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Introduction
Community Health Workers (CHWs) have been identified 
as the key health professionals to drive the agenda of  
the prevention of  health risk behaviours, linked to non-
communicable diseases (NCDs) in South Africa. They are 
regarded as the agents of  change, who will provide impetus 
to the achievement of  the health behaviour goals, set out 
by the South African National Department of  Health1.
However, this cohort, may suffer from an array of  NCDs. 
There are various risk factors that influence the health of  
individuals and contribute to NCDs, including modifiable 
and non-modifiable risk factors, which cannot be changed, 
or altered by an intervention, such as age, family history, 
gender and ethnicity2,3. Modifiable risk factors have been 
classified as behavioural, physical, and biological4. 
Globally, NCDs are responsible for 80% of  premature 
deaths in LMICs5,6. In response to the NCD pandemic, the 
World Health Organisation (WHO) set a global target in 
2012, which was aimed at reducing premature deaths, caused 
by NCDs, by 25%, by the year 20257. However, this goal 
will require drastic, immediate, and targeted approaches that 
address the root causes of  NCDs. South Africa has followed 
the global trend, and evidence depicts an increase in NCDs8, 
with a 27% probability of  dying between the ages of  30 
and 70 years, as a result of  cardiovascular diseases (CVDs), 
diabetes, cancers, or chronic respiratory conditions7,9. This 
is similar to other countries such as India (26%), Philippines 
(28%), Democratic People’s Republic of  Korea (27%), Mali 
(26%), Russian Federation (30%), Ukraine (28%) , Tajikistan 
(29%), Fiji (31%), Afghanistan (31%) and Armenia (31%)9 

In the Western Cape, the prevalence of  chronic diseases 
of  lifestyle raises major concerns about the communities’ 
health risk behaviour. The Burden of  Disease Survey for 
the Western Cape, which was released on 24 April 2017, 
reported that NCDs contributed to 61% of  deaths in the 
Western Province10.
The top 6 leading risk factors contributing to the global 
burden of  NCDs, are reported as high blood pressure (13%), 
tobacco use (9%), increased blood glucose levels (6%), 
physical inactivity (6%), harmful consumption of  alcohol 
(5.9%) and obesity/overweight (5%)9,11. In South Africa, the 
4 top modifiable risk factors that influence the burden of  
disease are unhealthy diets, smoking, physical inactivity and 
the harmful use of  alcohol, especially in citizens living in 
urban areas5,12.

In addition, studies have revealed that the prevalence 
of  NCDs, such as cardiovascular disease, diabetes, and 
hypertension, among healthcare workers are similar to 
the general population, and could be attributed to lifestyle 
choices13,14,15. Evidently, health care workers do not practice 
what they preach, and instead have unhealthy health behaviours, 
such as smoking, physical inactivity, consumption of  alcohol, 
eating junk food, obesity and sleeping erratically16. These 
behaviours clearly predispose them to NCDs. In addition 
to modifiable risk factors for NCDs, non-professional 
healthcare workers (those without formal and/or tertiary 
education) (20.3%) reported a higher HIV prevalence, than 
professional health care workers (13.7%)17. Current studies 
have also reported that asthma is more prevalent in health 
care workers, than in non-health care workers18. In addition,  
workplace exposure, which includes stress, physical exertion, 
exposure to disinfectants, aerolised drugs, powered gloves, 
second-hand smoke & allergens could cause asthma in 
previously healthy individuals18.
Communities may lack the understanding about the impact 
of  NCDs, especially regarding perceived susceptibility 
and perceived severity19. Since CHWs originate from the 
communities in which they work20, it is assumed that they, 
consequently, will have similar misconceptions about the full 
impact of  NCDs19 on their quality of  life, and demonstrate 
similar health risk behaviours as these communities. It is 
perceived that, in order for health professionals to deliver 
accurate and effective service, they have to be good role 
models and understand their own health behaviours21,22. 
Studies suggest that CHWs lack sufficient knowledge about 
NCDs and the risk factors23, therefore, empowering the 
CHWS with this knowledge would help them to identify and 
address it in their own lives, and communicate this insight 
during their health engagements with the communities. 
As CHWs are afforded the means to improve their own 
healthcare, it is assumed that they would transfer the new skill 
sets and health behaviours to the communities, by modelling 
their newly-adopted lifestyles to them. Once communities 
are empowered, there could be an increase in the sense 
of  self-determination and self-efficacy24. The snowballing 
effect, or social persuasion effect, would promote healthy 
behaviours, and decrease the health risk behaviours in the 
communities, which could result in a continuum of  the 
empowering process25. In order to train the trainer in health 
care for self, and simultaneously equip him/her to transfer 
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these self-management skills to others, an understanding 
of  their perceived risk factors is required. Therefore, this 
current study is aimed at assessing the risk factors of  NCD 
prevalence among CHWs in urban and rural areas.

Methodology
This article forms part of  a larger study that explored the 
empowering of  CHWs, to improve their health behaviours, 
using a self-management approach. A quantitative survey 
design was employed for the aspect of  the study that this 
article is based on. This method is useful when data on 
individuals’ personal thoughts, behaviours, and feelings are 
sought26, therefore, it was applicable to this current study 
that explored the perceptions of  CHWs. 
The study was conducted in two communities of  the Western 
Cape province of  South Africa, purposively selected, 
because of  their need for active CHWs to work in the area. 
Genandendal and Greyton were selected for the rural area, 
while Lavender Hill and the Retreat area were considered for 
the urban area. Both the urban and rural areas are classified 
as low socio-economic and are inhabited by predominately 
persons racially profiled as ‘coloured’. The Lavender Hill and 
Retreat areas are ridden with violence. Due to the scarcity 
of  qualified tertiary-trained medical professionals the CHWs 
in Genadendal & Greyton act as first responders for these 
towns. 
The population for this current study included, approximately, 
3  400 CHWs. The study focused on those working in the 
selected areas which employs approximately 200 CHWs. All 
of  them were targeted to participate in the study but only 
154 agreed to participate. 
In recent years there has been an increased political support 
for CHWs in South Africa. With the focus placed on re-
engineering primary health care, it was determined that 
CHWs should be arranged into nurse-lead teams27 and be 
employed by NGOs identified and funded by the provincial 
health departments28. The roles of  CHWs in South 
Africa are concentrated in the domains of  prevention and 
promotion at both household and community levels. They 
are predominately lay health workers who have received 
informal job training and have no professional or tertiary 
training21.
By means of  the convenient sampling technique, a sample 
of  154 CHWs, from four Non-governmental organisations 
(NGOs), were selected for this study. As this was a pre-test 
post-test design, generalisability of  results is not the focus 
of  the study but the effect on the group and thus the sample 
size was considered large enough. A questionnaire29, was 
employed in the data collection process. The questionnaire 
was based on questions from various tools, namely, the Short 
Form 12 (SF-12), the Health Promoting Lifestyle Profile 11 
(HPLP-11), while an additional section, comprising health 
status and bio-demographics were included, as well. HPLP-
II has 52 items, with responses including 1 = never, 2 = 
Sometimes, 3 = Often, and  4 = Routinely. The SF-12 has 
been used extensively in the general population30, as well as in 
studies with disease groups31. In addition, the reliability of  the 
tool was further tested across various cultures32. The HPLP-
11 questionnaire is a 52-item, self-reported questionnaire 
that employs a 4-point Likert-type scale, to determine the 
frequency that respondents participate in health behaviours. 
It has been widely used in research on health behaviour, 
and has demonstrated high construct reliability, internal 
consistency, and test–retest reliability33. The subscale total 
scores were derived by generating the mean of  items within 

those subscales (Health Responsibility, Physical Activity, 
Nutrition, Spiritual Growth, Interpersonal Relationships 
and Stress Management). The mean score can range from 1 
(low participation) to 4 (high participation) for each subscale, 
with each subscale composed of  different numbers of  items. 
Total scores were used in the data analysis to minimize risk 
of  Type I error, as analyses using individual variables would 
inflate the number of  analyses and thereby risk reporting 
a significant relationship between variables where no such 
relationship exists.
The researcher (LJ) contacted the head of  the NGOs 
and explained the purpose of  the study. CHWs were then 
invited to a meeting, where the study was outlined, and all 
the CHWs were invited to participate in this current study. 
Those who were willing to participate in the study received 
an information sheet, and signed a consent form before 
completing the questionnaire. The questionnaires were 
available in both English and Afrikaans, which allowed the 
respondents to complete the questionnaires in their language 
of  choice. The questionnaires were administered by the 
researcher (LJ), and was completed in the presence of  the 
researcher (LJ), to allow the respondents to receive clarity to 
questions that might have arisen.
Data analyses were done in consultation with a statistics 
coach. Descriptive, as well as inferential statistics were 
conducted. Descriptive statistics were used to summarise 
the urban and rural information of  the CHWs, in the 
form of  means, standard deviations, ranges, and t-tests, to 
ascertain whether urban and rural CHWs differed on any of  
the measures of  interest. The measure is not on a nominal 
scale, the responses are 1-4 (an interval scale) and verbal 
descriptor anchor points were added to the numeric scale 
for clarity.  The SPSS was used to analyse the data. Fishers-
exact test was used to examine possible associations between 
socio-demographic characteristics and behaviour status. A 
significance level of  0.05 (5%) was used for the test.   
Ethical clearance was obtained from the Humanities and 
Social Science Research Ethics Committee of  the University 
of  the Western Cape (HS/17/8/23), and permission 
was received from the boards of  the relevant NGOS that 
employed the CHWs. Written informed consent was obtained 
from all respondents and confidentiality was ensured.
Results
Demographics
Of  the 154 respondents, 10 were male and 144, female, with 
a mean age of  42.2 years (SD=10.9). The socio-demographic 
status indicated that 90% had an education level below grade 
12. In addition, the mean years of  working experience was 
4.5 years. The health status of  the respondents in this current 
study are depicted in Table 1. The associations between the 
gender and medical conditions of  the respondents were not 
statistically significant. The relatively small sample size, and 
the unevenness in the values within many of  the variables 
(for instance, 93.6% of  respondents were females), could 
be a reason that the associations between the respondents’ 
gender and their medical conditions, were not statistically 
significant. Approximately 30% of  the respondents smoked, 
had high blood pressure, and participated in less than 3 days 
of  physical activity.
Based on the health need questionnaire, the behaviour of  
the respondents, and the risk factors that could contribute 
to NCDs, are described in Tables 2-7. The mean for each 
question was determined, as well as the mode. The overall 
mode for health responsibility was 3, for physical activity, it 
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Table 1: Health status of participants
VARIABLE TOTAL MALE FEMALE P-VALUE
Physical Activity

Physically active for 30 minutes ˂ 3 days

Physically active for 30 minutes ˃ 3 days

52(33.8)

102(66.2)

4(40.0)

6 (60.0)

48(33.3)

96(66.7)

0.734

Tobacco use

- YES (Current use of tobacco products)

- No (No tobacco products used)

55(36.2)

97(63.8)

3(30.0)

7(70.0)

52(36.6)

90(63.4)

1.000

High Blood Pressure

YES

NO

46(30.1)

107(69.9)

3(30.0)

7 (70.0)

43(30.1)

100(69.9)

1.000

High Cholesterol

YES

NO

17(11.0)

137(89.0)

1(10.0)

9(90.0)

16(11.1)

128(88.9)

1.000

Heart Attack

YES

NO

2(1.3)

152(98.7)

1(10.0)

9(90.0)

1(0.7)

143(99.3)

0.126

Diabetes 

YES

NO

17 (11.1)

136 (89.9)

1(10.0)

9(90.0)

16 (11.2)

127 (88.8)

1.000

High Blood Sugar (Not on medication)

YES

NO

5(3.3)

148(96.7)

0(0.0)

10(100)

5(3.5)

138(96.5)

1.000

Depression 

YES

NO

11(7.1)

143(92.9)

1(10.0)

9(90.0)

10(6.9)

134(93.1)

1.000

Heart Disease

YES

NO

3(1.9)

151(98.1)

1(10.0)

9(90.0)

2(1.4)

142(98.6)

1.000

Stroke

YES

NO

1(0.6)

153(99.4)

0(0.0)

10(100.0)

1(0.7)

143(99.3)

1.000

Arthritis

 YES

NO

12(7.8)

142(92.2)

0 (0.0)

10(100.0)

12(8.3)

132(91.7)

1.000

Anxiety

YES

NO

7(4.5)

147(95.5)

0(0.0)

10(100.0)

7 (4.5)

137 (95.1)

1.000

Asthma

YES

NO

21(13.6)

133 (86.4)

0(0.0)

10(100.0)

21(14.6)

123(85.4)

0.359

Diagnosed other medical conditions

YES

NO

26(16.9)

128(83.1)

4(40.0)

6(60.00

22(15.3)

122(84.7)

0.066

was 1, nutrition 3, spiritual growth 
4, interpersonal relationships 3, and 
stress management 4.
It is noted that the mode (3) is 
high, and on average the results 
indicated that the respondents were 
neither reporting, nor discussing 
personal health challenges with 
health professionals, or pursuing 
information about improving 
health.
The mode for physical activity 
emerges as a 1; although, it 
is important to note that the 
respondents were participating in 
physical activity on a regular basis. 
However, they were not assessing 
the impact that the exercise had 
on their heart rates, nor were they, 
specifically, planning their activities. 
The mean for leisure time activity 
was low, which could be influenced 
by their definition of  leisure time 
activity, or highlight their cultural 
differences in the type of  activities 
this questionnaire presented. 
On average, the respondents were 
not consuming the recommended 
allowance of  fruit and vegetables 
each day, coupled with failing to 
limit sugar intake, and refusing to 
follow a prescribed diet plan. This 
could predispose them to certain 
health conditions, including obesity.
This is an area that the respondents 
excelled in. In addition, it is 
important to note that this could 
be one option, which could be used 
to cope with the daily challenges 
experienced. 
The mode reflected high for this 
section; however, the concern was 
whether the respondents were able 
to disclose their problems, and/
or whether the relevant human 
resources were available to them to 
do so. 
The mean for most of  these items 
were reported as low; however, the 
concern existed that the respondents 
did not possess adequate stress 
management skills. 
As depicted in figure 1, the majority 
of  the respondents reported not 
having any medical conditions [60 
(39%)], while 35.1% had one medical 
condition. Fewer respondents [40, 
(25.9%)] reported having more than 
one medical condition. 

Discussion
It is important to determine the risk 
factors for NCDs in any population, 
when planning to implement 
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Table 2: Health responsibility responses

BEHAVIOUR MEAN MODE
How often do you report signs, or symptoms, to a doctor, or other health professional? 
(Report Signs)

2.27 3

How often do you read, or watch TV programmes about improving health? (TV) 2.86 3
How often do you ask health professionals, so that you can understand instructions? 
(Instruct)

3.33 4

How often do you get a second opinion, when unsure about your health care provider’s 
advice? (sec. opinion)

3.07 3

How often do you discuss your health concerns with health professionals? (Concerns 
A)

2.88 3

How often do you check your body, at least monthly, for physical changes/danger 
signs? (Inspect)

2.73 3

How often do you ask for information from health professionals about how to take good 
care of yourself? (Ask)

2.90 3

How often do you attend programmes to learn about health care?(Ed Programmes) 2.65 3
How often do you ask for advice, or counselling when you need it? (Guidance) 3.09 3
TOTAL 3

Notes:  HPLP-II has 52 items, with responses  including 1 = never, 2 = Sometimes, 3 = Often, and  4 = Routinely.

Table 3: Physical activity participation

BEHAVIOUR MEAN MODE
How often do you follow a planned exercise programme? (programme) 2.08 1
How often do you exercise intensely for 20, or more minutes, at least 3x per week (such 
as fast walking, bicycling, dancing)? (Vigorous Exercise)

2.61 3

How often do you participate in light to medium physical activity (such as walking 30-40 
minutes at a time 5 or more times a week)? (Take Part)

3.14 4

How often do you participate in leisure-time (recreational) physical activities (such as 
swimming, dancing, bicycling)? (Leisure)

2.15 1

How often do you perform stretching exercises at least 3x per week? (Stretch) 2.26 2
How often do you exercise during usual daily activities (such as walking during lunch, 
using stairs, walking)? (Daily Exercise)

3.18 4

How often do you check your pulse, when exercising? (Pulse) 2.14 1
How often do you reach your target heart rate, when exercising? (Target) 2.18 1
TOTAL 1

Notes:  HPLP-II has 52 items, with responses  including 1 = never, 2 = Sometimes, 3 = Often, and  4 = Routinely.

Table 4: Nutrition responses of participants 

BEHAVIOUR MEAN MODE
How often do you choose a diet, recommended by my health provider? (Diet) 2.19 3
How often do you limit the use of sugars and food containing sugar? (sweets) (Sugar 
Use)

2.66 3

How often do you ask health professionals, so that you can understand instructions? 
(Instruct)

3.33 4

How often do you eat 4-5 servings of fruits each day? (Fruit) 2.38 2
How often do you eat 4-5 servings of vegetables each day? (Vegetables) 2.80 3
How often do you eat 2-3 servings of milk, yoghurt or cheese each day, or as directed 
by your healthcare provider? (Dairy)

2.44 3

How often do you eat, at least 6 or less servings of meat, poultry, fish, dried beans, 
eggs, nuts each day, or as directed by your health care provider? (Protein)

2.75 3

How often do you read food labels to understand nutrition in packaged food? (Labels) 3.07 4
How often do you eat breakfast? (Breakfast) 2.85 4
TOTAL 3

Notes:  HPLP-II has 52 items, with responses  including 1 = never, 2 = Sometimes, 3 = Often, and  4 = Routinely.
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Table 5: Participants’ responses to spiritual growth

BEHAVIOUR MEAN MODE
How often do you feel that you are growing and changing in positive ways? (Growing) 3.02 3
How often do you believe that your life has purpose? (Believe) 3.63 4
How often do you look forward to the future? (Future) 3.62 4
How often do you feel happy and at peace with yourself? (Peace) 3.33 4
How often do you work towards long-term goals in your life? (Long term goals) 3.30 4
How often do you find each day interesting and challenging? (Challenges) 3.25 4
How often are you aware of what is important to you in your life? (Important) 3.43 4
How often do you feel connected with some force greater than you?  (Connected) 2.99 3
How often do you try new things? (Expose) 3.36 4
TOTAL 4

Notes:  HPLP-II has 52 items, with responses  including 1 = never, 2 = Sometimes, 3 = Often, and  4 = Routinely.

Table 6: Participants’ responses to interpersonal relationships

BEHAVIOUR MEAN MODE
How often do you discuss problems and concerns with people close to you? (Concerns) 2.61 3
How often do you praise other people easily? (Praise) 3.44 4
How often do you maintain meaningful relationships with others?  (Relationships) 3.53 4
How often do you spend time with close friends? (Friends) 2.99 3
How often do you touch, and are you touched by, people you care about? (Touch) 3.55 4
How often do you find ways to meet your needs for intimacy? (Intimacy) 2.66 3
How often do you get support from a group of people, who care about you? (Support) 2.98 3
How often do you settle conflicts through discussion, or give and take? (Conflicts) 2.99 3
TOTAL 3

Notes:  HPLP-II has 52 items, with responses  including 1 = never, 2 = Sometimes, 3 = Often, and  4 = Routinely.

Table 7: Participants’ responses to managing stress 

BEHAVIOUR MEAN MODE
How often do you get enough sleep? (Sleep) 2.83 3
How often do you take some time for relaxation each day? (Relax) 2.92 3
How often do you accept those things in your life that you cannot change? (Accept) 3.27 4
How often do you concentrate on pleasant thoughts at bedtime? (concentrate) 2.97 3
How often do you use specific methods to control your stress? (Stress) 2.55 3
How often do you balance time between work and play? (Balance) 2.74 3
How often do you practice relaxation, or meditation, for 15-20 minutes? (Meditation) 2.23 1
How often do you pace yourself, to ensure that you do not become too tired? (Pace) 2.66 3
TOTAL 3

Notes:  HPLP-II has 52 items, with responses  including 1 = never, 2 = Sometimes, 3 = Often, and  4 = Routinely.

Figure 1: Number of medical conditions 
reported by participants
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prevention programmes. More importantly, establishing the 
presence of  NCDs in health workers is essential. This current 
study focused on determining the prevalence of  risk factors 
for NCDs in CHWs. NCDs share common risk factors, such 
as poor nutrition, excessive use of  alcohol, physical inactivity 
and smoking5.
In this current study more than 30% of  the respondents 
reported hypertension, tobacco use, and physical inactivity. 
The results of  this study are aligned with, and even higher 
than the findings of  other studies. In one study, smoking 
rates of  11% among health workers were reported34. Recent 
studies have reported an increase in the use of  tobacco 
in LMICs35, as well as the coloured population, where a 
50% higher mortality rate for coloured smokers has been 
reported36.
Participation in physical activity was observed to be beneficial 
for the majority of  the respondents; however, they did not 
understand how to monitor the impact of  exercise, as well as 
the health benefits thereof. The results also revealed that the 
respondents did not have good coping strategies to manage 
their stress, which highlighted the need for education. 
Spiritual growth emerged positively among the respondents, 
which could be perceived as their main coping strategy. 
However, there is a void in literature regarding the way in 
which spirituality and spiritual growth could assist CHWs 
to cope. Although, there is evidence to suggest that strong 
religious and spiritual affiliations, lead to positive physical 
and mental health outcomes, as well as improvement in 
coping skills37,38,39.
The mean for the concept intimacy was also low, which 
could be attributed to their lack of  understanding of  the 
full concept of  intimacy. This was one of  the questions 
that the researcher had to explain, during the completion 
of  the questionnaires, as the respondents were unclear 
about whether this question referred specially to physically 
pleasuring their bodies. This uncertainty about the term is 
understandable as it is referenced in different ways in varying 
cultures40. 
It has been reported that the CHWs’ training and knowledge 
of  risk factors for NCDs is limited and needs drastic 
improvement23, to raise awareness and provide education 
around modifying lifestyle behaviours41. However, this group 
of  respondents presented a low risk profile, in terms of  risk 
factors for NCDs; consequently, it is logical to conclude that, 
should this group be provided with adequate training, they 
could be ideally positioned to lead the way in advocating the 
cessation of  smoking35, as well as the rehabilitation of  other 
risk behaviours that predispose individuals to NCDs, to the 
wider society42. CHWs are engaged in health promotion 
and health education activities in communities, to facilitate 
behaviour change among community members. Therefore, 
as change agents in communities, CHWs are considered to 
be the advocates of  the health of  the general public,43 and 
the role they fulfil in empowering communities with various 
health promoting activities, is duly acknowledged.44

Future Directions
Future empirical work will be conducted to examine and 
validate possible cut-off  scores for the dimensions of  the 
HPLP-II with respect to health status and health outcomes. 
This could assist employees to guide the health of  CHWs.

Conclusion
This current study reported that most of  the respondents did 
not engage in health risk behaviours, or have co-morbidities. 
Their years of  experience (mean=4,5 years) as CHWs, doing 
health promotions may have equipped them with knowledge, 
to understand the risks and consequently, they have been 
able to implement good health behaviours into their own 
lives. These characteristics in this cohort of  CHWs match 
the profile of  an effective CHW, making them good role 
models for future deployment, to transfer knowledge and 
educate communities about good health behaviour practices. 
Continuous training and health awareness programmes, 
however, are required to address the needs of  those CHWs, 
who engage in health risk behaviours. 

Study Limitations
Convenience sampling provides us the opportunity to collect 
data easily but it does not allow for all the findings to be 
generalised. This however, does not prevent the information 
to be used as a guide for practice. Another limitation was 
the inability of  the CHWs to understand some questions/
concepts such as “intimacy”, “leisure time activity”. 
Furthermore, the sample size is small, raising concerns 
about the generalization of  the findings. Based on the fact 
that the data were self-reports of  prevalence of  risk factors, 
it is subject to recall bias. Despite these limitations, the 
information can serve as  a guide for countries which have a 
similar context.    

Implications of the study
On an individual level this cohort of  CHWs understand 
the gravity of  managing their own health behaviours. 
This positive example will make them ideal role models to 
promote good health behaviours and minimise risky health 
behaviours among the communities they serve. In time these 
positive lifestyles will assist in eradicating the burden of  
disease. This information is also useful for the Department 
of  Health who can utilize this data when deciding on the best 
implementation strategy of  CHWs in the primary health care 
setting to achieve the 2030 healthcare goals and decrease the 
burden of  disease. 
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