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Abstract
Background South Africa faces a chronic shortage of professional health workers. Accordingly,
community health workers (CHWs) are being employed to mitigate the ongoing health workforce
de�ciencies. As increased access to quality service delivery hinges upon their motivation, this study
explored CHWs’ motivation to deliver systematic household contact TB investigation (SHCI).

Methods In 2017, a cross-sectional survey was conducted among CHWs in the Mangaung Metropolitan
District, Free State Province. Exploratory factor analysis was performed on a 30-item scale to determine
the dimensions underlying CHW motivation. Items with factor loadings of 0.4 and above were retained.
Descriptive and inferential analyses were used to determine CHW motivation levels. Multiple linear
regression analysis was used to investigate the determinants of CHW motivation.

Results Out of 235 participants, 89.2% were female. Participants’ median age was 39 (interquartile range:
33-45) years. CHW motivation was de�ned by 16 items across three dimensions — intrinsic job
satisfaction, burnout and team commitment, together explaining 56.04% of the total variance. The
derived 16-item scale showed satisfactory internal consistency (Cronbach’s alpha: 0.81), with a mean
motivation score of 51.29 (standard deviation [sd]: 5.14) out of 64. Statistically signi�cant differences
were observed between formal CHWs — those with at least phase 1 standardised accreditation, and
informal CHWs — those with non-standardised accreditation regarding mean team commitment scores
(17.82 [sd: 2.48] vs. 17.07 [sd: 2.82]; t(233) = 2.157; p = 0.013). CHW age (β = 0.118, p = 0.029), location (β
= 1.737, p = 0.041), length of service (β = -0.495, p <0.001), attendance of TB SHCI training (B = 1.809, p =
0.036), and TB SHCI competence (β = 0.706, p <0.001), contributed statistically signi�cantly to CHW
motivation.

Conclusion: CHW motivation to perform TB SHCI was both intrinsic and extrinsic. The high overall mean
score implies that the CHWs were well-motivated to perform TB SHCI. To ensure sustained improved
access to quality TB SHCI service provision, programme managers in the Free State and similar settings
could potentially use the tool derived from this study to monitor and inform CHW motivation
interventions. Interventions should pay close attention to the CHWs’ formalisation, competence and
training. 

Background
In 2012, South Africa undertook to implement National Health Insurance (NHI) [1] as a means to achieve
universal health coverage. A key health reform under the NHI is the re-engineering of primary health care
(PHC) via three streams including municipal ward based PHC outreach teams (WBPHCOTs), integrated
school health programmes and district clinical specialist teams [2-4]. Organised under WBPHCOTs,
community health workers (CHWs) constitute a critical human resource for the PHC Re-engineering
strategy. The CHWs are selected from the communities where they live and are answerable to the same
communities [5,6]. CHWs are employed to mitigate the ongoing professional health workforce shortages
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in South Africa [2,3]. In addition, the CHWs facilitate linkage between communities most in need and PHC
facilities, thereby increasing access to basic health services and contributing to improved health [2,3,7-
12].  

At the time of this study in 2017, the implementation of outreach team activities was largely guided by
the Provincial Guidelines on the Implementation of the Three Streams of Primary Health Care Re-
engineering released in 2011 [2, 4]. Subsequently, in 2018, a national WBPHCOT Policy Framework was
launched to streamline the WBPHCOTs in terms of CHW selection, training, scope of work, monitoring and
evaluation, and formal integration into the health system [2]. Ideally, a WBPHCOT comprises six to ten
generalist CHWs, supervised by an outreach team leader (OTL) — usually an enrolled nurse who reports to
the PHC facility manager — and a data capturer [2]. In order to be selected for the WBPHCOTs, individuals
should preferably have a Grade 12 quali�cation. In terms of training, CHWs typically receive initial short
term training at recruitment to equip them with skills to provide safe and quality services, which is usually
supplemented by refresher training to update their skills and reinforce the initial training (5,7,8,13,14]. A
critique on the implementation of the WBPHCOT approach is that the all-important issues of CHW
remuneration and working conditions are negated [3,7]. Inevitably, poor remuneration and working
conditions are bound to negatively affect CHWs’ motivation and performance, which in turn would affect
their retention and the overall sustainability of the PHC re-engineering strategy. 

Previous research has reported that both �nancial and non-�nancial incentives including, but not limited
to, appreciation by communities, supportive supervision, acquisition of relevant skills, opportunity for
personal growth, potential for career advancement, and feelings of altruism variably contribute towards
CHW motivation [15-19]. Conversely, individual factors such as burnout, poor personal health and job
insecurity, and environmental factors such as resource constraints (for example, the lack of transport,
medical supplies, etc.), inadequate remuneration, poor communication, and paucity of supervision and
support, contribute towards CHW demotivation [17,18,20,21].

There are few studies measuring motivation of CHWs in low-and middle-income settings such as South
Africa. Moreover, the measurement of motivation in previous studies was not homogenous. Quantitative
studies reported varied dimensions underlying CHW motivation [18, 19, 21], implying the necessity to
contextualise the measurement of this construct. Therefore, this study contributes knowledge on
important aspects of CHW motivation as measured quantitatively from a South African perspective..

In light of the ongoing PHC re-engineering in South Africa, this study focused on measuring motivation of
CHWs recruited into WBPHCOTs in the Mangaung Metropolitan District in the Free State Province.
Particularly, the study sought to measure and identify important aspects of CHW motivation to perform
TB SHCI as quality service delivery, and by extension, the success of the TB programme hinges upon their
good motivation. Evidence across Africa indicates that there are substantial numbers of undiagnosed,
untreated pulmonary tuberculosis (TB) cases in communities [22-25]. Consequently, CHWs constitute a
crucial component of the TB programme in South Africa; their involvement in active case �nding
contributes towards reduced transmission of TB in the communities [25]. CHWs conduct systematic
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household contact TB investigation (SHCI) and refer undiagnosed individuals for clinical evaluation and
treatment, trace patients lost to follow-up, and also provide basic behavioural and treatment adherence
counselling [7,9-11]. This study sought to: 1) understand what underlies CHWs’ motivation to perform
SHCI, 2) ascertain the levels of CHW motivation and 3) establish the determinants of CHWs motivation.

Methods

Design and setting
A cross-sectional study was conducted from October to December 2017 among CHWs in the Mangaung
Metropolitan District, one of �ve districts constituting the Free State Province. At 787 803 [26], the metro
had the largest population of the �ve districts in the Free State and sub-optimal TB outcomes in
preceding years. Mangaung Metropolitan was purposefully thus selected for the study. At the time of
data collection it constituted three sub-districts – Bloemfontein, Thaba Nchu and Botshabelo. However,
the number of sub-districts has since increased to four.

Participants
In 2016, there were 2 590 functional WBPHCOTs across South Africa [27] and 80 in the Free State
Province [28]. Implementation of the WBPHCOT activities in the Free State is ongoing and scale-up is
largely dependent on the availability of funding. For this reason, the study participants comprised two
categories of CHWs; informal CHWs — those who had not yet received standardised WBPHCOT
accreditation, and formal CHWs — those who had received at least the �rst phase of standardised
accreditation. By 2017, Mangaung Metropolitan had approximately 27 functional WBPHCOTs and 280
CHWs [29]. All CHWs enrolled into the WBPHCOTs in line with extant provincial PHC re-engineering
guidelines were purposefully selected for the study. The participants were recruited into the study through
their team leaders. The latter were responsible for arranging appointments for �eldworker-administered
interviews.

 

Questionnaire development and data collection
A �eldworker-administered questionnaire was developed to gather data on CHW motivation, SHCI
knowledge, competence and training, as well as socio-demographic characteristics. Motivation refers to
an individual’s willingness to exert and maintain effort towards organisational goals. It is the result of the
interactions between individuals and their work environment, and the �t between these interactions and
the broader societal context [30]. As motivation is a latent variable that cannot be easily assessed [30],
items that measured various observable aspects of this variable were generated from existing literature
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on motivation among health workers, with particular focus on studies conducted in low- and middle-
income country settings [16-19,32]. Constructs perceived to engender CHW motivation were considered,
for example, general motivation, intrinsic motivation, burnout, job satisfaction, team commitment,
conscientiousness, timeliness, altruism and compassion. At least three items were included for each
construct. The questionnaire comprised a total of 30 items measuring CHWs’ motivation to perform TB
SHCI on a Likert scale of 1 to 4 — 1 = strongly disagree, 2 = disagree, 3 = agree and 4 = strongly agree.

 

Fourteen questions measured CHWs’ SHCI knowledge based on the national TB policy guidelines [33].
Participants were required to indicate ‘true’, ‘false’ or ‘’don’t know’ in response to each question. Nine
questions measured CHW TB SHCI competency based on the PHC re-engineering implementation
guidelines [4] and national TB guidelines [33]. Participants had to indicate how di�cult it was for them to
perform certain TB SHCI tasks in households on a Likert scale of 1 to 4 (1 = not di�cult at all, 2 = slightly
di�cult, 3 = di�cult, 4 = extremely di�cult). The questionnaire entailed a further ten questions measuring
socio-demographic characteristics including sex, age, education, length of service, sub-district, CHW
category (formal — with at least phase 1 of standardised accreditation vs. informal — with non-
standardised accreditation) and TB SHCI training. The questionnaires were available in English and
Sesotho. Trained bilingual �eldworkers administered the questionnaire via individual interviews
conducted at the CHWs’ convenience and after obtaining informed consent. The interviews’ duration was
approximately 45 minutes. 

 

Data handling and analysis 
The data were double captured and veri�ed for accuracy before analysis using SPSS version 25 [34]. Two
data capturers individually entered the data into the SPSS programme. The data were then compared for
any mismatches. Frequency distributions were also run on each variable to check for any errors and to
ensure that data fell within the expected range.

 

In terms of analysis, CHWs’ socio-demographic characteristics were described using frequency counts
and percentage for discrete variables, and mean, standard deviation (sd), and median for continuous
variables. Exploratory factor analysis (EFA) was used to establish the dimensions underlying CHW
motivation to perform TB SHCI [31]. The 30-item scale was analysed using EFA with principal axis
factoring, oblique rotation and Eigen value greater than the Kaiser criterion of 1. Items with factor
loadings of 0.4 and above and cross-loadings lower than 0.3 were retained. Cronbach’s alpha was used to
examine the internal consistency of the derived motivational scale and sub-scales. Mean scores and t-
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tests were used to describe CHW motivation levels. Linear regression analysis was used to establish the
determinants CHW motivation at a statistical signi�cance level of p ≤ 0.05.

Results

Participant characteristics
In total, 235 CHWs participated in the study. A large majority were female (89.2%). The

median age of the participants was 39 (inter-quartile range [IQR]: 33-45) years. The

distribution of informal CHWs (49.4%) was similar to that of formal CHWs (50.6%). The majority (74.5%)
of CHWs worked in small town areas. Regarding formal education, just more than three-quarters (75.7%)
of the participants had attained a matric/grade 12 certi�cate. Most (61.3%) CHWs indicated that they
were supervised by OTLs relative to PHC facility-based professional nurses/managers (28.1%) or non-
governmental organisation (NGO)-based supervisors (9.8%). The median length of service was three (IQR:
1-6) years, the mean TB SHCI competence score was 7.1 (sd: 1.9) out of 9 and the mean the TB SHCI
knowledge score was 11.4 (sd: 1.2) out of 28 (Table 1).

 

Table 1: Participants’ demographic characteristics

 

Exploratory factor analysis of the motivation scale   
The Kaiser-Meyer-Olkin measure veri�ed sampling adequacy for the analysis (KMO = 0.838) and the
Bartlett’s test of sphericity (X2[120] = 1469.639; p < 0.001) indicated that correlations between items were
large enough for the EFA. Three factors had eigenvalues over Kaiser’s criterion of 1 and in combination
explained 56.04% of the variance. The scree plot showed in�exions that also justi�ed retaining three
factors. Given the convergence of the scree plot and Kaiser’s criterion on three factors, these three factors
were retained in the �nal analysis. Table 2 shows the factor loadings after rotation. The clustering of the
items on the factors suggested three distinct factors underlying CHW motivation. Factor 1 represented
‘intrinsic job satisfaction’; factor 2, ‘burnout’; and factor 3 ‘team commitment’. With an Eigen value of 5.30,
factor 1 – ‘intrinsic job satisfaction’, comprised of six items and explained 33.1% of the variance in CHW
motivation. Factor 2, – ‘burnout’, comprised of �ve items, had an Eigen value of 2.39 and explained
14.95% of the variance in CHW motivation. Factor 3 – ‘team commitment’ comprised of �ve items, had
an Eigen value of 1.27, and explained 7.95% of the variance in CHW motivation. A total of 14 items were
eliminated from the analysis because they did not contribute to a simple factor structure and failed to
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meet the minimum criteria of having a primary factor loading of 0.4 or above, and no cross-loading of 0.3
or above. Subsequent analysis was based on the derived 16-item scale.

 

Reliability analysis of the derived motivation scale
In terms of reliability, internal consistency, Cronbach’s alpha was calculated for the derived motivation
scale as well as the associated individual sub-scales. The 16-item scale

showed satisfactory internal consistency with a Cronbach’s alpha of 0.81. Each of the individual sub-
scales also had acceptable internal consistency as re�ected by the respective Cronbach’s alpha values;
intrinsic job satisfaction: 0.83; burnout: 0.73; and team commitment: 0.83.

 

Table 2: Exploratory factor analysis of CHWs’
motivation to perform SHCI
 

CHW motivation level
The mean motivation scores are depicted in Table 3. The scoring was such that higher mean scores
suggested higher motivation. The highest mean score was established for the item “I am a hard worker,”
(n = mean: 3.78; sd: 0.45), implying that respondents would describe themselves as highly motivated in
this respect. The lowest mean scores were for the item “I feel emotionally drained at the end of every day,”
(mean: 2.31; sd: 0.93) and “I feel overwhelmed by my work as a CHW,” (mean: 2.31; sd: 0.95) implying
that some respondents felt demotivated in these respects. The raw item scores were then summarised
and the total score was divided by the total number of items measuring CHW motivation. The mean
motivation score was 52.26 (sd: 5.86) out of 64 implying that overall, the CHWs were inclined to be well
motivated to perform TB SHCI. In additional analysis, formal CHWs scored statistically signi�cantly
higher (t(233) = 2.157; p = 0.013) than informal CHWs on the team commitment sub-scale (formal CHWs —
mean: 17.82; sd: 2.48 vs. informal CHWs — mean: 17.07; sd: 2.82). However, job satisfaction and burnout
scores were not signi�cantly different across these groups. Comparison of motivation scores across the
geographical areas yielded a statistically signi�cant difference on the burnout scale, where CHWs from
the urban area scored higher (t(233) = 2.665; p = 0.008) than those from rural/small towns (urban area —
mean: 13.10; sd: 3.13 vs. rural/small towns: — mean: 11.85; sd: 3.09)



Page 8/16

 

Table 3: Level of motivation among CHWs (N = 235)

 

Determinants of CHW motivation to perform TB
SHCI 
A multiple regression was carried out to investigate whether CHW motivation to perform TB SHCI based
upon CHWs’ sex, age, education, category, location, length of service, attendance of most recent TB SHCI
training, and TB SHCI knowledge and competence. Preliminary analyses were performed to ensure that
the assumptions of linearity, independence of errors, homoscedasticity, unusual points and normality of
residuals were met. The results of the regression indicated that the model explained 16.4% of the
variance and that the model was a signi�cant predictor of CHW motivation to perform SHCI (F9, 210 =

4.109; p<0.001; R2 = 0.164). Table 4 depicts the determinants of CHW motivation. CHW age (β = 0.118, p
= 0.029), location (β = 1.759, p = 0.041), length of service (β = -0.495, p <0.001), attendance of TB SHCI
training (B = 1.809, p = 0.036), and TB SHCI competence (β = 0.706, p <0.001) contributed statistically
signi�cantly to motivation.

 

Table 4: Multiple regression model for the
determinants of CHW motivation to perform TB
SHCI 
 

Discussion
South Africa subscribes to the World Health Organization’s (WHO) End TB Strategy envisioning to halt the
TB epidemic by 2035 [35]. This ambitious goal necessitates commitment from TB programmes in terms
of the ensuring quality of service provision. Moreover, quality service provision is largely dependent on
health worker motivation [20,21,23,25,32,36]. The study investigated the factors underlying the motivation
of CHWs to perform TB SHCI in the Mangaung Metropolitan District of the Free State. Exploratory factor
analysis established that CHW motivation was underscored by three dimensions including intrinsic job
satisfaction, burnout and team commitment. The �ndings of this study corroborate previous research
reporting that CHW motivation is both intrinsic and extrinsic [15,18,19,21,37-40].
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The high mean scores suggest high overall CHW motivation to perform SHCI. More speci�cally, the high
scores were in respect of the sub-scales measuring intrinsic job satisfaction and CHW commitment to the
WBPHCOTs. The high motivation levels could potentially be attributed to social desirability bias among
the CHWs, whereby they might have portrayed themselves in a better light—as being better motivated
than they might actually have been [41]. Nevertheless, the 16-item scale used in this study showed
satisfactory internal consistency with a Cronbach’s alpha of 0.81. This scale, in addition to other
qualitative assessments, could be a useful tool for TB programme managers seeking to monitor and take
actions to improve the CHW motivation levels in a bid to improve the quality of CHW service delivery.

 

In the current study, moderate levels of CHW burnout were evident. In a study that pro�led CHWs in the
KwaZulu Natal Province of South Africa, burnout was attributed to sources external to the CHWs
including a lack of supportive supervision and career pathways, inadequate stipends, and absence of
debrie�ng following interactions with families, and dangerous work environments [40]. It is therefore
imperative for TB programme managers/coordinators, WBPHCOT supervisors and policy makers to
proactively improve CHWs’ working conditions in a bid to improve their motivation and retention.
Enquiries into potential interventions deduced that multi-faceted interventions taking CHWs’ workloads
and their expectations into account are likely to improve their motivation and retention in service for
longer periods [42,43].

 

While no signi�cant differences were established across the CHW categories regarding job satisfaction
and burnout, the current study found that formal CHWs scored signi�cantly higher on the team
commitment scale compared to informal CHWs. This is not surprising given that the latter group of CHWs
were not formally recognised as being part of the health system. The �nding echoes calls from previous
reports across South Africa to expedite the formalisation of CHWs in the health system [8,39]. Maboko
and colleagues [39] speci�cally urged that formal recognition of CHWs as an essential cadre for
improving healthcare delivery at the community level, adequate remuneration for their work, as well as
advanced training and a clear career development pathway, helps to bolster the quality of their motivation
and service delivery.

Results showed that CHWs who had attended TB SHCI training twelve months prior to the study were
more likely to score higher on the motivation scale compared to those who had not. Likewise, motivation
scores increased by 0.71 with every increasing unit of TB SHCI competence scores. These �ndings align
with a previous study in the Free State Province reporting that more than half of the CHWs had not
received basic training in HIV counselling and testing [44]. In a Tanzanian study [45], the provision of
regular refresher training ranked second highest among recommendations to ensure motivation and
retention of CHWs in the country. It is therefore imperative for the TB programme in the Free State to
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provide the necessary initial and regular refresher training to CHWs. In three previous studies, one in the
Eastern Cape Province, South Africa [46] and two in India [19,21], CHWs expressed an urgent need for
knowledge acquisition. The CHWs particularly felt empowered through the acquisition of knowledge and
skills which facilitated their optimal functioning in communities [21]. Another study among CHWs in
Uganda highlighted that skills and knowledge contributed to positive attitudes towards lay health work
and positive intentions to remain in service [43]. However, while knowledge acquisition is crucial to the
successful performance and individual level motivation of CHWs, under the PHC re-engineering strategy
the current basic and continuing training systems remain largely fragmented and poorly organised [3].

 

The study further established that CHWs’ geographical location was a strong determinant of their
motivation. CHWs in rural/small towns scored almost twice higher on the motivation scale compared to
their counterparts in the urban area. This could potentially be associated with a greater sense of
community connectedness that stems from the heavy reliance on CHWs for primary health care in rural
and remote areas [47]. It is likely that the CHWs felt well recognised for their contribution to health care in
the rural setting, leading to increased motivation to perform SHCI.

 

The strength of the study is that it contributes to knowledge on the levels of and dimensions underlying
CHW motivation in a high TB-burdened metropolitan district. The �ndings from this study are important
for TB policy and programme managers in the Mangaung Metro and other areas grappling with
professional health workforce shortages amidst high disease burden. Moreover, this is the �rst study to
CHW motivation to perform tasks related to the TB programme. However, results of the exploratory factor
analysis should be interpreted with caution. Future research in similar settings should validate the
motivation scale. Moreover, only CHWs available on the day of the �eld visit were interviewed, which
could likely explain the high levels of motivation [41]. It is possible that those who were absent were also
likely to be poorly motivated. Results are thus not generalizable to all CHWs in the province. Thus, future
research should make provision to capture motivation levels of randomly selected CHWs through multiple
�eld visits and qualitative assessments and also to explore the association between CHW motivation
levels, turnover and the quality of services provided as this was not investigated in the current study.
Another limitation is that the CHWs were only asked about their involvement in TB SHCI and this is only
one of their many activities.

Conclusion
This is the �rst study to measure the motivation of CHWs to perform TB SHCI in the context of PHC re-
engineering in the Free State Province. The study found high levels of motivation among CHWs to
perform TB SHCI. CHW motivation was underscored by the dimensions of intrinsic job satisfaction,
burnout and team commitment. It is important to ensure sustained CHW motivation to effect improved
access to quality service provision. The tool derived from this study could potentially be used by CHW
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supervisors in the Free State and similar settings to monitor and inform CHW motivation interventions.
Interventions should especially pay close attention to the CHWs’ formalisation, competence and training.
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