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Abstract 

Background  As part of the Healthy Life Trajectories Initiative in South Africa, the Bukhali health promotion interven-
tion is being implemented by community health workers (CHW’s) with young women in urban Soweto. The perspec-
tives of these CHW’s have not been fully explored.

Methods  A qualitative study was conducted to describe CHW’s perspectives and experiences of delivering 
the Bukhali intervention. Three focus groups were conducted with the 13 CHWs employed at the time of the study, 
and a thematic approach was taken to data analysis.

Results  Themes identified included: contextual realities for participants and CHWs, building relationships with par-
ticipants, workload, emotional toll, and learning and development. Since they are recruited from Soweto, CHWs 
experienced similar contextual challenges to participants, and have to manage multiple roles, including health 
promotion and education, referral and support within the health system, counselling (although out of their scope 
of work), and data recording. The findings indicate the critical role CHWs play in building relationships with partici-
pants, especially establishing trust. Many CHWs spoke about going beyond what was expected in their role, which 
sometimes involved taking participants to medical facilities, and sharing resources with their participants. They spoke 
about the emotional toll of managing these relationships, their workload, and particularly the need for resilience 
and boundaries. CHWs experienced learning and development in their role as positive.

Conclusions  These findings provide a voice for these CHWs, but they also offer important learning of the implemen-
tation of the Bukhali intervention within the context of Soweto, as well as, future potential scale-up of CHW-delivered 
interventions in South Africa and other low- and middle-income countries.

Keywords  Community health workers, Low- and middle-income country, Implementation science

*Correspondence:
Catherine E. Draper
catherine.draper@wits.ac.za
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-024-12127-0&domain=pdf


Page 2 of 13Draper et al. BMC Health Services Research         (2024) 24:1641 

Background
Community health workers (CHWs) have long been 
incorporated into the health systems of low- and middle-
income countries (LMICs) [1, 2] for a range of health 
issues including communicable- and non-communicable 
diseases [3–6], maternal and child health [7], and men-
tal health [8, 9]. In LMICs, task-shifting to CHWs is seen 
as a cost effective strategy within health systems [10, 11], 
which can promote equity in these countries through the 
provision of universal health care [12, 13].

In South Africa (SA), CHW programmes have been 
studied on topics such as diabetes and hypertension [14, 
15], lung cancer [16], and palliative care [17]. The incor-
poration of CHWs into the SA public healthcare system 
has not been without its challenges, including regional 
differences in salaries, wage disputes, working condi-
tions, and unionisation [18–20]. However, there are few 
studies in SA that have explored CHW’s perspectives and 
experiences [21–23]. These are critical to capture within 
the complex context of SA, and more studies exploring 
CHW’s perspectives and experiences are necessary to 
contribute to the existing literature in SA to better under-
stand their role in the SA health system. Furthermore, 
these insights can contribute to the understanding of 
CHW roles in other LMICs.

Healthy Life Trajectories Initiative
The Healthy Life Trajectories Initiative (HeLTI) is an 
international consortium developed in partnership with 
the World Health Organization (WHO) in Canada, India, 
China, and SA. HeLTI hypothesises that an integrated 
complex intervention, comprising a continuum of care 
from preconception, through pregnancy, infancy and 

early childhood will promote young women’s physical and 
mental health, in order to establish healthier trajectories 
for themselves and future children. For HeLTI SA, the 
Bukhali randomised controlled trial is being conducted 
with 18–28-year-old women in Soweto [24]. Soweto is 
a predominantly low-income, densely populated, urban 
setting in Johannesburg, and young women face multiple 
risks to their physical and mental health [25]. The Bukhali 
intervention is delivered by trained CHWs, referred to as 
‘Health Helpers’ (HHs). HHs provide health literacy sup-
port, conduct risk screening referral and management 
support, provide multi-micronutrient supplementation, 
and support health behaviour change through Healthy 
Conversation Skills, underpinned by social cognitive 
theory [26, 27]. During a mix of monthly either in-per-
son or telephonic sessions, they cover topics relating to 
young women’s physical and mental health, as well as, 
pregnancy and early childhood health and development 
up to the age of five years for those women who become 
pregnant [25].

HHs share similar qualifications to CHWs in SA, 
although they are hired specifically for the trial; their 
salary levels were benchmarked to government CHWs 
at the time funding was secured for HeLTI. Similar to 
other CHW programmes, HHs are female, and have lim-
ited formal education. Furthermore, they are intended to 
have an understanding of the community in which they 
work based on shared culture, language and lived experi-
ences, as well as the skills and abilities to build trust and 
gain respect of community members [28]. Table 1 below 
outlines the typical expectations of CHWs for health pro-
motion and illness prevention, which are broadly con-
sistent across global and local literature [21, 22, 28–31]. 

Table 1  Community health worker expectations

Typical community health worker expectations Expected for Bukhali Health Helpers

Basic health services (including measurements) ✓
Screening and referral (including pregnancy and HIV) ✓
Facilitation of health service access and navigation ✓
Health education ✓
Health advocacy ✓
Psychosocial support ✓
Home visits ✓
Tracing ✓
Health record keeping ✓
Medication adherence ✓
Distribution of medication ✓
x Training in Healthy Conversation Skills 

to support behaviour change

x Telephonic intervention delivery

x Working across life course phases
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The Bukhali process evaluation has thus far explored trial 
implementation [32–35], as well as participants’ percep-
tions and experiences [36–39]; however, HHs’ perspec-
tives have not been fully explored. The aim of this article 
is to explore and describe their perspectives and experi-
ences as CHWs of delivering the Bukhali intervention, in 
the context of living in Soweto.

Methods
This article draws on a qualitative focus group study con-
ducted with HHs who deliver the intervention, as part of 
the Bukhali trial process evaluation, which is informed by 
the UK MRC’s guidance on process evaluation [40]. The 
COREQ reporting checklist was used and is included as 
supplementary material. Ethical approval for these meth-
ods was obtained from the Human Research Ethics Com-
mittee (Medical) at the University of the Witwatersrand 
(M190449). All methods were carried out in accordance 
with relevant ethical guidelines and regulations; all par-
ticipants gave written informed consent for their involve-
ment in the study. The authors assert that all procedures 
contributing to this work comply with the ethical stand-
ards of the relevant national and institutional committees 
on human experimentation and with the Helsinki Decla-
ration of 1975, as revised in 2008.

Sample and recruitment
All 13 HHs employed at the time of recruitment were 
requested to take part in a focus group and were 
approached through their team leader in a combination 
of face-to-face and WhatsApp interactions to negoti-
ate their participation and convenient time to conduct 
the focus groups. All HHs agreed to participate, and we 
believed that there was little coercion involved, given 
that HHs take part in quarterly focus groups as part of 
the trial process evaluation, which are an opportunity to 
share their perceptions about intervention content and 
delivery, as well as other issues relevant to them. The 
HHs who participated were all female, and between the 
ages of 23–35 years.

Data collection
Three focus groups were conducted in March 2023 at 
the trial site, and were 1 h 35 min, 1 h 58 min, and 3 h 
5 min in length. Refreshments were provided, and trans-
port costs were reimbursed since the focus groups were 
scheduled on off-days so as not to clash with trial activi-
ties. A discussion guide [41] was developed by co-authors 
to cover a range of topics, including HHs perceptions of 
intervention delivery (reported elsewhere [41]), interac-
tions with participants, role expectations, and experi-
ence of being a HH (reported here). The focus groups 
were facilitated in English by LS and KM (further details 

provided in COREQ checklist). The discussions were 
audio recorded and transcribed verbatim. In the debrief 
discussion after data collection was complete, CD, LS 
and KM considered the likelihood of any new informa-
tion emerging from further discussions with the HHs. It 
was agreed that this was unlikely, given the length of the 
focus group discussions and the engagement of the HHs 
in these discussions, and that saturation had therefore 
been reached.

Data analysis
A codebook thematic approach was taken to the descrip-
tive and exploratory process of data analysis [42–44]. 
This is a more structured coding approach to qualitative 
data analysis, with some or all themes determined prior 
to analysis, but coding reliability is not established. The 
choice of this approach for analysing the data for this 
study was influenced by our desire for this structure, but 
also to align to a qualitative paradigm and non-positivist 
approach, drawing on the exploratory, flexible and itera-
tive nature of reflexive thematic analysis. Furthermore, 
we wanted to acknowledge our subjectivity and that a 
‘correct’ interpretation of data is not possible, all of which 
are accommodated within the codebook approach [42–
44]. The data analysis process started with data famil-
iarization amongst co-authors, and the lead author then 
developed a conceptual outline of potential themes and 
sub-themes, drawing on the discussion guide, but also 
allowing for the inclusion of other topics that came up in 
discussions. This outline was refined based on discussion 
with co-authors and used to develop a coding framework. 
Using MAXQDA 2020 (VERBI, GmbH, Berlin), the cod-
ing framework was applied to the transcripts to identify 
relevant portions of the text that corresponded to these 
codes, and then summarised into themes (full MAXQDA 
code system available as supplementary material). These 
themes are: contextual realities for participants and HHs, 
workload, building relationships with participants, emo-
tional toll, and learning and development.

Data credibility and trustworthiness
With regards to issues of data credibility and trustworthi-
ness in qualitative research, we have applied Tracy’s “Big-
Tent” criteria of qualitative quality to this study [45]:

A worthy topic: The literature presented in the Intro-
duction makes a case for the exploration of CHW’s 
perspectives and experiences, in the context of SA.
Rich rigour: The study used appropriate sampling, 
data collection and analysis methods; all authors 
were able to critique the interpretation and presenta-
tion of the findings.
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Sincerity: The authors have been transparent in their 
description of the methods, and the limitations and 
strengths of the study.
Credibility: This paper presents in-depth descrip-
tions of the themes, while providing concrete detail 
through the selected quotes.
Resonance: The quotes included have attempted to 
meaningfully present the participants’ voices and 
experiences in such a way that the reader is affected 
by their responses.
Significant contribution: Due to the novelty of this 
work in SA, the authors would content that this study 
makes a significant contribution to our understand-
ing of CHWs in SA, and has relevance for other 
LMICs with CHW programmes.
Ethical: Ethical approval for the study has been 
described above.
Meaningful coherence: This study has achieved 
what it set out to do. It builds on the Bukhali trial’s 
extensive process evaluation, and provides valuable 
insights for the continued implementation of the 
Bukhali intervention with the trial.

Results
Contextual realities for participants and Health Helpers
In line with previous data collected in this setting, food 
insecurity, unemployment and poverty were mentioned 
as contextual realities for participants of the trial. Given 
that HHs are primarily recruited from Soweto, and most 
are in the same age group, they also spoke about expe-
riencing similar challenges. This can help them relate 
to participants, but it can also mean that some things 
discussed by participants can be triggering, which is 
discussed further under the emotional toll on HHs 
(Sect. 3.4). These contextual realities for participants and 
HHs provide a backdrop to HHs’ perspectives and expe-
riences of the trial. HHs shared that participants disclose 
traumatic events to them, and that they have to hold a 
space for this trauma, which can mean that they are not 
able to cover intervention sessions as intended. In addi-
tion, some participants do not want to be referred for 
help, or their abuser is someone at home who they can-
not confront.

“We connect with them. We are the same age 
group, so I feel like we are going through the same 
things as well. It is easy for them to relate with us 
as well because we are the same age group. Most 
of us are from Soweto, they are from Soweto. We 
go through the same things, so it is easy for them 
to relate to us, and we can relate to them as well…
You can get through to them but in the same 

breath, they become too comfortable and start tell-
ing you things that are hectic.”

“I couldn’t do a session because the participant was 
crying; I can’t force information, she won’t even 
understand what you’ve been saying because now 
she’s emotional you know, all you have to do is just 
calm the participant down and let the participant 
go you know, and you have to follow up.”

Workload
Multiple roles
HHs spoke of numerous roles they are required to play, 
which include some that are expected as part of the 
trial (and typical for CHWs, as shown in Table  1, e.g. 
promoting health)), as well as others that they did not 
necessarily expect: “we are superheroes…we are every-
thing”. They saw themselves as educators, as they are 
aware that they need to help participants learn and 
understand the topics covered by the intervention. 
There was also an expectation for them to be a “health 
support system”, which involves reminding participants 
about clinic visits, knowing their HIV status, pregnancy 
testing (free HIV and pregnancy testing offered as part 
of the trial), and providing a safe space for this support, 
in contrast to the reportedly poor treatment received at 
public health facilities. In relation to mental health, a 
key role discussed by HHs was that of counsellor, even 
though providing this is outside of their scope of work 
as defined by the trial. However, in reality, they experi-
ence that participants want to talk about their personal 
lives, and that they need to address whatever is relevant 
to the participants’ state of mental health. In some 
cases, supporting participants in this way can make it 
challenging (and sometimes not feasible) to cover ses-
sions as planned.

“We are expected to respect them especially since 
they don’t really feel comfortable at the clinic, we are 
expected to give them a safe space where they can be 
able to share their problems with us, be able to feel 
free and ask whenever they are not sure, ask when-
ever they need help and we are expected to not tell 
them what to do but to help them set a goal or help 
them get to the point where they want to be.”

“I guess we basically have to be everything. We are 
their sisters, their doctors and counsellors. Basi-
cally we are their everything, we are their pillar of 
strengths.”

“Sometimes they are here for a session, but they end 
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up talking to you about their personal stuff. Now 
you need to shift from doing a session to also being 
a counsellor.”

Going beyond what is expected
As part of dealing with these multiple roles, HHs evi-
dently go beyond what is expected and sometimes use 
their own resources to help participants with their 
material needs, such as food, transport money, or 
clothes. This particularly seemed to happen in HHs’ 
early days when they were still navigating boundaries 
and managing participants’ expectations. They were 
aware that this is not advised because it is not sustain-
able and oversteps a professional boundary, but they 
spoke about being moved by the needs of participants 
and feeling compelled to act, even when their own 
income was limited. When participants request food, 
they refer them to non-governmental organisations 
or churches in the community that assist with food 
parcels.

“And you will find participants that will call you 
and you that, ‘I don’t have food at home, can you 
give me something? I need to take your supple-
ments’…you are not allowed to do that…We refer 
them to the NGOs that are around…There is noth-
ing you can do about it. I mean, even if you wanted 
to help I don’t think any of us can afford to.”

“I had a participant where she didn’t have anyone 
and she just got a baby…she didn’t have clothes 
for the baby, we had to talk amongst ourselves if 
maybe you have something can you bring it, can I 
give the participant and things like that... I know 
I wasn’t supposed to do that, but I’m human at 
the end of the day and I don’t want to see someone 
suffering if I can do something with it. And I know 
that it’s wrong, but I had to.”

Going the extra mile for participants was also due to 
them requesting assistance with seeking medical help, 
particularly if participants feel they do not have a fam-
ily member or friend that they can ask; or because they 
trusted their HH more. HHs try to help them draw on 
family members, but given the challenges these young 
women experience going to the clinic, offering to help 
them can help to build their relationship and trust. One 
also spoke about asking her father, a policeman, to help 
with a participant who was being abused, and they were 
able to get her the help she needed.

“I had one participant last year who miscarried 
and I think it happened around 9 at night and then 
she uh when she see blood she called me first before 

she tells her parents that something is going on and 
I was like okay so what’s going on now…So are you 
with someone at home? And she was like ja my sister 
is around, and I was like okay call your sister and 
then she called and I had to talk to her sister and 
say okay something is going on there with [name] 
can you please help her? And then I had to call them 
back and to be on the phone until the called the 
ambulance, ja, they trust us”

Health Helper Expectations
There appeared to be a misalignment between HHs 
expectations of what their roles would be in the trial, and 
the typical roles of CHWs (see Table 1). HHs expressed 
the view that their role extended beyond that which was 
expected for CHWs employed by the government, and 
some felt that they had to work to a higher standard 
within a scientific trial. Their reasons for this included the 
workload and multiple responsibilities, such as the need 
to be counsellors (even though not an expected role in 
the trial), working across multiple phases (preconception, 
pregnancy, infancy, early childhood), delivering supple-
ments, capturing session data, tracing participants, and 
testing participants. Linked to this, HHs felt strongly that 
the salary they receive does not adequately reflect their 
workload and the expectations within their role. They 
are aware that the salary was clearly communicated at 
the time of recruitment, but when the workload became 
more of a reality, this did not line up with the remunera-
tion they felt they deserve. However, given the challenges 
of employment opportunities for women in Soweto, 
many felt they have no choice but to stay with the job.

“This is what I have signed up for…with the little 
amount that we have, we have responsibilities right, 
and for you to be happy is for when your family at 
home is happy you know. If you left no food at home 
can you be able to listen to someone who is telling 
you that they have no food you know. You are sitting 
there in a session you are talking about food and you 
know you left home with no food…the motivation for 
you to assist and help the participants it won’t be as 
relevant if you were happy and there were not that 
kind of a stress at home. You will be able to tackle it 
and help the participant; but now that you are fac-
ing the same challenge you become clueless as well 
as to what you will help the participant with.”

These misalignments between expectations and real-
ity, including the issue of remuneration, are important 
to note, as these can lead to a sense of discourage-
ment, demotivation and disempowerment amongst 
HHs, which were evident in the discussions; this can 
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ultimately hamper the successful delivery of the trial if 
not addressed. It seems that many HHs may not have 
been fully aware of what their role as a HH would entail 
when they took it on, and while knowing that the sal-
ary would be low (which is also typical for CHWs), not 
being clear of what the complexity of their role would 
make it difficult to accept this salary when they were 
faced with reality.

Learning, development and support
In spite of these challenges and demands of their role, 
HHs were consistently positive about their learning and 
development. Some HHs explicitly mentioned how much 
they enjoy their job, and that they appreciate the oppor-
tunity they get to make a difference in young women’s 
lives. A few mentioned how they had learnt positive 
things about themselves, particularly in terms of their 
strengths and the type of work they could do in the 
future, such as social work.

“I really do enjoy my job, despite everything else that 
comes with it. This is something, for the first time 
I am actually finding something that I am happy 
doing…The fact that I get to help people and better 
their health and so forth, I really enjoy it. It is just 
those few things that make it difficult to be a Health 
Helper but beside that, I really enjoy it. I see myself 
doing this for like, a long time.”

Some mentioned how regular feedback from process 
evaluation and their team leader helped and motivated 
them to learn and continually improve. Some of this 
feedback is provided in regular debriefing meetings with 
the team. Most predominantly, HHs spoke about gaining 
knowledge about health, health behaviours and develop-
ment; interpersonal skills, including how to work with 
different participants, and to support behaviour change. 
Some commented on the need to be a good role model 
for their participants in terms of their own health behav-
iours, and others mentioned learning new things about 
pregnancy and infancy.

“I personally learnt that you must as a person…you 
must practice what you preach. Because you find 
participants that are very challenging that are going 
to ask you, okay you are telling me about my weight 
but what about your weight...what are you doing 
about your weight?”

HHs often mentioned the Healthy Conversations Skills 
approach that they have been trained in. This approach 
emphasises listening more than talking, and supporting 
the autonomy of participants. A number of HHs spoke 
about the challenge of needing to unlearn some things 

that did not align with this approach. Being able to use 
these skills in their personal relationships, for example, 
by applying them with their own children and sharing 
what they have learnt with family members and friends, 
was mentioned.

“…you know when you are so used to a certain way 
of doing things, you are used to influencing people 
into being what you want them to be…I’m so used 
to writing a character you know, you know when 
you write a character you just want it to be a cer-
tain way, it will develop nicely and give you a great 
story you know. So I was used to that, giving a great 
story. But when I came here I needed to learn that 
everyone is a character in their own story. You are 
just there for a certain aspect of that story, what they 
do to change their lives isn’t up to you, you have to 
learn to let them deal with it, you have to let them 
lead their own lives you know. So having learnt that 
it became easier to do the job you know, it became 
easier to come to work and not focus on other peo-
ple’s problems.”

“Definitely, the healthy conversations we go and use 
the at home with our families. That’s something also 
that I have taken, you know. Even with infancy, the 
things that I do with my daughter it is some things 
that I took from here as well. So yeah, it has helped 
us.”

On this topic of training, HHs unanimously felt that 
they were well trained and prepared for their role in 
terms of delivering the intervention; many felt that their 
time in the role had helped with this sense of prepara-
tion and confidence in their ability (learning ‘on the job’), 
and that the trial process evaluation helped identify areas 
for improvement. A few requested refresher trainings in 
Healthy Conversation Skills. The only area where HHs 
did not feel adequately trained and prepared was provid-
ing counselling (mental health support) for participants. 
Although providing such counselling for participants is 
not within their scope of work, and not anticipated to 
be such a priority issue in the planning of the trial, the 
reality is that their interactions with participants require 
these skills, or at least additional training. While HHs do 
offer pre- and post-test counselling for HIV testing, some 
mentioned that this is still difficult.

“[How prepared do you feel, for your role?] Super, 
super prepared. Yeah. I guess we need to take each 
day at a time because days are different. We do get 
training, which is something that also helps us. We 
do have debriefs, where we talk with someone when 
we have challenges. That’s where we iron things out 
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in terms of the participants that have problems and 
we sort it out.”

“So I feel like with everything else you are prepared 
but you can never be prepared for HIV results….It 
is difficult, it feels new every time, it feels like you 
are doing it for the first time every single time that 
you do it. So, you can never really be prepared. It 
is tough…You just need to be strong and put your 
emotions aside. We make sure that the participant 
is okay, so that they don’t go under distress…Some-
times the situation becomes difficult to a point that 
you end up crying because they start telling you their 
life problems.”

Building relationships with participants
It was evident that HHs’ relationships with participants 
played a potentially more critical role in the interven-
tion compared to other intervention components, 
although it is possible that the extent of this relation-
ship building was not part of HH’s original expecta-
tions of their role. They recognised the importance of 
building these relationships, since participants become 
more willing to listen and share information about 
themselves, which helps HHs in their role, and ulti-
mately helps the trial. They also recognised some of the 
key interpersonal skills they need to use to build these 
relationships and help participants feel comfortable, 
such as showing empathy, being friendly, and staying 
calm in difficult situations. A key part of this relation-
ship building is providing social support for partici-
pants, often in the absence of support in participants’ 
home environment. This support plays a crucial role in 
retaining participants in such a long-term study. One of 
the recurrent characteristics mentioned with respect to 
these relationships and support was trust. Apart from 
this trust being seen to build over time, HHs also spoke 
about not showing judgement, maintaining confidenti-
ality, and sharing some personal information helping to 
build this trust.

“Well it’s a relationship that we build you know, it’s 
not easy talking to someone you don’t know. They’re 
sitting here staring at you, asking you questions, 
but when tine goes...18 months is a lot of time for 
you to build a relationship with someone. So step 
by step you get to the participant gets to open up 
by listening to you, like how friendly are you, how 
are you listening to the participant. She becomes 
open by time and ja, you end up connecting and 
she will be able to tell you things that she does not 
share with anyone. So I think it’s a relationship 

that we build the first time that she was here…it’s a 
relationship that we build from scratch.”

“I feel like when you also use yourself as an example 
during the sessions, it builds a relationship because 
the participant will also think that you are trusting 
them with something that is personal, so it is easier 
for them to trust you with whatever that happened 
to them.”

One HH eloquently described this connection, recog-
nising a shared journey with the participants, even when 
it is known that it will be temporary.:

“I will say that for some participants you will find 
that to them they develop some type of friendship 
with you. Remember there are certain things that 
you would tell your social worker, there are certain 
things that you would tell your mom, there are cer-
tain things that you will tell your friends. So for 
them to be able to actually cough out the deep things 
that they have inside of them...they develop a feeling 
of friendship. So as a Health Helper being friendly 
allows you to build a deeper connection with most 
of them…they have this thing of saying whatever I 
tell this person stays with this person and they won’t 
judge me, they won’t tell me I’m lying about what I 
feel, they won’t be looking at me differently the next 
time that I’m here. They are aware that after a cer-
tain time it will end, and they are okay because they 
will know that it was never meant to last to begin 
with.”

Emotional toll
Need for resilience
In light of the workload and multiple roles mentioned, 
the mismatch between expectations and reality, and the 
nature of HHs’ relationships with participants, it was 
not surprising that they spoke about the emotional toll 
of their work. They expressed the need to be strong and 
resilient – to be “super woman” and “push through” – 
particularly in light of the challenging circumstances that 
participants face: “You have to carry on”. Hearing about 
participants’ challenges has taken an emotional toll on 
them, particularly since they are not counsellors who 
have been specifically trained to deal with these types of 
situations, and that providing this type of counselling is 
not part of their expected role in the trial. Since it was 
mentioned earlier that the HHs often experience many 
similar challenges in their own personal lives, putting on 
“the brave face” could be incredibly difficult, especially if 
they felt triggered by something participants mentioned.

“It is a very hectic job, it is very demanding emo-
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tionally and mentally. And no matter how you are 
feeling…I mean we are all humans, and we are all 
going through things. No matter how you are feeling 
in the morning, you still need to show up for the par-
ticipants.”

“You can relate and they can trigger something in 
you but still need to be strong because you are that 
person’s Health Helper at the end of the day. They 
can’t see you crack. So that’s also difficult. Even after 
having a difficult session you must still continue with 
your work as per normal. It is hard, every aspect of 
this job is difficult.”

Need for boundaries
Linked to the need for resilience, HHs expressed the 
need for boundaries, which is also a topic that has 
been specifically addressed in debrief sessions to sup-
port HHs, and appears to resonate well with them. 
HHs talked about learning this over time, in terms of 
finding a way to be present and hold space for partici-
pants when listening to their challenges, but also not 
becoming overwhelmed. Some struggled with leav-
ing these challenges behind at work, especially life or 
death situations. The need for boundaries also applied 
to HHs finding it difficult to establish their availability 
within reasonable hours, which did not always match 
up with participants’ expectations. Some battled with 
pressure they put on themselves to not let down their 
participants.

“Sometimes it is difficult because all the 150 par-
ticipants, they all have problems. You get home 
and they will be like ‘are you okay?’ and you will 
say ‘mm-hmm.’ But you are not because you are 
thinking about that girl who said she doesn’t have 
food. She tested positive, she is in denial. You don’t 
even know if she’s still alive. When you call her, her 
phone is off. You go to trace her, you don’t find her.”

“There was a point last year where I was fatigued…
emotionally fatigued, because of I couldn’t take 
any more in, because I had already taken so much 
of others’ emotions that I’m dealing with, that it 
was taking a toll on my own. So after having dealt 
with that I’ve managed to put a bridge and say I’m 
gonna be open, but to a lesser degree than I was 
before because it takes out a lot of me.”

When discussing boundaries, HHs often used the 
term “detach” (or not being “attached”) to describe the 
healthy distance that they needed to maintain for the 

sake of their own mental health. However, this often 
feels impossible for them.

“So in most cases…it needs you to be emotionally 
available but remain untouched...it’s very hard 
managing this because it means that at the moment 
that I’m sitting with this person I’m going to be open 
and I’m going to be this free person But the moment 
they leave I have to make sure that they take their 
baggage with them. That’s me de-attaching myself 
from their situation. But it’s really hard doing that 
because of there are certain things that you just can’t 
de-attach yourself from.”

Healthy coping mechanisms
HHs mentioned other healthy coping mechanisms such 
as expressing their emotions, sleeping, exercising, goal 
setting, reading, writing stories, talking to others, and 
adopting mental strategies to “refresh their mind”. They 
also mentioned that teamwork and peer support have 
helped them to cope with the demands of their role as 
they drew strength, encouragement, insight, learning, 
and support from each other and their team leader. This 
involved working in pairs in their offices, team debriefs, 
and speaking to their team leader when they need sup-
port or for scheduled one-on-one meetings.

“What I do is I talk to someone at home just to 
cough it out…it helps speaking to someone, it helps, 
rather than taking everything in by yourself…you 
can’t even sleep because you’re thinking about it, 
you’re thinking you could have done something dif-
ferently, but you can’t do anything. So maybe if you 
can just cough it out like I do, I cough it out.”

“Okay so we have these recordings that we do right, 
I’ll go an extra mile and ask for [name’s] record-
ing…can I please listen to your recording and 
see how you do your session. Maybe it could help 
me…I could change some things that I do wrong or 
maybe pick up on something and same applies she 
can do the same, you know. Or when we de-brief 
we talk amongst ourselves about a challenge or a 
goal that we can set and then ja, we just talk about 
it.”

Despite these ways of coping, HHs strongly empha-
sized their need for additional mental health support, 
not only for their own wellbeing, but also for them to 
do their job effectively. While there are free services 
available to them as staff members of the university, 
these are offered telephonically, and they felt that ses-
sions in person would be more helpful because it is dif-
ficult to express yourself over the phone. They argued 
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for the importance of having a mental health profes-
sional, e.g. social worker, on site that would be able 
to support them, and would be available for referrals 
of participants, given the challenges of mental health 
referrals to public health facilities, which have been 
reported elsewhere.

“We must also be counselled with some situations 
that we are facing and that participants are facing, 
how to monitor it, how to help to tackle it, help to 
explain everything to it, how to bring it back so that 
the participant can be able to understand and so 
that the participant can be able to maintain their 
mental health.”

Discussion
This article aimed to describe Bukhali HHs’ perspectives 
and experiences, and adds to recent LMIC literature that 
provides a voice to CHW’s perspectives and experiences 
[12, 22, 29, 31, 46–49], highlighting both the benefits 
and burdens of CHW’s roles. Key findings include the 
complex workload of HHs, how they manage the mental 
health demands of their work in the context of Soweto (in 
relation to participants, the positive impact of this work 
on their own learning and development, and their own 

wellbeing). Bukhali HHs’ workload includes what could 
be classified as more traditional CHW roles, but there 
appears to be added complexity due to working across 
phases of the life course, as well as, the perceived need 
to provide counselling, even though this is beyond the 
scope of what is expected of HHs. The dynamic of mis-
alignment between HH’s expectations and the reality of 
the job further contributes to this complexity. These find-
ings prompt reflection, both for Bukhali and for CHWs 
more generally, about the need to reconsider incorpo-
rating counselling skills into CHW’s scope of work, how 
they are helped to navigate the intersection of the per-
sonal and professional, and how they are fully prepared 
and trained for their multiple and varied roles. These are 
critical considerations for both the implementation of 
CHW-delivered interventions, as well as the inclusion of 
CHWs in community-based services.

The context of this trial in Soweto contributes to a 
greater than anticipated burden of mental health chal-
lenges amongst participants, which has been docu-
mented [25, 32], and highlights the need for a more 
trauma-informed approach [33] not only for the Bukhali 
study but more generally for CHWs in primary care. 
While currently in SA, counselling skill training is typi-
cally not provided, we do provide Healthy Conversation 

Table 2  Counselling skills that could be included into Community Health Worker curricula and inclusion in Healthy Conversation Skills 
training

CHW Community health worker, HCS Healthy Conversation Skills

Permissible and beneficial counselling skills that can be provided to CHWs Included 
in HCS 
training

Active listening: Teaching CHWs to listen attentively without interrupting, showing empathy, and understanding the participant’s concerns 
and emotions

✓

Empathy and compassion: CHWs to approach participants with empathy, understanding their emotional and social contexts, and respond-
ing in a caring and non-judgmental manner

✓

Motivational interviewing: Training CHWs in motivational interviewing techniques can help them encourage behaviour change in areas 
like smoking cessation, adherence to medication, and healthy lifestyle choices

✓

Crisis intervention: CHWs can be equipped with skills to provide immediate support in crises, such as family violence, substance abuse, 
or suicidal ideation, and to refer to appropriate services

✓

Health education and promotion: Training CHWs to effectively communicate health information to improve health literacy ✓
Cultural competence: Ensuring that CHWs understand and respect the cultural beliefs and practices of the communities they serve, allow-
ing them to deliver care that is culturally sensitive

✓

Problem-solving techniques: Helping CHWs learn how to guide clients through a structured approach to solving personal or health-related 
problems

✓

Referral skills: Training on how to recognise cases that need more specialised care and effectively refer clients to appropriate healthcare 
professionals or services

✓

Confidentiality and ethics: Emphasising the importance of maintaining confidentiality and adhering to ethical standards in all interactions 
with participants

✓

Basic mental health support: Providing CHWs with the skills to recognize common mental health issues, offer basic support, and know 
when to refer clients to professional mental health services

x

HIV/AIDS counselling: Given the high prevalence of HIV/AIDS in SA, CHWs should be skilled in pre- and post-test counselling, helping 
clients understand their HIV status, and providing support for those living with HIV

x

Stress management: Teaching CHWs how to manage their stress and avoid burnout, which is crucial given the challenging environments 
in which they work

x
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Skills training for Bukhali HHs (see Table 2, drawing on 
literature on Healthy Conversation Skills and CHWs [26, 
27, 50]). However, despite this training, the HHs still do 
not feel prepared to cope with the complexity of the men-
tal health burden they encountered. This is testimony to a 
burgeoning mental health epidemic in SA and the need to 
pair CHW teams with social workers. Conversely, there 
was reluctance of participants to be referred for profes-
sional mental health support is therefore surprising when 
they clearly are in need of this help. It is possible though 
that, given the stigma associated with mental health chal-
lenges and the dearth of and difficulty to access mental 
health services in a setting like Soweto, participants may 
have limited awareness and inclination to access services, 
and that accessing free telephonic services may also be 
problematic (e.g. no functional phone to call from, lack 
of privacy for a telephonic conversation). Added to the 
mental health burden experienced by participants are 
the HHs own similar experiences, since they are from the 
same context and may have faced or currently face many 
similar mental health challenges and experiences, and the 
emotional toll of their work. Although this can be trig-
gering and difficult to manage, the HHs’ geographic (and 
social) proximity to participants seems to significantly 
contribute to the successful relationships that they are 
able to develop with participants, which could also be 
positively impacted by their similarity in age, as would be 
expected [28].

Specifically, the trust built between HHs and par-
ticipants appears to be a powerful mechanism to attain 
intervention impact; the value of trust has been empha-
sised in work with CHWs in SA [21, 23] and India [51, 
52]. Trust has also been highlighted from the perspec-
tive of Bukhali participants in previous qualitative work, 
along with the potentially stabilising role that HHs can 
play in the lives of participants which are often character-
ised by instability in various fronts [36]. This adds to the 
argument that CHWs have the potential to be “powerful 
social actors”, and not “just another pair of hands” in the 
health system [53]. However, in Bukhali, it seems that the 
critical role of relationship building to establish trust and 
fully maximise the HHs potential impact is not without 
its cost in terms of the emotional toll that relationship 
building can take.

Also, the issue of renumeration as it relates to recog-
nition for HHs’ contribution has been raised in previ-
ous research [21, 22, 54–57] and is indeed a challenge 
we have noted as a critical factor in CHW’s motiva-
tion, performance and retention. Any future scale-up 
of CHW-delivered interventions needs to consider 
this issue of remuneration (and workload) of CHWs 
to optimise morale and motivation and hence imple-
mentation, although the challenges of doing this in 

resource-constrained settings are recognised, along with 
the need for political and economic support [58]. Fur-
thermore, as pointed out earlier, CHWs need to be clearly 
informed and prepared for the various roles they might 
play, and that they be required to go beyond these roles 
without additional remuneration in resource-constrained 
settings.

Given the importance of considering contextual factors 
that influence the implementation of CHW programmes 
and performance of CHWs [55, 59], these findings pro-
vide valuable understanding of how the Soweto context 
impacts on the Bukhali trial and HHs, but CHWs more 
generally. Firstly, as in many LMIC contexts, the com-
plexity of multiple roles can impact on the delivery of 
the intervention as HHs/CHWs are required to flexibly 
switch between roles, depending on what may be a pri-
ority for a participant, what is urgent within a particular 
phase of a trial, or specific demands with a certain soci-
oeconomic context. To some degree, this relates to the 
task-shifting associated with CHWs, and just as the eth-
ics of task-shifting need to be considered in terms of the 
toll this takes on CHWs [48], the toll of this role switch-
ing also warrants attention. Potentially, as CHWs become 
more mainstream within health services, task differen-
tiation and specialisation maybe be useful strategies to 
counter overburdening CHWs and providing a career 
development path.

Secondly, the emotional toll of this type of ‘front line’ 
work in a context such as Soweto can negatively impact 
on implementation if HHs/CHWs burn out or do not 
have the emotional and mental capacity to engage in 
meaningful interactions with participants mentioned 
above. While the resilience of HHs/CHWs is admira-
ble, a dependence on this resilience in the context of the 
intergenerational trauma so prevalent in SA is unhealthy. 
Continuing to provide training and support on skills such 
as healthy boundaries and coping mechanisms, including 
peer support, is critical, along with mental health sup-
port for these types of workers. In addition, more formal 
training on counselling skills could assist in this regard, 
and is a crucial consideration for future implementa-
tion of Bukhali and other similar CHW programmes. 
Addressing the counselling skills of CHWs could not 
only contribute to their future professional development, 
but could also assist with the urgent need to address the 
mental health services gap and help to destigmatise men-
tal health challenges in settings like Soweto, and in SA 
more broadly.

This increased scope in CHW’s skills to address men-
tal health comes with a need for supportive supervisions, 
and the switching mentioned above would also benefit 
from supportive supervision. The importance of support 
for CHWs in challenging settings, like Soweto, has been 
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highlighted [54, 60], along with supportive supervision 
for CHWs [23, 55, 61–64]. Our findings indicate that, 
given the nature of embedded community-based work 
in resource-constrained settings like Soweto, systems 
of support (e.g. supervision, peer support, mentoring, 
professional development opportunities) are critical for 
scale-up of a CHW-delivered intervention.

Thirdly, HHs’ accounts of their own learning and devel-
opment as a result of their involvement in Bukhali indi-
cate that the positive gains of this type of work could be 
amplified to help counter some of the emotional toll of 
this work. This could include highlighting the interper-
sonal skills obtained, the ability to work effectively in 
multilingual environments, and increased self-awareness. 
A sense of self-efficacy and enactive mastery, and an 
increase in self-esteem have previously been identified as 
mechanisms for improving CHW performance in LMICs 
[65].

While the focus on CHWs from one intervention could 
be perceived as a limitation of this study, this has allowed 
for consideration of unique features of these HHs’ expe-
riences in a specific context. As discussed above, these 
findings have implications for other settings not just in 
terms of how contextual factors can influence implemen-
tation of CHW-delivered interventions, but also, consid-
erations to build into CHW health service programmes. 
The exploratory nature of the study may be seen as a 
limitation, but given the importance of highlighting 
CHWs perceptions and experiences, the study has helped 
to elucidate relevant issues. The small number of focus 
groups could also be viewed as a limitation, but all 13 
CHWs employed at the time of the data collection were 
included, and we were able to explore their perspectives 
in depth.

Conclusions
In conclusion, while the findings of this study have been 
viewed through the lens of trial implementation and pro-
cess evaluation, we have attempted to give voice to the 
Bukhali HHs. Since CHWs are an often marginalised 
and undervalued sector of the healthcare workforce in 
LMICs, it is therefore important that their perspectives 
and experiences are shared [49]. In SA, CHWs hold great 
potential to not only address critical health issues and 
provide an important health service, but also, can posi-
tively impact mental health through the building of trust-
ing relationships and provide much needed support for 
young women and families. The broadening of CHW’s 
scope of work to include counselling, for which they are 
appropriately trained and remunerated, should be given 
serious consideration. Indeed, future research is needed 
to provide further evidence and implementation learning 

on the effectiveness of CHW-provided mental health ser-
vices, within contextual realities [8, 9].
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