 

School Health Services  

“We do School health services” (Dr RSMN05, Dr RSMM01) 

The School Health service which forms one of the three streams of the PHC reengineering strategy 

only appeared twice in the list of services that were mentioned by the NPO Managers. Mental health 

service was mentioned once. 

Rehabilitation Services 
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“We also do substance abuse programme whereby we focus on locations, villages and 

the farms…. when it comes to the issue of substance abuse, we have found that people 

are abusing alcohol and drugs…. Presently we are the only NGO that is doing this 

programme. We only got funds last year from the DSD”  ( Dr KK03) 

Mental Health  

“We do mental health services and epilepsy” (Dr RSMM01, Dr RSMM03) 

6.2 Driving forces for the provision of the community based services (CBS)  
Participants were asked to explain the reasoning behind the provision of specific services. A number 

of respondents highlighted that some of their services are inspired by the social conditions and 

health status of people in their communities as well as funder requirements.  Below are some of the 

participants’ responses: 

“Here in our area, the population is too big. There are no jobs. There is too much poverty 

here in Ventersdorp. Many people are not working. Many children are orphans of HIV 

positive people….. they loiter around the streets. They have neither clothes nor food. So 

we do drop-in-centres for such children” (DRKK01) 

“We are not letting children loiter on the streets without anything to eat. You know if 

you are at school, and you have not eaten anything, you are not going to concentrate. So 

we give them food so that they can concentrate. We wash their clothes. There are some 

children who are staying with their grandmothers, who are too old to do the washing, so 

we wash their school uniforms. We also help them to do their home work and then 

organize after school activities for them” ( Dr RSMK05) 

“We have seen the need to support, teach and render services to our community. We 

volunteered our services to help fight HIV” (Dr NMM03) 

“Our community is in need of these services…care, support and education” (DrNMM02)  

Other factors that promoted CBS include poor access to health care by some communities. 

“The health department alone cannot reach these people on time and they need to be 

assisted as primary health starts with an individual” (Dr RSMN02) 

“We help facilities to reach other patients at their home and reduce queues at the clinic 

by taking treatment of bedridden patients on behalf of them”( Dr RSMK04) 

“We do the services because the people on the farms do not get health services as the 

clinics are far away. There are mobile clinics that come but only on specific days ….we 

have decided to focus on those areas so that we can provide information about the 

patients to the DOH” (Dr KK03). 

 “….Provide outreach education and training services to marginalised groups, which are 

hard to reach by government” (Dr NMM01) 

“We render these services to minimize the infection in our area and the nearest farms” 

(Dr RSMK03) 

“Most of our community members cannot visit the clinic and we assist them by giving 

them treatment”(Dr RSMK01)…… 

“If a person is in pain, then I refer to clinics, clinics refer to hospitals but ambulances are 

the problem” ( Dr NMM04) 
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Other respondents highlighted the importance of inter-sectoral collaboration when providing CBS 

services. 

“...network between AIDS NGOs, CBOs, Nutrition, Health Promoters and those working 

in other fields to bring HIV/AIDS message  to wider constituents” (Dr RSMK03) 

“We refer others to relevant Departments to get help if necessary” (Dr RSMK04) 

 

6.3 Collaboration and Support between NPOs and Health Facilities (HF) 
This section sought to explore the level of relationships and the extent of mutual support between 

NPOs and Health Facilities. The support between NPOs and health facilities varied across sub-

districts, the majority of the respondents are satisfied with the level of support from health facilities 

while other respondents felt there is a need to strengthen this area. A number of respondents who 

received minimum support from HF perceive the attitudes of health workers as a detrimental factor 

to effective services provision and relationships. Others highlighted the preference of certain NPOs 

by HF nurses over others. Below are some of the comments made by participants regarding this 

theme and they are categorised according to the level of satisfaction and the type of support. 

6.3.1 Comments from respondents who were satisfied with the support from the HF 

General support  

“We have a good relationship with the clinic staff. We work hand-in-hand with Ms. …… [a 

nurse at the clinic]. She is supportive of all NGOs. She is willing to work with NGOs regarding 

IMCI, child and pregnant women programmes” (Dr KK01) 

 “The support is that they usually visit us, especially our Project Officer, Ms......... She is always 

coming. She also talks to us telephonically as well” (Dr KK04) 

“Sometimes our patients need...... We just arrange with them and they visit the patients who 

need to be seen by a midwife, a sister or a nurse” (Dr NMM03) 

“The matron will visit project manager to check the patient, this is good because you can see 

that the  matron appreciate our work” (Dr NMM04) 

In-service training and training materials 

“The nurse (Ms …..) teaches us how to recognize a child with malnutrition and dehydration. If 

you touch the skin of a child (that has malnutrition) then you can detect malnutrition. When 

you touch the skin of a child, and you remove your hand, and it easily goes down.... If it takes 

long to go down, then you know that that child has a problem” (Dr KK04) 

 “We are taught to analyse the Road to Health card  like……you must check that a child is 

growing by checking the card, and that he/she goes to the clinic for immunization (Dr NMM06) 

“They give training about pregnant women….. they must not drink. When women miss their 

menstruation, they must immediately go to clinic. They must not wait for three or four months, 

because nowadays pregnancy is not like what it used to be”  (Dr  KK01) 

“Nurses give us training on these programmes, e.g. IMCI, pregnant women, etc they do it every 

year. When they have new information, they call us to give us the information. They keep on 

doing that” (Dr NMM02). 

 “We receive support from the nurses, and others, i.e. (TB organisation) by giving our carers 

health education, maybe once in three months” (Dr RSMK04) 
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 “They provide workshops, trainings, good communication” (DrRSMK05) 

 “They help us with information we need for health talks, by giving us pamphlets and 

information documents” (Dr RSMK07) 

Coaching and Work Ethics  

“They support us by advising us on how to deal with difficult patients”  (Dr RSMK07) 

“They support us by sharing ideas with us. They help us when we have difficulties” (Dr KK02) 

They advice us on how to handle patients and confidentiality of patients (DrRSMM01) 

“They provide debriefing session” (Dr KK01) 

Provision of HBC kits and Office space 

“They also assist us with care kits. If we don't have enough kits, or we have a problem in terms 

of care kit, they offer us. If the department have enough care kits, they offer us” (Dr KK04) 

“Sometimes they provide our organisation with home base care kits”….. but sometimes there 

is a shortage of home based care kits from the health facility (Dr RSMK06) 

“…they have borrowed us 2 rooms as our office though there are no windows and doors” (Dr 

RSMK02) 

6.3.2 Comments from respondents who were less satisfied with the support from the HF 

“The facility sometimes does not treat us well. When we report issues to them, at times they 

do not make any follow-ups” (Dr RSMM02) 

“They don’t give us much support, because there is no regular meeting. If there is no meeting, 

we don't get any support” (Dr KK03) 

“Other nurses don’t understand the duties of CHWs” (Dr RSMK03) 

“The support is not very good, I think there is a need to strengthen relationship with the clinics 

cause it seems they do their own service and we do our own support” (Dr NMM01) 

“DOTS services are no going on well, like when taking treatment for the patient, you will be 

harassed. Respect is needed” (Dr NMM02) 

“Let's say our caregivers want to have a meeting [with them] to discuss something concerning 

the patients at the locations.  You only find out sometimes that the information came late and 

those people are already on the field. And when we call them, they don't have cars to move 

around. They are far away. Some will say I can't manage to come from where I am to attend 

the meeting. So we usually tell them to give us the information concerning the patients [on 

time] so that we can now address their needs” (Dr KK04) 

 

6.4 Referral patterns to and from the clinics and NPOs 
The participants were asked to describe the current referral patterns between NPOs and the Health 

Facilities. A number of respondents indicated that a good structural referral system for CBS was in 

place. The CHWs and Facility Staff use standardized referral forms with both upward and downward 

referral options to refer patients. 

 “Referral systems are in place. We use standardized forms to refer to Health Facilities. 

Health Facilities also refer to NPOs” (Dr NMM06)  
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“Care givers fill in referral forms (up-referral) and the health facility fill in down-referral 

forms to give feedback” (Dr NMM01) 

“We use structural referral method from the patient to the facility” (Dr RSMM03) 

“We refer patients to the facility by using referral forms given to us….. The facility also refers 

patients to the organisation for basic nursing care” (Dr RSMK01) 

 “The sister at the clinic will also do down referral to us so that we continue to assist the 

patient with treatment…..” (Dr KK02) 

“We use referral forms provided by the DOH” (Dr NMM04) 

“There are people who are referred by us....... There is one caregiver by the name of..... who 

is attached to the Gateway Clinic.  The other caregiver is attached to......... Clinic. I refer my 

CHWs to go to these clinics” (Dr KK04)  

The referral process starts with the identification of patients and the process could either be done at 

community or facility level. At community level, the CHWs would identify patients during daily visit 

and door to door campaigns. Once a patient is identified, the CHWs would complete a referral form, 

stating reasons for referring the patient and sometimes accompanying the patient to the clinic. 

“We refer patients that we find through door-to-door campaigns. Daily visits, from clinic, 

hospital and community members” (Dr RSMK05) 

“Usually we communicate with the sister, and then she will arrange a meeting. Then we sit 

down and talk, especially about the defaulters. Then we go and trace the defaulters in the 

area. We are three organizations in seven villages so we usually communicate with each 

village caregiver. After we have identified them, then we fill referral forms and then send the 

patient to the clinic.” (Dr KK02) 

At the facility level, the nurses would check the records of patients who defaulted and compile lists. 

These lists would be given to NGO managers to trace the patients. 

“…And the facility refer patients to the NGO (up and down)” (Dr RSMK03) 

“The department offers a list of defaulters to the organisation. Then the organisation traces 

those defaulters and bring them to the department, however the organisation can also trace 

the patients on its own during daily and door-to-door visits” (Dr RSMM09) 

Some respondents provided an indication of types of patients who are likely to be identified for 

referral purposes during household visits: those who default their treatment; who require social 

services assistance like grants; bed ridden patients and general monitoring. 

“They refer patients to us (NPOs)…. refer people who need some food” (DRKK01) 

“They are some people who are on ARV that don't get any ...maybe their grants have been 

cut so we cook for them. You can't take your pills without eating anything, so we give them 

food supplements.” (DRKK01) 

“They [health facilities] refer those people to us to give them food, food supplements and 

care” Dr RSMK 03) 

“We do community need analysis by going from house to house and we identify patients, 

most of them do not have ID, some are not taking treatment regularly, some do not have 

food so we refer to clinics and other authorities like social service for grants” (Dr NMM05) 
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“Sometime Mrs…… (Facility nurse) will call me… (NPO manager) and show me the list or 

names of people that we need to follow. Sometimes they have identified the patients who 

need monitoring, so …….. we continue to do support to that patient” (Dr RSMM05) 

A number of respondents also cited several challenges that NPOs are facing regarding the referral 

processes. The challenges that were prominent include: poor coordination; poor recording from 

health facilities; shortage of referral forms; non referral from health facilities; CHWs not being 

involved with referrals to and from hospitals and clinics; and some patients not comfortable to be 

accompanied by the CHWs to health facilities. Below are some of the challenges that were cited by 

the respondents: 

“The referral system is very poor because sometimes nurses don’t refer clients to us we just 

find them at home” (Dr RSMM06) 

“Sometimes we don’t know the patients who need monitoring because they are not in our 

register; it seems like organisation fight for patients like the CHWs and the clinic staff. Clinic 

staff will sometime refer patient to other NPOs while those patients are in our register” (Dr 

NMM07) 

“We are also not involved from the referrals from Hospitals to Clinics, maybe this need to be 

strengthened” (Dr NMM07) 

“We refer patient to clinics but the nurses do not fill the down referral form when referring 

patients to us” (Dr RSMM07) 

“We don’t use any referral forms because we don’t have any. We refer patients by writing 

their names to the clinic” (Dr NMM03) 

“…..referring the patients to the clinic is problematic when we do not go with a patient. If the 

patient do not want to be accompanied” (Dr NMM07) 

6.5 Monitoring and Evaluation of the CHW programme 
This section provides an understanding of the current monitoring and evaluation systems that are in 

place for the community health worker programme. Participants were asked to describe the current 

M&E system i.e. methods of collection of information, methods of reporting as well as how 

information is utilised. 

6.5.1 Method of collecting community based information  

The respondents described standardised forms that were designed for use by various categories of 

staff within the CHW programme. There are three data collection tools being used: caregiver forms; 

supervisor forms; and manager forms. Various forms are used in each of the three categories.  

“We use different types of forms like Care giver forms, Supervisor forms, Managers form, 

referral form, note book for patient problems” (Dr NMM01) 

The forms that are used by caregivers include: 

Standardised forms to collect household information 

These forms are used when CHWs visit the households for the first time. They collect household 

information that will give an indication of the general health and social status of members of the 

household. 
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“…there are standardised forms that are used to collect information. The information 

includes household details and how they live. It is collected monthly” (Dr RSMK04) 

“We have a standard form that caregivers capture information of households during the first 

visits” (Dr RSMM02) 

“We are using standardised forms. We got the confidential form, which they use to collect 

information on a household” (Dr KK02) 

“I mentioned the confidential form. They collect information about the client, their 

household, how many people are living in the household with the breadwinner…The 

information is collected for the first time if the client is new. Then we collect the information 

on monthly basis after that” (Dr KK03) 

Daily tally sheet, health promotion forms, patient registers and duty sheets 

“Care givers use tally sheet to collect the work….Tally sheets and health promotion forms are 

used to record work done, and duty forms are used as proof of visits” (Dr NMM01) 

“There are documents that we are using…tally sheets whereby CHWs fill in the information of 

the patients” (Dr KK04) 

“There are tools like tally sheets used to monitor diseases” (Dr RSMK02) 

“Daily tally sheet: how CHWs visit, what to do, date and time, what type of category the 

patient falls under” (Dr RSMK05) 

“We have attendance registers and daily sign forms by clients or family members” (Dr 

RSMM07) 

Intake forms for orphans 

This form is used by CHWs that are providing OVC services. 

“We go to... we fill in the intake forms. Maybe it is an orphan, we need the ID of the one 

he/she is staying with and the birth and death certificates, and then we fill in the intake 

forms” (Dr KK01) 

Referral forms  

Referrals forms are used by CHWs and health facility staff for upwards and downward referral of 

patients. 

“….Other tools are referral forms” (DR RSMN03) 

“They are standardised forms. They are referral forms” (Dr KK04) 

Notebooks 

Some participants indicated that they also use notebooks to record patient information and their 

daily activities. It seems that notebooks are used where CHWs experience the shortage of forms for 

specific services.  

“Caregivers record information in their notebooks and let patients sign as proof for future 

reference” (DR RSMN04) 



58 
 

“They also use notebooks to record patient problems when they do not have duty forms” (Dr 

NMM01) 

“…notebooks to record. We record improvement of patients, challenges and assessment of 

the environment everyday when doing home visits” (DR RSMN01) 

The supervisors and managers forms are used to collate all the information for the purpose of 

compiling monthly reports. 

”As a manager I go to the patient myself to ask them about our services and whether they 

are satisfied or not. I collect patients’ information weekly from CHWs with standardised 

forms and submit it” (DR RSMN05) 

“Every month we collect all information collected by CHW and compile monthly report” (Dr 

RSMM08) 

“Our CHW collect information from field visits using a standardised form …….. and make a 

weekly report, I use this information to compile a monthly report” (DR RSMN05) 

6.5.2 Methods of Reporting  

The participants were asked to indicate the methods that are used to report their services to various 

stakeholders after they have compiled the monthly reports. The responses revealed that information 

is submitted to the sub-district project officers as well as the district coordinator.  

“We submit the information to the project officer and sub-district coordinator in the sub-

district office of Department of Health (DOH) and Department of Social Development” ….for 

DSD, we submit the information on the 16th of every month. For DOH, we submit on the 19th 

of every month. (Dr KK01) 

Depending on the type of services rendered, other NPOs submit reports to other sections of the DoH 

and DSD including the information regarding OVC services, substance abuse and palliative care. 

Standardized forms are also used to submit this information. 

“Let me make it clear to you. Under DSD, we have a group which is doing OVC. Then we have 

a group which is doing substance abuse and another who does palliative care….. that 

means…..we submit to different departments , we have different forms that we submit every 

month” (Dr KK03) 

When asked if they find this process tedious, one respondent highlighted that they are used to the 

process because they have been doing it for the past 10 years. 

“No, it is not a challenge because we have been doing this for the past 10 years. And we have 

been working with the two departments and have never experienced any problems” (Dr 

RSMN04) 

The participants were also asked to describe the current feedback mechanism channels. The 

majority of respondents seemed satisfied with the feedback they receive from their sub-district 

coordinators and project officers. While other respondents send and receive feedback to/from the 

health facilities about the services they have provided, others pointed that the clinic staff do not 

provide feedback on reports that are submitted on a monthly basis. 
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 “We don't give health facilities the information. We just go and collect the information and 

then go and give them the feedback, e.g. …that we have traced that patient....” (Dr KK01) 

“Clinic staff do not have enough time for CHW and there is no any feedback about the report 

we submit at the health facility” (Dr RSMN06) 

6.5.3 Use of community based information by managers 

The response to how the NPOs use information showed that information is used for monitoring of 

services that are provided by the CHWs and to do follow-up on patients. Below are some of the 

comments by the respondents: 

”We use information to supervise and check house to house visit. We go there and check 

randomly if families were visited indeed” (Dr NMM03) 

“We use the information to understand whether the CHWs are competent enough to with 

the patients” (Dr KK04). 

“The information helps us to do feasibility studies in order to alert the health facilities and 

districts about the problems in the community” (Dr KK02) 

“We use this info to do some follow-ups and referral to clinics. We use information to trace 

defaulters” (Dr RSMN05) 

6.6 Challenges that hinder the effective provision of home based care 

services 
The NPO managers were asked to share their day to day challenges while providing community 

based services. Their responses are categorized into organisational challenges, patient based 

challenges and facility based challenges. 

6.6.1 The organisational challenges  

Duplication of HBC services: A number of participants highlighted that many NPO’s in their local 

areas provide the same services to the same target group of patients. This results in duplication of 

some services while other services receive less attention.  This practice causes tension between 

NPOs as all of them are striving to meet their objectives.  

“One of our challenges is that we have many NGOs offering the same services in 

Ventersdorp. We have about 11 NGOs and the population is big. Most of the organisations 

are doing Home-Based Care” (Dr NMM04).  

The problem of duplication of services is triggered by lack of collaboration between the NPOs which 

service the same areas. It seems that the project officers at the sub-district level are responsible for 

ensuring that the CBS workload is equally shared amongst NPOs as highlighted by one manager.   

“I usually go to our Project Officer and ask him to make a schematic plan to share the work 

of the NGOs. If I work at Ext 2, I must work only at Ext 2. We are doing HBC. All the NGOs are 

doing the same thing. Maybe I come to you, another NGO will come to you, and so we are 

duplicating the work. It is a challenge for us” (Dr KK01) 

This also causes discomfort to the household’s members when they are visited by the different 

CHWs to provide the same package of services. 
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Stipends for CHWs: All NPO managers who were interviewed highlighted that stipend for the care 

givers is currently a challenge. The stipend amounts are not standardised across NPOs, they range 

from R1000 to R1500. While some care givers receive this stipend, others do not. This resulted in 

poor performance and lack of commitment, thus CHWs are not able to reach the target households 

per day.  

“There is high absenteeism due to lack of stipends. Caregivers record that they visit patients 

when they haven’t done it. Our visits are lower because caregivers do not conduct visits to 

check household problems” (DR RSMN02) 

“….You know, caregivers, immediately the money is not there, they do not work fast. It 

affects their morale; they do not want to work. Already it's been two months since they were 

last paid. I am trying a lot to encourage them. Like today, I just called them to tell them there 

is an audit, and I want two of them to come with me to the department, and they came with 

me” (Dr NMM07) 

The discrepancies in stipend are due to the different funders who have their own standard rates. A 

number of funders that were identified include the Department of Health, Department of Social 

Development, European Union, and Hope Call. A number of participants also pointed that DoH and 

DSD usually fund services in their organisation and not necessarily the stipend of the care givers. 

“The DSD and DOH only provide funds to render services, not for our stipends” (Dr KK05) 

“European Union (EU) or Hope Call...... The managers and coordinators were paid by the EU. 

The rest was paid by Hope Call. We signed a contract with EU for three years but we only got 

funds for two years. They said the money has been exhausted. There is no money anymore. 

The managers and coordinators are not getting any stipends. We are just working. Then the 

caregivers get the stipends from Hope Call but not every month. For two to three months, 

they get R1, 100. They don't get paid every other month. We usually don't know how much 

the caregivers are going to get every month” (Dr KK01) 

“Each and every month, the government used to pay R1, 500 for each CHW [for activities]” 

(Dr RSMN01) 

A number of participants also reiterated that CHWs do not always receive their stipends regularly. In 

addition, CHWs are expected to visit some farms and assist their clients to reach the clinics, however 

they require transport fare which they cannot afford if they did not receive their stipends. 

“Then there is the issue of stipends. Every day you go out to care for patients, you expect to 

get stipends at the end of the month, but there is nothing. There is a problem right now. For 

two months, we have not got stipends” ( Dr RSMK01) 

“…we got three to four months without any stipends” (Dr KK05) 

“…already it's been two months since they were last paid” (Dr NMM07) 

It seems that the challenge around stipends resulted in bitterness amongst some of the NPO 

managers and their care givers. For instance one participant felt that the department is not 

forthcoming with the truth regarding the stipends. Another participant felt that the department 

does not take them (NPOs) seriously because they (the department) are not being transparent.  
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“It is a challenge. Each and every month we talk. You have heard others talk about their 

stipends. We hear no, no, no, things will be okay. They don't tell us the truth. If they tell us 

the truth, that they will only be able to pay after three or four months, then you will know 

that you will work for two months without being paid and then in the third month, I will get a 

stipend” (Dr KK01) 

“CHWs are not given enough recognition” (Dr RSMN03). 

“Maybe I can say  if the department can take us seriously.... I know we are partners. We are 

not saying we are going to rely on them only, we also going to seek for funds. Whenever they 

say they are going to give us something, they must give us. They must take us seriously. If 

there is going to be changes, they must come to us and say we are supposed to do this but 

because of this and that, we are not able to do it on time”( Dr RSMK 04). 

Even though this is a challenge, some participants indicated that they are still committed to provide 

services in their communities.   

“Then the challenge again is regarding the stipends of the caregivers. Caregivers are working 

very hard. We work from Monday to Friday and from 7 o' clock to 4 o' clock but we can't get 

stipends. We go three to four months without any stipends, but we are still willing to work. 

When we don't want to go to work [because of not receiving stipends] but when we think 

about our patients, then we go to see them.” (Dr KK05) 

Lack of funds to purchase home based care kits: Another challenge that is hindering effective 

community based services is shortage of home based care kits to provide services.  It emerged from 

the discussions with the NPO managers that the DoH provides care kits for CHWs. It was also 

highlighted that the NPOs also make provision in their budget to purchase the kits, if funds are 

available. The shortages of these kits were common in all districts. 

“….because there is shortage of home based care kits. Sometimes when mobile clinic comes 

they haven’t treatment, sometimes treatment shortage because at our clinic we have 

another organisation that their patients come from Northern Cape comes to that 

organisation, when they arrive at us the nurses told us that treatment is finished and wait for 

another month” (Dr RSMK06) 

“Another thing is the issue of funds. As an organisation we work with clients, but sometimes 

there are no funds. As there are no funds, we cannot purchase care kits for ourselves. The 

department is no longer providing the home based care kit” (Dr KK02) 

“The DOH does not provide care kits to caregivers which makes it difficult for CHWs because 

the patients are complaining” (Dr NMM05) 

“Barometer for monitoring blood pressure (especially at hospice centre ) and home base care 

kits are not available” (Dr NMM06) 

“There is a shortage of materials such as home based care kits  and there is  lack of 

information” (Dr RSMM02) 

Access to farms: Another challenge that was common in all districts is transportation to reach the 

farms. The majority of the CHWs are unable to provide coverage of all targeted areas due to 

transport problems. One participant also highlighted that it was a problem to schedule 

appointments to visit patients in the farms because the farmers usually refuse to release the 

patients during working hours. 
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 “The farms we are focusing on are so scattered. People need to go with transport. They must 

move from one area to another. Most of the people working in the organisation are females. 

They are afraid to move from one area to another on foot. You know what is happening, 

things like rape, so they are afraid of being raped. So transportation is a critical need” (Dr 

RSMK01) 

“At our community is a place where people work at the farm, and then some people we don’t 

reach them because sometimes they were at the work in terms of being at work and some of 

the farmers when they are at work they refused us to see the workers. Sometimes we see 

them sometimes we don’t see them” (Dr RSMK06). 

Another participant also raised the need for additional mobile services to geographically isolated 

areas. Mobile services are necessary to improve adherence to treatment, as many patients 

default because they find it difficult to reach the health facilities or have long waiting times at 

clinics. 

“There are some areas that need to have a mobile clinic visiting them so that people can get 

treatment on time. Queues are long at the facility and some patients are not patient enough 

to wait for their treatment and they end up defaulting” (DR RSMN01) 

Training of community health workers: A number of participants from one district also 

mentioned the lack of training of CHWs as a barrier to effective home based and other services. 

One participant felt that the CHWs could be trained to be nurses since they have in-depth 

knowledge and experiences in patient care. Other training that is required is monitoring and 

evaluation.  

“…..Give training to our caregivers to be nurses because they have experience on how to 

care for patients” (Dr RSMK04. 

 “We need more training especially when it comes to reporting tools and referral forms” 

(DR RSMN04) 

 “There is only one caregiver trained on M&E, so we need M&E training for 

management” (DR RSMN05) 

“We also want more trainings and workshops to have more information” (Dr RSMM02). 

“The committee needs training and an office” (Dr RSMM08) 

“We need training on M&E” (Dr NMM01) 

 

Other Organisational challenges include: space to render services. 

“Mostly, as a CHW organisation, our challenge is accommodation, that is an office space. 

Presently, we have an office space; the challenge is that we have to pay rent. So the problem 

is the payment of the rent. We are supposed to pay R1, 500 every month, which includes 

electricity and water. This is too much for us” (Dr KK03) 

 

6.6.2 Patient related challenges  

A number of participants in one district highlighted financial factors that lead to poor health 

outcomes in these areas.  One participant discussed the link between adherence to treatment and 
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social grants.  He/she pointed that some of the patients default their treatment in favour of not 

losing their grants.  

“Another challenge is that people have HIV and AIDS and they are on grants. They usually cut 

their grants. And if you cut their grants, they start to default, because they were relying on 

the grants. When they stopped getting the grants, they start to default. When they are on 

ARVs and their health starts to pick up, they will say they are healthy and can go to work, 

and their grants are cut. Then they start to default. People on ARVs usually default, because 

they know if their health begins to pick up, their grants will be cut. That's why they default, 

because they don't want their grants to be cut” (Dr KK01). 

Another participant suggested that poor health outcomes are linked to poverty. The participant felt 

that other factors such as lack of job opportunities have a bearing on the manner in which some 

people look after their own health.  

“ There is also too much poverty in Ventersdorp. You can see a dead cow outside, people run 

and go and eat the cow, without thinking about the cause of its death and they may become 

infected. As a result of hunger, they will eat that cow. It is so painful to see people doing that. 

If you can go around the location, you will see the way people live. Maybe if we are doing 

drop-in-centres, and they can give us more funds, we can provide food. We are not saying 

people should not work, but poverty is too much in Ventersdorp. There are no mines here. 

There is only SPAR and OK shops. All of us cannot go and work at these shops. If they can 

create jobs here at the location in Ventersdorp, then poverty can be alleviated” (Dr KK 05).  

6.6.3 Facility-based challenges  

Another challenge mentioned was shortage of mobile services in some areas. Although this 

challenge is not directly linked to the services that community care givers provide, it influences the 

effectiveness of the services. One participant indicated that poor mobile services also impact on 

treatment adherence. Patients still travel distances to a mobile service station to get treatment only 

to find out that the mobile clinic did not come. There seem to be a need to improve communication 

between the health facilities and the communities as well.  

“There are challenges. As we are based in a rural area, the mobile clinic only comes twice a 

week. Sometimes the mobile clinic does not come or comes once a week. And they don't 

inform us on time that they are not coming. We have to phone first. The challenge is mainly 

when the patients have to take their medication. Maybe they have been give a date to come 

and receive their medication, and the clinic does not come, then there is a challenge as they 

need to take their medication” (Dr KK03) 

“There are many challenges. As I have mentioned, we operate in a rural area. Our clients go 

to the mobile clinic, knowing that this day is for the clinic. When they get there, there is no 

clinic. The caregivers then have to make other plans regarding how the clients will get 

treatment. They have to travel to town” (Dr KK02) 
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6.7 Discussion of findings 
The results from the analysis of qualitative data collected from the 29 participants at the three 

districts in the North West Province are discussed in line with five of the themes that were identified 

in this study. The five themes are:  

 The services that are rendered by the CHWs in the community, 

 Collaboration and support between NPOs, and Health Facilities, 

 Referral patterns to and from the Clinics and NPOs, 

 Monitoring and Evaluation of the CHW programme and 

 General challenges regarding the provision of community-based health services 

The discussion will also take into consideration the norms and standards for community based 

services as outlined in the primary health care package (PHC) as well as the current PHC 

reengineering strategy.  

The services rendered by the CHWs in the community 

The primary health care package of South Africa outlines all community based services to be 

rendered by the NPOs in collaboration with the health facilities. The results of the discussions held 

with the NPO managers clearly outlined the gaps in the provision of community based services. 

Amongst other services, the PHC package outlines HBC, TB/Dots, HIV related services, School Health 

Services, Community Based Rehabilitation, Integrated Nutrition Programme and others. The current 

PHC reengineering also put emphasis on the integrated services that will be able to meet the targets 

in the Negotiated Service Delivery Agreement (NSDA), particularly improved life expectancy and 

reduction of infant and maternal mortality rates in South Africa.  The community health care 

workers will be expected to play a much more intensive role and they will be required to be 

competent in all the aspects of the programme. The results have shown that the NPOs are mostly 

skilled to provide home based care and lack skills in other community health programmes. For 

instance the IMCI and MNCH services, which are core to the PHC reengineering strategy, do not 

seem to be effective at this stage. In addition, only one NGO is providing rehabilitation services in 

one district. There is need to design a comprehensive programme that will allow community health 

workers to provide comprehensive services in the community. Training was mentioned as one of the 

barriers to effectively provide community based services.  

Collaboration and support between NPOs, and Health Facilities 

The PHC package on norms and standards and the 2010 PHC reengineering strategy emphasize the 

need for strong collaborations between communities, CBOs and health facilities and other 

government departments. It will be expected in the terms of the new PHC approach that nurses 

work closely with community health workers. Although a number of participants seem to collaborate 

well with facility nurses at this stage, there are some challenges in other sub-districts, for instance a 

number of NPO managers were less satisfied with the communication with the health facility staff as 

well as the DoH. In fact several NPO managers are of the view that health facility nurses do not 

understand the roles and responsibilities of the CHWs. This confirms what was highlighted in the 

HPCASA 2009 report that many nurses are not familiar with the scope of practice of CHWs and that 

they are not clear on the guidelines for linking CHWs to health facilities. The PHC package outlines 

that the responsibilities of health facilities are to ensure that both CHWs and community members 
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are capacitated and empowered with relevant training on different health issues.  A lot of ground 

work is needed in some districts to strengthen the relationships between facilities and the CHW 

programme. This was cited as one of the recommendations by some of the participants in the study. 

Referral patterns to and from the Clinics and NPOs 

One of the norms that are outlined in the PHC package is that there is effective and efficient referral 

and counter referral system between district health facilities and community based services. It is 

also expected in the PHC reengineering strategy that nurses are expected to visit households upon 

referrals from CHWs. Although the referral system is in place, the implementation is still a challenge. 

There are still challenges of poor coordination, poor recording from health facilities, shortage of 

referral forms, and non referral from the health facilities. A referral system is critical for effective 

implementation of the PHC reengineering processes and will therefore require strengthening. 

Monitoring and Evaluation of the CHW programme  

All the programmes within the community based services programme in the PHC package require all 

stakeholders to have some knowledge of monitoring and evaluation. For instance the nutrition 

programme will require both CHWs and nurses to have the ability to communicate with a target 

group, analyse its needs and make appropriate choices of communication media and materials. The 

School Health Promoting Team will be required to apply and interpret the screening questionnaires 

for individuals and schools and transfer these skills to the teachers. In addition, the team should 

have knowledge of information system at all levels of the service, which will inform the different 

sectors to make effective use of existing services, identifies gaps in the service and monitor the 

progress toward the development of Health Promoting Schools as well. 

In terms of the current PHC model, the CHWs will be expected to identify and register households, 

conduct household assessments, provide household interventions according to the required 

protocols. All these services require some M&E knowledge. The findings of the interviews with NPO 

managers revealed a major limitation in the area of M&E, majority of NPO managers and CHWs do 

not have enough knowledge hence the need for extensive training in this area. The facility managers 

and PHC nurses will now be required to bring in the management expertise in the programme and 

they will be required to have both public health knowledge as well as management skills. There is a 

need to strengthen the current competencies in the area of monitoring of programmes. 

General challenges regarding the provision of community based health services 

It seems that the implementation of the new PHC model will also help to minimize some of the 

challenges that the CHW programme is facing. Challenges such as duplication of services, training of 

CHWs, shortages of home based care kits, stipends for CHWs who will form part of the programme 

will be addressed once the PHC model is implemented. 

However, some of the challenges that are experienced in the current CHW programme might have 

serious implications for the success or failure of the implementation of the new PHC model. The PHC 

outreach teams in the new PHC model are expected to reach a designated number of household per 

month. The finding in the interviews that were held with the NPO managers revealed the challenges 

of access to certain communities. Some of the programmes are not effective because CHWs are 

unable to reach geographically isolated households and transport is cited as one of the current 
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major challenges.  Linked with referral systems, the CHWs in the current PHC model are expected to 

do household visits upon referral from the CHWs. This will require PHC nurses to have transport to 

do the outreach services. The current mobile services are not very effective. This was reiterated by 

the number of the NPO managers that unreliable mobile service contributes to high treatment 

defaulter rates. In addition to this, the NPO managers highlighted that high mortality rates are also 

linked to poor or limited access to services. The success of the new PHC model is therefore 

dependent on addressing the challenges that have been highlighted by this audit before the roll out 

of the programme. 
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77..  CCoonnssoolliiddaattiioonn  ooff  tthhee  QQuuaannttiittaattiivvee  aanndd  QQuuaalliittaattiivvee  

RReessuullttss,,  RReeccoommmmeennddaattiioonnss  aanndd  CCoonncclluussiioonn  
 

This study explores the coverage and gaps in the provision of community-based services by CHWs in 

all the districts of the NW province, in preparation for the implementation of the PHC outreach 

teams. The quantitative component of the study provides information on the profile of the CHWs 

and their distribution in the NW province as well as identifies the gaps in their services and training. 

The qualitative component complements the results from the quantitative data by providing in-

depth understanding on the challenges experienced by the CHW programme especially around 

collaboration between NPOs and health facilities and their referral patterns. This section presents 

the discussion of the key results, in terms of the objectives of the study, by consolidating the 

quantitative and qualitative components of the study. It also provides the recommendations based 

on the findings and the conclusion. 

7.1 Consolidation of the Quantitative and Qualitative Results 
The objective of the study is to conduct a profile of the CHWs in the NW province. The data from the 

quantitative component shows that 5,167 CHWs participated in the audit. The majority (90%) of the 

CHWs are females and they more likely to be found in the rural areas of the province where their 

services are needed most. In terms of the distribution of the CHWs, the majority of the CHWs are 

based in the NMM district (28%), followed by the BP district (26%) and Dr KK district (25%), while Dr 

RSM district (21%) has the least number of CHWs. The ratio of CHW to population for BP is 1: 938; 

while Dr RSM is 1: 322; Dr NMM is 1: 557; and Dr KK is 1: 665. The Matlosana sub-district has the 

highest number (13%) of CHWs while the Kgetlengrivier sub-district has the lowest number (1%) of 

CHWs. 

The data from the quantitative component also shows that a higher proportion (32%) of the CHWs is 

between 31 and 40 years and the median age of CHWs in the NWP is 37 years. About 4% are aged 60 

years and above; the study suggests that there might be a need to further investigate why elderly 

CHWs, who are eligible for old-age pension grants, are engaging in community-based services. 

In terms of academic qualification, 32% of the CHWs have grade 12/matric while 43% passed grades 

8-11. This suggests that at least 75% of the CHWs in the NWP are functionally literate and numerate; 

therefore the majority of the CHWs met the minimum criterion for selection of CHWs into PHC 

outreach teams.  

Another objective of the study is to assess the provision of community-based health services by 

CHWs in the NW province. Data from both the quantitative and qualitative components show that 

the CHWs provide a range of services such as HBC, OVC, health promotion, and TB DOTS services; 

however, their services are skewed towards the provision of HBC and TB DOTS services. The study 

highlights that there is a gap in the provision of other services that are core to the PHC re-

engineering strategy, such as IMCI and school health services. There is therefore a need for a 
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programme to capacitate CHWs in the NW province with the necessary skills to provide these crucial 

services. 

Furthermore, the findings from the quantitative component reveal that the CHWs in the NW 

province are currently responsible for 7% of the number of households that those deployed for the 

PHC outreach programme are expected to service, that is 1 CHW to 250 households. The means that 

they are currently operating below the level expected by the PHC re-engineering strategy in terms of 

the ratio of CHW to households. It is therefore imperative for the DOH and other stakeholders to 

provide the necessary support, training and incentives (e.g. uniforms, bicycles, etc) that will enable 

CHWs to expand their services from current ratio (1: 17) to the expected ratio (1:250). 

The other objective of the study focused on the gaps in training. Both the quantitative and 

qualitative components show that currently, there are gaps in the training of CHWs in the NW 

province which hinder CHWs from providing quality and effective community-based health services. 

The quantitative component shows that 17% of the CHWs in the province have no training and the 

majority of those who have been trained, are less likely to have received formal and intensive 

training on CHW and AHC at NQF Levels 1-4. Further findings show that about 80% of the CHWs have 

not received qualifications in CHW and AHC at NQF Levels 1 to 4. This shows there is a great need for 

the DOH and other stakeholders to facilitate the process of providing formal training for more CHWs 

in the NW province.  

Other findings from both the quantitative and qualitative components show that the CHWs utilise 

both structured (forms) and unstructured (notebooks) tools for recording their activities and services 

as well as collecting information on their patients. The qualitative component provides more 

information on the issue as it shows that the CHWs only fall back on their notebooks when there is a 

shortage of forms. This shows it is essential for CHWs to be provided with enough materials so that 

they will be able to provide quality data on their patients and services. 

Another major issue highlighted by both the quantitative and qualitative components is the issue of 

the remuneration of CHWs. All the CHWs in NWP remain in the employment of NPOs who are 

funded by the provincial DOH. The quantitative component shows that 25% of the CHWs in the NW 

province do not receive stipends while the quantitative component reveals that non-payment of 

stipends to CHWs result in poor performance and lack of commitment. These findings concur with 

those from other studies (Lehmann and Sanders, 2007; HPCASA, 2009; Friedman et al., 2010; 

Ogunmefun et al., 2011) that show how non-payment of stipends to CHWs hinder the provision of 

quality community-based services. It is therefore imperative for the DOH to address the issue of 

payment of stipends for all CHWs, in view of the implementation of the PHC outreach team 

programme. 

In summary, the findings from the quantitative component concur with those from the qualitative 

component as both highlight the gaps in the training, services and remuneration of CHWs that the 

DOH would need to address in the process of the implementation of the PHC outreach team 

programme in the NW province. 

7.2 Recommendations 
The recommendations based on the findings from this study are as follows: 
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 The DOH and other stakeholders should facilitate the process of providing formal training to 

more CHWs in the NW province, especially those who have grade 12/matric. 

 All training courses, whether short or formal, should be standardised. 

 All CHWs who have inadequate or no training should be provided with adequate training in 

order for them to be capacitated with the skills to provide quality community-based health 

services. 

 Many of the CHWs in the NW province need to be capacitated to provide essential 

community services such as the community component IMCI and MNCH services. 

 Adequate provision of funds should be made for the payment of stipends to all CHWs in the 

province. 

 There should be adequate provision of materials such as M&E tools (e.g. tally sheets, patient 

registers, etc) and HBC kits. 

 The CHWs that will be deployed for the PHC outreach team programme should be provided 

with the necessary training, support and incentives (e.g. uniforms, bicycles, etc) as they will 

be required to expand their services to more households. 

 Nurses should be capacitated with relevant training on how they can enhance their working 

relationship with CHWs, especially in view of the implementation of the PHC outreach team 

programme. 

 The DOH (and DSD) should put in place a proper remunerative system for the CHW 

programme that will enable CHWs to be contracted by districts so that they have job 

descriptions, performance agreements, uniform reimbursements, as well as stable and 

dependable income through stipends. 

7.3 Conclusion 
The intention of this audit was to identify the current coverage and gaps in the CHW programme in 

the North West Province. The results will assist the DOH and other stakeholders to support the 

planning for the PHC re-engineering process. The results of this audit confirm the challenges that 

have been cited in the literature since the implementation of the community health worker 

programme in South Africa. For instance, the gaps in the training, remuneration challenges, the 

fragmented roles of the CHWs, transport problems, still form the major challenges facing the CHW 

programme in the NW Province. This means the recommendations that have been cited since the 

development of the CHW programme have not been well implemented. Thus, there is a need for the 

DOH to consolidate all the recommendations from this audit (and previous studies) and integrate 

them as part of the process of implementing the current PHC outreach team model in the NW 

province.  
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