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Across Africa there is a severe shortage of health profes-
sionals and weakened health systems. Community Health 
Workers (CHWs) have on a daily basis extended and com-

plemented the health systems, especially in rural and other un-
derserved areas in most African countries. CHWs have the expe-
rience as frontline workers in bringing knowledge, doing contact 
tracing and screening in communities over the years for a num-
ber of epidemics such as malaria, cholera, TB, HIV/AIDS, Ebola. 
Their experience is needed and has proven crucial to contain the 
spread in vulnerable communities during the current COVID-19 
pandemic. Their experience is essential not only for the health of 
their communities, but also to mitigate the devastating social and 
economic effects of the pandemic. 

Ballard et al (2020) state that protecting and supporting CHWs 
to do this critical work is a moral obligation of all governments. 
In the midst of a pandemic, this means ensuring that there are 
enough CHWs who have adequate resources, compensation, 
and support on the ground to service people to the best of their 
ability. Unfortunately, at a global level, high income countries 
are hoarding and stockpiling necessary medical supplies and 
personal protective equipment (PPE), increasing the already 
existing inequities between high and low and middle income 
countries. The shortage of medical supplies and PPE has very 
real consequences, and while the protection and support of all 
health workers is necessary, CHWs are often not considered in 
governments’ budgets for PPE. There is also no budget allocation 
for additional pay for extra duties or for a risk allowance. In many 
African countries CHWs are regarded as ‘volunteers’ irrespective 
of whether or not they are paid a stipend for their work.

Introduction

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 



7

The COVID-19 pandemic saw the widespread use of CHWs across the 
African continent. CHWs have been on the frontlines and the fore of 
governments’ COVID-19 response programmes conducting educational 
awareness raising programs, contact tracing and testing and giving 
assistance to individuals and communities. 

This research shows that CHWs are playing a crucial role in the COVID-19 
response, and that where they are active, there are correlating positive 
outcomes. Public Service International commissioned this research as 
part of their ongoing work to fight for the formalisation of CHWs, and for the 
better working conditions of CHWs. CHWs play a central role in access to 
health care particularly in vulnerable and poor communities. CHWs are an 
essential element in a Primary Health Care system attempting to achieve 
Universal Health Coverage. Their involvement is especially significant 
in low and middle income countries where there is a severe shortage 
of health professionals. In addition, CHWs are trusted members of the 
community they work in, and play an important role in health promotion 
and disease prevention, strategies that are critical to contain a pandemic.

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
OF THE PUBLIC HEALTH WORKFORCE ACROSS AFRICA
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This paper draws largely on interviews conducted via Zoom 
and WhatsApp, and/or email communication, using open-
ended guide questions with Key Informants (KIs) in the 

selected countries. Most KIs were from civil society organisations 
(CSOs) or non-profit organisations (NPOs) and PSI project 
coordinators in these countries. Their main role as CSOs and 
NPOs has been to support, and at times assist with coordinating 
advocacy campaigns for recognition of CHWs as part of the health 
workforce and formalisation of their work, leading ultimately to 
improved working conditions. Consent forms were obtained from 
all KIs. The information gained from KIs draws on their experience 
on the ground. Although only a few in the short period of time, the 
data gathered is rich and specific to the selected countries and 
cannot easily be found in formal published literature or informal, 
grey literature. More general literature from desk top research, 
based on the topic in journal articles, electronic press releases, 
government health websites and the World Health Organisation 
and related organisations websites supplements the information 
gained from the KIs. The focus of this paper is on select countries 
in Sub-Saharan Africa and specifically Southern Africa where KI’s 
responded within the limited time constraints in which this study 
was conducted. The countries are Malawi, Mozambique, South 
Africa, Zambia, Kenya, and very briefly Niger and Nigeria.

CHWS IN PREVIOUS EPIDEMICS AND 
PANDEMICS IN AFRICA

CHWs have taken on frontline work in previous pandemics and 
epidemics in Africa.  In the last three decades there has been the 
HIV/AIDS pandemic, outbreaks of Ebola, Cholera and Lassa Fever 
as examples in various countries. During these pandemics and 

Methods

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 
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epidemics, CHWs have played the role of preparing communities 
by raising awareness, and engaging communities as community 
educators; sensitising communities to counter stigma that 
often results; mobilising communities to implement preventive 
measures; contributing to surveillance systems through contact 
tracing and screening, and continuing to fill many other health 
gaps (Boyce and Katz, 2019; Bhaumik S, Moola S, Tyagi J, et al, 
2020). The latter are tasks that CHWs carry out on a daily basis, 
and are skilled at, but these are intensified during a pandemic. 

Studies have shown the effectiveness of CHWs in pandemics, 
but their efforts have been hampered by their precarious and 
poor conditions of service, inadequate training, poor support 
and supervision, lack of PPE, no transport allowances, and only 
in some cases paid a risk allowance. There has also been no 
additional pay for added duties (Ballard et al, 2020; Manzi, 2020). 
Most CHWs, whether employed by public health services or NPOs 
and paid a stipend, are still regarded as volunteers. This lack of 
recognition and formalisation of their role can demotivate CHWs, 
and hampers the quality of care they are able to provide to the 
communities in which they work. 

With this previous experience of the crucial role of CHWs in 
pandemics in Africa, it is inexcusable why governments over the 
years have not been prepared and ready to rapidly improve the 
conditions of CHWs and, in this way, to strengthen the community 
health systems of already weakened health systems. Studies have 
shown that in countries where the community health systems 
are strong, there are better results in containing pandemics and 
epidemics (Nepomnyashchiy et al, 2020). Without listening to the 
voices of CHWs for recognition and improvement of their working 
conditions, efforts to contain pandemics at the community level 
will continue to fail.

Over the last decade, in particular, CHWs have been protesting 
and advocating for incorporation into the health workforce; 
recognition as health workers with decent working conditions 
and appropriate pay with benefits; and well-structured education 
programmes and  a career path. In some of the selected countries 
for this study CHWs have formed self-organising forums or 
networks, supported by CSOs to fight for their rights. Some trade 
unions have also started to organise CHWs for improved working 
conditions. With the mounting evidence of the impact of CHWs 
and the positive outcomes from their work in past and present 
pandemics, it is only logical that the COVID-19 pandemic be the 
catalyst to finally achieve recognition of CHWs as part of the health 
workforce and not as mere volunteers. 

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
OF THE PUBLIC HEALTH WORKFORCE ACROSS AFRICA
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SUMMARY TABLES OF CHWS 
ROLE IN THE COVID-19 

EPIDEMIC, THEIR WORKING 
CONDITIONS AND GOVERNMENT 
ATTITUDES, POLICIES AND 

PRONOUCEMENTS

CHWS AND 
THE COVID-19 

PANDEMIC
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• Government set up a Cabinet Task Force for COVID 19, excluding CSOs 
and other stakeholders until CSOs fought for their right to representation.

• Government was very slow to provide  PPE, risk allowance and training 
on COVID-19. 

• This only happened later in the year after CSO activism forced a 
response

ROLE OF CHWS 
DURING COVID-19

• Over and above usual work, COVID-19 tasks such as contact tracing, 
screening and referrals for testing were added to the workload

• If testing equipment had not been in short supply, the Health 
Surveillance Assistants (HSAs) could have done testing as well

PUBLIC OR 
PRIVATE 
PROGRAMMES

• Majority of Community Based Workers, are the (HSAs) and are 
government employed.

• Community Health Volunteers  (CHVs) are private not for profit (NPOs)

CONDITIONS OF 
EMPLOYMENT

• HSAs during COVID-19 received a risk allowance  with other Health 
Workers (HWs) after CSO engagement

• CHVs received nothing
• HWs across the board lacked PPE, but community based workers the 

most
• Very limited training during COVID-19 and in general
• No specific mechanisms for raising issues of discontent at places of 

work
• No psychosocial support

FORMS OF          
ORGANISATION

• Community Based Workers were supported by CSOs to raise their issues, 
concerns and any discontent 

• Malawi Network for CHWs, a newly formed structure, to raise their voices 
and has an elected Ambassador who advocates to government

• Unions only exist for professional HWs at present

SOUTHERN AFRICA

MALAWI

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
OF THE PUBLIC HEALTH WORKFORCE ACROSS AFRICA
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• Focus was on reorganising hospitals and training of doctors
• Government policy leaned towards a legal response using the police as 

an essential service to ensure lockdown measures
• Mass media campaigns which included state services as well as private 

businesses

ROLE OF CHWS 
DURING COVID-19

• CHWs not seen as an essential service due to restricted mobility of 
citizens

• Created a big gap for usual services rendered by CHWs
• CHWs invisible in the government COVID-19 campaign
• Only after 3 months, through civil society action CHWs were given 

authority through local government to work

PUBLIC OR 
PRIVATE 
PROGRAMMES

• A mixture of different types of CHWs
• Many funded by the President’s Emergency Plan for Aids Relief (PEPFAR) 

focussing on HIV and TB
• Others that address more general issues, funded through government 

with 99% donor money
• Third group funded directly through NGOs as an extension of their 

specific projects

CONDITIONS OF 
EMPLOYMENT

• All categories are precariously employed
• Different salaries/ stipends depending on employer
• No known benefits other than salary/ Stipend
• No specific mechanisms for raising issues of discontent at places of 

work
• No psychosocial support

FORMS OF          
ORGANISATION

• Civil society beginning to litigate for rights of CHWs
• Government employs and delivers 90% of a national health service and is 

not supportive of unions for public service workers

MOZAMBIQUE

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• Although National Government pronounced CHWs as crucial frontline 
workers in general and specifically during COVID-19, support in terms of 
training and PPE and role definition was lacking

ROLE OF CHWS 
DURING COVID-19

• In most cases CHWs halted their usual work to focus on education, 
screening and contact tracing and referrals to mobile testing facilities or 
usual Primary Care facilities

• There were differences between provinces largely depending on 
supplies of PPE 

• Initially there was confusion about the role of CHWs in some provinces
• There was no standardised risk allowance paid across provinces
• Small NPOs stopped operating as they were not given any supplies of 

PPE

PUBLIC OR 
PRIVATE 
PROGRAMMES

• In some provinces CHWs have been integrated into the public health 
service

• A few provinces still have a mixture of state employed CHWs and others 
employed by NPOs

• In one province the Departmentsof Health (DOH)and Social Development 
(DSD) fund all CHWs through NPOs

CONDITIONS OF 
EMPLOYMENT

• In eight of the nine provinces CHWs are employed, whether through the 
Department of Health (DOH) or an NPO, on a contract basis and paid a 
monthly stipend with no further benefits.

• Only in Gauteng province, the  provincial DOH has recently incorporated 
CHWs as permanent public service workers with benefits

• No specific mechanisms for raising issues of discontent at places of 
work

• No psychosocial support

FORMS OF          
ORGANISATION

• There are self- organising CHW forums such as the Gauteng CHW Forum, 
KwaZulu Natal Care Workers Forum and the South African Care Workers 
Forum, all supported by NPOs and CSOs.

• A number of trade unions also recruit CHWs into the trade union movement
• CHWs often belong to both a forum and a union, and some to more than 

one union.

SOUTH AFRICA

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
OF THE PUBLIC HEALTH WORKFORCE ACROSS AFRICA
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• Talks have been dragging regarding NPOs handing over CHWs to 
public facilities

• Little transparency regarding these talks
• Neither government nor NPOs have funds for permanent sustainable 

employment

ROLE OF CHWS 
DURING COVID-19

• CHWs in the epicentres were told to stop going to work
• Ministry of Health and private companies selected some CHWs for 

training for a specific role for COVID-19
• Small NPOs laid off CHWs during the partial lockdown period
• USAID was requested to fund PPE

PUBLIC OR PRIVATE 
PROGRAMMES

• Mainly private NPOs
• Some state employed

CONDITIONS OF 
EMPLOYMENT

• Some sign annual contracts, others do not have contracts
• Get allowances, but these are not standardised across NPOs
• Workload and tasks are determined according to particular NPO
• No specific mechanisms for raising issues of discontent at places of 

work
• No psychosocial support

FORMS OF          OR-
GANISATION

• CHWs are supported and organised mainly through CSOs
• Lobby together for CHW rights and issues

ZAMBIA

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• Only recently developed Kenya Community Health Policy to 
incorporate CHWs

ROLE OF CHWS 
DURING COVID-19

• Community Health Volunteers (CHVs) conditions and usual roles 
remained the same 

• Existing CHVs took on and were given additional roles related to 
COVID-19 

• Government strategy of Home Based Care introduced to ensure 
correct information to demystify myths and misconceptions reached 
households

PUBLIC OR 
PRIVATE 
PROGRAMMES

• Variations in the 47 different counties. 
• Some are employed and paid out of county budgets, others by NPOs

CONDITIONS OF 
EMPLOYMENT

• No clear policies or terms of employment
• Payment varies according to the county and the NPO
• No proper mechanisms for raising discontent at work
• No psychosocial support

FORMS OF          
ORGANISATION

• At the moment no trade unions are organising CHVs
• Some CSOs are creating awareness on the conditions of CHVs and 

advocating for incorporation into public health service, decent 
employment

• Supported and supervised by Community Health Extension Workers 
(CHEWs) who are employed in the public health sector

KENYA

EAST AFRICA

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• No policy to include CHWs in the health system
• To remain contracted with no benefits and no career path

ROLE OF CHWS 
DURING COVID-19

• Carried on their usual work, but conditions are worse during the 
pandemic especially at health posts.

• Inadequate PPE to protect them

PUBLIC OR 
PRIVATE 
PROGRAMMES

• CHWs are part of the public sector placed mainly at health posts

CONDITIONS OF 
EMPLOYMENT

• All CHWs, with or without training (Health Diploma) work in precarious 
positions. They have fixed term contracts and can go on for !0 years 
or more. Labour law usually allows 2 years fixed contract and then the 
position must be permanent,  but not for CHWs

• All have the same salary (whether degree, diploma or neither – 
100Euro/month)

FORMS OF          
ORGANISATION

• Organised through unions 
• Union channels are used as the mechanism to raise dissatisfaction at 

work
• Unions threaten and often observe work stoppages of 24, 48 or 72 

hours if discontent is not dealt with
• Initially one union only for CHWs
• For greater strength later 90% joined (SUSAS) for CHWs and other 

health workers to fight together
•  SUSAS has fought for better salaries with benefits. It is still fighting for 

permanent employment and to eliminate ongoing renewable contact

NIGER

WEST AFRICA

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 
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GOVERNMENT 
ATTITUDE, POLICY/
PRONOUNCEMENTS

• Diminished interest in CHWs
• Emphasis on other cadres of HWs

ROLE OF CHWS 
DURING COVID-19

• No formal change in roles
• Missed opportunity to harness important services that CHWs could 

render 

PUBLIC OR PRIVATE 
PROGRAMMES • CHWs operate through the public health system

CONDITIONS OF 
EMPLOYMENT • Fixed term contracts 

FORMS OF            
ORGANISATION

•  None known

NIGERIA

THIS SUMMARISED INFORMATION IS DESCRIBED IN DETAIL 
BELOW FOR EACH COUNTRY. SINCE THIS RESEARCH FOCUSSES 
ON THE EXPERIENCE OF CHWS IN SELECTED COUNTRIES 
SPECIFICALLY RELATED TO THE COVID-19 PANDEMIC, FOR 
MORE DETAILED INFORMATION ON THE DIFFERENT CADRES OF 
CHWS IN EACH OF THESE COUNTRIES YOU CAN REFER TO THE 
PSI WORKING PAPER THE SITUATION OF COMMUNITY HEALTH 
WORKERS IN AFRICA: A STUDY TO OUTLINE AVAILABLE 
LITERATURE IN RELATION TO PRIMARY HEALTHCARE 
INITIATIVES (2020).

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
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SOUTHERN AFRICA:
MALAWI, 

MOZAMBIQUE, 
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MALAWI 

The novel coronavirus was confirmed to have reached Malawi 
on 2 April 2020 and by October 2020, it had spread to all the 
districts of Malawi. The majority of Malawi’s population lives 
in rural areas (84%) where there is a severe shortage of health 
professionals and health services. Different cadres of CHWs 
are the main providers of health care in these areas. There are a 
mixture of public and private paid CHWs and unpaid volunteers. 
The largest group of CHWs, accounting for more than half of all 
the +/- 17,000 CHWs employed within the public health system 
are the Health Surveillance Assistants (HSAs) and the senior 
HSAs (SHSAs). Approximately 12,000 more CHWs are employed 
by various local and international NPOs. The last cadre of CHWs 
are the volunteers such as the unpaid Village Health Committees 
(VHCs) and homebased care providers. 

During the COVID-19 pandemic no new cadre was added to the 
already existing CHWs. Those carrying out COVID-19 related tasks 
also continued to do their usual work. One KI remarked that 
CHWs get overloaded due to task-shifting, “If there is malaria, TB, 
immunisation, all aspects of reproductive health, anything that 
needs to be done, the CHWs take these on. They take all on board 
and now there is COVID-19 to increase their load.” During the 
pandemic, the additional COVID-19 roles such as contact tracing, 
screening and awareness raising in the community were integrated 
into the work of existing CHWs, but as another KI said “most of the 
resources like PPE and training came late, towards the later part of 
the year, but CHWs continued working despite these challenging 
situations. They had no choice”. Another KI added that the HSAs, 
which is the largest cadre of public employed CHWs, could have 
taken on the role of testing if equipment had been available and 
they were adequately trained. 

Over 50% of community health workers, mainly HSAs, and SHSAs, 
Community Health Nurses (CHNs), Community Midwife Assistants 
(CMAs), and Assistant Environmental Health Officers (AEHOs) are 
the ones that were trained on COVID-19. The other cadres of CHWs 
such as CHVs who stay with the people in the communities, did not 
receive training, except in circumstances where NPOs sensitized 
them on the basics of COVID-19. In addition, most of the training 
that was provided to government employed CHWs was mostly 
done by NPOs, whilst a smaller part was done by the government. 

A CALL FOR THE RECOGNITION AND FORMALISATION OF COMMUNITY HEALTH WORKERS AS MEMBERS 
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NPO-recruited CHWs received training from responsible NPOs. 
Very little support was available for CHWs, “The support generally 
has been quite dismal especially regarding psychosocial support 
has been largely absent”(KI).

In addition to the extra workload, according to the KIs, the 
government of Malawi was slow to respond to the needs of all 
cadres of frontline health workers to carry out their roles in the 
pandemic. There were a number of challenges that health workers, 
including CHWs had to face.

The first, was the fight for access to PPE. Government did not 
include any of the cadres of CHWs in the allocation of PPE whether 
government-employed, NPO-recruited or community-elected 
CHVs, yet they were expected to do their work as usual. This is 
what caused discontent and it started with the government-
recruited CHWs. 

It was only after protest action by health workers, supported by 
CSOs that frontline health workers were issued with PPE and a 
monthly risk allowance added to their salaries. These benefits 
were only for those employed by the government within the 
health system. At the same time, as mentioned by one KI, “all 
community-based cadres were side-lined by government in the 
distribution of PPE. The focus was on other health workers. As 
a result of civil society activism, CHWs who were at first side-
lined in the allocation of PPE have finally been provided with 
PPE. Over 12,000 CHWs in hard to reach areas of Malawi are well 
supplied with PPE doing their work effectively without exposing 
themselves, their families and communities to coronavirus”. This 
success resulted from a coalition of CSOs seeking donor funding 
for PPE for CHWs.

The second fight was for representation. The Malawi government 
had established a Cabinet Taskforce on COVID-19 that excluded 
CSOs and other organisations. This was challenged by CSOs 
until they and other important stakeholders were included in the 
national COVID-19 response and a National COVID-19 Response 
Committee that is more inclusive was set up and is functional. 
(KI).

In general, although many CHWs in Malawi are integrated into 
the health system, there remain challenges. One KI said of the 
government cadre of CHWs “They are a bit organised because 
they are salaried. They are given the opportunity to be part and 
parcel of the health system for service provision. There are, 
however, gaps in their conditions of service like housing and other 
remuneration and other support that  other HWs have. In terms of 
recognition – they are recognised, they are not volunteers per se 
as they are salaried”. Another KI stated that they are also receiving 
the risk allowance during this COVID-19 pandemic. On the issue of 
salaries one KI raised that their salaries, however, are lower than 

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 
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other African countries, about $50-60 per month, but they are 
consistent. He added that the salaries of those paid by NPOs are 
slightly higher at between $70 – 100 per month, but the job they 
are employed for may only last a few months and sometimes up to 
3 years depending on the NPO’s programme and the agreement 
with the ministry of health. Those employed by NPOs are in a more 
precarious position, but not as badly as those who are volunteers 
and get no pay. Some CHWs recruited by NPOs have said that their 
training is better than the training received by those employed in 
the public sector (KI).

Presently the main structure for raising discontent is through the 
Malawi Network for CHWs. One KI is the Ambassador for Community 
Health and takes issues raised by CHWs to the Ministry of Health. 
Two KIs explained that there is the newly formed ‘Malawi Network 
of Community Health Workers which includes all cadres of CHWs. 
The overall goal of the Malawi Network of Community Health 
Workers is the improvement of legal, economic and professional 
conditions of service of CHWs and their incorporation in a national 
health system based on Primary Health Care. At the first workshop 
of the network in December 2019 office bearers were elected as 
well as regional coordinators. A five-year road map was drawn with 
the main goal of organising CHWs, advocating for recognition, 
integration into the government system, for decent remuneration,  
organise additional training and for resource mobilisation  and 
research

GOING FORWARD

With the ongoing COVID-19 pandemic, there are still  many 
challenges ahead. CSOs and others supporting all cadres of CHWs 
will need to monitor if PPE is remaining sufficient and that there is 
a mechanism for replenishing before they run out. There are some 
cadres of CHW that have not received any risk allowance for their 
COVID-19 related work. There is a need for further and ongoing 
training of all cadres of CHWs, especially as new information arises. 
CHWs have limited channels to raise their voices and participate 
directly in the COVID-19 decision-making response structures as 
yet. The setting up of the regional and district structures of the 
Malawi Network for CHWs may assist with this (KI). 

The next phase is the struggle for the vaccine in Africa. Although 
the government has indicated that healthcare workers will be 
given priority it is unclear whether CHWs are included as frontline 
essential workers. Training will be needed for CHWs and the 
communities in which they work to overcome the myths and 
misinformation on the COVID-19 vaccines. These are immediate 
challenges to focus on, but there are also longer term strategies 
that need to be continued to improve the conditions of CHWs (KI).

Two of the KIs who are actively involved in the Malawi Network 
for CHWs emphasised the further implementation of the five year 
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roadmap especially developing national, regional and district level 
structures. This would be the start of the formation  of a human 
resource coalition which would hopefully include trade unions. In 
addition a new one-year curriculum is being developed that will be 
implemented in colleges to build the capacity of CHWs. They are 
seeking funds for this programme. 

One KI explained that AMREF is running a campaign in five African 
countries, Malawi being one of them. In Malawi they are advocating 
for ring-fencing of proportional budgetary allocation to the 
community health system. “Sustainable financing  for recognition 
and remuneration of CHWs requires sustainable investments” (see 
AMREF Campaign for Community Health Workers). As part of this 
initiative there is currently a Bill for the recognition of CHWs and 
this will need lobbying for it to be passed by parliament. There is 
also continued advocacy needed for government to implement 
an existing National Community Health strategic plan. The long 
term challenges are critical to pursue as achieving those goals will 
assist with improving the ability of CHWs  to improve the health and 
well-being of communities they serve during or after COVID-19, 
and in preparation for any future pandemic or epidemic.
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MOZAMBIQUE

CHWs in Mozambique are known as Agentes Polivalentes 
Elementares (APEs) and mainly provide health services in rural 
communities (Ndima S D, 2015). According to the KI, and supported 
by Ndima et al (2015) when CHWs were introduced in the 1980s 
they were frontline workers employed by the government. Over 
the years more have become employed in vertical programmes of  
NPOs who came to the assistance of the health services with the 
advent of HIV/AIDS. Majority of APEs are now funded by PEPFAR. 
At the present moment some remain employed by the public 
health service, others are employed by NPOs.

For the first three months APEs played no role due to restricted 
mobility and not being classified as essential workers (KI). There 
is very little literature on APEs in Mozambique, and even less on 
their role during COVID-19.

The KI expressed that that the government’s response to COVID-19 
was initially focussed on a lockdown, introducing a state of 
emergency, reducing the workforce and the processes of closing 
schools, and restricting mobility. Those designated as essential 
workers were mainly the police who enforced the lockdown rules 
and distributed information on the pandemic and the lockdown 
rules and some social services, but not APEs. The police also 
removed street sellers from their usual trading places.

From the health care perspective the government focussed on 
re-organising hospitals and training doctors. Because of restricted 
movement, “CHWs were not part of the plan. They were invisible 
in the government’s plan. There was no discussion of CHWs as 
essential workers” (KI). Mass media campaigns through the 
government and private sector were used to get messages out to 
the general population. 

A big  gap in care resulted for people on chronic medication, 
orientation of everyday life and social assistance.This situation was 
challenged by human rights organisations and they succeeded 
in gaining authorisation from local authorities and the police for 
organisations to work with APEs to assist their communities. PPE 
was needed, but the government was not supplying  APEs. PPE 
was then supplied by mobilising different donors and APEs started 
doing contact tracing and screening as well as their usual work. 
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Police by that stage stopped harassing health workers and others 
working in communities (KI).

The APEs conditions of employment are precarious whether 
they are employed by the public service or NPOs. They have 
no benefits. If employed by government, they are recognised, 
get formal training through government institutions and are paid 
through funds from the World Bank or UNICEF. Their payment, 
which is a stipend rather than a salary, is low and APEs have to 
supplement their income working part time as informal traders. 
Their jobs are precarious, and they cannot register for social 
security or social service. They are trained but are not formally 
recognised as part of the health workforce. They are regarded 
more as a housekeeper or domestic worker (KI). 

Supervision is poor and they are not well supported by either 
health facility supervisors or project supervisors (Ndima et al, 
2015). These conditions of service and supervision remain the 
same under COVID-19.  There is no compensation in general, 
including if an APE becomes infected with COVID-19 through their 
work (KI). 

There does not appear to be any form of organisation of CHWs. 
Public Sector Unions are not yet recognised, and unions do not 
have strength in Mozambique. “In Mozambique the state provides 
a very high proportion of national health service (90%), which 
is good, as it is the main provider. Government however, doesn’t 
want unions for public servants. This is contradictory because 
they employ a lot of people, smart people but they don’t want 
unions” (KI). 

GOING FORWARD

The KI is keen on training staff in the human rights field on rights 
of APEs and feels there is space for collaboration between CSOs 
and trade unions to work for the rights of APEs. PSI might be able 
to initiate this process.
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SOUTH AFRICA

Community Health Workers (CHWs) in South Africa have long 
been frontline providers of health care especially in areas where 
there are minimal or no health services. Although their role has 
mainly been preventive and promotive, they have also treated 
minor ailments, home based- care for people with disabilities or 
unable to care for themselves, as well as refer to primary care 
(PC) facilities. From the beginning CHWs have carried out the role 
of tracing and referring to PC facilities people with Tuberculosis 
(TB), high blood pressure, Human Immunodeficiency Virus (HIV) 
and many other illnesses. They have also counselled and referred 
defaulters as well as contact tracing of TB sufferers. They were 
well positioned to take on the role of tracing people who have 
symptoms of COVID-19 as well as contacts of those who have 
tested positive and referring them for testing at testing sites. 

Soon after COVID-19 cases were identified in South Africa, Chair 
of the Ministerial Advisory group on COVID-19, Prof Salim Abdool 
Karim called CHWs the ‘Secret Weapon against Covid-19’. The 
Minister of Health promised that CHWs would be deployed with 
appropriate PPE, but this took a long time to transpire in many 
provinces. The Department of Health declared that it would rely 
on 28,000 more CHWs doing home visits for screening and 
testing for COVID-19. It was never made clear whether these 
would be newly trained and employed CHWs or if existing CHWs 
would take on these roles (Mpulo & Mafuna, 2020). Ultimately 
each province was asked to develop their own strategy to deploy 
CHWs, with appropriate PPE to do socially distant house-to-
house screening for COVID-19 symptoms, and refer symptomatic 
people to clinics for testing. Some provinces had mobile clinics 
set up closer to communities where CHWs were screening and 
referring. Some provinces contracted and trained new CHWs to 
carry out education in communities, screening and referring those 
with COVID-19 related symptoms for testing, tracing contacts and 
assisting with quarantine or isolation if needed. PPE was often 
inadequate. Some CSOs and NPOs managed to acquire additional 
funds to purchase and supply CHWs with limited PPE, but that 
was in the latter part of the year. There are no channels for raising 
discontent at work and no structured debriefing or psycho-social 
support. Risk allowance for COVID-19 is still unstandardized across 
provinces and NPOs. 
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In addition, with their present employment status, either through 
NPOs, financed by the Department of Health (DOH) or employed 
by the DOH or Department of Social Development (DSD), CHWs 
all have casual labour status. It was initially unclear if they were 
covered by workers’ compensation if they were to contract the 
virus in the course of duty. As reported by CHWs, when they 
previously contracted TB or any other illness they had to use their 
annual leave for sick leave. If they were sick for a longer period 
than their annual leave they would lose their pay and families 
were never compensated if they died. During COVID-19, in some 
provinces CHWs employed by the DOH, when given their annual 
contracts to sign, noted that they were covered by workers’ 
compensation. It is still unclear whether those employed by NPOs 
in provinces or under the Extended Public Works Programme 
(EPWP) have the same protection. In South Africa employment 
of CHWs is unstandardized across provinces. In some provinces 
CHWs have been integrated into the public health service.  A few 
provinces still have a mixture of public service  employed CHWs 
and others employed by NPOs. In one province the DOH and DSD 
fund all CHWs through NPOs.

Although most CHWs are being trained, there is no standardised 
training on COVID-19. The training, as reported by CHWs, has been 
minimal. Some CHWs reported training taking place for a day 
and others from one to three hours. Most felt that the training is 
inadequate and there was seldom opportunity to ask questions 
at a later stage. They appreciated the online training on COVID-19 
organised by a coalition of CSOs and NPOs as well as being able 
to ask questions on a Short Message Service (SMS) platform and 
on WhatsApp groups. 

All of these challenges need strong organisation to achieve better 
conditions for CHWs. In South Africa there are self- organising 
CHW forums such as the Gauteng Community Health Care 
Forum which also organisers CHWs in three other provinces, 
KwaZulu Natal Care Workers Forum and the South African Care 
Workers Forum which organisers CHWs in four provinces. All are 
supported by NGOs and CSOs who work together in a coalition 
to complement each other’s various skills. It was through the 
Gauteng Care Workers Forum, with support from an NGO that they 
won their battle through legal action for incorporation into the 
health services as permanent employees with benefit similar to 
other permanently employed health workers. The next step is to 
have their work properly graded and appropriately compensated. 
A number of trade unions also recruit CHWs into the trade union 
movement. CHWs often belong to both a forum and a union, and 
some to more than one union. During COVID-19 there have been 
a number of CHW protests in various provinces and in most cases 
the forums worked together with unions to increase the numbers, 
particularly for the strikes in November this year.  It is unclear as 
yet whether the strikes achieved their goal. 
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GOING FORWARD

In South Africa COVID-19 has been a catalyst for CHWs to raise 
their voices and it has intensified their determination to fight for 
their rights, a struggle of at least a decade or more.

The Director of Community Services in the National Department of 
Health (NDOH) has stated that where CHWs have been well trained 
and supported with supervision to carry out their COVID-19 duties, 
this has showcased the success that can be achieved (Mail & 
Guardian, 2020). Implementing this approach throughout the 
country through the already planned National Health Insurance 
(NHI) and the Re-engineering of Primary Health Care policy will 
raise the status and improve the conditions of service of CHWs.

Carrying out education, screening, contact tracing and referrals 
for COVID-19 testing, as well as delivering chronic medication to 
the homes of community members, has earned the CHWs greater 
respect in their community.

COVID-19 has also been the stimulus for CHW Forums, CSOs 
and trade unions to work together to achieve the common goal 
of CHWs being incorporated into the health workforce; achieve 
recognition of for their work; ensure proper work, proper pay 
with benefits; quality standardised training and a career path. This 
needs to be continued and strengthened.

CHWs in the country, supported by CSOs and trade unions, need 
to capitalise on the respect gained from their communities and 
the NDOH and strengthen their fight for their rights. 

The NDOH needs to take the example of the Gauteng province 
and standardise the same permanent status in all provinces, but 
also ensure that CHWs’ jobs are properly graded and appropriately 
compensated.
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ZAMBIA

In Zambia CHWs are mostly working in rural areas and employed 
both by the government and NPOs. The government’s strategy 
regarding CHWs and COVID-19 was, “Only just a few privileged ones 
who got selected by Ministry of Health and private organizations, 
were trained and went on playing their specific role in COVID-19,  
but the rest had to pick it up themselves to passionately get 
involved in COVID-19 response (KI)”

A select few, not the majority, had  specific training for  their 
changed role. One KI clarified that they were trained to raise 
awareness and sensitize the communities on COVID-19, distribute 
information and educational materials developed by the Ministry 
of Health, distribute PPE, educate the communities on COVID-19 
guidelines, screen, and refer to health facilities  all people with 
COVID-19 symptoms for testing. The other KI mentioned that 
USAID funded organisations were requested to provide PPE for all 
the field workers and CHWs were part of the beneficiaries. In the 
epicentres of COVID-19, CHWs were told to stop going to work. 
Small organisations laid off the CHWs during the partial lockdown 
(KI).

Some NPOs, running their own programmes, used the opportunity 
to train CHWs to raise awareness on COVID-19 and the preventive 
measures communities should take, but also ensure that at the 
same time their programmes could continue and not leave a gap 
in the service. Most of these are essential programmes such as 
those dealing with HIV, TB, child and maternal health and epilepsy 
as examples (Sham et al, 2020). They also identify those who 
needs referral for testing. These NPOs supplied the CHWs with 
PPE and hand sanitiser.

The working conditions of the different cadres of CHWs differ. 
Community Health Assistants (CHAs) and Community Based 
Volunteers (CBVs) are both incorporated into the government 
service and paid by the government. It seems the CHAs are better 
trained and have a more defined job description than the CBVs, 
but both seem to be paid irregularly, and some not at all. “The 
CHWs are the first point of contact for communities with the health 
system, they are tasked to deliver basic health care services to 
population. Most of them have no contracts nor any specific 
allowances. According to my experience of working with CHWS, 
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there are no proper mechanisms in place to raise discontent at their 
place of work” (KI). The other KI who worked mostly with NPOs had 
a different experience. In regard to NPOs, the CHWs sign annual 
contracts, but similarly, allowances are not standardised. Each NGO 
pays according to the negotiated amount with the donor. Even the 
workload is determined by the respective NPO.  These CHWs get 
training and supervision, but not psychosocial support.

In addition, the KIs added that it is believed that “the government 
has been crafting some policies and discussing with the NGOs on 
sustainability and handing over the CHWs to public health facilities. 
The discussion has been dragging because it is assumed that the 
government will not manage to pay” (KI). There is a feeling that this 
is happening “underground, as it has been quite silent whether we 
are making headway or not . There is a need to some research in this 
regard” (Ki). 

One KI expressed that CHWs in Zambia are organised and supported 
through CSOs mainly. “These CSOs always lobby for funds for 
activities for CHWs to come together and that it is through such 
innovations that CHWs see themselves bound together for the same 
cause” (KI).

GOING FORWARD

Regarding the position of CHWs during COVID-19, the KIs felt that all 
CHWs, regardless how they are categorised should be adequately 
trained to impart information on COVID-19, the signs and symptoms 
and preventive measure to contain the spread of the virus. They need 
to ensure that all CHWs have adequate PPE to protect themselves, 
their families and communities. They should also get risk allowance 
pay during this period.

On more general conditions, one KI suggested that “These (CSO) 
bodies should first of all recognise the CHWs as dependable players 
in the health service, then engage the government to come up with 
deliberate policies of improving CHWs working conditions”. 

The other KI suggested that if CHWs could be employed on a 
permanent pensionable basis they can be part of the unions. On 
questioning further, the KI explained that unions do not organise 
those who are not permanently employed. NPOs fear to employ on a 
permanent basis because of lack of money for pension. 

Zambia is also part of the AMREF initiative. In Zambia AMREF appears 
to be focussing on inclusive policies. “We advocate for inclusive 
policies that take into account the diversity of the CHW cadre. In 
Zambia, the Community Health Assistant Strategy should include 
career pathways for all active CHWs, so that they become included 
in this new cadre” (see AMREF Campaign for Community Health 
Workers). 
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EAST AFRICA:
KENYA
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KENYA

On the basis of information gained from the three KIs it appears 
that the roles of CHWs, called Community Health Volunteers (CHVs) 
are different depending on the county they are in and the NPOs 
that exist in the area. They mostly continue their usual role during 
this COVID-19 period but have taken on additional tasks during 
the pandemic. “This time they were overburden with too much 
work, since they are the first health contact with communities, 
they were to deal with fears, myths, misinformation, health control 
measures on COVID-19. They were also dealing with community 
fears of seeking services from the health care facilities”. As an 
example, people with malaria presented very late, but CHVs after a 
while managed to encourage people to go to the services earlier. 
They were also given the task of malaria testing and treatment of 
mild cases. In some counties the CHVs are involved in contact 
tracing of suspected COVID-19 patients. It is the role of CHVs to 
ensure that correct information reaches the households, and to 
demystify myths and misconceptions. One KI stated that because 
they are well known and trusted in their community, they have had 
success in effecting behaviour change in their communities. One 
such example is for a long time CHVs have been encouraging 
households to a have ‘Tippy-Taps’ as a water station to wash hands 
at their home. The Tippy Tap was developed mainly for rural areas 
where there is mostly no running water.  It is a simple construction 
operated by a foot lever for hands-free hand washing to reduce 
the transmission of pathogens. During COVID-19 they managed 
to get most household to erect tippy-taps at their homes. CHVs 
are regarded as very important to stop the spread of the virus 
due to their health promoting and education skills. They reach far 
areas and take information to markets and churches. Some do 
screenings and sanitising at churches. 

One major challenge was PPE. The government did not supply 
PPE to CHVs. Various NPOs who partner with government on 
particular programmes, and also employ CHVs, stepped in and 
provided surgical masks, disposable gloves, and limited safety 
jackets and face shields. The latter were mainly for malaria 
testing as they need to get close up to the person (KIs). One KI 
explained that initially during COVID-19 there was a huge shift. Due 
to restrictions and lack of PPE many less home visits took place 
in the county she is in. Gradually some CHVs were issued with 
PPE and they distributed masks and soap in their villagers. They 
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also disseminated information on COVID-19 and how to take care 
during the pandemic. The importance of CHWs became noticeable 
especially due to the shortage of professional health workers and 
there was evidence from previous experience that CHVs help with 
prevention, especially in remote areas.

Most of the CHVs are employed by the counties and are on a data 
base, but there are no clear policies, terms of service agreements 
and incentives or benefits. At the end of 2018, 14 out of 47 of 
Kenya’s counties were paying monthly incentives to CHVs out of 
their own budgets. The amounts varied from county to county 
but are in the range of US$ 20 – 60 a month. Their conditions of 
service in general and during COVID-19 are not guaranteed. CHVs 
have complained that the stipends they get often arrive late and 
in at least one county some have not been paid since February 
2020 (KI). CHVs employed by NPOs seem to get their stipends 
regularly (KI).

If CHVs are sick or have to take maternity leave they do not get their 
stipend as they are paid according to their reporting to Community 
Health Extension Workers (CHEWs). CHEWs are employed by the 
health services and are supposed to supervise CHVs in the field. 
There have been complaints from CHVs that CHEWs only reach 
out to them when they need their reports and statistics. There are 
no proper mechanisms in place to raise discontent at work (KIs). 
There is no psychosocial support for CHVs. There are NPOs that 
render psychosocial support to other health workers, but this is 
very uneven across the country as there are too few doing this 
kind of work. 

When CHVs are initially recruited for their village, they get a few 
weeks basic training. Most CHWs are not adequately trained. They 
are trained on the basics by NPOs, such as AMREF, Water Supply 
and Sanitation Collaborative Council (WSSCC), working with 
Ministry of Health and in partnership with local administration. It 
is not clear who does training of CHWs regarding COVID-19 but it 
appears that it was mainly NPOs.

CHVs have not started organizing themselves to form any 
movements or join trade unions to fight for better working 
conditions or remuneration. Some CSOs are raising awareness 
and advocating for CHWs to be part of healthcare workforce and 
recognized by the government as health workers not volunteers, 
to get better pay, trained and fully equipped with the necessary 
medical equipment. 

GOING FORWARD

The KIs expressed the that since the pandemic shows no sign 
of abating soon, CHVs need further training on COVID-19 and a 
constant and adequate supply of PPE to protect themselves, 
their families and communities. They need improved supervision, 
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psychosocial support and a structure to raise their concerns and 
discontent.

Community health workers, generally, are an important asset that 
bridge the interface between the community, where they play 
a critical role in prevention and promotion, and the wider health 
system. They also serve as an important means for the promotion 
of hygiene practices and delivering health and well-being of the 
communities they serve. 

They need recognition for their essential role, decent working 
conditions and reasonable working hours.  Ensuring that they 
are not overburdened with responsibilities could increase their 
general productivity and are necessary to allow for an expanded 
role in the delivery of healthcare and wellbeing in their target 
households. 

Very important is a constant level of compensation, not the 
inconsistency in payment they are subjected to presently. This 
would help motivate CHVs and enable them to give adequate time 
to their activities. Training, motivation and support is vital for CHVs 
since they are involved in changing other people’s health-related 
behaviours and agents of household-level behaviours.

Unions for doctors in particular are strong in Kenya and are recently 
leading strikes for doctors, clinical officers and nurses. CHVs have 
some CSOs helping raise their issues and the broad injustices 
in relation to their conditions of service. The KIs felt that unions 
could help with labour issues, but it might be difficult if they are 
regarded as volunteers and not permanently employed.

In Kenya, AMREF is advocating that “Recognition by law, political 
commitment and investments in CHWs require a legal framework 
in order to be sustainable. In Kenya, we will introduce a bill in the 
National Assembly for recognition and remuneration of CHWs in 
Kenya” (see AMREF Campaign for Community Health Workers).
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WEST AFRICA:
NIGER AND 
NIGERIA*

*IT WAS VERY DIFFICULT TO ACQUIRE 
INFORMATION ON THE SELECTED COUNTRIES 
IN WEST AFRICA REGARDING CHWS AND THEIR 
EXPERIENCE DURING THIS PANDEMIC.
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NIGER

A key informant in Niger explained that CHWs in Niger, in general, 
were contract workers and worked under very precarious 
conditions. Under COVID-19 their working conditions deteriorated 
further. Their actual role in the pandemic, or whether they 
continued to carry out their usual role, was unclear.  They are 
however unionised together with other cadres of health workers, 
which is very different to all other selected countries, and may be 
helpful to explore in further.  

In Nigeria, although CHWs operate as part of the public health 
service, the KI expressed that during COVID-19, there has been 
no formal change in their roles. There are mainly referral services, 
monitoring and follow up of people living with chronic conditions 
and education and support. They have unfortunately not been 
properly harnessed for the service they could provide during 
the pandemic. The government has shown diminished interest in 
employing and training CHWs and is placing emphasis on other 
cadres of health workers. At present any discontent at work is 
channelled through the same official bureaucratic ladder in the 
same way as other health workers in the public sector. Going 
forward, they need to be included in available trade unions for 
better working conditions. 

(for more general information on CHWs in Niger and Nigeria, you 
can refer to the PSI working paper on The Situation of Community 
Health Workers in Africa: A study to outline available literature in 
relation to primary healthcare initiatives, 2020).

NIGERIA
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ANALYSIS OF THE OVERALL 
SITUATION, CHALLENGES AND 
LESSONS LEARNT FROM THE 
USE OF CHWS IN THE COVID 
RESPONSE IN AFRICA.

Arising from the information from the key informants, governments 
in all these countries had not strengthened their community health 
systems or the rest of the public health service to cope with such 
a pandemic. Although it was expected, and in some countries 
pronounced that CHWs would be crucial frontline workers in their 
communities, they were neglected in the distribution of PPE, risk 
allowance pay given minimal training on COVID-19.  Some CHWS 
were given the choice to carry  out their tasks at great risk to 
themselves, their families and communities, or to stay at home. 
Some were told to stay home until PPE was available, while others 
were given no choice but to continue working in their communities. 
In general PPE was in short supply in many countries in Africa due 
to a global shortage made worse by wealthier countries being 
able to afford to buy up and hoard supplies. Corruption in some 
countries worsened the situation. In  some countries CHWs who 
were in extremely precarious employment situations were laid off 
by small NPOs.

In all of the countries CHWs are mostly in precarious working 
situations continue attempting to fight for their rights through their 
formal and informal networks and forums, with support in most 
countries from CSOs. In Niger and South Africa, seemingly the 
only two countries where unions have recruited CHWs as part of 
their membership, they have joined in the struggle for the rights 
of CHWs. These struggles did not only start with the COVID-19 
pandemic. The dire situation resulting from COVID-19 and its effects 
has intensified the struggle for recognition through incorporation 
in the public health workforce, improved working conditions and 
pay with benefits, standardised and structured education, good 
supervision and a career path. 
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RECOMMENDATIONS FOR PSI AS 
A GLOBAL UNION FEDERATION 

TO TAKE FORWARD IN OUR 
FIGHT FOR THE FORMALISATION 

OF CHW’S IN AFRICA. 

A crucial role PSI can play is to give their unions a clear 
understanding of challenges CHWs face.

Start a dialogue of how unions can overcome and organise 
within the complex situation CHWs find themselves in. Different 
employment packages, many volunteers with or without stipends 
and all doing much the same work. A number of key informants 
mentioned that as CSOs they need to support and keep organising 
all cadres of CHWs together. In their unity is strength. They 
mentioned that unions may find it difficult to help organise and 
fight for their rights until they are all properly employed. 

The PSI as a global union federation can play an important role in 
sharing situations about CHWs in different parts of the world, the 
challenges they face, but particularly victories won and strategies 
that helped achieve victory.

Even during this pandemic, CSOs and other supporting coalitions 
and organisations such as trade unions, with the help of PSI, 
can ensure that there is further follow up and lobbying where 
needed. Improved conditions of CHWs are essential for the 
health of vulnerable and underserved communities and for better 
preparedness for the next epidemic or pandemic.

In conclusion, this research, based largely on the accounts of the 
key informants who all work with CHWs in their various countries, 
has clearly illustrated that CHWs during this pandemic:
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• are crucial for reaching remote and underserved areas that 
health workers in institutions cannot reach,

• as trusted and respected members of their communities, 
they can educate and impart information in the language of 
their communities, 

• have used their deep understand of the myths, 
misconceptions and stigma in their communities to achieve 
some victories in counteracting and correcting these 
through education and dialogue in their mother tongue

• through understanding the leadership and dynamics in 
their communities, are proactive in dealing with community 
issues through the correct community channels

• since they live in their communities, are available and 
accessible to assist at all times

• even with minimal training, have instantly adapted and 
applied the very same skills they have gained in their 
everyday work such as screening and contact tracing in 
communities for infectious disease and previous epidemics; 
educating communities on various illnesses and diseases; 
promoting hygienic practices; and counteracting stigma 
and misconceptions to contain the spread of COVID-19.

What hampers their work is the poor and precarious conditions of 
service all the various CHWs are subjected to, and often with no 
recognition of the extent of the work they do with a sense of duty 
and passion. 

There is an urgent need for governments to finally commit to 
investing in CHWs as the foundation to ensure strengthened 
community health systems. CHWs need to be formally incorporated 
into the health workforce with decent work, pay, conditions of 
service, appropriate and quality education and a career path. This 
would result in better health systems, better access to health, 
improved health outcomes, greater awareness and education 
in communities, and a greater capacity to continue fighting this 
pandemic and any future pandemics or epidemics that may follow.

THE ROLE OF COMMUNITY HEATH WORKERS DURING THE COVID-19 PANDEMIC: 
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