Civil society submission on Community Care Worker Management Policy Framework: Version 6 

Prepared by: Hospice Palliative Care Association of SA (HPCA)-Marcia Kalebe, AIDS Law Project (ALP)- Dan Pretorius, AIDS Consortium- Denise Anthony, Rural Health Advocacy Project (RHAP)-Marije Versteeg, Catholic Health Care Association of Southern Africa (Cathca)- Thuli Mzamane, and the Networking AIDS Community of South Africa (Nacosa) – Alani Esterhuyse
The aim of this discussion document is to guide civil society inputs on the development of the Community Care Worker Management policy framework. A brief introduction will pave the way for a discussion of the background on the critical role of CHWs in delivering PHC through the DHS system. The specific concerns in relation to the version 6 document will be discussed to assist with the critical areas where input is warranted. Care was taken to spell out the implications of this policy framework on both health outcomes and for fair labour practices. To stimulate discussion a summary was made on the advantages and disadvantages of the different funding models (Annex 1), to illustrate the effect it will have on health care outcomes, the Community Care Worker (CCW) and the NPOs currently involved in community care programmes. 
 Introduction

The formulation of this document commenced more than a year ago. There were attempts made to consult with civil society, which made several submissions on earlier versions, but concerns are still being raised that only a very small portion of NPOs and an even smaller group of CCWs have had the opportunity to be informed about this process, despite the effects this would have on them and the consequential risks with which they might be confronted. 
Draft version 6 of the Community Care Worker Management Policy Framework (“the document”) became available for civil society input in October 2009 after the versions between version 4 and this draft were embargoed. Several of the concerns identified by civil society during the Boksburg workshop in June 2009 were addressed in this document (even if not sufficiently), but more concerns were raised by civil society as it became evident that implementing this document in its current format will have far reaching implications for community care workers (CCWs), non profit organisations (NPOs) and the entire primary health care (PHC) system.

The impression that was created was that government does not intend to arrange another consultation process with civil society before this document will be presented to the relevant ministers for acceptance. In this regard the AIDS Consortium called a meeting of concerned parties on 14 October 2009. The issue was also discussed at a meeting between several members of the Treatment Care and Support technical task team (TCS TTT) of SANAC and a representative of the DOH (DSD apologized), on the 7 October 2009. A proposed meeting between civil society and the relevant government Departments of Health and Social Development (DOH/DSD) under the leadership of the South African National AIDS Council (SANAC) secretariat’s new head, Dr Nono Simelela, will be scheduled for late November 2009. The purpose of this meeting will be to allow civil society to raise their concerns over the document, as well as for meaningful engagement and involvement in the strengthening of this vital document, that will have wide ranging implications and effects on not only and significantly, on the implementation of the the National Strategic Plan for STIs and HIV/AIDS 2007-2011, but also on the entire healthcare provision landscape. 

To aid and structure civil society’s input on this document, it was decided to compile a discussion document to guide civil society input. It is envisioned that this discussion document will be sent to as many NPOs and CCWs nationally as possible. The expected feedback received from NPOs and CCWs will be able to give an unbiased picture of civil society and community care workers’ opinions of the draft document and as such play a central part in implementing the above decision.

1. Background on the critical role of CHWs in delivering PHC through the DHS system

While government regards the Expanded Public Works Programme (EPWP) as a huge step forward, it also recognises that the practices around “volunteers” falling under government-supported programmes as well as NPOs have had significant and undesirable consequences.  The main concern was around the application of the Basic Conditions of Employment Act to volunteer home community based care workers (HBC) receiving stipends from government departments. 

The common practice is that NPOs submit service plans to government departments (DOH/DSD) and then receive funding to cover CCW stipends, and in some cases certain administration expenses.  Some “volunteers” work under the direct supervision of an NPO, and other “volunteers” work in hospitals, clinics and other facilities supervised by staff other than that of the NPO, yet they all receive their stipends from an NPO.  A “volunteer” Home Based Care (HBC) worker and a lay counsellor are thus not employed by the government or by an NPO, yet they are still expected to work a specified amount of time as per their service level agreement.   These “volunteers” are not registered under the Unemployment Insurance Act, nor are they protected by labour legislation and they are left vulnerable through not having a representative body. 

These practices raised certain concerns:

· Must these volunteers be employed?

· Who must employ them?

· Who must supervise them?

· Who must assume responsibility for their training?

· How must these workers be managed?

· Who must make sure that they perform their work correctly?

· Who must report on the work done?

· Who must take responsibility to care for these workers?

The National Departments of Health and Social Development therefore engaged in a process to replace the Community Health Worker Policy Framework with the Community Care Worker Management Policy Framework. 

The new policy framework classifies HBC workers, VCT counsellors, community health workers, peer educators, lay counsellors and adherence counsellors as community care workers (CCWs) and attempts to standardise practice and also to grant protection for community care workers.  It is very clear that government does not intend to appoint CCWs as permanent Departmental employees, but intends that CCWs should rather be formally employed by NPOs.

Other major proposed changes to existing policy can be summarised as follows:

· NPOs are to employ community care workers (contracts, job descriptions etc.)

· NPOs are to register CCWs for UIF (NPO to be funded for contribution)

· Funding for CCW services to NPOs may be extended to 3 years at a time to prevent “dry” funding periods

· There will be three levels of CCWs, namely learner CCW, CCW and supervisor CCW, and they will not receive the same stipend amount

· CCWs will be eligible for certain benefits e.g. leave

· Categorisation of clients receiving CCW services, according to activities of daily living support

· The Department of Health  is to supply CCWs with, and replenish, care kits

· Training, re-training and career pathing must be provided to CCWs

· CCWs must have access to a “care for the carer” programme

· CCWs will be encouraged to belong to a dedicated representative body

· A database of all CCWs is to be established

· Monitoring and Evaluation (M+E) systems for these programmes must be improved

2. Concerns in relation to the Version 6 document
As indicated above in the introduction, many of the concerns raised in relation to previous versions of the document have been addressed. We wish to contribute to taking the document further by drawing attention to a number of remaining issues for clarification and further consultation. 
2.1 Values

In addition to the values underpinning the document referred to in section 9.1.1, mention needs to be made of the Constitutional values relating to transparency and accountability, and the duty of government to take reasonable measures to progressively realize access to health care services and social assistance for everyone.
2.2 Research 

The framework provides no clarity on research consulted and/or conducted to inform evidence-based decision-making. There is no bibliography attached. In the absence of information on what research has been conducted and/or consulted, we highlight the following research needs:

a) International good practice models. To what extent have the merits of existing models been consulted? Countries with similar health challenges (e.g. large rural populations, HIV/AIDS epidemic, middle-income), have developed models where CCWs are formally employed, properly remunerated, and part of the local health team, with role clarifications, task-shifting between health workers and functioning referral systems.

b) Current CCW’s payment models and labour and service standards differ for each province. Research is required to gain an understanding of the different current practices and challenges. For instance, in some provinces there have been Commission for Conciliation, Mediation and Arbitration (CCMA) cases where NPOs are referred to as the employer, whereas the DoH has been referring to the CCW’s as volunteers. One needs to know what the issues were and what rulings were made. 

c) Audit to estimate numbers of current care workers in facilities, homes and communities, amounts of stipends, levels of training (accredited and unaccredited), existence of care for the carer programme, number of NPOs currently supervised by professional nurses/social workers. We need to know the current number of NPOs and CCW’s employed, versus actual and geographical need; taking into account mushrooming NPOs on the one hand and un-served and under-served areas on the on the other hand, notably in rural and remote areas.  The following sources could assist in proving this detail: 

· National DoH NGO units: database of national NGOs.

· Our own databases (e.g. AC affiliates, Cathca, AIDSbuzz etc)

· DSD and DoH District and Provincial databases 

2.3 Contextualisation 
As hinted at above, the framework needs to contextualise the different scenarios. Training, support, career planning, monitoring and reporting have different requirements in rural areas and urban areas. These differences also link to the supervisory model, where the document proposes that a professional nurse supervises the work of the CCW’s employed by NPOs. Whereas supervision by a nurse could theoretically work in a facility setting, this is much more difficult in the case of a small NPO serving a remote rural area, far from existing health facilities. We need to know what additional resources (financial and in kind), and time will be made available for the professional supervisors to move around in the remote areas, taking cognisance of the critical gaps such NPOs fill in remote areas.  Similarly, what additional resources will be made available to the NPOs and CCWs to visit the clinics, to perform their duties, e.g. transporting patients and collecting medication? Training in rural areas also needs to be contextualised. In the wide and remote Northern Cape, CCWs in some cases need three days to attend one-day training: one day for travelling, one day for training, and one day to return home. Furthermore, the proposed career planning does not provide many opportunities for CCW’s working in remote and rural areas, as opportunities for employment often do not exist in remote, rural areas. 

3.4 Budget and Implementation Plan 

The document, on page 89 in Section D, refers to a ‘financial planning model’ being attached as annexure C. This annexure was however not included in the document circulated for public comment, and has also not been made available by the Department of Health despite our requests. A detailed and rational implementation plan (beyond national, provincial and district workshops) is also lacking. Without knowing the costing and implementation plan, the framework cannot be properly be assessed or commented on. The success of the policy will be dependent on the funding available, not only for the employment of the CCWs, but also for the other related costs if the NPO were to be the employer. 
Table page 87 provides insights into the government’s thinking around the funding possibilities, but this gives no guarantee of funding. A narrative explanation of the different budget line items is missing. Below are a number of additional concerns:

1) Annex c is missing-as reported above

2) Sources of funding not sufficiently clarified

3) Basis for funding not clarified. What process of evidence-based budgeting has informed the budget allocation is it based on a needs analysis? 

4) CCW travel and subsistence: this is a new budget line item that DoH/DSD does not currently pay for-have additional funds been budgeted? 

5) Professional supervision: what resources will be made available to the professional nurse/social worker to provide supervision, eg transport to visit the NPOs that are often based at a distance from the nearest clinic? 

6) Non HR programme costs: what is covered under this budget line? Does it include costs such as telephone, building rental fee, administrator salary, stationary, cabinets for filing etc? 

7) Care and support for CCWs: does the conditional grant provide for care and support?

8) Employee insurance: If government proposes that the NPOs should be the employers of an essential health workers category, the related funding for typical labour costs must be included as this cannot be covered by the CCWs salary budget line, nor by the 10% admin fee. These typical costs include:

a. Indemnity insurance in case any litigation take place against a CCW.  

b. Retrenchment packages. If NPOs are the employers, then they are also responsible for retrenchment in the case of discontinued funding by government. By law, employees will become permanently employed after a number of consecutive years of short term contracts, which is considered ‘reasonable expectation of permanent employment’. There have already been cases where CCWs have taken their NPO employers to the CCMA for alleged unlawful termination of employment due to insufficient funds. 

2.5 Minimum requirements for publicly funded Community Care Workers

Section C stipulates the minimum requirements for publicly funded CCWs. The following concerns are raised:

· There is no mention of the norms and standards (N&S’s). The Department of Social Development has developed and documented such N&S’s for home-based care and NPO conditions. We recommended the DSD guide is consulted and included in this section, and similar N&S’s are developed for all type of community care services expected of the CCWs.

· The document focuses largely on CCWs providing home-based care. However, there are many other categories of CCWs, the norms and standards of which also need to be detailed in the document. Whereas generalist training for all CCWs is required, there is also a need for some specialization. An overview of existing programmes and services for which CCWs are recruited are:

· Home-based care

· Eye on the child 

· Neighbor helping neighbor programme 

· Specials needs programme (including the disabled and the aged)

· Lay counselors at facility level

· Adherence counselors (paid for by co-funding  from overseas donors) 

· The Framework speaks about a ‘purposeful plan for service delivery’ in line with Social Development Service Delivery Plans and the District Health Plans, aligned with municipal IDPs. Cognisance need to be taken of the fact that District Health Plans are often non-existent. 

· The training levels need to be researched. The framework speaks about ‘learners’, ‘CCWs’ and ‘supervisor CCW’s. In what way will existing caregivers be assessed in terms of the category in which they fall? There are care workers who have never accessed training, but been working for more than 10 years. 

2.6 Short-term strategy

The financing of the Framework needs a new allocation from Treasury, which is a process that takes time and as result, funding will not become readily available to implement the framework. A short term strategy is required to address the current funding challenges and ineffective spending of stipends, i.e. late, unequal and non-payments. The current funding problems are not only demoralizing for the CCWs, it also leads to service interruptions which the country cannot afford if it is to improve the nation’s health profile, and make progress on the MDGs.  Clearly, one cannot wait for the funding for the framework to become available in 2-3 years from now; these matters need to be resolved with urgency. 
3.7 Palliative Care
The omission of palliative care in this document is obvious and the question arises if any quality service can be rendered to patients suffering from numerous life threatening diseases without incorporating the principles of palliative care. It should be prominent at all levels of care especially in light of the fact that a national strategy for Palliative Care is being developed for the National DOH on the incorporation of palliative care into all levels of care. Specialised training is needed for caregivers to implement the principles of Palliative Care (PC). If PC not included  in this document, it will not be considered at District Level for implementation and the consequence may well be that patients in facilities will have access to palliative care and those in community care (PHC level) will not have access to PC.
3.8 Children

Overall, the under-five child mortality rate fell by 12.85 per cent for Africa as a whole between 1992 and 2007. However there is a 15% increase in South Africa. These statistics illustrates the need for care being provided to children in facilities and communities alike. Due to the vulnerability of children due to their developmental level, great care needs to be taken to ensure child sensitive and age appropriate services. 

The document fails to recognise the special needs of children in terms of care and support. It can be reasonably assumed that the majority of vulnerable children will need assistance from CCWs in one form or another e.g. OVC programmes, nutrition schemes, access to grants, assistance with home work etc.  
Areas where better clarification might be needed is the specific types of CCWs that will have relevance on services rendered to children, the types of roles they will be playing in the lives of children, the responsibilities they will have in terms of children’s programmes, categories of children in need of community care and other statutory implications when involved in working with children. The tasks of daily living, the categories of care and the types of interventions performed by CCWs will need to be clearly listed. In this regards an implementation plan might have advantages to spell out the integration of services in future. 
3 Implications 
4.1 Implications for health outcomes

CCWs are an essential category of the health workforce to improve health outcomes. In making progress in achieving the MDGs the findings reported on in the Lancet issue on Health in South Africa (2009
) illustrates their critical role. The study identified several causes leading to avoidable deaths. In addition to avoidable factors in the health system, it was found that 46% of maternal deaths had a modifiable factor related to community/family action, such as inadequate or no antenatal care. 24% of stillbirths and early neonatal deaths had an avoidable factor directly related to family/community action, e.g. delay in seeking care during labour. 25% of modifiable factors in child deaths were related to family/community action, e.g. carer did not recognise severity of illness

On the basis of the review conducted, three conclusions were made that highlight the critical role of CCWs (2009 35-36):

a) A scale up of PMTCT along with improved infant feeding could save 37200 children saved each year. The appointment of thousands of non-professional counsellors facilitated acceleration of PMTCT coverage but a further expansion is needed in addition to integration of PMTCT into other maternal, neonatal and child health services
b) Community level services, which focus on promotion of healthy behaviours, and appropriate care-seeking is not being resourced in a systematic or large-scale way. 
c) The post natal care gap needs to be filled, particularly in the first few days after birth, which is the period of highest mortality.  One strategy would be for CCWs to make postnatal home visits, provided that an effective communication method can be found between the delivery site and the clinic. The clinics to which this responsibility has been devolved to do not have the staff to do home visits, nor is there a communication system that lets them know a women from their clinic has given birth

The role of CCWs in the overall health system is obvious and not under discussion. The question is how can they best play their pivotal role? In terms of health outcomes, there is no perfect model and one needs to be informed of the pros and cons of the different models in order to make an informed decision. If government is the employer there may be less disruption of services affecting health outcomes, currently being witnessed due to the irregular payment of stipends. Once the CCWs are formally employed, they will be certain of an income. In this scenario, a model must be developed which ensures continued monitoring of quality of care and general supervision and HR management (granting sick leave, holiday etc). This essential element is easier to implement at facility level but far more complex for community and home based care, as clinics as well as district offices are often far from actual delivery particularly in the rural areas. The advantage of NPOs is that their services are decentralized, serving areas where nurses do not reach and clinics are far, and they are thus in a better position to ensure quality of care. Supervisors based at the NPOs can monitor the service delivery of the CCWs on a day-to-day basis. The added advantage of NPOs is that they can attract additional funding and provide more services to deprived and under-served areas, such as OVC support groups and distribution of food parcels. Where community and home based caregivers are clinic based and reach out to the communities from the facilities, or where they are community-based but funds are only provided for salaries and not for general administration (eg rental fees), communities risk to lose the additional NPOs services. 
Whether one chooses for Government as the employer, or NPOs as the employer, the following criteria need to be met and integrated into the policy and implementation plan:

· Community and home-based caregivers need to continue operating their services from decentralised, community-based structures, especially where clinics are far. These structures serve as assembly points, record-keeping, team-building and support, monitoring and supervision. Multi-purpose centres, health posts and NPOs are to be considered. 

· Mechanisms need to be found that enable proper communication and support between the clinic and the CCW’s, where CCWs are community-based 

· Specific attention need to be given to the rural context to ensure remote areas are reached and the CCWs working in these areas are supported and monitored on an ongoing basis

· Caregivers need to be able to read and write for record-keeping 
· Equipment must be made available for caregivers to store their records in a place safe from water and water. NPOs often already provide this equipment. 
4.2 Implications for fair labour practices 
For both facility-based and community-based CCWs, fair labour practices will lead to workers being more stable and this will improve health outcomes. Clear grievance procedures extending from the NPO to the District and Province are needed, as well as access, as employees, to a range of health and social service unions including NEHAWU, Hospersa, Denosa, SADNU etc or any new representative body. CCWs that are subject to unfair discipline should have a clear right to take up cases to the CCMA, or if directly employed by the Departments as they are facility-based, to the Public Health and Social Development Sector Bargaining Council. 

Currently with the CCWs as “volunteers” on stipends, the CCMA could still make a determination that they are in fact “employees”. But fair labour practices are hard to enforce where it is not clear whether the “employer” is the Department or the NPO acting as a “temporary employment service”.  

Complaints about unpaid wages, as opposed to complaints about unfair labour practices, should go to the Department of Labour inspectors, who will try to get undertakings to pay from the “employers”; but under the current system if NPOs are held to be “employers” and have not received the funding for the stipends, this will take time to enforce as the NPOs would say they had no money.. 

If one looks at the CCW sector in relation to level of responsibility in CCW work, and what would be an appropriate wage, CCW work probably takes a higher level of responsibility than that of farm workers and domestic workers.The proposed wage of R1100 to R1500 a month is higher than that of farm workers in 2008 but lower than that of domestic workers in urban areas in 2008, and lower than that of say merchandisers, sales assistants and contract cleaners. At the same time, even those unable to work may be eligible for pensions or disability grants of R1100 a month, while CCWs put in long hours of highly demanding work. 
Legal/litigation risk: people might be able to sue the NPO or the Departrments as employers, when e.g. a patient dies of side effects and the CCW did not contact the professional nurse; or for example when  the NPO did not give sufficient information to the CCW to assess a situation and make appropriate referrals. Currrently when a nurse makes a mistake (e.g. gives too high a dose of morphine), she is liable, but the NPO as employer is also liable and nurses must register with a trade union like DENOSA to have professional indemnity and support in a liability case This does imply that CCWs must be able to read and write for record-keeping and to establish what happened if there was a negligence claim. 

Health risks: If NPO is the employer and a CCW gets infected as she does not have gloves (or the right kind of mask in MDR/XDR TB areas), the NPO would be responsible for a claim by the CCW for treatment and compensation. The Department’s document leaves this open but all employers in the private sector are obliged to pay contributions for all employees to the fund administered by the Commissioner for Occupational Injuries and Diseases. For NPOs to do this, such contributions must be included in any budget. The document does describe CCW work as being inherently risky (section 12.1). Infection control is critical for community-based care and homes are more risky than hospitals, e.g. a CCW carrying diarrhea germs from one patient to another frail patient who might die. The Departments are passing the buck to NPOs here and the document must explicitly provide for this. 

Costing of Community Care Programmes: This question arises if government is intending to fund more than just the salaries of CCWs, unemployment insurance and 10% admin fees to NPOs implementing CCW programmes, or if it intends looking at funding such programmes for the following items as well:
· Indemnity 

· Retirement 

· Medical aid 

· Compensation for occupational diseases 

4 Conclusion 

The incidence of non communicable diseases (different cancers, amputations, hypertension etc) has increased in developing countries including South Africa, contributing to the increase in the burden of care on many communities. In many instances, communities that cannot afford to respond to this burden due to a breakdown in the health system.

Just six years from the deadline set by the international community for achieving the Millennium Development Goals (MDGs), world reports indicate that with the exception of North Africa, none of the Sub-Saharan African countries is currently on track to attain all of the goals by 2015.

Recent experience suggests that the HIV/AIDS epidemic has a disproportionate impact on rural communities given the generally fragile state of and difficulties rural households face. The burden of the epidemic also affects rural areas when HIV-affected urban adults send children back to their villages of origin or return themselves when they become seriously ill. In many such cases, the costs of long-term care and support for the extended family are increasingly borne by rural communities. 

Social networks within communities disintegrate with the spread of HIV/AIDS, as more households and individuals become affected and cannot help other families. Institutions that contribute to social capital, such as local non-governmental organizations (NGOs) and faith-based organizations (FBOs), providing home community based care, are playing a more prominent role. However it is incumbent upon these institutions to protect the interest of the Community Care Workers that enable them to render this service.

Civil Society organisations are the extended arm of Government in service delivery in terms of home community based care. If the onus is upon the NGO sector to implement the CCW Policy Framework then equal funding should be made available to implement this framework. The cost of implementing this policy framework shouldn’t become a ‘secondary’ burden of care to the NGO sector.
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