
This brief concerns CHWs positioning 
and role in the health system. With 
low-cost/low-tech learning partnership 
interventions, supported by stable 
research infrastructure in Mpumalanga 
and South Africa, significant potential 
to realise the objectives of PHC Re-
Engineering identified through a focus on 
CHWs as an empowered workforce to 
support realisation of comprehensive PHC 
strategy.

1. Situation CHWs and PHC policy-
implementation paradox 

Policy-implementation gaps in PHC Re-
engineering undermine the potential of 
WBPHCOTs, CHWs and PHC regarding 
the community mobilisation mandate – 
including and beyond CHWs 

A major district health systems revival is 
underway across South Africa. National 
Health Insurance (NHI) was introduced in 

2012 with provincial guidelines for PHC Re-
engineering 1. In 2017, a policy framework and 
strategy for Ward-based Primary Healthcare 
Outreach Teams (WBPHCOTs) underscored 
commitments to bringing services to people, 
devolving power to communities for a 
patient-focused and community-oriented 
system 2 3. 

Despite policy commitments, 
implementation reveals limited operational 
spaces to engage with and respond to 
community health needs 4. Participatory 
governance structures, such as clinic 
committees and hospital boards, for 
example, do not function effectively 
5. Top-down governance persists, and 
organisational ‘compliance cultures’ are the 
norm, with centrally-defined targets and 
outputs and limited space for local planning 
management and ‘everyday learning’ 6 7 
8 4. This overlooks significant ingenuity, 
innovation and resilience at lower levels 8 9 10. 

Furthermore, implementation of WBPHCOTs 
has been slow and uneven and there is low 

coverage 11. There is low awareness of 
expanded CHW roles and functions in 
communities, resulting in roles that are 
not well-defined, valued or supported 12 13. 
A 12-month curriculum for training CHWs 
was developed but funding is yet to be 
disbursed 11. No clear leadership at the 
national level exists and investment has 
been low 11. CHWs are poorly remunerated; 
budget allocations are insufficient, and 
policy governance remains unclear 11. 

Nevertheless, within and beyond South 
Africa, CHWs make critical contributions 
in local surveillance and response efforts 
for more informed district health systems 
responses, supporting calls for recognition 
of, and support for, this critical cadre 14–20. 
This brief presents evidence that modest 
resource allocation with low-cost/no-
cost learning partnership intervention can 
strengthen this cadre, and by extension, 
this central stream of PHC re-engineering.

2. Intervention fulfilling CHW roles 
through ‘everyday learning’ 

CHWs are uniquely placed to connect 
communities and the system but need 
credibility and authority to fulfil this 
role. Empowering CHWs is achievable 
with low-cost interventions that support 
‘everyday learning’ and engagement with 
communities and at higher levels of the 
system.

The VAPAR (Verbal Autopsy with 
Participatory Action Research) programme 
2015-2023 aims to improve the evidence 
base on the health of disadvantaged 
populations and promote utilisation of 
this evidence in the health system. The 
process combines verbal autopsy (VA), 
a method to measure levels and causes 
of community and facility deaths, and 
participatory action research (PAR), an 
equity-oriented method where different 
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officials and staff, community stakeholders 
and researchers). The process established 
conducive working relationships, aligning 
to DoH priorities, and embedding into 
routine PHC planning and review 21.

stakeholders organise evidence for local 
learning and action. As COVID-19 took 
hold in 2020, along with community and 
district health stakeholders, VAPAR was 
redesigned to support CHWs to connect 
with communities and rapidly generate 
evidence on local needs and situations 
and make practical contributions in the 
context of COVID-19 26. 

• Build capacities for CHWs and district 
health systems to conduct rapid 
research on local health priorities.

• Support evidence use in routine 
PHC, on community deaths, lived 
experience, and feasible local action.

• Develop multisectoral engagement 
supporting community responses 
addressing social causes.

Delivered as a Community Mobilization 
training Programme, CHWs were trained 
to build learning networks between 
otherwise disconnected stakeholders 
(district, clinic and community health 
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INPUTS OUTPUTS AND OUTCOMES
Data/evidence: 
codesigned/generated 
with community 
and systems actors, 
supported by Wits/
Agincourt

Local learning 
workshops (20-30 
of 6-50 participants) 
coordinated by Wits/
Agincourt

Training of trainers: 
VAPAR has trained 
CHWs across the BBR 
sub-district. Community 
stakeholders and 
Community mentors. The 
process is relative ‘low 
tech’. We have trained 
trainers in a sustainability-
oriented response
• VAPAR-CHW 

Community 
Mobilization Training 
Module

• Evidence for local policy and planning Timely robust evidence produced with and for the district health 
system. With the agenda driven by CHWs, people lost to follow up for HIV/TB treatment was identified 
as a critical issue locally, and potentially overlooked as the service shifted to a focus on the COVID-19 
emergency. The power of local intelligence to rapidly identify and respond to local concerns has a relevance 
that extends beyond the pandemic as the health systems struggles with a range of competing demands 
requiring systems responses. 

• Community engagement VAPAR supports engagement between communities and health authorities 
for collective planning and implementation of services. In the contexts of lack of trust and dialogue, 
the participatory approach improved and encouraged continued engagement between stakeholders. 
Community stakeholders report that the authorities have started to pay attention to the community 
since VAPAR started and, although changes cannot be directly linked to VAPAR, that service provision has 
improved in the community. 

• District health systems engagement Government stakeholders report finding the process appropriate 
and relevant to promoting community participation in the health system and a complementary model for 
community participation in PHC. They are also enthusiastic about opportunities to learn about and engage 
with other departments to support policy and strategy implementation, and to hear the community voice 
directly.

• Health literacy, changes in health behaviours, social solidarity for health Community stakeholders 
consistently report that raising local issues and building dialogue with the authorities on local action builds 
analytical and public-speaking skills and confidence, and shared awareness of local priorities and strategic 
alliance building.

• Organization and delivery of health care services VAPAR is informed by realities on the ground. 
While service delivery improvements attributed to VAPAR are cautiously interpreted, service delivery 
improvements could be realized if government structures collectively act on the needs and priorities of 
the community and address these jointly with community structures. VAPAR participants valued that the 
process allowed for role clarification, including that of CHWs as perceived by the community as well as by 
other health system stakeholders.

• Policy and planning Community engagement, consultation and participation lead to improved policy and 
planning, as community needs are prioritized, rather than policy decisions based on selective, biased, and 
anecdotal evidence and political priorities. Communities are most likely to buy into policies and plans if 
involved in the process of developing them. 

• Health outcomes Although no direct improvement in health outcomes was demonstrated, community 
awareness, education and engagement were identified as means to improve health outcomes over time 
through improved health behaviour, and service responses. 

• Practical, acceptable process VAPAR process was considered acceptable, relevant, participatory, inclusive 
of “community voice”, non-prescriptive and owned by stakeholders. It was noted that there was potential 
for VAPAR data and processes to be incorporated into routine health system planning, for officials from 
the department to participate in all stages of VAPAR and for the VAPAR process to support community 
participation in routine health system processes. 

• Multisectoral and multilevel design role clarification between different sectors allowed for an improved 
understanding of the multisectoral approach, allowed stakeholders to understand where services are 
complementary and where referral between sectors can further support communities. Integration of the 
programme with routine health system processes and through a skills exchange by inclusion of frontline 
health workers in the programme processes.

3 Analysis costs/benefits - Complementing/strengthening standardised prescript



4. Recommendation 

Fill service delivery gap with CHW 
training, with low-cost learning 
partnership 

There was timely and decisive action 
to COVID-19 with strict lockdowns, 
integrated support and community-based 
screening and testing 22. While a highly 
centralised strategy initially slowed the rise 
in cases, the phased lifting of lockdown 
has been accompanied by further waves, 
driven by new, more transmissible variants. 
There have also been severe impacts on 
incomes and food security, particularly in 
informal settlements, and there are serious 
concerns over diagnosis and treatment 
of other conditions, particularly HIV/AIDS 
and TB and other chronic conditions 23 24 25. 
The new demands to already-challenged 
systems underscore the necessity of real-
time local data and action, community 
involvement, and multisectoral 
approaches.

PANEL 1: OUTCOMES SUMMARY

Stakeholder engagement 

• Appropriate platform for the 
Department of Health to engage 
with community members, allowing 
collective identification of health-
related challenges and planning to 
address these challenges

• Engagement among diverse 
stakeholder constituencies, including 
government and parastatals, 
nongovernmental organizations, and 
community members

• Supports role clarification among 
different government departments, 
parastatals, and NGOs, thereby 
identifying areas for collaboration 
towards specific goals, and 
opportunities to hold each 
other accountable for respective 
responsibilities

• Empowered community stakeholders 
to further engage with official 
structures

Health literacy, health behaviours, 
solidarity for health

• Empowered community stakeholders 
report improved approaches to local 
problems, a sense of agency and 
willingness to work in partnership 
with the health system

• Improved understanding of health 
services and structures, along with 
health promotion messages aimed at 
improved health literacy and would 
potentially improve health behaviour 
(reducing disease risk) and health 
seeking behaviour

• Pro-active and participatory planning 
with communities could prevent 
service delivery protests and improve 
uptake of services, through alignment 
of priorities

Organization and delivery of services 
(including/beyond health)

• Improvement in the delivery of water 
to communities in the study site 
(water priority area identified in prior 
cycle) recognized and acknowledged 
as a perceived outcome by 
community interviewees

• Improvements in law enforcement 
regarding taverns trading hours, as 
well as noise levels, reported and 
attributed through which police 
services became aware of community 
concerns

Establishing an evidence base for policy 
and planning 

• Potential to influence policy and 
planning with buy-in from the 
community when their health 
priorities are acknowledged and 
attended to

• Community engagement for more 
responsive and informed policy and 
planning

Improving health outcomes 

• Community awareness, education 
and engagement regarded as ways 
to improve health behaviour and 
therefore also health outcomes over 
time

• No direct improvement in health 
outcomes demonstrated to date

PANEL 2 - VIGNETTE OF PROBLEM 
TREE AND IMPROVED MEDICATION 
DISTRIBIUTION

Following attendance of the VAPAR 
community mobilisation training, a CHW 
based at a local clinic, with support from 
the clinic operational manager who has 
supported the training, applied one of 
the participatory tools (problem tree) to 
address HIV/TB loss to follow-up. The 
operational manager and CHW facilitated 
a session with the clinic team to identify 
why the facility's HIV loss to follow-up 
rate was high. Through applying this tool, 
designed to identify cause-and-effect 
relationships pertaining at different levels 
as it relates to an identified problem (e.g., 
HIV loss to follow-up), the team realised 
that a main underlying cause of the poor 
performance was inaccurate data due to 
the incorrect completion of routine daily 
operational statistics. 

This error resulted in individuals on HIV 
treatment not being captured as having 
collected their medication, therefore 
being listed as defaulters and requiring 
tracing by the CHWs. By correcting the 
data input, the defaulter list was reduced. 
In addition, the tracing process was 
redesigned, to include two steps - with a 
CHW first making telephonic contact with 
defaulters and a second CHW physically 
tracing them at the last known address if 
they could not be traced telephonically.

The overall gains from this process 
included:

 − Improved data accuracy

 − Underlying cause identified / false 
impression corrected

 − Defaulting rate reduced

 − Efficiency improved, not spending 
time on tracing patients who have 
not actually been lost to follow-up

 − Improved communication between 
stakeholders within the clinic
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This brief presents material adapted from:

• D’Ambruoso et al 2022 https://doi.
org/10.1101/2022.07.03.22277088

• D’Ambruoso et al 2021 https://
chwcentral.org/twg_article/
supporting-chws-to-connect-with-
communities-in-rural-south-africa-
during-covid-19/ 

• van der Merwe et al 2021 https://doi.
org/10.1186/s12961-021-00716-y 
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