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C ommunity healthcare workers (CHWs) engage in essential 
work in the health sector of many countries (Guenther et 
al., 2019; Okello et al., 2019; Oliver et al., 2015; Schneider 

et al., 2020; Stodel et al., 2020, World Vision, 2015). However, the 
nature of the job is often precarious, uncertain, undervalued, and 
unpaid (International Labour Organisation (ILO), 2019). A working 
paper published by ILO in 2019, presents a review regarding the 
future of work in certain sectors. This document outlines four cen-
tenary conversations, which include decent jobs for people and 
the governance of work. Among the key issues were the impact 
of new technologies on workers’ job conditions and their safety 
as well as how trends of new technologies create ways for future 
sustainable development (ILO, 2019:2). In the area of health, the 
document highlights that there are increasing opportunities for 
employment in high-income countries, which is up to 10 percent . 
On the other hand, for low-income countries, this employment op-
portunity is less than one percent. In addition, the workers faced 
biological, chemical, physical and other forms of occupational 
health risks, which “are not always recognised” (ILO, 2019:7).  
Women bear the brunt of sometimes unpaid and underpaid work 
that put them in dire economic problems that also show “inequal-
ities and gender prejudices in societies” (ILO, 2019:8). 

National health policies in Sub-Saharan Africa, as well as 
researchers, recognise this crucial work that CHWs are doing 
(Phiri, et al., 2017; Rafiq, et al., 2019., National Community Health 
Strategy, 2017-2021, 2017, Ludwick et al., 2020). Recognition of 
the importance of their work has not led to formal integration 
into the health force by providing structured salaries, adequate 
training and supervision to them. The report of the 72nd World 
Health Assembly, 20-28 May 2019, reiterates the importance 
pf the essential work of CHWs (WHO, 2019). The report on the 
25 May 2019 regarding the opportunities and challenges in the 
delivery of primary healthcare (PHC), mentioned that CHWs “are 

Introduction
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part of the interdisciplinary workforce…effective in the delivery of a range 
of preventive, promotive and curative health services and that they can 
contribute to reducing inequities in access to care”. 

This paper provides an outline of the PHC initiatives and the situation 
of CHWs in 11 countries in Sub-Saharan Africa and the MENA region. It 
outlines the challenges and possibilities for decent work and encourages 
social dialogue to improve the working conditions of CHWs in this region.  
The objectives are: 

• To describe the PHC initiatives and in 8 of the 11 countries, also 
describe the situation of CHWs in terms of: 

• their programme initiatives, successes, challenges, and 
suggestions for the way forward

• Present two major examples of precarious work of CHWs and 
female-held healthcare profession including contestation and 
social dialogue of CHWs

• To outline the recent primary healthcare policies by African nations 

• To provide an assessment of the ILO regulations relating to CHWs 
by identifying related regulations, gaps, and proposals for further 
elaboration
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W e undertook desktop research. We selected literature 
from journal articles, working papers, the ILO, other 
World Health Organisation (WHO) agencies, govern-

ment health websites and electronic press releases. We held 
email consultations with researchers who were involved in recent 
CHWs-related work in some of the targeted countries. The coun-
tries selected are Algeria, Kenya, Malawi, Mali, Morocco, Niger, 
Nigeria, South Africa, Tanzania, Tunisia, and Zambia. These coun-
tries were selected because authors have conducted research 
and have given examples of the significant works of either primary 
healthcare initiatives and/or CHWs and have recorded their suc-
cesses, challenges, and suggestions for the way forward. Some 
of the targeted countries have reported contestation with govern-
ment and mechanisms of social dialogue. We used South Africa 
as one of the countries to improve our understanding of opportu-
nities to start or strengthen social dialogue in the other countries. 
In addition, the Public Services International (PSI) has affiliated 
health unions in all the countries included in the study. It is ex-
pected that furthering social dialogue may create a platform to 
integrate CHWs in better paid work in the health service delivery 
of Sub-Sahara African and MENA region. 

Methods
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The World Health Organisation adopted the concept of CHW 
at the Alma Ata conference in 1978 (Olivier et al., 2015). The 
1989 WHO definition of CHWs is “…members of the com-

munities where they work, should be selected by communities, 
should be answerable to the communities for their work, should 
be supported by health system but not necessarily part of its or-
ganisation, and have shorter training than professional workers”. 
Although there are other definitions of CHWs the WHO definition is 
widely used. Witmer, et al., (1995:1055) define community health 
worker as “community members who work almost exclusively in 
community settings and who serve as connectors between health 
care consumers and providers to promote health among groups 
that have traditionally lacked access to adequate care”. CHWs op-
erate under different names and their roles have not been ade-
quately defined (Olivier et al., (2015:2). Lehman & Sanders (2007) 
did extensive works to understand who the CHW is. They draw on 
the widely accepted definition by the WHO and explain how CHWs 
have carried many different titles. Among a list of 36 countries, 
the CHW is referred to as community health volunteer in Malawi, a 
community health distributor in Uganda, a mother coordinator in 
Ethiopia, a rural health motivator in Swaziland and a village health 
worker (VHW) or simply CHW in many other countries. CHWs en-
gage in one or more functions of health care delivery, but some 
fall in the category of “generalists” and others in the category of 
“specialists” (Lehman & Sanders (2007). The latter is more recent 
and address specific health issues, like maternal and child health, 
TB, and HIV care. The former includes cadres of workers who had 
been involved in community-driven projects before the Alma Ata 
declaration. Their roles involve home visits, environmental sanita-
tion, and health education. 

Who is the CHW?
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Despite the distinctions in the roles between the two kinds of 
CHWs, the differences in the practical work are not so clear 
(Lehman & Sanders, 2007:8-11). For example, The World Vision’s 
(2015) definition of CHW shares similarities with the WHO in 1978 
and Witmer et al., 1995.  They define CHW as “a man or woman 
who is respected and trusted by his or her community. They are 
the first point of contact for many with the health system and 
are elected by the community. They live within the community 
and so they know and understand people and culture”. While the 
definitions above attempt to describe the important works of the 
CHW, their roles and responsibilities, training and reward for their 
services are still convoluted.      

The next sections give an overview of the prospects and 
challenges of the African Union’s response to PHC as well the 
use of the technologies and the role of CHWs.   
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T     he Africa Health Strategy (AHS) 2016-2030 puts forward 
policy guidelines and strategic approaches that include 
the response to Primary Health Care (PHC) in Africa (Work-

ing Group of the Specialised Technical Committee on Health, Pop-
ulation and Drug Control, 2016)1. The policy framework is based 
on key visions, which include “Agenda 2063: The Africa we want” 
and the “Sustainable Development agenda for 2030”. This docu-
ment is important because it emphasises the immense contribu-
tions that CHWs and other health staff have made. For example, 
the AHS 2016-2020 outlines that between 2000-2013 access 
to HIV treatment in Africa has increased more than 100-fold from 
2000 to 2013. About 10 million people are on ARV treatment and 
AIDS-related deaths have declined by 33% for people living south 
of the Sahara. Malaria incidence in children also fell from 26% in 
2000 to 14% in 2013. Also, between 2000 and 2015 risk of ma-
laria dropped by 42%, not including North Africa and the mortality 
rate dropped by 66%. The successful treatment of tuberculosis 
increased to 86% in 2013. Maternal health also made significant 
gains where maternal mortality was 990 deaths per 100000 pop-
ulation in 1990, dropped to 510 deaths per 100000 in 2013, ex-
cluding North Africa. (Working Group of the Specialised Techni-
cal Committee on Health, Population and Drug Control, 2016:12). 
CHWs have been instrumental in these progresses highlighted 
above. 

Prospects and 

challenges of African 

Union’s response to 

PHC 
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Lehmann, Friedman & Sanders, (2004:2) reviewed the utilisation 
and effectiveness of community-based health workers in Africa. 
They traced the work of “village health workers” (VHWs) over the 
40-year history of CHW programmes in the “developing world”. 
They further add that the VHWs were not only instrumental 
in PHC the delivery of health care, but were also advocating 
for social change and influencing government to provide 
equal opportunities and rights for the communities (Lehmann, 
Friedman & Sanders, 2004:3). 

Despite the gains made in  health care, some of which are 
done at community level, it is not within the context of a PHC 
approach.  Efforts to achieve better health care for all have been 
more focused on cost effective programmes rather than broad 
developmental approaches to health envisaged in the PHC 
approach. In other words, the health responses have become 
de-politicised and commodified.    These authors (Sanders 
& Reynolds, 2019) argue that the emphasis on a selective 
approach to PHC, which is considered more economical, among 
other advantages, is preferred over comprehensive PHC that is 
considered too ambitious and not financially feasible. Sanders & 
Louis (2019) also assert that neoliberal health sector reform has 
become the driving force in the health sector in low- and middle-
income countries. Sanders & Reynolds (2019) also assert that 
neoliberal health sector reform has become the driving force 
in the sector in low- and middle-income countries. This means 
healthcare has been viewed as a commodity rather than catering 
for the wider community. They state that:

when health care is viewed as a commodity, either because 
of privatization or because of the use of a narrow form of 
accounting to assess health service activity, then the functions 
of community mobilization, intersectoral action, and advocacy 
are unlikely to be rewarded or encouraged by the broader 
health system (Sanders & Louis, 2019:11).

Similarly, Kutzin (2013) in an earlier paper calls for a revisit of the 
UHC by using the whole population and the whole health system 
in general as the unit of analysis. If the UHC only targets specific 
heath initiatives especially around equity it undermines the 
achievement of  UHC, which  approach that emphasises, quality, 
equity in health resource distribution with no financial hardship, 
and transparency and accountability (Kutzin, 2013). The author 
believes that health financing is linked to other social goals. The 
author asserts that if some members of the population “have 
better financial protection and increased access does not mean 
that these have improved for the entire population” (Kutzin, 
2013:607).

Apart from the problems of the concepts of the PHC approach 
noted by the above authors, there are also notable challenges 
in the rollout of health care in general. For example, apart from 
North Africa, the continent only saw 32% reduction in neonatal 
mortality. Child mortality rates are also not declining. Unmet need 
for modern contraceptives is still high at 26.2%.  (Working Group 
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of the Specialised Technical Committee on Health, Population 
and Drug Control, 2016:12-13). The document also highlights that 

Although the majority of African countries have put in place 
policy framework to improve the availability of skilled human 
resource for health, the health work force suffers from 
insufficient production, inadequate pre-service training, 
inappropriate skills-mix, maldistribution, unsatisfactory 
workplace support, low motivation, weak retention strategies 
and regulatory frameworks….Health sector governance 
remains challenged by weak transparency and accountability 
mechanisms as well as by inadequate engagement,  no 
national capacity to deal with severe public health risks and 
health-related events until they assumed disaster proportions. 
(Working Group of the Specialised Technical Committee on 
Health, Population and Drug Control, 2016:13-14).

In response to these challenges, the AHS 2016-2030 establishes 
a set of guiding principles. These include that health is a human 
right that must be accessible to everyone, that health systems 
must provide quality services, and that they should be people-
centred and owned by the community. There should be respect 
for cultural diversity and gender equality. (Working Group of the 
Specialised Technical Committee on Health, Population and Drug 
Control, 2016:15). The objectives put forward was “to strengthen 
health systems performance, increase investments in health, 
improve equity and address social determinants of health to 
reduce priority disease burdens by 2030”. Under the strategic 
objectives, the report mentions that there must be: 

adequate national human resource management frameworks 
to substantially increase health worker training, recruitment, 
deployment, regulation, support and retention…to strengthen 
and invest in disease prevention and in comprehensive, 
people-centered, integrated delivery of primary health care; 
while prioritizing equity, quality, cost-effectiveness and 
efficiency in health service delivery (including by strengthening 
district and community-based health systems) (Working Group 
of the Specialised Technical Committee on Health, Population 
and Drug Control, (2016:20))

The above excerpt informs us that countries in Africa should be 
proactive in expanding the health workforce and strengthening 
community-based initiatives. Community health workers 
emerge as key players in achieving these strategic goals. The 
implementation of the Africa Health Strategy (AHS) 2016-2030 
relies on all health sector committees and frameworks of the 
African nations represented in the compilation of this document 
(Working Group of the Specialised Technical Committee on 
Health, Population and Drug Control, 2016:10). Unfortunately, 
many African countries have not been      proactive in the optimal 
integration of CHWs in the health sector. This poses serious 
challenges in regional bodies, such as the Economic Community 
of West African States (ECOWAS) and South African Development 
Community (SADC) responses to PHC. Each country would 
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need to estimate the cost to rollout CHWs in their communities 
because of there are differences in size and scope of 
community work needed in each country because CHWs greatly 
complement the efforts of facility-based care in the rural areas 
of Africa (McCord IIu & Singh, 2013). It is crucial to recognise 
CHWs as partners in the response to healthcare in Africa. If they 
continue to be viewed as a peripheral workforce this dream of 
“Agenda 2063: The Africa we want”, may be far-fetched. 

1  This report draws on the Health Strategy 2007-2015 that was endorsed by ministers of health held in 2008. In 2015, technical experts 
converged to discuss and submit these guidelines and strategic approaches to tackle the multi-faceted health problems in Africa. This 
team of experts is known as the Specialised Technical Committee on Health Population and Drug Control (STC-HPDC) (Working Group of 
the Specialised Technical Committee on Health, Population and Drug Control) 2016
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Technologies and 

CHWs’ role in PHC

Based on some of the guiding principles explained above, 
work in the subregion has included some innovations to drive 
better PHC to many communities. Loum & Mokoena, (2019) 

reflect on the importance of proper disease surveillance and of ac-
cess to recent information, especially during disease outbreaks. 
Timely response to such disease outbreaks facilitates appropriate 
diagnostic tests, management, and better treatment of diseases. 
They evaluated Mobile health (Mhealth) projects in Africa citing the 
UN and Vodafone’s “mHealth for Development: The Opportunity 
of Mobile Technology for Healthcare in Developing World” (Loum 
& Mokoena, 2019:171). Most importantly, such responses can save 
lives at low cost. Vatsalanet al., (2010) had already established that 
there were many mobile phone users in the developing countries 
that should be harnessed to promote healthcare. 

Nonetheless, there are many obstacles to implementing this. A major 
setback is a lack of skills in Information Technology in the regions of 
Africa. The authors mention that

the problem is amplified by the fact that supervision and routines to 
guide health workers are inadequate. Power, internet, and computers 
have a high amount of interruption, and the software used for health 
information management is generally poor. Finally, most of the 
hospitals have no form of information management which makes 
data accessible within and outside hospitals… (Loum & Mokoena, 
2019:188).

Even though these technological advancements can help in case 
management and offer a cheaper option in the follow-up of patients 
Loum & Mokoena, (2019) they do not replace the effective follow-
up mechanisms of CHWs. The lack of skills in managing the new 
technologies in hospitals are part of the problem. Many PHC facilities 
are also not well resourced to manage such a system with patients in 
the communities. Patients themselves often do not have sufficient 
digital data available to maintain such a service. 
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CHW and COVID-19

Community health workers have been on the frontline of the 
global pandemic caused by the Novel coronavirus which 
broke out in Wuhan, China in November 2019. Some coun-

tries in the region have declared states of disaster or emergency. 
South Africa has the highest rate of COVID-19 in Africa. As of 29 
July 2020, the country has recorded 471123 confirmed cases of 
COVID-19, with 7497 deaths (Department of Health, 2020). The 
ILO defines “disaster” as “serious disruption of the functioning of 
a community or a society at any scale due to hazardous events 
interacting with conditions of exposure, vulnerability and capaci-
ty, leading to one or more of the following: human, material, eco-
nomic and environmental losses and impacts” (ILO, 2018:3). In 
South Africa and Malawi for example, governments are gearing up 
for an imminent “disruption” of the health service that requires 
the assistance of CHWs. In Malawi, CHWs are involved in work 
such as providing critical information to people in the community, 
but also assisting efforts to control transmission. These include 
case investigation, through contact identification, contact listing 
and contact follow up (Operational Guide for Community Health 
Workers on COVID-19 in Malawi, 2020:17). To collect such infor-
mation requires close contact with potentially infectious cases. 
Furthermore, in engaging with cases that are quarantined pose 
further risks. The WHO’s operational guideline acknowledges the 
risk and offers protective guidelines that include wearing masks, 
frequent sanitizing of hands, and social distancing. However, it is 
virtually impossible to socially distance when you are taking the 
details of someone, as it is with facility-based healthcare workers. 
Community health workers sometimes work near people infected 
with COVID-19. In Zambia, one response to COVID-19 is to ensure 
that different levels of community-based volunteers are deployed 
in the community to diagnose and treat patients, checking for 
danger signs and referring cases that need extra care.  Commu-
nity health workers will still be expected to update information on 
healthy clients but also have added responsibilities and manage 
the risks that come with COVID-19 pandemic (General Guidance 
on Provision of Essential Public services during the COVID-19 Pan-
demic, 2020:63). The COVID-19 pandemic has worsened the al-
ready insecure nature of work of CHWs. 
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According to Manzi (2020), an assistant professor of global 
health, shortages of health staff has made the work of CHWs 
even more important in the fight against COVID-19 in Africa. While 
the WHO recommends 445 health workers for every 100000 
people, countries including Kenya have 20 for 100000. Many 
other African countries have 10-40 for every 100000 population. 
He also recounted the many challenges that CHWs face in the 
frontline fight of COVID-19. T he WHO has recommended that 
CHWs be involved in the COVID-19 response at every level and that 
they should possess  the required skills to do this work, but the 
reality on the ground shows that this is not the case. Reflecting 
on the fight against Ebola in West Africa, research shows that 
CHWs were poorly integrated to do this work which resulted in 
lack of recognition and compensation for their work. Using CHWs 
as volunteers was problematic in the fight against Ebola. and it 
will most probably be the same in the fight against COVID-19 if 
things are not done differently. CHWs in the fight against Ebola 
by Guinea, Liberia, and Sierra Leone document similar challenges 
of the lack of recognition and financial compensation for the 
work done by CHWs (Miller et al., 2018). Therefore, some CHWs 
were left demotivated to continue their work. The tasks CHWs 
are required to do are demanding, emotionally and physically 
challenging, but the rewards do not match this intensity of work 
done. Their roles were also poorly explained to them (Manzi, 
2020). He recommends that governments must have the political 
will to ensure that the work of CHWs are coordinated properly with 
adequate investments into their work and be given more space in 
the designing of programmes for better health outcomes.  

These projections have already surfaced in some countries 
where CHWs do not have sufficient personal protective 
equipment to respond to infectious diseases like TB as well as 
COVID-19. In the past 10 years about 2500 CHWs died due to 
TB and related conditions while working (October, 2020). A 
CHW called Thoko (pseudonym) contracted TB while working. 
When the announcement of contact tracing was made, Mbali (a 
pseudonym), who is Thoko’s line manager, said “when call comes, 
I am not sending my team out towards danger without protective 
gear. How can I?...We are scared, We don’t get masks or gloves….
There was a time I had to go through the clinic and try and steal 
a mask for one of my CHWs because she was doing TB tracing in 
the community. So, this problem is not a COVID-19 problem. We 
have been struggling for years to get these things to protect us” 
(October, 2020).  While the lack of personal protective equipment 
is a problem for many other cadres of health workers in South 
Africa and other countries in Africa, it is more severe with CHWs 
who fall very low on the pecking order in the health sector. Another 
CHW called Rachel (pseudonym), refused to go to work because 
she had no protective gear. She also said that there was too much 
confusion around training. She said “they let us work without 
protection…my conscience is killing me. I have to go to work. My 
patients depend on me. So, I have to take my own precautionary 
measures to make myself safe because what use am I if I bring the 



THE SITUATION OF COMMUNITY HEALTH WORKERS IN AFRICA18

virus (COVID-19) to my patients or back to my family? (October, 
2020). On 16 June 2020 NUPSAW organised a picket of CHWs at 
the Khayelitsha Hospital in Cape Town, South Africa. Lali (2020) 
report that:

The issues of proper PPE for community health workers 
in the Western Cape is concerning as the majority of non-
governmental organisations (NGOs) are non-compliant on 
the provision of proper PPE…. They sang struggle songs and 
carried placards that read: “Danger allowance”, “Permanent 
jobs” and “We demand integration into Department of 
Health”.

CHWs protested for better working conditions and safety in time of 
COVID-19 (Lali, 2020)
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ALGERIA

CONTEXT

After independence in 1962, the health indicators in Algeria were 
causes for concern. For example, the infant mortality rate (IMR) 
was 180/1000 and life expectancy was below 50 years. (Chikhi, 
Kicha & Tadjeva, 2016:76). For the past 40 years, Algeria has 
expanded PHC initiatives and the training of medical personnel. 
The progress is seen in improvements including IMR (which 
declined from 80/1000 in 1984 to 46,8/1000  in 1990), and the 
number of the population per doctor ratio, which decreased 
from 6000 to 600 people (Chikhi, Kicha & Tadjeva, 2016:80). 
This progress was also recorded by the Oxford Business Group 
(2017) who explain that for the past two decades Algeria has 
made great progress in healthcare service including the decline 
of communicable diseases. Even though their work focused on 
healthcare in university hospitals, in providing a context for their 
paper Scherer et al., (2018) also indicate that models for a hospital-
centred model in Algeria incorporated plans for community-based 
PHC work. According to the Global Nutrition Report (2015), the 
CHW ratio in 2007 was 0.029 to a 1000 population. The national 
population at the time was about 34.14 milllion people. The Joint 
United Nations Programme on HIV/AIDS (UNAIDS) (2020), reports 
that Algeria in 2016 had infectious diseases, such as HIV/AIDS 
that mostly affect “commercial sex workers (5.2%)”, “Gay men 
and other men who have sex with men” (4.3%) and “people who 
inject drugs” (4.3%). The UNAIDS (2020) report also indicate 
that from 2010 AIDS-related deaths have risen by 7%. Therefore, 
Algeria has launched HIV testing in all healthcare facilities. 

PHC INITIATIVES AND/OR WORK OF CHWS 

There were PHC programmes like those which provided 
preventative care. With this healthcare for children under 16 as 
well as for chronic diseases. Medications for preventative care 
are also provided to patients in the public health care system 
(Tlilane, 2004). A new health organisation was established, which 
has planned to provide better care using modern facilities. These 
include a Medical public establishment of proximity. The services 
provided here included prevention and diagnosis. This care unit 
will be a community-based organisation, where CHW could be 
useful, especially in the rural areas where there have been notable 
lack of trained medical personnel and the shortages of medication 



THE SITUATION OF COMMUNITY HEALTH WORKERS IN AFRICA20

(Chikhi, Kicha & Tadjeva, 2016). M. Through its Migration health 
programme, the Ministry of Health embarked on a project to 
“strengthen the capacity of health-care providers to give quality 
and culturally sensitive health services, including HIV services, 
to migrants; as well as to enhance outreach, health promotion 
information and referrals through the establishment of community 
health workers” (International Organisation of Migration, (IOM), 
2013). UNAIDS and the United Nations Office on Drugs and Crime 
(UNODC) have embarked on recent ventures to reach populations 
amid the COVID-19 pandemic (UNAIDS, 2020). Collaborating with 
three civil society organisations, UNAIDS and UNODC provide HIV 
prevention services to 908 patients in three different locations 
in the country. They recruited 18 CHWs who would provide “HIV 
prevention and testing services, but also provide information 
regarding the COVID-19 pandemic. More of this activity will be 
discussed under “the emergence of COVID-19” below. 

SUCCESSES 

The authors also highlight that the number of healthcare facilities 
has rapidly increased. In 1974 care units and polyclinics combined 
were 1508 and increased to 7111 in 2013 (Chikhi, Kicha & Tadjeva, 
2016:77). By 1974, free healthcare services were rolled out in 
public facilities accessible to most of the population, and the 
life expectancy had climbed to over 70 years. However, by 1992 
Algeria intensified privatisation of health services that reduced 
state-sponsored healthcare (Tlilane, 2004). Treatments like 
preventative care, care for children under 16 and for chronic 
illness and drugs are free, but most other healthcare services are 
paid for by the public (Tlilane, 2004). Due to rising unemployment 
and poverty among rural populations, the Ministry of Agriculture 
engaged in a strategy for sustainable development (IOM, 2013). 
Though the effective implementation of such plans have not yet 
been disseminated or accessed, it shows commitment on the part 
of government to improve “agricultural infrastructure and building 
capacity of the local community to engage in productive and 
sustainable agricultural practices” (IOM, 2013). UNAIDS (2020), 
states that Algeria rolled out successful HIV and AIDS testing to 
fulfil 90-90-90 targets that was by UNAIDS.

CHALLENGES 

Rural populations struggle to meet the costs of health services 
(Chikhi, Kicha & Tadjeva, 2016:77). The authors also mention 
that despite these improvements mentioned above, the health 
system in Algeria needs revamping. There are certain things that 
are needed but that are not done to cater for the present needs 
of the population. These include improving access to preventive 
medication and lack of qualified medical staff and unequal 
distribution of medical practitioners. There are also socio-cultural 
disparities where a single model of primary health strategy might 
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not work. Further problems, such as the inequalities in health that 
dampen the progress in healthcare that Algeria has made (Oxford 
Business Group, 2017). There is also a rising incidence of chronic 
diseases especially diabetes and cardiovascular diseases. The 
IOM (2013) also highlights lack of employment opportunities 
fuelled by urbanisation and the poor socio-economic conditions 
of some segments of the population. There were challenges 
mentioned by UNAIDS (2016) in the form of minimal HIV and AIDS 
treatment coverage in some communities including low PMTCT 
of HIV. 

RECOMMENDATIONS FOR THE WAY FORWARD 

From the above challenges, one of the areas intervention is needed 
is to bridge the gap between in the access to healthcare (Chikhi, 
Kicha & Tadjeva (2016). Many people using the public healthcare 
system and paying out of pockets as mentioned by Tlilane, (2004), 
should be able to access affordable primary healthcare services. 
Knowing that CHWs understand the socio-economic problems 
of the communities, they are well-positioned to be included in 
effectively responding to these challenges (WHO, 2019, ILO, 
2019). They should be trained and supervised and integrated 
into this workforce to respond to these challenges in the health 
sector. Labour unions could help to drive this advocacy in Algeria 
(Chelghoum, 2018). The General Union of Algerian Workers known 
as Union Générale des Travailleurs Algériens  in French, was 
formed but with strong links with the National Party and was later 
criticised for being too attached to the national politics. There were 
also problems of unfair dismissal of protesters by government, 
intimidation, and arrests (Chelghoum, 2018). However, after the 
Arab Spring in 2010 where many states were advocating for issues 
such as employment and better living conditions, governments in 
the Arab states made some initiatives like announcing “measures 
to create jobs and alleviate unemployment” (Chelghoum, 
2018:15). Autonomous trade unions that have emerged that were 
non-partisan to the political environment but rather focus on 
advocating for better conditions of service for workers in Algeria 
(Chelghoum, 2018) can be advocates for the integration of CHWs. 
The author concludes that according to their findings there is a 
“strong belief in the autonomous unions being independent in 
order to enhance the working and living conditions of Algerian 
people” (Chelghoum, 2018:17). UNAIDS (2016) suggest that with a 
revived political will to “invest in girls and young women, boys and 
young men and the critical stages of their lives…we can end AIDS 
by 2030 and contribute to broader health, development, rights 
and gender outcomes in the region”.  This is also an opportunity 
to explore the potential to employ the services of CHWs who 
majority of them are young men and women to contribute in the 
health outcome of this country. 
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KENYA

CONTEXT

The Ministry of Health in Kenya decentralized health services in 
2006 and started implementation in 2008 (Olivier et al., 2015). In 
this system, community-driven or PHC services go under titles like 
close-to community (CTC), community health committees (CHCs), 
and community health volunteers (CHVs) to differentiate the roles 
and responsibilities of the different cadres of the community health 
personnel. Community health volunteers (CHVs) replaced CHWs in 
this new primary health strategy.   This community health strategy 
was divided into six levels and level one being the community 
level. A district health management team oversees a committee 
of the various health facilities (Olivier, et al., 2015). These health 
facilities supervise CHCs, who in turn manages the CHWs and the 
Community Health Extension Worker (CHEW) CHEWs. Kenya, as it 
is with many countries in Sub-Saharan Africa, has low numbers of 
health workers including CHWs, and has a shortage of 86% with 
one doctor to about 1:119,879 population (Olivier, et al., 2015:4). 
By 2014, Kenya has recorded about 64,000 CHWs (this number 
includes CHEWs) (Access to healthcare through community 
health workers in East and Southern Africa, 2014:31). The World 
Vision supports 4,725 CHWs in Kenya (World Vision, 2015) that are 
found in the public sector9.

PHC INITIATIVES AND/OR WORK OF CHWS 

Community health workers in Kenya do a range of work. This 
includes assigned home visits that lasts for an hour which pave 
the way for work such as referrals, medical intervention (cases 
where CHWs attend to minor first aid treatments), data collection 
and health education leading to behaviour change. CHWs assist 
with maternal and new-born care, and supporting parents in group 
conversations. They are also involved in Timed and Targeted 
Counselling, nutrition support and immunisations (Olivier, et al., 
2015; World Vision, 2015). From these groups of CHWs, you also 
have volunteers who go into the communities and report their 
work to another group called health centre-based CHEWs.

9 It is difficult to determine the number CHWs in the private sectors because private health organisations hardly shares information that 
are sent to a central database that is readily available to the public. 
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SUCCESSES 

Many researchers, local and national organisations have described 
the significant works that CHWs are doing in Kenya (Crispin et 
al., 2012; Olivier et al., 2015; Juma, et al., 2015; Mireku, et al., 
2014., Ngugi et al., 2018; Okello., 2019., World Vision, 2015). 
For example, Olivier et al., (2015) explain how CHWs have pride 
in their work and have immense satisfaction in the impact they 
make on communities and how some members of the community 
are appreciative of their work, except for a few who think they 
are not as qualified as other health workers. The CHWs find 
“creative ways” to navigate the difficulties and maintain a level of 
commitment to their work that foster some level of unity in the 
localities where they work (Olivier, et al., 2015:14-15). This is an 
important skill that can be harnessed in the field that sometimes 
are devoid of a structured training programme. In other words, the 
CHW already possess social skills to manage difficult situations in 
the communities that they serve. Responding to health initiatives 
may be different if handled by someone who did not understand 
the socio-cultural and economic life of the people. 

CHALLENGES 

Despite the good engagement with the health service in trying to 
fill in the gap in the health system in Kenya, CHWs’ roles have been 
diverse and hard to grasp and most importantly they face many 
challenges, one of which is lack of adequate resources. CHWs are 
limited in material resources such as lack of forms, adequate first 
aid kits, and financial resources to purchase airtime for effective 
and frequent communication. They are required to travel long 
distances that require cycling, but the bicycles are not always 
functional (Olivier et al., 2015:10-12). They are given insufficient 
training. Juma et al., (2015) highlight the need for sufficient 
training and support by the Kenyan government for CHW’s so they 
can provide more sensitized and quality family planning services 
in the country. In addition, most of the literatures highlighted in 
the successful works of CHWs focusing on how they have pride in 
their work, but that does not mean they do not want to be paid for 
their services. Having the skills to be creative in discharging one’s 
duty should be rewarded. It appears here that creativity means 
being forced to adapt to ways of working that are unstructured, 
insecure and with little to no remuneration. 

RECOMMENDATIONS FOR THE WAY FORWARD

Despite the challenges that CHWs describe in Kenya, they still 
persist which means that they value their work. They would 
welcome a proper integration of their services in the national 
health services, which would make their work more valuable in the 
communities that they serve and ensure decent work for them. This 
should start at the policy level. Juma et al., 2014, note that even 
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though the community health strategy has been implemented, 
there is no clarity in how training, supervision and incentives must 
be carried out. These include the number of CHWs to include in 
community service and how managers should provide sufficient 
information regarding the guidelines and intermittent reviews of 
work completed. There needs to be clarity of the roles between 
the different levels of CHWs – including CTC and CHEWs (Olivier, et 
al., 2015; Juma et al., 2014). Furthermore, some CHEWs seemed 
to be playing dual roles, where they were required be at the facility 
and the community, but the latter’s work is being stifled because 
of this overloading of duties.

In the area of remuneration, CHWs who were paid a daily wage 
“maximised” screening for active TB-case finding. Okello, et al., 
(2019:56-57) found that CHV’s who were paid a daily minimum 
wage were better motivated “this wage subsidises the transport 
that CHVs use to cover large areas for community mobilisation”. 
Closely related to this is the role of monetary incentives to 
motivate and retain the services of CHWs. The work of Mbugua, 
Oyore & Mwitari, (2018) found that monetary incentives are very 
key in retain the services of CHWs because their work contributes 
to the effective rollout of PHC services in the communities. Most 
importantly, these incentives should be communicated in a way 
that CHWs are able to determine what to expect based on the 
work that they are being asked to do (Ngugi et al., 2018). However, 
incentives are not the same as remuneration. The work of CHWs 
must be valued by having a proper structured payment that will 
enhance better retention of their services.
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MALAWI

CONTEXT

Owing to the shortages of health workers and an attempt to 
achieve the Millennium Development Goals (MDGs), Malawi 
rolled out CHWs known as CTC (Nirenda, et al., 2014). These 
include Village Health Committees (VHCs), whose roles include 
to motivate communities to be involved in community health 
programmes, are unpaid volunteers chosen by community 
members to render them health services. There are Community 
Home-Based Carers, who are also known generally as Community 
Care Providers. The Community Home-based Carers are trained 
to offer specific services to terminally ill patients and vulnerable 
people. They provide nursing care and keep records of tasks 
performed and engage in monitoring and evaluation. They are 
also unpaid volunteers.   Another cadre of CTC are called Health 
Surveillance Assistants (HSAs) who act as a link between the 
health facility and the community (Nirenda, 2014 et al., National 
Community Health Strategy, 2017). This group of health workers 
have been working in the community as early as the 1950s known 
as “Public Vaccinators”. They were called upon to help mitigate 
outbreaks, such as smallpox and cholera and the 1973 cholera 
outbreak the in Nsanje district. Their contracts were terminated 
after each outbreak until the Government realised they rendered 
invaluable services and the Public Health Department in Malawi 
extended their recruitments  to all districts, which became an 
integral part of the health service in Malawi (Nirenda et al., 2014). 

World Vision reports that it supports 12,000 CHWs in Malawi. The 
main cadre of CHWs it identifies are the HSAs who are referred 
to as village doctors. They report that the HSAs are paid by the 
Malawi Ministry of Health [MoH] and are trained to offer PHC. They 
work with Care Groups who are selected by the community. The 
National Community Health Strategy, 2017-2022 (2017), states 
that the “HSAs and Senior Health Surveillance Assistants (SHSAs) 
alone make up over half of the MoH’s +17,000 health workers”. The 
document also stipulates that “Malawi needs 7000+ more HSAs to 
meet the Malawian MOH policy recommendation of 1 HSA per 1000 
people”. This means that there are over 9000 CHWs in Malawi. 
CHWs in Malawi further comprise of Assistant Environmental Health 
Officers (AEHOs) who supervises the SHSAs, Community Health 
Nurse (CHN), who provides guidance in clinical management of 
SHSAs and HSAs; Community Midwife Assistants, who provide 
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such services in the community and CHVs who are selected from 
the community (The National Community Health Strategy 2017-
2022, 2017). All the cadres of CHWs are paid, except CHVs. There 
should be at least 4 skilled CHVs per HSA. There are many types of 
skilled CHVs at the community level including Community based 
Distribution Agents, Growth Monitoring Volunteers and Peer 
educators, to name a few. They are active in health promotion, 
prevention, monitoring, surveillance, response, and referrals.

PHC INITIATIVES AND/OR WORK OF CHWS

The tasks of HSAs include community health, prevention, 
control of communicable diseases, delivering of contraceptives 
and family planning.  HSAs are always trained. Guenther et al., 
(2019:3) evaluated the home visits made by CHWs for pregnant 
mothers and new-borns. These CHWs were trained in tasks 
including “weighing scales, thermometers, respiratory rate 
timers…and monthly reporting forms”. The level of intensity of this 
training increases over time. In 1992, HSAs received training for 
6 weeks, in 1995 it increased to 8 weeks, and by 2003 it was 
10 weeks (Nirenda et al., 2014:14). The training times vary based 
on expected outcomes of a community organisation (Guenther 
et al., (2019). World Vision (2015) reports that only 65.8% of 
births are attended by a professional health worker. Besides 
HSAs, other CHWs provide related services, such as assisting in 
delivery of babies (Traditional Birth Attendants (TBAs), acting as 
agents in community-based distribution and providing generally 
care to the community.  Overtime, TBAs were relegated to simply 
referring patients to health facilities. There were problems where 
some TBAs did not refer patients timely. Nonetheless, Beltman 
et al., (2013) mention that there was still a high level of trust by 
health workers for TBAs and the high level of acceptability among 
pregnant women in the community. Evidence suggests that TBAs 
still perform these roles unofficially in the country (Nirenda et al., 
2014). 

SUCCESSES

There are numerous successes regarding the work of CHWs in 
Malawi (Hermann et al., 2019; Beltman et al., 2013; Nirenda et al., 
2014). This includes increases in access to services and initiation 
to HIV treatment as well as increases in community support. This 
contributed to the health of the population in that district, where 
about 96% of people on HIV treatment were still active and alive 
compared to 76% who were alive without any community care 
(Nirenda et al., 2014:20). The community was appreciative of the 
work of the CHWs, which showed that ongoing initiatives have 
the potential to be successful. Furthermore, the CHWs make up 
more than half of the health staff in the country, which suggests 
the value they possess in service delivery in the country (National 
Community Health Strategy, 2017-2022 (2017).
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CHALLENGES

The CHWs in Malawi face challenges that include having a huge 
workload, low remuneration and insufficient tools and equipment 
to work with (Nirenda et al; 2014). In addition to the lack of financial 
and material support of CHWs, they face problems of improper 
supervision, unclear roles, and inadequate transportation to areas 
that the CHWs needed to cover. At the community level, CHW 
sometimes clashed with some community members. Some of 
the traditional heads required some form of monetary incentives 
before they could be involved in community-driven projects.  World 
Vision (2015:2) identifies that there are serious gaps in the roles of 
CHW. Firstly, the most recent policy assigned 500 households to 
one HSA, but in most areas the ratio is one to 1000 households. If 
CHWs simply remain as volunteers they may not fill this gap. They 
proposed that Malawi needs an estimated 340,000 CHWs to have 
an ideal coverage of the country. This is more prevalent in the rural 
areas. In the report of the Ministry of Health (2017-2022), it states 
that Malawi has a “shortage of at least 7,000 CHWs and existing 
CHWs are unevenly distributed across the country (National 
Community Health Strategy, 2017:viii). Gunther et al., (2019) 
also reports the low home visits by HSAs for pregnant women 
and those who were in an early postnatal period. Presently, the 
Malawian government acknowledges cadres of CHWs employed 
by the government including HSAs and Senior HSAs (SHSAs) and 
Community Midwife Assistants. 

RECOMMENDATIONS FOR THE WAY FORWARD

Even though there are many challenges to the effective work of 
CHWs, members of the community appreciate their services. This 
appreciation from the community serves as a great incentive to do 
more. There is great potential for CHW services to be strengthened 
to cater for more effectiveness and efficiency in the health 
sector. Nirenda et al., (2014) suggest that three broad sectors 
that should drive this thinking must consider contextual factors, 
health system-related factors and an intervention design factor. 
The National Community Health Strategy, (2017:3) highlights that 
the “community health is essential in improving the health and 
livelihoods” of the people who mostly reside in the rural areas. 
The Malawian Government increased their health workforce from 
87 in 2004 to 114 in 2009 (including lay health workers and health 
extension workers from 41 in 2004 to 80 in 2009) (Rasschaert 
& Assefa, 2011:111). However, the Malawi National Occupational 
Safety and Health Programme, (2011) highlighted a lot of 
occupational hazards linked to health jobs. There needs to be 
more protection for workers in the health sector. In addition, the 
findings of Gunther et al., (2019), one of the recent papers of the 
situation of CHWs, point to the mobilization for full time, well paid 
CHWs to meet the national target of health coverage in Malawi. 
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MALI

CONTEXT

By 2001, it was recorded that Mali has a total health workforce 
of only 5173 of which 77% were in the public sector. Of this 
number, 18% were community health staff who were managed 
by local committees (Dieleman, et al., 2006). Despite the Malian 
government implementing a national poverty strategy in 1998, 
the country remains one of the poorest countries in the world, 
with about 73% of the population living below $1 a day (Solomon 
et al., (2008:32) Causes of the deaths of children under five 
years old included neonatal complications, pneumonia, diarrheal 
diseases, and malaria (Solomon et al., 2008:32). Some NGOs 
have been working with the government to alleviate the health 
problems of the country, including through community-based 
programmes. However, an overreliance on external funding 
encourages dependency and limits the sustainability of such 
community-driven projects (Solomon et al., 2008). These authors 
then conducted a study to understand the dynamics between 
community and NGO partnership in the context of primary health.  
Using the Ouelessebougou-Utah Alliance (OUA), an NGO that 
works to alleviate poverty in Mali, which was established in 1985. 
The Ministry of Health of Mali joined efforts with the United Nations 
Children’s Fund (UNICEF) to implement a strategy to expand 
immunization, basic maternal and newborn health services and 
Integrated Management of Childhood Illnesses (Perez et al., 
2009). This was part of UNICEF’s Accelerated Strategy of Child 
Survival and Development in West and Central African countries 
launched in 2002. The main goal of this strategy was to empower 
the community to respond to such problems. 

World Vision reports state that they support 595 CHWs in Mali, 
which is at least 1 CHW per political demarcation. They maintain 
that CHW programmes are new in Mali, and that the early strategies 
to respond to the primary health challenges in the country using 
CHWs were those piloted by UNICEF and USAID by 2015. These 
efforts were expected to be supported by the government, which 
has not been too forthcoming. There are two kinds of CHWs in 
Mali, those who are volunteers known as “Relais” and those who 
are formally trained by government and are paid a stipend known 
as “Agents de Sante” (World Vision (2015). World Vision supports 
some of these paid CHWs. 
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Mali has a well-functioning CHW network that is being managed 
through a model called Association de Sante Communautaire 
(Moran et al., 2017). They deliver integrated community case 
management (iCCM) programmes. World Vision and the Association 
de Sante Communautaire target communities that have limited 
access to health facilities. The government also responding to 
the WHO’s recommendation to retain health workers in the rural 
areas motivated to establish human resources for health strategy 
in 2009 (Sidebe, et al., 2019). This strategy was also expected to 
retain midwives in the rural areas under the primary health sector. 
Midwives are part of the health sector that contributed to 1538 
health staff who are trained from the private sector Sidibe et al., 
(2019). Some of them are employed by the government or the 
private sector. There are 2337 CHWs in 5 regions in Southern Mail 
(Saint-Firmin, Diakite & Ortiz, (2018). 

PHC INITIATIVES AND/OR WORK OF CHWS 

Based on the OUA initiatives, CHWs are trained to render health 
services in the community. These include male and female CHWs 
selected by the community and the OUA as well. Apart from being 
members of the community, CHWs are selected based on their 
level of education and as respected members of the community. 
The initiatives of CHWs included alleviating the consequences of 
shortage of water supply, community gardening and adult literacy 
and linking community members to health facilities (Solomon et 
al., 2008). These authors assert that some health workers play 
very important roles as literacy teachers and are part of the men’s 
association in the community. CHWs were selected and trained in 
several health services including basic healthcare management, 
the importance of complete vaccinations of children and women 
and coordinating health kits for home use (Perez et al., 2009). 
Moran et al., (2017) evaluated the quality of care for the treatment 
of uncomplicated severe acute malnutrition delivered by CHWs in a 
rural setting in Mali. CHW’s employed by World Vision also support 
initiatives such as infant and young child feeding, breastfeeding 
support, family planning and health promotion/behaviour change 
counselling. 

SUCCESSES 

Many authors have documented the impact that CHWs have 
made in Mali (Moran et al., 2017; Perez et al., 2009; Solomon et 
al., 2008; Sidibe et al., 2019). For example, CHWs through the 
OUA development programme contributed significantly to the 
improvement of health conditions in the community. There were 
also positive results in childcare practices and improved hygiene 
practices. Overall, the communities had access to essential health 
services that previously eluded them. This included being able 
to purchase vital drugs at lower prices compared to the regional 
pharmacies. Previously, community members had to travel to the 
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clinics or use alternative means for medical treatment (Solomon 
et al., 2008). There were also improved understanding of what 
causes ill health and ways to avert some of them. Trained wives 
also contributed to the reduction of maternal deaths (Solomon et 
al., 2008). Perez et al., (2009:10) highlight a marginal success of 
the strategy where CHWs covered 40% of the houses they were 
supposed to visit. Nonetheless, the homes that CHWs managed 
to visit, there was a reduction of child illnesses. There were also 
more people using bed nets to prevent malaria. Also, houses 
that CHWs visited used drugs to manage child illnesses more 
frequently than those who did not have CHWs visited them (Perez 
et al., 2009). 

Most of the children aged six months to 59 months targeted by 
CHWs were able to identity their illnesses and suggest treatment 
for these illnesses (Moran et al., 2017). For example, 95.2% of 
children were checked for the presence of danger signs (Moran 
et al., 2017: 4). The authors concluded that CHWs can manage 
complicated health efficiently but will need “high level of 
supervision” (Moran et al., 2017:5). The authors corroborate their 
findings where they indicate that “there is sufficient evidence that 
CHWs are able to safely treat malaria, pneumonia, diarrhoea, and 
other pathologies in the community (Moran et al., 2017:6).

CHALLENGES

Community health workers in Mali raised some challenges in the 
implementation of the OUA programme. One of the most important 
observations was that the programme was not prevalent in 38% 
of the villages because there was no more significant support 
from the programme. It was recorded that “only three out of forty 
health workers currently receive regular on-site visits from the 
OUA nurse” (Solomon et al., 2008:35). The CHWs also indicated 
they needed more training. Coupled with little supervision, the 
knowledge of health initiatives of CHWs did not improve. There 
were also reports of shortages of medical supplies either because 
the OUA pharmacy was closed or there were not enough medical 
supplies. Community health workers and midwives who were 
willing to serve their community for small payments, but they were 
not satisfied with the unclear reward systems by OUA. There were 
also inconsistent payments of some members of the community 
(Solomon et al., 2008). Drawing on the marginal success of 
CHWs reaching only 40% of the houses they planned to visit, 
the challenges the CHWs encountered in connection with work 
overload (Perez et al., 2009:10). The authors also mention that 
38% of the CHWs did not receive any form of supervision in the last 
six months of their work in the field (Perez et al., 2009:10). Moran 
et al; (2017) highlight the importance of effective supervision in 
the work of CHWs. 

Only 23% of midwives were present in the rural areas under the 
primary health sector (Sidibe et al., (2019). Although strategies such 
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as training, deployment and retention were employed, they were not 
effectively implemented. Also, even though midwives were satisfied 
with voluntary work as that enhanced their skills, it did not prepare 
them for paid jobs in the public sector where they aimed to work. 
In other words, the public sector provides more job sustainability 
(Sidibe et al., 2009:8).  Saint-Firmin, Diakite & Ortiz, (2018) highlight 
fears that because CHWs’ programmes have not been given much 
attention most of the programmes in the communities would not 
be sustained. Donor funding has been driving initiatives of CHWs 
with organisations, such as World Food Programme, UNICEF, and 
Population Services International (SaintFirmin, Diakite & Ortiz, 2018). 
The CHW program had more than 10 funding sources, including the 
World Food Programme (47%), the United Nations Children’s Fund 
(UNICEF) (18%), and Population Services International (14%). World 
Vision (2015) also explained similar challenges in funding community 
outreach programmes.

RECOMMENDATIONS FOR THE WAY FORWARD SOCIAL 

According to Dieleman et al., (2006) monetary incentives to 
workers in the health sector is not the only strategy to enhance 
better performance in the health sector. Health staff can also be 
motivated by them having more responsibility and them having to 
be accountable. These strategies can also cater for better quality of 
care and accessibility in the health sector (Dieleman, et al., 2006). 
The work of Solomon et al., (2008) inform us that clarity is needed in 
the relationship between NGOs and the community. It is necessary 
to note that even though CHWs are not only motivated by monetary 
incentives, they need to be paid wages for the number of hours that 
they work. This is encouraged by the ILO (2019), and WHO (2019) 
stipulations of the recognition of decent work by CHWs and their 
integration into the health sector. The authors noted that “needs, 
knowledge, and resources of the communities, most strikingly those 
of women, were seldom taken into account in program planning and 
implementation” (Solomon et al., 2008:36). The authors further 
state that “the woman, both beneficiaries of the services and 
midwives, were not integrated into the decision-making apparatus” 
(Solomon et al., 2008:36). The authors further explain that these 
affected the involvement of many trained midwives in the services 
of 14 villages. Other members in the community were not able to 
influence decisions affecting their own lives. Recommendations from 
authors included NGOs should endeavour to advance community 
participation by supporting the ventures that the communities 
propose (Solomon et al., 2008:36).  Funders and other stakeholders 
supporting community initiatives must understand the socio-cultural 
differences in communities in Sub-Saharan Africa. This partnership 
can also incorporate effective and efficient supervision of the work 
of CHWs (Moran et al., 2017). Drawing on the findings of Sidibe et 
al., (2019:9), one of the ways to retain CHWs to work in rural areas 
is to “improve the quality of service…[by supporting] local training, 
employment and supervision…”. 
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MOROCCO

CONTEXT

Morocco has put forward many health strategies, for example one 
that will reduce the rates of maternal and neonatal mortality. These 
plans embedded in the national health plans of 2008-2012 and 
that of the 2012-2016 (Boutayeb et al., 2016).  There was also an 
indication of equality in access to healthcare that was adopted by 
the constitution in 2011. Regarding addressing social determinants 
of health and interventions in primary healthcare specifically, the 
authors identify programmes that were rolled out in the rural areas. 
These included programmes to provide safe drinking water and 
electricity. However, there was low health insurance coverage that 
led to a mandatory health insurance for public and private sector 
employees, which was a plan to assist poorer households and for 
students in 2015 Boutayeb et al., (2016). The profile for health 
staff who working closely with the community Morocco were 
midwives and some nursing personnel. The nursing and midwifery 
personnel staff for PHC was 0.84/1000 population in 2015 with a 
national population of 34.66 Million (WHO (2018). 

PHC INITIATIVES AND/OR WORK OF CHWS 

The Midwives who work closely with the communities rolled 
out primary health care services including that of gestational 
diabetes (GDM). Midwives refer cases of GDM to specialists such 
as endocrinologist and gynecologists (Utz et al., 2017). A study 
regarding the knowledge and attitudes of patients who were on 
tuberculosis treatment was conducted by Tachfouti et al., (2012). 
They indicate that TB is high in Morocco with more than 26,000 
people with TB in 2009. By 2008 there was a detection rate of 
80% and about 15% of these patients had a relapse on treatment. 
There was a commitment from the government to fight TB through 
the National Strategic Plan 2006-2015. TB care was made free 
for all the public. There were directly observed treatment-short 
course (DOTS) both at the health facilities and home-based 
observed treatment (Tachfouti et al., (2012:2). 
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SUCCESSES

There was access to drinking water, which increased from 92.4% 
in 1999 to 96.5% 2011 and access to electricity also increased 
from 89.3% to 98.5% in the respective years (Boutayeb et al., 
2016: 2). Primary health care providers such as midwives and 
nurses are the first group of healthcare workers that the public 
encounter (Utz et al., 2017). There was an increase of basic 
healthcare facilities from 1653 in 1990 to 2689 in 2011, which was 
one facility for 14600 population to that of one facility for 12000 
population. Access to health services and healthcare rose sharply 
in the past 10 years, with skilled personnel increasing from 31 in 
1992 to 73.5% in 2011 and for example, women having at least one 
prenatal visits increased from 33 to 77.1%, the contraception use 
increased from 41.5% in 1992 to 67.4% in 2011 and vaccination of 
infant aged 1 year to 1 year 11 months, also increased from 75.7% 
to  99.6% in the same years (Boutayeb et al., 2016: 4-5).

CHALLENGES 

In assessing the healthcare workers’ knowledge and practice 
in relation to gestational diabetes, Utz et al., (2017), found 
that midwives lacked training on gestational diabetes. Twenty 
nine percent of the 100 healthcare workers interviewed were 
midwives. They reported that they did not receive pre-service 
training on gestational diabetes (Utz et al., 2017:2). About 33% of 
the population could not afford required medical care despite the 
rollout of national health insurance coverage. There were disparities 
in the access to healthcare by the richer and poorer categories 
of the population. Boutayeb et al., (2016: 5), mention that “the 
country is still facing regional disparities, urban–rural differences, 
education gradient and the wealth-health gaps in access to health 
care and health outcomes”. Tachfouti et al., (2012) also found 
that the knowledge of TB among patients was poor in spite of 
the interaction of the provider. The patients were not informed 
about the outcomes of not adhering to their treatment although 
they were informed about their treatment duration. Community 
members who were sick with TB were also stigmatised because 
some linked TB to poverty and low social status.

 
RECOMMENDATIONS FOR THE WAY FORWARD

Even though Tachfouti et al., (2012) study is a bit dated it suggests 
that community-based initiatives could help inform the community 
about TB to enhance better treatment outcomes and reduce the 
stigma attached to it. These should be tailored according to the 
specific needs of the patients (Tachfouti et al., (2012) that incudes 
services to be rolled out closer to where the patients reside to 
enhance comfortability and convenience when accessing health 
services. These work also speak to better training programmes 
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for health workers who will be working in the communities. Such 
initiatives became relevant in Boutayeb et al., (2016) study as well. 
They suggested training is needed for midwives to understand a 
nurse-led model to address non-communicable diseases, such as 
the one established in South Africa could be a promising for better 
health outcome in this area. Community health workers can be very 
useful in complementing the efforts of midwives and PHC nurses 
as has been evidenced in other countries in Africa. Even though 
Morocco has made tremendous improvements in health access 
and outcomes what needs serious attention is the inequalities 
in rural and urban areas Boutayeb et al., (2016). This may have 
implications for qualified health workers that should not only be 
better trained, but also motivated, and incentivised to work in 
rural settings. Community health workers have shown knowledge 
of socio-economic challenges and the fact that they reside in the 
community, understanding the cultural life of the people, can help 
to alleviate the inequities of health that exist in Morocco. 
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NIGER

CONTEXT

The programmes of CHWs in Niger dates as far back as the 
1960s (Lehmann & Sanders, (2007).  By 1963 Niger had already 
established rural extension service that provided community 
development programmes through voluntary participation. There 
was a government plan that was issued from 1965-1974 setting 
out guidelines to train VHWs and TBAs. By the 1980s there had 
been notable contributions of the works of VHWs. It was a new 
programme that was endorsed by the 31st World Health Assembly 
following the need to establish PHC services in Africa to fight 
against Malaria. VHWs were used in the 38 health dispensaries who 
were trained by a dispensary staff (Haegeman, Wyffels & Alzouma 
(1985). At the time of the Sustainable Development Goals (SDG) 
declaration, Brooks et al., (2019), noticed that families in Niger 
had limited usage of family planning as well as high rates of early 
marriages. The authors record as part of the Family Planning 2020 
Initiative, the Republic of Niger opted to increase the usage of 
contraceptives from 12% to 50% by 2020 (Brooks et al., 2019:3). 
The authors also take note of the societal pressures to maintain 
norms that encourage women to have frequent childbearing after 
their first one (Brooks et al., 2019). This may limit the choices 
of young girls, for example to continue education rather than 
raising up children in school-going ages. The WHO in 2013 offered 
funding via World Vision Canada to the Ministry of Public Health 
to implement iCCM Rapid Access Expansion Program (Zakus et 
al., 2019). Community health workers were the drivers of this 
programme to diagnose and treat under-five children. Strodel et 
al., (2020:289) state that CHW in Niger is a two-tiered system that 
comprises of Agents de Santé Communautaire (ASCs) who are 
full-time CHWs and Relais volunteers. They are total of 7500 CHWs 
in Niger (2500 ASCs and 5000 volunteers).

PHC INITIATIVES AND/OR WORK OF CHWS

Village Health Workers participated in driving the campaign 
in the fight against Malaria in the 1980s (Haegeman, Wyffels & 
Alzouma (1985:139). Most recently, CHWs known as Relais act as 
volunteers who are selected by their communities. They should 
have the ability to read and write and be well known members of 
their communities. They are trained by some health staff who may 
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be working in local communities or part of NGOs. They are trained 
in programmes such as in the treatment of certain illnesses, family 
planning, nutrition, and hygiene. The CHWs form a link between 
the community and health facilities (Brooks et al., 2019). There 
were many NGOs involved in the training of CHWs and facilitating 
the implementation of work, such as family planning initiatives 
in Niger, including “Pathfinder International, World Vision, PSI, 
SongES, Lafia Matassa, Kaidia, and Kebon” which all enlisted relais 
to implement of community health initiatives (Brooks et al., 2019). 
Zakus et al., (2019) mention that CHWs also engaged in case 
management for children under five years who were affected by 
malaria, pneumonia, and diarrhoea. Other programme initiatives 
documented by Sodel et al., (2020:290) include immunisation, 
screening for illnesses, referrals, counselling, and general health 
promotion. 

SUCCESSES 

Haegeman, Wyffels & Alzouma (1985:139) reported that a “total 
of 1,974,000 tablets were sold by the VHW for the 1983 malaria 
prophylaxis campaign”. Children were part of the beneficiaries 
of this initiative. When there were shortages of drugs, the VHWs 
would use creative ways to maintain treatment. One example was 
to provide “preventive” or prophylactic chloroquine treatment for 
Malaria. Most importantly, VHWs would be present to monitor the 
intake of the medication by children to prevent the consumption 
of the wrong dosage (Haegeman, Wyffels & Alzouma (1985). 
Brooks et al., (2019), explored the relationship between CHWs 
and the access to family planning initiatives. Using current family 
planning use as the dependent variable, the authors found a 
strong relationship between CHWs work and the family planning 
mechanisms. Interestingly, the authors confirm that that this 
finding resonates with other similar findings in Sub-Saharan Africa 
(Brooks et al., 2019:7). Zakus et al., (2019) found that the iCCM 
programme contributed to a moderate quality of care for sick 
children mostly in the checking for danger signs. Overall, the CHWs 
who were recruited for this service to the community provided 
essential health services to children in the targeted areas.

CHALLENGES

During the fight against Malaria, VHWs were running out of 
needed medical stock. It is mentioned above that VHWs would 
be innovative to continue the treatment process. However, at 
times they were constrained by poor transportation and some of 
them had to be engaged in their own subsistence, like farming 
(Haegeman, Wyffels & Alzouma (1985:142). The authors also 
highlight that despite Chloroquine being rolled out massively in the 
targeted areas, only 76% of them were able to meet the minimum 
operational requirements. In the rollout of family planning in a more 
recent study, some community members, such as the nulliparous 
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women could not use family planning mechanisms because of 
societal pressures and stigma (Brooks et al., 2019). Owing to 
the different NGOs operating in different areas in Niger it may 
appear that CHWs might have received different forms of training 
and approaches to family planning. There were geographical 
differences in the uptake of family planning initiatives (Brooks et al., 
2019). This may have come because of the different approaches 
and priorities of the different NGOs operating in the area. (Brooks 
et al., 2019). Zakus et al., 2019 found that even though there were 
better outcomes in checking for danger signs, there were some 
incorrect administration of medications. This means that without 
the intervention of the state, these competing approaches could 
affect effective PHC approaches in the country. Furthermore, 
supervision of work is needed. The issue of lack of supervision 
seems to be a recurring theme in the work of CHWs.

RECOMMENDATIONS FOR THE WAY FORWARD

Proper training and supervision were required during the time of the 
Malaria campaigns. It was noted that in some instances there were 
improper treatment. Chloroquine was proven to be an effective 
treatment for Malaria, but if the initiatives are not monitored 
properly, as it is with many drugs, it could be counterproductive 
(Haegeman, Wyffels & Alzouma (1985). The use of CHWs in family 
planning work are very essential in Niger. This could be the same 
for other low-income countries in Sub-Saharan Africa (Brooks et 
al., 2019). This is so because CHWs were able to reach areas that 
were almost inaccessible, like very remote rural communities. As 
training was crucial in the 1980s to combat Malaria, so it is with 
family planning and many other health concerns in the country. 
Owing to the different priorities of NGOs, a collaboration of the 
programmes that are rolled out in the communities may enhance 
a better outcome. Zakus et al, (2019:12) confirm that supervision 
of work of CHWs could be decisive in meeting desired goals of 
programmes to be implemented in the communities of Niger. They 
maintain that in spite of the differences in performance of the 
intervention and control groups of CHWs, “both groups performed 
well in their work, providing needed health services to children 
in their communities…” With better training and supervision, 
implementation of such health initiatives would have a better 
outcome. 
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NIGERIA

CONTEXT

The CHW programme dates as far back as 1973 when the Christian 
Health Association of Nigeria incorporated work in the rural 
areas in Nigeria (Brieger & Orji (2020). Since this time, through 
the model of community participation, village heads, who were 
respected by the community, were involved in health promotion 
in their respective communities. These were later to be known 
as Volunteer Village Health Workers (VVHWs). The National Health 
Policy (2016) records that by 2012 the number of CHEWs were 
42938 and the Junior CHEWs were 28458. There were also 5986 
Community Health Officers (CHOs) who worked alongside these 
different cadres of CHWs. V.  Nigeria’s health system is divided 
into three main sections – the tertiary level (which comprises of  
Federal/State Governments teaching and specialists hospitals, 
and medical centres,as well as a few top-notchprivate clinics 
and hospitals); Secondary Level, (which are State-run general 
hospitals, private clinics and hospitals) and the Primary Level – 
these are community-based care and other PHC units that also 
including private clinic services, including some health centres 
run by Faith Base Organizations (Monitoring and Evaluation for the 
Second National Strategic Development Plan 2018-2022). The 
PHC structure is also sub-divided into levels one to five managed 
by Local Government Areas. Level one are VHWs and TBAs who 
are not formally trained and who provide “adhoc services” to 
other PHC staff. Level two are CHEWs who holds a 3-year diploma 
from recognised post-secondary institutions, such as schools 
and colleges of health technology. Level three are CHOs who are 
ranked below nurses and can head PHC initiatives in the absence 
of a nurse. Level 4 comprises of nurses/midwives that head a 
PHC. Level 5 is made up of a medical officer who supervises PHC 
centres in each Local Government Area (Monitoring and Evaluation 
for the Second National Strategic Development Plan 2018-2022). 

Sam-Agudu, et al., (2018) explores working relationships among 
CHWs, known as Mentor Mothers (MM) who were also HIV-
positive, and who gave support to other HIV positive women. 
They featured significantly in the task shifting framework that 
Nigeria and many Sub-Saharan African countries adopted, in 2014 
(Sam-Agudu, et al., 2018; Sotunsa et al., 2016). This is linked to 
the Prevention of Mother-to-Child Transmission (PMTCT) of HIV 
programme, which Nigeria has rolled out. The authors record 
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that “30% of approximately 200 000 HIV-positive and pregnant 
Nigerian women receive antiretroviral drugs annually and only 
9% of HIV-exposed infants receive timely early infant diagnosis 
testing” (Sam-Agudu, et al., 2018:2). In Northern Nigeria the 
maternal mortality ratio is estimated at “1000/100,000 live births 
and 40% of the deaths are due to eclampsia” (Sotunsa et al., 
2016:134).These statistics make the work of CHWs, including 
MMs very central in Nigeria. Other cadres of CHWs were TBAs, as 
also noted in the National Strategic Development Plan are CHEWs 
and midwives (Sotunsa et al., (2016). According to Brieger & Orji 
(2020), there are still VVHWs, whose numbers are unspecified, but 
are supported by some NGOs. The CHEWs on the other hand, who 
have a more structured programme and training are supported by 
government. There are about 43,000 CHEWs alone in Nigeria as 
stated by Brieger & Orji, (2020:297). 

PHC INITIATIVES AND/OR WORK OF CHWS

Many CHWs carry out a lot of community-based programmes. These 
include the provision of prompt access to effective treatment of 
Malaria. This venture was implemented in Sub-Saharan African 
countries including Nigeria (Onwujekwe, et al., 2006). They were 
also involved in PMTCT. The MM receive training on PMTCT and 
carry out these work in the communities. Interestingly, the MM are 
expected to work at the facility and at the community level.  After 
receiving training, the women in the MM project are also expected 
to guide other women to implement PMTCT (Sam-Agudu, et al., 
2018). The authors highlight also that were two groups of MMs, 
one of which is the control arm and the other is the intervention 
arm. The latter received baseline training through a standard 
curriculum with daily and continued supervisory support.  The 
specific programmes MM are involved in include client interaction, 
follow-up of patients on treatment (Haver et al., 2016), document 
work and feedback to supervisors, programmes that are linked to 
HIV-positive clients. Sotunsa et al., (2016) explain that the work 
of some CHWs also include observing and treating patients with 
pre-eclampsia – with work such as measuring patients’ blood 
pressure, observing and reporting related symptoms. CHWs also 
engage in the distribution of medication. Brieger & Orgi, (2020) 
provide an extensive list of work of CHWs that include promotion 
of insecticides, malaria treatments, administration of other 
kinds of medications, diagnostic tests, record keeping of work, 
counselling of patients and follow ups. 

SUCCESSES 

CHWs were who involved in the treatment of Malaria had successful 
outcomes in terms of timely and rendering appropriate treatment. 
The community preferred the CHWs’ interventions compared to 
treatments in health centres (Onwujekwe et al., 2006). In more 
recent interventions, MMs reported having good relationships 
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with other cadres of health workers. They mentioned that the other 
health workers were very supportive of their work (Sam-Agudu, 
et al., 2018). Although this support came from specific individual 
relationships with specific HCWs, it was identified as a morale 
booster by some CHWs. The MMs reported they were devoted 
to their work and realised they were contributing significantly to 
the healthy living of many women in the community (Sam-Agudu, 
et al., 2018). The MMs reported that the remuneration that they 
received helped them significantly because they were able to meet 
some of their basic needs. However, it would be much better they 
secure a much sustained living wages based on the services that 
they provide in the communities. Amid several misconceptions 
of strange diseases, such as pre-eclampsia, CHWs were able 
to provide information of the illness and motivated community 
awareness. In other words, based on training they have received 
they demonstrated knowledge of the illness and were able to 
disseminate that information in the community (Sotunsa et al., 
(2016). 

CHALLENGES

One of the key challenges in the rollout of Malaria treatment in 
Nigeria was not the capacity of CHWs to carry out their work rather 
it was the difficulty for some of the poorest people to fully pay 
for the services at the point of consumption (Onwujekwe et al., 
2006). It appeared that the cash-and-carry payment strategy at 
this time was the preferable option Onwujekwe et al., 2006). Some 
MMs reported that they not considered to be at the same level as 
other health staff. They felt estranged and not valued by fellow 
workers (Sam-Agudu, et al., 2018). Some of them were terrified 
of their supervisors because of poor individual relationships. This 
culminated in MMs seeing themselves as having the lowest level 
of significance in the health sector (Sam-Agudu, et al., 2018). In 
addition, they were not considered highly trained nor legitimate to 
operate in some sections of the health service. Their work “lies 
outside of the formal sector, often supported by foreign-funded…
grants” (Sam-Agudu, et al., 2018:8).  In extreme situations, some 
of the MMs felt they were discriminated against by their fellow 
workers because of their HIV-positive status.  Some of MMs in 
the control did not have a proper teaching structure as compared 
to others. Sotunsa et al., (2016) also report that all CHWs were 
not confident enough to carry out certain functions when treating 
patients with pre-eclampsia. 



A STUDY TO OUTLINE AVAILABLE LITERATURE IN RELATION TO PRIMARY HEALTHCARE INITIATIVES 41

RECOMMENDATIONS FOR THE WAY FORWARD

According to Onwujekwe et al., (2006), the installation payment 
for Malaria treatment coul help poorest households to access a 
more expensive Malaria drug, SP [Sulfadoxine-Pyrimethamine]. 
They maintain that the out-of-pockets payment was repressive 
and inequitable. Sam-Agudu, et al., 2018 also put forward some 
suggestions that are worth exploring as opportunities for future 
work of MMs in Nigeria. One of these is to communicate the 
integrated work of the MMs in the health service of Nigeria. The 
MMs are not there to replace the work of HCWs, rather they 
complement the work of the other HCWs. These tensions come 
from poorly defined roles of that the various cadres of health 
workers must perform. There is also the need for proper training 
of the all MMs. It seems the government needs to play more 
proactive role in supporting the programme initiatives of MMs 
and other CHWs. Generally, more training is required for CHWs to 
adequately respond to rare illnesses in the community. Owing to 
the superstitious beliefs in communities where they work, more 
nuanced approach may be needed to respond to these health 
challenges. 
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SOUTH AFRICA

CONTEXT

BY 1948 When South Africa was under the apartheid regime, there 
was a policy that politically, socially, and economically discriminated 
against black and coloured populations by the white minority 
population (Coovadia et al., 2009). From the 1970s CHWs had been 
in operation through NGOs in South Africa (Languza et al., 2011). By 
the late 1980s, health facilities were gradually desegregated and 
a district health system was developed where PHC was the focus 
of the health policy. There were new clinic facilities that were built, 
and some upgraded and most of the public could access at no 
cost (Coovadia et al., 2009: 828).  Nonetheless, the hospitals and 
clinics were tremendously short-staffed and were not adequately 
coping with the burden of disease in the country, increasing the 
need for CHWs (Von Holdt and Murphy (2007:315).  Van Pletzen & 
MacGregor, (2013) did a research that was part of a broader multi-
country research project that was commissioned by the Caregivers 
Action Network. This study explains that there was an increase in 
community activity to respond to the HIV epidemic and the stretched 
public health system in the 1990s and early 2000s. Before the South 
African Government implemented the PHC model in 2010 onwards, 
the country entirely relied on the partnerships of many non-profit 
organisations in deploying CHW in disadvantaged communities. In 
2010 there were new guidelines under the reviltalised PHC approach 
where generalist CHW where now employed by the state and were 
deployed to outreach teams who were supervised by professional 
nurses.

PHC INITIATIVES AND/OR WORK OF CHWS

From the 1970s, CHW played an important role in South Africa’s 
healthcare system. They were involved in HIV/AIDS and TB care and 
treatment, counselling on HIV and TB, follow-ups of patients who 
may be not be adhering to their treatment and recording information, 
health education and support for other medical conditions including 
caring for terminally ill patients (Languza et al., 2011). Schneider et 
al., (2020) add that CHWs in South Africa also include identifying 
potential health risks, helping households to seek timely health care, 
screen, test and refer patients to health facilities, identify pregnant 
women and do home visits that include postnatal period, provide 
counselling and partner with other health staff. 



A STUDY TO OUTLINE AVAILABLE LITERATURE IN RELATION TO PRIMARY HEALTHCARE INITIATIVES 43

SUCCESSES 

The work of CHWs generated community awareness on the 
impact of key diseases and ways to mitigate them. These included 
child immunisations. The members in community was educated 
on reproductive health, antenatal care, and sexually transmitted 
diseases. Many clients on antiretroviral treatments were followed-
up and advised to seek further care if necessary and those in need 
of homebased care were supported (Languza et al., 2011). Dave et 
al., (2019) explain that the community mobile interventions was very 
successful in reaching mostly younger populations who normally 
would not have been able to access health facilities in the region. 
Furthermore, they found that “home-based HIV counselling and 
testing (HBHCT) initiative directed towards families of HIV positive 
patients in South Africa yielded 93.7% of those diagnosed HIV+ 
through this method”. Another study also looking at home-based 
HIV counselling and testing in South Africa demonstrated 76% 
were linked to care (Dave et al., 2019:8). In meeting HIV and AIDS 
treatment targets, the health care system largely depended on 
CHWs (Mottiar & Lodge, 2018). These authors found that CHWs 
“meet a range of needs of bedridden patients and play a major 
role in motivating other patients to adhere to treatment. They 
also supplement the personnel available in severely understaffed 
clinics, enabling nurses to expand their patient quotas” (Mottiar & 
Lodge, 2018:60). 

CHALLENGES

From the early work of CHWs in South Africa, the challenges have 
included lack of proper supervision, training, and financial support 
(Languza et al., 2011). While CHWs who were recruited and 
supervised by NGOs who were in partnership with Government 
received a stipend, by. by 2011, over 10000 CHWs worked on 
voluntary basis and received no form of stipend (Mottiar & Lodge, 
2018:55). The continuation of the work that CHWs are required 
to do is not certain. They assert that because the South African 
government has side-lined many NGOs because there were 
complaints from CHWs of uncertainty regarding payment and 
better conditions of service. However, this has left a lot of CHWs 
feeling demotivated to volunteer in any community service. This in 
turn will lead to a “climate in which primary health care is subject 
to local social accountability”. They call on organizations like the 
Treatment Action Campaign (TAC) to advocate for the services of 
CHWs, although this will be largely dependent on “wider networks 
of civic activism embodied in community-based workers” (Mottiar 
& Lodge, 2018:60). 

Some of the challenges working with NGOs included remuneration 
of CHWs that varied across many NGOs, where some CHWs were 
unpaid. The payments ranged from ZAR 700 (US$100) up to ZAR 
1,500 (US$214). Community healthcare worker wages fell within 
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the lowest four deciles of the South African labor market, which 
had declined in real wages over the last two decades” (van de 
Ruit, 2019:1539). This contributed to many CHWs moving from 
one NGO to another looking for more sustainable income and 
job stability. At policy level, in trying to respond to some of the 
challenges regarding supervision of CHWs, Assegaai & Schneider, 
(2019) found that there are weaknesses in the design and 
implementation of supervising CHWs. The policy guide is not too 
clear nor coherent. 

RECOMMENDATIONS FOR THE WAY FORWARD

One of the key recommendations from the systematic review and 
meta-analysis by Dave et al., (2019) is that CHWs are important 
to achieve the UNAIDS target. Some of the suggestions to 
make CHWs more effective is to develop a policy document that 
clearly state the jobs that CHWs should do, to develop a very 
comprehensive training manual that will be standard document 
for all CHWs in the country, and create an avenue for CHWs to 
have future careers in healthcare sector in South Africa (Languza 
et al., 2011). This training could include one that also focuses on 
the mental health of CHWs, which has been largely overlooked 
by many health sectors in many countries (Sibeko et al., 2018). 
These authors found that after a mental health training was done, 
there was significant positive change in attitudes and confidence 
of CHWs (Sibeko, 2018:8). From the research by Mottiar & Lodge, 
(2018) we learn that the South African government may need to 
tighten the relationship with other stakeholders to enhance social 
responsiveness and accountability and not dwindle the CHWs’ 
expectations. They need to revisit budgets that will recognise 
and compensate the role that CHWs are playing in the health 
sector. This finding seems to resonate with the Tseng et al., 
(2018) paper that evaluates the integration of CHWs into formal 
health system. They conclude that “full-time, on-site supervision 
can make an important contribution in enabling CHWs to provide 
comprehensive, promotive and preventative care” (Tseng et al., 
2018:10). 
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TANZANIA

CONTEXT

The work of CHWs in Tanzania could be traced as far back as 1960s 
where they used medical auxiliaries and village medical helpers 
(Mpembeni et al., 2015). By 2012, Tanzania recorded about 35,000 
workers in the health sector. About 43% of these workers are in the 
lower-level cadres, which include maternal and child health aides 
and clinical attendants (Prytherch et al., 2012:2). The numbers of 
CHWs in Tanzania is unclear, but it is estimated that there were about 
12,000 who were Home-based Care Community Volunteers and 110 
Community Health Agents. There are shortages of health workers in 
the rural areas and     most workers in the health services in rural areas 
are of a lower level cadres. To implement the MDGs, the government 
of Tanzania embedded CHWs in health services. Although most CHWs 
had short working times, there were others with longer and conflated 
with functions in certain specialised health service delivery that 
dealt with chronic conditions. Community health workers are thus an 
integral part of the PHC Services Development Programme (2007-
2017). They are selected by village leaders through the guidance 
of facility personnel. Community health workers are selected on 
criteria such as their ability to read and write - they must at least 
attain an equivalent to grade three, and they must be members of 
the community in which they would work (Mpembeni et al., 2015). 
They also receive training. For example, Mpembeni et al., (2015:3) 
record that the CHWs receive three weeks of training to undertake 
antenatal and postnatal home visits to women.

PHC INITIATIVES AND/OR WORK OF CHWS

The specific work CHWs are engaged in include nutrition counselling, 
early detection of pregnancy and support to access facility-based 
care (Mpembeni et al., 2015). According to Roberton et al., (2015), 
Tanzania developed a health reform as early as 1999 with a supportive 
supervision component in the district health management. This 
activity was extended to CHWs. They also highlight that the support 
structure of CHWs is considered as a good link between the health 
system and the community. Community leaders and village leaders 
are a vital part of this structure in Tanzania. It is found that proper 
supervision of CHWs can increase better services and accountability 
in the communities where they serve. 



THE SITUATION OF COMMUNITY HEALTH WORKERS IN AFRICA46

SUCCESSES 

The services that CHWs rendered after receiving Home Based Life 
Saving Skills showed that men became more involved in matters 
of maternal health (August et al., 2016). This was seen in men 
accompanying their wives to antenatal care and for childbirth. 
There was also a “substantial improvement of their knowledge 
of obstetric signs” (August, 2016:7). Most of the CHWs valued 
supervision of their work and felt elated when members of the 
community saw that they were supervised or visited by their 
colleagues in their community. Although supervision focused more 
on “accountability and report checking”, CHWs “overwhelmingly 
said they felt positive about supervision and appreciated the 
support offered by facility-based supervisors” (Roberton, et 
al., 2015:6). Community health workers also found satisfaction 
in developing work relations with other colleagues. Members 
in the community also valued their work. World Vision (2015), 
supports 1700 CHWs in Tanzania. In their impact assessment, it 
shows that there has been continued improvement in the work 
of CHWs between 2012-2014. Tanzania is one of the countries 
where recent research shows that based on the perceptions and 
experiences of CHWs, they could have the potential to minimise or 
even end violence against children. They can achieve this through 
their education of parents that they counsel, through promoting 
skills and most importantly, identifying and reporting children at 
risk (World Vision, 2019). 

CHALLENGES

There were lapses in supervision of CHWs (Roberton et al., (2015). 
One of which is that supervision was not as frequent it  should 
have been. The visits averaged about once in two to three months. 
This is not sufficient for effective monitoring of the work of CHWs 
or to enhance the services that CHWs render in the community. 
Every sector in public and private institutions motivate for proper 
supervision to enhance better performance. World Vision (2015) 
records that most of the CHWs are not sufficiently trained. They 
have identified gaps between those who are trained and those 
who are not.  It is possible that there are gaps in knowledge among 
those trained as well, but these possibilities are not recorded. The 
estimated cost to provide adequate training is about $700 per 
CHW. Tani et al., (2016:5), puts the cost at approximately $830, 
which include meals, tuition fee, field allowance, accommodation, 
and medical insurance. 

There is also evidence of lack of adequate training, lack of 
community support and inadequate transportation to sites where 
they needed to do their work (World Vision, 2019:4). In a cluster-
randomized pragmatic trial to examine the effectiveness of CHWs 
to improve uptake of maternal healthcare services, Geldsetzer, 
et al., (2019) found that the work of the CHW intervention was 
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not effective. The reasons for this included that there were 
insufficient CHWs. The quality of the visits was not at a high level. 
Rafiq et al., (2019), who did an ethnographic study regarding 
the multiple identities of CHWs in three districts in Tanzania, 
found that it was hard to differentiate between the personal 
and professional identities of the CHWs. This was because the 
community considered them as locals. Hence, they struggled to 
handle issue that were related to family planning. Furthermore, if 
medical supplies ran out the CHWs were viewed with suspicion.

 
RECOMMENDATIONS FOR THE WAY FORWARD

Community Health Workers appreciate proper supervision. Hence 
this is one area that could be enhanced for effective service delivery. 
Roberton et al., (2015) believe that, based on research findings 
that instead of overworking facility health workers, it is crucial to 
explore the roles of community actors who could be trained to 
perform supervisory roles. The training must enhance their skills 
so they will be able to render organised and effective services in 
the community. This paves the way for future employment in the 
health sector of Tanzania (August, 2016; Mpembeni, et al., 2015). 
The fact that CHWs were selected from their own communities 
may have fostered more cordial relationship between them and 
members of the community. 

Furthermore, the CHWs demonstrate that they have more 
satisfaction in their work and desire to serve the community 
more than driven by monetary rewards, (Mpembeni et al., 
2015). However, this “pride” that CHWs have in their work is not 
justification for not paying them the value of the work that they 
do (Maes, 2010). Nonetheless, this finding offers a different 
perspective in social dialogue to integrate CHWs in full-time work 
in the health service in Tanzania. Additionally, the training that 
was disseminated to both male and female CHWs fostered shared 
knowledge in a family setting, which could challenge the notion 
that it is difficult to have “joint-decision making” power. This is 
very crucial for seeking family care in Tanzania (August, 2016:8).
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TUNISIA

CONTEXT

In a seminar titled “Reproductive health, unmet needs and 
poverty” held in Bangkok on 25-30 November 2002, Mtiraoui 
& Gueddana (2002) presented reports on the family and 
reproductive health programme in disadvantaged regions in 
Tunisia. They highlighted that there had been rapid changes in 
the demography and the nation including the lives of families and 
individuals. These were seen for example in the areas of higher 
educational output, improvement in women’s access to the 
labour market and the provision of the preventive and curative 
care for all Tunisians. However, global statistics regarding some 
of the issues mentioned above concealed inequalities between 
the regions in the country, especially the dire situation in the rural 
communities compared to urban settlements. People in the rural 
areas struggled to access safe drinking water, better electricity 
and proper housing (Mtiraoui & Gueddana, 2002). Romdhane & 
Grenier (2009:1) also investigated social determinants in Tunisia 
where they indicate that in spite of the improvements in the 
economic, social and health development for example, a rise in 
the Human Development Index from 0.516 in 1975 to 0.766 in 
2005, there has been rising urbanisation and inequalities in living 
conditions. In addition, while communicable diseases have been 
controlled owing to massive government efforts in social reforms, 
there is rising non-communicable diseases in the country and are 
also disparities in employment and housing (Romdhane & Grenier, 
2009). According to the Country Cooperation Strategy of the WHO 
(2010) for specific countries, such as Tunisia, the WHO cooperated 
with Tunisia from 2010-2014 to improve public health responses. 
These included strengthening health security, implementing a 
nation-wide health strategy to respond to social determinants of 
heath in the country, improving basic healthcare, maintaining and 
striving to upgrade health gains in the public sector and develop 
human resources in the health sector (WHO, 2010:25). The same 
source also indicates that 95% of Tunisians access PHC facilities 
with social security from government, but half of the expenses are 
covered by households. By 2007, among the healthcare workers 
in the public sector, were 1780 doctors, and 12798 paramedics and 
1282 midwives. Arfa & Achouri, (2018:409) state that healthcare 
is accessed through the public sector, parastatals, and private 
facilities. The public sector makes up 87.5% of the services in the 
country. Regarding PHC specifically, which are the entry point into 
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the public sector, they report that 2,067 centres that are serving 
4500 people were built in 2004. There also 81 private clinics were 
also built in the same year (Arfa & Achouri, 2018:410).

PHC INITIATIVES AND/OR WORK OF CHWS 

From the context given, we know that the government had 
embarked on broad health programmes, such was the adoption 
of the Reproductive Health Approach in family planning. This 
approach signalled a change from simply contraceptive delivery 
to foster other forms of quality of care. The programme led to 
the training of 222 female outreach staff in this programme 
to render services in poor areas. These outreach staff had to 
engage with families in these communities because they were 
trusted members of the communities. The specific work that were 
rolled out included reproductive health, premarital consultations, 
following up women and attending to antenatal and postnatal 
consultation requirements, immunizations, breastfeeding, 
diarrhoea prevention and control, sensitization and education in 
health care (Mtiraoui & Gueddana, 2002:7). The outreach staff 
that were trained also engaged in counselling women regarding 
the proper use of contraceptives, how to space out children and 
how to access health facilities. They also helped in facilitating 
transportation to health facilities. The outreach staff were the 
“link between the midwives, the women and reproductive health 
visitors [that] that play an effective role in sensitising women and 
child vaccination and benefiting from national social programs” 
(Mtiraoui & Gueddana, 2002:8). The midwives also provided 
reproductive health services. Some of these crucial services were 
carried out by mobile clinics and have promoted health awareness 
in the community. Romdhane & Grenier, (2009) assert that PHC 
staff contributed to the reduction of the health problems of low- 
and middle-income populations. This is done through community 
awareness of unhealthy behaviours. 

SUCCESSES 

The Reproductive Health Approach encouraged community 
awareness on reproductive matters. Communities could access 
these services. The authors also highlight that about 250 
areas benefitted from these services through mobile clinics 
and stationary clinics (Mtiraoui & Gueddana, 2002). There 
were great results achieved in this programme. Many health 
indicators improved during the implementation of this programme. 
Contraceptive use increased and the change of family behaviour 
was realised. The results of contraceptive use increased from 
34% in 1995 to 64.2% in 1999. Other family health initiatives 
such as family planning and gynaecological services have greatly 
improved, such as pregnancy control, which increased from 
59.8% in 1996 to 85.% in 1999. Access to mother health services 
by underprivileged communities was better than the national 
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average (Mtiraoui & Gueddana, 2002:9-10).  Maatoug et al., 2015 
found that with the involvement of community members, 3 year 
interventions called “Together in Health” improved the lifestyle of 
individuals and the reduced the risk factors of non-communicable 
diseases. 

CHALLENGES

Some of the socio-economic challenges that are indicated above 
by Mtiraoui & Gueddana, (2002) also resurface in the WHO (2010) 
assessment of Tunisia’s health situation. The inequalities in health 
were seen in high unemployment where in the youth aged 15-19 
accounted for “29-72% of the total population in 2006”, but also 
“represents over two thirds of the population of active age and the 
greater part of unemployment-related problems” (WHO, 2010:13). 
In the area of income as well, the WHO (2010) also indicates that 
there are disparities within regions as well as urban areas faring 
better than rural settings. They also put forward other challenges, 
which include the expected demographic and epidemiological 
transitions that will need different strategies and approaches to 
health responses. There needs to be more “promotional and 
preventive responses”. The report also highlights that among 
other public health initiatives, there needs to be development in 
community-based management by PHC sector (WHO, 2010:35). 
This could be a potential to include trained CHWs in the health 
sector. In one of their recommendations to strengthen health 
systems in Tunisia the WHO (2010:55) suggested  there should 
be “assistance for reform to bring health decentralization and 
to tighten regulation of service provision…to achieve better 
continuity of care”. Saleh et al., (2014) in their assessment of the 
path towards universal access highlight that Tunisia also raises 
the problem of socio-economic inequalities following the public 
outcry of these problems. Romdhane et al., (2015) take notice 
of the history of development of PHC in Tunisia, but mentions 
that challenges of government to address these, especially non-
communicable diseases. This has been left largely in the lap of the 
private sector, and struggling communities are finding it difficult to 
bear the costs. The authors assert that “the primary health system 
is not geared to manage NCDs such as CVD or diabetes care, with 
neither the funding, nor the staff skill and knowledge, nor the 
requisite information systems” (Romdhane et al., (2015:6). 

These costs to communities have the potential to fuel more 
uprisings in the region similar to the ones that happened in 2011 
(Romdhane et al., 2015). Arfa & Achouri, (2018:422) also mention 
challenges of “regional disparities between the east and the 
west, in terms of infrastructure, human resources, and large-scale 
medical equipment. In terms of health care financing, the public 
sector is underfinanced, especially for primary health care. So, 
too, is health care consumption, as seen in the large share of 
household spending on out-of-pocket payments.
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RECOMMENDATIONS FOR THE WAY FORWARD

The success of the Reproductive Health Programme in Tunisia 
was a combination of the efforts of government, NGOs and the 
civil society. This shows that concerted efforts in health initiatives 
work better than when one organisation or institution embarks 
on a health strategy that affects larger populations of country 
(Mtiraoui & Gueddana, 2002). Romdhane & Grenier, (2009) 
show that volunteers have expressed interest in participating in 
community development programmes. It will be beneficial if these 
volunteers that have been identified could be well integrated 
into the heath sector with clearly defined roles and monetary 
compensation Romdhane & Grenier, (2009) also added that 
regarding collaborative responses to health problems in the 
country – they state that there needs to be an increase in the 
level of “ intersectoral collaboration and coordination” between 
organisations in the country where they agree on “shared 
policies and common goals” for health strategies at the local 
level (Romdhane & Grenier, 2009:7). Community interventions 
with coordination from other sectors can improve the health 
outcomes of individuals in communities. In addition, one of the 
recommendations that Saleh et al., (2014) put forward in the area 
of achieving universal health access was to reorganise the health 
system to meet the changing times. They call on all “ministries 
and social insurance organisations that deal directly with health 
care to improve coordination and efficient use of resources….In 
parallel, organisational structures…should be revised to ensure 
better efficient and higher accountability” Saleh et al., (2014:11). 
This is an area where CHWs could be integrated in the respond to 
the community-based needs of the households. 
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ZAMBIA

CONTEXT

By the mid-1990s Zambia had decentralised health services 
where Health committees, under the guidance of the District 
Health Management, motivated the community to be involved in 
health initiatives in communities (Zulu et al., (2015). The Ministry of 
Health in Zambia responded to an innovation strategy to address 
the shortage of human resources in the country to integrate 
Community Health Assistants (CHAs) in the health system by 
2010 (Zulu et al., 2015; Shelley et al., 2016). Statistics showed 
that Zambia has “fewer than 646 doctors and 6096 nurses” which 
served a population of 14 million people (Zulu et al., 2015:2).  As 
a result of this shortage, CHWs have been used to complement 
the services of other health staff (Zulu et al., 2015; Graham et al., 
2016).  The government also draws support from organisations like 
the Clinton Health Access Initiative and Ukaid (Zambia Community 
Health Assistants, 2016). This strategy aimed to train 5000 CHAs 
by 2020 with CHWs amounting to 23,000 in primary care in the 
country (Zulu et al., 2015). The National Health Strategy Plan, 2017-
21 (2017:23), states that “there is currently no national database of 
CBVs [Community-Based Volunteers], and estimated the number 
of CBVs in the country vary, some estimates as low as 10,000 
and others as high as 100,000”. The National Plan also mentions 
that “2,502 CHA have been trained. Of these 1,669 are currently 
receiving a salary: 1,337 are on GRZ payroll while 332 are being 
supported by cooperating partners”. It notes that the CHAs have 
extended training – for one year, they are also “registered with a 
regulatory body, perform on much broader tasks, and will be put 
on government payroll” (Zulu et al., 2015:2 (Yeboah-Antwi et al., 
(2013) also record that Zambia has high under-five mortality rates. 
With the notable lack of human resources, the need for CHWs 
is very important. Traditional birth attendants were among the 
CHWs that have been targeted in Zambia through neighbourhood 
committees to reach out to the communities. 

PHC INITIATIVES AND/OR WORK OF CHWS

Community health workers had already been actively involved in 
community health outreach in various areas in the country. Zulu et 
al., (2015) mapped some of the initiatives that have been scaled 
up during the training of CHAs. Even though this was a pilot study 
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of the work of CHAs, it mirrors the normal functions of CHWs 
in the health sector when integration of their work would have 
been accomplished.  Firstly, CHAs were trained for a year and are 
expected to spend 80% of their time in the community and the 
rest they should spend at their health post.  The tasks they should 
perform include screening patients for vital signs. Treating some 
minor illnesses such as malaria, diarrhoea and burns. They also 
engaged in health promotion that included how to maintain good 
hygiene practices (Zulu et al., 2015). The National Health Strategy 
Plan 2017-2021, (2017:23) mentions that CHAs are the “eyes and 
ears” of the health system at the community level”. Yeboah-Antwi 
et al., (2013) confirm the functions of CHWs included preventing 
and treatment of certain childhood illness and health education 
and sensitisation. They also support outreach services by other 
health staff. The CBAs on the hand are involved on a range of 
health work, including peer education, TB treatment supports and 
HIV adherence support. The guidelines for their training are not 
clear, neithe rare working hours or incentives. 

SUCCESSES 

At the conceptual phase of integrating CHWs into the health 
system, at least it created expectation from the Government and 
other stakeholders that having more training and responsibilities 
would complement the efforts of the other health staff and 
increase the cadre of health workers in the country. This theoretical 
angle, and because some countries have marginally succeeded 
in implementing similar strategy, encouraged government to 
employ this strategy (Zulu et al., 2015). Yeboah-Antwi et al., 
(2013) evaluated a tool to measure teamwork and tasks by CHWs, 
their results also show that CHWs value teamwork and taskwork 
in the communities where they work. These include possibilities 
to have joint participation in community outreaches and joint 
monthly meetings to report on task performance. Graham et 
al., (2016) show that CHWs through the integration programme 
improved access to health services for children under five 
years old with acute respiratory infections. They note that this 
finding may be hard to support because there have been some 
doubts regarding CHWs’ ability to prescribe treatment based on 
guidelines. Nonetheless, with improved diagnostic tools that are 
more user-friendly, this may enhance better outcomes. In addition 
they indicate that CHWs displayed a good understand of how to 
diagnose pneumonia and the methods of treatment (Graham 
et al., 2016). Shelley et al., (2016:406) show that CHAs were 
welcomed in the community. They further observed that “cultural 
understanding and shared experience were critical for community 
acceptance…in a country with considerable cultural and linguistic 
diversity”. Phiri et al., (2017), also argue that CHAs are very useful 
in contributing to the health services in Zambia. 
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CHALLENGES

There were significant challenges regarding the implementation 
of the integration strategy that are  worth noting. The results of 
the study done by Zulu et al., (2015:5-6) explain that the CHA 
concept was perceived as “not being very different from existing 
community-based health worker approaches”. They added that 
the reason for this is because the plan “shares some of the main 
features that characterise the community-based health workforce 
in the district. These include the involvement of community 
structures and leaders in selecting CHAs. Another similarity is 
that one should be resident in the community to be qualified as 
a CHA (Zulu et al., 2015:6). Another challenge recorded by was 
Government failing to pay the incentives owed to the CHAs and 
also failed to communicate the reasons for the delay, which made 
it hard for the District Health Management Team and the CHA 
supervisors to successfully respond to CHA complaints. A recent 
evaluation of the CHA by Zulu et al., (2015:9) highlight issues of lack 
of proper training and lack of proper supervision. Lack of proper 
supervision and monitoring were themes that were supported by 
Phiri et al., (2017). The CBVs are in a worse position because not 
only is their work diverse and unclear, their incentives, payments 
and working hours were different and largely dependent on donor 
funding (The National Health Strategy Plan 2017-2021, (2017:23).

RECOMMENDATIONS FOR THE WAY FORWARD

Systematic reviews of the integration of CHWs in the health system 
have shown that some countries have attempted integrating CHWs 
in the health system albeit with some problems (Zulu et al., 2015). 
They recommend that for a successful integration of CHWs into the 
health service to take place, this would “require a systems thinking 
approach”, which means that one should recognise that health 
systems are “interconnected, dynamic and complex in nature” 
(Zulu et al., 2015:9). From the research, training and supervision 
also feature, which confirms that any integration of CHWs in the 
health service should also have stern mechanisms to do proper 
training, but also a consistent monitoring and supervision of work 
(Shelley et al., 2016; Phiri et al., 2017). Phiri et al., 2017, observe 
that the Ministry of Health in Zambia is responding to these 
challenges and have a firm focus on PHC in the National Health 
Strategy Plan 2017-2021. More investment is required in providing 
better tools, such as ones needed for diagnosis of respiratory 
illness in children under five years old in Zambia (Graham et al., 
2016). The National Health Strategy plan 2017-2021, (2017:24) 
indicate that “the Ministry of Health will have to make greater 
provision for CHAs on its human resources establishment and 
mobilise resources to pay for their salaries”. 
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the concept of 

precarious work

This section focuses on the precarious work of community health 
workers through two case studies. The first is about CHWs in 
Sub-Saharan Africa who have contributed meaningfully in the 
health sectors of many countries in Africa, but who have been 
undervalued and underpaid for the work they have done and still 
do.  It explores how they have contested and advocated for better 
integration of their work in the health sector and for better pay 
for their services. They encountered both negative and positive 
responses from the government. The second case is about 
midwives in the Mena region who have not been accepted as part 
of the professionally-skilled health workforce and whose gender-
based work has not been adequately recognised. The concept 
of precarious workputs the CHWs as partially linked to the health 
system (Olivier, et al., 2015) whose health careers are basically 
supporting other health workers or who act as links between 
the community and other stakeholders in the health system in a 
volunteering capacity (Clark et al., 2007; Maes, 2010). 

Precarious and informal works are prevalent in many other 
regions of the world (Aye, et al., nd; Maes, 2010; Menendez et 
al., 2007, ILO, 2019; WHO 2019). Sustainable jobs contribute to 
the livelihoods of individuals. Jobs that they are not sustainable 
negatively affect the health and living conditions of individuals 
and communities. Extended labour market changes have ushered 
in new forms of employment that include temporary or part-time 
work with little or no assurance of sustainable incomes. These 
trigger stress and other health hazards (Clarke et al., 2007; ILO, 
2019).  Most CHWs fall into this category of casual workers, 
some referred to as “volunteers” (Olivier, et al., 2015; Strodel et 
al., 2020), which have been discussed above. Therefore, not 
only do the many CHWs who fall into this category of temporary 
staff sometimes face unhealthy situations in their work, but the 
nature of their work itself is unhealthy. Among the causes of 
this unhealthy situation are the inability to plan, their inability 
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to socialise, and some temporary workers report being able to 
sustain oneself and one woman particularly mentioned that she 
would not have to return to an “abusive ex-husband” and continue 
to have rising high blood pressure (Clark et al., 2007:315-318). 
Many women form the greatest burden of precarious work, and do 
not have the power to demand that their male counterparts assist 
with domestic works (Menendez et al., 2007). 

Some authors challenge the perception that members in 
communities who render health services as volunteers are 
willing to work for free (Maes, 2010). This perception can lead 
to exploitation of the services rendered by people who are 
already struggling to make ends meet. Maes (2010:867) argues 
that this “volunteer spirit” that many international NGOs use 
to solicit services in African communities can be “a veneer for 
labour exploitation”. He believes that employing the services of 
CHWs in Africa “may be a win-win situation” where community 
members will not only have job and food security but also 
“strengthen healthcare systems” (Maes (2010:868). Topp, Scott 
and Schaaf (2017) reports on the work regarding CHW’s voice, 
power, and citizens’ right to health.  They buttress the point that 
many CHWs do not have employment rights. They have limited 
career opportunities and experience stress and danger in their 
work. In as much as they require employment from government 
it may be difficult to hold government accountable because 
they pay their salaries. Nonetheless, there were many examples 
of how CHWs engage in social responsiveness and collective 
activism demanding governments’ response to problems in their 
communities. However, the authors also highlight that some CHWs 
are determined to bring a positive change in their communities not 
necessarily to engage with government to foster that change not 
to be servants in the health system (lackeys) or as liberators (Topp, 
Scott and Schaaf (2017). A study about decent work for CHWs in 
Southeast Asia by PSI similarly identified that the “narratives of 
CHWs as volunteers promotes a falsity and entrenches unequal 
work” (Aye et al.,nd). They claim that 

Those who labour for the healthcare of communities are 
workers and are entitled to the rights codified in international 
labour and human rights treaties to which these countries 
are signatories; such as ILO Conventions 100 on Equal 
Remuneration and Convention 111 on Discrimination at Work 
(Aye et al., nd)
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Contestation and 

social dialogue 

by CHWs
There have been different forms of contestations and subsequent 
social dialogue by CHWs in demanding better conditions of 
service. While some of these have been anecdotal, they are 
relevant because some CHWs, especially volunteers, do not 
have a platform to articulate their dissatisfaction. On the other 
hand, there are many officially documented cases where CHWs 
have expressed their views and have demanded recognition and 
integration into the health sector as permanent staff. Community 
health workers in South Africa have been very instrumental in 
voicing their dissatisfaction about their work.

At present CHWs have been receiving a standard rate of 3500, 
but they demanded better conditions surrounding this payment. 
Before this amount, there was a lot of contestation before an 
agreement was reached to secure this payment. They also 
demanded recognition for their work and went on strike as early 
as 2014 in the Free State, one of the provinces in South Africa 
(Culligan & Nkosi, 2015). The CHWs went on strike because the 
Free State health department planned to terminate the services 
of about 3800 CHWs because they had not attained grade 12 
and were considered too old to continue working as CHWs. The 
Treatment Action Campaign, an activist group that advocated for 
the rollout of antiretroviral for patients with HIV and AIDS, helped 
facilitate this protest action. Some of the CHWs were charged with 
unlawful gathering. Out of the 117 who were charged, 23 admitted 
guilt to the charge of unlawful gathering. Though they did not 
appear in court they had criminal records to their names. Since 
the judge did not dismiss the charges, some CHWs charged of 
unlawful protest continued to fight for their stipends, which was 
R1500 at the time. They were unemployed. Some of the dismissed 
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CHWs struggled to shuttle back and forth attending court and have 
not been paid for three months. One of the CHWs said “It is hard 
as I still see some of the families I use to serve, but I know that I 
cannot help them anymore” (Culligan & Nkosi, 2015). According 
to News24 (2014), a member of the Health and Other Services 
Trade Union of SA said that

It’s a sad irony that while community healthcare workers are 
being charged under Section 12 of the Constitution for an 
illegal gathering, these workers play a vital role in healthcare 
at grassroots level in a province where health services at 
hospitals and clinics have collapsed, and citizens are being 
denied their right to health care, enshrined in Section 27 of 
our Constitution,” said general secretary Noel Desfontaines

The ruling against the CHWs was appealed and the judge in 
November 2016 ruled that “attending a gathering for which no 
notice had been given did not constitute a prohibited gathering in 
terms of the Act” (Postman, 2020). Though the CHWs were later 
cleared they had a criminal record for about three years, which 
affected them psychologically, financially and socially. 

 

Protest by TAC members to decriminalise CHWs who protested in 2014 
(Postman, 2020)

Even though legal processes were being held in other parts of 
the country, CHWs did not relent in voicing their discontent about 
appalling stipends, low dignity and neglect. They organised a 
protest action in Gauteng in 2015. Medico International (2015) 
highlights that CHWs “were desperate, divided and in despair”, 
but they organised a march with a poster emphasising their needs 
show some form of united front. 
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Community HCWs raise their voices (Medico International, 2018)

According to the Medical Brief (2019), another major strike action 
of 500 CHWs in Gauteng, one of the provinces in South Africa, 
took place in April 2018. The CHWs formed a blockade in the city 
streets of Johannesburg. This strike action was led by Sibusiso 
Nkasa, the Regional chair of the National Union of Public Service 
and Allied Workers (NUPSAW). It was deemed as a largely peaceful 
protest, but commuters were not allowed to walk through the 
blockade. The CHWs, who were all members of NUPSAW were also 
affiliated to the South African Federation of Trade Unions (SAFTU). 
The main demands of the CHWs were permanent employment. 
The Medical Brief (2019) quoted Nkasa who said 

We are here to demand permanent status. We want workers 
put into permanent posts…The department is not responding. 
They promised to revert to us. We’ve granted them time and 
they have not come back to us. They are not even willing to 
come out and address us. The department has been difficult 
to come on board and actually resolve some of the issues 
which go hand-in-hand with the (June resolution). We are 
waiting for a response from the department (Medical Brief, 
2019). 

The June resolution that Nkasa was referring to was not finalised. 
It was a demand that was put forward to the South African 
Government. The demand that was put forward to government 
included an “elevation to level-5 remuneration rate, which means 
R12, 000 a month”. The CHWs also demanded benefits equivalent 
to other public servants in South Africa. NUPSAW wanted to 
facilitate the process before there was a change of government, 
which may derail the process or worse, will not consider the 
proposals of NUPSAW. The CHWs demanded to speak with any 
Member of the Executive Council of government, but they could 
not be reached prior to publication of this article. The health 
minister at the time, Aaron Motsoaledi, speaking to Cape Argus, 
one of the newspapers in South Africa, responded to the strike 
action by saying that 
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the allegation that the Department of Health is reneging on 
any agreement with community health workers is a distortion 
of the true state of affairs…As the issue was becoming a 
labour matter, the department entered into negotiations 
with labour organisations under the auspices of the Public 
Health and Social Development Sectoral Bargaining Council 
(PHSDSBC). The Overriding principle in those negotiations 
was that community health workers must no longer be 
employed through third parties such as NGOs but must be 
part and parcel of the health-care system of the country 
(Medical Brief, 2019).

He further stated that “the agreement on the standardisation of 
remuneration of community health workers was signed in June 
last year [2018], by the Department of Health and five labour 
organisations…” The health minister acknowledged that in principle 
an agreement was reached to pay each CHW a standard rate of 
R3500 for those who attained Grade 12 (or Matric level, according 
to the South African education system) but the CHWs demanded 
better wages and to be afforded similar working conditions like 
any other civil servant. 

CHWs are disgruntled about the present work conditions with 
government through a recent protest action, but it also shows 
the stance of the government. It also presents an opportunity for 
continued dialogue to integrate CHWs into the health sector of 
government. Noting from the precarious volunteerism exploited 
by many NGOs formalising the work of CHWs will prevent this 
labour exploitation of CHWs. It may further enhance a dialogue to 
reach a compromise. 

 

NUPSAW demand 12500 instead “slave wages” of 3500 (Shoba, 
2019) [picture by Health-Enews]
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To better understand the mobilization of CHWs for better integration 
into the health sector Trafford, Swartz and Colvin (2018) draw 
on ethnographic studies in five provinces in South Africa - the 
Western Cape, Eastern Cape Northern Cape, Free State and 
Gauteng. They refer to some of the protest actions highlighted 
above.  The ethnographic field studies were conducted from May 
2015 to February 2016. The authors estimate that CHWs number 
between 65,000 to 70,000 in South Africa. These CHWs have been 
advocating for formalisation of their work for the past decade and 
still occupy “a deeply uncertain place in the South African health 
system and labour market” (Trafford, Swartz and Colvin, 2018:651). 
In the wake of the neoliberal shift, many CHWs still continue to work, 
though some are unpaid or sporadically employed by NGOs. In 2004 
the National Department of Health produced a framework for CHWs 
stipends. The authors maintain that though this represented some 
progress regarding policy, it did not carry through in practice because 
some CHWs were still left in the hands of NGOs that paid CHWs 
small stipends NGOs were growing in number, to help implement 
antiretroviral programmes in the public sector(Trafford, Swartz and 
Colvin, 2018). In the wake of the neoliberal shift, many CHWs still 
continue to work, though some are unpaid or sporadically employed 
by NGOs – some through unpaid or sporadically supported by a few 
NGOs.

In 2011, another briefing by the National Department of Health 
allows for CHWs to be paid by the government instead of by NGOs, 
which provided formal employment for CHWs (Traffford, Swartz and 
Colvin, 2018 cited in Subedar, 2011). Furthermore, Trafford, Swartz 
and Colvin, 2018:651 recounted the Human Resources for Health 
report that was drafted in 2012, which planned to train, provide the 
infrastructure, payments and career path for CHWs. However, by 
2018 when the authors’ article was published these plans have not 
been materialised.  In fact, the R3500 that was an agreed payment 
for CHWs falls below the national minimum wage (Trafford, Swartz 
and Colvin, 2018), which has also been seen in the demonstration 
of CHWs. One of the quotes that present the dissatisfaction of some 
CHWs is where the government has used CHWs as very cheap labour 
in the healthcare system to save and cut costs and to do work that 
better-paid healthcare professionals would otherwise have done.  
One of the important reflections of the authors is that 

even though NUCWOSA offers an opportunity to consolidate 
a collective identity for CHWs and there are hopes that it will 
facilitate more productive, coherent, and widespread self-
organization for the protection of this vulnerable cadre... our 
research also indicated that this process has been fraught 
with multiple tensions and is not universally acceptable to 
its constituency. It is incumbent on the new union leaders 
to continue showing their commitment to flattened power 
structures, accountability, and strategic mobilization to avoid 
replicating a system in which CHWs feel their lack of power 
magnified once more (Trafford, Swartz and Colvin, 2018:654).
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The South African situation offers a good example of how CHWs 
feel about being underpaid for the work they do and how prepared 
they are to fight under the right circumstances. Even though the 
level of engagement in mobilisation from trade unions in other 
countries might be different based on different socio-political 
milieu, the plight of CHWs in Sub-Saharan Africa and MENA 
region may not be significantly different. According to a Health 
E-News brief CHWs won the battle” for government to handle 
their employment instead of the NGOs, and by September 2013 
this was officially done (Molelekwa, 2016). As discussed above, 
it is still a long way to provide permanent employment, decent 
wages, and dignified working conditions for CHWs in South Africa. 
However, recently there seems to be a light at the end of the 
tunnel. The Gauteng Provincial government said that 8500 CHWs 
will be “converted into level two employees by the beginning of 
July 2020” (Kulima & Karibu staff, 2020). This new contract that 
CHWs will sign includes a salary package of R8544.50 monthly, 
medical aid, housing allowance and pension (Kulima & Karibu 
staff, 2020). Nonetheless, the article further states that “but it is 
already end of July and there are districts that haven’t been given 
direction about what terms of signing are under the regulations 
of COVID-19”. This may mean that the long-awaited contracts 
that CHWs demanded may have been intensified because of the 
impact of COVID-19 and the role that the CHWs play in combating 
the pandemic. The Gauteng Community Health Care Forum has 
also been playing a pivotal role in advocating for the permanent 
work for CHWs. This advocacy is finally paying off. The payment 
structure is different from other permanent workers in the health 
system though, but CHWs will be paid through the same system 
as permanent workers.  Some CHWs are cautious to celebrate too 
soon. In as much as they are excited about the expected payment 
from a signed contract with the Gauteng Provincial Government, 
some are sceptical about it becoming a reality.  One of the CHWs, 
Shaun Hermana said 

“I am very happy, I have been doing this work for 10 years, 
sometimes we went for months without stipends and had 
black Decembers [no money to use in December holidays]. 
I will believe it when I see the money in my account. This will 
assist my children as well” 

Despite this scepticism, and unclarity surrounding the details of 
the contract amid the COVID-19 pandemic, this story shows a 
positive indication on how concerted efforts by unions, CHWs and 
government officials can actually foster better payment and better 
conditions of service for CHWs. 

In the MENA region there are other forms of inequalities in 
recognising some cadres of community-based health workers, 
namely midwives. Midwives are not CHWs, but they provide 
invaluable services in the communities where they come from. 
They are mostly trained to render reproductive health services 
owing to the lack of healthcare workers like doctors and nurses. 
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However, they have not been recognised as providing professional 
skills in women-centred maternity care (Temmar et al., 2006). The 
services of midwives are utilised in the communities, as well as 
in rural settings and maternity hospitals. Although this publication 
may be dated, it points out that the lack of recognition is linked 
to gender inequality and keeping women in low status (Temmar et 
al., 2006). This affects their income and economic sustainability. 
The authors note that a lot of training goes into midwifery.  They 
traced the evolution of this very important profession to effectively 
complement the services of other health workers that are already 
in short supply. The unrecognition of midwives in Morocco 
could be linked to the kind of training that they undergo, which 
could be accessed with a primary school certificate in 1950s 
to 1960s. By the 1960s the Ministry of Health had established a 
midwifery training institution that offered courses up to graduate 
level. This institution produced about 239 graduates from 1964-
1995 (Temmar, et al. 2006). However, by 1993, the training of 
midwives was downgraded to a three-year undergraduate learning 
programme although incorporated into a nursing programme that 
now produced nurse-midwives. The authors state that by 2003 
about 2495 midwives have been trained in eight different regional 
institutes (Temmar, et al. 2006).  The benefits of the midwives 
training programme was seen in an increase in trained medical 
personnel. 

Nonetheless, the downsides of the programme was that “while 
the midwives’ technical competency was demonstrated, a holistic 
approach based on women’s needs was still lacking…200 midwives 
a year have been leaving their posts” (Temmar, et al. 2006:85). 
Though this action of midwives leaving their posts does not 
present a direct contestation, it does show gross dissatisfaction 
of the way they have been treated in the health sector. Things 
may have changed in the last ten years or so, but considering 
the slow pace in which polices address gender inequality in the 
workplace, (ILO, 2019), it does not show a much hopeful look into 
the future regarding job sustainability for women. Temmar et al., 
(2006:86) further assert that

Increasingly, in the rural areas, nurse-midwives have 
sharpened their skills to address complications. Yet, the 
medical officer is the one who is officially recognised as the 
ultimate decision-maker, especially in potentially litigious 
situations

The authors further present that in order to ascertain the women-
driven approaches to healthcare, the Moroccan government 
noted in the National Strategic Plan, granting “a special place to 
the promotion of women’s needs and interests in social planning”, 
and other subsequent government policies including the 2004 
Family Code (Code de la Famille), “which recognises women’s 
rights in terms of personal status, and the creation of a Ministry 
of the Family, Solidarity and Social Action…” (Temmar, 2006:87). 
These authors suggest that in as much as some changes have 
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been realised as highlighted in some polices stated above, 
the challenges in implementing these remain, which are not 
adequately considering that midwives are as experienced and 
invaluable partners in the health sector. 

This review now turns to the ILO’s recent regulations regarding 
CHWs and identifies gaps in countries’ responses to address the 
situation of CHWs in Africa. This section will also present some 
thoughts on further elaboration with stakeholders, including 
governments in their response to the situation of CHWs. 
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The international Labour organisation (2018) reviewed several 
healthcare programmes since 2010 and put forward some 
inroads that many countries have made, particularly where CHWs 
have been employed either through paid or unpaid services. 
One such programme was the 2016 United Nations High-Level 
Commission on Health Employment and Economic Growth. This 
programme may have informed some of the regulations that the 
ILO put forward in 2018 and 2019. In the area of transforming 
the health workforce, recommendations included to invest in 
creating decent health sector jobs mainly for women and youth; 
to improve women’s participation and foster their improved 
performance in any institution, to improve quality education 
for all health staff to develop skills that match their jobs, and 
a focus on preventative, affordable, integrated and people-
centred healthcare services (High-Level Commission on Health 
Employment and Economic Growth, 2016:4). Recommended 
immediate actions in 2018 included to “secure commitments, 
foster intersectoral engagement and develop an action plan and 
to “accelerate investment in transformative education, skills and 
job creation” (High-Level Commission on Health Employment 
and Economic Growth, 2016:4). The ILO (2018). Identifies many 
gaps and opportunities for further elaboration. The review firstly 
acknowledges that effective and resilient health systems are very 
important to ensuring equal access to quality healthcare services. 
The health sector provides great opportunities for employment 
because of the intense health problems in the world today. 
Women and young people could be beneficiaries in this health 

ILO regulations 

relating to CHWs, 

gaps and proposals for 

further elaboration



THE SITUATION OF COMMUNITY HEALTH WORKERS IN AFRICA66

sector work force. The report also states that there needs to be 
about 40 million new jobs in the health sector that will fill the 
18million shortfall by 2030 in low and medium-income countries 
(ILO, 2018:7). Despite the need for an increased number of 
people, especially women and the youth, such strides in health 
employment caters for economic growth. 

The report  highlights that many workers face occupational health 
hazards and risks that include biological, chemical, physical, 
ergonomic, and pyscho-social hazards. These risks and hazards 
are not always recognised as stated in the introduction of this 
report.  

Another ILO (2019) review emphasises the need for decent work 
as it correlates with economic growth.  This means that not only 
do CHWs need to be integrated in the health sector in a manner 
that will foster sustainability for the workers, but in the long term 
will benefit the country’s economy. The review indicates that:

much health-related work is carried out on an unpaid basis. 
This includes volunteer work, such community health 
workers providing services under volunteer status in many 
countries in many countries, or elderly care provided by 
family member who gives up paid employment in the 
absence of care services (ILO, 2019:8)

The excerpt shows that many people, who also look after other 
family members are involved in jobs that not only jeopardise their 
own health but also that they are not remunerated. This puts 
already vulnerable communities at greater risks of poorer health 
and economic unsustainability. Working groups shared their 
experiences regarding these occupational health issues in the 
2010 ILO-WHO Joint Tripartite Consultations on HIV, tuberculosis, 
and other occupational health issues. Despite the high-risk jobs 
that CHWs do, they are not considered workers in “need of 
specialised occupational health protection” (ILO, 2019:8). The 
tripartite meeting held in April 2017 concluded that:

Decent work for health workers needed to be considered 
in the context of the future of work, in particular the 
demographic trends that are driving the high demand for 
health workers, rapid developments in population health 
needs, science and technology, evolving migration and 
gender dynamics, and changing employment relationships 
in the sector. (ILO, 2019:9)

It is not basically sufficient for CHWs to have access to jobs.  They 
also need decent work based on the risks involved, the number 
of hours spent in community-based delivery work, and the family 
dependents of CHWs. Drawing on Addati, et al., 2018 work for the 
ILO, Care Work and Care Jobs For the Future of Decent Work, any 
kind of care work, whether paid or unpaid, is vital in the context 
of providing decent work for future populations. Even though 
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they write in the framework of general care services in homes and 
communities, such as looking after the elderly, cooking or cleaning 
(involving both direct and indirect work), (Addati, et al., 2018), 
CHWs also engage in unpaid voluntary work in many communities 
in Sub-Saharan Africa. The authors mention that it is in “everyone’s 
best interests to ensure good conditions for care delivery both 
in its unpaid and paid forms”. (Addati, et al., 2018:2). This does 
not only speak to the appreciation of the benefactors, but it is 
also linked to “social justice and promoting gender equality for 
all” (Addati, et al., 2018:2). The authors also report that women 
perform “76.2% of the total amount of unpaid care work, 3.2 
times more than men” (Addati, et al., 2018:3).

Addati et al., 2018 also argue that having transformative policies 
would cater for better health, economic and gender parity upshots 
and this is closely related with the labour force of countries. They 
assert that “no substantive progress can be made in achieving 
gender equality in the labour force until inequalities in unpaid 
care are tackled through effective recognition, reduction and 
redistribution of unpaid care work between women and men…” 
(Addati et al., 2018:9). This points to an opportunity to consider 
gender disadvantages of CHWs who volunteer in the communities 
and render more hours in rolling out services in the communities 
where they are deployed. The authors specifically highlight the 
situation of CHWs who are “frequently undertrained, under-
resourced and either underpaid or unpaid, and are often engaged 
to make up for a shortage of health workers” Addati et al., 
2018:13). These are recurring themes in all the case studies of 
CHWs in this paper. It is not surprising that based on these gaps 
but also opportunities for future elaboration the authors call for 
transformative policies of nations including in Sub-Sharan Africa. 
The authors reiterate that the “high road to care work is feasible, 
but must be grounded in transformative policies and decent work 
for care workers” (Addati et al., 2018:17). 

Community health workers play highly significant roles in 
community-based initiatives in Sub-Saharan Africa; they should 
not be exempted from these policies. Focusing on the framework 
for decent care work the authors put forward a diagram that shows 
the main “policy areas”, such as care and social policies; “policy 
recommendations”, including “reward more and decent work for 
care workers” and “representation, social dialogue and collective 
bargaining for care workers” (Addati et al., 2018:18). They also 
put forward “policy measures” which include to “regulate and 
implement decent terms and conditions of employment and 
achieve equal pay for work of equal value for all care workers” and 
to “ensure a safe, attractive and stimulating work environment for 
both women and men care workers” (Addati et al., 2018:18). These 
regulations, including the gaps that are identified, make a stern 
claim for the work of CHWs to be recognised and be integrated in 
the health sectors of countries in Sub-Saharan Africa.
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Conclusion and 

recommendations 

This review aimed to outline primary healthcare initiatives and the 
situation of CHWs in Sub-Saharan Africa and the MENA region, 
and to understand the potential for social dialogue in the targeted 
countries. Based on the literature regarding the conceptual 
frameworks, policies and programme initiatives of CHWs in the 
targeted countries, there is no doubt that CHWs perform critical 
tasks that will enhance better PHC services to many communities 
in Sub-Saharan Africa. Many authors and the governments of 
the targeted countries acknowledge this fact. However, there 
are numerous challenges to adequately recognise and integrate 
CHWs into the health sectors of many countries. Certain cadres 
of CHWs are paid by the government. However, often the amount 
paid, as well as the training and supervision, are not adequate. The 
ILO acknowledges that the essential work that CHWs do entails 
health risks and hazards, and that working in the face of such risks 
is often unrewarded. Furthermore, other cadres of CHWs who are 
unpaid render commendable services in the communities. The 
health services of the Sub-Saharan MENA countries need CHWs 
to fill the gap in the health force to provide services needed in the 
communities. 

There are prospects where the AU and other regional bodies 
recognise these inputs by CHWs, but the challenges remain. In 
spite of the notable gains mentioned in the implementation of 
the AHS 2016-2030, further success relies on all health sector 
committees and frameworks of economically-contrained African 
nations to deal with rising health problems including neonatal 
mortality, maternal mortality and morbidity, sexual reproductive 
health and the COVID-19 pandemic. There are sporadic highly 
infectious diseases, like Ebola and COVID-19 that have put the 
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health sector, and apparently other sectors, at higher risks of 
collapse. In all this, the task of the CHWs becomes even more 
crucial.  Common problems facing CHWs include lack of financial 
and material support, unclear roles, and lack of proper training. 
These challenges demotivate the enthusiasm of this vital work 
force in the health sector. However, the communities that they 
serve appreciate and value their work. 

Although each country is different and has different organisations 
for care delivery in the health sector, the CHWs across the different 
countries share similar trajectories. Drawing on ILO’s regulations, 
the recommendations provided by authors, and the contestation 
and social dialogue by a subcase study of CHWs, we recommend 
the following: 

• Sub-Saharan countries and MENA region should provide 
clear roles and stipulated hours of work for each worker on 
a community-based programme. This could be standard for 
every cadre of CHW and volunteer. 

• Research shows that CHWs are motivated not only by monetary 
incentives but also inspired by being recognised and afforded 
more responsibility to perform certain tasks. However, they 
should be paid wages that are commensurate to the work that 
they are doing. It is also important to understand that CHWs 
already possess certain interpersonal skills before training is  
provided to perform a role. The CHWs should be rewarded 
with monetary incentives as well as recognition of their ability 
to do well. 

• Following from the previous point, proper training and 
supervision of CHWs’ work should be provided to CHWs. This 
training should be formalised with accreditation. There are 
more intense training programmes for some cadres of CHWs 
who are paid by government. However, in some cases, this 
is not adequate. This is even worse for CHWs who volunteer 
and are unpaid. The unpaid volunteers have unstructured 
training programmes but they also render good services in 
the community. The training of CHW should include training on 
mental health or stress management to build their confidence 
when discharging their duties in the community. 

• Community health workers must be integrated into the health 
sector of each country. This should be a proactive measure 
of every country in the region. This could be done in stages 
because of known limited resources to meet the financial 
costs to meet national targets of CHW per a certain population. 

• Funders and other stakeholders working in the communities 
must endeavour to understand the socio-cultural differences 
even within the same community. Initiatives must not be a 
one-size-fits all approach. 
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• Governments need to properly assess the activities of NGOs 
because some of them underpay CHWs. Also, when activities 
have been assessed that are beneficial to CHWs, regulation 
of NGOs who fund and work with CHWs adequately should be 
structured in ways that ensure decent work for CHWs. This 
should not only be through proper assessment and available 
material and financial resources to rollout, but also the political 
will to make working conditions of CHWs better, both within 
the government and NGO sector, which will contribute to 
better health outcomes in Sub-Saharan Africa and the MENA 
region. 
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SUMMARY TABLES OF PHC 
INITIATIVES AND/OR WORK OF 
CHWS IN SUB-SAHARAN AFRICA 

AND MENA REGION
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NO OF 
CHWS2

PHC INITIATIVES 
AND/OR WORK 
OF CHWS 
INCLUDE:

SOME 
SUCCESSES OF 
PHC INITIATIVES 
AND/OR WORK OF 
CHWS

MAIN 
CHALLENGES

RECOMMENDATIONS 
FOR THE WAY 
FORWARD

0.029/10003 • preventative care for 

children under 16 and 

patients with chronic 

diseases 

• Outreach health 

promotion information 

to communities 

• referrals to health

• general prevention 

and care through 

CHWs

• care units and 

polyclinics increased 

from 1508 in 1974 to 7111 

in 2013

• preventive care for 

children and chronic 

care were free

• commitment of 

government to 

improve agriculture for 

sustainable

• HIV and AIDS treatment 

rollout to fulfil 90-90-90 

UNAIDS target 

• inequalities in health 

outcomes

• rural populations struggle 

to meet health services 

costs

• health system needs 

revamping – needs more 

medical personnel and 

unequal distribution of 

medical personnel 

• socio-cultural disparities 

where a single model 

of PHC coverage does 

not serve the population 

better

• problems in effective 

HIV and AIDS - minimal 

HIV and AIDS treatment 

in some communities 

including PMTCT

• bridge gap in health access 

and health outcomes in the 

country 

• more affordable investments 

in  PHC needed 

• increase workforce in the 

health sector to drive PHC 

work 

• integrate CHWs into the 

health sector to help drive 

these PHC services better 

• autonomous trade unions 

could be a viable advocacy 

force for the integration of 

CHWs into the health sector 

of the country inequalities in 

health outcomes

• invest in girls and young men 

in contribution to broaden 

development and gender 

rights

ALGERIA

2 These are approximate total numbers of the different cadres of CHWs in each country. 
3 This is an estimated figure projected in 2007. This number should have changed based on 13 year old data. See the Global Nutrition 
Report (2015)
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NO OF 
CHWS

PHC INITIATIVES 
AND/OR WORK 
OF CHWS 
INCLUDE:

SOME 
SUCCESSES OF 
PHC INITIATIVES 
AND/OR WORK OF 
CHWS

MAIN 
CHALLENGES

RECOMMENDATIONS 
FOR THE WAY 
FORWARD

64,000 • maternal and newborn 

care

• counselling

• nutrition support

• immunisations

• TB screening 

• community 

mobilisation

• community appreciation 

of CHWs

• they find inventive ways 

to handle difficulties

• CHWs maintain 

commitment to their 

work

• They also foster unity in 

the community

• lack of adequate 

resources for CHWs

• insufficient income for 

CHWs

• insufficient training of 

CHWs

• CHWs value their work

• clarity of roles needed for 

CHWs

• proper supervision of CHWs

• monetary incentives for 

CHWs

KENYA 
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NO OF 
CHWS

PHC INITIATIVES 
AND/OR WORK 
OF CHWS 
INCLUDE:

SOME 
SUCCESSES OF 
PHC INITIATIVES 
AND/OR WORK OF 
CHWS

MAIN 
CHALLENGES

RECOMMENDATIONS 
FOR THE WAY 
FORWARD

12,000+4 • services to vulnerable 

people

• nursing care 

• link between facility 

and community

• trained in PHC

• prevention and control 

of communicable 

diseases 

• family planning

• community-based 

distribution of 

medication

• community appreciation 

of service of CHWs 

• CHWs increase access 

to health services

• initiation to HIV 

treatment by CHWs

• increases community 

support 

• contributed to the 

health outcome of the 

population 

• make up more than half 

of health staff

• lack of financial and 

material support of CHWs

• improper supervision of 

CHWs

• unclear roles of CHWs

• Shortage of CHWs

• CHWs unevenly 

distributed

• CHWs desire to do more

• services to be strengthened 

by health department

• more employment among 

vulnerable groups, including 

youth and women

• full time CHWs to meet 

national target 

MALAWI

4 This is based on both national figures and those offered by World Vision.
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NO OF 
CHWS

PHC INITIATIVES 
AND/OR WORK 
OF CHWS 
INCLUDE:

SOME 
SUCCESSES OF 
PHC INITIATIVES 
AND/OR WORK OF 
CHWS

MAIN 
CHALLENGES

RECOMMENDATIONS 
FOR THE WAY 
FORWARD

23375 • alleviate lack of water 

supply

• community gardening

• adult literacy 

• basic healthcare 

management

• vaccinations of 

children 

• diagnosis of cough, 

diarrhoea, fever and 

other danger signs in 

children

• positive results in 

childcare practices by 

CHWs

• improved hygiene 

practice through the 

efforts of CHWs

• communities had access 

to essential health 

services 

• CHWs had improved 

understanding of what 

causes ill health and 

ways to avert some of 

them

• reduction of maternal 

deaths

• CHWs managed child 

illnesses better.

• houses that CHWs 

visited used drugs to 

manage child illnesses 

more frequently 

• CHWs need more training

• little supervision of CHWs

• shortages of medical 

supplies 

• CHWs not satisfied with 

the unclear reward

• inconsistent payments 

of some members of the 

community 

• midwives do not stay 

in rural areas as they 

search for employment 

opportunities 

• government funding not 

adequately supporting 

community health 

initiatives by NGOs

• More responsibility given to 

CHWs 

• clarity is needed in roles 

between NGOs and the 

community

• integrate CHWs into the 

decision-making apparatus

• understand the socio-

cultural differences in 

communities 

• more support from 

government to sustain CHWs 

programmes

MALI

5 This figure represents CHWs in 5 regions in Southern Mail. See SaintFirmin, Diakite & Ortiz, 2018). 
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NO OF 
CHWS

PHC INITIATIVES 
AND/OR WORK 
OF CHWS 
INCLUDE:

SOME 
SUCCESSES OF 
PHC INITIATIVES 
AND/OR WORK OF 
CHWS

MAIN 
CHALLENGES

RECOMMENDATIONS 
FOR THE WAY 
FORWARD

Could not 

access any 

data

• Primary health care 

including that of 

gestational diabetes 

(GDM)

• Commitment from 

the government to 

fight TB through the 

National Strategic Plan 

2006-2015

• DOTS implemented as 

home-based observed 

treatment

• Increased access to 

drinking water and 

electricity between 

1999-2011

• midwives are part of first 

group of HCWs that the 

public interacts with 

• increased health 

facilities from 1653 in 

1990 to 2689 in 2011

• access to health 

services and healthcare 

generally rose sharply in 

the past 10 years

• women having at least 

one prenatal visits 

increased from 33 to 

77.1%

• contraception use 

increased from 41.5% in 

1992 to 67.4% in 2011

• vaccination of infant 

aged 1 year to 1 year 11 

months, also increased 

from 75.7% to  99.6% in 

the same years

• though not considered 

CHWs, midwives lacked 

training on gestational 

diabetes

• disparities in the access 

to healthcare – regional 

disparities – urban – rural 

differences 

• wealth health gaps in 

access to healthcare and 

health outcomes 

• community members 

sick with TB encountered 

stigma – TB linked to 

poor social status  

• poor knowledge of  TB 

among patients with TB 

despite interaction with 

health provider 

• community-based initiatives 

necessary to enhance better 

treatment outcomes

• better training required for 

health staff – especially 

midwives

• attention is needed to bridge 

the gap if inequality between 

rural and urban settings 

• health workers should be 

incentivised to work in rural 

settings 

MOROCCO
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OF CHWS 
INCLUDE:
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CHWS

MAIN 
CHALLENGES

RECOMMENDATIONS 
FOR THE WAY 
FORWARD

7500 • treatment of certain 

illnesses - malaria, 

pneumonia, and 

diarrhoea

• family planning, 

nutrition, and hygiene

• link between the 

community and health 

facilities 

• case management for 

children under five 

years who are affected 

by certain illnesses 

including malaria, 

pneumonia, and 

diarrhoea

• strong relationship 

between CHWs and 

improvement in family 

planning 

• successful use of 

chloroquine for treating 

malaria by CHWs

• provide essential health 

services to children in 

targeted areas allocated 

to CHWs

• stigma causing limited 

use of health services 

by some members of the 

community 

• different forms of training 

and approaches to family 

planning 

• geographical differences 

in the uptake of family 

planning initiatives 

• CHWs’ work in some work 

like family planning work 

proved to be very essential 

• Adequate training of CHWs 

are required

• With better training and 

supervision, implementation 

of health initiatives would 

have a better outcome  

NIGER
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71,3966 • implement Prevention 

of mother-to-child 

transmission 

• follow-up of patients 

on treatment 

• observing and treating 

patients with pre-

eclampsia

• promotion of the use 

of insecticides

• malaria treatments

• diagnostic tests

• record keeping of 

work

• counselling of patients 

and follow ups

• other health workers 

supportive of the work 

of CHWs

• CHWs devoted to their 

work

• they contributed to 

the healthy living of 

many women in the 

community

• remuneration received 

helped CHWs 

significantly

• CHWs were able to 

provide information of 

illnesses and motive 

community awareness

• CHWs felt estranged 

and not valued by fellow 

workers

• Some terrified of their 

supervisors because 

of poor individual 

relationship

• CHWs not considered 

highly trained nor 

legitimate to operate 

• CHWs do not have 

a proper teaching 

structure as compared 

to others

• not confident enough 

to carry out certain 

functions when treating 

patients with pre-

eclampsia

• communicate the integrated 

work of CHWs in the health 

sector of Nigeria

• Communicate how CHWS 

complement the work of the 

other HCWs

• Address poorly defined roles 

of various cadres of health 

workers 

• proper training of some 

CHWs

• government to play more 

proactive role in supporting 

community programme 

initiatives 

• More training is required for 

CHWs to adequately respond 

to rare illnesses in the 

community

NIGERIA

6 These are the numbers of CHEWs and junior CHWs only. Numbers of voluntary CHWs are not found. 
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FORWARD

73,000 • specific care to 

patients with HIV/AIDS 

and TB 

• support for other 

kinds of medical 

conditions 

• health education - 

counselling 

• doing follow-ups of 

patients

• identifying potential 

health risks

• help households to 

seek timely health 

care

• screen, test and refer 

patients to health 

facilities

• identify pregnant 

women and do home 

visits -postnatal period

• partner with other 

health staff

• Patients on ART were 

followed-up successfully 

by CHWs

• CHWs reached mostly 

younger population to 

access health facilities

• CHWs motivated other 

patients to adhere to 

treatment

• CHWs supplement the 

understaffed clinics-

enabling nurses to 

expand their patient 

quotas

• lack of proper 

supervision, training, 

and financial support of 

CHWs

• CHWs sometimes feeling 

demotivated to volunteer 

in any community 

service

• renumeration of CHWs 

varies across many NGOs

• some CHWs were unpaid

• CHWs moving from one 

NGO to another looking 

for more sustainable 

income and job stability

• weaknesses in 

the design and 

implementation of policy 

guide

• CHWs are important to 

achieve the UNAIDS target

• develop a policy document 

that clearly state the jobs 

that CHWs should do

• develop comprehensive 

training manual - include 

mental health of CHWs

• tighten relationship 

with other stakeholders 

to enhance social 

responsiveness and 

accountability

• revisit budgets that will 

recognise and compensate 

the role that CHWs are 

playing in the health sector.

• full-time, on-site supervision 

of CHWs 

SOUTH AFRICA
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12,1107 • specialised health 

service delivery that 

deal with chronic 

conditions 

• trained to undertake 

antenatal and 

postnatal home visits 

to women

• nutrition counselling

• early detection 

of pregnancy and 

support to access 

facility-based care 

• men became more 

involved in matters of 

maternal health due to 

work of CHWs

• CHWs valued 

supervision of their work 

• CHWs find satisfaction 

in developing work 

relations with other 

colleagues and the 

training that they have 

received

• The community value 

their work

• lapses in supervision of 

CHWs

• CHWs not sufficiently 

trained

• CHWs had inadequate 

transportation to sites 

• insufficient CHWs

• differentiate between 

the personal and 

professional identities of 

the CHWs 

• community actors trained to 

perform supervisory roles

• The training that CHWs 

enhance their skills could 

pave the way for future 

employment in the health 

sector 

• CHWs demonstrating more 

satisfaction in their work

• desire to serve the 

community 

TANZANIA

7 These do not include volunteers employed by NGOs for short-term jobs. These CHWs volunteers total about 41,000. See Shelley, 
Frumence & Kasangala, (2020). 
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12828 • adopted a 

reproductive health 

approach in family 

planning

• trained 222 female 

outreach staff in the 

above programme

• staff trained on 

reproductive 

health, premarital 

consultations, 

following-up women 

and attending 

to antenatal and 

postnatal care, 

immunisations

• outreach staff formed 

a link between 

midwives, women 

and the reproductive 

health program 

• programme on general 

community awareness 

on health 

• the reproductive 

programme adopted 

encouraged community 

engagement in health 

and awareness

• two hundred and fifty 

areas benefitted from 

the services through 

mobile clinics 

• contraceptive use 

increased and the 

change of family 

behaviour a reproductive 

health approach in family 

planning

• general lifestyle of 

individuals improved 

during a three-year 

intervention programme 

called “Together in 

Health” that reduced 

the risk of non-

communicable diseases. 

• inequalities in 

health seen in high 

unemployment among 

youth aged 15-19

• disparities of health 

outcomes within regions 

– urban areas fare better 

than rural settings 

• reproductive programme 

adopted encouraged 

community engagement 

in health and awareness

• expected demographic 

and epidemiology 

transitions require 

different strategy 

that have not been 

adequately realized 

• socio-economic 

inequality can fuel public 

outcry 

• gaps in the public 

sector where individuals 

struggle to meet the 

costs of healthcare

• concerted efforts needed in 

health initiatives 

• collaboration between 

sectors and organisations 

collaboration enhance better 

health outcomes 

• organisational structures 

should be revised to 

ensure efficient services 

to communities and cater 

for and high level of 

accountability 

TUNISIA

8 These are the numbers of midwives that also render services in the community. See Arfa & Achouri, (2018). 
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23,000+ • screening patients for 

vital signs 

• Treating some minor 

illnesses such as 

malaria, diarrhoea and 

burns 

• engaged in health 

promotion that 

included how to 

maintain good hygiene 

practices 

• preventing and 

treatment of certain 

childhood illness and 

health education and 

sensitisation 

• support outreach 

services by other 

health staff 

• CHWs value teamwork 

and taskwork in the 

communities where they 

work

• possibilities to have 

joint participation in 

community outreaches 

and joint monthly 

meetings to report on 

task performance

• CHWs improved access 

to health services for 

children under five 

years old with acute 

respiratory infections

• CHWs had good 

understand of the how 

to diagnose pneumonia 

and the methods of 

treatment 

• CHWs were welcomed in 

the community

• failure by national health 

to regularly incentivise 

CHWs 

• failure to relay 

information to the district 

regarding reasons for 

delayed payment 

• lack of proper training of 

CHWs 

• lack of proper 

supervision 

• recognise the 

interconnectedness of 

health systems

• better training and 

supervision needed 

• government presently 

responding to challenges 

but

• more investment needed 

in providing better tools, 

such as ones needed for 

diagnosis of respiratory 

illness in children under five 

years old 

ZAMBIA
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