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Introduction: Home-based care is an important part of the health care sector globally. But 

there is a lack of studies of the working conditions for health care workers within home-

based care.  

Aim: The aim of the study is to illuminate the different experiences of working within home-

based care for healthcare workers in economically poor communities.   

Method: A qualitative research, data was collected through six semi-structured interviews 

and data was analysed by content analysis.  

Results: Three categories and eight sub-categories was identified in the data analysis: The 

Community; Working Conditions in the Community, Safety in the Community & Attitudes in 

the Community, The Family; The Family Affects the Patient & The Family Affects the Work 

Tasks and The Health Care Worker; Helping Beyond the Work Tasks, Emotional Involvement 

& Job Satisfaction.  

Conclusion: The study presents different challenges such as safety- and attitudes in the 

community but also the love for the work in the community. 
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1.0 Introduction 

South Africa is a country known as the rainbow nation due to its variety of citizens and a land 

with a troublesome history still trying to recover from the consequences of apartheid. The health 

care system in South Africa was affected greatly by the race laws that governed the country up 

until 1994. The people of South Africa are suffering from the epidemics of communicable and 

noncommunicable diseases and the recovering health care system. South Africa is seen as a 

middle-income country, but the people are faced with more health issues than a lower income 

country (Barron et.al. 2009). Due to the high rate of chronic illnesses there is a high demand on 

the healthcare system and it especially affects poorer communities in South Africa. One of the 

best ways to handle these health issues is through home-based care [HBC] and community-

based care (Western Cape Government 2013).   

 

Former studies show how HBC benefits the health care system economically and the patients’ 

health long-term. Yet, the health care system focuses on acute care rather than prevention care 

for chronically ill patients at home (Branch & Meng 2012). The question of this study is how 

HBC is seen, too see the importance it has on the global health. Not the least, the staff who 

work within this sector and how caring in the patient's home affects them.  

 

1.1 History of Home-Based Care 

 

As early as the 1700´s evidence can be seen of the first HBC in the world. At that time, the 

services provided were mostly to the sick poor and the visits were made by religious workers. 

Throughout the years the religious organisations received funding support from the government 

and thereby could start to employ healthcare workers [HCW] (Rice 2001). HBC has throughout 

the years been influenced by the development of medicinal technology and also the public 

demand for universal access to healthcare, that sooner evolved into the HBC that we see today 

(Rice 2001). The intention of HBC now, is not to be seen as the care for those who cannot 

afford hospital care but rather an important part of the healthcare system (Western Cape 

Government 2013).  

 

1.2 Defining Home-Based Care 

 

HBC is defined as healthcare given to a patient within their home and is a broad term which 

defines different interventions that can be performed within the home in the shape of preventive 

care, curative care, palliative care and many more (Western Cape Government 2013; Blomqvist 

& Petterson 2014). The overall goal with HBC is to promote, restore and maintain the patient’s 

health, function and comfort to the best possible level. HBC also includes assisting and 

supporting not only the patient but the patients’ loved ones (Western Cape Government 2013). 

Healthcare can be given by both informal caregivers for example family and friends, but also 

formal caregivers for example HCW (Western Cape Government 2013). HCW can be defined 

as a person whose primary purpose is to improve health, either directly as doctors and nurses 

or indirectly as volunteers and home-based caregiver (WHO 2006; Joseph & Joseph 2016). 

 

1.3 The Importance of Home-Based Care 

 

The reason why HBC is so important is because there is an increasing number of people in need 

for healthcare and that number will only increase due to the aging population (Western Cape 

Government 2013; Branch & Meng 2012). It is believed that the growing elderly will lead to 

medicinal, economic and ethical issues when trying to improve the healthcare resources that 
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are available in countries (Branch & Meng, 2011). Elderly individuals represent almost half of 

the patients being admitted into hospitals today, as the aging process increases vulnerability to 

medical conditions. If we have an aging population, meaning more elderly in the community, 

the number of patients will only increase as the years go by (Romøren 2008).  

 

Gorodeski et. al (2018) concluded that receiving HBC after discharge significantly reduced long 

term financial costs and the risk for being readmitted into the hospital, thereby relieving the 

hospitals work load. Although advances within medical technology is improving and increasing 

the possibility for HBC, investments are focused elsewhere within the healthcare system, for 

example acute care (Brown 2017). It is believed that health care costs will still continue to rise 

due to the fact that the health care system solely focuses on curing rather than preventing (Still 

2011). HBC is a crucial link between clinical practice and preventative care that is now 

decreasing due to rising costs (Reid 2014). Early studies have shown that HBC interventions 

improve not only the hospitalization rate, health- and functional status, mortality rate but also 

reduce costs within the healthcare system (Browne et. al. 2006). The foundation of HBC does 

not differ depending on what country you live in but the economic structure in a country can 

affect the resources available (WHO 2002).  

 

1.4 Home-Based Care in South Africa 

 

South Africa is a country with limited resources where the HBC programmes were founded due 

to the HIV/AIDS epidemic that spread through the country and thereby highlighting the 

importance of HBC when facing a long term-illness (Mardulate Tshabalala 2008). South Africa 

is known for the apartheid era where their healthcare system was largely affected. When the 

new government of National Unity won the first democratic election, they faced an uphill battle. 

They were forced to completely restructure and transform the national health system due to the 

fact that the earlier ones were based upon race laws (Mardulate Tshabalala, 2008). HBC in 

South Africa today, is dependent of different resources such as funding from the government 

and communities (Western Cape Government 2013). HBC visits in South Africa are by far 

mostly made by community HCW and volunteers. Volunteers are usually retired nurses, 

someone in the community or social workers (Mardulate Tshabalala, 2008).  

 

Over the past 10 years, diseases like HIV/AIDS, tuberculosis, malaria, diabetes and 

hypertension have increased dramatically in South Africa. This together with other health 

problems have a great impact on poor families and communities all over the country (Western 

Cape Government 2013). The lack of funding in poorer communities makes HBC even more 

challenging, therefore the importance of cooperation between different sectors within the 

country (Western Cape Government 2013). South African sectors can be anything from 

education, non-government organizations [NGO], faith-based organizations, community 

organizations, traditional healers and so forth (Western Cape Government 2013).  

 

1.5 Nurses Role Within Home-Based Care 

 

The nurse’s role within HBC is to follow up discharge from acute hospital care and focus on 

secondary and tertiary health care, which includes education, selfcare, preventive care and 

maintenance of an existing illness or condition (Guzys 2017). There is often additional training 

and education to make sure the home-based nurses are prepared for the patient’s condition, the 

technology that is now available in the homes and the home environment itself. Thereby 

requiring the nurse to have more skills and knowledge to give care that would not be as 

challenging if they were based in a hospital environment (Brown 2017). The role of the nurse 
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in the community is to be a supervisor for the medicinal- and nursing tasks that the home-based 

caregivers are providing within that unit, seeing as they have the main responsibility of the 

patient. One nurse can be supervising a small group of about 20 home-based caregivers (Edberg 

et. al. 2014). Today, due to the reducing number of nurses working within the community, the 

HBC programme has become more dependent on less-educated HCW to provide care for the 

patient in their home. As a result, the nurses are needed to take on a more leading role in 

supporting and educating several home-based caregivers within the HBC team, truly 

highlighting the importance of teamwork within HBC and especially in poorer communities 

where the patient group is larger than in less poorer communities (Johnstone 2017; Madumo 

2008).  

 

1.6 Study context 

 

An example of a poor community dependent on government funding and support from different 

sectors is Khayelitsha, South Africa. Khayelitsha, with limited health resources, HBC and 

community-based care programmes is an important part of solving health problems (Western 

Cape Government 2013). Khayelitsha was founded in 1983, the cause was to provide home for 

homeless Xhosa families during Apartheid. The population of Khayelitsha is around 400.000 

people but the number differ between different sources (Stats SA 2011). Of these people, 4.9% 

have higher education than high school, 66.8% have no access to internet and the mean income, 

24.8%, is between 19.600 - 38.200 ZAR per year, 18.8% have no income at all (Stats SA 2011). 

In Khayelitsha there are many non-government organisations that contribute to the public 

health. These non-government organisations provide HBC that work together with the 

Department of Health in providing health care services for patient whose illness can be managed 

at home. Most patients who are treated receive care for chronic illnesses, vaccination services, 

mental health, or individual/family support. The home visits are mainly done by home-based 

carers who are under the supervision of a registered nurse (St Lukes Combined Hospices 2019) 

HBC carries a large part of the health care sector and has a large impact on the global health 

issues. There are few studies and a lack of knowledge and deeper understanding about the work 

environment for HCW in HBC. HBC is an important part of the healthcare system no matter 

the economic structure of the country. 

 

1.7 Aim of the study 

 

The aim of the study was to illuminate the different experiences of working within home-based 

care for healthcare workers in economically poor communities.  

 

2.0 Methods 

 

2.1 Design 

 

To illuminate the nuances of working within HBC a qualitative study design was chosen. 

According to Polit and Beck (2012) qualitative studies use an emergent design where the 

authors see and acknowledge realities and views of the participants in the subject. Qualitative 

studies are defined by the flexibility of the findings as well as the holistic understanding of the 

question formulations. Seeing as the chosen research question is a wide subject, the experiences 

of working within HBC, there is a great relevance of having a broad design study (Polit & Beck 

2012).   
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2.2 Sampling 

 

In this study, purposive sampling was chosen. Purposive sampling is when the interviewees are 

selected by the researchers on the basis that the interviewees can provide essential data relevant 

to the study (Parahoo 2014). Contacts with one NGO has previously been established by 

Karlstad University. Contact was made with the participants through the approval from their 

manager. Participants received an information letter, see appendix 2, along with an oral briefing 

giving them information about the topic and purpose of the study (Polit & Beck 2012). The 

inclusion criteria were solely healthcare workers (i.e registered nurses and home-based 

caregivers) who have experience caring for patients in their home. The data collection was 

attained through 6 individual interviews with HCW who have experience working with HBC 

(Polit & Beck 2012).  

 

2.3 Data Collection 

 

The interviews were held by two nursing students from Karlstad University. The data collection 

was held in February 2019. The individual interviews were semi-structured and had open-ended 

questions which allowed more room for the participant to have more relaxed experience and 

feel comfortable to express their true feelings (Polit & Beck 2012). The interviews were audio-

recorded, and the duration was between 15 - 30 minutes per interview (Polit & Beck 2012). The 

interviews took place in the office at St Lukes Hospice in Khayelitsha. One pilot interview was 

held prior the interviews to test the interview questions with a registered nurse working within 

home-based care. This resulted in rewording the questions to make them easier to understand 

to minimize the risk of misinterpretation. See appendix 1 for interview guide. The data 

collection was transcribed verbatim by both authors.  

 

2.4 Data analysis 

 

The authors used a method for qualitative content analysis as described by Graneheim and 

Lundman (2003) as a guideline for analysing the data to obtain a trustworthy result. Data for 

the analysis was in the form of narratives from the participants about their experiences and 

views on the phenomenon. Graneheim & Lundman (2003) presents different coding schemes 

to use when transcribing the narrative data for example identifying dominant themes. By using 

coding schemes during the analysis, it leaves less room for subjective interpretation by the 

authors, making the data collection more reliable. When condensing the data volume for the 

results, it was more relevant to have clear interpretations to make sure that the quality was not 

affected by the reduced quantity (Table 1) (Graneheim & Lundman 2003). 

 
Table 1 - One example from the content analysis. 

Meaning Units: Condensation: Code: Subcategory: Category: 

It was only two 

weeks I was on 

leave and the lady 

died. I was so 

worried, I was so 

hurt, she was like 

my mother. 

When the lady died, I 

was so worried and 

hurt because she was 

like my mother. 

Strong 

relationship 

to patients.  

Emotional 

involvement.  

The health 

care 

worker.  
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2.5 Ethical consideration 

 

This qualitative study took into consideration the overlining ethical principles as presented by 

the South African nursing council (South African Nursing Council [SANC] 2013). The ethical 

codes from SANC are an adaptation from the International Council of Nurses [ICN] (2012) that 

highlight the importance of justice, non-maleficence, beneficence, autonomy and caring. By 

taking the South African nurses ethics code the authors will treat all participants with respect 

and regard their integrity. The main purpose of this research is to create new knowledge about 

humans, health, culture and society and to use this knowledge to improve clinical practice (The 

Northern Nurses’ Federation [NNF] 2003). An ethical consideration was applied for through 

the ethical committee at St Lukes Hospice. Contact with Mary Hlalele at St Lukes Hospice was 

made upon arrival in Cape Town where she supervised and supported the authors throughout 

the study. The study was based on voluntary participants, the interviewees were informed that 

they have the right to leave the interview and decline participation at any time. Through the 

study the data was kept confidential and only to be handled by the authors (Polit & Beck 2012). 

When the study was finished both participants and hosting company (St Lukes) were able to 

access the results so both parties are able to use the result as an opportunity to gain knowledge. 

 

2.6 Preunderstanding on the topic 

 

Both Authors enter the study with their own preunderstanding on the topic. One of the authors 

has already visited St Lukes Hospice in Khayelitsha and seen the home-based care programme. 

Both authors received a preunderstanding through gaining knowledge when researching on the 

subject prior the study. It is important to identify and acknowledge the understandings to be 

able to not let it affect the study through bias. By making the preunderstandings visible allows 

the authors to reflect upon their preunderstandings and thereby remaining open to our study 

topic and not affect the resulting themes (Wiklund Gustin 2018).   

3.0 Results 

 

The content analysis resulted in three main categories and eight sub-categories as presented in 

table 2. When analysing the phenomenon of working within HBC in an economically poor 

community three main categories were congruent throughout the interviews: The community, 

The family, and The health care worker. 

 
Table 2 – Categories and subcategories. 

Category Subcategory 

The Community • Working conditions in the community 

• Safety in the community 

• Attitudes in the community 

The Patients Family • The Family affects the patient 

• The Family affects the work tasks 

The Health Care Worker • Helping beyond the work tasks 

• Emotional involvement 

• Job satisfaction 

  



Ellen Jelkeby & Jessica Krepper 

 

10 

 

3.1 The Community 
 

Working within Khayelitsha community had a large influence on the HCW. Several of the 

interviewees expressed a concern to the working conditions when travelling to a patient in the 

community. Not only the working conditions, but also the attitudes that are common within the 

community have an impact on the HCW. Thereby resulting in the three sub-categories: Working 

conditions in the community, Safety in the community and Attitudes in the community. 

  

3.1.1 Working conditions in the community 

 

The results showed that part of working within HBC is travelling within the community to reach 

the patient and the conditions in the community impacts the ability to work. Interviewees 

reported that St Lukes Hospice based in Khayelitsha only has access to one car which belongs 

to the registered nurse and the HCW walk to reach the patient. Many interviewees expressed 

that they must walk far distances to reach their patient and thereby resulting in not always 

having enough time for all their patients. Seeing as the HCW must walk, they are affected by 

the weather conditions. They do not have access to raincoats or umbrellas, if it were to rain the 

workers must work in the office that day.  

  

“Firstly, we walk, it’s a long walk and also it’s a democation that is too far from us. And the 

time is too short to make to our patients.” (Interviewee 1) 

  

Many of the interviewees shared a difficulty, not only for the far distances, but the ability to 

reach the patients` home. Many of the cases the addresses are either wrong, or the HCW cannot 

be able to find the address due to undeveloped areas. This is affecting their ability to reach the 

patient and therefore helping them. Another reason for the difficulty when reaching the patient 

is that the home of the patient may not have electricity. The HCW has therefore no ability to 

get in touch with the patient or the family when trying to locate the household. 

  

“I didn’t know where to go because really, but I phoned some person that I know, and just 

walked around and asked the surname. So, I was going door to door asking for this family and 

then I knew which was the one now.” (Interviewee 6) 

  

3.1.2 Safety in the community 

 

One recurring concern for the HCW is their safety. Many of them feel unsafe and scared when 

walking to their patients. All the interviewees shared their concern for gang members in 

Khayelitsha community. They feel that the areas they travel in our dangerous and that there is 

a high risk for them being robbed at work. They expressed a vulnerability due to the fact that 

they are walking, they would feel safer travelling by car, and that their uniforms give the 

impression that they have money. They expressed not only a concern for themselves but also 

for the patient’s safety in the community. 

  

“Because of we can't say we can’t go there cause of lot of schollies (gang members), that’s why 

I said to you, we prefer not to use uniforms sometimes in the dangerous areas, because when 

they see we are in white they think we got money.” (interviewee 2) 

` 
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The interviewees felt safer when walking in an area they know since they may live there 

themselves and thereby knowing the gang members if they live in the same neighbourhood. If 

they do not know the area, they felt safer when walking together with a colleague who does. 

  

“But because I work with my area, so I know that people there, so when my colleagues, we go 

there it’s fine cause the schollies they are scared of me cause I know them.” (interviewee 3) 

  

3.1.3. Attitudes in the community 

 

When working within a tightly packed neighbourhood the neighbour’s attitudes can have a large 

impact. The HCW expressed that it can be damaging for the patient and thereby affecting the 

ability to perform their work tasks. The patient and the family are largely influenced by their 

neighbour’s opinion, and the judgement that follows. They expressed that ill patients can get 

stigmatized and that the families will be ashamed if their relative suffers from a chronic illness 

for example HIV/AIDS. The consequence of this is that the HCW have difficulty being able to 

the visit the patient. They might not be let in to visit their patient or the family will deny that 

the patient lives in the household. The interviewees believe the reason for this is that the family 

does not want their neighbours to think that they have specifically HIV/AIDS. 

  

“Sometimes there are people suffering from HIV, they don’t want people to see them, when they 

see the nurses getting inside, some other people will judge them, they don’t want the 

judgement.” (Interviewee 2) 

  

The families do not want their neighbour to see someone in uniform to enter their house because 

of the reputation that might follow. Arriving to a patient in uniform has affected the HCW from 

being able to visit their patient. They expressed that if they were wearing their regular clothes, 

they are more likely to be let into the household and perform their duties. 

 

“Their attitude, they say we don’t want nurses yeah, cause you don’t want our neighbour to see 

we go there with our uniform like this we got HIV. You see they got a stigma.” (Interviewee 5) 

  

3.2 The Patients Family 

 

The results showed that when working within HBC, HCW performed their duties within a 

household, consisting not only of the patient but their family as well. In a community, such as 

Khayelitsha the HCW are working very closely with the family which resulted in these two 

sub-categories: The family affects the work tasks, and The family affects the patient. 

  

3.2.1 The family affects the work tasks 

 

Many of the interviewees expressed a concern that the family may affect their ability to 

complete the work tasks. Their work regarding the family is education so that the whole family 

can be as independent as possible. However, the HCW expressed that family can instead 

become a hindrance to complete the work tasks. The largest concern is the misunderstanding 

from the family of what the HCW job duties are. The family may create duties for them for 

example cleaning, washing up and making food. The HCW feel that they are being taking 

advantage of and pulled from their true duty, caring for the patient. The interviewees also raised 

a concern for the pressure they can feel from households. They feel as if they sometimes are 

being watched and that the family can dictate to them what they should do. This results in 

making them feel untrusted by the families and distracted from the patient. 
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“The attitude is like they want to do it and they like to create for us duties, which is not 

acceptable. They can say that if you come here you must wash dishes, you must cook … It’s not 

our duty.” (Interviewee 5) 

 

3.2.2 Family Affects the Patient 

 

The HCW only work during the weekdays in Khayelitsha and are dependent on the family to 

uphold and care for the patient when they are not around. The interviewees expressed concern 

for some of their patient’s family situation. It can be common that when a person becomes 

diagnosed with a chronic illness in Khayelitsha that the family feels no responsibility for the 

patient. For example, if the HCW dresses a wound during the week and instructs the family that 

the wound needs to be dressed during the weekend, the family would not do it seeing as they 

feel is not their problem. This leads to the patient’s health status not being able to improve. 

There are many families that the HCW meets who punish the patient for being sick by, for 

example, not giving them food or locking them inside. This leads to the patient being neglected 

by the family and increasing the workload for the HCW. They not only have to care for the 

patient but secure the environment they live in. 

  

“If they have cancer, HIV, chronic disease. They don’t want, it's like a person, that person is 

gonna die, there is no need for us to waste our energy to that person.” (Interviewee 5) 

 

“They are gonna lock that patient, they won’t give food, they won’t give anything, they are 

gonna wait for us.” (Interviewee 5)  
 

3.3 The Health Care Worker 

 

The largest factor that affected the HCW within HBC was there dedication and love for their 

patients and work. This category resulted in three sub-categories: Emotional involvement, 

Helping beyond the work tasks, and Job satisfaction 
 

3.3.1 Emotional involvement 

 

When listening to the interviewees they all expressed a strong emotional involvement to their 

work and patients both positively and negatively. The HCW feel that they have a strong 

relationship to their patients, they see their patients as a part of their own family. This feeling 

is also reciprocated from the patients and family because they are unsatisfied if they change 

HCW. They expressed that they felt a huge responsibility for their patients and see themselves 

as the one to protect them and stand up for them. These responsibilities are shown as the HCW 

will walk long distances in unsecure neighbourhood to see their patients, they call patients if 

they are away over Christmas to just check up on them, and they will easily take arguments 

with the families when they feel that the patient is being mistreated. The HCW strong sense of 

responsibility has also a heavy toll on their mental health. They feel very affected when seeing 

a patient living in poverty and if the family mistreats their patient. They shared that they carry 

a lot of pain for their patient which they bring home, some even expressed that they have 

nightmares. The HCW explained that the pain they feel may also depend on the fact that they 

can’t help the patient more than their work duties. 
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“Sometimes maybe myself I have nothing in my house but, no I say oh my God I wish if I did 

have something to give them, it affect my health.” (Interviewee 2) 

 

“No water, no toilet, nothing. I felt so bad, after I saw their home.” (Interviewee 6) 

  

3.3.2. Helping beyond the work tasks 

 

Many of the HCW patients live in poverty or are mistreated by their family. Due to their 

emotional involvement they go beyond their work duty. Some interviewees shared that they 

visit their patient after working hours to make sure that they have been cleaned or fed. They 

will even feel the need to wash their linen and clothes for them in their spare time because they 

feel that if they don’t do it, no one else will. They do not only use their spare time to help, 

knowing they are not paid, but they even use their own money sometimes to help their patients 

in need. A strong recurring subject is that the interviewees uses their own money to pay for 

food or hygiene products for their patient. The HCW will try to support their patients in any 

way that is possible. They will also drive their patients to appointments because they know the 

patient does not have money for transport. 

 

“And then sometimes we go to the, to those who have no food, no food, and then, even with our 

own, the wage is bad, we usually get to little wages, but since we see those people who are 

suffering with hunger then we take from our own pockets, sometimes there is no food no nothing 

and that the patient is supposed to take the tablets and they cannot take the tablets without have 

something in the stomach.” (Interviewee 2) 

 

“This work is the work I have to go but this patient I feel pain for her because on the weekend 

I had to go there, then I must leave my duties at home.” (Interviewee 5) 

  

3.3.3 Job satisfaction 

 

There was a strong expression of job satisfaction throughout the interviews for the reason of 

seeing the patient improve, educating them, making them feel happier and seeing the patient 

enjoy the health care workers presence. Another impact on the job satisfaction is when they 

have strong relationships, communication and understanding between them and the 

patients/family. Many interviewees expressed strongly that it was not mainly for the wages, but 

because of their love for helping people that they chose to work in HBC. The HCW feel that 

they are recognized in the community for the good work they do, that the people look to them 

and trust them when in need. They feel that they have a good relationship with their community 

which motivates them to work. Many interviewees have shared with us the strong difficulties 

they encounter when working within an economically poor community such as Khayelitsha but 

all of them continuously expressed their love and pride for their job and the work tasks. 

  

“Even the wound you know when I clean the wound, WOW! It's like a cake to me. And you know 

the bedridden people, you must change nappies, we are not like uh poo! We love that, it’s like 

peanut butter to us, serious! Yeah I love my work.” (Interviewee 2) 

 

“You know why I love my job, I love my job because I like working with the sick people, cause 

that my passion, to touch somebody who is sick, I love that.” (Interviewee 2) 
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4.0 Discussion 

 

4.1 Discussion of the results 

 

While investigating the experiences of working within HBC three dominant categories were 

found: The community, The family and The health care worker. Prior to the study there seemed 

to be a lack of studies when it comes to the experience of HCW working within HBC.  

 

HBC organisations are working within a community and through the investigation a large theme 

from the analysis was safety in the community, showing feelings of insecurity and fear while 

working in the community. Several former studies show a connection that disadvantaged 

communities, have extreme high rates of crime (Krivo & Peterson 1996). In Khayelitsha 

community, year 2016/2017, there were 1529 aggravated robberies reported to the police and 

this was an increase by 24.7% from the previous year. Khayelitsha had the highest amount of 

reported aggravated robbery in the county of Western Cape that year (Western Cape 

Government 2018). According to the South African Amended Occupational Health and Safety 

Act employers shall provide and maintain the safety of their employees (Occupational health 

and safety act 1993). Community HCW are dependent on moving around in the community 

making it a defying factor for their working experience. It is easy to forget that the community 

and patients` home are their work space. It’s not possible to control their working environment 

or try to impact it as an employee considering that the work place is Khayelitsha itself and the 

employee has no power over the individuals in the community. In regard to working safety, the 

HCW are forced to endure crime while working in the community to a great extent as a part of 

their job which may not have been accepted if they endured the same problems in a hospital 

setting.  

 

In the sub-category attitudes in the community, the results showed that one of the greatest 

factors that affected the HCW is the fact they are not physically let in to see their patient. 

Because of the neighbour’s judgement and the stigma in the community. During the interview 

the HCW expressed that they are not let in due to the fact that the patients or the families are 

afraid their neighbours will see a HCW is visiting. According to the HCW this was due to the 

patients´ chronic illness but mostly the patients were afraid that the neighbours will think they 

have HIV/AIDS. Stigmatization means that people in society have negative perceptions and/or 

stereotypes about other members or cultures of the society (Link & Phelan 2001). The 

stigmatization of persons with HIV is based upon that the virus can be transmitted through non-

socially accepted practices, for example, sex workers, drug users and men who have sex with 

men (UNAIDS 2017). The stigmatization of persons with HIV affects disclosure which can 

have consequences when coming out as HIV positive (Chirwa et. al 2008). Personal 

relationships, opportunities for education, employment and personal economy can be affected 

negatively when disclosing. Studies have shown that people choose not to come forward with 

their HIV status, after seeing other HIV victims struggle with the consequences of 

stigmatization in the family/communities (Chirwa et. al 2008). In 2005, 33% of the people 

living in Khayelitsha was HIV-positive, which was high above the national average of 11.2% 

(Western Cape Government 2007). The HCW see the importance of educating and supporting 

their patients, but their ability is limited when focusing on the education of the community. It 

is irrational to believe that the HCW have the means to educate the neighbours in this matter, 

seeing as it is so rooted within the community. The prevention of stigma in the community 

needs to be addressed from higher institutions. Seeing as nearly one third of the people living 

in Khayelitsha are diagnosed with HIV/AIDS it is alarming that not even larger prevention 

programmes are current in Khayelitsha. The HCW working daily to help the troubled patients 
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should not be hindered by uneducated neighbours and thereby affecting the patients’ health and 

compliance in the long term.  

 

The results of the study showed that the HCW in Khayelitsha went beyond their work 

responsibilities to help their patient. That they felt the responsibility to support the patients 

outside their line of duty. When further exploring this behaviour, you noticed the differences 

between the social views compared to Swedish health care workers. The irony is that those who 

give more are in fact those who have less, and they are also more open to people in need. Kraus 

et. al. (2012) found that threatening environments, which is more common in an economically 

poor community, tend to be a trigger to humans which results in attachment-related behaviours 

that forms relationships. Through prosocial behaviour and emotion, it is easier to build 

relationships with other individuals. Kraus et. al (2012) also explain that people with lower 

income tend to spend less of their income on material products and more on helping others in 

need. They are also more willing on helping a distressed partner by taking on more workload. 

A person with lower income has shown greater compassion for others than a person with higher 

income. People with lower income are more interdependent on their relationships in the 

community and when people are more interdependent, they have more empathetic feelings. A 

person with higher income is more independent and focuses on the things they can change 

within themselves making them less empathetic than a person with lower income (Kraus et. al 

2012). Therefore, the HCW coming from an economically poor community feel strong empathy 

for their patients and thereby giving them food or money out of their own pocket. The authors 

have reflected on differences between government policies between Sweden and South Africa 

and how they affect people. In Sweden the government has a collectivistic policy which could 

result in that the individuals in the society become individualists. In south Africa on the other 

hand, the government have a more independent policy. Which could lead to that the people of 

the country have no faith in the institutions and no trust for the government. This could lead to 

more collectivistic individuals, being more dependent of neighbours, friends and family, 

increasing the need to support one another in order to survive the threatening environment. 

 

4.2 Discussion of the method 

 

The authors decided prior to the study that a qualitative study form would most useful seeing 

as they wanted an in depth and personal view on the experiences when working in HBC for 

HCW. Contact was established upon arrival to create a relationship with both the hosting 

organisation and the future participants. To achieve a trustworthy result, it is important to have 

truthful answers from the participants which is more likely when the interviewees have 

established a relationship with the researchers. The relationship was established through 

meetings with the hosting organisation (St Lukes) where the full plan and goal was presented. 

The relationship with the HCW was gained through visiting their head office stationed in 

Khayelitsha, participating in both educational workshops and joining them to experience their 

work day. This was done over a course of 4 weeks and when the authors felt they have gained 

a relationship they started to inquire the workers to see if they would be interested in 

participating. The ground to interviewing both registered nurses and caregivers is because there 

is an increasing number of less trained- and non-nursing staff in the HBC area (Johnstone 2017). 

 

In this study the most relevant sampling was purposive sampling was chosen and the authors 

felt that post-study it was the most convenient towards the studies purpose. The sample size in 

the study was six participants and the authors could see recurring themes after mearley four 

participants. After six conducted interviews the authors felt that no new information would be 

found on this subject and that data saturation was reached. By having two authors conducting 
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the interviews you minimize the risk for bias during the study (Polit & Beck, 2012). During the 

interview one authors was taking notes whilst the participants were talking, and the other 

authors was focusing on conducting the interview. By dividing the work tasks gave the author 

conducting the interview more chance to truly listen and affirm the participant whereas the other 

author could observe and see recurring themes. The interviews were recorded and then 

transcribed making the results more valid due to the fact that the authors could go back and 

listen to the interviews several times to truly identify what the participant was trying to convey. 

The interviews were held at their head office in Khayelitsha in a private room so the participants 

could feel safe to express their opinions and that the interviews would not be disrupted.   

 

Prior to the study one pilot interview was conducted to see if the questions would benefit the 

studies aim. After the pilot interview the authors felt that the questions needed to be simplified 

to minimize the risk of misinterpretations and that the questions did not have to be explained to 

the participant. When conducting the interviews, the authors realized that it would have been 

more beneficial if the person in the pilot interview had the same language ability as the 

participants seeing as there was an apparent difference. That may have resulted in changing the 

interview questions differently and more to suit the actual participants.  

 

During the interview a language barrier was noticed when the participants had trouble finding 

the English word. The question was later raised if it would have been simpler to have had a 

translator present. The language barrier also affected the questions were the author had to repeat 

the questions or explain in simpler words. This was found problematic when trying to remain 

impartial during the interview and not trying to influence the participants. Although, in the end 

the authors felt that the interviewees opinions were expressed despite the language difficulty 

because the participants shared that they themselves were satisfied with the interview.  

 

When later analysing the data, the authors followed Granheim & Lundman (2004) guidelines 

to achieve trustworthiness when creating coding schemes, alongside the supervision of their 

supervisor from Karlstad University. According to Lincoln and Guba (1985) to achieve 

trustworthiness you must have credibility, dependability and transferability in the data. 

Credibility means confidence in the interpretations and truth of the data (Polit & Beck 2012). 

The authors reached a good credibility by the participation of both authors in all interviews and 

worked together with the data analysis to avoid misunderstandings and bias. But also working 

together with the HCW prior to the interviews, to see and listen to them when working in the 

community. The authors also believe that the correct method for data collection was chosen 

seeing as it would only have made it harder to get data collection if another sampling method 

was chosen. The interviewees were all female, of various ages, had similar working experiences 

and a long experience of work in the community, all of which contributed to a strong credibility 

in the study. Dependability questions if the result would be the same in similar or same group 

and context if the study was repeated (Graneheim & Lundman 2003). The authors believe that 

the dependability is high seeing as the data collection was made under one week and 

observations two weeks prior the interviews. But also, because one of the researchers has been 

observing the same group of HCW for four weeks in April - March 2018 and saw similar 

challenges then as they reported in the interviews now. Transferability means to which extent 

the result of the study can be transferred to another group or setting. Which according to 

Graneheim & Lundman (2003) actually is up the reader to decide if the study could be 

transferred to another context. The authors truly hope and believe that the authenticity of the 

study is shown correctly throughout the research. Authenticity means that the authors mediate 

the correct emotion of the interviewees and the reality of their lives which was easier due to the 

fact the authors established relationships with the HCW prior the interview (Polit & Beck 2012). 



Ellen Jelkeby & Jessica Krepper 

 

17 

 

4.3 Clinical implications 

 

The aim of this study is to illuminate the different experiences of working within home-based 

care for healthcare workers in economically poor communities. Knowledge was gained about 

the nature of HBC in a country with different culture, history and economic structure. It is 

important for healthcare professionals to have global competence. Not only with the increased 

immigration in the world but also with the opportunity to work abroad that comes with the 

healthcare profession. It is a global phenomenon that people are living longer lives and therefore 

having more symptoms from ageing which leads to a heavier burden on the health-care system, 

especially HBC. With the increased need of HBC globally and the lack of prior studies it is 

important to find opportunities to develop and meet struggles. By collecting data in an 

economically poor country gives us deeper understanding on what factors can affect the HBC. 

As a result, knowledge between countries with different culture, history and economic structure 

can be exchanged. 

 

4.4 Future research suggestions 

 

HBC is a big part of the healthcare system globally, it would be interesting to do further research 

about working conditions for HCW in economically poor communities in other countries to see 

differences between economically poor communities that do not share the same history or 

culture. As well as HBC in economically richer communities then comparing the results to see 

similarities and differences.  

  

4.5 Conclusion 

 

This study presents experiences of working conditions within HBC in an economically poor 

community. The interviewees explained the challenges about working in an economically poor 

community such as Khayelitsha. Challenges like gangsterism, stigma in the community and 

lack knowledge about illnesses and working tasks. The interviewees also explained why they 

love their job despite the challenges in the community. The love for helping ill patients, the 

recognition and the strong relationship they get along the way. 
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Appendix 1 

 

Interview Guide 

  

1. Can you please tell us about the good experience of caring for people in their home? 

2. Can you please tell us about the challenges of caring for people in their home? 

3. What do you think is difficult when living in a township community when you need 

home-based care? 

4. What different attitudes do you meet when making a homecare visit in the community? 
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Appendix 2 

 

Request to participate in an interview 
 

We are two students, Ellen Jelkeby and Jessica Krepper, at Karlstad University, Sweden. As 

part of our thesis, a study about illuminating different experiences of working within home-

based care for healthcare workers in economically poor communities will be carried out. We 

have a genuine interest in learning more about this subject in Khayelitsha. We intend to be in 

South Africa, Cape Town, until the end of March 2019. We will be performing individual 

interviews with about 6 - 8 healthcare workers, working within home-based care. 

Permission to carry out the study at St. Lukes hospice, a non-profit in Cape Town, has been 

given by Ronita Mohilal, CEO of St Lukes Hospice 

The letter implies a request if you want to participate in this study. If you choose to participate, 

we will find the most suitable time for all the participants.  Each interview is expected to take 

about 30 minutes and will be audio recorded. Upon request the interview guide can be sent to 

you in advance. 

If you choose to participate in the study mentioned above, we ask you to notify Sister Joyce. 

Then we will contact you to make up the time and place for the interview.  During the interview, 

we will go over the information again and ask you for a written consent to participate in the 

study. Your participation in this study is voluntary and you have the right to withdraw at any 

time without giving any reason. Collected data will be used only for this study alone. All 

participants´ identities will be kept confidential. The result of the interview will be reported as 

an essay. 

If you have any questions, please contact us by e-mail: 

Ellen Jelkeby: jelkebyellen@gmail.com 

Jessica Krepper: j_krepper@hotmail.com 

 

Sincerely 

Ellen Jelkeby & Jessica Krepper 😊 
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