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Abstract

As demand for health services grows, task-shifting to lay health workers has become
an attractive solution to address shortages in human resources. Community health
workers (CHWs), particularly in low-resource settings, play critical roles in promoting
equitable healthcare among underserved populations. However, CHWs often shoul-
der additional burdens as members of the same communities in which they work.
We examined the experiences of a group of CHWs called Mentor Mothers (MMs)
working in a maternal and child health programme, navigating the crossroads be-
tween personal and professional life in the rural Eastern Cape, South Africa. Semi-
structured qualitative interviews (n = 10) were conducted by an experienced isiXhosa
research assistant, asking MMs questions about their experiences working in their
own communities, and documenting benefits and challenges. Interviews were tran-
scribed and translated into English and thematically coded. Emergent themes include
balancing roles (positive, affirming aspects of the role) and blurring boundaries (chal-
lenges navigating between professional and personal obligations). While many MMs
described empowering clients to seek care and drawing strength from being seen as
a respected health worker, others spoke about difficulties in adequately addressing
clients’ needs, and additional burdens they adopted in their personal lives related to
the role. We discuss the implications of these findings, on an immediate level (equip-
ping CHWs with self-care and boundary-setting skills), and an intermediate level
(introducing opportunities for structured debriefings and emphasising supportive
supervision). We also argue that, at a conceptual level, CHW programmes should
provide avenues for professionalisation and invest more up-front in their workforce

selection, training and support.
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1 | INTRODUCTION

Recent estimates indicate that by 2030, there will be a global
shortfall of 18 million health workers, primarily in low- and mid-
dle-income countries (LMICs) (World Health Organization, 2016).
As demand for health services grows, task-shifting to lay health
workers has become an attractive solution to attempt to close
these gaps (Fulton et al., 2011; Okyere, Mwanri, & Ward, 2017).
A well-developed evidence base supports the effectiveness of
lay and community health workers (CHWSs) in addressing areas
of maternal and newborn health (Rotheram-Borus et al., 2011),
HIV/AIDS support (Mwai et al.,, 2013), psychosocial support
(Nyatsanza, Schneider, Davies, & Lund, 2016) and child nutrition
(le Roux, Rotheram-Borus, Stein, & Tomlinson, 2014; Yousafzai,
Rasheed, Rizvi, Armstrong, & Bhutta, 2014), among other do-
mains. Furthermore, research has documented the potential fis-
cal benefits of task-shifting (Seidman & Atun, 2017), promoted
modes of strengthening existing community-based programmes
to deliver quality interventions at scale (Perry et al., 2017) and
raised key considerations and challenges for policy makers (Deller
et al., 2015).

Much of the literature about CHWs describes a generally mo-
tivated workforce (Greenspan et al., 2013), buoyed by a sense of
purpose and dignity (Swartz & Colvin, 2015) and an opportunity to
earn an income while helping their peers (Singh, Negin, Otim, Orach,
& Cumming, 2015). Qualitative accounts of CHW programmes in-
dicate that CHWs readily take on additional roles, and are mobil-
ised by a sense of service and deeper connection to their clients
(Busza, Dauya, Makamba, & Ferrand, 2018). Particularly in LMICs,
CHWs have emerged as critical in promoting equitable care, serving
families in regions that are typically underserved by formal health
systems (Sommanustweechai et al., 2016). Most CHWs work in
their own communities, making them well-suited to connect to their
peers; this proximity also facilitates broader acceptance of CHW ini-
tiatives (Scott et al., 2018). The majority of CHWSs, an estimated 70%
globally, are women (Lehmann & Sanders, 2007).

The CHW role also requires individuals to shoulder specific
responsibilities and expectations (Mundeva, Snyder, Ngilangwa,
& Kaida, 2018). While CHWs are often selected based on demon-
strated interpersonal competencies, previous experience and/
or geographic location, they typically undergo limited pre-service
training (Lehmann & Sanders, 2007), and as a result may lack the
requisite professional skills and support to navigate the complexities
of their roles (Pandey & Singh, 2015). In transitioning from a com-
munity member to a trained paraprofessional, CHWs may be unpre-
pared to negotiate local power dynamics and how this may shape
clients’ healthcare access (Lehmann & Gilson, 2012). Many CHW
programmes are also situated in resource-constrained settings, with
poor health infrastructure, which may complicate their experiences
of supervision, or demand more from them personally to attain pro-
gramme goals (Rotheram-Borus et al., 2017; Satti et al., 2012). CHWs
may underestimate the challenges of addressing the health needs of

their peers, and the additional emotional toll this may take.

What is known about this topic?

e Community health workers are critical members of the
healthcare workforce, and can face additional responsi-
bilities as they provide care for their own communities.

e These challenges and the complexity of these workers’
experiences are not well understood or documented,
especially in resource-limited settings.

What does this paper add?

e Community health workers found purpose in their roles;
they also described additional burdens related to pro-
viding care in a resource-limited setting.

e Boundary-setting and communicating expectations
were two areas where community health workers
struggled.

e Community health workers could benefit from more
structured opportunities for self-care, debriefing and
professional development as they navigate challenging

work environments.

These realities challenge many healthcare workers in demanding
circumstances; however, they can be more pronounced for CHWs,
especially in LMICs. These circumstances also call into question the
idea of CHWs as a ‘tool’ to solve entrenched problems, which has
been the de facto response in global health policy (Perry, Zulliger, &
Rogers, 2014). Considerations about how CHWs navigate community
spaces are essential for implementation research that aims to track
the effectiveness, long-term sustainability and scalability of commu-
nity-based health interventions (Pallas et al., 2013). Although most
CHWSs are embedded within the communities they serve, there is
limited research on how their performance is linked to, and interacts
with, the context in which they work (Kok et al., 2015). Furthermore,
the voices of CHWs themselves have been largely absent from this
body of literature (Maes, Closser, & Kalofonos, 2014; Swartz, 2013).
Some researchers have begun to explore CHWSs' perspectives on
their roles and their motivators (Swartz & Colvin, 2015), and how
they navigate the dual imperatives of working within their own com-
munities while providing services as paraprofessionals (Pandey &
Singh, 2015). These studies suggest that CHWSs’ experiences require
careful, nuanced consideration. More evidence is needed describing
the individual perspectives of CHWs in low-resource settings, espe-
cially as relates to the benefits and demands of the role, and their
competencies for managing their own self-care as well as their cli-
ents’ care. Some of these considerations may be particularly relevant
for women who manage households while working as CHWs. This
understanding is vitally important as this cadre increasingly assumes
the burden of primary healthcare in under-resourced communities.

The South African context is especially relevant for exploring
these dynamics further. In the nearly three decades since the coun-

try's transition to democracy, government-funded CHWs have only
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more recently become integrated into national policies for improv-
ing quality and access to health services, through what are known
as ward-based outreach teams (Schneider & Nxumalo, 2017). In
response to prior shortcomings across a highly inequitable social
and health landscape, however, parallel non-governmental organi-
sations (NGOs) have implemented and expanded CHW programmes
(le Roux et al., 2014). While this arrangement is not uncommon
(Lehmann & Sanders, 2007), it also may create additional challenges
for programmes and their staff operating as a supplement to formal
health systems.

This paper examines the experiences of a group of CHWs nav-
igating the crossroads between personal and professional life in an
NGO-based maternal and child health home visiting programme,
the Enable Mentor Mother Programme, in the rural Eastern Cape
Province of South Africa.

2 | METHODS
2.1 | Design

This study employed a qualitative exploratory design. The Health
Research Ethics Committee at Stellenbosch University granted ethi-
cal approval (N16/05/062).

2.2 | The Enable Programme

The Enable Mentor Mother (MM) Programme (further referred to
as Enable) was established to improve maternal and infant mortal-
ity and morbidity in South Africa's O.R. Tambo District, one of the
country's worst-performing health districts, located in the Eastern
Cape Province (District Health Barometer, 2019). Enable utilises a
programme model originally developed by Philani Nutrition Centres
Trust in the peri-urban settlement of Khayelitsha, South Africa
(Rotheram-Borus et al., 2011). Enable, established in 2016 as the
first ‘social franchise’ of this model—taking it to a new, rural location,
under new management—recruits women to work as MMs in their
own communities to improve maternal and child health outcomes.
Enable is operated by the One to One Children's Fund, a non-profit
organisation, and throughout the course of the social franchise
agreement has continued to be guided by strategic and supervisory
support from the Philani Nutrition Centres Trust. While MMs work
in tandem with existing governmental health infrastructure, the pro-
gramme and organisation they represent are separate from the for-
mal health system.

This model employs a ‘positive deviance’ approach, seeking to
identify mothers who—despite sharing common adversities with
their peers—practice behaviours that enable them to raise healthy
children (Marsh, Schroeder, Dearden, Sternin, & Sternin, 2004). Local
community leaders hold informational meetings and help programme
managers identify these mothers, who are invited to submit curricula

vitae. Candidates are interviewed and undergo a 6-week training run
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by experienced trainers sent by Philani. Trainees are subsequently
evaluated through practical and paper-based examinations, and one
MM per area is selected to work in the community where she re-
sides. MMs enroll pregnant women and underweight-for-age chil-
dren through home-based visits—providing education, support and
advice about nutrition, perinatal health, HIV/AIDS and infant care
and linking these clients to necessary care (Tomlinson et al., 2016).
They are expected to work 25 hr weekly (from 9:00 until 14:00) and
to travel to each client's home on foot.

2.3 | Study setting

The area where Enable operates consists of families living in predom-
inantly traditional rural homesteads—which tend to be clusters of
several houses and an attached enclosure for livestock, occupied by
an extended family—that lack on-site running water and electricity.
Approximately 89% of households served by Enable receive monthly
government-issued, means-tested child support grants (nearly all
households in the area are eligible). Furthermore, a large majority of
adults are either unemployed, or migrate circularly or permanently
to urban centres for work (Hall & Posel, 2019). Although the South
African government provides free primary healthcare, the quality of
care is uneven across a significant rural-urban divide, and is incon-
sistent in the O.R. Tambo District. The region has a widely dispersed
population, and resource limitations, as well as long distances to

health facilities, make health-seeking challenging for Enable's clients.

2.4 | Sample

At Enable's inception, 14 MMs were selected to work in their respec-
tive areas. One MM was later promoted to the supervisory team.
Each of the remaining 13 MMs were invited, and agreed, to be in-
terviewed by an experienced, isiXhosa-speaking research assistant
employed by [blinded for review] the University (VN), with whom
they were acquainted through prior external capacity-building train-
ings. All MMs were led through an informed consent process before

the interview in their home language, isiXhosa.

2.5 | Data collection procedure

CL drafted a semi-structured interview guide. The interview sched-
ule covered topics including, working in one's own community, ne-
gotiating entry into homes and the process of relationship-building
and developing trust with clients. Questions also asked about peer
support, supervisory roles and how MMs viewed their responsibili-
ties as lay health workers. The interview guide was revised together
with VN. Three preliminary interviews were conducted in November
2017 to gather a first round of data and help refine the interview
guide. From February-March 2018, the remaining 10 interviews

were completed; these interviews lasted between 1 and 2 hr.
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All interviews were audio-recorded with participant consent,
and each recording was securely transferred to a cloud-based plat-
form for data storage and backup. After all interviews were com-
pleted, three experienced transcribers translated and transcribed
each recording simultaneously from isiXhosa into English, discussing
any challenges as a team. The interviewer (VN) checked approxi-
mately 30% of transcripts for clarity and accuracy. The senior tran-
scriber checked those transcripts completed by two more junior
transcribers.

2.6 | Data analysis

The 10 main interviews completed in 2018 comprised the final an-
alytic sample; transcript data from these interviews were system-
atically analysed. CL read each transcript twice and used inductive
coding to identify emergent themes, resulting in 49 codes, 29 of
which were present across a majority of transcripts. SR read and
coded two interviews for quality control purposes (20%). CL and SR
discussed key themes during multiple meetings and addressed small
discrepancies in interpretation or framing. Salient themes emerging
across interviews were grouped into two overarching themes—bal-

ancing roles and blurring boundaries—with seven sub-themes.

3 | RESULTS

Mentor Mothers were, on average, 36.9 years old at the time of the
interview (range 24.6-51.8 years, SD = 7.85). Six had completed high
school, with the remaining four completing Grade 10 or Grade 11.
At the time of the interviews, they had each been employed as MMs
for approximately 18 months, and had accumulated caseloads that
included an average of 30 maternal clients. One of the 10 MMs had
undergone health service provision training prior to being recruited
by Enable.

3.1 | Balancing roles: finding purpose as a
paraprofessional

MMs described a sense of being recognised by the community and
pride that came from their job. Leveraging their identities as commu-
nity members, they stated that they connected to clients easily and
felt motivated by serving their community; they also utilised profes-

sional skills to empower clients and counsel them confidentially.

3.1.1 | A feeling of recognition and sense of dignity

MMs spoke about the sense of dignity that was a benefit of their
role. They reported feeling valued, as individuals who were seen to
be able to make a difference, as well as feeling pride in earning a

salary and working in their own communities. One MM pointed to

‘that thing of being called nurses’ as a motivator, and a way of feel-
ing respected by the community—‘that means there is a big role you
play'(MMé). As many residents seeking formal employment are
forced to migrate and live away from their families, the ability to
work within their own community was described as an added ben-
efit and convenience. ‘What is nice is that you wake up at home and go
to work and you do not rent. You will bath and go to the field to people
that you know’(MM3). She continued, ‘even if the money is little, that
hope of having money at month-end, it can make you feel confident even

when you walk on the road’.

3.1.2 | An ability to form connections with clients

Underpinning themes of dignity and empowerment was a deeper
sense of connection. Some MMs repeated lessons from train-
ing when characterising their approaches to relationship-building,
reiterating humility, respect and approachability to gain accept-
ance and build clients’ self-esteem. Many approaches were tied to
MMs' embeddedness in their own communities. The idea of ‘being
known' often reduced barriers to entry and facilitated connection;
MMs often noted that their actions on the job reflected their indi-
vidual characters. As one MM said, trust was essential in the job,
‘especially when they know you are also from the same place, you live
here, and what kind of a person you are’'(MM2). Similarly, another MM
explained, ‘I feel very happy because | work with people that | know
most of the time, that also know me, trust me and know that | am so-
and-so's child and what my home is like because people are able to be
open’(MM?7). This MM contrasted what it might look like if her inter-
viewer were to go house-to-house, citing difficulties because clients
would not know her history and might not open up with her. Another
MM spoke about being the only one who graduated high school in
her village, and noted, ‘I never got scared [people] might judge me [as
a MM]...people used to come to me because | have always been that
person'(MM5). Being ‘that person’ enabled her to feel comfortable
taking on an advising, supporting role, albeit with new parameters

and training.

3.1.3 | Using context to build professional
relationships

Many MMs linked their success to a specific ‘community member’
advantage. On another level, this embeddedness also gave MMs ac-
cess to insider knowledge, allowing them to use creative ways to en-
gage potential clients—harnessing what might be considered village

gossip to enroll new clients. As one MM explained:

You will hear someone saying hey sis, you must go
to so-and-so's home..When | get there, | do not say,
hey [this person] says that you are pregnant, no,
| would just say ‘I saw you girl on some other day

when | was passing, and you were hanging clothes
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on the line, | said to myself by the look of things you
must be pregnant’...they would laugh and give me
the truth that | wanted, and | would open a folder.
You see if | was in a village that | do not know, there
is no one that would come and whisper to me about
that(MM3).

Using this closer understanding of appropriate approaches,
MMs described gaining their clients’ trust. MMs reported that this
kind of approach seemed to reduce feelings of shame or judgment
of one's situation, especially as many of these clients were living in
difficult circumstances. Another MM spoke about the importance of

compliments:

You get in and chat in general, maybe about some-
thing that will make them happy, maybe say, “your
beans look nice” or maybe compliment even the dress
she is wearing...by that you are trying to build that
relationship(MM2).

Choosing the right words, and being able to connect with clients

in small yet important ways, was described as central to MMs’ roles.

3.1.4 | Empowering clients through the intervention

MMs spoke about empowering others as they were trained to do
through home visit interactions, especially through emphasising
confidentiality and autonomous decision-making. Just as closeness
might foster connection, the interviewer noted that it might invite

mistrust:

Interviewer: How do you [reassure] people...maybe people would
say, ‘no, | know [her], she grew up in this village and | would
never tell her this thing because | do not want this thing to be
known by people in the community’?

MMY7: | would promise them that | would never talk about that thing,
if they talk about it to me and to me only, they will never hear

another person talk about it...| was taught a lot about that.

Echoing this theme of client respect, MMs explained the impor-
tance of a client making decisions about her own health: ‘I do not force
the person. Everything is up to her'(MM7). Another emphasised:

I don't wear my client's shoes...all | do is | give advice to
my client about that situation she is facing at that mo-
ment so, | sit down with her and talk about how what
I think about that situation, but | don't make decisions
for her and also ask her what she thinks(MM10).

This approach reflected a delicate balance between engaging the
personal with the professional, prioritising a client's right to privacy

within a tight-knit community, alongside a right to autonomy.
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3.2 | Blurring boundaries: encountering challenges
in the job

As MMs emphasised their ways of capitalising on their community
embeddedness, they also acknowledged the ways that it might de-
mand more of their professional and personal selves. Being recog-
nised also meant bearing the weight of expectation; MMs had to
navigate both sides of this role, with less control over where bounda-

ries might be drawn.

3.2.1 | ‘No one asked me [to do this]’

MMs spoke about being available for their clients at all times—even
when this conflicted with their personal lives or professional train-
ing. For many MMs, having to restrict their working hours to be-
tween 9:00 and 14:00 was unrealistic if clients had additional needs.
One MM described ‘leaving the pots on’ after she had started mak-
ing dinner to put on her uniform and go help a client who had called
with an emergency. She noted:

You don't ever think that you supposed to tell the
manager that today, | left work at five, the only thing
you think is that | have to help this person, [it] doesn't
matter what time | knock off, I'm not supposed to say
I'm rushing for 14:00, rather this person die because
you want to knock off at 14:00(MMé).

She noted this was part of the job for which she was grateful: ‘if |
pushed and managed to help a person, | see that as an achievement even
though it was difficult’. Often, MMs did not seek credit or pay for this
additional work, recognising it as essential for the client but something
they were not necessarily supposed to be doing. While MMs described
this practice as fulfilling their responsibilities to their clients, they si-
multaneously blurred the lines of what might be seen as professional.

Most MMs portrayed these tendencies to help after hours as
self-prompted, rather than based on their proximity, on community
members’ expectations or a sense of guilt. Some MMs discussed the
need to apply principles of fairness across clients, especially in chal-

lenging cases:

[Later] | would be thinking of a plan to use in order
for things to get better there...Because of the way
that | am so eager to make a change in the commu-
nity, so that thing makes me feel guilt, it would seem
like | am not attending their problem because of a
reason(MM4).

This sense of commitment often embodied more instrumental
forms of support. MMs spoke about bringing food from their own
gardens to certain clients so that they could digest their antiretroviral
medication, and sending sick children to the clinic on public transport

using their own funds—yet described these acts as routine. Even if
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this extra effort sometimes felt like a burden, MMs seemed willing to
shoulder that responsibility: as one MM explained, ‘I would say, | made
myself tired, because no one asked me [to do this](MM1).

This ambivalence between choice and constraint also related to
how situations could be reflected back to the MM. One MM noted
that being close to clients also invited the possibility that any gossip
about someone's health information could be pinned back on the
MM, even if she was not to blame(MM3). Others described an inter-
nalised imperative to ‘live’ the role, reiterating: ‘| must do what | tell
people to do. They must see me doing it'(MM1). For many of the MMs,
testing for HIV and being open about their status was one example
of this, especially in a region with high prevalence rates but similarly
high stigma. One MM spoke about how she used to run an informal
tavern, and she realised she had to choose between being a MM or
keeping her business open to reflect her own integrity. Using per-
sonal examples with their clients, MMs reiterated the importance of
taking their own advice, revealing reverence for, and perhaps bounds

set by the role they had taken on.

3.2.2 | Struggling to practice self-care

While most MMs recognised the need for self-care to do their jobs
well, some MMs struggled to keep home and work separate. One
MM described her after-work routine: ‘we were taught that we must
not take people's things and make them ours, so | would get home, drink
water and be at peace’(MM8). Another noted, ‘[you can] lose your situ-
ation over problems that are not yours'(MM9) if you start to reflect
on clients’ problems. By not promising clients more than they could

give, MMs found ways to erect boundaries:

We do not promise things that we do not have, we
tell them that we bring nothing, we just came in to
change the situations in homes, with things like, what
must one do when they are pregnant, what must they
do with the baby is underweight, there is nothing else
that we bring(MM10).

In these ways, MMs articulated their capacities to make distinc-
tions between clients’ problems and their own lives, especially where
they were experiencing similar deprivation.

Nevertheless, some MMs struggled to manage these burdens,
particularly those who described being emotionally connected to
clients. One MM described coming home to rest after difficult days

and having to explain her tiredness to her daughter:

At home they now know, | just go to sleep when there
is something troubling me. My daughter would ask
me, ‘mom, what happened in the field? why do you
come home troubled?’ | would tell her that, ‘no, stop,
| just need to sleep first, | would then sleep. When |
wake up, [lI] tell them that it is because we work with

people and sometimes the problems would be too

much in the community, so sometimes you must just
leave me(MM4).

Often, problems might re-emerge after the working day had
ended, and unresolved issues could weigh on MMs' consciences as

they cooked dinner, engaged with their families or lay awake at night.

MM7: You have a big challenge every time you arrive [home] and
your mind is still on that thing, even though sister said in the
training that you must not carry someone's burden. But it is
not easy to not carry that person's burden, because you want
to help that person, sometimes you would feel that there are
difficulties.

Interviewer: Okay...what do you think it is that causes that?

MMY7: | think that it is caused...I would say, sis, it is caring, caring for

that person, you wish to see them past that problem

Despite professing an understanding of self-care and bound-
ary-setting, the blurring of boundaries and closeness to clients in prac-
tice complicated this logic.

3.2.3 | Disrupting dynamics at home

Lastly, even as MMs discussed being able to empower clients to seek
care and make decisions, they sometimes encountered resistance to
their own empowerment as MMs in their personal lives. Being an
employed person in a community with extremely low rates of formal
employment engendered a different burden, inviting accompanying

jealousy from this status change.

People are alright now, but when we started, yoh, it
was hard because we were many when we went to the
training, and we were not all hired. So when you enter
a home you would have to explain why so-and-so was
not hired and why were you hired, and you don't even
know why you were hired at that time(MM8).

In addition to facing scrutiny from community members, some
MM s described a disrupted home dynamic due to shifts in cultural ex-
pectations. One of the MMs who was married spoke about her new-
found financial independence as something that her husband both
appreciated, and felt threatened by.

MMY7: He would feel like that, when he was not working he was
happy that | was working, but he was worried that he was
supported by his wife at the end of the day.

Interviewer: What are the things that he would say, or express him-
self with, to show that he does not like being supported by
his wife?

MMY7: For example, my husband is someone that drinks, he would
come home drunk and say, ‘hey, this thing of being supported

by a wife, having your children raised by the wife, with food
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| am looking at this wife, with everything, even at school she
has to take care of the children.’ He would look down on him-

self, you see?

As this MM articulated some of the tensions that had entered her
marriage and home, she was simultaneously able to recognise these
challenges and contextualise them. Another MM shared tensions that
had arisen in her household, where she as a young wife (makoti) was
expected to plan meals and clean. After accompanying a client to an
emergency clinic visit, she recalled, ‘I arrived at home past eight and
when | got home, | saw the mood had changed, but | told myself that what
matters is | helped the baby'(MMé). Despite the apparent irritation from
other female household members, she said her husband and family had
come to acknowledge and accept her new role.

4 | DISCUSSION

In this article, we have described the complexity Mentor Mothers
face—as women trained and employed to deliver a maternal and
child health intervention in their own communities—in navigating
the crossroads between their professional roles and their personal
lives. This process of engaging in a relatively new role within a fa-
miliar context was described by many as empowering, pushing them
to ‘live’ their role with a deep sense of personal integrity. In bridging
personal and professional domains, MMs identified ways of forging
personal connections while also using their professional role to es-
tablish credibility. They drew strength from being recognised and
respected in their communities and internalised the importance of
their roles as they described working extra hours and being available
for clients. In other literature, CHWs often self-identify as advocates
and connectors, employing flexibility and creativity to meet their cli-
ents’ needs (Ingram et al., 2012).

However, this role also exposed them to community and famil-
ial expectations of selflessness, equitably applied care, maintaining
domestic responsibilities at home and a tacit understanding that
extra work did not amount to extra pay. As such, the advantages
they experienced were also tempered by conflicting situations
they faced. Not all challenges described were specific to commu-
nity health work; they included finding a balance between home
and work spheres, adapting new strategies to reach job-related
goals and employing personal qualities and acquired skills to per-
form well (Buykx, Humphreys, Wakerman, & Pashen, 2010).
However, other experiences echoed the burdens facing other South
African health personnel in rural settings (Braathen, Vergunst, Mji,
Mannan, & Swartz, 2013; Engelbrecht, Bester, Van den Berg, & Van
Rensburg, 2008), and also reiterated the distinct challenges that
CHWs navigate (Razee, Whittaker, Jayasuriya, Yap, & Brentnall, 2012;
Roman, Lindsay, Moore, & Shoemaker, 1999; Scott et al., 2018). As
CHWSs' work and home spheres overlap more than usual, they may
face expectations (or create them) about when boundary-setting is
acceptable, and when it is not. For example, feeling obligated out of

a sense of loyalty or care to provide a hot meal, or a transport fare, to
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a struggling client was not atypical; yet it posed challenges for MMs
who were not necessarily always in a financial position to provide
this mode of support.

While recognising the value that individual MMs place on their
roles, it is also necessary to think critically about what these chal-
lenges mean for CHWs, who are often pitched as a ‘solution’ work-
force for countries struggling to meet population health needs,
(Colvin & Swartz, 2015). The substantial public health literature on
CHWs in LMICs, and the daily challenges they face, tend to focus
on performance improvement—citing barriers around community
acceptance, equipment needs and training needs more specifically
(Ballard & Montgomery, 2017). Fewer studies investigate the role of
occupational, CHW-specific challenges of working within their own
communities (Trafford, Swartz, & Colvin, 2017). For the MMs in this
study, employed by a non-profit organisation to expand care to ma-
ternal and child clients in areas far from health facilities, these roles
may be even more community-centric when compared to South
African government-funded CHWSs who are primarily based in clin-
ics and are expected to conduct outreach work (Schneider, Sanders,
Rohde, Besada, & Daviaud, 2018). These considerations are also
largely absent from larger-scale research and advocacy work that
advocates task-shifting key health roles to CHWs (WHO, 2018). The
advantages of CHWs, such as their comparably low cost (McCord,
Liu, & Singh, 2013), cultural affinity with clients (Kok et al., 2017)
and logistical flexibility as a workforce (Herman, 2011), are often
posited as critical determining factors in national strategic plans and
global guidelines promoting CHWs—at the expense of more person-
alised, nuanced examinations of their experiences and capabilities.
Our research attempts to address this gap, and we consider three
potential ‘levels’ to consider how to interpret and operationalise
these findings in other community health programme contexts. We
believe these implications are relevant for both NGO-based commu-
nity programmes such as Enable, as well as nationally implemented

programmes.

4.1 | Implications of these findings: immediate,
intermediate and conceptual

At the most immediate level, these findings highlight a need for
programme leadership to equip CHWs with self-care and boundary-
setting skills. Pre-service and in-service training should be framed
to equip CHWs with opportunities for growth and skill-building, and
should consider integrating this skillset with sessions on soft skills
such as interpersonal engagement or relationship building. These
skills can include evidence-based techniques for self-care and stress
relief—identifying stressors, journaling, support networking and/or
relaxing techniques. They may also harness locally derived strate-
gies that CHWs are already effectively employing in their daily
work. Just as some MMs shared strategies to detach from their
clients’ needs when arriving home, other research has echoed the
need for health workers to engage in client relationships without
becoming too invested. Accredited Social Health Activists (ASHAs)
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in India performed better and were found to be better protected
against stress and burnout when they practised ‘surface-level’ emo-
tional labour that enabled them to connect to clients outwardly.
ASHAs engaging in ‘deep-level’ emotional labour, conversely, took
on more clients’ burdens and suffered from this closeness (Pandey
& Singh, 2015). Similar research with Brazilian community-based
health agents and South African community-based volunteer
caregivers has also identified high levels of stress and burnout,
stemming from lack of support, depersonalisation and emotional
exhaustion (Akintola, Hlengwa, & Dageid, 2013; Silva & Menezes,
2008). However, additional work from LMICs is needed in order to
frame successful strategies for mitigating these factors and better
supporting staff to erect necessary boundaries.

Secondly, many CHW models would benefit from more routine
opportunities for supportive supervision to reduce occupational
burdens. Programme leadership should carefully consider these pro-
visions at the inception stages of programme implementation and at
any subsequent stage of expansion. While MMs shared their personal
ways of coping, they spoke less about routine, structured opportu-
nities for sharing emotional burdens with peers and supervisors.
Supportive supervision, which extends beyond managerial oversight
to encompass a more multi-faceted ‘humanised’ type of support,
has been found to be linked with improved CHW performance and
motivation (Kok et al., 2018). Such comprehensive supervision can
be challenging to implement consistently, however, facing the same
geographic and resource limitations that programmes themselves
encounter (Bailey et al., 2016; Ndima et al., 2015). Additional psy-
chosocial support strategies—such as routine debriefing, a strategy
commonly used with registered counsellors and mental health pro-
fessionals, as well as peer-to-peer support—could further benefit
and support CHWSs (Deahl, 2000). Shifting the supervisory focus
from observing clinical challenges, monitoring performance and
providing informal support (Hernandez, Hurtig, Dahlblom, & San
Sebastian, 2014) to providing structured opportunities for debrief-
ing, case sharing and team problem-solving (Rabin, Saffer, Weisberg,
& Kornitzer-Enav, 2000; Tseng et al., 2019) is an important step in
constructing a more supportive, responsive programme. There is
further scope for research on supervisory mechanisms and practices
to understand how to mitigate challenges within community settings
and ensure quality in programme implementation (Rotheram-Borus
et al., 2017).

On a broader conceptual level, these findings also highlight
ways that existing models and assumptions about CHWs may dis-
advantage these workers. Lay and community health workers are
overwhelmingly women, seen to fit nurturing roles as ‘care work-
ers’, who tend to be remunerated poorly, if at all (Daniels, Clarke, &
Ringsberg, 2012; George, 2008). CHWs are often seen as an indis-
pensable solution to health system failings from policy makers’ per-
spectives, able to operate within'lean’ models of care and mobilise
in the face of considerable resource constraints. On the other hand,
they take up the mantle of work that a functioning health system
should be conducting, and do so in ways that are often undervalued
and overlooked (Di Paola & Vale, 2019). How can CHW models be

strengthened to fit these needs and plays supporting roles, without
placing undue burdens on CHWs?

One response is a clearer division between personal and profes-
sional domains, comprising a more intensive, up-front investment in
training and professionalising the CHW workforce. This approach
moves beyond the ‘positive deviance’ model, which has been found
to be a promising way to identify motivated, gifted CHWs, but may
also blur the boundaries between personal and professional to create
a greater burden. By living and working within the same community,
CHWs may engage more intensively with beneficiaries than formal
health sector interventions could (Smith et al., 2014). However, there
are ways to establish divisions more concretely. Training CHWs on
how to provide ‘synthetic social support’ —characterised by targeted
(not organic) social networks, and non-reciprocal, time-limited cli-
ent interactions—is one such approach to creating these boundaries
from a programmatic perspective (Gale, Kenyon, MacArthur, Jolly,
& Hope, 2018). This approach might also entail more centralised,
standardised recruitment criteria and training curricula, and higher
standards of accountability in care. For example, in Kazakhstan,
all pregnant women and families with children under age 5 are vis-
ited at home by patronage nurses and social workers as part of a
universal progressive model for primary care (Sukhanberdiyev &
Tikhonova, 2019). This approach represents a cross-sectoral, sus-
tainable effort; community health teams have begun to undergo
comprehensive training, and training modules have been incorpo-
rated into medical and nursing curricula to ensure widespread up-
take and impact.

A second response is to provide CHWs with a clearer path to
professional development, as a similar way to embed CHWs within
the larger health workforce. As CHWSs implement interventions
on the front lines, they face decisions about how to flexibly adapt
strategies to meet unanticipated community needs or adjust to con-
textual changes (Ingram et al., 2012). From a practical perspective,
understanding CHWs' personal goals and prioritising opportunities
for professional development can help promote their growth and
longevity both individually and collectively (Abdel-All et al., 2019;
Pallas et al., 2013). It also positions CHWs to develop within and
beyond their roles, as evidence shows that many CHWs use the
role as a stepping stone to further career opportunities (Lloyd &
Thomas-Henkel, 2017; Schneider, Hlophe, & van Rensburg, 2008;
WHO, 2018).

Both of these approaches involve a clearer, more defined role,
and would also require adequate pay and resources for CHWs to op-
erate at a high level. These suggestions, however, may also inherently
lead into a sort of tension surrounding the definition of CHWs' roles,
as too ‘professional’ a framing may distance them from the very com-
munities and individuals with whom they aim to connect and serve.
Consequently, CHW models must continue to work alongside cli-
ents to establish appropriate expectations from an early stage, and
ensure that both CHWs and clients feel supported and respected.
Importantly, these recommendations extend to diverse types of
CHW workforces. Ward-based outreach teams, the most recent it-

eration of South African policies promoting government-employed
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CHWs, have been implemented slowly and unevenly, yet would
similarly benefit from incorporating support and role definition for
CHWs as they continue to be rolled out (Schneider et al., 2018).

In addition to considering practical responses to challenges in-
herent within CHW models, a more fundamental rights-based fram-
ing is needed (Trafford et al., 2017). As CHWs are embedded within
complex environments and larger systems, their motivations and
experiences are multi-dimensional and diverse (Swartz, 2013). While
continuing to incorporate local community networks and knowl-
edge is critical, shifting towards a more professionalised community
health system would also acknowledge the pivotal, preventative
roles played by CHWs, and could allocate resources for them to ef-

fectively serve vulnerable communities.

4.2 | Limitations

This study has a number of limitations. All interviews were conducted
with the first cohort of MMs from the Enable programme, who were
recruited to establish the programme in Nyandeni and therefore may
have experienced the added burdens of reflecting the programme's
values and goals in their daily work. This challenge may have been
somewhat diminished for later cohorts of MMs who joined after the
programme was well-established in the area. Furthermore, the inter-
viewer (VN) was known to the participants previously, through her
visits as an external trainer from Stellenbosch University. While we
believe this prior contact was an overall advantage, it is possible that
certain participants withheld certain perspectives or information
with the understanding that it might be shared with their supervi-
sors. However, we are confident that the informed consent process
and existing relationships acted as protective factors against this
limitation.

5 | CONCLUSIONS

Our findings add to ongoing dialogue about how to sustain and ex-
pand CHW programmes to reduce the burden of health for LMICs.
Interview data from CHWs highlight the conflicting nature of their
roles, and the tangible challenges that they face in working in their
own communities. We emphasise the need to reconsider the as-
sumptions that underpin community health programmes and suggest
responses that might help elevate and professionalise these indi-
viduals. Future research on CHW performance, and implementation
research focused on evaluating and expanding CHW programmes,
should incorporate a more nuanced understanding of CHWSs' diverse
roles and the ways in which they navigate their own lives and identi-

ties in the context of their work.
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