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Background: The high burden of tuberculosis (TB) in South Africa (SA) is associated with
uncontrolled transmission in communities and delayed diagnosis of active cases. Active
surveillance for TB is provided by community-based services (CBS). Research is required to
understand key factors influencing TB screening services in the CBS. This study explored the
implementation of active surveillance for TB where community-oriented primary care (COPC)
had been successfully implemented to identify these factors.

Methods: This was a qualitative study of four established COPC sites across two provinces in
SA where active surveillance for TB is implemented. Semi-structured interviews were
conducted with purposively selected healthcare workers in the CBS and citizens in these
communities. The recorded interviews were transcribed for data analysis using ATLAS.ti
software.

Results: The factors influencing active surveillance for TB were directly related to the major
players in the delivery of CBS. These factors interacted in a complex network influencing
implementation of active surveillance for TB. Building effective relationships across stakeholder
platforms by community health workers (CHWSs) was directly influenced by the training,
capacity building afforded these CHWs by the district health services; and acceptability of
CBS. Each factor interplayed with others to influence active surveillance for TB.

Conclusion: Community health workers were central to the success of active surveillance for
TB. The complex interactions of the social determinants of health and TB transmission in
communities required CHWs to develop trusting relationships that responded to these issues
that have impact on TB disease and linked clients to healthcare.

Keywords: tuberculosis; active case finding; community-oriented primary care; community
health worker (CHW); community-based services; active surveillance.

Introduction

The global tuberculosis (TB) report reveals a persistent gap between the number of patients
identified with active TB and the actual incidence in communities; this is further compounded by
the coronavirus disease 2019 (COVID-19) pandemic.! According to this report, despite three
decades of efforts to fight the global TB epidemic, 10 million people were living with TB in 2020,
but only 5.8 million were diagnosed. In South Africa (SA), TB remains a leading cause of morbidity
and mortality, with an incidence of at least 500 per 100 000 population.? One of the main problems
is the delay in the diagnosis of TB,? with many cases remaining hidden until very advanced.* This
problem is especially prevalent in poorer communities, where social determinants of health
continue to drive transmission.’ The National TB Programme strives for early identification of
active TB in at-risk groups.* The main focus of the drive for improving early diagnosis is bringing
TB services closer to the at-risk population through community-based TB services.®

South Africa has adopted a community-oriented primary care (COPC) approach to strengthen
primary health care (PHC). It has been described as a continuous process by which PHC is provided
to a defined community on the basis of its assessed health needs, by the planned integration of
primary care practice and public health.” Community-oriented primary care includes integrated
facility-based and community-based health services with a focus on disease prevention, health
promotion and early screening initiatives for human immunodeficiency virus (HIV), TB and more
recently COVID-19. Overcoming the TB epidemic will require a multifaceted approach with effective
systems for identifying active TB cases in the community.’ The COPC approach provides opportunities
for addressing the health needs of communities, including the early diagnosis of active TB.?

https://www.safpj.co.za . Open Access


https://www.safpj.co.za
https://orcid.org/0000-0002-3419-9092
https://orcid.org/0000-0001-7373-0774
mailto:febijudus@gmail.com
https://doi.org/10.4102/safp.v64i1.5514
https://doi.org/10.4102/safp.v64i1.5514
https://doi.org/10.4102/safp.v64i1.5514
http://ATLAS.ti
http://crossmark.crossref.org/dialog/?doi=10.4102/safp.v64i1.5514=pdf&date_stamp=2022-07-26

Community-oriented primary care in the South African
context relies on teams of community health workers (CHWs),
supervised and supported by a nurse, who are responsible for
designated groups of households.? TB services are identified as
essential in the pool of services provided by CHWs as part of
COPC." These teams, funded for the most part by the
Department of Health (DoH) but in some instances by non-
governmental organisations (NGOs), provide a range of TB
services." Active surveillance for TB includes all activities of
healthcare workers in the community directed at early
identification of suspected TB disease.”” The implementation
of active surveillance for TB had been operational at pilot sites
even before the National Department of Health (NDoH)
adopted an active surveillance policy for TB. These sites
provided the department with data for the development of
COPC and the policy framework on CHW teams that included
early identification of active TB in communities.?

Active surveillance involves active screening in the
community, aimed at early detection of disease processes.’
Active surveillance for TB in high burden settings can reduce
delays in diagnosis,' reduce transmission' and is ‘a pillar’
of the National TB Programme.'® Nevertheless, there are
some dissenting viewpoints that argue that it does not
ultimately improve treatment outcomes.™ Other alternative
approaches have been adopted to identify TB patients, such
as screening by mobile X-ray units or contact tracing.!”'®
Active surveillance for TB is sometimes perceived as
expensive and possibly unable to provide value for
money.’? This perception is possibly a result of challenges
experienced in implementing COPC and additional costs
involved in employing and equipping CHW teams that only
focus on TB surveillance.’” However, research shows the
cost-effectiveness of CHWs when they work in a generalist
and comprehensive approach.'®

The implementation of active surveillance for TB is influenced
by factors such as availability of resources, staff experience
and motivation as well as collaboration between stakeholders.”!
The effect of these factors varies between different settings.”
Despite the policy commitment to active TB surveillance, there
are gaps in our knowledge of how to implement it at-scale in
SA. The COPC model, including active surveillance for TB, has
been implemented more deliberately in a number of sites
throughoutSA. Thisstudy aimed to explore theimplementation
of active surveillance for TB in four of these COPC pilot sites in
SA. This study aimed to identify key lessons at these sites that
could be transferred to other districts in SA, particularly in the
Eastern Cape where the principal researcher practises in a
context with a high burden of TB.

Methods
Study design

This was a qualitative study of four COPC pilot sites, two in
Gauteng and two in the Western Cape province. We used
semi-structured interviews to explore the experiences of
various stakeholders at each site on the implementation of
active surveillance for TB.
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Setting

The four sites were selected because they were well-known
role models for implementation of COPC and included active
surveillance for TB in the scope of practice of CHWs. The
CHW teams at the sites were made up of six CHWs and an
outreach team leader (OTL). The distribution of work per
team was based on the municipal ward system. Each CHW
was responsible for 250 households. In Gauteng, two sites
were explored: one in Soweto, Johannesburg, and the other in
the Tshwane District. In the Soweto site, the service was
developed around the Chiawelo community practice.* The
CHWs provided community-based services (CBS) through
home visits and were actively involved in the development
of networks in the community to improve health awareness.
At the Tshwane site, the service involved the use of health
posts (physical structures in the community, sometimes
small, prefabricated units) run by CHW teams who also
provided services in the community through home visits and
community campaigns. These CHWs collaborated with other
stakeholders in providing health services and improving
health awareness. The CHW teams in Gauteng are directly
employed by the DoH and offer community-based health
services. The COPC initiative in Tshwane is spearheaded by
the Department of Family Medicine at University of Pretoria
and is well described in the literature.” The Chiawelo
Community Practice in Soweto is connected to local public
sector clinics and has also been described in the literature.?

In the Western Cape, two learning sites were explored in
Cape Town: at Bishop Lavis and Nomzamo. These were pilot
sites for implementation of COPC and CHWs at these sites
were employed by NGOs via a contract with the DoH. In
Bishop Lavis, the CHWs serve communities on the Cape
Flats. In Nomzamo, the CHWSs serve mostly informal
settlements around the town of Somerset West around two
clinics, one of which was closed because of community unrest
during the week the researcher interviewed participants at
this site. This however did not affect the CHWs included in
the study. Their work included home-based services,
inclusive of screening for health risks and community
campaigns for improved health awareness. The primary care
facilities provided support (via nurse practitioners or medical
doctors) to the CHW teams in managing health problems
identified in the community.

Study participants

The researchers purposively selected a variety of healthcare
workers involved with implementing TB surveillance in
COPC and community members to explore different
experiences and perspectives of the screening service. At
each site one doctor, one nurse, CHWs, patients, a community
leader and a manager of the programme were invited to
participate. Nurses were selected because they supervised
the CHW teams and were referred to as OTLs. The number of
doctors and OTLs were limited at each site and all were
interviewed. Sufficient interviews were conducted to ensure
saturation of data from each site.
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Data collection

Invitations and arrangements for the semi-structured
interviews with individual participants were made in the
Soweto and Tshwane areas in October 2018. Similarly, semi-
structured interviews were conducted in the Nomzamo and
Bishop Lavis areas in July 2019. An interview guide was used
in all interviews. Questions were based on findings from an
earlier study looking at views expressed by managers of TB
programmes in the resource-limited setting of the Eastern
Cape province.” The researchers sought to understand the
views of interviewees on active surveillance for TB in COPC
and more specifically on factors that influenced implementation
of active surveillance for TB in the community. All interviews
were conducted in English by the principal researcher.
An interpreter was used if a community member preferred
to converse in their home language. Interviews were audio-
recorded and transcribed verbatim with the help of a
professional transcriber.

The interviews in Soweto were held at the community
practice. The interviews in Tshwane were held at a health
post, a primary care clinicand homes of community members.
In the Western Cape, interviews were held at the meeting site
of the CHWs in Nomzamo, whilst the community leader was
interviewed in his office. At Bishop Lavis, all parties chose to
be interviewed at the primary care facility, which was
considered most secure.

Data analysis

Transcripts were checked and corrected against the audio
recordings. Analysis proceeded with the use of Atlas.ti
software version 8 and thematic analysis according to the
framework method. The following steps were followed:

e Familiarisation: This included listening to audio
recordings and reading through transcripts to become
immersed in the data.

e Coding index: The researchers developed an index of
codes from step 1 and organised them into categories.

¢ Coding: The transcribed data were then coded using the
coding index.

e Charting: Similarly coded data were collated in reports
based on the categories from the coding index.

¢ Interpretation: The reports from step 4 were interpreted
to identify themes and subthemes. The range of
experiences and perspectives within these themes were
interpreted and any relationships between themes.

FILA. performed the analysis under the supervision of R.M.
who gave input into the coding index and interpretation of
data. In order to improve credibility, authors triangulated

TABLE 1: Profile of key informants.
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responses from the different interviewees and across sites.
Both researchers are trained in the use of ATLAS.ti software
and had experience conducting qualitative research.
Altogether, 35 people were interviewed, and the overall
saturation of themes was thought to have been obtained.

FIA.is a family physician in the Eastern Cape province who
has a desire to improve active surveillance for TB in that
context. She works mostly at the district hospital level and
had no prior relationship with any of the interviewees.

Findings

The profile of 35 interviewees across four sites is presented in
Table 1. Altogether, this included 11 CHWSs, nine community
members, five OTLs, four community leaders, three family
physicians and three others (two coordinators of COPC
and one facility manager). Around 8-10 key informants
were interviewed at each site. The findings of this study

are presented as four themes and 13 subthemes as shown
in Table 2.

Delivery of services for early diagnosis of active
tuberculosis in the community

Approach to active tuberculosis surveillance

At both sites in Gauteng, the CHW teams performed
household visits and assessments, where they offered
screening services (inclusive of active surveillance for TB),
basic health promotion and disease prevention. If the CHWs
identified people with health needs, such as TB symptoms,
they booked appointments for them at the community
practice or referred them to the PHC facility. In Tshwane, the
CHW teams had a collaborative relationship with other
NGOs working in the community, such as the Community

TABLE 2: List of themes and subthemes.
Themes Subthemes

Delivery of services for early diagnosis of Approach to active TB surveillance
active tuberculosis (TB) in the community .
Use of contact tracing

Factors related to the community Acceptability of community-based

services

Socio-economic issues in the community
Factors related to the community health Building effective relationships
ety (el i) e Community engagement
Multisectoral collaboration
Information systems
Factors related to the primary health care Training and capacity building of CHWs
(PHC) facility and health services Support from the PHC facility
Availability of resources and support
Referral systems

Monitoring and evaluation

Site Family physicians Community members Community leaders Outreach team Community health Others Total
leaders workers

Soweto 1 2 1 1 B 0 8

Tshwane 1 2 0 2 3 2 10

Nomzamo 0 3 1 1 B 0 8

Bishop Lavis 1 2 2 1 2 1 9

Total 3 9 4 5 11 3 35
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Oriented Substance Use Program (COSUP). These
organisations sometimes also provided TB services, including
active surveillance. These collaborations also provided
additional resources such as personnel, household assessment
kits and transport.

All CHWs routinely visited households and screened for
new cases of TB every few weeks to months. The frequency
of repeat active surveillance visits varied across sites,
influenced by workload and the burden of disease in the
community. Some CHWs collected sputum in the community
if the person had TB symptoms and submitted via the OTL
for investigation, whilst others referred them to the PHC
facility. There was no clear preference expressed between
collecting sputa on site and referring patients to the facility
for TB investigation; however, both had associated challenges.
On the one hand, providing results to clients at follow-up
visits was associated with the difficulty of finding clients
who had no fixed address (such as the homeless) or moved
between homes for socio-economic reasons (such as backyard
dwellers). On the other hand, a CHW in Soweto described
how collecting sputum during the home visit made it easier
to investigate the client as this was not dependent on them
attending the PHC facility. Ultimately, the CHWs ensured
that patients were linked to facilities where they could access
TB investigation or treatment services.

The services at Nomzamo and Bishop Lavis were similar. The
CHW teams were led by professional nurses who coordinated
the CBS and were employed by NGOs. The teams worked
with the facility-based staff and their scope of practice
spanned maternal, adult and child health, as well as health
promotion and preventive care. They screened for non-
communicable diseases and common infectious diseases,
including TB:
“We do outreaches and then we also go door to door and when
the clinic also give us assessments to do, then we will go into that
person’s house, ask that person questions and, but if I also, like I
said — when I see somebody was coughing in the community
when I walk past them, I will ask them and then the next morning

I will go and I will give that person a referral.” (Interview 31,
CHW, Bishop Lavis)

Active surveillance for TB also occurred in the primary care
facilities, in patients presenting for unrelated health problems.
However, in the sites where CHWSs performed active
surveillance, the numbers of patients identified in the
community usually exceeded the numbers identified in the
facilities. Overall, patients were identified earlier through
surveillance, than if they had attended the facility on their
own with symptoms of TB:

‘We do a TB screen on all our patients that enter the facility. So
we are currently using the integrated clinical stationery which is
the new form of clinical record keeping for the Western Cape for
primary care.” (Interview 33, Professional Nurse, Bishop Lavis)

Health promotion and disease prevention were central to the
CBS activities at these sites. Community health workers
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sometimes conducted health awareness campaigns for TB in
parts of the community, especially when the incidence of TB
was notably high. The CHWs, whilst conducting home visits,
observed the circumstances within the home and what could
be done to improve the family’s health status. These home
visits served as opportunities for health education to prevent
transmission of TB. For example, they might discuss issues
such as opening windows for improved ventilation, letting in
sunlight or visiting the clinic if they were a close contact of a
known TB patient:

“We give them a health talk about TB, HIV and AIDS, we give
them health talk. Pregnancy women, we give them, we're
screening.” (Interview 15, CHW, Tshwane)

Use of contact tracing for tuberculosis

In all sites, every patient identified with active TB at the
facility was referred to the CHW teams to have contacts
traced. However, CHWs sometimes encountered resistance
from members of the community who were reluctant to have
CHWs in their homes. Reasons varied from fear of stigma in
the community to not accepting the CHWs as bona fide
health service providers. Contact tracing was difficult in
patients with no fixed address, such as homeless people or
backyard dwellers:

“We go and educate that since they were staying with this person
with TB, and then he was not on treatment then, they need to
come and test, because TB is contagious.” (Interview 1, CHW,
Soweto)

‘Reception is well from some of the community members, I
won't lie, besides that particular household, that guy said he
does not want any person wearing navy and white [the CHW'’s
uniform], otherwise he will kill someone.” (Interview 19, CHW,
Nomzamo)

The CHWs reported that they also encountered challenges
with contact tracing in the workplace, with some stating that
they simply avoided this because of the difficulties associated
with entering the workplace and the reluctance of people to
provide the relevant information for fear of being made
unemployed. Employed people did not welcome CHWs
visiting them in their workplaces.

In some instances, the patients had moved across district or
provincial boundaries and could not be found for contact
tracing. The CHW teams often used their own networks to
find patients who were difficult to trace. Community health
workers stated that the TB room in the PHC facility is
essential in coordinating with the CBS to provide TB services
in the community.

Factors related to the community

Acceptability of community-based services

Community health workers at each site spoke about
improved acceptance of their services when they were
formally introduced to the community, a process in most
instances facilitated by recognised community leaders. This
created an awareness of their services and the CHWSs
themselves:
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‘We introduce them to the community. Say to the community
these are the people that are going to help you — your health in
the community — protect them.” (Interview 32, Community
leader, Nomzamo)

An example of CHWs not being accepted came from hostels
within the Tshwane District. Community health workers
described struggling to provide services because of the
prevailing beliefs in traditional medicines and were sometimes
denied entry. It was particularly difficult when the community
leader in the hostel was opposed to the practice of Western
medicine. On the other hand, when CHWs decided on
industrial action for better working conditions at the Soweto
site, community leaders supported them in their stand for
better wages and encouraged them to continue working as
they provided a valuable service. Some CHWs said provision
of identity tags and uniforms for ease of identification also
improved acceptance of their services in the community.

Socio-economic issues in communities

Access to services was influenced by the lack of formal
housing. Community health workers described difficulties in
providing ongoing services to the homeless, people in
informal dwellings and backyard dwellers. These community
members were very mobile, often because of the need for
employment:

‘Sometimes when we want to trace defaulters, we follow the
address which the patient registered with, but when we go to that
area, that person is unknown.” (Interview 14, CHW, Tshwane)

Poverty was another key factor, as patients who screened
positive in the community sometimes had financial
difficulties in attending the primary care facility for
investigation. In addition, substance misuse and gang
membership were prevalent in these communities and
contributed to poor health-seeking behaviour:

‘We found lots of young men that were smoking “dagga”
[Cannabis] on the corner and we, like I said, I can see there is
something wrong with them. Their eyes, and then I asked them
how long have you been coughing and they would say No,
Sister, I'm fine.” (Interview 30, CHW, Bishop Lavis)

In Tshwane, CHWs expressed difficulty in connecting with
employed people who were not at home during the CHWs’
working hours.

Security was a prevailing issue in the work of CHWs and
their ability to enter communities. Community leaders could
be instrumental by emphasising that the community was
responsible to ensure the safety of the CHWs. Community
health workers described how the bags of equipment they
carried made them the target of criminals. However, there
were instances when CHWs found themselves protected by
community members who felt responsible for them because
of the work they did:

‘And I was shocked and I said, thank you caring for me. He said

no, because you are working for our people in our community.”
(Interview 30, CHW, Bishop Lavis)
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Factors related to the community health
worker teams

Building effective relationships

A people-centred approach was required for CHWs to respect
patients” beliefs and concerns. This encouraged the
development of positive relationships. How CHWs asked
about TB symptoms during the home visit influenced their
rapport with the client. Sometimes, clients became fatigued
by the long list of screening questions put to them by the
CHWs. This sometimes undermined the reliability of the
answers given. The CHWSs’ attempts to be comprehensive
could translate into the prioritisation of data collection
processes over fostering relationships with their clients.

The household structure sometimes made it difficult to have
private and confidential discussions with clients. Community
health workers needed motivation to find ways of overcoming
this challenge. In one instance, a community member feared
the CHW would divulge personal information to his family
during informal interactions in the community. The CHW in
this instance referred the patient to the facility:

‘Just like me, I am [a] patient of HIV but they don’t know and I
was very afraid to just talk about it because I was in front of my
family. So I couldn’t just burst it, they don’t know. So I, I wanted a
space of like this brother, I need a space of me and him one-on-one
session, so that I can tell him my problem, that’s whereby I will
feel comfortable.” (Interview 13, Community member, Tshwane)

By addressing the psychosocial needs of the client, CHWs
might get commitment to address other issues. For example,
one CHW strengthened the relationship with the client by
accessing social worker services to assist the patient in
obtaining a social grant. They were then more amenable to
have the grandchildren tested for TB.

The CHWs also worked to build relationships with other
cadres of healthcare workers at the primary care facility who
provided support for their work in the community. They
considered these relationships an important resource in TB
surveillance.

Community engagement

Community engagement helped communities understand
the work of the CHW teams. It also afforded the CHWs an
understanding of the prevailing issues in the community, as
not all CHWs lived in the communities they served.
Community meetings provided a platform for CHWs to
engage with community members on health problems and
services. Some even took this one step further and provided
feedback to the community members on health matters and
the general state of wellness in the community:

‘Those community meetings, they do help. If you have somebody

representing the Department of Health, it’s very important and it

brings us together with the whole community.” (Interview 1,
CHW, Soweto)

Community health workers and OTLs reported that HIV
and TB were stigmatised in communities and people
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would deny having a problem. They addressed this
challenge by providing information during health talks at
community meetings.

Multisectoral collaboration

Community health workers recognised that the underlying
factors in the community directly affected the incidence of
TB. During a home visit in Tshwane, the CHW was informed
of the death of a TB patient; the family was preparing for the
funeral and showed this CHW the empty grocery cupboards.
She wanted them to attend the clinic to test other members of
the household for TB, but they were more concerned about
the lack of food and organising the funeral. In responding to
the complex problem of this household, she engaged with the
social worker to organise food parcels. In Nomzamo, another
CHW attempted to refer children for TB investigation, but
the grandmother responded that she needed to first get birth
certificates for them. Her priority was assistance from the
social worker to get birth certificates to access the child
support grant. The priorities of the family and those of the
CHW did not always align; as a result, the CHW engaged
stakeholders from outside the health sector to address the
family’s needs for social security and gain their buy-in to
respond to the issue of TB. Community health workers
described being very pragmatic in addressing the challenges;
they engaged the help of other stakeholders such as
environmental health officers, social workers, community
leaders, multidisciplinary team (MDT) from the facility and
community members:

‘And in the process of our clients, sometimes, they need food.

Some of our clients, they don’t have enough food to eat. Then

you observe the clients, you observe. If it is something like that,

we used to go to our social worker to ask for her parcels.”
(Interview 11, CHW, Tshwane)

Stakeholders might also provide support for CHW services;
for example, one of the NGOs in Tshwane that was involved
with substance abuse provided the CHWs with a health post.
In community campaigns, the NGOs sometimes provided
transport and other government departments, such as Social
Development, might participate:
‘And also we do our outreach programs, we call out SASSA
[South African Social Security Agency], we call Social Development,
we call all other stakeholders to be involved so that they can talk
and tell the people what they are doing.” (Interview 27, OTL,
Nomzamo)

Information systems

The information systems were expected to capture accurate
data and provide easily interpreted reports. Accurate data
could give a good overview of the performance of the CHWs.
A number of CHWSs were convinced that having feedback on
their performance would help motivate them further. Data
were collated monthly by the OTLs and submitted to the
facility and to the coordinator of COPC at these sites. The
electronic devices in Tshwane for capturing data made it easy
to analyse and provide a report:
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‘So, at the current moment I'm busy trying to make sure that all
of them have got gadgets so that I can help them with
interpretation of data.” (Interview 18, Doctor, Tshwane)

However, in the same district one CHW interviewed did not
have the device and spent more time writing everything by
hand. The electronic data and software on the device helped
CHWs to follow up clients, provide ongoing care and
coordinate referrals. The lack of electronic devices made it
more tedious to keep accurate records of clients seen and the
numbers referred to the facilities for further care.

Factors related to the facility and the district
health services

Training and capacity building of community health
workers

Community health workers had to undergo initial training
for their work in the community. In-service training continued
as an ongoing exercise to build capacity and address
challenges they encountered in the course of their work. The
CHWsbelieved this was essential in helping them understand
their roles in the community, develop confidence and achieve
the objectives of CBS. It was essential to address
communication skills of the CHWs and ensure that CHWs
asked the TB screening questions in a way likely to elicit a
valid response. They also expressed the belief that the quality
of their service in the community was directly affected by the
opportunities afforded to them for career development:

‘And WBOT [ward-based outreach teams] teach us many things.
We went many courses for WBOT. So I learn many things in my
ward.” (Interview 15, CHW, Tshwane)

The CHW teams were further supported by multidisciplinary
professionals in the affiliated PHC facility. These professionals
provided feedback to the CHW teams about their referrals,
answered questions on issues raised by their clients or
advised on how to manage patients in the community. This
support was strengthened further during MDT meetings
(when the facility and community teams came together)
whilst discussing cases:

‘We are thankful for the feedback that they give us from the
clinic because we are trying very hard.” (Interview 31, CHW,
Bishop Lavis)

Supervision of community health workers

The OTLs sometimes provided supervision during the home
visit and thus improved the quality of the service according
to the CHWSs. Outreach team leaders assisted with solving
more complex problems that went beyond the scope of the
CHWs and through their input increased the confidence of
clients in the ability of CHWs to help them. Community
health workers also resorted to checking websites for
information and thought that an Internet-based knowledge
hub for CHWs would be a good idea:

‘They must know what to do when they are there. So our job is
to, sometimes, we go out with them. It’s called a supervised visit
to see what are they doing, what we tell them to do, are they
doing it. So that’s what we do.” (Interview 12, OTL, Tshwane)
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The OTLs assisted with coordination of referrals to the
facility. One respondent at Nomzamo was convinced that
having a dedicated liaison person at the facility to receive
referrals from the community made it easier to link people to
care. Furthermore, the MDT in the facility supported a more
comprehensive approach to problems in the community. The
availability of the MDT strengthened the quality of the
service and assisted with resolving complex problems.

Availability of resources and support

Active surveillance for TB was dependent on the availability
of essential resources. At some of these sites, government
and non-government stakeholders strengthened the CHW
teams by making resources available for CBS. However,
there were also challenges described with insufficient
resources, such as transport and the availability of electronic
devices to capture data and record their activities.
Community health workers identified the availability of
screening tools as a key factor; this included stationery for
screening and referral to the primary care facility, and
sometimes the sputum bottles in a cooler bag:

‘Some of them they don’t want to come here. But if I've got that
bottle and that sachet to tell them, it’s fine if you don’t have the
time to go you can cough inside then I close that bottle. I came
with it here.” (Interview 3, CHW, Soweto)

In Tshwane, the availability of electronic devices improved
record keeping but was not available to all.

It was better to have CHWs who were resident in the
community as this improved acceptability of their services
and reduced the need for additional resources such as
transport, which was expensive:

“We walk, ward base(sic) is all about walking, because each
CHW has to work within her catchment area, within the place
that she is staying.” (Interview 11, CHW, Tshwane)

In Tshwane, a COPC coordinator supervised the OTLs and
was based in the subdistrict offices of the DoH. They assisted
with monitoring and evaluation of the CBS.

Referral systems

The CHWs referred patients who screened positive for TB to
the facility via the OTLs. The OTLs ensured that each referral
was appropriate. Often referrals failed because of a lack of
motivation to seek help because of other competing interests,
such as going to work, fear of negative staff attitudes, lack of
money for transport and expectations of long waiting times
in the facility.

The CHWSs were often pragmatic in addressing these
difficulties. A CHW described attending MDT meetings at
the facility with a list of problem cases to discuss so that they
could address the problems in the community. Another
described physically escorting patients to the primary care
facilities to prevent them from defaulting appointments. A
number of others mentioned referring to a named individual
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within the facility who could ensure patients” problems are
addressed promptly:

“There’s a lot of clinical support, and then they’ve also got their
CBS coordinator where they’ve got regular meetings to discuss
any of their challenges.” (Interview 28, Doctor, Bishop Lavis)

When patients did not attend the PHC facility and were not
at their listed addresses, CHWs described sending the
known details of the patient through a network of other
CHWs to find the patient, possibly in another community. In
Tshwane, the CHWs had developed a system of identifying
places where the homeless often stayed during the day and
visited these spaces regularly to find clients defaulting
appointments.

Monitoring and evaluation

Monitoring and evaluation was easier if electronic
information was available from every CHW involved in
COPC. However, electronic devices, such as cell phones,
contributed to the security problems encountered by CHWs
in the community. The CHWSs with no access to electronic
devices used paper-based information systems. Outreach
team leaders depended on information from the CHWs for
providing reports. The reports from CHW teams were used
in meetings with coordinators of COPC, at the facility,
subdistrict and district levels to check implementation of
the services:

‘Every work that we do in the community we write it down in
our diaries and also the household forms are helping us because
we know which house that we went to, who did we interview.”
(Interview 30, CHW, Bishop Lavis)

Evaluating the overall implementation of TB surveillance
was difficult in the face of multiple service providers, running
similar but parallel programmes, and each having a separate
reporting system. The teams identified that integrating all
data from COPC is the first step in improving coordination of
services in the community:

‘So we have that problem that we have a lot of different
stakeholders who are doing the same thing. So there’s also a lot
of overlap. And sometimes people are not even sharing the
information.” (Interview 18, Doctor, Tshwane)

The findings highlight the successes already achieved in the
implementation of active surveillance for TB in the four sites
as well as issues that still need attention.

Discussion

The CHW teams were central to the success of active
surveillance for TB and many of the issues raised are generic
to the functioning of these teams and not to TB surveillance
per se.?* In addition, even though the subject of this study is
TB surveillance, it is hard to ignore the need for a
comprehensive approach to the health needs of communities.
South Africa has a quadruple burden of disease, and the TB
epidemic cannot be considered in isolation, hence the need
for a generalist CHW who can tackle health problems in
the community. Figure 1 summarises the key findings.
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Delivery of services for early diagnosis of active TB in COPC

S —

Note: The various factors are linked in a complex network that influences the successful
delivery of services for active surveillance for TB in COPC.

TB, tuberculosis; COPC, community-oriented primary care; CHW, community health workers;
PHC, primary health care.

FIGURE 1: Conceptual framework of key findings.

Factors related to primary care facilities and
health services

The successes of the CHW teams stemmed not only from
their initial training but also from the facility-based healthcare
workers who developed their capacity to solve problems
through ongoing training.” The well-developed support
systems provided by these healthcare workers strengthened
the CHWSs’ ability and motivation to perform their tasks.
Research affirms that strong support is essential for CHWs to
achieve their potential.” The collaboration between facility
and CBS was reflected in well-functioning referral systems.
Community health workers strengthened their relationships
with clients when they referred patients who received
adequate help at the facility.

Inadequate record keeping made it difficult to monitor and
evaluate active surveillance for TB. Tuberculosis surveillance
is evaluated through reliable information systems,
highlighting the need for feasible and accurate record
keeping.” Ongoing monitoring and evaluation by the OTLs
and coordinators allowed CHWs to review their work and
helped to identify gaps in the services.” This was more
feasible when CHWSs were equipped with electronic devices
to record activities. Data could then be analysed and
supervisors provide feedback.”? A feedback system, when it
was available at these sites, strengthened the CHWSs’
understanding of their contributions to the healthcare system,
including their contribution to the TB programme. A study
reporting on the use of electronic devices by CHW teams
reflected on how the analysis of electronic data, collected via
an app, provided information to target interventions.* Paper-
based records were more difficult to keep accurately and
even more difficult to analyse in order to provide feedback to
the CHWSs. This finding was further affirmed in another
study evaluating household assessment data in Cape Town.”!
Although CHWs reported that smartphones may make them
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the targets for crime, evidence is accumulating on the use of
mobile devices in the delivery of CBS to accurately record
activities, easily analyse data and help target interventions.*

Factors related to the community health
worker teams

The findings showed how CHW teams supported all three
key levers of effective PHC from their contribution to primary
care, to multisectoral collaboration and engaging with the
communities they served.®® In terms of primary care,
implementing active surveillance for TB relied on the
motivation of CHWs to ask screening questions, interpret the
answers, link those screening positive to care or other services
and overcome any challenges in completing this process.

In terms of multisectoral collaboration, the CHWs” work in
the community in this study relied on their capacity to form
relationships with the primary care facility as well as other
government departments and stakeholders.” The CHWSs
recognised that their services did not end just with the task of
conducting a home visit or assisting with a health campaign,
but required them to solve complex health and social
problems in households and communities. Even when CHW
programmes are designed as vertical systems specific to
active surveillance for TB, implementation requires the
CHW s to respond to complex issues in households that go
beyond the focus on TB.* To respond adequately to these
issues, CHWs described how they had to draw on resources
from the wider PHC team and other stakeholders in the
community they serve.®

Although active surveillance is often conceptualised as a
simple case-finding service for TB, the reality is that complex
social needs and issues often take priority in households;
this was observed across all sites in this study.® If CHWs
cannot help with these issues, they may not be able to
motivate individuals to access TB services. Assisting with
these social issues, such as assuring food security or
obtaining social grants, requires multisectoral collaboration.
The CHWSs could interact with NGOs, social workers, the
Department of Social Development and known persons in
their network that could assist, but often found they were
unable to address all the problems. The World Health
Organization (WHO) identified that a structured approach
for multisectoral interventions is required to respond
adequately to the complex problems often encountered in
communities.® Other research affirmed the need for
policymakers to strengthen the approach to these complex
issues through improved collaboration between government
departments at higher levels of governance in order to
commit the required resources and develop a multisectoral
response.” Multisectoral collaboration should be enabled at
micro-, meso- and macro-levels of the health system.

Community engagement is recognised to be an effective
means of improving health and health-seeking behaviour in
communities.* Living and working in their own communities
enhanced the motivation of CHWs and increased their sense



https://www.safpj.co.za

of responsibility to make a difference. The CHWs devised
various strategies to engage communities, such as forming
relationships with recognised leaders, engaging with groups
of people with common interests and talking to community
members about TB and how to access healthcare.

Factors related to the community

The CHWSs’ success was dependent to some extent on
how acceptable their services were to the community.””
Community leaders could facilitate acceptance and
cooperation of community members with TB surveillance
and linkage to care. Research has affirmed that community
support also enhances the motivation and performance of
CHWSs.*® The community that accepted their CHWs was
more likely to ensure their safety and protect them especially
when the CHW is known to the community. The persistent
problem of security was addressed by engaging communities
through their leaders to make them more responsible.’
However, in communities with major socio-economic
problems, such as high levels of unemployment, substance
abuse and high rates of petty crime, security remained a
problem. It is in instances such as this that multisectoral
collaboration may assist with addressing these complex
problems and groups such as the police and neighbourhood
watch may also assist CHWs to be safe. Recommendation 14
of the WHO policy guideline for system support of CHWs is
about mobilising community health resources to identify
these complex and often context-specific problems and
implementing interventions with community participation.*
A scoping review of CBS in SA also identified similar security
challenges in CBS.*

Limitations

It is important to highlight that the sites included in this
study were learning sites for the development of COPC in
SA.2>* The services at these sites were developed over
time and have been the subject of a number of studies on
COPC. The CHWs at these sites were quite experienced
and seemed very motivated to address problems
encountered in the course of their daily work in active
surveillance for TB. It is also important to note that these
sites were urban. The findings, therefore, are not easily
generalised to rural areas and districts where COPC is less
developed. However, the findings point towards learning
from best practice, which was the intention of this study,
and can assist with the development of TB surveillance in
other parts of the country.

Recommendations

Facility-based members of PHC should ensure that they
provide training and build the capacity of CHWs to solve
the problems that they encounter in the community. In
addition, they should ensure that referral pathways and
linkage to care are working so that CHW referrals are
effective. District and facility management should ensure
that CHWs have the resources they need to function
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effectively in terms of infrastructure, transport, equipment,
supplies and supervision. District and facility management
should ensure a functional health information system that
captures the work of the CHWs, including TB surveillance,
and ideally this should be electronic and Internet-based so
that all captured information is immediately available for
analysis and reporting. The management structures at
district level should foster multisectoral task teams that can
contribute to address the complex issues that often influence
TB surveillance in communities. The PHC teams should help
identify the priority health problems and underlying
determinants to be addressed.

Community health workers should be trained in
communication skills that assist them to build effective
relationships with clients and form alliances with other
stakeholders. Their training should also include methods
of community engagement and involvement to improve
health in the communities they serve. In addition, training
should explore how to address complex problems through
engaging the local multidisciplinary PHC team and
other stakeholders. Career pathways and bursaries for
CHWSs’ development may increase their motivation and
commitment to work.

More effort needs to be made to engage community leaders
and community members to make the goal of community
engagement and involvement a reality. This may improve
acceptance of and trust in CHWSs’ services, such as TB
surveillance, and increase their safety. In addition, it may
lead to opportunities to provide feedback to communities on
health issues and together prioritise and address more
complex underlying problems.

Further research is needed to evaluate interventions that
address the issues identified and in particular look at
improving multisectoral action, community engagement and
empowerment. Furthermore, longitudinal research that
measures outcomes of active surveillance for TB would better
describe the influence of the factors described here. There is a
need for effective monitoring systems that monitor and
measure the various aspects of TB surveillance in the National
TB Programme. These tools and systems require further
research into their design and effectiveness.

The findings of this study will be incorporated into a
survey of healthcare workers in the Eastern Cape province
in order to quantify how important these factors are to TB
surveillance in that context. In addition, the findings will
inform quality improvement looking at TB surveillance in
the Eastern Cape province.

Conclusion

The CHW teams were central to the success of active
surveillance for TB in the four sites visited. A number of
factors related to the key stakeholders in CBS influenced
implementation of TB surveillance. The well-established
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support structures availed these teams of training,
availability of resources, effective referral systems with
support from the primary care facility and equipping CHWs
for effective functioning at these sites. It was evident that
CHWs resourced with electronic data collection capacity
captured activities that were easy to analyse and evaluate for
feedback. Community health workers were often required to
address complex issues in the course of delivering active
surveillance for TB, highlighting the need for adequately
equipping them to address these issues. The complex
interactions of the social determinants of health and TB
transmission in the community required CHWs who could
engage with the community and develop trusting
relationships to adequately respond to these complex issues
by linking clients to healthcare whilst liaising with other
sectors to address problems that impact TB infection in the
lives of their clients and their communities. Acceptability of
the CHW teams in the community was influenced in part by
their ability to develop trusting relationships with clients.
Further research is required to develop systems for
intersectoral collaboration in addressing the socio-economic
problems that often contribute to the transmission of TB in
disadvantaged communities.
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