
Feasibility of home-based 
hypertension and physical 
activity screening by CHWs 
in South Africa

Community health workers (CHWs) play a vital role in the infrastructure of healthcare services in many countries, 
but little is known about how they can help reduce the challenges faced in preventing and managing  non-
communicable diseases, such as hypertension, in underprivileged communities.

Over the years, there has been an increase in non-
communicable diseases (NCDs), such as hypertension, 
defined as a resting systolic or diastolic blood pressure (BP) 
of ≥140 mmHg and ≥90 mmHg, respectively, and/or the use 
of BP medication. Contemporary screening practices for BP 
in South Africa are confronted with a myriad of challenges 
encompassing a lack of public awareness and knowledge 
regarding hypertension, restricted healthcare accessibility in 
underserved regions, inconsistent and insufficient screening 
programs, inadequacies of public healthcare facilities, 
suboptimal patient follow-up, and lack of medication 
adherence. 

Community health workers (CHWs) play a vital role in the 
infrastructure of healthcare services in many countries. They 
augment healthcare resources where scarce, improve 
access to essential services in marginalized communities, 
and facilitate task shifting to alleviate the burden on 
strained health systems. However, little is known about how 
CHWs can help reduce the challenges faced in preventing 
and managing NCDs in underprivileged communities. A 
recent project in South Africa demonstrated that CHWs 
reduce the strain on overburdened healthcare systems by 

helping individuals manage their NCDs by conducting 
community outreach, screening for illnesses, and referring 
at-risk people to health services. 

The current project involved CHWs conducting home visits 
with community members to screen for high BP and 
referring at-risk individuals to health clinics to help them 
manage their NCDs. Our work assessed community 
members' willingness and receptiveness towards CHWs 
conducting home-based health screening. 

Methodology 
This study was conducted in September 2021 in Soweto, 
South Africa. CHWs visited the homes of 173 people to 
conduct health screenings. After obtaining community 
member consent, the screening began with assessing their 
BP, followed by completing a health questionnaire that 
asked community members about their medical history, as 
well as their lifestyle habits related to physical activity, 
tobacco, and alcohol use. 

At the completion of the health screening, community 
members were asked to complete a satisfaction survey 
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regarding their experience with the CHWs and the home visit 
and were asked if they could be re-contacted in the near 
future. Individuals who provided their consent were 
contacted within three days to take part in a semi-
structured, follow-up interview to assess their feelings about 
the CHW-led health screening assessment. 

Findings of the study
Post-health screening satisfaction surveys were conducted 
with 135 individuals (56 men and 79 women) between the 
ages of 18 and 83 years. Nearly all (97%) participants 
reported that the information presented by the CHWs was 
very easy to understand and they would be ‘likely’ or ‘very 
likely’ to ask for a home visit again if it were available (93%). 
Prior to the home visits, participants reported feeling 
moderately good about their health (median score 
= 50/100), which significantly increased to 88 at the end of 
the visit.

Four main themes emerged from the semi-structured 
interviews regarding participant feelings about the CHW 
home visits: 1) their receptivity to the home visits, 
2) receptivity to advice, 3) their experiences with checking 
BP, and 4) receptivity to physical activity.

Receptivity to the home visits

Initially, community members were reluctant towards the 
CHWs home visits due to their reliance on local clinics. After 
CHWs explained the purpose of their visit, community 
members felt comfortable and appreciated the 
knowledgeable CHWs during the visits.

Receptivity to advice 

Community members valued the health advice from CHWs, 
learning how to measure their BP, receiving dietary 
guidance, and physical activity counselling. They felt 
empowered, motivated, and gave no negative feedback.

Experiences with checking blood pressure

When recalling their experience during the BP screening, 
community members recalled being instructed by CHWs to 
remain calm to ensure accurate measurements. Participants 
remembered being informed of their elevated readings, 
increasing their health awareness. Overall, they expressed 
satisfaction with the experience and found the 
communication with CHWs clear and comprehensible.

Receptivity to physical activity advice

Community members responded positively to the advice on 
their physical activity. The elderly favoured incorporating 
low-intensity activities, like walking and stretching, into their 
daily routines, while the younger individuals sought advice 
on exercise for weight loss.

Conclusion and Implications
While efforts are being made to improve primary healthcare 
in South Africa, numerous challenges, such as a lack of 
resources, shortage of trained personnel, and leadership 
issues hinder these efforts. Given community member 
satisfaction with the CHW-led home visits during the 
COVID-19 pandemic and the feasibility of reaching large 
number of individuals, there is great potential to engage 
CHWs in making healthcare services more widely available 
and increase reach, particularly in low-resource 
communities to prevent and manage NCDs.
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