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The public health sector provides promotive, preventive, curative, 
rehabilitative and palliative health services to the population. 
Health service delivery is structured in a three-tier pyramidal 
referral system, with primary health care (health posts, health 
centres and district hospitals); secondary health care (provincial 
referral hospitals); and tertiary health care (teaching hospitals). 
There are currently approximately 2,000 health facilities in the 
country.

Community health workers in Zambia comprise two main groups: 
Community Based Volunteers (CBVs) and Community Health 
Assistants (CHAs). The National Community Health Workers 
Strategy (NCHWS) 2010 was developed to strengthen community 
health service delivery. Its rationale is to bring basic health 
services closer to the family, in line with Ministry of Health’s (MOH) 
mission statement. This document first outlined the concept of 
the CHA programme.

CHAs constitute the formal link between the communities and 
the health system. The training of CHAs is standardised and 
developed with inputs by professional bodies such as the General 
Nursing Council, MOH, Health Professional Council Zambia and 
various medical schools, conducted in two specialised training 
institutions, namely Ndola Teaching Hospital and Mwachisompola 

BACKGROUND
Zambian health services are provided by the following 

main players: the public health sector with government-
owned and -run facilities; faith-based, not-for-profit 
providers; mine-owned health facilities; private, for-

profit providers; community-based organisations and 
traditional practitioners. 

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL
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Health Centre. The training encompasses 11 modules cutting 
across health sector issues including health promotion, disease 
prevention, clinical tasks, and secondary duties such as 
coordination, technical assistance to Community Based Volunteers 
(CBVs), mobilisation and monitoring. Following training, the CHAs 
are registered with the Health Professionals Council of Zambia 
before being stationed at health posts.

Community health workers (CHWs) are quick to train and are 
embedded within the communities they serve, providing a cost-
effective way to provide services at the community level. 

CHAs are employed by the Ministry of Health to act as the “eyes 
and ears” of the health system at the community level. They are 
nominated by the communities in which they will work and are 
trained for 12 months in basic healthcare including the treatment 
and prevention of common illnesses.

There is currently no formally appointed community health 
focal point person at provincial, district or health centre level. 
Guidelines for the appointment of these focal point people will 
be developed as one of the activities outlined in this document. 
Currently, Environmental Health Technicians (EHT) often act as 
informal community health focal point persons, since they have 
the mandate to serve the community as well as the facility, and 
have been an integral part of the system for many years. Once the 
cadre of public health nurses (community health nurses) currently 
being trained have graduated and begin their service, they are 
likely to take over the functions of community health focal point 
person.

Community Health Assistants (CHAs) are meant to spend 80% 
of their time with the communities and 20% of their time side-
by-side with skilled health workers in the health facilities, though 
studies have shown that many CHAs spend significantly less time 
in the community, due mainly to staff shortages at health facilities. 
They have a variety of professional relationships to carry out 
their duties. These include health professionals, church leaders, 
NGOs/CBOs/FBOs and other community groups, CBVs, traditional 
leaders, church leaders, senior headmen/indunas and council 
members (chief’s cabinet). 

The National Health Strategic Plan 2017-21, which emphasises 
the role of community health, recognises the contribution being 
made by CBVs in the provision of health service delivery. There 
is currently no national database of CBVs, and estimates of the 
number of CBVs in the country vary, with some estimates as low 
as 10,000 and others as high as 100,000.

FORMALIZATION OF WORK IN THE HEALTH SECTOR: 
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CBVs work directly with implementing partners on a range of 
health projects across the country. This is currently a deeply 
fragmented space, with several types of volunteers all working in 
different vertical programmes. These include Safe Motherhood 
Action Groups (SMAGs), Community-Based Distributors (CBDs), 
TB Treatment Supporters, HIV Adherence Supporters, Growth 
Monitoring Supporters, CHWs, Youth Peer Educators, Infant and 
Young Child Feeding Promoters, Integrated Community Case 
Management  Providers and others. The training for each of these 
groups of CBVs differs in content, length and intensity. Selection 
criteria are not always clearly stipulated, and there are no standard 
guidelines for incentives or working hours for volunteers, which 
differ depending on the funder, implementing partner and 
districts in which the work is implemented. This presents several 
challenges, including high turnover rates of volunteers.

The World Health Organisation (WHO) recently published new 
guidelines on CHWs. There is therefore a need to revise Zambia’s 
National Community Health Worker Strategy (2010) to bring it in 
line with current global best practices.

 

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL
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The United Nations defines CHWs as health workers “who come 
from the communities they serve, are answerable to these 
communities, and receive training that is shorter than that required 
for doctors, nurses or other health professionals”. The WHO goes 
into more detail: “health workers who have been trained to some 
extent but do not possess a formal professional certificate, many 
live and work in the community. It encompasses a wide range of 
health workers, paid and unpaid, professional and lay, experienced 
and inexperienced, including traditional birth attendants, village 
health workers, peer supporters, community volunteers and 
health extension workers.” While these definitions are helpful, it is 
increasingly becoming clear that the informal way in which CHWs 
are defined leads to many frustrations due to poor funding and 
inclusion, as well as to exploitation of CHWs. The Zambian system 
is a good example of how some CHWs, namely CHAs, have begun 
to formalise into the health system. But more needs to be done. 

INTRODUCTION
This manual has been developed by the global trade 

union Public Services International (PSI) as part of their 
ongoing work for Quality Health for All. This manual 

forms part of a PSI project titled ‘Formalisation of 
work in the Health Sector: Community Health Workers 
(CHWs) in Sub-Saharan Africa’. The overall aims are to 

improve working conditions of CHWs through social 
dialogue, to push for the formalisation of CHWs into 
health systems, and see CHWs organised into trade 

unions.  

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL
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Sub-Saharan African countries face a critical shortage of highly 
educated health professionals, due to the fact that many trained 
health professionals in the region choose to migrate for greener 
pastures. This gap in service provision in the health sector in 
developing countries is being filled by CHWs. Community health 
workers are seen as necessary complements to an underfunded 
and neglected public health system. Zambia has approximately 
23, 000 CHWs who form part of teams who screen patients, treat 
malaria and diarrhoea, and do health education and outreach. This 
paradigm shift also leads to adverse effects on the conditions of 
CHWs, leading to informalisation of health workers. This manual 
therefore aims to equip trade unionists with the knowledge and 
skills base that are necessary to train affiliate unions in Zambia to 
organise community health workers.

OBJECTIVE OF TRADE UNION EDUCATION 
MANUAL

The overall objective of training trade unions is to equip trade 
unions with the knowledge and information to effectively articulate 
the struggles of CHWs, and the role they play in health systems 
in Zambia so that they can negotiate for their improved working 
conditions. 

• The manual will tackle the following themes: 
Informal work, primary health care (PHC) as a 
vehicle for achieving access to quality public 
health for all; the importance of CHWs and what 
work they do, and why trade unions should 
actively organise CHWs.

• Locate CHWs in terms of PHC and state why this 
approach is important to achieve quality health 
for all. 

• Outline the challenges of CHWs at ground level 
with a focus on working conditions, wages, 
formalisation of work, training, collective 
bargaining etc. 

• Outline the role of trade unions in supporting 
CHWs and how trade unions should be doing so. 

FORMALIZATION OF WORK IN THE HEALTH SECTOR: 
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DEFINITION AND IMPORTANCE OF SOCIAL DIALOGUE
IN  LOBBYING FOR FORMALISATION OF CHWS 

The International Labour Organisation (ILO) defines social 
dialogues to include “all types of negotiation, consultation 
and information sharing among representatives of 
governments, social partners or between social partners 
on issues of common interest relating to economic and 
social policy” (ILO, 2013a).

It can take place at national, regional, sectoral or company 
level. Social dialogue is a well-established instrument that 
is practised intensively on a daily basis across the world. 
Scholars have argued that social dialogue is itself a form 
of governance that provides specific advantages towards 
realising sustainable development. These advantages are 
linked to the inclusive nature of the social dialogue process 
and the way interaction is organised. 

The ILO and the International Trade Union Confederation 
(ITUC) recognise social dialogue as one of the core 
features of the decent work agenda. The instrument of 
social dialogue has a lot to offer in terms of realising core 
principles of the Development Effectiveness Agenda 
and in contributing to the 2030 Agenda for Sustainable 
Development, also demonstrated by the international 
recognition for the central role of the Decent Work Agenda.

Social dialogue creates tangible outputs, such as collective 
bargaining agreements and social pacts. It can also 
involve the co-determination of policies, or the tripartite 
governance of certain policy areas (human resources 
development, employment policies, etc). Outputs will 
typically be achieved through negotiations or cooperation 
between government and social partners (tripartite), or 
between social partners (bipartite). This is fundamentally 
different from, for example, unilateral decisions taken by 
government on labour-issues (e.g. labour legislation on 
minimum wages), or no-go or conflict strategies, such as 
protests, strikes, or lock-outs. 

See Page 55
Activity 2
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SOCIAL DIALOGUE, WORKING CONDITIONS, WORKERS’ 
RIGHTS AND EQUALITY AT WORK  

Social dialogue contributes to SDG1 (ending poverty), SDG5 
(achieving gender equality), SDG8 (promoting inclusive and 
sustainable economic growth and decent work), and SGD10 
(reducing inequality). These are the most self-evident areas 
of contributions of social dialogue to social and economic 
development, as working conditions (wage setting, non-
discrimination, career promotion and other benefits), 
workplace democracy (workers’ rights) and, therefore, the 
fair redistribution of company benefits, are the core drivers 
of social dialogue. Social dialogue promotes inclusiveness 
as representative and independent workers’ and employers’ 
organisations alongside government seek solutions to issues 
of common concern.  

Decent work sums up the aspirations of people in their working 
lives. It involves opportunities for work that are productive 
and delivers a fair income; security in the workplace and 
social protection for families; better 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 everyone.

Social partners are, by their nature, representative 
organisations, and bring together the points of view of a 
multitude of employees and employers. Trade unions, through 
their democratic structures and elected leadership, bring 
together the voices and interests of workers. In developing 
countries, there are indications that informal workers and 
their organisations are increasingly represented through 
trade union representation in social dialogue structures. 

Providing a voice to key stakeholders: as part of this principle, 
social dialogue is particularly competent in tackling collective 
action problems. A collective action arises when the members 
of a group act together to secure an outcome that has most 
potential to benefit the group. Collective action problems 
cover a wide range of topics, ranging from climate change 
to ending the race to the bottom on working conditions and 
tax competition and curbing corruption. The dilemma arising 
from these type of problems is described by one author as 
the problem of standing up at football matches: “if everyone 

See Page 52
Activity 3
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sits down, they could all see just as well, but how do you get 
everyone to sit down?”. Social dialogue has been found to be 
capable of solving collective action problems in the area of 
decent work and beyond, for example. 

Social dialogue, through its main processes of information-
sharing, consultation, negotiation and joint decision-making, 
allows the social partners to share their views on and influence 
policies or measures that affect them. 

Conclusion 

How can social dialogue help advance the struggle of CHWs? 
Trade unions, by their nature, are the bridge that connects the 
disadvantaged worker to better conditions of service. 

A CALL TO ACTION!

Aside from realising more equal wage outcomes for an overall 
category of workers, social dialogue can also contribute to 
reducing inequalities for specific disadvantaged sub-groups 
of workers. 

The positive impact of social dialogue extends to addressing 
societal inequalities:

 Trade unions can use social dialogue to champion CHWs’ 
labour rights, formalisation and integration into the formal 
work sphere. 

Why? Full and productive employment and decent work for 
all, including women and young people, is the most effective 
route out of poverty.

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL



16

INFORMAL WORK

The term “informal sector” (now mostly called “informal 
economy”), is defined as: “very small-scale units producing 
and distributing goods and services, and consisting largely 
of independent, self-employed producers in urban areas of 
developing countries, some of whom also employ family labour 
and/or a few hired workers or apprentices; which operate with 
very little capital, or none at all; which utilise a low level of 
technology and skills; which therefore operate at a low level of 
productivity; and which generally provide very low and irregular 
incomes and highly unstable employment to those who work 
in it. They are informal in the sense that they are, for the most 
part, unregistered and unrecorded in official statistics; they 
tend to have little or no access to organised markets, to credit 
institutions, to formal education and training institutions, or to 
many public services and amenities; they are not recognised, 
supported or regulated by the government; they are often 
compelled by circumstances to operate outside the framework 
of the law, and even when they are registered and respect 
certain aspects of the law they are almost invariably beyond 
the pale of social protection, labour registration and protective 
measures at the workplace” (ILO 1999, 1).

FORMALIZATION OF WORK IN THE HEALTH SECTOR: 
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INFORMAL EMPLOYMENT

Ralf Hussmanns defines employment in the informal sector 
to include all jobs in informal sector enterprises or all persons 
who, during a given reference period, were employed in at least 
one informal sector enterprise, irrespective of their status in 
employment and whether it was their main or a secondary job. 

https://www.ilo.org/public/english/bureau/stat/download/
papers/meas.pdf

In January 1993, the Fifteenth International Conference of Labour 
Statisticians (15th ICLS) adopted an international statistical 
definition of the informal sector that was subsequently included in 
the revised international System of National Accounts (SNA 1993). 
By having a an  informal sector definition it makes it possible to 
identify the informal sector separately from other sectors, and 
therefore to quantify the contribution of the informal sector to 
the gross domestic product. In order to obtain an internationally 
agreed definition of the informal sector, which was acceptable to 
labour statisticians as well as national accountants, the informal 
sector had to be defined in terms of characteristics of the 
production units (enterprises) in which the activities take place 
(enterprise approach), rather than in terms of the characteristics 
of the persons involved or of their jobs (labour approach).

DID YOU KNOW?
The legal framework and the physical infrastructure that 
could assist the informal sector operators have not been 
developed adequately. The old regulations, some of which 
were enacted in the 1960s, such as the Market Act, are still 
being used to regulate activities in the informal economy. 

See Page 53
Activity 4
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CASE STUDY 1
(WHY TRADE UNIONS AND NOT NGOS?) 

The increasing casualisation of labour means that we have fewer 
workers employed in formal contracts, and fewer workers receiving 
the benefits associated with formal employment. This means that 
employers employ workers for less money, with less security, and 
it makes it harder for trade unions to organise informal workers. 
Many of the jobs that were first affected by informalisation 
were those done by women, such as cleaning services, some 
agricultural jobs and care work. Trade unions globally are dealing 
with a growing number of unprotected and unrepresented workers 
through casualisation of work, and therefore a growing number of 
workers entering the informal economy. 

The organising of informal workers by NGOs is discouraged, as 
often NGOs act as middlemen and regulators of workers. In the 
case of CHWs, NGOs have benefited from not paying CHWs 
salaries, or not paying them at all, despite in some countries 
receiving subsidies from governments. 

The labour movement’s focus is the protection of workers, and the 
improvement of working conditions, through direct representation 
in decision-making structures, especially through collective 
bargaining. It is important that unions encourage informal sector 
organisations to associate themselves with Zambia Congress of 
Trade Unions (ZCTU), thereby strengthening the socio-political 
representation of the informal economy workers and the labour 
union movement as a whole. 

Trade unions need to respond actively to the pressing 
need of the workers and the self-employed in the informal 
economy for better working and living conditions.

Trade unions can play a crucial role with regard to 
information exchange and co-ordination of employment 
promotion efforts by different stakeholders targeting a 
diversity of target groups, e.g. women, youth, farmers, 
CHWs etc.

FORMALIZATION OF WORK IN THE HEALTH SECTOR: 
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WHAT CAN TRADE UNIONS DO?

To bridge the gap between the informal sector operators, 
the support system and the government, trade unions, as an 
important player in civil society, might take over a moderating 
role. Trade unions can: 

• Raise awareness of the benefits of formalisation, the 
cost of informality and informal economy workers’ 
positive contribution to society. 

• Improve the evidence base for vulnerability in the 
informal sector by supporting research on informal 
workers, social protections and vulnerability in the 
informal economy. This can be done though a set of 
informality indicators measured at individual, household 
and enterprise level. 

• Organise and campaign alongside informal workers for 
better working conditions and pay.

DID YOU KNOW?
By the end of 2002, 

the ZCTU Quadrennial 
Congress resolved on 

its part that the informal 
economy should be 

organised and supported 
by the unions in Zambia.

Conclusion 

Trade unions can utilise employment promotion strategies that 
focus on lobbying government and the private sector for an 
enabling environment for employment promotion. They can also 
play a role in creating an appropriate institutional set-up within 
the labour movement and like-minded organisations, including 
the organisation of informal sector operators. What does this 
mean? This means that trade unions can take practical steps to 
integrate informal workers into the trade union movement, thereby 
contributing to their eventual mainstreaming into the formal 
economy. 

Trade unions need to organise CHWs to fully exploit their human 
and technical potential.

Basic problems in Organising the Informal 
Economy 

From a trade unions’ point of view, deficiencies may 
include:

• lack of socio-political representation. 

• non-existing formal social security. 

• insufficient application of existing working condition 
legislature.

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL
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PRIMARY HEALTH CARE: DEFINITION
AND EVOLUTION OF THE CONCEPT 

Primary health care has always existed, as it was the 
description of the point of first contact between patients and 
the health care system. The term “primary care” is thought 
to date back to about 1920, when the Dawson report was 
released in the United Kingdom. That report mentioned 
“Primary health care centres” intended to become the hub of 
regionalised services in that country. 

It was only in the 1978 Declaration of Alma-Ata that WHO 
defined the concept “primary health care” as a strategy to 
reach the goal of “health for all by the year 2000”. At the 
Alma Ata conference, where gross health inequality was 
a growing concern, “primary health care” was defined as: 
“Essential health care based on practical, scientifically 
sound and socially acceptable methods and technology 
made universally accessible to individuals and families in the 
community by means acceptable to them at a cost that the 
community and the country can afford to maintain at every 
stage of their development in a spirit of self-reliance and self-
determination. It forms an integral part of both the country’s 
health system of which it is the central function and the main 
focus of the overall social and economic development of the 
community. It is the first level of contact of individuals, the 
family and the community with the national health system, 
bringing health care as close as possible to where people live 

See Page 51
Activity 2
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and work, and constitutes the first element of continuing ‘health 
care process’.” The Alma Ata conference further specified that the 
core components of primary health care were health education; 
environmental sanitation, especially of food and water; maternal 
and child health programmes, including immunisation and family 
planning; prevention of local endemic diseases; appropriate 
treatment of common diseases and injuries; provision of essential 
drugs; promotion of sound nutrition; and traditional medicine. 

In response, governments in sub-Saharan Africa embarked on 
processes to align their health policies and implement them within 
the PHC framework. PHC in Africa was seen as an overall strategy 
for achieving health for all, rather than just as the first level of care. 
Thus, countries restructured their entire health systems in the 
framework of PHC rather than focusing on the first level of care 
only.

In Zambia, Community Health Care is anchored in the PHC services 
at community and district levels through the care, management 
and coordination structures of outreach posts, Health Posts 
(HPs), Health Centres (HCs), district hospitals and Health Centre 
Committees (HCCs) and Health Post Committees (HPCs) that link 
PHC with the communities through Neighbourhood Committees 
(NHCs). However, community health interventions in Zambia are 
currently highly fragmented.

The WHO has developed a cohesive definition of PHC 
based on three components:

1. Meeting people’s health needs through comprehensive 
promotive, protective, preventive, curative, rehabilitative, 
and palliative care throughout the life course, strategically 
prioritising key health care services aimed at individuals 
and families through primary care and the population 
through public health functions as the central elements of 
integrated health services;

2. Systematically addressing the broader determinants of 
health (including social, economic, environmental, as 
well as people’s characteristics and behaviours) through 
evidence-informed public policies and actions across all 
sectors; and

3. Empowering individuals, families, and communities to 
optimise their health, as advocates for policies that 
promote and protect health and well-being, as co-
developers of health and social services, and as self-
carers and care-givers to others.

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL
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WHAT ARE THE MAIN FEATURES OF
PRIMARY HEALTH CARE THAT MAKE IT USEFUL
AS A STRATEGY FOR PROMOTING HEALTH
EQUITY? 

The central attributes of primary care are: first contact 
(accessibility), longitudinally (person-focused preventive and 
curative care overtime), patient-oriented comprehensiveness 
and coordination (including navigation towards secondary and 
tertiary care). Besides taking care of the needs of the individuals, 
PHC teams are also looking at the community, especially when 
addressing social determinants of health. The Community-
Oriented Primary Care (COPC) experience integrates public 
health focus and PHC. To do this, the team works with different 
networks (education, labour, economy, housing) to improve 
health outcomes. Using all these methods, PHC teams promote 
health equity through their contribution to increased social 
cohesion and empowerment. The benefits of primary care for 
health have been found in (1) greater access to needed services, 
(2) better quality of care, (3) a greater focus on prevention, (4) 
early management of health problems, (5) the cumulative effect 
of the main primary care delivery characteristics, and (6) the role 
of primary care in reducing unnecessary and potentially harmful 
specialist care. Where the PHC-team functions as a “navigator” 
through secondary and tertiary care and other sectors, it can be a 
strategy for achieving cost-effectiveness.

Studies in other developing countries showed considerable 
potential of primary care to reduce the large disparities associated 
with socio-economic deprivation. In seven African countries, the 
wealthiest 20% of the population receives well over three times 
as much financial benefit from overall government spending as 
does the poorest 20% of the population (40% versus 12%). For 
primary care services, the ratio of rich to poor in the distribution of 
government expenditures was notably lower (23% to the top group 
versus 15% to the lowest group), leading one international expert 
to conclude that, “from an equity perspective, the move towards 
primary care represents a clear step in the right direction”(De 
Maeseneer et al, 2007). An analysis of preventable deaths in 
children concluded that, in the 42 countries accounting for 90% 
of child deaths worldwide, 63% could have been prevented by 
the full implementation of primary care (Jone G, Steketee RW, 
Black RE et al, 2003). 

DID YOU KNOW?
Primary care increases 
access to health services 
for vulnerable population 
groups (the elderly, 
disabled, sickly, and rural 
populations who may 
not have easy access to 
clinics and hospitals.). 
Primary care is the point 
of first contact with 
health services and 
facilitates access to the 
rest of the health system.

FORMALIZATION OF WORK IN THE HEALTH SECTOR: 
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WHY IS PHC 
IMPORTANT?  

PHC has potential to address the social determinants of health 
through universal access and through its contribution to 
empowerment and social cohesion. 

• PHC is well-positioned to respond to rapid economic, 
technological, and demographic changes, all of which 
impact health and well-being. A recent analysis found 
that approximately half of the gains in reducing child 
mortality from 1990 to 2010 were due to factors outside 
the health sector (such as water and sanitation, education 
and economic growth). PHC draws in a wide range of 
stakeholders to examine and change policies to address 
the social, economic, environmental and commercial 
determinants of health and well-being. Treating people 
and communities as key actors in the production of their 
own health and well-being is critical for understanding and 
responding to the complexities of our changing world.

• PHC has been proven to be a highly effective and efficient 
way to address the main causes and risks of poor health 
and well-being today, as well as handling the emerging 
challenges that threaten health and well-being tomorrow. 
It has also been shown to be a good value investment, as 
there is evidence that quality PHC reduces total health 
care costs and improves efficiency by reducing hospital 
admissions. Addressing increasingly complex health needs 
calls for a multisectoral approach that integrates health-
promoting and preventive policies, solutions that are 
responsive to communities, and health services that are 
people-centred. PHC includes the key elements needed 
to improve health security and prevent health threats 
such as epidemics and antimicrobial resistance, through 
measures such as community engagement and education, 
rational prescribing, and a core set of essential public 
health functions, including surveillance. Strengthening 
systems at the community and peripheral health facility 
level contributes to building resilience, which is critical for 
withstanding shocks to the health system.

Stronger PHC is essential to achieving the health-related 
Sustainable Development Goals (SDGs) and universal health 
coverage. It will contribute to the attainment of other goals beyond 
the health goal (SDG3), including those on poverty, hunger, 
education, gender equality, clean water and sanitation, work and 
economic growth, reducing inequality and climate action.

See Page 57
Activity 8
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Conclusion 

Primary health care involves the full participation of the local 
community in the designing of services. CHWs play a critical 
role in bridging the gap between communities and facilities, 
providing a wide range of promotive, preventive, curative, and 
referral services. The involvement of CHWs in this system ensures 
improvement of access, especially for those in need. These links 
between CHWs and PHC further contribute to disease eradication 
and, through their effect on social cohesion and empowerment, 
decrease the vulnerability of populations, improves the living 
conditions of the local community and strengthen communities in 
addressing the social determinants of health.

ZAMBIA’S COMMUNITY HEALTH 
WORKERS’ ROLE IN PHC 

Access to a health worker is something that many of us take 
for granted. But if you live in rural Zambia, with vast distances 
between communities and just a single doctor for every 20,000 
people, the chances are high for many women and children 
in hard-to reach areas that they may not get to see one in their 
lifetime. Living in a rural area of Zambia can be deadly, especially 
for a pregnant mother or very young child, and much of Zambia is 
rural. Over half of Zambia’s population lives in rural areas (64.1%), 
and Zambia is a global health workforce crisis country: For every 
10,000 people, there are only 0.5 doctors and 7.1 nurses and 
midwives (WHO, 2014). Additionally, 1,100,000 Zambians are living 
with HIV/AIDS,  160,000 of whom are children (UNAIDS, 2014). 
When a health worker is desperately needed in Zambia — such as 
during a difficult labour, infection, or when a new-born has a high 
fever — there may not be one. Less than half (47%) of all births 
in Zambia are attended by a skilled health worker of any kind, a 
reality that contributes to Zambia’s high child mortality rate: for 
every 1,000 live births in Zambia, 119 children will die before they 
reach their fifth birthday (WHO, 2015). 

Community health workers (CHWs) are changing these scenarios. 
As of January 2017, there are 1,639 CHWs deployed across 100 
of Zambia’s 105 districts. A CHW is trained to provide the most 
essential lifesaving interventions — such as emergency front-line 
care — and can save children’s lives from many, if not most of, 
the major preventable child-mortality causes such as diarrhoea, 
pneumonia and malaria. CHWs also equip families with the 
knowledge and skills to prevent disease. They promote good 
nutrition, sanitation and hygiene, and link families to essential 
services.  
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CHWS IN ZAMBIA, COUNTRY 
CONTEXT:  

Zambia is a middle-income country and was, until 2015, 
among the 10 fastest growing economies in the world. By 
2015 annual growth fell from the decade average of 7.4 % to 
3.2 %, due to decreases in the price of copper, depreciation 
of the kwacha (62% against the US dollar), loadshedding 
and decline in agricultural output by 7.7% compared to 2014 
(World Bank 2016). Zambia is also among the countries with 
the highest income inequality, and 60% of the 14.6 million 
people lived under the poverty line in 2010. Its population is 
one of the fastest growing (around 3% per year) and youngest 
in the world — two-thirds) of the population are between 15 
and 35 years (MoH 2013a). The burden of disease matches 
well with that of other lower middle-income countries: a high, 
but falling, level of communicable diseases and injuries; and 
a relatively low but increasing level of non-communicable 
diseases. 

Zambia has critical human resources for health (HRH) 
shortages, leaving much of the rural population with 
inadequate access to health services. To combat the 
shortages, several non-governmental bodies have trained 
informal workers as Community Based Volunteers (CBVs), 
estimated to be at 23,500 in 2017, to tackle disease-specific 
issues. However, it was recognised that these volunteers had 
no formalised training, insufficient oversight and were not 
truly captured as part of the health system. The government 
decided to maximise the effectiveness of this informal cadre 
of health workers in Zambia through a National Community 
Health Worker Strategy (NCHWS). A key strategy was the 
decentralisation of health services management to the 
district level and adoption of community involvement in 
health under the principle of partnership and empowerment 
of communities in management and delivery of health 
services through the primary health care approach, based on 
the Alma-Ata Conference declaration of 1978.

Many developing countries have used CHWs to provide basic 
healthcare services to rural and hard-to reach-populations. 
Though CHW programmes vary by country in terms of training, 
scope of work, and remuneration, there is a growing body of 
evidence suggesting that CHWs are effective in increasing 
access to basic health services. Health service delivery in 
Zambia through community health services addresses the 
problem of access to primary health facilities such as Health 
Posts, Health Centres and 1st Level Hospitals in the districts. 

See Page 59
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In 2014, 46% of rural households in Zambia still lived outside a 
radius of 5km from a health facility, compared to only 1% for the 
urban households (Buleti Nsemukula 2014). In Zambia, a public 
sector cadre of salaried CHWs called Community Health Assistants 
(CHAs) was created through the 2010 National Community 
Health Worker Strategy (NCHWS) to improve access to health 
care services and strengthen prevention and health promotion 
messages. Under the NCHWS, the MOH is using a phased 
approach to recruit, train, and deploy a workforce of 5,000 CHAs 
capable of offering basic primary care services to rural, remote, 
and hard-to-reach populations. While the programme has been 
led by the MOH, some aspects of the programme, such as the 
establishment of training institutions, were initially supported by 
cooperating partners, but all functions were transitioned to the 
government.

WHO IS A COMMUNITY 
HEALTH WORKER? 

A community health worker is a person 
who is respected and trusted by their 
community. They are the first point 
of contact for many with the health 
system and are chosen by community 
to represent them as they execute 
their health duties. They live within 
the community and so they know and 
understand people and cultures.

COMMUNITY HEALTH WORKERS (CHW) EDUCATION MANUAL
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TRAINING AND SCOPE OF WORK:   

The National Community Health Workers Strategy 2010 has been 
developed to strengthen community health services delivery in a 
large-scale and qualitative framework through strengthening the 
human resources capacity in Zambia. It was developed to support 
the scarce HRH at primary facilities and led to the establishment 
of two Community Health Assistants Training Schools (Copperbelt 
and Central Provinces). The NCHAP (National Community 
Health Assistants Programme) expands the already existing CBV 
and builds up their capacity to the grade of CHA based on a 
12-month-long education in required skills in health care delivery, 
community mobilisation and coordination of interventions for the 
volunteers from communities and from outside of the community. 
The training of CHAs is standardised and developed with inputs 
by professional bodies such as the General Nursing Council, 
MOH, HPCZ and various medical schools, and is conducted in 
two specialised training institutions. It encompasses 11 modules 
cutting across health sector issues including health promotion, 
disease prevention, clinical tasks and secondary duties such as 
coordination, TA to CBV, mobilisation, monitoring, etc. Zambia’s 
CHWs are trained for six weeks using a specific government 
curriculum that covers a wide range of community health topics. 
In addition to workers with the title of CHW, there are other cadres 
of community health volunteers who are trained for a shorter 
period in specific health topics: safe motherhood action groups 
(SMAGs), malaria prevention, identifying malnourished children 
and supporting their families, repairing water pumps and giving 
key messages in water, sanitation and hygiene (WASH), specific 
advocacy for orphaned and vulnerable children, and Antiretroviral 
Treatment adherence counselling. The NCHWS dictates that CHWs 
are recruited from the communities that they serve, and two CHAs 
are assigned to work from each health post. A typical health post 
caters to a catchment population of 3,500 and is the most basic 
type of health facility in Zambia. The health posts to which CHWs 
are assigned are normally staffed by one trained professional 
health care staff member (such as a nurse, environmental 
health technologist or midwife) and patients can access a wide 
range of PHC services, while serious cases are referred to the 
supervising parent health centre. The initial scope of work for the 
deployed CHWs focused on PHC, disease prevention and control, 
environmental health as well as health promotion and behavioural 
change.

FORMALIZATION OF WORK IN THE HEALTH SECTOR: 



29

Based on the findings from the first process evaluation in 
December 2012, the MOH decided to expand the CHAs’ scope of 
work in response to the health needs of communities in human 
resource-constrained areas. Basic reproductive, maternal and 
new-born health (RMNH) interventions were included, such as 
administration of injectable contraceptives, pregnancy testing, 
screening for pregnancy complications such as diabetes, and 
assisting in situations of imminent but uncomplicated deliveries. 

DID YOU KNOW?
Community health workers carry 
critical health knowledge, skills, 
and tools into communities and 
homes.

WORKING CONDITIONS:   

Extended working hours

CHAs are expected to stand in for unavailable HW in HP/HC, 
taking on their roles. In their job description, there is no clear 
or comprehensive description of the CHA’s role and functions in 
such cases. 

Underlying health system weaknesses regarding drug supply and 
salary payments hinder the successful incorporation of the CHAs 
within the national system.

Policies such as the essential medicines policy is one that aims at 
ensuring that people get good quality drugs at the lowest possible 
price and that doctors prescribe the minimum of required drugs to 
treat the patient’s illness. This is quite a challenge in resource-
limited settings (both human resource to ensure each patient is 
given the necessary attention they require, and financial/material 
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resources). Due to human resource constraints and high work 
burdens at the facilities, CHAs end up managing the health post 
on their own. Many CHAs report that they are not able to meet the 
expectations set upon them since workload in the facilities is too 
high. 

Lack of consistent supervision

CHAs reported that supervision by experienced HWs was valuable 
to them because it reinforced skills they learned in training and 
provided general encouragement.

One CHA reported that “maybe 3 to 4 months can go without 
supervision” (CHA, North Western Province). Another CHA had 
only seen her supervisor once in a period of nearly 2 years (CHA, 
Central Province). In a few cases, CHAs reported that supervision 
decreased or completely ended when there was a staff transition 
and a new supervisor was assigned.

Lack of supplies needed to implement CHWs’ expanded scope of 
work due to underlying weaknesses in the supply chain

“It’s like I am handicapped. I have no tools to work with… There 
are those [kits] we use on new-born babies when the baby has 
choked herself, we need to suck in the nose and get whatever 
fluids in the nose… [but] we don’t have those kits” — CHA, North 
Western Province.

Similarly, non-medical supplies such as uniforms, umbrellas, and 
boots for the rainy season, and bicycles for community outreach 
that were given to the CHAs at deployment were reported to be 
largely inadequate. In some cases where CHAs worked at a health 
post by themselves, the process of ordering additional medical 
supplies from the district was a challenge.

Lack of transportation or funding for transportation

The catchment area for CHAs is mostly rural, with poor road 
networks and very hard-to-reach areas. Unfortunately, the CHAs 
are not able to acquire forms of transport that 

allow for them to access these areas. The non-medical supply 
that seemed to be most important to CHAs was bicycles because 
reliable transportation influences the CHAs’ ability to conduct 
community outreach and to carry other medical supplies into the 
community. 

See Page 59
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Inadequate continuous skills development for community cadre 
(CBV) through mentorship and support supervision, including 
CHAs 

CHWs’ training sometimes does not cover all aspects of their 
work. There is a need for ongoing development. For example, 
when asked what skills they wanted to be trained on, one CHW 
said, “On how to write the report for the drugs, since at the centre 
we are supposed to write a report of drugs each and every month 
and we don’t know… [such as] the EMLIP [Essential Medicines 
Logistics Improvement Programme] reports where you record all 
the drugs that was used in that month. —CHA, Eastern Province.

Lack of community sensitizations

Most communities do not fully understand the roles of CHWs, 
which makes it difficult for CHWs and CHAs to perform their duties. 
A great example of this was during the gassing incident in early 
2020 where unknown people were going around communities 
and gassing unsuspecting residents. CHWs and CHAs were, 
unfortunately, the first suspects and were attacked as community 
members were suspicious of anyone conducting community 
activities. To make the situation worse, the alleged gassers were 
rumoured to be using medical equipment to gas residents, thus 
making CHWs and CHAs primary suspects. There is therefore a 
need to strengthen CHWs’ and CHAs’ roles in the communities to 
raise awareness in community members.

CHWS’ ROLES

Community disease surveillance, prevention of mother-
to-child transmission of diseases such as HIV and TB, 
deworming, family planning and healthy timing and 
spacing of pregnancies, growth monitoring of children, 
health promotion and behaviour change counselling, HIV 
prevention, infant and young child feeding, breastfeeding 
support, integrated community case management 
(iCCM), mHealth, PD Hearth (sustainably reducing 
child malnutrition using community wisdom), timed and 
targeted counselling (TTC), Vitamin A supplementation, 
and WASH (water, sanitation, and hygiene).
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CHAs ROLES AND SUPERVISION  

Roles/responsibilities

The main responsibilities of the community HAs are health 
promotion and disease prevention. Community HAs are also 
trained in basic curative services that they can provide at the 
health post and in the community. In addition, they are responsible 
for identifying patients who need referral to the next level in the 
health system, usually a health centre.

Supervision

About half of community HAs are supervised by the in-charge at 
the nearest rural health centre. The remainder of the community 
HAs work from a health post where one or more additional highly 
trained staff members are posted. In this case, one of these 
staff members is designated as the community HA supervisor. 
Supervision is designed to be conducted at the health post and 
in the community level on a monthly basis using standardised 
supervisory checklists.

FORMALISATION OF WORK  

The National Health Strategic Plan (NHSP) 2017-21 promotes 
community health work explicitly and frames the community health 
strategy. The NCHWS of 2010 guides the development of CHAs. 
The CHAs work under a statutory instrument. They operate in a 
formal environment, are regularised and salaried formal workers 
and, are registered with the General Nursing Council. However, on 
the ground, CBV are greater in number, and lack an acknowledged 
regulatory framework and binding operational guidelines, though 
they are coordinated and guided by Neighbourhood Health 
Committees (NHCs) and Health Centre Committees (HCCs). 
Delivery of health services in the past decade through community 
participation is increasingly fragmented in terms of content and 
quality of services, coordination mechanisms and organisational 
structures. Supportive mechanisms, proper planning, community 
score cards, and proper coordination mandates at district level 
are inadequate. While the NHCs still exist in 84% of health zones, 
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their functionality varies and depends largely on the guidance of 
District Health Office (DHO) staff and managerial skills of HP and HC 
staff. NHC expected performance at HC is not guided. Meetings 
to determine community priorities are rarely held. Accountability 
mechanisms and tools for health facility staff to be accountable to 
the community are lacking. score cards, and proper coordination 
mandates at district level are inadequate. While the NHCs still 
exist in 84% of health zones, their functionality varies and 
depends largely on the guidance of District Health Office staff and 
managerial skills of HP and HC staff. NHC expected performance 
at HC is not guided. Meetings to determine community priorities 
are rarely held. Accountability mechanisms and tools for health 
facility staff to be accountable to the community are lacking. 

Incentives for the CBV 

The new NHC guidelines (MOH, NHC Guidelines, May 2017 [draft], 
p. 25) finally describe incentive schemes for the volunteers, 
which, so far, have not been harmonised. According to the 
forthcoming NHC guidelines, the new incentive scheme will be 
coordinated through the DHO and ranges from refreshments, 
lunch, transport refund; training and orientation; providing IDs; 
providing protective clothing; encouraging exchange visits; 
involving NHCs in national health events; great attention from the 
DHO and HCs; free health consultation at HC and involving NHCs 
members in Trainer of Trainers and training of other CBV in health 
promotion and community health.

WAGES AND COLLECTIVE BARGAINING  

There is growing demand for advocacy to supervise 
budget planning. A typical non-standardised motivation 
scheme for CBV is provision of incentives like bicycles, 
materials and monthly stipend ranging from as low as 
K700 to a maximum of K3000 for some CBVs, while 
CHAs have a monthly salary of K2600. Unfortunately, 
this is neither consistent nor uniform as some CBV 
are not even provided any compensation. Because 
most CHWs are considered informal, they do not have 
the means to organise and therefore do not have a 
collective voice.  
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DID YOU KNOW?
Since the healthcare workforce gap is huge, 
vacancies for health professionals are high; there 
are frequent situations in health facilities where 
task shifting draws the CHA into the role of the 
skilled HW. About 20% of the CHA therefore 
are expected to be promoted into a permanent 
position in the long term.

Human Impact Story: 

Human Impact Story: “[The CHAs] have been going round the communities 
teaching people hygiene like putting up toilets, dish racks and cleaning their 
surroundings… They taught us to be digging rubbish pits to be throwing the 
dirt in and not throwing rubbish everywhere because this causes diseases 
in the home. They also taught us that after using the [toilet], we should wash 
our hands.” — Community member, Eastern Province. 

https://doi.org/10.1186/s12960-017-0214-3
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THE ROLE OF TRADE UNIONS IN 
SUPPORTING INFORMAL ECONOMY  

The increasing casualisation of labour forces trade unions globally 
to deal with a growing number of unprotected and unrepresented 
workers in what is dubbed by the unions as the informal economy. 
The informal economy supports nine out of 10 working people in 
Zambia. The informal economy in Zambia, like in other developing 
countries, provides the basic needs of most of the population. 
Only 477,000 Zambians out of 4.6 million economically active 
persons are formally employed, while the total population consists 
of 11 million people, i.e. the vast majority find their living in the 
largely subsistence-oriented areas of agriculture, small-scale 
trading, crafts and services (ZCTU 2002, 10).

In Zambia as in other developing countries, the informal economy 
is characterised by insufficient levels of state recognition and 
support, as well as legal protection and social security. The 
unions also encourage informal sector organisations to associate 
themselves with Zambia Congress of Trade Unions (ZCTU), thereby 
strengthening the socio-political representation of the informal 
economy workers and the labour union movement as a whole. 
According to African Labour Researchers Network (ALRN 2003), 
in Africa most of the labour force works in the informal economy 
and therefore needs “a combination of protective legislation and 
unionisation” to improve their poor working conditions (ALRN, 
24). At the same time, the unions stress job creation as a field 
of activity in terms of lobbying the state for better framework 
conditions regarding the informal economy, but also to get 
themselves as unions involved into income-generation projects 
as a means to fight poverty (ALRN, 4). The unions’ support for all 
unprotected, excluded, unrecognised or unrepresented workers 
should be stressed (Justice 2002, 3-5, in: ILO 2002). 

DID YOU KNOW?
Unions in Zambia have 
proclaimed that it is their 
intention to organise the 
informal economy and to 
support informal economy 
operators.

See Page 60
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THE ZAMBIAN SITUATION 

Within the context of Zambia, an amendment in the union’s 
national centre’s constitution was passed to enable informal 
economy organisations to be associated to ZCTU, and possibly 
in future also to its affiliated unions (ZCTU 1997, 14). 

The labour movement in Zambia complies with its efforts to 
support and organise the informal economy to demands from 
the workers’ representation organs of the ILO. The ILO stipulated 
in an international symposium on “Trade Unions and the Informal 
Sector”, that the unions should make efforts to support and 
organise the informal economy (ILO 1999: 1). By the end of 
2002, the ZCTU Quadrennial Congress resolved on its part that 
the informal economy should be organised and supported by 
the unions in Zambia.

ORGANISING INFORMAL WORKERS  

Mobilisation of the informal economy strengthens the unions’ 
position. The unions reinforce organisational and political strength 
by opening towards informal economy workers. (ZCTU, MUZ 
2004, 14). In March 2004, the ZCTU General Council adopted the 
“Strategy Paper on Employment Promotion by Trade Unions in 
Zambia”, thereby moving a step further towards a clear definition 
of their role in the informal economy that was felt lacking before 
(Muneku 2001, 93). This strategy brings together the different 
components relevant for the support and organisation of the 
informal economy by the labour movement in Zambia, including 
demands for the government and the formalised private sector to 
play a more active role in employment promotion. “Organising”, 
from a trade union’s perspective means that all (or at least a 
majority) of the informal sector organisations should eventually 
join ZCTU or an “affiliated” union as an “associated” member. 
To maintain great socio-political representation and influence, 
it is crucial for the unions to organise as many informal sector 
operators through their associations as possible.
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Mobilising CHWs in Zambia 

Zambia has both formal and informal CHWs, each with different 
challenges, and different strategies. 

The strengthening of CHWs and CBV through revitalisation and 
support mechanisms has not yet been entirely conclusive. In 
the case of CHWs, the National Health Strategy comprehensively 
envisages interventions for strengthening CBVs. This could be the 
unions’ entry point to bargain (hold them to account based on 
their own implementation plan). Trade unions could lobby for: 

• Standardised and formal training for CBVs, and 
greater ongoing skills development for CHAs;

• Clear, delineated roles and responsibilities of 
CHAs in case they represent an In-Charge in an 
understaffed HC/HP;

• Job descriptions for national and local 
coordinators of community health work;

• Fair compensation through regular salary or wage 
of CBV; and

• Proper occupational health and safety measures 
such as hygiene and sanitation/protective gear.

How can trade unions do this? 
1. Educate themselves and members on struggles of CHWs

2. Enter into joint campaigns with CHWs

3. Lobby though their existing structures in collective 
bargaining for CHW

4. Articulate the struggles of CHWs in their public messages

5. Organise and recruit CHWs

6. Push for better training, formalisation, better wages, 
transport, resourcing etc.

See Page 61
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OBJECTIVE OF THE TRADE UNION 
EDUCATION MANUAL

The overall objective of training trade unions is to equip trade 
unions with the knowledge and information to effectively articulate 
the struggles of CHWs, and the role they play in health systems 
in Zambia so that they can negotiate for their improved working 
conditions. 

• Provide an overview of the welfare of CHWs. 
The manual will tackle the following themes: 
Informal work; Primary Health Care (PHC) 
as a vehicle for achieving access to quality 
public health for all; the importance of CHWs 
and what work they do; and why trade unions 
should actively organise CHWs.

• Locate CHWs in terms of PHC and state why 
this approach is important to achieve quality 
health for all. 

• Outline the challenges of CHWs at ground level 
with a focus on working conditions, wages, 
formalisation of work, training, collective 
bargaining etc. 

• Outline the role of trade unions in supporting 
CHWs and how trade unions should be doing 
so. 

INTRODUCTION
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KEY THEMES

This manual will cover a wide range of topics regarding social 
dialogue, PHC and CHWs. The topics have been carefully 
selected to ensure that the necessary knowledge is imparted to 
the participants, and that skills are duly imparted to them. These 
themes are as follows:

• Understanding the importance of social 
dialogue in facilitating the formalisation/
unionisation of community health workers in 
Zambia;

• Informal work; 

• PHC as a vehicle for achieving access to 
quality public health for all; 

• The importance of CHWs and what work they 
do; and

• Why trade unions should actively organise 
CHWs.

METHODOLOGY

Adult learning methodology is used as a basis for the training 
manual, with different training and facilitation techniques used to 
ensure the transfer of knowledge and skills. The manual is therefore 
participatory and designed to appeal to the various learning 
preferences of adults. Learning outcomes that are supported by a 
key message surrounding a theme have been designed for each 
session. This is meant to guide you as the facilitator on how to 
approach the sessions and to focus your attention on what is to 
be achieved through each of the sessions. It also gives direction 
to the participants on what the training is leading them towards. 
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USING *THIS 
EDUCATION 
MANUAL 
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CREATING A CONDUCIVE 
ENVIRONMENT
Much of the success of the training will be dependent on the 
learning environment that the facilitator(s) create. It is important 
to establish a positive environment right from the beginning. The 
use of icebreakers is therefore important. The nature of the topics 
under discussion may be sensitive, and the climate, such as 
elections, might result in simmering tensions. 

The participants represent various leadership levels, genders and 
ages. Be mindful to create a safe learning environment where 
junior members and women feel free to actively participate 
in the workshop. The need to de-role participants’ right from 
the beginning is important. Be gender and culturally sensitive 
yet, at the same time, be mindful of where participants may 
hide behind these factors to avoid participating. Be mindful of 
fellow participants infringing on the participation rights of some 
groups in the name of culture, age or gender. Your creativity and 
discernment will be critical in this regard. You will need to keep 
dominant personalities in check.

THE TRAINING 
FACILITY
If residential, an ideal training facility should be one that is not 
where participants normally reside and work. A large training room 
is recommended to allow for adequate space for the various 
activities involved. The ideal setup of the training room should 
be one with round tables, with six people sitting at each table. 
Space should be left in the centre of the room for movement and 
exercises. As much as possible, ensure that participants do not 
have their backs to each other.

PARTICIPANTS
The program is highly participative, and its success depends on 
people being able to interact with each other and the facilitators. 
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GROUP WORK 
When dividing participants into groups, the trainer is encouraged 
to be innovative as there are many ways of doing this e.g. the 
traditionally used counting system, according to table groups, 
shoe size, football teams, names of trees they like, height etc. 
Vary composition of groups across gender and age. It is advisable 
that groups have a maximum of 8 participants, but there are 
exceptions to this rule depending on the exercise at hand.

TRAINING RESOURCES
Flipchart stands, lots of flipchart paper, different colour cards or 
post-it notes, projector, press-stick and plenty of markers are the 
main resources required for the workshop. The trainer is advised 
to pre-prepare flip charts where appropriate, as this saves on time.

TIMING
The course can be delivered within three days. The times provided 
for each activity are guidelines, although they give some idea of 
the relative importance of the activities in relation to each other. 
If five minutes have been allocated for a particular activity, try to 
keep it short. If 30-60 minutes have been allocated, use plenty 
of time for the activity to ensure that participants understand what 
you are trying to impart to them.
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FACILITATOR’S 
INSTRUCTIONS 

This module provides detailed instructions on how to facilitate 
the training. The questions for plenary and breakaway groups are 
included in the trainer’s instructions. The key message and the 
introduction provided for each session or sub session are there to 
assist you to communicate the message being put across. You do 
not have to read it out to the participants, but make sure to draw/
bring it out during the discussions.

As much as the manual contains questions that you may use, as the 
facilitator you may choose to use different questions depending 
on the dynamics within the group. You may also use a different 
methodology, as long as it is participatory. 

Make sure to prepare all handouts before the workshop and 
cross check each session’s handout before the session. Some 
background documents are for the trainer’s information, and not 
necessarily to be distributed. Read the instructions to see which 
handout to distribute and when to distribute it.
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WORKSHOP OUTCOMES
Make sure you familiarise yourself with the training manual 
before conducting this workshop. The most important thing is 
for you to believe in the outcomes of this workshop. If you have 
doubts, wrestle with them and discuss with others until you feel 
confident that you can speak to the material in the manual.

EVALUATION
A collective evaluation is important in getting participants to 
continuously take equal responsibility for the outcomes of the 
workshop. It is recommended for end-of-day evaluations. It is 
more personal than the formal evaluation form. In a collective 
evaluation you get participants to sit together and share in 
plenary what has and has not worked for them, what their 
responsibility in both scenarios is, and their recommendations 
for what they and the facilitator can do to improve things. At the 
end of the workshop, however, it will be important to carry out 
both the collective and formal evaluation. The formal evaluation 
enables you to have data that you can analyse and use in 
ascertaining whether your objectives have been achieved and it 
also you to improve on future trainings.
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ACTIVITIES
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Objective: The participants are able to: 

• Explain the importance of social dialogue in advocacy and 
negotiations (levels).

• Explain how social dialogue as a tool can promote and enhance 
cooperation between CHWs and trade unions. 

Key Understanding: The participants will learn and be able to 
provide the definition, importance, characteristics, components 
and advantages of social dialogue and how it differs from other 
ways of governing labour relations. 

Methodology: Discussion, group work, presentation and summary 
of the answers. 

Time: 90 minutes. 

Materials: Preparation of the trainer: 

• Case studies /handouts

• Questions (using Power Point) or write on flipchart paper. 

• Flipchart paper, scotch tape, marker pens and LCD projector.

 DEFINITION AND 
IMPORTANCE OF SOCIAL 

DIALOGUE IN LOBBYING FOR 
FORMALISATION OF CHWS

See Page 13
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ACTIVITY 1: 

GETTING TO KNOW YOUR GROUPS 

(TIME: 30MINS)

Ask the participants to order themselves in a line according to the number 
of years of experience they have working in trade unions. With each person, 
they meet they should exchange names. Then pass down the line giving the 
number 1-4 to each participant. Ask them to organise themselves into groups 
numbered 1-4. Explain that these groups now have a diversity of experience. 
They will work in these groups throughout the day. Ask them to arrange 
themselves in their groups and share their experiences: 

• How long have they worked in a trade union? 

• What do they specialize in? 

• What motivated them to become a trade unionist? (This is vital as we want 
to groom a cadre of change agents).

ACTIVITY 2: 

DEFINITION, IMPORTANCE OF

SOCIAL DIALOGUE IN ADVOCACY AND

NEGOTIATIONS(TIME: 60 MINS)
• The trainer asks questions and the participants to share ideas on social 

dialogue (Does anybody know that? How do they know?) then ask every 
participant to define social dialogue by their own understanding. 

• The trainer discusses with participants by using the below questions: 

1. What is the definition and importance of social dialogue in advocacy 
and negotiation? 

• Ask the participants to read and discuss in group (all participants 
as one group). 

• Trainer asks 5-7 participants to provide answer. 

• Trainer to summarise the answers on flipchart and stick them on 
the wall. 

See Page 13

Implementation Processes: 
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ACTIVITY 3: 

SOCIAL DIALOGUE, ADVOCACY AND

NEGOTIATION (TIME: 90 MIN)
• Break participants into groups divided in activity 1. 

• Ask participants recall scenarios where they have negotiated 
for something. Allow a cross section of participants to give brief 
responses (a word or short phrase). Note responses on flipchart.

• In plenary, ask volunteers to sum up the contributions from the 
scenarios and offer what they think the reasons are for negotiating. 

• Turn to the issue of social dialogue and ask participants to identify 
forms (other than negotiation) of social dialogue.  

N.B Ensure this is not a full discussion but rather one to establish where 
your participants stand as you build up towards them fully understanding 
their role as advocates for development.

• Ask participants their thoughts or feelings about social justice, in 
particular workers’ rights. 

• As a build up to their sentiments on social justice, proceed to ask 
participants their views on the general conditions of service for 
unskilled workers in Zambia. Allow for good/bad responses. Establish 
the general consensus.

• Ask participants in their table groups to list as many reasons as they 
can on the importance of having a social contract/good working 
condition.

• Ask each group to report back, naming two reasons at a time. Exhaust 
all responses from the groups.

Sum up contributions from participants while reinforcing the importance 
of social dialogue in addressing the identified issues in the social contract 
of workers.

See Page 14
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ACTIVITY 4: 

SOCIAL DIALOGUE AS A TOOL

TO PROMOTE AND ENHANCE

COOPERATION BETWEEN CHWS AND

TRADE UNIONS (TIME: 45MINS)

• - Having established the role of social dialogue in addressing workers’ 
injustice, proceed to ask participants to think about what is the 
significantly special thing about trade unions in relation to promoting 
social justice. 

• - Ask participants how they think trade unions can cooperate with 
informal workers. 

Group feedback

Through a plenary discussion on the feedback from the group work, 
address any misinformation and fill in any gaps in the group contributions.

See Page 17
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Objective: The participants are able to develop strategies to 
organise and situate CHWs in the formal economy.

Methodology: Discussion, group work, presentation and 
summary of the answers. 

Time: 90 minutes. 

Materials: Preparation of the trainer: 

• Case studies/handouts

• Questions (using Power Point) or write on flipchart paper. 

• Flipchart paper, press-stick, markers and LCD projector. 

INFORMAL WORK

See Page 13
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ACTIVITY 5: 

CHALLENGE (TIME: 45MINS)

The majority of workers in the world are informally employed and 
contribute to economic and social development through market and 
non-market activities that are not protected, regulated, well-recognised 
or valued. Despite its economic and social importance, labour in the 
informal economy is still being insufficiently supported by government, 
but also underrepresented within the labour movement. Generally, labour 
in the informal economy is:  

i. Unrecognised — not registered by the appropriate state agencies.

ii. Unprotected — labour laws are not being implemented or are even not 
applicable.

iii. Excluded — from services such as infrastructure provision or banking 
facilities.

iv.  Underrepresented — by trade unions or other civil society 
organisations

Facilitator Instructions:

• Ask participants to break into groups and discuss the reasons for the 
prevailing situation. (as outlined in points i. to iv.)

• Ask participants to write down their responses in point form on 
flipcharts. 

• Ask participants to pick a representative to present their responses 
(give each presenter 5 minutes) 

• Consolidate the findings and, in plenary, summarise the group 
activities. 

Implementation Processes: 

See Page 13
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ACTIVITY 6. 

ORGANISING THE INFORMAL

SECTOR IN ZAMBIA (TIME:45MINS)
Zambia is signatory to several ILO (International Labour Organisation) 
conventions, which foresee some protection and support for informal 
sector operators, but they are not being implemented. 

• In groups ask participants to discuss what the hindrances to the 
protections of informal workers are. 

• Take note of responses on a flip chart. 

• Ask participants what trade unions can do to facilitate the formalisation 
of informal workers.

• Ask participants how those suggestions can be applied to CHWs.

• Group feedback and reporting. 

• Conclude the session with a short summary of responses.

ACTIVITY 7:

PLENARY DISCUSSION

(TIME: 45 MINS)

• Ask participants to brainstorm and respond to the questions:

• Is it possible for trade unions to establish linkages with cooperating 
partners to ensure informal workers, and in particular CHWs, are 
captured? How can this be done?

• Collect responses and summarise on a flip chart. 
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Objective: The participants are introduced to the concept of 
PHC and situate CHWs in PHC. 

Key Understanding: The participants are able to appreciate the 
role PHC plays in attaining quality public health. 

Methodology: Discussion, group work, presentation and 

summary of the answers. 

Time: 90 minutes. 

Materials: Preparation of the trainer: 

• Case studies/handouts

• Questions (using PowerPoint) or write on flipchart paper. 

• Flipchart paper, press-stick, marker pens and LCD projector.

PRIMARY HEALTH CARE (PHC) 
AS A VEHICLE FOR ACHIEVING 

ACCESS TO QUALITY PUBLIC 
HEALTH FOR ALL

ACTIVITY 8: 

PRESENTATION AND PLENARY

DISCUSSION (TIME: 60 MINS) 

Facilitator Instructions 

• Prepare a PowerPoint presentation informed by the boxes 
below. 

• Ensure your presentation is interactive, engage the participants 
and ask questions and allow participants to ask questions or 
make contributions.

Implementation Processes: 

See Page 23
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Objective: This section outlines the Challenges CHWs face in 
Zambia with regard to training, working conditions, formalisation 
of work, wages and collective bargaining.   

Key Understanding:  The participants are able appreciate the 
challenges by faced by CHWs in the execution of their work.  

Methodology:  Discussion, group work, presentation and 
summary of the answers.

Time: 90 minutes. 

Materials:

• Case studies /handouts

• (Article 23 of the Universal Declaration of Human Rights (1948); 
the World Summit for Social Development (1995); World 
Summit Outcome Document (2005), the high-level segment 
of ECOSOC (2006); the Second United Nations Decade 
for the Eradication of Poverty (2008-2017); Conference on 
Sustainable Development (2011) and the UN’s 2030 Agenda 
for Sustainable Development (2015)).

• Questions (using Powe Point) or write on flipchart paper. 

• Flipchart paper, press-stick, markers and LCD projector. 

COMMUNITY HEALTH 
WORKERS IN ZAMBIA
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ACTIVITY 9: 

GROUP WORK (TIME 45 MINS) 

• Ask participants to brainstorm in groups of four and respond 
to the questions: 

• What are the main roles of CHWs a) In the community and 
b) at the facility? What roles do CHWs perform that should 
be performed by skilled health workers/trained health care 
providers?

• Collect responses and summarise on a flipchart.

ACTIVITY 10 

DEBATE: DECENT WORK 

Decent work has become a universal objective and has been 
included in major human rights declarations, UN Resolutions 
and outcome documents from major conferences, including 
Article 23 of the Universal Declaration of Human Rights (1948); 
the World Summit for Social Development (1995); World 
Summit Outcome Document (2005); the high level segment of 
ECOSOC (2006), the Second United Nations Decade for the 
Eradication of Poverty (2008-2017); Conference on Sustainable 
Development (2011) and the UN’s 2030 Agenda for Sustainable 
Development (2015).

Facilitator Instructions.

• Ask the participants to break into groups and debate the 
question: Do CHAs have decent work as defined in Article 
23 of the Universal Declaration of Human Rights (UDHR)?

• Moderate the debate and take note of the arguments ‘for’ 
and ‘against’.

• Conclude and summarise the arguments. CHW in Zambia 
DO NOT have decent work as outlined in Article 23 of the 
UDHR.

See Page 26

See Page 30

Implementation Processes: 
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• Objective: This section outlines the role of trade unions 
in supporting the informal economy, in particular CHWs in 
Zambia.  

• Key Understanding: The participants are able to understand 
how trade unions can lobby and organise CHWs in Zambia.  

• Methodology: Discussion, group work, presentation and 
summary of the answers. 

• Time: 120 minutes. 

• Materials:  Questions (using PowerPoint) or write on 
flipchart paper. Flipchart paper, press-stick, markers and 
LCD projector. 

THE ROLE OF TRADE UNIONS 
IN SUPPORTING CHWS 

ACTIVITY 11 

(TIME: 60MINS)  

Facilitator Instructions

• Participants break up in two groups, with each group answering Q1 and 
Q2 below respectively. 

• Each group presents answers in a presentation form in plenary.

• Consolidate responses and summarise the key points. 

Questions; 

1. 1What is the impact of the unions’ efforts on the informal economy 
workers, especially CHWs in terms of:

professional development and workers’ representation? access to 
finance? Networking? Innovation policies?

2. What are the basic strategies trade unions can employ to mobilise the 
informal economy?

Implementation Processes: 

See Page 36
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ACTIVITY 12

DEVELOPMENT OF 

MOBILISATION PLAN/STRATEGY. 

(TIME: 60MINS)  

How can trade unions lobby and collaborate with other 
stakeholders in organising CHWs? 

Facilitator Instructions

• In plenary session, take note of the responses to the above 
question and list them.

• Circulate the responses to the participants.

• Break participants into four groups and ask participants to draft 
action plans to mobilise CHWs based on the list of responses 
given during plenary.

• Ask group representatives to present each group’s action plan.

• Collect and consolidate action plans. 

• Read out the consolidated mobilisation plan to the participants 
for validation.

See Page 38
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