
 
 

Exploring inter-professional collaboration between community 

health workers and health care providers in two clinics in the City 

of Johannesburg district 

 

Dorah Dorothea Bokaba 

Student Number: 1925469 

 

 

 

 

 

 

A research report submitted to the Faculty of Health Sciences, University of the 

Witwatersrand, Johannesburg, in partial fulfilment of the requirements for the 

degree of Master of Public Health (MPH) in the School of Public Health 

 

Johannesburg, May 2024 

 



i 
 

DECLARATION 

 

I, Dorah Dorothea Bokaba, declare that this research report is my own work. This work has not 

been submitted before for any other degree or examination at this or any other University. This 

report is submitted for the degree of Master of Public Health at the University of the 

Witwatersrand, Johannesburg. 

 

Signature of candidate: 

Date: 22 May 2024 

Signed at: Kempton Park 

 

  



ii 
 

DEDICATION 

I dedicate this paper to my daughters Koketso, Retshepile and Reagile who provided me with 

a sense of enthusiasm and perseverance in ensuring I see this process to the end. 

I further dedicate to my granddaughters Luhle and Luniko, who continue to inspire me to want 

to give my all in everything I do. 

 

 

  



iii 
 

LIST OF ABBREVIATIONS AND ACRONYMS  

ASHAs  Accredited Social Health Activists 

CHCPs              Community Health Care Providers 

CHW  Community Health Worker 

CoJ  City of Johannesburg 

COPC               Community Orientated Primary Care 

COVID 19        Coronavirus disease 2019 

DCST                District Clinical Specialist Teams 

DoH  Department Of Health 

FWAs                Family Welfare Assistants 

HAs                   Health Assistants 

HCP  Health Care Providers 

HRH                  Human Resources for Health 

IMCI                 Integrated management of childhood illnesses                                   

IPC  Inter-Professional Collaboration 

LMICs  Low- to Middle-Income Countries 

NCDs  Non-Communicable Diseases 

NGOs  Non-Governmental Organisations 

OPM  Operational Manager 

OTL  Outreach Team Leader 

PHC  Primary Health Care 

TB  Tuberculosis 

VHT                  Village Health Teams 

WBPHCOTs  Ward-Based Primary Healthcare Outreach Teams  

  



iv 
 

ABSTRACT 

Background: Large-scale community health worker (CHW) programmes gained renewed 

interest over time. This was more pronounced during the emergence of the Coronavirus disease 

2019 (COVID-19) pandemic, with CHWs exemplifying the role of task-shifting to alleviate 

already fragile and resource-scarce health systems. Many low- to middle-income countries 

(LMICs), including South Africa, implemented CHW programmes to complement health 

workforce. Thus, health care providers (HCPs) including professional nurses, health promoters, 

allied health workers, operational manager clinic, social workers, and CHWs are expected to 

collaborate with CHWs to provide health care service. 

Aim: The aim of the study was to explore inter-professional collaborations (IPC) between 

CHWs and HCPs in two primary health care (PHC) facilities in the City of Johannesburg, 

Gauteng Province. 

Methodology: This study used an exploratory qualitative design. In-depth semi-structured 

interviews were conducted with purposively sampled CHWs (n=12) and HCPs (n=10) in two 

PHC facilities from two sub-districts. All interviews were transcribed verbatim. Thematic 

content analysis was used to analyse the data. 

Results: Team structures were reported to be centred around the CHWs and Outreach team 

leader (OTLs), however other HCPs like nurses, health promoters, and social workers also 

played a role. Reporting procedures were hierarchical, with CHWs reporting to OTLs, who 

reported to operational managers (OPMs). CHWs were at the bottom of the hierarchy with the 

reporting structures being described as challenging as they were related to power dynamics. 

Communication was poor and with unplanned meetings. Participants suggested the need for 

improved support and communication to strengthen IPCs. 

Conclusion: IPC between the HCPs and CHW is critical in ensuring patient care continuity. 

Some dimensions of IPC, such as shared responsibility and mutual understanding of roles by 

team members, were evident. The communication processes showed some weaknesses, 

including the consequences in power relations. In order to enhance the contribution of CHWs 

in PHC and universal health coverage (UHC), it is necessary to explore ways to strengthen IPC 

between HCPs and CHWs. 
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CHAPTER 1: INTRODUCTION 

1.1 Background 

Large-scale community health worker (CHW) programmes have gained renewed interest over 

time. This was more pronounced during the emergence of the COVID-19 pandemic, where the 

role of CHWs can exemplify the role of task-shifting to alleviate already fragile and resource-

scarce health systems (1–3). Moreover, the 72nd World Health Assembly’s declaration on the 

relevance of CHW programmes in achieving universal health coverage (UHC) is a testimony 

to this renewed recognition (4).  

Many low- to middle-income countries (LMICs), including South Africa, have implemented 

CHW programmes to help complement the health workforce where human resources for health 

shortages remain a challenge (5–7). The definition of CHWs varies across different countries 

and settings. They are defined broadly as any health worker who performs activities related to 

healthcare delivery, has been trained in some way in the context of intervention, and does not 

hold a formal or paraprofessional certificate or tertiary education degree (8,9). However, in 

South Africa, the Policy Framework and Strategy for Ward-based Primary Healthcare Outreach 

Teams (WBPHCOT) defines them as lay health workers recruited, trained and working in the 

community in various health and social development services (10). This research locates itself 

within this definition.  

CHWs are vital to improving health care accessibility and coverage at the community and 

household level in LMICs (11). They help increase the availability of and access to basic health 

services in areas with limited or no access to health services (5,12). Literature demonstrates 

that both CHWs and health care professionals (HCPs) are important for strengthening the 

health system in terms of its ability to respond to the health care needs of its population (10). 

Inter-professional collaboration (IPC) in healthcare is said to be crucial because the majority 

of activities are carried out in teams (12). The World Health Organization defines IPC as 

occurring “when HCPs from different professional backgrounds work together towards a 

similar goal of improving patient health care” (13 p13). For the purpose of this study the HCPs 

referred to are the professional nurses (PNs), outreach team leaders (OTLs) operational 

managers (OPMs) and health promoters (HPs). 

Patient care cannot be left solely to HCPs if population health outcomes are to be improved, 

particularly in the LMICs where shortages of human resources for health (HRH) persists 
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(12,14). IPC is gaining popularity since it has been shown to increase the quality of health-care 

delivery (15,16). CHWs not integrated into the primary health care (PHC) system may risk 

weaker referrals and poor health outcomes (5,17). This is particularly because they tend to be 

subjected to poor supervision and lack of support by facility-based health care providers 

(17,18). Formal collaborations between all health system actors, including CHWs, are said to 

be crucial to the health system’s ability to improve health outcomes of its population (17,19).  

CHW programmes were introduced in the 1940s but gained some traction in the 1970s and 

1980s (10). The South African healthcare system over time continued to face many challenges 

including shortages with HCPs and an increasing quadruple disease burden (NCDs, HIV/AIDS 

and TB, other communicable diseases, and injury and trauma) (20,21). The increased burden 

of disease led to the revitalisation of the CHW programme which was particularly needed in 

underserved communities (21,22). The South African government introduced PHC Re-

engineering, a model aimed at revitalizing and strengthening PHCs (23). The model was aimed 

to establish population-oriented health care, address social determinants of health to reduce 

mortality and morbidity, and strengthening district health system (DHS) (22). 

Part of the strengthening the health system and its ability to respond to the population needs 

was also through shifting some roles to CHWs (24). Related to part of the objective of PHC 

Re-engineering, the South African government launched the Policy Framework and Strategy 

for Ward-based Primary Healthcare Outreach Teams (WBPHCOTs) in 2018 (10). The teams 

compromised of the 6- 10 CHWs, health promoter and OTL (10). The OTLs are directly 

responsible for the supervision of the CHWs (10). The CHWs within the WBPHCOT are linked 

to PHC clinics and, therefore, work very closely with the HCPs in those facilities. Within those 

facilities, they ordinarily work very closely with professional nurses in different services such 

as maternal and child health, the Tuberculosis (TB) programme, and chronic disease 

management, including non-communicable diseases (NCDs) and HIV/AIDS. According to 

Assegaai and Schneider, attaching CHWs to health facilities adds additional management and 

service responsibilities to already overstretched and strained nurses, leading to strained 

relationships between these two cadres in the facilities (25). 

There is a shared responsibility for health care provision between CHWs and HCPs, with HCPs 

providing health care at health facilities whilst CHWs extend care to households at community 

level; hence, calls for strengthening inter-professional collaboration (IPC) between these two 

cadres. Strong relationships between HCPs and CHWs may benefit how the community 
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perceives and interacts with CHWs (9,17). Moreover, WBPHCOTs are projected to be key in 

the proposed National Health Insurance in South Africa (17); therefore, their acceptance and 

buy-in by HCPs in health facilities are important for this endeavour. This study sought to 

examine the inter-professional relationships between CHWs and HCPs in two PHC facilities 

in the City of Johannesburg district (CoJ) in the Gauteng Province. 

1.2 Problem statement 

CHWs have a range of roles in LMICs to help improve general population health outcomes 

(26). If population health outcomes are to be improved, health care cannot be provided by the 

HCPs alone, especially in LMICs where there are human resources for health shortages 

(12,14,19). South Africa has a history of CHWs providing services in the PHC. Historically, 

CHWs in South Africa initially gained momentum through their provision of services, mostly 

in HIV and TB programmes through Non-Governmental Organisations (NGOs) and Faith-

Based Organisations. Through the revision of the national CHW programme via the 

WBPHCOTs policy framework and strategy, their roles have been broadened to be more 

comprehensive in scope, to include health promotion, prevention, and screening (11). 

However, questions exist on how CHWs are integrated into health facilities and the extent of 

the IPC with HCPs. 

Literature notes that challenges exist in the inter-professional relationship between HCPs and 

CHWs (17). CHWs are attached to PHC facilities, adding management responsibilities to 

already overstretched and strained nurses. As a result, the relationships between HCPs in 

facilities and CHWs are said to be strained and unsupportive (25). Challenges may exist due to 

poor communication between CHWs and HCPs, poor levels of respect by the HCPs to the 

CHWs, and lack of recognition of the roles of the CHWs by the HCPs (14). These challenges 

compromise the extent to which IPC can occur. The level of collaboration that exists between 

HCPs and CHWs may directly impact the quality of patient care, affecting the health outcomes 

of communities (20). 

1.3 Justification for the study 

It is evident that both CHWs and HCPs are an important part of the health system in 

strengthening the PHC. For this reason, redesigning the current health care workforce is 

necessary to accommodate and integrate the CHWs in the health system (19). With the 

increasing disease burden and the shortage of human resources for health, HCPs cannot 

continue to deliver healthcare alone (19). CHWs have become integral in helping HCPs to 
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improve the overall health outcomes of the communities (19). Moreover, it is reported that the 

acceptability of CHWs as part of the health system relies on the perspective of other HCPs 

regarding their roles (10). Strong collaboration between HCPs and CHWs has the potential to 

improve access and strengthen service delivery to communities (19). 

Several studies have been conducted on CHWs, ranging from evaluating programmes to 

understanding their roles and responsibilities, and despite the literature recognising their 

contribution to successful population outcomes as part of those teams in health facilities, 

empirical research to understand the nature of IPC between CHWs and HCPs and the dynamics 

of those collaborations is limited. This study, therefore, sought to explore the IPC between 

CHWs and HCPs in a district in the Gauteng Province, South Africa. 

1.4 Study aim and objectives 

This study aimed to explore IPC between CHWs and HCPs in two PHC facilities in the CoJ, 

Gauteng Province. 

The objectives were: 

• To identify the CHW and HCP team establishment and structures in two health care 

facilities in the CoJ. 

• To examine the nature and extent of IPC between CHWs and HCPs in two health 

facilities in the CoJ (focusing on the dimensions of IPC: shared power, effective group 

function and communication). 

• To explore the factors that constrain or enable IPC between CHWs and HCPs in two 

health facilities in the CoJ.  

1.5 Literature review 

This section reviews and presents literature that is related to the study. The literature reviewed 

focuses on IPC in South Africa’s health sector. This section is divided into three sub-sections. 

The first sub-section,1.5.1, reviews and discusses literature on the history and evolution of the 

CHW programme in LMICs, whilst the second sub-section,1.5.2, discusses the history of the 

CHW programme in South Africa. Lastly, sub-section 1.5.3 reviews literature on the overview 

of IPC in the health care sector.  
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1.5.1 Community health worker programmes in low- and middle-income countries 

1.5.1.1 The evolution of community health worker programmes 

CHWs are important to strengthen PHC provision, as highlighted in the Alma Ata Declaration 

of 1978 (4,27,28). They are noted as instrumental in providing PHC because they ensure 

improved access to care for underserved communities (29–31). Similar to many other LMICs, 

South Africa’s CHW programme, has been guided by the principles of the Alma Ata 

Declaration as it emphasises their importance in PHC by extending health care services to the 

communities (10). The Alma Ata Declaration emphasised a comprehensive approach to PHC. 

This was, along with its call for governments to ensure adequate health for its citizens where 

communities have agency to participate as individuals and collectively in deciding and 

implementing own health care (32). PHC was outlined as important in achieving better health 

outcomes for communities by ensuring that healthcare is accessible, acceptable, and affordable 

for all (4). CHWs deliver PHC directly to communities through health education, health 

promotion activities, and preventative services, ensuring that health care is more accessible (4). 

Thus, the role of CHWs aligns with the goals of universal health coverage: to ensure that 

communities have access to quality health care at an affordable cost and without incurring any 

financial risk (4). 

Globally, several countries have implemented CHW programmes successfully in response to 

increasing health care needs and to cover more underserved communities. The concept of the 

CHW, where community members are empowered to provide specific health care services, 

started in China in the 1950s (33). They were trained for three months to record births and 

deaths and give health education (33). This community-based endeavour evolved into the 

‘barefoot doctors’ programme (32,34). They were responsible for providing basic health care, 

including immunisations, health education, environmental sanitation, and first aid to rural 

communities and some agricultural workers (33,35) . 

Many CHW programmes in LMICs followed and were established in the 1970s following the 

adoption of the PHC approach by the World Health Organization as part of the Alma Ata 

Declaration, thus cementing the role of CHWs in this approach (8,36). Countries such as 

Malawi, Tanzania, Indonesia, India, Zimbabwe, Nepal, and Honduras established government-

led CHW programmes (33,37). However, because of the problems related to the cost of the 

programme, lack of political commitment, poor training of the CHWs, and financial hardships 

in the majority of the LMICs, the interest in these programmes declined in the 1980s but gained 

renewed interest in the 1990s (5,8,37–39). 
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1.5.1.2 Scaling up of community health worker programmes and achievements in low- to 

middle-income countries 

Over the years, several LMICs recognised the importance of scaling up their CHW 

programmes to address healthcare challenges effectively and achieve UHC (40). This includes 

efforts to reduce preventable maternal and child deaths by the year 2030, as per United Nations 

Sustainable Development Goals (SDGs) to ensure healthy lives and promote well-being for all 

ages (goal 3) (41). A successful scale-up and sustaining an effective CHW programme requires 

strong leadership, planning tailored to the local environment context, and financial support 

from the authorities (40). This includes adequate costing and the availability of funds for the 

scale-up and sustainability of the programme (41). 

In 1994, following its Community Health Agents programme, Brazil launched the Family 

Health Strategy to restructure its PHC services to focus on families and communities 

(38,42,43). This strategy aimed to integrate healthcare services with public health actions, thus 

promoting a holistic approach to healthcare (42,43). The team included a physician, a nurse, 

an auxiliary nurse, and four to six CHWs, each CHW responsible for 750 individuals (43,44). 

The CHWs were responsible for registering and enrolling new patients, adherence counselling 

patients on chronic medications, preventative and promotive services, and social motivation 

(44). This resulted in improved access to health care and improved health outcomes (43). The 

infant mortality rate decreased due to a reported increase in breastfeeding and a delay in 

introducing bottle feeding (26,42). Macinko et al. also found that the infant mortality rate also 

decreased in areas where more CHWs were allocated (45). 

India has the largest female-only CHW programme, known as Accredited Social Health 

Activists (ASHAs), launched in 2005 (46,47). They conduct follow-up visits of pregnant 

women, identify health needs, conduct deliveries, and provide postnatal care and referrals to 

health facilities (14,47). This programme’s team comprises three cadres of CHWs: the ASHAs, 

Auxiliary Nurse Midwives (ANMs), Anganwadi Workers, including medical officers (46,47). 

The ANMs provide supervision, training, and support, are part of the integrated child 

development services, and work with ASHAs in children’s growth monitoring and nutrition 

(47). The medical officers provide medical expertise and support to ASHAs (48). They were 

reportedly successful in reducing barriers to service delivery, improving the rate of deliveries 

in health facilities, immunisation coverage and three-day postnatal visits, thus reducing 

preventable maternal and infants deaths (14,46,47). 
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In 1994, Bangladesh strengthened and scaled up its CHW programme by increasing the number 

of CHWs to improve primary health services care and increase access to care (40). The CHW 

programme has various cadres employed by NGOs and the government. These includes the 

Health Assistants (HAs), Family Welfare Assistants (FWAs), and Community Health care 

Providers (CHCPs) (49,50). The HAs are responsible for supporting the expanded programme 

of immunisation and disease surveillance (49). The FWAs are responsible for visiting 

households to promote family planning and distribute birth control pills and condoms, whilst 

the CHCPs are responsible for health education, treatment of minor ailments, and first aid 

(40,49,50). 

Bangladesh scaled up its community-based programme to include family planning, national 

oral rehydration therapy, and national TB programmes. This resulted in decreased fertility rates 

and increased the utilisation of oral rehydration therapy by community members (40). The 

CHWs visited households and screened for TB, collecting sputum from individuals with a 

cough of more than three weeks (40). They also provided direct observed treatment to those 

diagnosed with active TB, improving case detection and treatment success rates (40). 

Sierra Leone and Liberia have been marred by political conflict, a shortage of health 

professionals, and increased disease outbreaks like Ebola (51). In Sierra Leone, a revised CHW 

policy was launched in 2017 to strengthen health care. Additional CHWs were trained to 

provide services that included reproductive services, maternal and child health, integrated 

management of childhood illnesses (IMCI), and infection control (51). The CHWs are 

supervised by peer supervisors (51). In Liberia, the revised National Community Health 

Services Policy was implemented in 2016. It focuses on the development of community HAs 

trained to deliver preventative and curative services, including disease surveillance (44). Each 

Community Health Services supervisor supervises ten community HAs (44). The CHWs in 

both countries were helping in raising awareness, promoting preventative measures, and tracing 

contacts to isolate them during the Ebola outbreak, thus helping to curb the spread of disease 

(48). 

CHWs’ ability to achieve the goals of extending health care to communities in their respective 

countries was to some extent possible due to their collaborations with HCPs in health care 

facilities they were linked to. 
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1.5.1.3 Challenges and constraints in community health worker programmes in low- and 

middle-income countries 

Whilst CHW programmes have effectively provided care to households, especially in 

underserved communities, some challenges have been encountered. The common challenges 

reported were poor remuneration, lack of training, limited supervision, lack of recognition and 

disrespect by HCPs, and the shortage and lack of medical equipment for patient examinations 

(5,52,53). 

In a study done in Malawi, poor remuneration and disparities in incentives were cited as 

contributing to CHWs being demotivated to do their work diligently (17,42). Similarly, in a 

multi-country study done in Bangladesh, Indonesia, Ethiopia, Kenya, and Mozambique, 

remuneration that the CHWs perceived as unfair and low, delayed payments, and or failure to 

be paid were highlighted as demotivating factors (42). Non-financial rewards, such as 

consistently providing working tools, are also important in motivating CHWs (42). In a study 

done in Ghana, the CHWs felt aggrieved that they had no raincoats and T-shirts that would 

indicate that they were appreciated (42). 

Supervision is a critical component for effective management of CHW programmes. It is 

defined as a process of guiding, monitoring, and coaching workers to promote compliance with 

standards of practice and ensure the delivery of quality care service (28,54). Problems with 

poor quality and irregular supervision were a common challenge reported in Ethiopia, Malawi, 

Mozambique, and Kenya, leading to CHWs complaining that they were not adequately 

supported by the health system (14). Limited supervision of CHWs makes the programme 

difficult to manage and may result in poor work quality (55,56). 

CHWs require additional ongoing training because they are taking on more responsibilities and 

addressing and managing increasingly more complex health issues (57). In a multi-country 

review, Ethiopia, Malawi, Mozambique, and Kenya cited a lack of training as a challenge and 

a barrier to CHWs performing their work effectively (17,57). Schleiff et al. suggested that the 

training plan for CHWs must include all those involved in the CHW programme, that is, the 

supervisors and the HCPs, for the programme’s overall improvement (58). 

Literature reported other challenges that affect CHWs’ performance and the programme’s 

effectiveness. These include HCP’s failure to recognise their roles and the lack of acceptance 

(5,12). When the roles and responsibilities of CHWs are unclear, it can create doubts about 

their competencies and may lead to disrespect from the HCPs (17).  
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ASHAs from India and CHWs in Uganda reported that sometimes facilities fail to provide 

quality care to patients they refer from communities (17). The HCPs are reportedly rude to 

them at times, delay providing care, or are often disrespectful, compromising the CHWs’ 

legitimacy with the community (17). In Malawi, CHWs complained that poor communication 

between them and the HCPs led to their poor performance (17). 

1.5.2 The context of community health worker programmes in South Africa 

In the 1940s, Dr Sidney Kark and his wife initiated a small-scale health centre, the Pholela 

Community Orientated Programme, where PHC approach called Community Orientated 

Primary Care (COPC) was established (39,59). This COPC model became the pioneer for 

CHW programmes that followed. COPC is a holistic approach that bridges the gaps between 

people, healthcare systems and services in a specific geographical area (60). It is based on an 

understanding that the health of individuals is influenced by social environment (59). Initiating 

the model in KwaZulu-Natal, in a rural place called Pholela, they aimed to address health 

problems of the local community, and the care offered was mostly curative (59). They also 

gathered epidemiological data from the communities to develop healthcare services that catered 

to the unique needs of the communities (57). The health centre had teams of a family physician, 

a nurse, and a health educator (57,59). In addition, individuals were selected from the 

community and trained to be health workers at the health centre (59).  

The programme failed to expand because the then-apartheid government withdrew its project 

support to limit the contribution that might develop African people (39,57,59). In the 1970s, 

CHW programmes were reinitiated by civil society and faith-based organisations in response 

to the inequitable distribution of health services by the government. These community-based 

initiatives ran up to the 1990s (39). In 1994, with the newly democratically elected government, 

the CHW programme collapsed as it was not included in the National Health Plan (39).  

However, in the 1990s, CHW programmes rapidly grew due to the increased burden of 

HIV/AIDS (61.62). Community-based care models re-emerged in response to the need for 

extensive HIV management and care, HIV counsellors for counselling and testing, home-based 

carers to care for the sick in the communities, peer educators for health education, and direct 

observed treatment supporters for the affected (63). Donors and NGOs supported the HIV 

management programme and provided training and development (14,61). CHWs were trained 

to provide health education and awareness about HIV prevention methods, regular testing and 

care, and support to those infected (63). 
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In response to the increasing quadruple disease burden (NCDs, HIV/AIDS and TB, other 

communicable diseases, and injury and trauma), the South African government recognised the 

need to strengthen the health system (23). As a result, they launched a model for re-engineering 

PHC in 2011 to strengthen the District Health Systems’ responsiveness to the population’s 

needs (64). This model is based on the notion of community-based care, which includes 

comprehensive health care services such as health promotion, prevention and early detection, 

antenatal and postpartum care, as well as psychosocial support at the community, family, and 

individual levels (23). The model had three streams: WBPHCOTs, school health teams, and 

District Clinical Specialist Teams (DCSTs).  

In 2018, the South African National Department of Health (NDoH) launched the Policy 

Framework (10). The policy framework clarified, outlined, and highlighted the roles and 

responsibilities of CHWs and HCPs (10). They are required to work in teams under the 

supervision of an outreach team leader (OTL), who can be a professional nurse or an enrolled 

nurse (10). Each team is attached to a PHC facility, ideally made up of six to ten CHWs (10). 

The teams provide health education, promote healthy behaviours, register households, identify 

community health needs, attend to minor health problems, provide adherence support to those 

on chronic medication, and link households and communities to healthcare (65,66). There is 

an expectation for CHWs to scale-up towards comprehensive services, thus taking on more 

roles, which will necessitate more collaborative teamwork with a variety of HCPs (1). 

In South Africa, the management of CHWs varies across different provinces (66). In Limpopo, 

the Western Cape and Mpumalanga, they are supported and managed by NGOs, whilst in 

Gauteng, Northwest, and KwaZulu-Natal, the cadre is managed and supported by the DoH 

(66). In the Eastern Cape, some CHWs are managed by the DoH, whilst others are volunteers 

and managed by NGOs (67). 

There is evidence in the literature that the South African health system has improved following 

the introduction of CHWs (68). CHWs are instrumental in reducing the quadruple disease 

burden (68). In a study done in Ekurhuleni, one of Gauteng’s metropolitan municipalities, by 

Thomas et al., there was evidence of a decline in malnutrition rates in children, an increase in 

pregnancy management, TB, HIV, and NCD screening, and improved health-seeking 

behaviours following referrals by CHWs (68). Increased screening and referral lead to early 

diagnosis and management, thus preventing complications (2). However, the results also 

showed some challenges. For instance, few patients were linked to care for NCDs, TB, and 
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HIV, which may have been related to the shortage of HCPs (62). The tracing of HIV and NCD 

defaulters was not very successful due to the highly mobile communities (68). Common 

challenges experienced by CHWs were difficult working environments, equipment shortages, 

poor remuneration, poor training, inadequate resources and working equipment, and shortages 

of OTLs and CHWs (68). This also included a lack of or poor supervision and poor acceptance 

from HCPs (55,66,69). The challenges experienced by the CHW programme threaten the 

achievement of the objectives of the programme (66). 

1.5.3 Overview of inter-professional collaboration amongst health care providers 

Patient care has evolved and is no longer provided exclusively by HCPs through task-shifting. 

CHWs are integrated into health systems to extend PHC services to households and 

communities (19). Global human resources for health challenges especially in the LMICs, 

render the integration of CHWs into inter-professional teams important to improve access and 

patient outcomes (13,19,36). CHWs facilitate relationships with community members and have 

cultural awareness and experience in health promotion, prevention, and screening (19). 

Considering the central role that HCPs, particularly nurses, and CHWs play in providing PHC 

services, collaboration between them and recognising the role of CHWs remains vital for the 

IPC to be effective and successful (17).  

The World Health Organization defines IPC as “occurring when HCPs from different 

professional backgrounds work together towards a similar goal of improving patient health 

care” (13 p13). It is said to be essential in the daily practice of health care as it helps strengthen 

the health system's ability to react to the population’s needs (12,44,70). Inter-professionality is 

the development of coherent practice between professionals from different disciplines (19). 

Whilst collaboration describes the action of working towards a common goal in a spirit of 

harmony and trust amongst professionals from different disciplines (19). Collaboration 

between disciplines promotes collective problem-solving and improves overall patient care 

(13,71). 

Literature offers a range of frameworks that describe the dimensions of IPC (19,72.73). These 

dimensions are deemed to enable IPC to yield better performance in working environments 

with multiple disciplines. A review by Franklin et al. highlighted the key domains of IPC as a 

shared understanding of roles and norms, open team functioning, mutual respect, and 

interconnectedness in team functioning (19). Soemantri et al. included relationships among 

team members, team relationships with the community, coordination and role delegation, 
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decision-making and dispute resolution, leadership, mission, and patient involvement as IPC’s 

domains (73). In a scoping review by Sirimsi et al, other domains identified as important 

included mutual respect between the participants, effective communication including feedback, 

shared decision making, recognition of roles and responsibilities, teamwork and coordination, 

and conflict resolution (72). A summary of the different domains of IPC is provided in Figure 

1. 

 

 

Figure 1: Domains of inter-professional collaboration 

1.5.3.1 The enabling factors of inter-professional collaboration 

There is a growing interest in IPC in health care because of its ability to ensure the provision 

of quality and efficient health care (15,16). IPC amongst health care workers is said to improve 

relationships between them and their understanding of each other’s roles (15,74). It benefits 

health care workers by ensuring they achieve more results than they could have if done 

individually, thus providing services to more people (15,16). 
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IPC is most effective when the communication is favourable, formal, and informal and 

facilitates respect for each other’s diverse opinions (19,75). To strengthen collaboration, 

regular communication among team members through scheduled meetings, debriefing 

sessions, or conferences is reportedly required (19). Teams should consciously set aside time 

for regular meetings to facilitate information sharing (71). Knowledge of each other’s roles and 

responsibilities in the team improves communication and collaboration (71). Communication 

is the process by which team goals will be defined, plans on service delivery discussed, and a 

review of goals achieved shared (75,76).  

Team members have specific expertise and experiences pertinent to the health care process; 

therefore, teams must learn to work together to make educated decisions effectively (76). 

Respect for each other’s views and differences promotes collaboration, leading to improved 

quality of patient care (71,73). Opportunities to learn and develop within the profession 

motivate employees, thus ensuring better performance of their duties and fostering better 

collaborations (75). 

Several studies have investigated IPC among a range of other healthcare workers, such as 

physicians, nurses, dentists, and other allied HCPs. Literature shows that IPC helps improve 

standards of health care, minimise duplication of services, better use of resources and reduces 

delays in care (71). An improvement in access to oral health care was reported in a study done 

between dental hygienists and HCPs in rural areas of Canada (71). It is reported that the 

improvement was realised because there was mutual respect, trust, communication, and 

information sharing among the dental hygienists and HCPs (71). Speciality nurses produce 

high-quality care and decrease the number of patients with unmet needs because of 

collaboration between physicians and them (77). To improve communication regarding patient 

care, they shared communication tools, such as interconnected electronic patient records, 

resulting in reduced incidences of adverse events, medical errors, and accidents (77–79). The 

physicians also trained the nurses, transferring their skills so they could provide services that 

were only provided by physicians (77). 

There is convincing evidence indicating that IPC between HCPs and CHWs enhances health 

care provision (9,12). In Hawaii and Samoa, the CHWs were used to educate patients with 

diabetes mellitus on self-management (80). The study outcomes showed that the patients were 

better controlled, learned to manage their condition, and showed appreciation for the CHWs 

(80). CHWs were part of a PHC team led by a nurse case manager (80). The success of the IPC 
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was due to a shared understanding of roles and the fact they worked towards a common goal 

(14,80). Furthermore, a study in Ethiopia, Kenya, Mozambique, and Malawi illustrated that 

CHWs who received support from HCPs improved their skills and felt part of a team, which 

improved the relationships (9). 

Considering the roles that CHWs assume in health care facilities, a study was conducted in one 

of South Africa’s provinces, Limpopo, on collaboration between nurses and CHWs in 

managing NCDs. The study showed that improved communication between the two cadres was 

beneficial to patient care (21). It also highlighted that the collaboration of CHWs and HCPs is 

necessary and important in patient management (21). 

A study in a South African hospital suggested that better outcomes in children with 

malnutrition can be achieved with collaborations between HCPs and CHWs, among other 

interventions (81). CHWs helped with a community-based follow-up of the cases referred by 

HCPs, ensuring they did not default on their follow-up visits (81). This further highlights the 

importance of IPC between CHWs and HCPs. 

1.5.3.2 The constraining factors of inter-professional collaboration 

IPC is not without its dynamics and complexities, with HCPs often overlooking its importance 

(70,71). Some factors may act as barriers to the successful implementation of IPC and may 

compromise the process. For instance, a study done in Iran to review IPC between nurses and 

physicians showed inequitable power distributions, where physicians were dominant over 

nurses (82,83). This resulted in physicians being perceived to have more power than others and 

being considered decision-makers, and nurses’ opinions being neglected (77,82). 

Failure to recognise each other’s roles and not valuing each other’s contribution can be a barrier 

to effective IPC (73,76). This may cause tensions amongst team members and demotivation 

because their work is undermined and not valued. Not knowing each other’s roles can affect 

the quality of IPC in teams (71). Moreover, failure to communicate with each other may harm 

patients or the community to whom they are providing health care (76). Considering the 

importance of communication amongst teams, failure to schedule regular meetings to 

communicate among team members can likely lead to weak collaborations (76). Supper et al. 

noted that communication failures may be due to power dynamics and the hierarchical nature 

of relationships that exists within the group members (77). Communication failures often lead 

to conflict, team members arguing amongst themselves, or other members agreeing to solutions 
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even though they do not agree (76). Regular conflict among team members has also been noted 

to compromise collaborations and, therefore, patient care (76).  

In a study in Ethiopia, IPC between nurses and physicians was affected by staff shortages and 

increased workload (12). Some nurses and midwives in the study found the physician to display 

disruptive behaviours in the IPC relationships (12). Furthermore, it was evident that IPC was 

impacted by the participants’ attitudes towards collaboration and professional cultures, 

including beliefs, values, customs and stereotypes, educational status, and awareness of each 

other’s roles (12). The HCPs with negative attitudes towards collaboration with physicians 

were less likely to collaborate with them than those with positive attitudes (12).  

It is, therefore, evident that a health system can benefit from the CHWs’ broad knowledge of 

the community and its dynamics through improved cooperation and communication between 

the CHWs and HCPs (9). CHWs in South Africa are gradually taking on more comprehensive 

roles in the health system based on the current policy. This is shaping the nature of their 

relationships with HCPs at the facility level. Consequently, the current study explored IPC 

between CHWs and HCPs and how it could influence CHWs’ ability to realise their intended 

role in communities and the health care system. 
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CHAPTER 2: METHODOLOGY 

2.1 Introduction 

This chapter discusses the research methods used to address the study’s aims and objectives. It 

first discusses the study design and then describes the study site and study population. After 

that, the chapter reflects on the sampling methods used to select the participants, followed by 

a description of the data collection and piloting processes. It then discusses data management 

and data analysis. The chapter also describes the researcher's positionality in the research 

process in terms of reflexivity. Lastly, the chapter addresses the trustworthiness of the data, the 

limitations, and the ethical principles that were considered during the study. 

2.2 Study design 

A study design is a set of methods used to collect and analyse data to answer our research 

question (84). The study adopted an exploratory qualitative research design. The researcher 

chose the exploratory research design because it used open ended questions, allowing 

participants to respond and give accounts in their own words (85). Considering that the study 

looks at the HCPs and CHWs’ personal experiences, views, and ideas on the nature of IPC 

between them, this study design was deemed appropriate. This helped the researcher to gain 

more insight into the participants’ views on the subject. 

The qualitative research methods used were in-depth interviews. The in-depth interview was 

valuable in helping the researcher explore the participants’ experiences and their understanding 

of the nature of IPC in an in-depth manner (86,87). In-depth interviews provide more detailed 

information than other methods because they are conducted in a relaxed atmosphere (86). There 

is a closer relationship between the participants and researcher, and using open-ended questions 

may help in reducing response bias, improving data collected (88). Qualitative research 

methods were, therefore, deemed appropriate for the study as they enabled the researcher to 

explore the underlying views, dynamics, and nuances involved in IPC between HCPs and 

CHWs. 

2.3 Study site 

The study was conducted in the CoJ in the Gauteng Province. The CoJ is a municipal district 

with an estimated population of 5.87 million people with 1 925 389 estimated households 

(89,90). The population growth due to rapid urbanisation and in-migration (89,91,92) is putting 
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enormous demands on health facilities; hence, using CHWs to achieve improved population 

health is necessary.  

Two health facilities were purposively selected in two different sub-districts. The sub-districts 

and the facilities were selected due to the convenience of distance as the researcher resides not 

far from them. In addition, they were found to be appropriate for the study as they had active 

WBPHCOTs. The health facilities are in Sub districts A and E, and for anonymity, will be 

called Clinic 1 and Clinic 2 for the current study. Clinic 1 is situated in the northwest of 

Johannesburg with a catchment population of 73691 (93), whilst Clinic 2 is situated in the 

northeast of Johannesburg with a catchment population of 66362 (93). 

The selected facilities are PHC clinics, providing comprehensive services that include chronic 

care, maternal and child health, and acute services. They are both located in urban townships 

that have formal and informal housing settlements (89).  

 

Figure 2: Map of the City of Johannesburg (Source: municipalities.co.za) 

2.4 Study population 

The study population included all CHWs in each of the selected clinics. All CHWs were 

included (12 from Clinic 1 and 18 from Clinic 2), considering that the participation was 

voluntary, and some could have refused to participate. It also included HCPs, namely facility 
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managers, professional nurses, OTLs, and health promoters. They were purposefully selected 

considering their role in each clinic, particularly in relation to the CHWs. The HCPs worked 

very closely with the CHWs in instances of regular patient referrals.  

2.5 Study sample 

Sampling is the process of selecting potential participants who can provide informative data on 

the research topic (94). HCPs were purposefully selected in the respective clinics. Purposive 

sampling was the preferred method for the HCPs because they were likely to provide rich data 

(94). This was because they have relevant knowledge and experience working with CHWs and 

could provide perspectives that illuminate lived experiences of collaborations between them 

and CHWs.  

HCPs were selected from the programmes that CHWs play a role in as part of their 

responsibilities. One professional nurse was invited from each programme: chronic care (NCDs 

and HIV/AIDS), maternal and child health, and TB services, totalling three professional nurses 

from each clinic. Only four of the six professional nurses invited agreed to participate in the 

study. One health promoter was included from each facility. The health promoters work closely 

with the CHWs as they accompany them on household visits. One OPM, found in each clinic 

was included as they oversee the clinic's daily operations where the CHWs are stationed. The 

two OTLs, one from each clinic, were included as study participants as they supervise the 

CHWs daily. This resulted in ten HCPs participating in the study. 

Although all CHWs were invited to participate in the study, several refused to be interviewed, 

resulting in 12 participating, six from each clinic. The study, therefore, included 22 participants 

in total. Table 1 summarises the final study sample. 

Table 1: Study Sample 

Study participants Number  

Community health workers 12 

*Facility managers 2 

*Professional nurses 4  

*Outreach team leaders 2 

*Health promoters 2 

Total 22 

* Health care providers 
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2.6 Data collection 

2.6.1 In-depth interviews 

In-depth interviews are a method of data collection where the interviewer asks the participant 

questions using an interview guide (95). The current study’s data was collected using a face-

to-face interaction. The interviews were conducted between July 2021 and October 2021. Prior 

to data collection, the researcher received permission to access the clinics from the Deputy 

Director of Regional Health. The researcher called each clinic’s OPM to set up an appointment 

to explain the purpose of the study. When the researcher arrived at the facility, she introduced 

herself and explained the purpose of the study. The OPM permitted the researcher to introduce 

the study to the CHWs. The OPM informed the HCPs about the study and introduced the 

researcher to them. The researcher then made appointments with the participants who 

volunteered to participate. Each facility offered a private space where the in-depth interviews 

were conducted. 

The researcher conducted all in-depth interviews with the CHWs and HCPs using a semi-

structured interview guide (Appendix C and Appendix D respectively). The interview guides 

for both the CHWs and the HCP were based on the original objectives of the study. The guides 

were also informed by a broad range of literature that captured the primary dimensions 

constituting IPC between a diverse range of health professional cadres. The interview guide 

explored the nature of team establishments and structures among the CHWs and HCPs; 

emerging from these questions, the perceptions of CHWs’ and HCP’s roles in the IPC were 

further examined. The questions also explored the nature of IPC and the interactions and 

relationship dynamics between the CHWs and HCPs, including the factors that constrained or 

strengthened IPC between them. Prior to conducting the interviews, the participants were 

provided with an information sheet explaining the nature of the study (Appendix E). 

The participants were also asked to give written consent for both the interview (Appendix F) 

and for the audio recording of the interview (Appendix G). The interviews were recorded using 

a cell phone and were 30 to 45 minutes long. They were scheduled in consultation with the 

participants to minimise disruption of work activities. They were conducted in a place of their 

choice that offered privacy. The interviews were conducted in English, Sepedi, and Zulu 

according to the participant's comfort. This was possible because the researcher is proficient in 

all those languages. 
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Field notes were written and included the description of the setting, the participant’s non-verbal 

cues, and any relevant contextual dynamics that could prove useful in the analysis. These 

details assisted the researcher in reflecting on the nuances of the interviewees. These notes 

assisted the researcher to describe the context and non-verbal communication which added to 

the richness of data. 

2.7 Pilot study 

A pilot study tests the research methods and data collection tools on a smaller scale before the 

main study is done (96,97). A pilot study was, therefore, conducted to pre-test the interview 

guides to ensure they addressed the research question satisfactorily (97). The interviews were 

conducted with three CHWs and three HCPs who were not part of the sample population. They 

were from a facility in Diepsloot located on the northern side of Johannesburg, which was not 

part of the primary study and was selected based on its similar characteristics to the health 

facilities selected in the study. Data from the pilot study were not included in the study’s final 

data analysis. 

The pilot study provided several lessons. For instance, during the interviews, the researcher 

observed if the participants could easily understand the questions and the length of the 

interviews. It emerged that some of the questions in the interview guide were unclear. The 

researcher found this exercise beneficial as she could amend some of the questions to develop 

an interview guide that was comprehensive and appropriate for the research question. 

Moreover, the pilot study helped the researcher to practise interviewing and probing skills, 

which were very helpful techniques used during the primary interviews. 

2.8 Data management and analysis 

2.8.1 Data management 

The audio recordings from the in-depth interviews were assigned a unique code after each 

interview. The assigned codes were unique to each participant and were only identifiable by 

the researcher. All data from the in-depth interviews were transcribed verbatim in Microsoft 

Word. Interviews conducted in vernacular language were transcribed into English by an 

independent transcriber. The back translation was done by an independent researcher to ensure 

credibility.  

To ensure quality assurance and accuracy, the researcher read the transcriptions line-by-line 

whilst listening to the audio recordings to identify any discrepancies and errors. The transcripts 
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were stored in a computer file under a secure encrypted password to ensure confidentiality. The 

password was known by the researcher and the supervisor only. These were also stored on a 

backup hard drive. The digital recordings of all interviews, transcripts, and field notes were 

kept in a lockable cupboard. 

2.8.2 Data analysis 

After completing the transcriptions, the researcher checked and cleaned them to ensure 

accuracy and identify any errors. Thematic content analysis using a deductive and inductive 

approach was used to analyse the data from the in-depth interviews. Thematic analysis helps 

the researcher find, examine, organise, explain, and report themes found within data (98). The 

field notes were incorporated into the data and triangulated to ensure the credibility of the data. 

The researcher read and reread the transcripts to familiarise herself with the text and identify 

predetermined themes and any emergent themes. Codes were identified and developed, then 

categorised into major themes and subthemes based on the study’s objectives. Any divergent 

and emergent themes were checked against the original themes and transcripts. Submission of 

multiple drafts followed by meetings with the supervisor was done to validate the codes and 

ensure data credibility. 

To maintain consistency and dependability of the data and inter-coder reliability, the researcher 

and the supervisor independently coded two transcripts, a pair from the CHW and another pair 

from the HCP interviews. Any coding differences or similarities were discussed, and a 

consensus was reached regarding the emerging themes and sub-themes.  

2.9 Rigour in research 

2.9.1 Trustworthiness 

To establish this study’s trustworthiness, principles of credibility, transferability, 

dependability, and confirmability were considered. Trustworthiness is how researchers 

motivate themselves and readers that their research outcomes are worthy of consideration (98). 

It is a way of ensuring that the study’s findings are trustworthy (94). 

Credibility refers to the measure of the truth that can be placed in research findings (94,98). 

This was achieved by meetings between me and my supervisor during the data analysis period. 

I submitted several drafts of data coding, and my supervisor guided the data interpretation, 

providing advice to ensure the data analysis was accurate.  
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Transferability refers to what extent to which the study’s results can be transferrable within 

other contexts, circumstances, and settings (94,98). This was achieved by providing detailed 

information about the study methods which, included the research design, study site, study 

population, sampling, and data collecting and analysis. This information helps other 

researchers evaluate whether the results are relevant to other settings. 

Dependability refers to the extent to which others can repeat a study with the results remaining 

stable (94,98). This was achieved by describing in detail the research steps from the start until 

reporting the findings. 

Confirmability refers to the research being based on the participant’s views and not influenced 

by the researcher’s biases and convictions (99,100). This was done by the researcher being 

objective and interpreting the data according to the participant’s responses. 

2.10 Researcher reflexivity 

Reflexivity is a process whereby the researcher acknowledges the role they may have played 

in terms of influencing the research process and outcomes (94,96). It is a process in which one 

reflects on how one’s thoughts came to be, and how one’s preunderstanding, personal 

presumptions, and prior knowledge may have an effect on the research process (94,96,97).  

My former position as an OPM working in PHC and working with CHWs gave me some prior 

knowledge and experience regarding the relationships that exist between HCPs and CHWs. I 

have some understanding of the experiences of the participants. This prior experience with the 

participants helped me to appropriately probe questions, particularly when I felt they may have 

been holding back in their responses. This also assisted me in interpreting non-verbal cues 

better. This prior knowledge of the dynamics between HCPs and CHWs did not compromise 

my focus. The study focus remained on the participants’ perspectives and understanding of the 

research objectives. I remained open-minded about the participants’ viewpoints. However, I 

was also mindful that I had preconceived ideas regarding the relationship dynamics between 

CHWs and HCPs that may have influenced how I understood and interpreted the data. To 

mitigate such instances, I continuously reflected on how I understood the data and reinforced 

this reflection by discussing the data and the themes with the supervisor throughout the research 

process. To minimise any possibility of the participants withholding their views due to my 

positionality, it was important that I introduced myself as a Master of Public Health student 

and emphasised that the data collected was for academic purposes. 
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2.11 Ethical considerations 

Ethical approval was obtained from the University of Witwatersrand Human Research Ethics 

Committee (Medical) (Ethics certificate M 201072) (Appendix A). Upon approval, ethics 

approval was sought from the CoJ District Department of Health (Appendix H) through the 

National Health Research Database, as the research was conducted in public health facilities. 

The basic principles of ethics were followed.  

Prior to the interviews, the researcher explained the study to the participants using an 

information sheet (Appendix E), such as the study’s objectives, the process, and the benefits 

and any disadvantages of participating. The researcher sought signed consents (Appendix F) 

from the participants to participate voluntarily in the study. A signed, informed written consent 

(Appendix F) gave the researcher permission to interview and another consent form for 

permission to be audio recorded (Appendix G). Participation in the study was entirely 

voluntary, and the participants were informed that they could withdraw from the study anytime 

in the process without any consequences. 

Participants’ confidentiality was maintained at all levels of the research process. All documents 

that included the participants’ identifying information were stored in a secure, lockable filing 

cabinet. Audio recordings were stored on a computer with an encrypted password. The data 

was accessed only by the researcher and the supervisor. All participant and geographical/site 

identifiers were kept anonymous, and pseudonyms, such as ‘HCP 1’ and ‘Clinic 1’, were used 

to ensure confidentiality. The data will only be used for academic purposes by the researcher 

and supervisor. All audio tapes were kept in a lockable cupboard and will be destroyed after 

two years after the publication of the study and after six years if the study is not published. 
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CHAPTER 3: RESULTS 

3.1 Introduction 

This chapter presents the findings of this study. It outlines the nature of the inter-professional 

relationships between CHWs and HCPs and the perceptions thereof. The chapter first describes 

the characteristics of the participants. Thereafter, it presents the broad themes from which 

several sub-themes emerged. The broad themes are the nature of the team establishment and 

structures of CHW and HCP, CHWs’ roles and responsibilities, team functioning, challenges 

of IPC and enablers of IPC. The themes and subthemes are presented in Table 2: 

Table 2: Summary of Themes and Sub-themes 

Theme 1: Nature of the team establishment and structures 

• Team composition  

• Reporting structures  

Theme 2: Community health workers roles and responsibilities 

• Perceptions on roles and responsibilities 

• CHWs’ roles – creating a link between communities and the health system 

• Shared responsibility 

Theme 3: Team functioning 

• HCPs -CHWs relationship dynamics 

• Established systems of working 

• Feedback procedures 

• Communication 

Theme 4: Challenges of inter-professional collaboration 

• Power dynamics 

• Conflicts and conflict resolution 

Theme 5: Enablers of inter-professional collaboration 

• Gaining knowledge 

• Improved communication 

• Supporting CHWs and the CHW programme 
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3.2 Demographic profile of the participants 

Twenty-two participants from two health facilities were interviewed in this study between July 

2021 to October 2021. This included 12 CHWs and 10 HCPs. The HCPs included OPMs, 

professional nurses, health promoters, and OTLs. Of the 22 participants, 20 were female, and 

two were males. The median age was 35, with the youngest participant being 24 years old and 

the oldest 49 years of age. Most participants had been working at the same clinic for five to 

nine years. 

3.3 Nature of the team establishment and structures  

3.3.1 Team composition 

It was evident that the understanding of the composition of teams of the HCPs and CHWs 

varied among the participants. Some felt that the composition was made up of those that were 

beyond the facilities. One participant indicated that the team included the ward councillor, thus 

indicating that their understanding of a team involved the wider community:  

“I believe we have three divisions; there is a team leader, and then we have 

community care workers, but within this community, the information we use, 

we use that to work alongside social workers and the staff here at the clinic, 

as well as the councillor if the problem is related to the community.” (CHW 

1, Clinic 1) 

One CHW considered a team composition to involve the community and other structures, such 

as law enforcement, health promoters, and themselves, as part of the programme, describing it 

as follows:  

“It’s the people of the community, me as a community health worker, health 

promoter, law enforcement, everyone” (CHW 7, Clinic 2) 

There were, however, other participants who felt that the composition of the teams was 

generally confined to the OTLs and the CHWs. The other clinic members were at the periphery 

of the team and had specific functions in relation to the team’s functioning. For example, the 

health promoter worked with the team on health campaigns, and the sister-in-charge collated 

the statistics for them. The participant indicated:  

“We have three teams of community health workers. The teams work 

according to addresses. We report [to] the team leaders. The clinic sisters 
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help us with seeing the patients that we refer to the clinic. We work with the 

health promoter when we do campaigns. We give the statistics to the sister-

in-charge.” (CHW 3, Clinic 1) 

However, some participants also indicated that health promoters are part of the team as they 

usually work with them. One HCP indicated: 

“And there is a health promoter from the clinic; she usually works with them, 

so it is usually the health promoter, the enrolled nurse, and a couple of 

community health workers. They report to the enrolled nurse, and the 

enrolled nurse will be the one that will give you any report that is due to 

you.” (HCP 10, Clinic 2) 

One participant, a health promoter, also confirmed that they were part of the team. The 

participant viewed herself as a manager of the CHWs and, therefore, worked very closely with 

the OTLs. She said: 

“Basically, CHWs …. I work with them as their manager at some point, but 

we work hand in hand with them; going to the community and even in the 

clinic, we work together, so basically, we are a team. Okay, in [terms of] the 

teams [composition], we have all the CHWs [and] we have team leaders. So, 

in the clinic, we have team leaders that we work with; they act as managers, 

so we work with them.” (HCP 1, Clinic 1) 

Another HCP, a health promoter, also confirmed that they play a significant role in helping the 

OTL supervise the CHWs. The participant described as follows: 

“I work very closely [with] them. I sometimes accompany them when they 

visit patients at home. I help with the education of the patients [in] the 

community. I also help the team leaders to supervise the community health 

workers.” (HCP 6, Clinic 2) 

Some participants also recommended that professional nurses be added to the teams. They 

believed that they could accompany the CHWs into the community instead of this role being 

that of enrolled nurses as OTLs. They felt that professional nurses would have first-hand 

experience of the difficulties they encounter in the households. They also noted that adding 
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professional nurses would help decongest the clinic since they can see and treat some of the 

patients in their homes instead of the clinic, where they would have to queue. One of the CHWs 

expressed as follows:  

“I think there should be a professional nurse [on] our team that’s going to 

face the same struggles we have every day because those patients in the 

community, they complain that they don’t have time, the queue and all that 

so when there is a healthcare worker with us, she/he will be able to assist 

those people from home.” (CHW 6, Clinic 1) 

3.3.2 Reporting structures 

It was evident that the reporting structures of HCPs and CHWs were mostly based on 

hierarchies. The participants from both clinics indicated that reporting structures were known 

to the CHWs and the OTLs. The participants indicated that the CHWs report all their work 

from the community to the OTL, who, in turn, reports to the sister-in-charge, also known as 

the OPM1. 

One participant indicated that they report their cases to the OTL, who liaises with the sister-in-

charge if there are issues that need to be resolved in the community. If the issues to be resolved 

need other team members like a social worker, the OTL can interact with them with the help 

of the sister-in-charge: 

“Let’s say the CHW has a case outside the clinic. They report it to their team 

leader and then, the team leader will take the matters to the sister who is in 

charge. So, if they are organising, she needs to involve the sister-in-charge 

so that we can interact with whomever [in] the organisation, be it a social 

worker or anyone, but they report to their team leader and then the team 

leader will report to the sister-in-charge.” (HCP 1, Clinic 1) 

One OTL also confirmed that the CHWs report to them, and they, in turn, report to their 

superiors. These include the facility based OPM and the one that is based at the district office: 

“The CHWs report to us as a team. We report to our seniors if we have a 

problem. But particularly, they report to us. In the clinic, we report to the 

 
1 OPM is an operational manager. The operational manager of the facility is also referred to as the sister-in-
charge. The facility OPM oversees the daily operations in the health facility.  
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sister-in-charge, but we have an OPM2 for WBOT [Ward-based Outreach 

Team] in Hillbrow.” (HCP 7, Clinic 2) 

The CHWs also reported that their first contact for reporting was the OTL. This response also 

further proves that the reporting lines seem to be hierarchical. One of the CHWs explained: 

“We tell our team leaders. We start by telling our team leaders, and then 

they instruct us where we need to take the patient or which sister we need to 

take the patient to. If they need a social worker, then we write a referral for 

them to go to the social workers.” (CHW 7, Clinic 2) 

One participant, an OTL, further confirmed that the CHWs report to them: 

“It’s the CHWs; they [are] grouped into teams. They report to us, the team 

leaders.” (HCP 7, Clinic 2) 

There appeared to be conflicting lines of reporting structures for CHWs, especially in terms of 

administrative issues like leave management. These may be because of the dual accountability 

lines, administration, and management by the two authorities, namely the DoH at the provincial 

level and the CoJ at the municipality level. The CHWs are administered and employed under 

the DoH, whilst the clinics and the staff are administered under the CoJ. This created confusion 

regarding reporting lines in terms of the management of CHWs, as explained by one of the 

HCPs: 

“CHWs report to the Department of Health right now. I wouldn’t know their 

whereabouts, all of them, more especially because there are many. So, 

ideally, they need to be reporting to their team leader. Team leaders need to 

be reporting to me. But then remember, as City of Johannesburg as well, 

we’ve got different structures and reporting tools, whatsoever. And leave is 

different, right? They complete leave [forms] that [go] to DoH … that I 

cannot even be able to manage.” (HCP 4, Clinic 1) 

Interestingly, one participant appeared to view the reporting line hierarchy as disrespectful to 

other HCPs. This was in terms of CHWs reporting directly to the sister-in-charge, bypassing 

 
2 OPM refers to the operational manager of the WBPHCOT. The OPM is based at the sub-district office 
(Hillbrow) and oversees the WBPHCOT programme in the whole sub-district. 
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the other nurses. However, the participant noted that the practice of reporting to the sister-in-

charge has changed; thus, they can report to any other nurses now: 

“At first, we would come, and it would be a whole process which requires us 

to speak to the sister-in-charge. This is wrong – starting at the top with the 

sister-in-charge and disregarding the other nurses there. But now we are in 

a much better position and can approach anyone and ask for help.” (CHW 

1, Clinic 1) 

3.4 CHW roles and responsibilities 

3.4.1 Perceptions of roles and responsibilities 

Although CHWs held varying views regarding the HCPs’ understanding and recognition of 

their roles, all participants generally had a common understanding of the CHWs’ roles and 

what they brought to the team. Many believed that CHWs ensured that patients were linked to 

the health system and, therefore, to providing care. One HCP expressed: 

“I think they are going far because I don’t think the clinic will be able to 

operate well without them because professional nurses can’t go out to the 

community, so they are the key to communicating with the community, and it 

makes it easier at the clinic when they need a patient that’s where they go 

so, they work between the community and the clinic.” (HCP 1, Clinic 1) 

CHWs seemed to hold the same view regarding their roles and responsibilities as part of a 

collaboration between CHWs and HCPs. The common roles and responsibilities that HCPs and 

CHWs reported were tracing defaulters and linking patients to care. For instance, one CHW 

mentioned a similar view regarding their contribution to ensuring patients reached services. 

They expressed it as follows: 

“Our work with the community is [as] community health worker[s]. So, we 

do household registration, refer sick people to the clinic, trace defaulters, 

and do home-based care.” (CHW 5, Clinic 1) 

In addition to CHWs and HCPs agreeing on CHWs’ perceived roles, the CHWs were proud of 

the work that they do in linking patients to care and they acknowledged that they see results of 

their work in the community as expressed by one CHWs: 
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“Even babies that come for the scale; most of them come to the clinic due to 

the fact that we did a referral with them; maybe when we got to their house 

because we check the clinic cards for the babies; if we find that the baby 

hasn’t been coming for the scale, we want to know what the problem is, and 

we refer them.” (CHW 5, Clinic 1) 

There were, however, some CHWs who were of the view that HCPs were not well-informed 

about their roles and responsibilities. A few indicated how the HCPs did not know their roles 

as CHWs. Several CHWs held this view when asked if HCPs knew their roles and 

responsibilities. According to one CHW: 

“Yes, they do, but not all of them. I don’t think they know exactly what we 

are doing. They know some of the things but not everything.” (CHW 8, Clinic 

2) 

In addition to the HCPs being ill-informed about the CHWs’ roles, the CHWs felt that the 

HCPs did not trust the feedback and reports they provided regarding the traced and referred 

patients. They also indicated that they appeared not to trust that CHWs are doing their work. 

One of the CHWs had this to say about HCPs’ perceptions of CHWs’ roles: 

“The other ones know that we trace defaulters, we do some home-based care, 

and we also do pregnancy tests. I think some sisters do not understand our 

work and think we [are] not doing anything. The other problem is that when 

they send us to look for a patient, they sometimes do not believe us if we say 

the patient has moved.” (CHW 3, Clinic 1) 

Some of the CHWs expressed lack of understanding of the perceptions of HCPs on their roles 

and responsibilities. They were of the view that HCPs underestimated the work they do and the 

value of their work in that they perceived it as inferior and less important than what they do. 

One CHW said:  

“Yes, I do understand it, but I’m not sure what they are thinking of because 

sometimes someone will ask us “What is your job exactly” and you will feel 

belittled … because I do go out every day to look for patients, to look for 

defaulters, TB patients every day even when it is raining but them because 

they are professionals, they belittle our jobs. But you will never know; maybe 
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others may think that we are not working the way we should be working.” 

(CHW 6, Clinic 1) 

Moreover, some of the CHWs seemed to imply that the HCP claimed not to be familiar with 

the roles as a way of undermining them. One added:  

“Yes, others do know, but others don’t know; I don’t know if they [are] doing 

it to belittle us or something.” (CHW 2, Clinic 1) 

Even one HCP said that they did not fully understand CHWs’ roles except for tracing lost 

patients, which they usually request CHWs to help with. The HCP said it was unclear what 

CHWs do since their roles differed from clinic to clinic. 

“As I’m saying that me, myself, I don’t understand. I just know that if I have 

lost a patient, I must send them. But they are very helpful in that manner.” 

(HCP 8, Clinic 2) 

Furthermore, regarding the view that CHWs’ roles were unclear because they varied from 

clinic to clinic, one HCP added: 

“Because in one clinic you would find [them] being admins, in another clinic 

they are doing something different all together like we don’t really know.” 

(HCP 10, Clinic 2) 

3.4.2 CHW roles – Creating a link between patients and the health system 

Healthcare providers were asked about the roles of CHWs, and they reported that one of them 

is to trace defaulters. Almost all HCPs agreed that CHWs are familiar with the community, 

know the people in the communities they serve, and, therefore, are suitable for bringing back 

patients lost from accessing and receiving care.  

One HCP indicated how the CHWs’ familiarity with the community and community members 

was a benefit as it enabled them to trace defaulters, which they needed as HCPs.  

“The CHWs are familiar with the areas that they work in; therefore, this 

benefits the HCPs when they need one [defaulter] to be traced.” (HCP 1, 

Clinic 1) 
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Another HCP added that tracing defaulters would not be successful without the CHWs since 

HCPs alone cannot be at the clinic and go into the community. Familiarity with the community 

and community members is reportedly an added advantage as it enables CHWs to validate the 

addresses of patients for follow-up, which is something that HCPs alone cannot do:  

“They help a lot with [the] tracing of patients that default treatment. They 

help with the education of patients in the community. The sisters [nurses] are 

unable to go visit the patients in the community because they are very busy. 

They are the ones [who] help the sisters to go visit the patients. They know 

the community better than the sisters in the clinic. They sometimes help the 

sisters identify the patients because sometimes the patients do not tell the 

truth of where they are coming from or staying.” (HCP 6, Clinic 2) 

Most participants further agreed that linking patients to care was one of the functions of the 

CHWs, as evident by a CHW’s response: 

“Because even the TB patients, we are the ones that trace [them], and we 

are also the ones that help to find them. We get a list from the clinic if TB 

patients default and then go look for them and then bring them back to the 

clinic. They mainly get help from us a lot of the time.” (CHW 7, Clinic 2) 

CHWs reportedly also assisted in referring patients to other services like social welfare, where 

they access social grants. Therefore, they assisted patients with other issues that were not 

health-related but indirectly affected their health and livelihood. One CHW said: 

“We also found that the patient had no food or anything, and then we 

referred them to the social workers. They helped him get [a] SASSA3 grant, 

and the patient is now okay.” (CHW 7, Clinic 2) 

In addition to tracing defaulters and bringing them back into care, participants were of the view 

that CHWs also contributed by providing some health services to the community. This was 

reportedly facilitated through conducting awareness campaigns, taking chronic medication to 

patients at home, and taking care of those who are unable to come to the clinic, for instance, 

 
3 SASSA is the South African Social Security Agency. The South African government pays monetary social grants 
to its citizens who are vulnerable due to poverty and need assistance. People informally refer to the grant as a 
SASSA grant. 
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those who are bedridden. This helps to decongest the clinic. Some HCPs were clearly aware of 

the value CHWs add to their services. One of the HCPs expressed this sentiment:  

“Well, my understanding [is] community health workers are supposed to 

actually take services to the communities. So that we take services to the 

people instead of people always having to come to the facilities for the 

services. So, the community health workers are very important in the 

decentralisation of services, taking the services to the communities. And 

identifying all those patients that sometimes need help that cannot come to 

the facilities. Patients that are bedridden and do not have any help; they 

claim to be assisting them. Patients that cannot come to the facilities to get 

their medication, community health workers can get the medication to them.” 

(HCP 4, Clinic 1) 

Furthermore, the HCP indicated that they assist in community awareness campaigns, therefore, 

helping to identify patients that may need to be referred to clinics for care. This was mentioned 

by one of the HCPs:  

“Sometimes they will be assisting us with campaigning in the community 

when we are doing community campaigns. Then they also refer patients to 

the clinic but referral as stakeholders.” (HCP 2, Clinic 1). 

Some of the participants, particularly the HCPs clearly recognised the value that the CHWs 

brought to their services. They were of the view that CHWs are intermediaries between the 

clinic and the community because of their proximity in the community. They were available to 

help the clinic communicate with the community. This is what one HCP said:  

“I don’t think the clinic will be able to operate well without them because 

professional nurses can’t go out to the community, so they are the key to 

communicating with the community, and it makes it easier at the clinic when 

they need a patient that’s where they go so, they work between the community 

and the clinic.” (HCP 1, Clinic 1). 

An interesting and important aspect that HCPs expressed was that CHWs help them by letting 

them know about the state of some of their patients, including the public health problems that 
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the communities face and how they could help those patients. This was described by another 

HCP: 

“We [HCPs] give them [CHWs] cases, and we get feedback from the 

community with that; they [nurses] do get to understand if there are issues 

in the community around maybe un-booked pregnant women, just to make 

sure that there is a working relationship between them and the entire staff in 

the clinic as well.” (HCP 9, Clinic 2)  

3.4.3 Shared responsibility 

Many of the participants did not recognise any sharing of power between HCPs and CHWs, 

although they agreed that there were some shared responsibilities in terms of improving the 

overall health outcomes of the communities. 

One of the participants indicated that the presence and the roles of CHWs help them as HCPs 

to get patients from the community to come to the clinic. Therefore, the CHWs share the 

responsibility of bringing patients to care, and the HCPs will provide care in the clinic. CHWs 

and HCPs are dependent on each other to ensure continuity of care, as indicated by one of the 

HCPs: 

“I think it’s a good thing to have them in the clinic because since the 

clinician[s] do not go outside to the community, so it is easier for them to get 

the patients out of the community to the clinic.” (HCP 1, Clinic 1)  

One of the HCPs further added that there is some form of shared responsibility between them 

and the CHWs in ensuring that patients adhere to their treatment. The HCP mentioned that 

patients are allocated a CHW to monitor them whilst on treatment. The CHWs also monitor 

that patients take treatment as prescribed by visiting them in the community and reporting back 

to the HCPs. This clearly shows that CHWs and HCPs shared the responsibility of educating 

the patients about treatment. One HCP expanded on this notion as follows: 

“When the patient comes for [an] appointment, we will call the relevant 

community health worker [who] will be dealing with the patient. It is the[m]; 

they have groups, and when they go to these addresses, so, we call the 

relevant one that is dealing with that particular address to meet the patient, 

to know about the patient if they need to constantly monitor them to see if 
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they are taking treatment on [a] daily basis so that they can receive them at 

home and also see if they are taking the treatment. So, we teach them about 

the treatment; show them the different types of medication that they are 

taking and the time that they are supposed to be taking the treatment. If it is 

in the morning, the community health worker should pass by the house and 

make sure that the patient has taken treatment and come back and report to 

us. So that will be a daily thing that they do – the reporting on how the patient 

is progressing.” (HCP 5, Clinic 1) 

One of the CHWs concurred that the professional nurses delegate them to check that patients 

take their medication. The CHW indicated that,  

“The sister talks to us if they want us to check the patient; sometimes they 

want us to make sure that the patient takes the treatment.” (CHW 10, Clinic 

2)  

One participant further indicated that in addition to the CHWs’ responsibility to link patients 

to care, they also identify patients who may need emergency care. This also shows their shared 

responsibility with the HCPs to limit preventable deaths. The HCP indicated: 

“The patient had tested positive, so we went to tell him that he must come 

start the treatment. When we arrived, we found the patient in bed and very 

sick. He was very weak and was not eating. He was staying alone, and we 

phoned the team leader [to ask] what we should do. She said she [would] 

call the ambulance, so we gave her the patient’s address.” (CHW 8, Clinic 

2) 

Even though most participants seemed not to agree that there was some shared responsibility 

in providing patient treatment, some HCPs believed there was some level of collaboration 

between CHWs and HCPs. One HCP indicated that the CHWs were sometimes included in the 

treatment planning to enable them to continue with treatment support. 

“Yes, we include them, especially with the TB patient[s] because we need 

constant monitoring [of] the[se] patients [to] make sure that they do not miss 

their appointment dates… That they continue until they complete the 

treatment.” (HCP 5, Clinic 1) 
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3.5 Team functioning 

Most participants expressed several factors regarding team functioning and what it constituted 

amongst HCPs and CHWs. These included issues related to the relationship dynamics between 

HCPs and CHWs, established working systems, and feedback procedures.  

3.5.1 HCP – CHW relationship dynamics 

There were mixed responses in terms of the relationship between the two cadres, with some 

participants reporting good relations whilst others indicating that they were not ideal.  

Some CHWs indicated signs of disrespect from the HCPs towards them. The participants 

indicated that the HCPs would not listen to them. They were of the view that the issue was 

because the HCPs felt superior to them. They further indicated the HCPs did not consider their 

well-being, as evident in them not treating them well when they themselves were sick. One of 

the participants said: 

“I see [it] that they will belittle you, and they feel like they are more superior 

than us because we are community health workers. They won’t listen to us. 

Let’s say we have a patient [who] needs dressings; the clinic staff helps us 

to get the dressings without struggles. But the one that I can complain about 

is when it is us community health care workers who are ill or sick; the 

treatment we get is not nice.” (CHW 2, Clinic 1) 

One CHW mentioned the aspect of mixed treatment from the HCPs. She responded that the 

relations were not the same from day-to-day, attributing this to the personal mood swings of 

the HCPs. Moreover, it seemed as if they considered them with disdain. The CHW commented 

as follows:  

“As I said before, it differs; sometimes [they] take us seriously, and we can 

work with them, and there are others who don’t take us seriously, and they 

don’t entertain us at all, even when you try to go to her, she will just look at 

you. If looks could kill, I should have been dead.” (CHW 12, Clinic 2) 

In contrast, a few HCPs were of a different view. One participant indicated how the relations 

between them and CHWs were favourable. She noted: 
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“I have never had any problem, and I see them being, you know, I just see 

peace with everyone. I have never seen [or] heard any staff member 

complaining about them.” (HCP 3, Clinic 1) 

The CHWs revealed varied views on the relationship between the HCPs and themselves. One 

participant indicated that some HCPs showed some respect, understood their roles, and spoke 

to them well. However, other HCPs acted contrary to this. One indicated that CHWs would be 

treated better by the HCPs if they assisted them with some clinic work, such as packing their 

medicine cupboard. This implies that the HCPs treated them better if they benefited from the 

CHWs’ assistance with their clinic work. One CHW elaborated: 

“The staff treat us well sometimes. Other staff members, most of them, speak 

to us with respect, and they know what our work is. They do expect us to help 

them with the clinic, like pack[ing] the cupboard for them, and they don’t 

allow us to go to the street to do our work. Sometimes, the sisters want us to 

help them inside the clinic, and when we say we [are] going to the 

community, they do not like it.” (CHW 3, Clinic 1) 

Interestingly, the HCPs seemed to concur that the CHWs assisted with tasks inside the clinic. 

However, this appeared to be a valued additional contribution rather than their opposition to 

the CHWs’ work in the community. For instance, some HCPs responded that they consider the 

CHWs part of the staff complement. One HCP indicated that the CHWs assist her with some 

of her work, like packing the cupboards and tidying her room. The HCP said the following: 

“I, for one, consider them as a part of us because I don’t think there is a day 

that goes without me talking to them or asking them something. Even just 

help in the room too, because the cleaner will clean in a rush, and I will call 

them [CHWs] to come and clean [and] further pack things for me. Even 

sometimes they [the CHWs] are helping [in] the room when there is a crisis, 

like [when] there are no students; I am alone [and] I have to fill in the 

form[s], they [the CHWs] do those things.” (HCP.3, Clinic 1) 

Some HCPs indicated that the relationship with the CHWs could be improved through 

communication with them about their work. One participant suggested that relations can be 

improved if the CHWs are given an opportunity to express their views on challenges they 

encounter in the community: 
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“I think the relationship can improve if everyone is open-minded and they 

are willing to share ideas, and they give each time to sit down and discuss a 

lot of things, like to know about their work and to allow them to express how 

they are dealing with people in the community. If they have challenges, allow 

them to put their challenges on the table so that they can be dealt with 

properly.” (HCP 5, Clinic 2) 

One of the HCPs indicated that the relationship between them and the CHWs is good, even 

though they do not interact with them regularly. The participant viewed the lack of close 

interaction with the HCPs as good because there may be fewer conflicts between them. The 

HCP said: 

“We get along well. The relationship is good. The CHW[s] do not talk a lot 

with the nurses; they mainly talk to me [OTL], and I talk to the nurses. They 

get along with other categories of staff like cleaners and admin staff.” (HCP 

7, Clinic 2) 

Some participants raised a concern that the lack of CHWs’ ability to maintain patient 

confidentiality impacted the relationship between CHWs and HCPs. The participants believed 

that some of the CHWs divulged patients’ information to the communities they serve. The 

participants implied that the proximity of the CHWs to the community may have been the 

reason that they divulged the patients’ information, as one HCP indicated: 

“I think if they are based in a certain community that we always work in and 

whatever we discuss at the clinic they share it with friends and people in the 

community, that would be a problem.” (HCP 1, Clinic 1) 

3.5.2 Established systems of working 

Most participants mentioned how there was an established system of working between the 

HCPs and the CHWs. For instance, there seemed to be a clear system of tracing patients, which 

involved several clinic staff members. The system enabled CHWs to receive patient 

information systematically. One of the CHWs described one of these processes:  

“The tracing procedure moves like this: we usually get the traces [tracing 

lists] from the person responsible for data capturing. So, this data clerk gives 

us a list of patients for tracing. So, if there is someone who hasn’t been taking 
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their medication for a long period of time, their file will be taken to data 

capturing, and they will put it on record that these are the people that need 

to be traced for their treatment. After we trace these people, we record their 

names in a book, which is then taken back to the data clerk.” (CHW 1, Clinic 

1) 

The CHWs also had an established working system. They knew where to take their patients to 

the clinic for care. It appeared that there was an established working system when patients were 

linked back to care. One HCP explained the system: 

“… they [CHWs] take the patient to the sister [professional nurse] doing 

that service. For example, the TB patient [is] taken to the one [professional 

nurse] doing TB, [and] the babies for immunisation to the nurse doing the 

vaccination.” (HCP 6, Clinic 2) 

Although working systems were established, one HCP indicated that he found it difficult to 

manage the CHWs effectively. The participant attributed the difficulties in managing them to 

poor monitoring systems, which made it impossible to hold them accountable. The participant 

indicated that the lack of systems compromised the inter-professional relationship between 

them and the CHWs. This impacted on the ability to supervise their time of coming to work 

and going off and their work in the community. The participant was of the view that CHWs 

were unprofessional and had questionable work ethics, noting: 

“For a lack of a better word, ungovernable. They are difficult to manage, 

[that’s] what I think. They are difficult to manage, especially for me as a 

manager of the facility. Their job; they are [to] work in the communities – 

as I said earlier, there’s no system in place. I don’t see a system in place to 

evaluate and monitor their work. To ensure that they get to the destinations 

[when] they leave the facilities to get to [the communities] at the end of the 

day. Their timekeeping [and] time recording cannot be managed. They come 

and sit outside for, right now, it’s winter; they come and sit outside and bask 

in the sun for whatever reason.” (HCP 4, Clinic 1) 
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3.5.3 Feedback procedures 

Through the established working system, there is a process in place for CHWs to give feedback 

to their team leaders and the clinic staff who assign them tasks. The systems involve registers 

that are completed for each patient that were traced, as reported by one CHW:  

“The list is given to us by the team leader. The data clerk gives the list to the 

team leader every week from the Tier.net4. The team leader gives us the list, 

and we go to trace the patients. When we come with feedback, we write in 

the tracer book, but we also tell the team leader if we have problems. If the 

sister [professional nurse] asks us herself to go look for a patient, we then 

report to her if we found the patient or not.” (CHW 8, Clinic 2). 

CHWs reportedly received overall feedback from their team leaders on their work and how 

they could improve. One CHWs explained the established reporting procedures in the clinics:  

“With our team leaders, we have meetings based on our performance and 

information. Sometimes, they give us feedback if they have been [to] 

Hillbrow [District Head Office] and they were informed of new things. I’m 

not sure, but we do have those meetings; they would tell us that this term, we 

did well and we should keep it up. So, we do have those meetings.” (CHW 2, 

Clinic 1). 

3.5.4 Communication 

There were mixed reactions from the participants in both facilities when asked to describe the 

nature of communication between HCPs and CHWs. Some participants mentioned that 

meetings were not held. Others said there were meetings, but they were not scheduled: 

“There are no scheduled meetings. We hold meetings when there is a need or when 

there is a problem arising, and we see that we need to sit down and talk about it.” (HCP 

5, Clinic 1). 

The same participant further indicated that the meetings that were held were done to inform 

the CHWs of a specific development. She expressed that: 

 
4 HIV electronic register: Captures data elements and resulting indicators required to monitor HIV and 

antiretroviral therapy services. 
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“Most of the time, we hold meetings with them to make them aware of new 

developments if there is an event that is going on.” (HCP 5, Clinic 1) 

One of the CHWs indicated that since they were employed permanently, they were included in 

clinic meetings, indicating some improvement in communication. When there was a meeting 

at the clinic, they [the HCPs] would call the whole staff: 

“Since we [became] permanent, every time there is a meeting, we get called. 

We are no longer excluded.” (CHW 12, Clinic 2). 

There seemed to be consensus from participants in both clinics that the meetings held with 

CHWs were mainly to give them information on new issues and were often unscheduled or 

unplanned. One HCP indicated:  

“There are no scheduled meetings unless there is a new programme coming 

and they have to inform [us], or there is an issue that needs to be addressed. 

That’s the only time. They never have meetings like “Let’s discuss what 

happens when you go to [a] household” …it’s not done.” (HCP 6, Clinic 2). 

The CHWs agreed that meetings were held, but they were mainly for the HCPs to inform them 

about a specific issue or to deliver messages to the community. One CHW also concurred that 

the meetings were random and unscheduled:  

“In the last meeting that we had, we were told that vaccinations will begin 

from June 1st for the elderly. So, they usually call us for meetings. Even today, 

they call us and make sure that we are involved.” (CHW 7, Clinic 2) 

Another CHW from Clinic 1 added how the meetings were merely to communicate events 

rather than being used for regular communication between the HCPs and CHWs. The 

participant also indicated that their last meeting was to update them about the vaccination 

programme for the elderly so that they could inform the community:  

“I think if there is something that needs to be relayed or delivered to the 

community, for example, the vaccination of senior citizens, they approach us 

and assign us with the responsibility of going out there and informing the 

community.” (CHW 1, Clinic 1) 
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Furthermore, one HCP indicated that the CHWs meet with the sister-in-charge only, implying 

that no meetings included the CHWs and the HCPs: 

“I, for one, have never had a meeting with them [CHWs]. We have meetings 

with the other staff. I have seen them [CHWs] several times with my sister 

[sister-in-charge]. I have never had a meeting with them.” (HCP 3, Clinic 1) 

There seemed to be other methods of communication amongst CHWs and HCPs; however, it 

was evident that it was not between the two cadres. For instance, the participants mentioned 

communication via cadre-specific WhatsApp groups. Most participants indicated that these 

forms of communication did not include each other. The HCPs had their own WhatsApp 

groups, whilst the CHWs had separate ones. One of the CHWs explained:  

“The staff have their own WhatsApp groups. And we also have our own 

WhatsApp group as community health worker[s].” (CHW 7, Clinic 2)  

One HCP also concurred that the groups were separate, indicating that the OTLs had a group 

with the CHWs and, therefore, communicated with them often: 

“We have [a] WhatsApp group for CHWs and the OTLs only. We 

communicate with CHWs on the group. We can inform them about upcoming 

trainings; in fact, we communicate about anything as long it is work-

related.” (HCP 7, Clinic 2) 

3.6 Challenges of inter-professional collaboration 

3.6.1 Power dynamics  

Some of the CHWs perceived the staff hierarchies as impacting the CHW-HCP IPC. 

Anecdotally, HCPs are regarded by CHWs as more educated and of a higher level than them; 

therefore, the power dynamics were evident. One CHW indicated that this impacted their 

ability to talk to the HCPs even when there were patient concerns, such as long waiting times, 

which patients complained to the CHWs about. The participants indicated that they could not 

raise these issues with the HCPs due to the skewed power dynamics, as one CHW explained: 

“If you raise a concern that there are a lot of patients waiting outside and 

the person [HCP] is still attending to one sick person for a long period of 

time, then it becomes a problem when you must approach them [HCP] to let 
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them know that there are people fighting outside. It’s hard to tell someone to 

do their job.” (CHW 1, Clinic 1) 

One participant felt that because the HCPs have a higher educational status, rendering them 

with more knowledge, this impacted how the community viewed the CHWs. For instance, the 

participant indicated that patients in the community would be happy if a nurse were part of 

their team: 

“The people [community] become happy that there is someone who holds 

power amongst them [CHW team]. If we are visiting a bedridden patient, for 

example, and the nurse inside the clinic accompanies us, the patients are 

pleased with this because they see it’s not only community health care worker 

present, and this means they will receive the necessary assistance.” (CHW 

1, Clinic 1) 

Some CHWs expressed frustration that the issues with the HCPs remained unresolved despite 

complaining to the OTL about them. One CHW believed that the failure to resolve issues may 

be due to the power dynamics. The HCPs are considered more powerful due to their position; 

therefore, the team leader may not be in a position to resolve all issues raised by the CHWs. 

“Some misunderstanding between us and the clinic staff goes unresolved 

because the team leader doesn’t want to get involved. For instance, the 

cleaner spoke about me with my colleagues, but when I told the team leader, 

she told me those are personal issues not related to work.” (CHW 3, Clinic 

1). 

3.6.2 Conflict and conflict resolution  

Sometimes, conflicts arise between CHWs and HCPs due to power dynamics and lack of trust. 

For instance, some HCPs reportedly did not believe the CHWs performed their roles 

effectively. One CHW described the conflict she had with HCPs as due to a lack of trust. The 

HCP had given the CHWs a patient to trace, but the sister did not believe them when they came 

back with the report. She reported them to the sister-in-charge, who reprimanded them. The 

team leader was sent to look for the same patient and found out the tenants made the mistake. 

The participant expressed frustration as the sister did not even acknowledge her mistake: 
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“We don’t have a lot of conflicts with the sisters. But they sometimes do not 

believe us when we give them reports when we come back from tracing. That 

makes me so mad because they think we are making up the report. Once, the 

TB sister said I must go trace a patient who had defaulted treatment. Then, 

when I got there, the people we found at the house said they did not know 

him [the patient]. The sister sent the team leader as she didn’t believe us. 

When the team leader got there, she found the patient. The sister reported to 

us that we didn’t go, and we gave the wrong information. The sister-in-

charge called us and scolded us. It turned out the people we approached at 

the house were new tenants and didn’t know the patient. The sister who 

scolded did not apologise for the misunderstanding.” (CHW 8, Clinic 2) 

There were reported instances of conflicts between CHWs and HCPs; however, there seems to 

be an established process for managing them. One HCP explained that CHWs reported to their 

team leaders. This seemed to be similar in both clinics. The participant reported that the CHWs 

knew the procedure as they had an orientation programme. Noted as follows: 

“Yes, the community health care workers were taken on an orientation 

programme, so they know that if they have conflict with the health care 

professionals, they need to report to their team leader. Their team leader will 

take it up with [their] manager so that the manager can talk to the facility 

manager, and they will sit down with the health care professionals to come 

to an understanding.” (HCP 5, Clinic 1)  

There seemed to be a similar understanding of the conflict procedure as reported by one CHW 

in the other clinic. 

“I think we tell the team leader if there is a conflict, and she tell[s] the sister-

in-charge. If we have personal issues, we report to the team leader. I report 

to the team leader, and if she’s not there. I report to the health promoter.” 

(CHW 8, Clinic 2) 

One of the HCPs responded that the first contact is the OTL in the case of conflict with a CHW. 

The HCP reported that if the conflict is not resolved at the OTL level, it escalates to the sister-

in-charge:  
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“I have never had such, but I think if I had to have a conflict with the CHW, 

I would talk with their team leader so that the matter can be resolved between 

us; if the problem can’t be resolved, then that’s when we will involve the 

manager.” (HCP 1, Clinic 1) 

The HCPs indicated that the other issue that causes conflict between them and the CHWs is 

when they bring in a patient from the community and expect the patient to be seen immediately. 

The HCP indicated that when the patient arrives, they are assessed and not seen immediately 

as the patient may not be an urgent case. This may cause conflict between them and CHWs and 

between CHWs and the patient: 

“I think the common conflict that we usually see happening is firstly when 

they bring the patients or somebody from the community that is very sick, 

and when they come to the clinic, they would expect that person to be seen 

like immediately. When they get to the nurses to assist, conflict will arise 

when the nurse sees that the patient is not urgent. Because the CHWs would 

have promised and assured the client that because they are very sick, ‘as 

soon as we get there, they will attend to you’, especially because some of 

them struggle to get this person to agree to come to the clinic and they would 

have assured this person, ‘no don’t worry when we get there I will ask them 

to see you immediately’.” (HCP 9, Clinic 2) 

One participant expressed concern that the CHWs were not treated fairly in conflicts that arose 

between them and HCPs. The participant felt that the CHWs were sometimes blamed. Citing 

that the merit of the case was sometimes overlooked, and the CHWs were blamed in cases of 

conflicts:  

“I think the conflicts that I have seen is always their [CHWs] wrong. The 

merit of the whole case is not going to be looked up to; to a larger extent, it 

will always be like they are being blamed.” (HCP 10, Clinic 2) 

The CHW further indicated that dual management and reporting structures further 

disadvantaged the CHWs in conflict situations. The participant indicated that the CHWs are 

further disadvantaged because the facility and staff are managed by the CoJ (at district level), 

and the CHWs are not (they are managed at provincial level). Conflicts are not resolved fairly 

as the staff is mostly favoured. The participant said: 
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“So, me it is like these people [CHWs] are working in [the] City of Joburg 

[Johannesburg] facilities, the manager is City of Joburg, the staff is City of 

Joburg, so even before the whole matter is discussed already, I would have 

spoken to the manager. Already, I have those privileges compared to them 

[CHWs], so I think that has always been the case.” (HCP 10, Clinic 2) 

3.7 Enablers of inter-professional collaboration 

3.7.1 Gaining knowledge 

Participants reported the benefits of working together regarding interactions between CHWs 

and HCPs. Some CHWs said they gained a lot of knowledge about their job from the HCPs. 

One CHW had this to say about the advantages of working with HCPs: 

“I have learned a lot from working with the clinic staff. I now know how to 

do things like checking blood sugar and high blood. They give us advice 

when bringing new cases from the community. From working with them in 

the rooms, I now know some pills and medicines.” (CHW 9, Clinic 2) 

Another CHW also highlighted the benefit of learning and gaining experience from interacting 

with HCPs: 

“The benefits that we are learning day by day. And we are getting some 

experience from them. Yes. So, if they were treating us in the right way, we 

are learning a lot from them.” (CHW 4, Clinic 1) 

It appeared that whenever CHWs disrespect patients, HCPs use that opportunity to educate 

them on how to improve the service they offer to patients, as explained by one HCP: 

“The health care professionals realised that some of them [CHWs] don’t 

approach them [patients] with decency and respect, so what happened is that 

we taught them how to address the patient with respect as part of Batho Pele 

principle[s]5. That they shouldn’t take things personal[ly] and that they 

should treat patients with respect.” (HCP 5, Clinic 1) 

 
5 The Batho Pele principles is based on the premise of giving good customer care to government service users. 
It was established with the intention to transform service delivery in the public sector. 
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3.7.2 Improved communication  

Communication is one of the enablers of IPC that the participants highlighted. It was noted that 

good communication was a factor that improved the ability of the team to provide quality 

service to the patients. The view amongst some CHWs was that it ensured effective 

collaboration between them and the HCPs, as articulated by one of the CHWs: 

“So, what I see that can make you work properly with the sisters is all about 

having good communication. It’s whereby everything will be simple for our 

patients, and we don’t have to take our personal things, especially at work. 

If we are at work, we must focus on our work and our patients so that 

everything we do is successful.” (CHW 5, Clinic 1) 

Both HCPs and CHWs described several strategies or processes to ensure adequate 

communication within the team. One way was reportedly through meetings. Currently, most 

meetings were random and unscheduled and mostly called to resolve issues and to facilitate 

decision-making. It was noted that facilitating more regular meetings would ensure that HCPs 

understood the issues of their community as communicated by CHWs. In addition, 

communication enhanced the collaboration between the HCP and CHWs and allowed the HCPs 

to understand CHWs’ views regarding their experience of working with them in the clinic. One 

of the HCPs had this to say about the benefit of having regular meetings: 

“I think we include them [CHWs] in our facility meetings and maybe weekly 

meetings and just to also, I think, mainly it will be meetings where me… 

myself as a facility manager have a meeting with them maybe once a month 

just to understand issues. When we have our clinic meetings, just to make 

sure that they feel like they belong, at least to have one or two of them as 

representative[s] in our meetings, I think that’s how we will improve [the] 

working together. I think communication can be improved through meetings. 

They will be able to talk to us as a group of professionals about the 

challenges in the community and the challenges in terms of working with us 

in the clinic.” (HCP 9, Clinic 2). 

One CHW also highlighted the importance of meetings as they offer an opportunity to indicate 

what they are unhappy with:  
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“I think the sister-in-charge should have meetings with us so that we also 

can say what we [are] not happy with. I understand that we are many and 

the clinic is small, but I think we need a meeting with clinic staff, too.” (CHW 

3, Clinic 1) 

3.7.3 Supporting the CHWs and the CHW programme 

Some participants highlighted the importance of supporting the CHWs to strengthen the CHW 

programme. Some noted that support was in terms of resources and knowledge sharing. For 

instance, one CHW said it would boost her confidence and motivate her to do her job well if 

she was supported in terms of knowledge. The CHW expressed this as follows: 

“The first support that I receive; I think it is very important that when I come 

back from the household, maybe I come to a professional nurse and I [speak 

to] her [about] something challenging that I came across. That attention she 

gives me and showing me that she’s listening, and she feels what I feel, I feel 

like I get more support, and it motivates me about my job.” (CHW 5, Clinic 

1) 

One CHW highlighted the need to be acknowledged by the HCPs as a way of strengthening 

collaboration: 

“For them to acknowledge us and not take us for granted. I think it’s within 

them to accommodate us. I think we can accommodate each other. That we 

are here for work and let me assist here so she can leave me alone, not just 

[give] me an attitude.” (CHW 12, Clinic 2) 

Some CHWs also highlighted the importance of getting the resources to do their job. They 

noted how these resources assisted them in providing adequate care to patients. One CHW 

described the support that the CHWs get from the clinic and HCPs:  

“We need materials to dress patient wounds. We know that we must go to the 

emergency section, and we are given the things that we need. Whatever we 

need to help the patients is provided to us; for example, if a patient has no 

food, we ask for porridge for them from the clinic.” (CHW 7, Clinic 2) 
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One HCP indicated that support for the CHWs needs to be improved as they are not receiving 

enough. The HCP indicated that the CHWs need emotional support, too and suggested that 

professional nurses should allow them to share their experiences in the community. 

“I don’t think that they are getting much support. At least one professional 

nurse gives them time just to listen to them and hear some of the things that 

they encounter in the community. So, it is safe to say that there isn’t enough 

support that they are getting in their daily routines.” (HCP 5, Clinic 2) 

One HCP indicated that the support they give to the CHWs, and the programme is through 

accompanying the CHWs when they do their work in the community. The HCP indicated that 

they supported them when they performed their duties and provided guidance to help improve 

their skills.  

“I accompany them when they go visit the patients, especially patients on 

chronic medication. I oversee and listen to them when they give health 

education. [I] give them tips on how to do health education better.” (HCP 6, 

Clinic 2.) 

In agreement with the HCP’s sentiment regarding the support HCPs can provide, one CHW 

suggested that a nurse escort them to the community:  

“Maybe the nurses should come with us to do home visits. The patients 

sometimes do not want us because we [are] not nurses.” (CHW 10, Clinic 

2). 

3.8 Summary 

Several factors were raised regarding the nature of IPC between HCPs and CHWs. One of the 

key themes was the nature of team structures in the CHW programme. Team composition was 

reported to be centred around the CHWs and OTLs. The HCPs, health promoters, and social 

workers were reported as role players in the teams, whilst a few participants also highlighted 

other actors like ward councillors and the community as part of the team. The procedure for 

reporting for team members was hierarchical, with CHWs reporting to OTLs, who in turn 

reported to OPMs. The hierarchical reporting structure was described as challenging and 

related to power dynamics, where CHWs were at the bottom of the hierarchy. 
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The team followed established working procedures for effective work life, including feedback 

procedures. Communication was seemingly poor as the communication platform was mostly 

unscheduled meetings. There were other communication strategies; however, they were 

WhatsApp-based, which were cadre-specific for CHWs and HCPs rather than collectively as a 

team. Some CHWs reported the HCP’s disrespect for them. The hierarchical nature of the 

healthcare institutions means the CHWs were at the bottom of the chain of command, as evident 

by the reported power dynamic challenges. Participants suggested the need for improved 

support for the CHWs. They also indicated that improved communication could enable and 

strengthen IPCs. Overall, some elements that support IPC were evident, such as shared 

responsibility and understanding roles, but there were weaknesses in other IPC elements, such 

as communication, especially implications from power dynamics. These limitations in IPC 

appeared to require improvement. 
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CHAPTER 4: DISCUSSION 

4.1 Introduction 

This chapter interprets and explains the findings in the context of the research question and the 

study’s objectives. It further interprets the key themes and subthemes that emerged from the 

findings and compares them with the broader literature that captures evidence from other 

settings.  

The study explored IPC between CHWs and HCPs in two PHC facilities in the CoJ district. 

The key findings illustrate adequate team establishments and structures amongst HCPs and 

CHWs. The nature and extent of the IPC between HCPs and CHWs showed that reporting 

structures were based on hierarchies with the CHWs at the bottom, leading to power dynamics 

between the two cadres. There was a common understanding regarding the CHWs’ main role 

and responsibilities of linking patients to health care. Team functioning showed some 

weaknesses, such as poor relations between the CHWs and HCPs. HCP’s reported disrespect 

of CHWs, and problems with communication. The participants offered suggestions and 

recommendations, such as communication improvement methods, e.g., regular meetings to 

improve the IPC. These findings will be discussed according to the themes identified in the 

previous chapter based on the dimensions of IPC. 

The chapter starts by discussing the nature of team establishment and the structures. Thereafter, 

the perceived roles and responsibilities of the CHWs are discussed. Then follows a discussion 

on team functioning in terms of the established working systems and the shared responsibilities 

of HCPs and CHWs. Lastly, the challenges relating to power dynamics and conflicts, the 

enablers of the IPCs, are further discussed. The chapter concludes by capturing some of the 

limitations of the study.  

4.2 Nature of team establishment and structures 

4.2.1 Team composition and reporting structures 

The findings in this study revealed that there was a varied understanding amongst participants 

of what comprised the composition of teams. This varied from teams only comprising of the 

OTLs and CHWs, to also including health promoters. The health promoters in this instance, 

appeared to be perceived as part of a team because they at times took a role of supervision of 

CHWs. This is in line with the WBPHCOT policy framework and strategy, which states that 

CHWs are meant to collaborate with facility-based healthcare providers (10). It is similar to 
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the situation in Botswana, where the CHW teams comprise of CHWs are supervised by and 

reported to facility staff (99), whilst in Brazil, the CHWs work as part of the local family health 

team with a doctor, a nurse, and dental hygienist (44). 

The findings in this current study however also indicated how those who appeared to be at the 

periphery, were considered as part of their teams, for example, social workers, other categories 

of nurses and administrative assistants. Ward councillors, although not health practitioners, 

were also identified as actors who contributed to the CHW programme and the health system. 

Similarly, in Afghanistan, CHWs based at health posts and were supported by health 

committees that are selected by the community. Though they are not health practitioners they 

provide support to the CHWs by encouraging families to use health services (101). This 

collaborative partnering between CHWs, and other health system actors is shown to facilitate 

meaningful information sharing, accelerate response times, and foster trust (102). 

The hierarchical nature of the reporting structures evident in the current study’s findings aligns 

with the Policy Framework and Strategy for WBPHCOTs (10). The framework stipulates that 

OTLs are appointed by the district or sub-district manager and report to the OPM at the PHC 

facility to which CHWs are linked (10). The hierarchical nature, where nurses are at the top 

and the roles are emphasised, is common in most healthcare environments (100,103). Hierarchy 

is defined as a social structure with superior and subordinate relationships, often illustrated 

graphically, for example, in an organisational chart (105). Top-down approaches in team 

structures lead to HCPs not being approachable to CHWs because of their perceived power 

(103,105). 

Hierarchical leadership in South Africa can be traced back to the era of apartheid (106), and its 

features are still visible today. In the public sector, the dictatorial culture was based on a 

hierarchy where roles and their importance are strictly defined; the subordinates are regularly 

told what to do (100,106). The leader regularly makes unilateral decisions without considering 

other team members’ opinions (104). The findings in this current study showed that the clinics 

appeared to reflect the same culture, where the nurses hold a higher position than the rest of 

the team, placing the CHWs at the bottom. Professional divides due to hierarchies are not 

beneficial to IPCs, as there is a lack of communication, coordination, and teamwork (104). 

Interestingly, the findings in a review by Kane et al. differed in that the CHWs in India and 

Ethiopia showed some resilience and strength by continuing to shape their environment and 
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how they react to challenges, strengthening their relationships with the communities they serve 

even though they are at the bottom of the health system (107). 

4.3 Recognition of roles and responsibilities 

The findings in this current study showed HCP’s lack of understanding of CHWs’ roles and 

scope of practice. Literature indicates that knowledge of each other’s roles in a team is 

important for nurturing effective collaborations (72,103). IPCs are challenging and even more 

difficult if the team members do not recognise each other’s roles. For collaborations to be 

effective, team members should be more understanding and appreciative of each other’s roles, 

even when the skills overlap (72,104). Understanding other’s roles improves communication 

and cooperation between CHWs and HCPs (104,105). As a result, a team with members who 

understand their respective roles and feel valued improves the likelihood of team success and 

individuals work in a manner that could lead to good patient outcomes (104,108). LeBan et al. 

found that a lack of clarity of roles often led to the CHWs feeling disrespected by HCPs (17). 

Similarly, the feeling of being disrespected by HCPs was highlighted by the CHWs in this 

current study. The CHWs also believed that HCPs undermined their work, viewing it as less 

significant. A study in Brazil reported that CHWs, known as Community Health Agents 

(CHAs), were not accepted by the HCPs because their roles and tasks were not clearly defined 

(5).  

The findings in this current study showed that CHWs sometimes had to perform roles not 

within their scope of practice. For instance, they had to assist HCPs with packing medicine 

cupboards. A similar experience is noted in a study in Cape Town, South Africa, where CHWs 

were seen as an “extra pair of hands” (109). The study was conducted in 2005; thus, the 

challenges experienced by CHWs, including HCP’s attitudes in the working environment, 

appear to have not improved in South Africa. A study in India had similar findings, noting that 

HCPs regarded CHWs (known as ASHAs) as another pair of helping hands (108). In 

Mozambique and Zambia, similar findings were reported where CHWs are made to work in 

facilities due to staff shortages (17). These challenges are reportedly common in organisations 

where the relationships are hierarchical (100,103). In health facilities, nurses are usually status-

conscious due to their professional qualifications (104). Braithwaite et al. explained that 

individuals prefer to collaborate with those in the same social circle with, for instance, the same 

professional affiliation (104). This may have implications for the collaborative relationship 
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between HCPs and CHWs as they are not considered in the same social and professional circles, 

possibly affecting the quality of patient care.  

There is, therefore, a need to ensure that HCPs clearly understand the roles of CHWs so that 

they are effectively utilised to help improve overall community health outcomes and facility 

health indicators. 

4.4 Team functioning 

4.4.1 Established systems of working 

The findings in this current study suggest established systems of working that guided 

procedures like linking patients to care following community tracings and feedback 

procedures. Established systems of working are said to be important in situations where 

employees have varying levels of qualifications because they help them work constructively 

and effectively, and processes are known by all team members and followed (12,103). HCPs 

and CHWs were aware of registers that CHWs used to communicate feedback after following 

up with a defaulter patient. This helped in ensuring continued patient care. Similarly, a study 

in the Limpopo province in South Africa indicated that collaborations were good in facilities 

with better working systems in place (110). Furthermore, findings from a study in Uganda 

indicated that the relationship between the Village Health Teams (VHTs), as they are known 

in Uganda, and the HCPs adversely affected their relationship with the community as they were 

perceived as an extension of the health facility (111). 

Literature shows that established systems of working in the workplace can be strengthened 

through effective communication between the members of the team (103). Communication in 

IPCs is important as it promotes healthy interpersonal relationships, promoting quality patient 

care (103). In cases of poor communication, the procedures were not being conducted or 

followed, leading to increased risk for errors in patient care, inefficiencies, and lack of 

motivation, resulting in poor patient care (103). Established systems are important in IPCs with 

the CHWs as they help ensure coordination in the services provided to their communities. 

4.4.2 Shared responsibility 

CHW programmes were introduced in response to the increased burden of diseases, such as 

HIV/AIDS. Most Sub-Saharan countries have a shortage of human resources for health (HRH), 

hence shifting certain tasks to CHWs (112,113). A systematic review by Callaghan et al. found 

that for task-shifting for HIV care in Africa, CHWs were reassigned some clinical roles, such 
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as HIV counselling and testing, promotion and prevention of health, screening, and referrals, 

whilst nurses were responsible for patient care, diagnosis, and treatment monitoring (113). 

They also played a significant role in the rolling out of antiretroviral therapy, improving access 

to health care (112,113). This meant that CHWs shared the responsibility for continuous health 

provision with HCPs, as was the case in this current study. 

Despite evidence from this current study indicating shared goals and responsibilities to ensure 

improved health outcomes, HCPs remained uncertain about the roles of CHWs. Regardless of 

this uncertainty, the HCPs, however, concurred that CHWs helped them ensure continuity of 

care for patients because they link the community and the health system (17). This was 

facilitated by CHWs going into households to screen, identifying patients in need of care and 

referring them to the facility for management by the HCPs. Once patients were diagnosed and 

managed, the CHWs were requested to directly observe treatment for those patients who would 

not have taken medicine if unsupervised. Similarly, in Bangladesh, the CHWs (known as 

shasthya shebikas) screen patients for TB, collect sputum, and supervise individuals who are 

found to have TB for treatment compliance (17). To further improve collaboration between 

HCPs and CHWs, there should be efforts to increase the HCPs’ knowledge of the roles of 

CHWs and their contribution to health care services (17). 

4.4.3 Nature of communication and feedback procedures 

Communication in healthcare describes the sharing of formal or informal information, either 

intentionally or not, and can be verbally or written between team members, strengthening 

collaborations and overall improvement in the quality of patient care (15,72,78,103). Formal 

meetings are essential for sharing information related to patient care, duties, the delegation of 

responsibilities, and problem-solving, whilst informal meetings contribute to relationship 

building as team members learn and understand each other better (72). Lack of communication 

may lead to compromised patient safety and care, poor staff motivation, and decreased staff 

satisfaction (81). 

The findings in this current study demonstrated that communication was limited. For instance, 

scheduled meetings, where formal communication is likely to take place, inclusive of HCPs 

and CHWs, were generally not held. The meetings that were held were mainly to inform CHWs 

about new occurrences. Some participants suggested that there should be regular meetings to 

enhance collaborations. Additionally, using other communication tools like WhatsApp groups 

was not effective as they did not include both CHWs and HCPs. This lack of formal and 
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informal communication negatively impacted collaborations between them. Similarly, a study 

in Malawi found that poor communication led to poor collaborations between CHWs and HCPs 

and influenced the CHWs’ performance adversely (17,114).  

In this current study, the established working system for feedback following community 

tracing, such as completing registers, provided a means for CHWs to ensure continuous patient 

care. However, challenges arose when HCPs did not trust CHWs’ feedback. Good 

communication and collaboration rely on trust among team members (116). Trust is vital in 

IPC as it motivates the team members, allowing them to feel safe in expressing their opinions, 

improving performance (116). Findings from a Ugandan-based study suggested that HCPs 

trusting the CHW’s feedback report was a sign of respect and will lead them to be motivated 

to perform their duties well (117). Evidence suggests that the effectiveness of IPC and 

improved communication depends on the team members trusting each other (118,119). 

Trusting relationships between the inter-professional teams improves the motivation and 

performance of its members and, therefore, benefits patient care (71,120). 

4.4.4 Conflicts and conflict resolution 

Conflicts are expected in any workplace (16), and health care facilities are no different. Conflict 

is essential to IPC as it enables teams to argue and debate issues to make informed decisions 

(76). However, team conflicts can have negative implications for patient care. Conflicts 

involving violence or disruptive behaviour, such as yelling and swearing, can remove focus 

from patient care (121). This may adversely impact IPC, with team members’ poor 

performance inadvertently affecting the quality of patient care (121). 

There were reports of conflicts in this current study and reports of how they were resolved. The 

findings show that conflicts were resolved following a set conflict resolution procedure. A 

conflict resolution strategy was that of hierarchical reporting. The CHWs report to the OTLs 

or health promoter, who reported to the clinic’s OPM if the issue was unresolved. The HCPs 

also reported conflicts to the CHWs’ team leaders and or the clinic’s OPM. Conflicts were 

often not resolved satisfactorily, and this may have been due to instances where there was 

reportedly some bias towards the HCPs caused by the fact that the OPM was a HCP; therefore, 

they tended to believe the HCPs rather than being objective. Green et al. indicated in their study 

that the collaborating members of the team should agree upon a method of conflict resolution 

(75). Agreeing on a method of resolving conflicts may reduce unfairness and bias (75). 
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4.4.5 Power dynamics 

Issues of power dynamics are common in healthcare services as they are historically run under 

hierarchical structures (103,105). Power has been described as having control over others and 

the ability to make decisions independently (118). The findings in this current study showed 

that an imbalance of power existed between CHWs and HCPs because HCPs were considered 

more educated and knowledgeable than CHWs; therefore, they occupy a dominant role. A 

study by Rogers et al. showed the Irish health system had similar power dynamics between 

doctors and nurses, with doctors assuming a dominant role above nurses (105). The CHWs’ 

position is considered to be at the bottom of the health system hierarchy, therefore, they have 

less influence than other team members (107), making the CHWs bear the brunt of challenges 

that arise due to power dynamics. The imbalance of power between team members can 

influence interactions, affecting patient care (105). Concurring with these noted experiences, 

the CHWs in this current study perceived HCPs to have power due to their knowledge and 

expertise, leading to unequal and skewed power dynamics between HCPs and CHWs. The 

issue of HCPs asking the CHWs to perform duties that were not within their scope of work 

could be considered an abuse of HCP’s power. The CHWs could refuse to conduct these duties 

when asked by the HCPs because of their status.  

The OTL is a junior nurse compared to other HCPs, like professional nurses. Some CHWs in 

this current study suggested that issues they may have with the HCPs are reported to the OTL, 

but they are sometimes not resolved. The professional nurses are more senior to the OTLs; 

therefore, power dynamics may be at play when reported conflicts are unresolved. The 

professional nurses, in this instance, seemed to be using their professional power to protect 

their autonomy on the OTLs, similar to the findings of a study in rural Australia by McDonald 

et al. (119). Power dynamics directly impact IPC, impacting the ability of team members to 

perform their duties, thus indirectly impacting the quality of patient care (118). 

4.6 Study limitations 

The study was conducted at two clinics in a single province of South Africa, thereby limiting 

the diverse views of CHWs and HCPs in different settings. The study was also conducted in a 

single district which is in an urban setting for both facilities; therefore, it may not have captured 

different contextual factors related to different geographical characteristics. In addition, the 

analysis did not reflection some views and experiences of participants according to the two 

clinics. Highlighting some of these experiences according to clinics could have captured the 
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differences in organisational cultures and practices that are likely to have influenced the nature 

and IPC in each clinic. Despite this limitation the study describes the experiences that are 

specific to urban areas, therefore offering valuable lessons for those in similar contexts. The 

study only explored collaborations between HCPs who are nurses of different categories, 

including the health promoters and the CHWs. This study did not explore IPC with other actors 

in the health system that also collaborate with CHWs. 

The findings are not generalisable due to the nature of a qualitative study. However, the 

findings give an insight into the nature and dynamics of IPC that exist between CHWs and 

HCPs. In addition, the study’s participants volunteered to participate in the study by giving 

consent; therefore, other participants who may have given more views on the subject may have 

opted not to participate, therefore missing wider views. 

It is also important to note my position in the health facilities. The fact that I was an OPM prior 

to data collection may have influenced the participants’ responses, leading to social-desirability 

bias. As much as I made an effort to inform the participants that I was conducting the study as 

a student, this still might have presented some bias. It was also challenging to recruit CHWs 

and HCPs who were willing to participate. This limited the sample, compromising the diversity 

of views and experiences of IPC between HCPs and CHWs. 

I had planned to conduct non-participant observations as one of the study methods to gain a 

more realistic understanding of the interactions between HCPs and CHWs in planned and 

unplanned meetings. There were however limited meetings or interactions between HCPs and 

CHWs during the data collection period, hence non-participant observations were not 

undertaken. This was a limitation as this additional data could have added to the richness of 

the data.  

The study did not look at other issues like compensation and resourcing. It also did not examine 

issues such as culture, gender, nationality, age, and experience amongst participants. These 

factors may influence the nature of IPC and including them in the analysis could have added 

richness to the body of this work  
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CHAPTER 5: CONCLUSIONS AND RECOMMENDATIONS 

5.1 Introduction 

This chapter presents the conclusions drawn from the findings of this study and further proposes 

recommendations regarding the improvement of IPC between CHWs and HCPs in ways that can 

strengthen the care provided to communities in PHC settings. The chapter concludes by 

highlighting the implications for future studies.  

5.2 Conclusion 

There is broad evidence that emphasises the importance of IPC between different cadres in health 

care. IPC between the HCPs and CHWs is important to ensure quality patient care. This is more 

so because CHWs are an important link between the clinics and the community. Furthermore, the 

discourse regarding the role of CHWs in PHC constantly emphasises their importance in 

contributing to achieving UHC (17). In South Africa, successful IPC between the two cadres is 

essential for the implementation of National Health Insurance. Therefore, there is a need for HCPs 

to clearly understand CHWs’ role in the health care system (62,72,103). 

Despite the cited importance of IPC between these two cadres, the findings in this current study 

indicated that it faced many challenges. The challenges that CHWs face currently in the facilities 

have not evolved much from when they were introduced into the health system, as seen in the 

literature (109). CHWs still face the challenges of being seen as an additional ‘pair of hands’, being 

pulled away from their core function by HCPs (107). It is evident from this current study that 

CHWs are disrespected, evidenced by their roles being considered unimportant. As a result, they 

are unlikely to be involved in decision-making processes. Failure to allow CHWs to be part of 

decision-making processes may be linked to the hierarchy due to professional status (77). The 

hierarchical nature of health systems seems to be a barrier to effective collaborations because 

individuals with perceived higher status due to their qualifications and experience are more likely 

to be decision-makers (77). Unilateral decision-making does not promote cohesiveness in 

collaborative teams (77). 

Strengthened communication methods in IPC can reduce incidences of errors in patient care (77). 

Findings in this study indicated poor communication between CHWs and HCPs, with participants 

reporting no meetings held that included both cadres. Meetings are a key communication strategy 
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as information can be shared to strengthen collaborations and overall patient care (77). The current 

study’s findings indicated that poor communication also impacted how conflicts were resolved. 

Communication improved slightly with CHWs’ permanent appointment, as evidenced by them 

being part of clinic meetings. This meant that information was shared with the CHWs, and they 

felt part of the health care system. This may improve their motivation to perform their duties. The 

compromised nature of IPC, as noted in the findings from this study, needs to be addressed. This 

is particularly important considering the country’s efforts to achieve UHC and strengthen service 

delivery through PHC. 

5.3 Recommendations 

Following the findings and insights gained from this study, the following recommendations to 

strengthen the collaborations between the CHWs and HCPs can be considered.  

• Considering the importance of the recognition of roles and responsibilities in 

collaborative efforts, this study has indicated that it is important for actors in the health 

care system to recognise and respect each other’s roles. CHWs should be introduced to all 

staff members, and their roles should be explained to incoming staff members. This can be 

facilitated through clinic meetings; CHWs should be included in the primary meetings as 

part of the facility’s staff complement. This will ensure that their roles are known and 

recognised by everyone in the clinic. 

• Formalised communication between CHWs and HCPs should be encouraged and 

facilitated by the facility’s leadership. CHWs should be included in clinic meetings where 

all HCPs are present. CHWs should have a standing item on the agenda allowing them to 

give feedback about the programme. This will not only promote communication, but it will 

help in strengthening the sense of belonging for CHWs. 

o Shared communication tools that include all team members should be 

encouraged. Tools such as WhatsApp, communication boards and electronic 

patient records accessed by all team members should be introduced. This will help 

CHWs to feel integrated into the team, and the HCPs will also recognise them as 

part of the health care system. 

o To enhance CHW-HCP engagement, both CHWs and HCPs could be more 

involved in clinic committee meetings where the affairs and activities that link the 
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clinic to the community are discussed. This could improve HCP-CHW engagement 

about their respective roles, particularly how they complement each other in the 

community. 

• To improve team functioning, the dual reporting structure for CHWs, as reported in this 

current study, seems to complicate the programme’s management by the facility OPM. It 

is recommended that managing the CHWs’ daily functions, for example, leave 

management, should be up to the facility’s OPM rather than the OPM of the WBPHCOTs. 

This will, however, require a change in the governance and management structures 

between the district and the province; hence, it may have to be a gradual process.  

o To improve team functioning and collaboration, CHWs should be treated with 

respect. Efforts to improve team relations by improving systems of issue reporting 

relating to disrespect should be strengthened.  

• To improve conflict resolution procedures, members should avoid discussing personal 

conflicts as they fall outside the realm of professional conduct. In terms of other general 

conflicts that occur within the working space, the team could consider other forms of 

conflict resolution which apply to the context. The OPM can ensure that they intervene 

timeously before the conflict escalates and disrupts the work environment. Each party 

should be allowed to suggest a mutually beneficial solution. 

• To counteract influences of power dynamics, managers should establish processes to 

ensure that all staff, including CHWs, are recognised for their roles in the teams. CHWs 

should be encouraged to share their ideas for improving patient care. 

• HCPs should also be included in OTLs’ and CHWs’ training so that they have a better 

understanding of their scope of practice and are familiar with their roles. HCPs should be 

educated about the positive functions that CHWs administer and the added value they bring 

to the health system. 

5.4 Implications for future research 

Strengthening IPC in South Africa between CHWs and HCPs is important to improve the general 

health outcomes of the population. Future studies in this area can be extended to other districts and 

other provinces and additional methods of data collection, such as focus group discussions, to gain 
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wider perspectives. The findings will give a better indication of issues that need to be attended to 

and if there is any policy that needs to be amended. 

Further studies on the impact of IPC or lack of health outcomes can be explored. Studies could 

explore the effects of IPC to improve health indicators in communities serviced by CHWs. This 

study can further indicate the impact CHWs bring to the communities they serve when supported 

by IPC efforts and initiatives at the facility level.  
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APPENDIX C: Interview Guide for community Health Workers  

 

Interview Code number: _________________________________ 

Name of Interviewer: ____________________________________ 

Date: _____________________________ Time: _____________ 

Location of interview: ____________________________________ 

Name of participant: _____________________________________ 

Title of participant: ______________________________________ 

Site Address: __________________________________________ 

1. Introduce yourself. 

2. Ensure that participant has gone through the information sheet. 

3. Ensure informed consent forms (interview & audio recording) have been obtained. 

4. During the interview, please probe to obtain as in-depth and specific information as possible.   

5. End audio recording when complete. 

ELIGIBILITY AND BACKGROUND 

 

  

No. Question Options (researcher to indicate) 

1.  Gender ☐ - Female 

☐ - Male 

☐ - Prefer not to mention 

2.  What is your age  

3.  Participant’s designation ☐ - Community health worker/WBOT 

☐ - Professional nurse 

☐ - Enrolled nurse 

☐ - Outreach team leader (Professional nurse) 

☐ - Outreach team leader (Enrolled nurse) 

☐ - Operational manager 

☐ - Health promoter 

☐ - Other _________________________________ 

4.  How many years how you been 

working in the facility? 

 

 

 

5.  How long have you worked with this 

WBOT?  
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A. PERSONAL ATTRIBUTES: 

1. Before we start can you tell me a bit about yourself? 

Probe/s: 

a. What led or inspired you to be a CHW? 

b. What are the things you like the most about being a CHW? 

B. CHW-HCP ESTABLISHMENT /STRUCTURE 

1. Can you please describe who is part of your team?  

Probes 

- Who is in the team other than the CHWs? (e.g., health promoters, professional nurse, etc.) 

C. SHARED DECISION-MAKING 

1. You have been a CHW for many years now and you seem to have had many interesting experiences 

with patients and working with the other HCPs. Can you tell me of a successful situation when you found 

a patient who was seriously ill or had an emergency in the community/household and needed immediate 

attention and you managed to make sure that they were helped? Please take me through what happened 

from the beginning until s/he was helped.  

Probes: 

- Who made the first decision about what should happen when you saw this patient? 

- Think of the first thing that happened when you reported about the patient. Which staff member/s did 

you approach first and what was their response?  

- Why did you go to this staff member first? 

- To what extent do you always go to this staff member or nurse first and why? 

- Where was the patient at that time? 

- Which other staff members were involved in assisting the patient?  

2. Can you tell me whether there was a discussion/s about a plan to treat the patient? Tell me about that.  

- Tell me who was in that discussion/s.  

- To what extent were you as CHWs allowed to contribute to the treatment plan of the patient? 

- To what extent did you feel included in the discussion? Can you explain how you were included e.g., did 

other staff ask you questions etc.?  

- Who in the group or those assisting was leading the process? 

- Who made the final decision on how the patient should be helped? 

- What eventfully happened to help the patient?  

- You just described to me a successful situation. Why did feel that it was successful?  
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- Can you tell me what you think enabled this situation to be successful or for you to eventually help the 

patient?  

- Who do you think contributed the most to the success? 

3. Now can you tell me about a situation where you identified a patient but that was not successful at all? 

Please take me through what happened from the beginning until the end and where it did not go well. 

Probes: 

a. Who made the first decision about what should happen when you saw this patient? 

- Think of the first thing that happened when you communicated about the patient. Which staff member/s 

did you approach first and what was their response? 

- Which other staff members were involved in assisting the patient? 

-  Which staff member/s did you approach first and what was their response? (If the HCP is different from 

Q1, ask why this nurse this time) 

- Which other staff members were involved in assisting the patient? If there were other staff involved, 

please tell me about them and how did they contribute?  

b. Can you tell me whether there was a discussion/s about a plan to treat the patient? Tell me about that.  

- Tell me who was in that discussion/s.  

- To what extent were you as CHWs allowed to contribute to the treatment plan of the patient? 

- To what extent did you feel included in the discussion? Can you explain how you were included e.g., did 

other staff ask you questions etc.?  

- Who in the group or those assisting was leading the process? 

- Who made the final decision on how the patient should be helped? 

c. You just described to me a situation where things did not go well. Why did feel that it was 

unsuccessful?  

- Can you tell me what you think made it not to be to be successful or for you to eventually not help the 

patient?  

- What could have helped in that situation? 

4. How did you feel in these two situations? Please explain why you felt that way. 

Probes: 

a. What knowledge and expertise do you think HCPs value and recognize? 

5. To what extent do you think other HCPs in the clinic recognize and respect YOUR knowledge and 

expertise when contributing to treatment plans? Please explain why you say this. 

D.EFFECTIVE GROUP FUNCTIONING 

1. In your view, what do HCP think about the roles and responsibilities of CHWs? 
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Probe:  

a. To what extent do you think the staff/nurses in the clinic KNOW your roles and responsibilities? Please 

explain why you think that. 

b. Which roles (between those of CHWs and HCPs) do you think overlap to each other? If so, to what 

extent is this a good thing or not and explain why? 

2. How does the WBOT team and the HCPs/nurses work together in general?  

3. Briefly describe the type of support you get from HCPs and other staff with your daily roles and 

responsibilities, if any.  

Probes: 

a. Please give examples of how they support you. 

b. What is your view of this level of support? (try to gauge if it is enough/more could be done/it helps/not 

help with their work etc.) 

4. Let us talk about a situation where there was conflict between you and a staff member/nurse, and it was 

eventually resolved. What was the conflict about and how was it resolved? 

Probes: 

a. Who did you speak to about this conflict and why did you speak to this particular person?  

b. Why do you think this conflict was able to be resolved? 

5. This time, please tell me of a situation when there was a conflict between you/other CHWs and a staff 

member, but it was NOT successfully resolved. What happened?  

Probes:  

a. Why do you think it was not able to be resolved? 

b. What do you think could have helped to resolve the situation? 

6. Can we now talk about when you had a personal/personal issue? Please tell of a time you really had a 

personal problem and you needed someone to speak to at work.  

Probe/s: 

a. Which staff member did you go to and why did you go to that staff member? 

b. How was that person able to help or advice you if at all?  

7. In your view what are the benefits of working with the HCPs/nurses in the clinic?  

Probe/s: 

a. Tell me a time or day/s when you felt that it was good to work with other staff members and why? 

8. Can you describe the disadvantages of working with HCPs/nurses in the clinic?  

Probe/s: 
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a. Tell me a time or day/s when you felt unhappy to work with other staff members and why? 

E. COMMUNICATION 

1. In instances where the HCPs give the CHWs a list of patients that you should follow-up to bring them 

back to care, explain how the feedback is communicated to the HCPs. 

2. I was told that you as CHWs sometimes have various meetings during the month (whether with the 

community or with the staff or with both staff and the community). Can you please describe these 

meetings for me? (Probe: meetings with community, meetings with staff; meetings with staff and 

community) 

Probes: 

a. What are they for and how do they run? 

- Who leads the meeting? 

- Who else is in those meetings? 

- What is your role in the meetings? 

b. How do you feel when you are in those meetings e.g., to what extent do you feel that your opinion is 

respected? 

- To what extent do you get to speak at those meetings?  

c. Do you have any other ways in which you have meetings with clinic staff other than the ones you told 

me about? 

- Let’s talk a bit more about when you have meetings with the community. How do these run and who 

else is joins those meetings {this question is for when they do not touch on the meetings with the 

community] 

3. How often is there communication between CHWs and HCPs about patient care and WBOT activities 

in general, if any?  

4. Can you tell me about a time when you were given feedback as CHWs about your performance on a 

particular patient or case? How was this feedback provided and by who e.g.  in a meeting, informally 

outside etc. 

a. What did you think of that feedback? To what extent did you think it was negative, fair? 

b. To what extent did you think you learned from the feedback?  

6. Other than meetings, what are the other means or ways of communication do you use to communicate 

with each other? 

F. ENABLERS AND BARRIERS 

1. What do you find most difficult or challenging about working with other staff members/nurses in the 

clinic? Please tell me why you say this by giving me an example.  

2. What would you say enables CHWs and other HCPs to work together?  

Probe/s: 
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a. What do you think would strengthen the way you work together with the clinic staff/nurses? 

3. Which staff or HCP do you think would be important to be in the WBOT team that is not in it 

currently? Please explain why you think so. 

Probe: 

a. Who do you feel you need when you are doing your work and why do you say this? 

4. Do you have any other issues that you would like to share regarding how you work with HCPs in your 

facility? 

5. Do you have any other questions you would like to ask? 

Thank you for your time! 
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APPENDIX D: Interview Guide for Health care professionals 

 

 
Interview Code number: _________________________________ 
 
Name of Interviewer: ____________________________________ 
 
Date: _____________________________ Time: _____________ 
 
Location of interview: ____________________________________ 
 
Name of participant: _____________________________________ 
 
Title of participant: ______________________________________ 
 
Site Address: __________________________________________ 
 
1. Introduce yourself  
2. Ensure that participant has gone through the information sheet 
3. Ensure informed consent forms (interview & audio recording) have been obtained. 
4. During the interview please probe to obtain as in-depth and specific information as possible.   
5. End audio recording when complete. 

 

ELIGIBILITY AND BACKGROUND 

 

No. Question Options (researcher to indicate) 

7.  Gender ☐ - Female 

☐ - Male 

☐ - Prefer not to mention 

8.  What is your age  

9.  Participant’s designation ☐ - Community health worker/WBOT 

☐ - Professional Nurse 

☐ - Enrolled Nurse 

☐ - Outreach Team leader (Professional Nurse) 

☐ - Outreach Team Leader (Enrolled Nurse) 

☐ - Operational Manager 

☐ - Health Promoter 

☐ - Other _____________________________ 

10.  How many years how you been working in 

the facility? 

 

 

 

11.  How long have you worked with this WBOT?   
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HEALTH CARE PROFESSIONAL INTERVIEW GUIDE 

 

A. PERSONAL ATTRIBUTES 

 

1. Before we start can you tell me a bit about yourself? 

Probe/s: 

a. What led or inspired you to be a nurse/health promoter/________? 

b. What are the things you like the most about being a ___________? 

c. What is your role in relation to CHWs? 

 

B. CHW-HCP ESTABLISHMENT TEAM/STRUCTURE 

 

1. Can you please describe who is part of your team?  

Probes: 

a. Who is in the team other than the CHWs? (e.g., health promoters, professional nurse, etc.) 

b. Please describe the reporting lines amongst the team members. 

c. Do you consider the CHWs as part of the facility team? If not, explain the reasons why. If yes, 

explain how they are included in the team structure. 

 

C. SHARED DECISION-MAKING 

 

1. You have been a nurse/HCP for many years now and you seem have had many interesting experiences 

with patients and working with the CHWs. Can you tell me of a successful situation when a CHWs 

referred or reported a patient they found in the community who was seriously ill or had an emergency 

and needed immediate attention and you managed to make sure that they were helped? Please take me 

through what happened from the beginning until s/he was helped.  

Probes: 

a. Who made the first decision about what should happen when you saw this patient? 

- Think of the first thing that happened when the CHW/s reported about the patient. Which staff 

member/s did they approach first and what was their response?  

- Why do you think they went to the staff member/nurse you mentioned first? 

- To what extent do they always go to this staff member or nurse first and why? 

- Which other staff members were involved in assisting the patient?  

b. Can you tell me whether there was a discussion/s about a plan to treat the patient? Tell me about 

that.  

- Tell me who was in that discussion/s.  

- To what extent did the CHWs contribute to the treatment plan of the patient? If they did, how did 

they contribute and what did you think of that contribution? 

- Who in the group or those assisting was leading the process? 

- Who made the final decision on how the patient should be helped? 

- What eventfully happened to help the patient?  
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c. You just described to me a successful situation. Why did feel that it was successful?  

- Can you tell me what you think enabled this situation to be successful or for you to eventually help 

the patient?  

- Who do you think contributed the most to the success? 

 

2. Now can you tell me about a situation where you a CHW/CHWs identified a patient who needed 

assistance, but the outcome was not successful at all? Please take me through what happened from the 

beginning until the end and where it did not go well. 

Probes: 

a. Who made the first decision about what should happen when you saw this patient? 

- Think of the first thing that happened when you communicated about the patient. Which staff 

member/s did the CHWs approach first and what was their response? 

- Which other staff members were involved in assisting the patient? 

- Which other staff members were involved in assisting the patient? If there were other staff 

involved, please tell me about them and how did they contribute?  

b. Can you tell me whether there was a discussion/s about a plan to treat the patient? Tell me about 

that.  

- Tell me who was in that discussion/s.  

- To what extent did the CHWs contribute to the treatment plan of the patient? 

- To what extent are CHWs included in the discussions about patient treatment? Can you explain 

how this happens e.g., did other staff ask you questions etc.?  

- Who in the group or those assisting was leading the process? 

- Who made the final decision on how the patient should be helped? 

c. You just described to me a situation where things did not go well. Why did feel that it was 

unsuccessful?  

- Can you tell me what you think made it not to be to be successful or for you to eventually not help 

the patient? 

- What could have helped in that situation? 

 

3. How did you feel in these two situations? Please explain why you say this. 

Probe:  

a. What knowledge and expertise did you value and recognize in these two events, if any, and why? 

 

4. To what extent do HCPs in the clinic recognize and respect CHWs’ knowledge and expertise when 

contributing to treatment plans? Please explain why you say this. 

 

D. EFFECTIVE GROUP FUNCTIONING 

 

5. What do HCP think about CHWs programme in general?  

Probes: 

a. In your understanding what do you think are the roles of the CHWs in the WBOT? 

Which roles (between those of CHWs and HCPs) do you think overlap to each other? If so, what 

is your view of the overlap or duplication of these roles? 
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6. How does the WBOT team and the HCP/nurses work together in general?  

7. Briefly describe the type of support CHWs get from HCPs and other staff with your daily roles and 

responsibilities, if any.  

Probes: 

a. Please give examples of how you/they (HCPs) support CHWs 

b. To what extent do you think the CHWs support the HCPs? 

8. Let us talk about a situation where there was conflict between a CHW/s and a staff member/nurse. What 

was the conflict about and how was it resolved if it was? 

Probes: 

a. To what extent were you involved in dealing with the process? 

b. Who did the CHW/s speak to about this conflict and why did they speak to this particular person?  

c. Who else was involved in dealing with the conflict? 

9. This time, please tell me of a situation when there was a conflict between CHW/s and a staff member, 

but it was NOT successfully resolved. What happened?  

Probes:  

a. Why do you think it was not able to be resolved? 

b. What do you think could have helped to resolve the situation? 

10. To what extent are CHWs able to communicate sensitive/personal issues with HCPs? 

Probe:  

a. Who are they most likely to reach out to? 

11. In your view what are the benefits of working with the CHWs in the clinic?  

Probe/s: 

a. Tell me a time or day/s when you felt that it was good to work with CHWs members and why? 

 

12. Can you describe the disadvantages of working with CHWs in the clinic if there are any?  

Probe/s: 

a. Tell me a time or day/s when you felt unhappy to work with CHWs and why? 

 

13. To what extent do you think collaboration between CHWs, and HCPs should be improved? If so, what 

do you think can help strengthen this collaboration in your facility? 

 

E. COMMUNICATION 

 

14. I know that you have a range of meetings in the clinic during the course of the month. Can you please 

describe the meeting/s in which the CHWs are included? 

Probe: 

a. What are they for and how are they run? 

- Who leads the meeting? 

- Who else is in those meetings? 

- What is your role in the meetings? 

-To what extent do CHWs speak at those meetings?  

- Do you have any other ways in which you have meetings with CHWs other than the one/s you 

told me about e.g. with the community? [In case you need to probe a bit more on community 
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meetings: Please tell me more about what happens in the community meetings, who leads, how 

active are the CHWs?] 

b. In your opinion, what other platforms can be made available to help ensure effective communication 

between HCP/nurses and CHWs, if any? 

 

15. How often is there communication and interaction between CHWs and HCPs about patient care and 

WBOT activities in general, if any?  

 

16. To what extent are there opportunities to give CHWs feedback either about a patient or any WBOT-

related matters? If there are such opportunities, please explain how these are conducted and who 

provides the feedback.  

 

 

17. In your opinion, to what extent do you think the communication between CHWs, and HCP needs to be 

strengthened and please give reasons for your response. 

18. To what extent are CHWs provided feedback about WBOT related activities (e.g., quality of referrals, 

households visits) in a team format or the meetings? 

 

19. Please describe how the HCPs communicate with the CHWs if they have patients that they need them 

to follow up.  

 

 

20. In instances where you have given CHWs a list of patients that they need to follow up or trace, how is 

the feedback on the outcome of that follow up communicated back to you? Who communicates the 

feedback to you? 

 

F. ENABLERS AND BARRIERS 

 

21. In your view what are the challenges of working with the CHWs in the facility? Explain by giving an 

example. 

 

22. What would you say enables CHWs and other health care workers to work together if at all?  

Probe/s: 

a. What do you think would strengthen the way you work together with the clinic staff/nurses? 

 

23. Which staff or HCP/staff do you think would be important to be in the WBOT team that is not in it 

currently? Please explain why you think so. 

 

24. Do you have any other issues that you would like to share regarding how you work or collaborate with 

CHWs in your facility? 

 

25. Do you have Any other questions that you may want to ask? 

 

Thank you for your time! 
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APPENDIX E: Information Sheet 

Title of the study: Exploring inter-professional collaboration between community health workers and 

health care providers in two clinics in City of Johannesburg district 

Good day. Thank you for giving me some of your time to listen to me. My name is Dorah Bokaba. I am a 

Master of Public Health Student at the University of the Witwatersrand. I invite you to participate in this 

study. 

What is this research about? 

I am conducting a study to explore inter-professional collaboration between community health workers 

(CHWs) and health care professionals (HCPs) in health care facilities. I would like to explore the nature 

and extent of inter-professional collaboration between CHWs and HCPs. To start, I would like to understand 

your perceptions regarding the nature of interactions, roles, and relationship dynamics between CHWs and 

HCPs in health facilities. Here, I will be interested to learn about, for instance, the nature and extent of 

teamwork between CHWs and HCPs, the decision-making processes that happens with HCPs and CHWs, 

and the extent to which there is knowledge of respective roles between HCPs and CHWs. Considering your 

role, I have approached you because I feel that you have the relevant information regarding these 

experiences and processes, considering your role in the facility. 

If you agree, the interview discussion will be audio-recorded to ensure that the information I write later 

accurately represents your views. No one will be identified by name in the recording. 

Voluntary participation 

As part of this study, I would like to invite you to take part in an interview and I will be using a questionnaire 

as a guide. The interview will take between 45-60 minutes. Participation is completely voluntary; you may 

withdraw at any time or refrain from answering any question without any consequences.  

Confidentiality 

The information from the interviews will be used for research purposes. Anonymity will be protected by 

assigning codes to participants and data presentation will avoid specific individuals or groups of staff being 

identified. The knowledge gained from this research will be disseminated in summary form, without 

revealing the identities of the participants. I will, therefore, not disclose participants’ identities or use names 

in any reports of this research. Audio recordings will be kept on a secure computer server or external drive, 

and participant codes will be kept in a locked filing cabinet under the care of the researcher, for the duration 

of the data collection and analysis and will be destroyed once the analysis is complete. The data collected 

from this research project will be stored in computer files under a secure encrypted password to ensure 
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confidentiality and will be kept for at least five years, thereafter information will be destroyed. No one other 

than myself and the study supervisor will be allowed to see the records of the observations. 

Anonymised data will be digitised and stored in the researcher’s data archive for at least two years after 

publication of the findings and for six years if there is no publication. 

Approval for and benefits of this work 

There will be no personal costs to you if you participate in this project. You will not receive any direct 

benefits from participation; however, there are indirect benefits in that the study will contribute new ideas 

and insights regarding health system management. There are no disadvantages or penalties if you do not 

choose to participate or if you withdraw from the study. The study has been approved by the ethics 

committee of University of the Witwatersrand and the Gauteng Province.  

What if I have any questions? 

If you have any questions during or afterwards about this research, feel free to contact the researchers by 

using the details below: 

Dorah Bokaba (Researcher): 1925469@students.wits.ac.za; 0825524136 

Nonhlanhla Nxumalo (Supervisor): Nonhlanhla.Nxumalo@wits.ac.za; 011 717 3432 

Contact details of Human Research Ethics Committee (Medical) (HREC) Administrator and Chair:  

Please also find the contact details of the Human Research Ethics Committee (Medical) which oversees 

the ethical aspects of this study so that you may direct any queries and/ or complaints regarding research 

participation:  

HREC Chair contact details:  

Professor Clement Penny 

Telephone: +11-717-2301 

Email: clement.penny@wits.ac.za 

Administrative officers’ contact details: 

Ms Zanele Ndlovu/Mr Rhulani Mkasi/Ms Lebo Moeng 

Telephone: +11-717-2700/2656/1234/1252 

 

 

  

mailto:1925469@students.wits.ac.za
mailto:Nonhlanhla.Nxumalo@wits.ac.za
mailto:clement.penny@wits.ac.za
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APPENDIX F: Consent forms for interviews 

Title of study: Exploring inter-professional collaboration between community health 

workers and health care providers in two clinics in the City of Johannesburg district 

CONSENT FORM (for interview) 

I have had the study explained to me. I have understood all that has been read and had my 

questions answered satisfactorily.  

 Yes (please tick) I agree to be interviewed 

 No (please tick) I do not agree to be interviewed 

I understand that I can change my mind at any stage, and it will not affect me in any way. 

Signature:  

Date:  

Participant Name:                                                                     Time:  

(Please print name)  

 

I certify that s/he apparently understood the nature and the purpose of the study and consents to 

the participation in the study. S/he has been given opportunity to ask questions which have been 

answered satisfactorily. 

 

Signature:                                                                                       Date:  

  

Designee/investigator’s Name:                                          Time:  

(Please print name)  
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APPENDIX G: Consent form for audio (to be tape-recorded) 

I have had the study explained to me. I have understood all that has been read and had my 

questions answered satisfactorily.  

□ Yes. (Please tick) I agree to be tape recorded during the interview. 

□ No. (Please tick). I do not agree to be tape recorded during the interview. 

I understand that I can change my mind at any stage, and it will not affect me in any way. 

Signature: ___________________________   Date: _____________________ 

Time: _________________________ 

 

I certify that s/he apparently understood the nature and the purpose of the study and consents to 

the participation in the study. S/he has been given opportunity to ask questions which have been 

answered satisfactorily. 

Signature: ____________________________Date: ______________________________ 

Designee/investigator’s name: _________________________Time: _________________ 

                 (Please print name)  
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APPENDIX H: Ethics approval from Johannesburg health district 
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95 
 

APPENDIX I: TURNITIN Report 

 


