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The COVID-19 pandemic has highlighted the dire circumstances 
that place barriers for CHWs to function efficiently and effectively. 
This situation also gives rise to an opportunity for trade unions to 
increase their efforts to assist and support CHWs achieve their 
demands. 

Purpose of the Manual

This manual looks at CHWs in South Africa and their crucial role 
in the health system. The official health policy of the National 
Department of Health, “Restructuring the national health system 
for universal Primary Health Care  (NDOH 1996) mentioned the 
important role of CHWs but did not incorporate them into the 
health system. More recent policies acknowledge CHWs as a vital 
part of the health team, for the success of Primary Health Care 
(PHC), but implementation has been delayed. It draws attention to 
the present working conditions of CHWs, their demands and how 
trade unions can assist them.

First, it will be helpful to consider how changing political contexts 
have determined and influenced the health systems and changing 
roles of CHWs in South Africa.

INTRODUCTION
Community Health Workers (CHWs) are not a new 

phenomenon in South Africa and many other parts 
of the world. Their struggle for recognition of the 

role they play in bringing health and health care to 
their communities, for decent working conditions, 

appropriate pay with standard benefits, quality 
education and a career path is an ongoing battle.  

  PROMOTING SOCIAL DIALOGUE TO IMPROVE WORKING CONDITIONS FOR COMMUNITY HEALTH 
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“An effective response to the current health crisis, as 
well as wider health issues in SA require a commitment 
to a progressive vision of medicine – and understanding 
and dialogue between progressive health workers, 
the lived experience of the oppressed and popular 
organisations and struggle. Trade unions remain the 
largest popular organisations and their support will be 
critical in advancing a commitment to public health”

In a recent Newframe article 
(11 Jan 2021) “Affirming 

medicine as a public good” 
Richard Pithouse states:

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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HEALTH SYSTEMS  
& COMMUNITY 

HEALTH WORKERS: 
A BRIEF HISTORY 

AND POLITICS 
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PRE AND DURING THE 
COLONIAL PERIOD
For as long people existed, there has been a need to develop 
and grow our knowledge on how to maintain good health and 
treat disease. Over the centuries, different cultures and people 
developed their own systems and approaches to maintaining good 
health, and helping those who are ill or injured.  These systems 
have sometimes overlapped, or competed. 

Throughout the third world traditional practitioners have for 
centuries been the major providers of health care. If you can 
picture the health care in the pre-colonial era in South Africa, 
‘medical’ practice or health care took place in the community 
through traditional practitioners, knowledgeable elderly women 
as carers, and traditional birth attendants. 

Indigenous approaches to health place more emphasis on the 
holistic view of caring about family and community relationships, 
and  for the land, plants and animals as they are inseparably 
linked to well-being of the planet and it’s inhabitants. There are 
similarities with comprehensive primary health care and the social 
determinants of health, which we will discuss in detail later.

Before colonial times, there was enough food and land and a 
traditional health system that promoted healthy living in the family 
and the villages. Early colonisers recorded,

“Those same early travellers who tell us that there was no TB 
amongst the original inhabitants, also describe the people as 
eating a diet that was adequate and well balanced, except 
perhaps in times of drought or war.” (De Beer, 1984:8-9). 

The arrival of colonists disrupted the way of life and brought 
about socio-economic and political change in African countries. 
For example, they took over the mining industry and imposed hut 
and land taxes, which forced men from rural areas to work on the 
mines.

The colonisers also brought with them new diseases as well as 
new medical services –disease-oriented, biomedical services, 
focussing only on the biological and physiological causes and 
treatment of disease and neglecting the social causes. These 
services were based on western health systems, cultures, diseases 
and climates, almost exclusively for their colonial employees and 
only in urban centres. Later missionaries established hospitals in 
mainly rural areas in South Africa. 

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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The western approach to health care which we know today, was 
influenced mostly by the great advances in medical sciences in 
the 1800 and 1900s such as the discovery of vaccines, X-Rays 
and antibiotics. These discoveries had a positive result on helping 
diagnose some diseases (X-rays), preventing some (vaccines) 
and curing some diseases (antibiotics). The dominant focus 
of healthcare was disease-oriented using expensive technical 
advances to prevent, diagnose and treat diseases.  

Traditional ways of preventing disease and promoting health, 
became neglected. This approach means that health services 
react only when there is a problem, but this requires costly 
resources. By the 1960s the cost of health care in developed 
colonial countries had become too expensive and the health 
of their populations no longer showed large improvements, 
especially with the rise of non-communicable diseases (NCDs) 
such as high blood pressure, heart diseases and diabetes. Some 
health workers and international bodies started to look at practising 
examples of alternative approaches to health care. 

Many of these included various forms of community based 
health workers. The high cost of health care and the possibility of 
alternatives led to the International Conference on Primary Health 
Care in Alma Ata (now Almaty) in 1978. A result of the conference 
was the 1978 Alma-Ata Declaration on Primary Health Care (PHC). 
We consider the Declaration in some detail later.

  PROMOTING SOCIAL DIALOGUE TO IMPROVE WORKING CONDITIONS FOR COMMUNITY HEALTH 
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DEFINING COMMUNITY HEALTH WORKERS

The most widely accepted definition of CHWs is from 1989 
by World Health Organisation (WHO): 

“The umbrella term “community health worker” 
(CHW) embraces a variety of community health aides 
selected, trained and working in the communities from 
which they come. Community health workers should be 
members of the communities where they work, should 
be selected by the communities, should be answerable 
to the communities for their activities, should be 
supported by the health system but not necessarily a 
part of its organization, and have shorter training than 
professional workers”. 

In South Africa, the recent NDOH 2018/2019 – 2023/24 
Policy Framework and Strategy for Ward-based Primary 
Healthcare Outreach Teams (WBPHCOTs generally referred 
to as WBOTs) states that a CHW: 

“Refers to any worker who is selected, trained and 
works in the community. They are the first line of 
support between the community and various health 
and social development services. They empow er 
community members to make informed choices about 
their health and psychosocial wellbeing and provide 
ongoing care and support to individuals and families 
who are vulnerable due to chronic illness and indigent 
living circumstances.” 

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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The beginning of PHC and known CHW 
projects in South Africa heading 3

Early CHWs, called ‘malaria assistants’ were introduced 
in KwaZulu Natal (KZN) in the 1920s and 1930s. The first, 
well documented CHW project in South Africa, also in 
KZN, was the Pholela rural health project established in 
the 1940s by Drs Sydney and Emily Kark. 

The Karks came up with a new way of running a health 
service. Not only was the clinic placed in easy access of 
the rural community, but they also based the services it 
offered on surveys of the community’s needs. Instead 
of just waiting at the clinic for sick people to arrive, they 
trained health workers from the community to make 
home visits. Each community health worker was given 
a set of households to look after. During visits, the 
health workers collected health information, gave health 
education, and advised people in need of care to go to 
the health centre.

The Karks considered the culture and the living 
conditions of the community and then involved the 
people in their own health issues. The Karks also took 
a wide view of health care, focusing not only on curing 
disease, but also on prevention and on promoting health 
among individuals and communities. This became known 
as community-oriented primary health care (COPHC), 
which later influenced the primary health care approach.

  PROMOTING SOCIAL DIALOGUE TO IMPROVE WORKING CONDITIONS FOR COMMUNITY HEALTH 
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The National Health Services Commission 

(1942-1944) 

known as the Gluckman Commission, was established to advise 
the government at the time on the provision of an organised 
National Health Services for the Union of South Africa.. This 
commission, together with the Kark’s work,  recommended a 
radical Community Oriented PHC -based service for South Africa. 
This would influence some of the principles and recommendations 
made in the Alma-Ata Declaration, 1978.

The Smuts government agreed reluctantly to the recommendation 
with some modifications that watered it down considerably. 
Unfortunately, by the time the National Party won the elections 
with its Apartheid manifesto in 1948, and took power, only 40 
of Gluckman’s 400 planned health centres had been built. The 
plan was scrapped and instead of one health system for all in 
South Africa, the health system became segregated according to 
different apartheid constructed ‘race’ groups. Over the years the 
health system was further fragmented through the establishment 
of the ‘Homeland or Bantustan’ system. By the time the Apartheid 
system was defeated, there were 14 departments health. One 
for each of the 11 Homelands/Bantustans, one for the House of 
Representatives (representing the ‘coloured’ population), one 
for the House of Delegates (representing the ‘Asian’ population), 
and one for “whites-only”. This was the segregated, fragmented 
health system the African National Congress inherited in 1994 
when it became the ruling party in the Government of National 
Unity. 

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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After a period of relative inactivity in political resistance in the 1960s, due 
to extreme oppression of progressive forces in South Africa, political 
action resurfaced in the early 1970s with the re-emergence of the trade 
union movement in South Africa. At the same time, new CHW projects 
started in the early 1970s, inspired by examples from the Karks and 
China’s barefoot doctors, and the resurgence of oppositional political 
activity in the country.  South Africa saw a major proliferation of CHW 
projects after the Alma Ata Declaration on Primary Health Care in 1978. 
Most CHW projects in the Apartheid era were started by individuals or 
non-governmental organisations (NGOs), who were made up of mostly 
activists with the political goal of mobilising communities against 
Apartheid as well as bringing a different comprehensive form of health 
care closer to communities where limited or no health services where 
available. These early projects influenced the concept of PHC, and 
projects post 1978 attempted to follow the philosophy and strategies 
in the Alma Ata Declaration, summarised after Table 1.  

The influence of China’s‘barefoot 
doctors’

In the 1960s China introduced 
community-based health workers known 
as ‘barefoot doctors’. Local farmers 
were chosen by their communities 
and then trained for a few months 
by doctors in hospitals before 
returning to their villages. They 
were taught basic technologies and 
how to combine western biomedical 
and traditional medicine to help 
their communities. This system 
helped greatly to reduce child 
mortality, control epidemics and 
increase life expectancy in remote 
rural areas in China in the 1960s 
and 1970s. Similar to the examples 
of the Karks and Henry Gluckman in 
South Africa, the barefoot doctors 
project also came to an end in the 
1990s, all due to lack of support 
from governments.

CHW’S IN THE 
APARTHEID ERA

  PROMOTING SOCIAL DIALOGUE TO IMPROVE WORKING CONDITIONS FOR COMMUNITY HEALTH 
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 DATE COMMUNITY HEALTH 
PROJECTS

POLITICAL ERA, 
EVENTS, POLICIES AND 
LEGISLATION

1913 – 
1020s

1913 Land Act
African National Congress (ANC) 
1914 & 1919 protested Land Act in 
UK. Ignored.
Industrial and Commercial Workers 
Union (ICU) formed: 
1920s mineworkers strike
Communist Party of South Africa 
(CPSA) formed

1930 Malaria assistants: Park Ross 1930s Harsher racist laws; minimal 
resistance

1940 Pholela Health Project: Drs Sydney 
and Emily Kark

Rise in African nationalism.
Rebuilding the ANC
ANC Youth League formed

1942 – 1944 National Health 
Services Commission 
1945 Gluckman Report: 
recommendations for 
comprehensive health service for 
all in SA.

1948 – Nationalist Party comes to 
power

1950 1951 Valley Trust established 1951 Bantu Authorities Act: forcible 
relocation of blacks to ‘homelands’ 
1958 – Karks’1980s

CHWs in the apartheid era Table 1: CHW projects, the political era, 
events, policies & legislation until 1994
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1960 Sharpville massacre; ANC and Pan 
African Congress (PAC) and all 
resistance  banned.

1970 1970 Chalumna & Newlands CHW 
project started 
1976 Elim Care Groups started
1978 Alma Ata Declaration on 
comprehensive PHC
1979 Health Care Trust Village 
Health Worker project 

1976 SOWETO uprising: sparks 
nationwide uprisings
1977 Steve Biko (leader of Black 
Consciousness Movement) 
tortured/dies in detention 
1977 Public Health Act: dual/
segregated healthcare 

1980s 1980 Valley Trust establishes CHW 
programme
1980 SACLA clinic established in 
Crossroads
1982 National Medical and Dental 
Association founded to address 
human rights 
1986 Mamre community health 
project started & Rural Foundation 
Health Project started
1987 National Progressive Primary 
Health Care Network launched

1985 - 1986 3 states of 
emergency: detentions/
repression/ assassinations 
1986 South African Christian 
Leadership Association (SACLA) 
clinic taken over by army 
1989 Relaxing of emergency laws

Early 1990s 1991 Mamre & Zibonele 
(Khayelitsha) start CHW projects

1992 Health Care Trust in Brown’s 
Farm (Philippi) and Agincourt CHW 
projects

1990 ANC/PAC and all resistance 
organisations unbanned; 
progressive release of imprisoned 
leaders, including Mandela and 
return of exiles

1992 – 1994 Preliminary ANC 
health plan based on PHC; 
National CHW workshops and 
conferences

Source: Adapted from Van Ginneken N, Lewin S, Berridge V (2010)  PROMOTING SOCIAL DIALOGUE TO IMPROVE WORKING CONDITIONS FOR COMMUNITY HEALTH 
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THE PRIMARY HEALTH CARE 
(PHC) APPROACH AND CHWS 

The Alma Ata Declaration on Primary Health 
Care, 1978: “Health for All by the year 2000” 

Drawing on the growing number of experiences around the world 
of new ‘bottom-up’ ideas for achieving health for all, the World 
Health Organisation (WHO) and the United Nations Children’s Fund 
(UNICEF) jointly sponsored an international conference held in 
Alma Ata (now Almaty) in 1978. The WHO used this event to set 
the goal of ‘Health for All by the year 2000’ (HFA2000). The 
conference was attended by 134 nations, and South Africa was 
not included.

Based on more than 30 years of experimentation by separate 
groups of health professionals and activists, a comprehensive 
primary health care approach was born. The Alma Ata conference 
and its declaration set the direction of many new WHO 
programmes and also changed the health systems of many 
countries. Although curative care remains important, PHC places 
emphasis on promotion of health, prevention of disease and 
rehabilitation through action on the social, political and economic 
determinations of health. Since the PHC vision is one of universal 
solidarity, equity and social justice within and between countries, 
many countries felt this was an unreachable dream. Over time, 
some countries have had better success than others in moving 
towards this goal. 

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.



Primary Health Care as defined by 
the Alma Ata Declaration 1978 

“essential health care based on practical, scientifically 
sound and socially acceptable methods and technology, 
made universally accessible to individuals and families, in the 
community through their full participation and at a cost that 
the community and country can afford to maintain at every 
stage of their development in the spirit of self-reliance and self-
determination” (WHO-UNICEF, 1978). This definition is further 
broken down and added to in Figure 1 below.

PRINCIPLES

Equity and equal access 
Participation of all
Involving all service sectors 
Health promotion and disease 
prevention 
Affordable, acceptable, 
appropriate care 
Effective referral 
Multi-disciplinary teams

COMPREHENSIVE 
CONTINUUM OF CARE

Health promotion
Disease prevention

Cure
Rehabilitation

––––
Palliation 

(relief of suffering)
Protection from harm

LEVELS OF CARE

Tertiary level
           

Secondary level
     

Primary level

Family/Community 
  

Referral system

hi

hi

hi

COMPREHENSIVE PRIMARY 
HEALTH CARE 

Source: Adapted from Alperstein M (2018)

h
i

hi
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Eight essential elements for ensuring a 
healthy community:

DISCUSSION 
POINT FOR 
DIALOGUE

From a personal point of view, what 
has been your experience of the health 
system whether in the private or 
public sector? What aspects of the 
principles, comprehensive continuum of 
care and appropriate referral system 
been implemented?

In addition to the philosophy, principles, comprehensive 
continuum of care and a quality and effective referral 
system, the declaration also called for the primary level 
of care to provide the following minimum eight essential 
elements for ensuring a healthy community.

1. Adequate nutrition through food security
2. Water and sanitation – safe and well maintained
3. Immunisation – for children, a full programme and 

adults as needed
4. Maternal and child health care – ante-natal, during 

pregnancy, post-natal, reproductive health care 
where women and men can make informed choices

5. Prevention and control of common diseases
6. Treatment for all common diseases and injury – 

emergency and curative care
7. Essential drugs – adequate supply at all times
8. Health education – giving information for interactive 

dialogue and understanding

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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COMPREHENSIVE CONTINUUM OF CARE refers to 
the middle section of Figure 1 and means including 
all aspects of health care – promotion, prevention, 
cure and rehabilitation. More recently palliative care 
for terminal illnesses and protection from harm, 
focussing on the workplace have become important 
aspects of the comprehensive continuum of care. 

PROMOTION is related to the root causes of ill health 
– the social and economic determinants of health 
explained below.
 
PREVENTION is usually technical and related to a 
specific disease – e.g. screening for early signs 
of TB, high blood pressure, diabetes, HIV etc. and 
vaccines for prevention. 

CURE is the treatment for a particular disease or 
injury, and ongoing treatment for chronic diseases. 

REHABILITATION is assisting people who have 
been ill or injured return to best functioning in their 
environment. 

LEVELS OF CARE in the third section of Figure 1 
indicate the different levels of the referral system of 
health care services in the country. Care starts in the 
community (family remedies, elderly knowledgeable 
women or men etc.) 

THE PRIMARY LEVEL is the first point of contact in 
the formal health system (CHWs, General Practitioner/
GPs, Clinic, Community Health Centre & District 
Hospital). All of these deliver basic health care. If the 
illness is too complicated, they refer the person to 
the secondary level. 

The principles of PHC and the comprehensive continuum of 
care need to be practiced at all levels of care and a structured, 
organised referral system from community to tertiary level care 
needs to be in place.  

  PROMOTING SOCIAL DIALOGUE TO IMPROVE WORKING CONDITIONS FOR COMMUNITY HEALTH 
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THE SECONDARY LEVEL offers a variety of basic 
specialist care. (These are known as regional 
hospitals). If sub-specialist or rare specialties are 
needed, they will refer the person to the tertiary 
level. 

THE TERTIARY LEVEL deals with the most 
complicated illnesses and are the most expensive 
as they need very specialised staff as well as 
expensive high technology equipment. (These are 
provincial hospitals or national hospitals like Groote 
Schuur in Cape Town or Chris Hani Baragwanath in 
Johannesburg. Also specialist hospitals like Red 
Cross Children’s Hospital or Psychiatric Hospitals)

CHWs form the foundation of PHC and live in the 
communities in which they work. They understand the local 
dynamics and determinants of health in their communities. 
They are also perfectly placed to involve communities 
in decision-making regarding their health, and together, 
bring appropriate services from different sectors together 
for intersectoral action on the social and economic 
determinants of health.

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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The social determinants of health. Source: Dahlgren and Whitehead 1991.

If you look at this diagram, you 
can see there any many things 
that affect your health

SOCIAL, ECONOMIC, ENVIRONMENTAL AND CULTURAL 

SITUATIONS THAT DETERMINE GOOD OR ILL HEALTH.

Generally called the Social Determinants of 

Health (SDH)

Individual lifestyle factors

Ge
ne

ra
l s

ocioeconomic, cultural and environmental conditions

Living and working 
conditions

work environment

education

agriculture 
& food 

production

unemployment

water & 
sanitation

health care 
services

housing

age, sex and 
constitutional 

factors

Social and community networks
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In the second circle - Your individual lifestyle factors – are 
you able to have a healthy diet, practice regular exercise, 
smoke, drink too much alcohol and more?

In the bottom circle - Your age, sex, and constitutional 
factors – such as being malnourished (both undernourished 
– too thin or over nourished- too fat/obese); if you have a 
chronic disease, a disability.

If we look at COVID-19, who is most affected by these 
factors and why?

What do we mean by ‘lifestyle and lifestyle practices?’ 
What lifestyle practices prevent COVID- 19, make people 
less likely to get COVID-19, and which make it worse? Do 
people always have a choice on the type of lifestyle they 
choose?

In the third circle – Social and community 
networks – are they supportive, work together 
for everyone to be safe, help each other when 
one is down and out, or are there tensions, fights, 
competition, unsupportive, factions?

What kind of networks are there in your 
community? Which aspects help to make 
COVID-19 less or more of a problem?

In the fourth circle – Living and working conditions that 
affect health – like the work environment and how you 
get to work; education; agriculture and food production; 
unemployment; water and sanitation, health care services, 
and housing. Are there others that have been left out that 
affect health in your community?

What kind of networks are there in your community? 
Which aspects help to make COVID-19 less or more of a 
problem?

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.
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The above diagram may look a bit busy and complicated, but what 
it shows are three columns that divide the Determinants of Health 
into what are called UPSTREAM, MIDSTREAM and DOWNSTREAM 
factors.

Determinants of Health

Upstream Factors Midstream Factors Downstream

Government

Policies

Global 
Forces

Determinants of 
health (social, 
physical, 
economic, 
environmental

Culture

Health System

Psychosocial

Health 
Behaviours

Culture

Physiological

Disease

Biological

H
EALTH

70% 30%
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Column 1: The UPSTREAM FACTORS 

These are similar to the last two circles in the diagram 
above ‘General socioeconomic, cultural and environmental 
conditions, globally and locally and living and working 
conditions.

Climate change is an important example of this. It is part of a broad environmental crisis 
that will be devastating for everyone, especially our children and grandchildren and the 
generations that follow. The world will get hotter, and extreme weather will come more 
often. This will change working conditions, make food and water scarcer in many places; 
people will be forced to migrate and this will lead to xenophobia and conflict. At the 
moment richer, more industrialised countries cause more environmental damage, which 
affects poor countries more. Some rich countries such as the USA refuse to adopt global 
policies that will cause less damage.

Global policies also affect and can undermine or support 
the indigenous culture of all countries; government policies 
that emphasise equity and social justice; policies must make 
sure that there is equity and democratic social and political 
power and economics, and a healthy environment to live 
and work in for all communities. 

Another example is how big multinational food companies 
influence people’s diets and make it cheaper and easier to eat 
unhealthy food that has been processed in their factories, 
while making it more difficult to choose healthy diets.

Some examples that have been in the news recently is how 
rich countries, especially the USA have bought up most 
supplies of PPE and medication for COVID-19. Why has the 
World Health Organisation (WHO) not been able to stop this? 
Why is there no global solidarity? Will the WHO be able to see 
that there is equity and affordability for all countries when a 
COVID-19 vaccine is developed?

These have the biggest influence on how healthy 
communities are (a whole 70% influence). These UPSTREAM 
determinants rely on global policies that do not favour 
only the rich countries, but ensure that there is equity of 
resources in the world. 
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Column 2: The MIDSTREAM FACTORS

These are a mixture of the living and working conditions, and 
social and community networks and individual lifestyles in the 
diagram above.

In all communities you have cultural practices that make you 
healthy, some that don’t do anything to improve health, but are 
not harmful, and then there are a few that are harmful. 

These include how good or bad the health system is for 
everybody in the country; is there good psychosocial support 
and do both of these factors encourage health behaviours of 
individuals and communities that ensure healthy lifestyles and 
healthy living and working conditions.

Column 3: The DOWNSTREAM FACTORS

These are similar to the age, sex and constitutional factors in the 
above diagram.

These include the physiological and biological causes of 
diseases.

Both the midstream and downstream together only have 30% 
effect on how healthy an individual or community is. If you 
have a disease you can be cured or managed if there is a good 
health system, but if the upstream factors are not good and 
you have poor living and working conditions, you may get sick 
again many times. If economic policies keep you poor and you 
have no say in your local or national policies, and no power in 
the political system, you may also get sick again. 
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CHWs have provided health care to South African communities 
for decades, assuming a broad variety of roles and performing 
a number of tasks focused on health promotion and disease 
prevention that help tackle the determinants of health. These 
include community mobilisation, advocacy, health education, 
basic counselling services, screening, referrals and specified 
primary care activities. CHWs are particularly important in rural 
and remote populations with limited access to healthcare. 

If the upstream factors are good, they will influence the mid 
and downstream factors to keep you healthy.

CHWs raised the following as the main social, economic 
and environmental determinants affecting health in their 
communities: high unemployment, lack of food security 
and water supplies, poor sanitation, education and housing, 
dangerous dumping sites, many fires, gender-based issues, 
and lack of access to health services and health education. 
This highlights the need for an intersectoral approach to 
address the social determinant of health, and requires all 
government departments (such as water and sanitation, 
health, education, agriculture) and all levels of governments 
(municipal , provincial and national) to work together to ensure 
that all communities have access to quality public services. 

“The primary determinants of disease are 
mainly economic and social, and therefore 
its remedies must also be economic and 
social.”

(Rose G, 1992)
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Before the 1994 general election, the African National Congress 
health plans included CHWs as a key aspect of getting health care 
to all South Africans, especially in the most remote rural areas. 
As the plan developed and was finally presented in the official 
policy document issued by the NDOH in 1996, “Restructuring 
the National Health system for Universal Primary Health Care”, 
the role and position of CHWs had become watered down. They 
acknowledged the important role of CHWs, but the final decision 
was to exclude CHWs from the basic PHC team. CHWs were seen 
as an unaffordable expense. 

“It is therefore the 
Department’s view that 

this category should not 
be incorporated into the 

formal health services. 
This obviously does not 

preclude NGOs/CBOs and 
other organisations from 

continuing with CHW 
programmes” (p18). 
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By then, most funders of CHW programmes had started channelling 
funds directly to the new, democratically elected government, 
believing that the state would continue to fund these programmes 
as an integral part of the health plan. However with the delay in 
the government contracting and transferring funds to NGOs, 
while they developed a new policy, several CHW programmes that 
practiced a comprehensive approach to health care to closed and 
many CHWs became unemployed.  Many continued to volunteer 
their services such as giving advice, health education and 
organising and mobilising in their communities. Since they lived 
in their communities and were well known for their knowledge 
and skills, they were also called upon by their communities to 
help with the sick and injured in times of emergencies. They were 
called on especially at night when there were no health services 
and ambulances took too long or never arrived when called. 

With the advent of the HIV/AIDs epidemic, donor money channelled 
to the government was used for single purpose selective 
programmes. CHWs became contracted in vertical programmes  
through NPOs and CBOs (Community Based Organisations) as TB 
directly observed therapy (DOT) observers, voluntary counselling 
and testing (VCT) for HIV, nutrition advisors, lay counsellors, 
home based carers, or mother and child care workers. These 
programmes all had single purpose, limited tasks and training. This 
is known as the Selective Primary Health Care (SPHC) approach. 

The Department of Social Development (DSD) also contracted 
unemployed CHWs to run programmes through NGOs for orphaned 
and vulnerable children, further fragmenting the role of CHWs 
between different government departments. They were given 
different roles, different working conditions and different pay 
packages. Their contracts were on an annual basis at the most. 
Many of these programmes were funded by the Extended Public 
Works
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They explained further that on one day, if someone in the home had 
HIV and TB , they could be visited for adhering to their TB treatment 
by one carer,  and adherence to their HIV treatment by another 
carer.  Each carer would check on adherence to medication, do 
some education on their particular area of expertise, but no more. 
This is what they were trained and expected to do. If there were 
children under 5 years of age in the home, there would be a visit 
from another carer focussing on the Integrated Management of 
Childhood Illnesses programme. There was nobody to look at 
individual or family health holistically.

This may help to explain the situation CHWs are in now and the 
difficulty in re-establishing the concept of a comprehensive 
approach to health care through the re-engineering of PHC, which 
will be elaborated on below. Initially, post-Apartheid, KwaZulu-
Natal was the only province to absorb most CHWs into the health 
system, with the exception of the HBCs contracted by the DSD 
through NPOs. All other provinces had a mixture of contracted 
NPOs by the departments of health or social development and 
surviving independent NGOs or CBOs that managed to continue 
getting alternative funding. This may also help to explain the 
present situation of unstandardized scope of practice, education 
and training, working conditions and pay. 

The situation at present in 2021 in the provinces, is as such:

“our home is now a supermarket like 
Shoprite and Pick ‘n Pay. So many people 
enter our homes for different health 
problems”.

PROGRAMME AND OTHERS BY USAID, PEPFAR, THE EU AND 
OTHER DONORS, MOSTLY THROUGH THE DOH. 

The implementation of the comprehensive PHC approach, 
as envisaged at Alma Ata, was lost to the SPHC  approach. 
Governments that relied heavily on donor funding were attracted 
by SPHC as it allowed for quick and measurable gains in health 
through mostly technical solutions. Even if these gains were 
short-lived, it enabled governments to avoid dealing with the 
more difficult, underlying political, social and economic causes of 
ill health. The way families in these poor communities experienced 
this approach was to comment that:
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Province Population* Number 
of CHWs 
2018 ** 

Target number 
of CHWs by 
2030 according 
to 1 CHW to 
250 homes **

CHW 
coverage

%  ** 

Conditions of service/ ‘employment’ 
status

Eastern 
Cape

7 311 626 4129 7757 53% Majority on annual contract within 
DOH Stipend of R3500; no benefits

Free State 2 924 685 2327 3075 76% Majority on annual contract within 
DOH; stipend of R3500 paid from 
the EPWP; no benefits

Gauteng 14 361 347 6837 11911 57% Majority permanently employed 
through the DOH at job level 2, a 
monthly salary of R8544.50, medical 
aid, housing allowance and pension

KwaZulu-
Natal

11 565 963 10080 12617 80% Majority on annual contract within 
DOH Stipend of R3500; no benefits

Limpopo 6 044 413 8388 8388 100% Majority on annual contract within 
DOH; Stipend of R3500; no benefits

Mpumalanga 4 526 629 6120 6120 100% Transitioning from NPOs to DOH. 
Stipend of R3500; no benefits

Northern 
Cape

1 220 189 6568 6643 99% Majority on annual contract within 
DOH; Stipend of R3500; no benefits

North West 3 975 891 1978 1982 100% Majority on annual contract within 
DOH. Stipend of R3500; no benefits

Western 
Cape

6 610 920 3799 5558 68%                 CHWs are all contracted through NPOs 
by DOH with a stipend of R3500, and 
no benefits, or by DSD with stipends 
mostly less than R3500, with no 
benefits

*Source: Stats SA In 2019, 
South Africa had an estimated 

population of just over 58.5 
million. The provincial population 

estimates are listed above in 
Table 2. 

** Source: 2018: National 
Department of Health. 

TABLE 2: NUMBER OF CHWS IN THE PROVINCES AND CONDITIONS OF SERVICE/
EMPLOYMENT STATUS 

These numbers may have changed by now, especially with extra 
CHWs contracted for COVID-19 screening and tracing. There is 
great uncertainty whether their contacts will be renewed and for 
how long or if they will eventually be retained, especially where 
required numbers are particularly low (Eastern and Western Cape 
and  Gauteng). 
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THE GENDERED 
NATURE OF CARE AND 

COMMUNITY HEALTH 
WORKERS 

Of the approximate 50 – 60,000 CHWs in South Africa, over 90% 
of CHWs are women, mostly black women working, living and 
working in economically constrained communities. Throughout 
the world, at least 70% of care work is carried out by women, 
whether voluntary, paid or unpaid. In care work in general, where 
women are dominant, pay is mostly lower than work where men 
are the dominant workforce. Gender norms put the  expectation 
on women in society to ‘naturally’ take on the role of caring both 
in the home and work in society. This is possibly what explains 
the high percentage of women as CHWs, and for a long time 
accepting the poor pay and working conditions. These norms 
make it difficult for CHWs, or women particularly in the care work 
to strike or make demands. They fear that people they care for and 
their communities will suffer, and may regard them as absconding 
from their responsibilities. 

The situation is, however, not that simple. CHWs themselves live 
and work in economically constrained communities. They are 
often single parents and therefore breadwinners and heads of 
households and need to care for their families. As CHW work has 
become more structured with particular hours to clock in at the 
clinics and work during the day, the greater the need has become 
for a decent living wage and dignified working conditions. 
Presently CHWs are paid more than 5 times less than the next 
ranking category of health workers (assistant nurses). The flat 
rate ‘stipend’ of R3500 per month is below a decent living wage. 
This situation persists, despite the broad job description CHWs 
are trained to take on, which includes assessment, treatment and 
rehabilitation of individuals in their home, individual and community 
education, and mobilising community involvement in tackling 
the social and environmental determinants of health to promote 
their community’s wellbeing. In addition, they are subjected to 
precarious employment status as ‘volunteers’ with stipends and 
12-month annual contracts, with the constant uncertainty of being 
renewed. This also provides little opportunity of a stable career 
path. They are expected to accept this position as woman as 
caring “is in their veins”. The COVID-19 pandemic has exacerbated 
this situation as it emphasises the inequities, injustices and fault 
lines in our society.
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CHWS PLACE IN 
RECENT POLICIES 
TO IMPROVE HEALTH 
CARE FOR ALL

THE RE-ENGINEERING OF PHC 

The PHC re-engineering strategy, which serves to strengthen the 
delivery of PHC services, was developed in the context of the 
National Health Insurance (NHI) policy. It was first released in 2011 
for piloting the strategy, and was finalised in 2018, based on an 
evaluation of the pilot project. The policy establishes Ward Based 
Primary Healthcare Outreach Teams (WBPHCOT) attached to 
clinics based in communities. The policy is based on the Brazilian 
model, and other aspects of the PHC re-engineering strategy 
(school health and specialist support teams) draws on the South 
African context and lessons from other countries. 
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The section‘Households’in the above diagram 
focusses on the PHC WBOT, which consists of:

• An Outreach Team Leader (OTL)
• either a professional nurse 
• or an enrolled nurse, 
• 6- 10 CHWs 
• 1 data capturer
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The aim of re-engineering PHC is to reorient a predominantly 
curative, vertical, individually orientated system to a proactive, 
integrated, and population-based approach (NDOH,2018). This 
approach places an emphasis on the essential role of CHWs 
focusing on promotion of health and prevention of disease in 
their communities. CHWs have a depth of knowledge of their 
communities that most professional health workers, who do 
not live in the same communities they work in, do not have. 
CHWs can therefore mobilise participation of communities and 
different sectors to deal with social, economic and environmental 
determinants of health. 

However, the re-engineering PHC policy restricts the possible 
curative role of CHWs, even when it is necessary to save lives 
particularly in areas where professional health workers are scarce 
and health facilities are far or non-existent. In countries like 
Rwanda and Thailand, CHWs have had success treating malaria 
and childhood pneumonia, diarrhoea and acute malnutrition. They 
have saved many lives rendering these services. 

Various CHWs have remarked: 

“sometimes I have to send someone to the clinic 
or hospital to get medication, but they don’t 
go because it is too far or the they don’t have 
transport money. What use am I if I can’t give 
any medication when someone is sick”. 
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The number of tasks CHWs can perform depends on the ration of 
CHWs to households and the quality and extent of their training 
and supervision. The range of tasks performed by CHWs is far- 
reaching and includes home-based care, treatment support, 
counselling, health education and promotion, community 
mobilisation, referrals to health facilities, and nutritional and social 
service support. 

To increase their curative role, South Africa would need closer to 
400,000 CHWs, as proposed in the NDP (National Development 
Plan), as opposed to approximately 55,000 – 60,000 proposed in 
the re-engineering of PHC policy. At present the policy stipulates 
that each PHC WBOT, with 6 – 10 CHWs in a team, would be 
responsible for 6000 people, approximately 1500 households. 
This equates to a ratio of one CHW to every 600-1000 people 
depending on the number of CHW’s of the team. These numbers 
may be adjusted depending on the distance to travel (usually 
walking) between households, demographic characteristics of 
the population and the burden of disease. 

Comparing these numbers to other countries, Rwanda has one 
CHW to 300 people, Brazil the ratio is one CHW to 800 people, 
and Thailand one CHW to 93 people. For effective outcomes it is 
obvious that more CHWs are needed. In addition, for an expanded 
curative role of CHWs this ‘task-shifting’ would need to be 
considered for job grading, and some more conservative health 
professionals may not agree to this. They may feel their power and 
the hierarchy is being undermined.

DISCUSSION POINT 
FOR DIALOGUE

What view point would 
trade unions take on 
‘task shifting’ and the 
ratio of CHWs to people 
or households in the 
community?
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It is important to understand that CHWs are also essential in 
various policies and strategies that support the strengthening of 
the health system, such are the National Development Plan (NDP), 
the Ideal Clinic Realisation and Maintenance (ICRM) programme 
and NHI.  CHWs play a crucial role in each of these strategies and 
policies reaching their goal.

The NDP aims to address poverty and inequity and integrate the 
health system within the broader socioeconomic development. 
CHWs are the crucial link between the health system with 
communities and the determinants of health. 

The National Department of Health (NDOH) initiated the ICRM 
programme in July 2013. This programme aims to systematically 
improve primary care facilities and the quality of care by ensuring 
good infrastructure, administrative systems, adequate staffing, 
consistent and adequate medicine and other medical supplies.  
CHWs are linked to primary care facilities such as clinics and 
community health centers, even if contracted through NPOs. 
Therefore, implementation of the ICRM will help support their 
work and vice versa. 

The NHI aims to provide universal health coverage  (UHC) to all 
in South Africa through a single payer health care system. It is 
designed to transform the health system according to the PHC 
approach, supporting the concept of health as a fundamental 
right.  The challenges are huge in South Africa as it has both a 
public and private healthcare system. The private healthcare 
system provides expensive health care to approximately 14% 
of the population, while the public healthcare system provides 
health care to the other 86% of the population. This creates great 
difficulty in providing equitable health care for all. Vested interests 
in the private sector oppose the NHI aim of providing a “universal 
health system (UHS) for all that is fundamentally retributive and 
equitable”. Universality and social solidarity are core principles of 
a UHS (and PHC). Universality means that everyone, regardless 
of race, class, gender, nationality etc., has access to the same 
quality health services. Social solidarity means that different 
groups of people (the healthier richer and youth) subsidise 
others where the need is greatest (the poor and elderly).  Those 
with greater income will subsidise other groups, with less or no 
income. Individuals will contribute towards health service funding 
based on their ability to pay, but benefit according to their need for 
health services. This would mean that greater financial resources 
would go to populations that have a greater need for health care. 
There is a strong link between people with lower socio-economic 
status and a greater need for health care. This would create a more 
equitable  health care system. CHW programmes are the main 
strategy for bringing care to communities where facilities are far, 
such as remote rural villages, as well as those in geographically 
spread out communities, and in overcrowded urban areas.
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“the staff at the clinic just see us as 
volunteers and undermine and exploit 
us.”

(There are references below to read up more 
about these policies and strategies as well 
as the challenges to implementing them).

All of these policies highlight the important role of CHWs, relying 
on them to education, screen and trace in times of epidemics, 
and as we are seeing in the COCID-19 pandemic. However, they 
remain regarded as volunteers with a stipend not real workers. 
Many CHWs have remarked:

What CHW programmes need to be effective 

For many years CHWs, from their lived experience, CHWs  have 
been making demands for: 

1. Recognition by integration into the health system in terms of 
employment, supervision, support and career development

2. Quality, appropriate and standardised education and training, 
with a career path

3. Safety and security
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Below are demands drawn up by 160 CHWs, representing 
all 9 provinces in a Community Health Worker Summit in 
Bloemfontein on 1 March 2019

We call on and demand of the National 
Department of Health to:

• Expedite the Permanent Employment of all CHWs

• Standardize training and implementation of the PHC WBOT 
policy across all Provinces and the Departments of Health 
and Social Development,

• Address with immediate effect the stock-out problems 
currently experienced by some facilities across the country,

• Prioritize the safety and security of CHWs during their field 
work,

• Only provide or recommend Accredited training (phase i, ii, 
iii) for CHWs with clear career paths within the Health System,

• Establish a clear scope of practice and work of CHWs and this 
is implemented by all provinces

• Ensure that there are clear Local, District, Provincial and 
National DoH Platforms to engage with the Department on 
their issues affecting the workers.

• Ensure that CHWs have access to: 

• Psycho-social support (trauma counselling)

• Transportation

• Vaccination and prophylaxis treatment for HIV, TB, 
Hepatitis B

• Working equipment and protective aides, and are

• Covered by the Occupational Health and Safety Act and 
this is enforced across the country.  

• Included in the infection control plan.
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CHWS AND COVID-19
It is important to note that these demands were made exactly a 
year and 10 days before COVID-19 was declared a pandemic by 
the WHO on Wednesday 11 March 2020. 

These demands have become increasingly vital during this 
pandemic as CHWs have been exploited in their critical role as 
frontline workers educating, screening and referring community 
members for testing in marginalised communities. CHWs have 
carried out their duties with conviction and compassion for their 
communities. They have been called “the secret weapon” and 
‘frontline soldiers” to contain the spread of COVID-19 by the 
country’s leadership, yet they have not been compensated for 
this key role. They have responded to this expectation, often 
without personal protective equipment (PPE), additional risk 
pay, counselling, transportation, and often not registered by their 
employers with the Compensation for Occupational Injuries and 
Diseases Act, (COIDA) No 130 of 1993. Provinces paid different 
amounts for greater risk during this COVID-19 period, but most 
paid about R100 extra for the month. This miniscule extra pay 
had to be fought for through protests.
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THE COVID-19 
PANDEMIC HAS 
INCREASED THE 
URGENCY FOR THE 
FOLLOWING DEMANDS
1.RECOGNITION BY INTEGRATION INTO THE 
HEALTH SYSTEM IN TERMS OF EMPLOYMENT, 
SUPERVISION, SUPPORT AND CAREER DEVELOPMENT

CHWs presently, in all except one of the nine provinces in South 
Africa, are in a precarious situation of neither being employed, nor 
being a volunteer. They are paid a minimal stipend of R3500 per 
month with no benefits and no career path or further development. 
In this respect, CHW’s are predominantly informal workers, and 
have little to no benefits or protection for work, such as pension, 
job security, a stable and living wage, maternity leave, workman’s 
compensation. Informal work leaves workers vulnerable to 
changes, and to workplace tensions, such as unfair dismissal, 
bullying or abuse by seniors. 

Where PHC WBOTs have been established, the outreach team 
leader (OTL) is the supervisor and is supposed to spend 70% 
of their time in the community supervising the CHWs. The OTL, 
because of staff shortages, often has a dual role of clinical work 
in the primary care (PC) facility and supervision of CHWs. Initially 
it was envisaged that OTLs would be professional nurses, but 
due to a severe shortage of both doctors and professional nurses 
at the PC level, enrolled nurses are now employed as OTLs. The 
concern is that many enrolled nurses do not have experience of 
working in communities and will need supervision from registered 
nurses and facility managers. 

Nursing qualifications are presently in a state of 
transition, but presently 
A professional (also known as a registered) nurse 
would have a four-year Degree or Diploma and practices 
independently within the determined scope of work
An enrolled nurse has a two year certificate and 
practices under the direct or indirect supervision of a 
registered nurse. 
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There are varied responses on supervision and other problems 
they experience.

OTLs and CHWs general have a good working relationship, “We 
get on well with our OTL, she listens to us and helps us with our 
patients and problems”.  Other CHWs expressed that their OLT, 
when she has time, accompanies them on their home visits and 
is very helpful expanding their knowledge and skills. However 
CHWs and OTLs feel that the system does not allow then to see 
each other nearly enough. They may only get to see each other 
monthly when providing their stats. The main reasons are that 
OTLs have been appointed, but also have other clinical duties 
that prevent them from giving the required time for supervision 
of CHWs. OTLs also feel that they have not been adequately 
prepared for supervision and there is no standard process. This 
causes tension in the relationship, which would otherwise be 
convivial and mutually beneficial.

Not being permanently employed sometimes leads to 
CHWs to feel excluded:
“At the clinic is I need help I will be asked- who are 
you. We are not regarded as part of the health team”
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CHWs call for the NDOH: 

• To expedite the permanent employment of all CHWs with all 
benefits including grading their job for appropriate pay

• Develop a clear scope of practice and work for CHWs, to be 
implemented by all provinces

• Ensure that there are clear local, district, provincial and 
national DOH platforms to engage with the department on 
their issues affecting the workers

2.QUALITY, APPROPRIATE AND STANDARDISED 
EDUCATION AND TRAINING, WITH A CAREER PATH 

Education and training of CHWs is not only unstandardized across 
provinces but also from one PC facility or NPO to another. From 
meetings with CHWs in different provinces, some have training 
every Friday afternoon on different topics in a manual they are 
given, but this is not a common experience. Others explained, 

“Some of us had initial 10 days training, but others missed that 
and join the Friday training or in some places where there is no 
ongoing training, you learn from another CHW.”

“We only have training every few months. Some of us are sent to 
attend different training, but not all.” 

If all CHWs do not attend the same training and are meant to 
share what they have learnt, very little time is given for them to 
give adequate report back to the rest of the team. Training is 
therefore unstandardized, with some gaining more than others, 
but expected to do the same work. 

Another common difficulty they experience 
regarding their minimal pay is that they 
mostly have to provide their own uniforms. 
“With our small stipend, we are only given 
one uniform and we are expected to wear it 
every day. We have to use our own money to 
buy more uniforms and it is expensive.”

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.



46

CHWs call for the NDOH: 
• Standardize training and implementation of the PHC WBOT 

policy across all Provinces and the Departments of Health and 
Social Development,

• Only provide or recommend accredited training (Phase i, ii, iii) 
for CHWs with clear career paths within the health system

3.SAFETY AND SECURITY:

CHWs walk on their own, often in dangerous areas and since most 
are women, they are more defenceless if attacked. CHWs have 
been violently and sexually assaulted and in some areas have to 
do their work in pairs for protection. The situation is worse when 
they are not supplied with identity badges.

• Prioritize the safety and security of CHWs during 
their field work, and 

• ensure that CHWs have access to
• vaccination and prophylaxis treatment for HIV, TB, 

Hepatitis B and are counted as frontline workers for 
the COVID-19 vaccine

• working equipment and personal protective 
equipment (PPE)

• safe transportation, and are
• covered by Occupational Health and Safety Act and 

this is enforced across the country.  
• included in the infection control plan.

“ It is unsafe for us. Even when you go into a home you 
don’t know what can happen. We have no protection.”

For their safety and security, CHWs call for 

the DOH to:
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THE WAY
FORWARD: 

What unions can do for CHWs

CHWs struggles for incorporation into the health system, decent 
work and pay and a career path has been evident for at least 
a decade. More recently, with COVID-19 illuminating the high 
expectations of CHWs, exposure to their poor working conditions 
and precarious work situation was exposed. Decent work implies 
work that is productive, delivers a fair income, security in the 
workplace, and social protection for families. There should be 
good  prospects for personal development and social integration, 
freedom for people to express their concerns, organise and 
participate in the decisions that affect their lives and equality of 
opportunity and treatment for all women and men. 

https://www.ilo.org/global/topics/decent-work/lang--en/index.htm 
(accessed 28 January 2021)

CHWs have struggled for decent work and pay for many years. 
Protests actions have become more prolific with the COVID-19 
pandemic. The inconsistency between what the government says 
about the important role of CHWs as the frontline workers and the 
way CHWs have been treated by the government has increased 
their resolve to fight for their rights. 

In July 2020 protest action began in Bisho, Eastern Cape, 
followed by action in Mpumalanga, Gauteng, North West and 
other parts of the Eastern Cape and in the Western Cape. Some 
actions have been led by various unions, mainly NEHAWU and 
NUPSAW. Others have been led by various CHW self-organising 
forums and others jointly between unions and forums. The focus 
of the protest actions have been for permanent employment with 
decent dignified work, appropriate pay with the same benefits as 
all other health care  and being inclusive of all CHWs. This includes 
all CHWs, contracted or employed by the DOH, municipalities, 
NPOs and the DSD even if some are referred to as Community 
Care Givers (CCGs), Community Care Workers (CCWs,) Home-
Based Carers (HBCs) etc.
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Examples of the exclusions in different 

provinces:

• Mpumalanga, as CHWs were being transferred from 
NPOs to clinics under the DOH, at least 80 CHWs 
were not included. They are still struggling to get re-
instated.

• CHWs employed in Gauteng by municipalities are 
excluded from becoming employed by the DOH even 
though they do the same work. 

• In Gauteng some CHWs who are near retirement age 
have not been included in permanent employment. 
After working for 10 – 20 years, they will leave with 
nothing for their pension if excluded.

• In all provinces CHWs known as CCGs, CCWs, HBCs 
etc., especially those employed by the DSD, are 
excluded from the possibility of being employed 
permanently, and some are paid less than R3500 per 
month for doing similar work.

CHWs are spread over membership of CHW self-organising forums. 
South African Care Workers Forum (SACWF) operating in Eastern, 
Northern and Western Cape and Free State. 

Gauteng Community Care Workers Forum (GCCWF) operating 
in Gauteng, North West, Mpumalanga, Limpopo and Free State. 
KwaZulu-Natal has a Care Workers Committee organising CHWs in 
the Province. 

CHWs have been recruited by the following unions: NUPSAW - 
National Union of Public Service and Allied Workers, NPSWU 
- National Public Service Workers Union, NEHAWU - National 
Education, Health and Allied Workers’ Union, HOSPERSA - Health 
and Other Service Personnel Trade Union of South Africa, PSA - 
Public Servants Association of South Africa, NUCWOSA -  National 
Union of Care Workers of South Africa, and NACOSA - Networking 
HIV, AIDS Community of South Africa.

In the Eastern Cape in July,  the United Eastern Cape Community 
Health Care Workers, comprising the SACWF, unions and CSOs 
joined together, all supporting CHWS. This is an example of what 
needs to happen in the future. Unions, CSOs, and the CHW 
forums need to unite and devise a strategy to reach the goal of 
permanent decent employment for CHWs.  Robust, but respectful 
discussion of different ideologies, ways of working can be a 
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DISCUSSION 
POINTS FOR 

DIALOGUE

How do unions work with CHWs? What do CHWs want 
unions to do? What are the strengths of the CHW 
forums and CSOs? How would the shop steward system 
work with CHWs? How can CHWs become leaders of their 
struggle within the union structures or would it 
be better for unions to support self-organising CHW 
forums? Is it better to have one union for all CHWs 
or all unions with CHW membership working together? 
What are the advantages and disadvantages?

strength in overcoming this challenge. With the critical role CHWs 
have played during the pandemic, this is an opportune moment 
to unite and fight for government’s full recognition of CHWs. All 
supporting organisations need to share and understand how each 
other works and the strength of each. This can only be achieved 
with dialogue.

WORKERS IN SOUTH AFRICA. A MANUAL FOR TRADE UNIONS.



50

Concluding comments: 

There is increasing evidence in many countries, including South 
Africa, that CHW programmes have shown the potential to improve 
the health status of the population especially in economically 
constrained communities and those living far from health services. 
Studies have shown remarkable results due to appropriate health 
education, case-finding and referrals, support for adherence not 
only to TB, which increases cure rates, but also better control of 
common chronic diseases such as HIV, high blood pressure and 
diabetes. Their support for families with palliative care has enabled 
persons with terminal illnesses to remain with their families at the 
end of their lives. 

An investment study, commissioned by the NDOH in 2017, showed 
that if the state invested in a strong platform for increased numbers 
of CHWs, there would be major gains for the country.  Although 
costly at first, within a few years numerous lives would be saved 
and cost saving would be greater than the initial investment. 
This would also result in healthier communities  through CHW 
interventions, and with the multiplier effect of employment of 
poor black women. Both would result in considerably positive 
economic and social impacts.

However, if CHWs in South Africa remain in the position they are in 
now, the goal of equitable health for all will not be reached. CHWs 
position in the health system needs to be formalised. They need 
to be employed permanently with decent pay for appropriately 
graded work, with all benefits and dignified working conditions. 

The victory of the Gauteng CHWs winning their case, through legal 
action, for permanent employment with the same benefits as 
other health workers, and an improved salary of R8500 per month, 
gives hope to the other provinces. Perhaps this action needs to 
be taken and supported by trade unions and CSOs working with 
CHWs. With COVID-19 highlighting the crucial role of CHWs fulfil in 
terms reducing the inequalities in health care during this pandemic 
and the future, this seems to be the opportune moment. CHWs are 
committed to improving the health of their communities, and do 
so inspiringly.  Once their position is improved, more focus can be 
given to strengthening the health system as well as involving their 
communities in dealing with and advocating for improved SDH.  
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By ensuring that CHW’s have quality education and training, 
support, secure employment, and are formalised into the health 
system, we will have a stronger health system that is proactive, 
responsive and able to reach more people. We will also have 
a health system that is promotive and preventive, rather than 
focussing on a curative, high technological, unsustainable 
approach. Learning from history, we need to go back to the Alma 
Ata Declaration on the principles of comprehensive primary health 
care, equity and social justice. 

It may be a while before all CHWs in all provinces are formally 
employed, have quality, standardised education and a career 
path, but the journey has begun. CHWs need to lead the process, 
but they need all the support and protection as workers and 
particularly women workers to achieve formalised decent work 
and pay.  
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Links to videos on Primary Health Care

https://www.youtube.com/watch?v=EbHY1YHVd6w (What is Primary 
Health Care? Why is it important –Flinders University, Australia, 2015; 
6.40 minutes)

https://www.youtube.com/watch?v=S3OkKWjHrAU (Primary Health Care 
Revolution. Health-e NHI and re-engineering PHC, 2015; 20.28 minutes)

https://www.youtube.com/watch?v=eW7SmJ11Fm8 (An Introduction 
to Primary Health Care and Principles - Public Health, Rai University 
Ahmedabad, India, 2015; 13.09 minutes)

https://www.youtube.com/watch?v=JrEguvyCsV8 (Primary health care, 
2014; 12.06 minutes)

Understanding PHC – Veronica Mitchell http://open.uct.ac.za/
handle/11427/16217

*Links to Alma Ata declaration 

http://www.who.int/publications/almaata_declaration_en.pdf

Link to The People’s Charter for Health, People’s Health Movement

http://www.phmovement.org/en/resources/charters/
peopleshealth?destination=phm_home_page

https://www.easp.es/blogmsp/2017/11/01/the-powerful-impacts-of-
barefoot-doctors-but-does-africa-need-1-million-more/

https://cafafrica.org/2021/01/06/we-must-protect-africas-community-
health-workers-chws-on-the-covid-19-frontlines/

https://www.unaids.org/sites/default/files/media_asset/
African2mCHW_en.pdf
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Appendix 

CHW Around the world
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