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Abstract

Background: Lung cancer is the leading cause of cancer mortality worldwide. Awareness interventions in the developing world remain scarce. Community health workers (CHWs) are a critical component towards ensuring efficient delivery of healthcare services in low- and middle-income countries.

Aim: This study explored the experiences of CHWs of their training as lung cancer awareness intervention implementers.

Setting: The study was conducted in a resource-poor setting, with CHWs from previously disadvantaged communities.

Methods: On the last day of training, 10 CHWs were requested to voluntarily participate in a focus group discussion regarding their experiences of the training, utilising a discussion guide.

Results: The participants expressed positive experiences with the training. They cited the amenable and conducive learning environment established by the facilitator. The participants felt empowered through the newly acquired knowledge and wanted to help their communities. However, some participants expressed a desire to have other forms of learning incorporated in future training. The participants were also cognisant of existing gaps in their own knowledge that could be elaborated upon in preparation for potential questions by the community. Some participants confirmed their role as agents of change.

Conclusion: The authors propose large-scale intervention studies of lung cancer awareness utilising the CHW programme to gather conclusive evidence regarding their effectiveness at a community level.

Contribution: This article provides insight into the training of community health workers on lung cancer awareness and future research on the integration of the intervention into already existing programmes.
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Introduction

Community health workers (CHWs) remain a critical component towards ensuring efficient delivery of healthcare services in low- and middle-income countries (LMICs). They are integral in the prevention, treatment and care of individuals living with various disease conditions, such as human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome (AIDS), childhood illnesses and tuberculosis (TB), as well as provision of palliative care services through home-based care.1,2,3 The provision of these services by CHWs has been especially vital in remote areas, where inaccessibility to health facilities is a challenge.

In South Africa, the services offered by CHWs are included within a primary health care (PHC) ward-based outreach team. This team consists of a professional nurse, environmental health practitioner, health promotion practitioner and four to five CHWs.4 These teams have since been experiencing varying degrees of success throughout the country.5,6,7,8,9,10,11,12,13,14 It could be argued that potentially there could be a risk of overwhelming the CHWs with health interventions at community level. However, the CHWs have been instrumental in combating TB infection in South Africa and other countries of similar contexts through the directly observed treatment and therapy programme,3,15,16,17,18,19 apart from their other responsibilities. Evidently, TB shares similarities in terms of signs and symptoms with lung cancer, hence poor treatment response by their patients misclassified as TB patients.20,21

The authors’ project, as part of a larger study of lung cancer in sub-Saharan Africa, introduced the training of CHWs on lung cancer community awareness intervention, as a contribution to promoting early lung cancer screening, detection and care. In South Africa, lung cancer is among the top four ranking cancers in terms of morbidity and mortality after breast, prostate and cervical cancers.22 Among men, lung cancer is the leading cause of cancer deaths in the country, while it ranked third among women.23 However, the trends of lung cancer mortality in Africa are based on scanty epidemiological evidence,24 and the burden of disease may be underestimated.25,26 Poor health outcomes have been documented for lung cancer patients, including death while undergoing treatment.27 More than 80% of lung cancer cases are linked to cigarette smoking and other tobacco products,28 therefore making a case for expanded prevention efforts at the community level. Community health workers are better placed to carry out this function at this level. To the authors’ knowledge, there are limited published studies on lung cancer health interventions by CHWs at the community level. In addition, it has been established that currently, the CHW curriculum does not include lung cancer awareness.29,30 Hence, the opportunity to work with CHWs in raising awareness on lung cancer at community level was considered an important contribution to potentially ensuring early disease detection, diagnosis and treatment, as CHWs often serve as linkages between health facilities and patients. Therefore, the integration of lung cancer awareness interventions on the training of CHWs should be explored. This article explored the CHW experiences of the lung cancer awareness intervention training in a South African province.

Research methods and design

Study design

This was a qualitative study conducted among CHWs who attended the training on lung cancer. This study used phenomenology to explore the training experiences of CHWs about lung cancer.31 The aim of phenomenology is to understand the meanings that people make of the world in their everyday lives. This is normally done through discovering meanings in people’s conversations or text. In this case, the conversation was in the form of a focus group discussion (FGD).

Study setting

Community health workers were recruited from the selected communities in the two metropolitan cities in a South African province. These communities consisted of townships where previously disadvantaged populations dwell and a suburb. Initial meetings to introduce the project were held with the local ward councillors. The ward councillors offered their cooperation and assisted with identifying the CHWs who could potentially work in the project as data collectors (a baseline paper on lung cancer knowledge, attitudes and practices is currently under review) and project implementers. They were in possession of lists of CHWs who were awaiting placement on community projects. Given the political nature of ward councillors, the received names of CHWs were subjected to stringent selection criteria and the successful CHWs attended training on lung cancer awareness.

Logistics

The period of the training was weeklong. The CHWs travelled to a central location and resided at a training venue for the duration of the training. All subsistence expenses were supported through the project funds. Prior to the commencement of training, the CHWs completed a questionnaire to assess their level of knowledge of lung cancer and pitch the training at an appropriate level but also to incorporate additional concepts into the training materials. The questionnaire contained sociodemographic details, questions on their knowledge of lung cancer signs and symptoms, their attitudes towards lung cancer and their health-seeking behaviour when suspecting lung cancer. Upon completion of the training, they completed the same questionnaire to observe any change in their level of knowledge. The results of these assessments will be presented elsewhere. Tablets were used to administer the questionnaire. The questionnaire took approximately 20 min to complete. The REDCap software (Vanderbilt University, Nashville, Tennessee, United States) was most appropriate because of the accessibility of the platform even in areas with no Internet access and password protection of the data.

Training of community health workers on the intervention

The researcher conducted the training during the 5 days using a printed training manual which was provided to each CHW on the first day. This manual was adapted from the Lung Laboratory – Research and Intervention Centre’s lung cancer training manual, developed by pulmonologists in the field. The following content was included: (1) background and lung cancer in the South African context; (2) types of lung cancer; (3) how lung cancer affects the body; (4) stages of lung cancer; (5) signs and symptoms of lung cancer; (6) causes and risk factors of lung cancer; (7) diagnosis, management and treatment of lung cancer; and (8) referral pathways of lung cancer patients. The training also addressed vital steps for consideration by CHWs during the implementation of the intervention in their respective communities.

Smoking, as the major risk factor for lung cancer documented by the literature,32,33 was discussed during the training, including the benefits and processes of quitting smoking. The information, education and communication (IEC) materials included for the training were in English. During training, these contents were translated into the predominant local language by the facilitator, who is also the researcher, with the assistance of CHWs to ensure clarity and understanding. These translations were included in the information package provided to the CHWs for implementation purposes. Role plays on the delivery of the content at the household level were included on the fourth and fifth days of training, which afforded reinforcing learning content.

Study population and sampling strategy

During the selection process of the CHWs, approximately 50 names were provided by ward councillors as potential participants. They had to have attained at least a Grade 12 qualification to be selected in the project, and a total of 25 CHWs were selected to participate in the training.

The researcher met with all the identified CHWs to introduce the project. Of the 25 selected CHWs, the majority (n = 21) were female. Two young men eventually retracted from the project. They were introduced to the processes of training on a series of topics (including data collection for baseline survey on lung cancer awareness, lung cancer community awareness intervention and data collection for the postintervention survey) during the project. This article focuses on their experiences during the community lung cancer awareness intervention training. These experiences were explored through a FGD.

Data collection

On the last day of training, 10 CHWs were identified to voluntarily participate in a FGD regarding their experiences of the training. These participants had a wide range of work experience, and the group was mixed in age, including both male and female participants to allow for sufficient depth and multiple perspectives to emerge. They were considered information-rich to adequately address the topic of interest. This FGD took place in the same room used for training in the absence of other CHWs for privacy. Although the FGD was facilitated by a novice CHW, who also participated in the training to ensure inclusivity and openness during the discussion, she was trained on FGD and other necessary research processes pertinent to qualitative research. Furthermore, the lead researcher had worked with this group of CHWs in prior training, which provided an opportunity of building and consolidating rapport with the group. The CHW worked under close supervision of the experienced research team. The lead author had prior training and experience in qualitative methodologies, with one co-author involved in the teaching and supervision of master’s- and PhD-level students using qualitative research methods. The CHW FGD facilitator was apprised of the study aim and the discussion guide as a data collection tool. A debriefing session was conducted after she completed the facilitation and the FGD had ended. She utilised the discussion guide to engage with the group. The group discussion was conducted in both English and a local language for one hour. The researcher was not present during the discussion. The group discussion with permission from the participants was recorded, transcribed and thereafter translated into English. The transcription and translation were done by an experienced research assistant. The researcher checked the transcript and translation against the original recording for quality.

Data analysis

The English transcript was analysed by the researcher using NVivo version 12 (QSR International, Burlington, Massachusetts, United States). The researcher used thematic analysis for emergent themes. Thematic analysis is a method often used for identifying, analysing and understanding patterns of meaning emerging from qualitative data.34,35 Although this method has been deemed devoid of theoretical commitments, its application has been demonstrated across a variety of theoretical frameworks and research paradigms.35 In this study, thematic analysis was used to identify patterns in relation to the CHWs’ lived experiences regarding the lung cancer awareness training they participated in, following an inductive approach.36 Chunks of data were coded as themes that emerged from the data.

Ethical considerations

This study obtained ethics approval from the University of KwaZulu-Natal Biomedical Research Ethics Committee (BREC) (reference number BF585/18) and gatekeeper permission from the local ward councillors. The informed consent process was explained, emphasising the voluntariness of their participation and that if they chose not to participate, they would not face any penalties. Thereafter, they signed the informed consent form. Confidentiality was ensured through anonymising the participants’ responses in the transcript and assigning numbers to them.

Results

A final total of 23 CHWs participated in the training, after two potential CHWs retracted from the 25 initial selected. Ten participants (six women and four men) volunteered to participate in the FGD. Their ages ranged from 20 to 52 years. The majority were women who resided in the communities identified by the project (Table 1). The majority of the CHWs did not have postmatric qualifications. A few possessed postmatric training (e.g. a certificate-level training).
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Figure 1 provides a descriptive summary of the emergent themes that emanated from the FGD data of the CHWs’ experiences of the lung cancer awareness training.
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Facilitator-related factors

The approach of the researcher, who was also the training facilitator, to the training was deemed engaging and acceptable in promoting understanding of all participants, particularly in being cognisant of the various levels of CHWs’ knowledge. There was consensus on his accessibility and effort to ensure understanding of contents:


‘The facilitator was very understanding in explaining to everybody and making sure that everyone understood what he was trying to portray, and also his style was very easy to understand … He even made some drawings on the board to explain more what he was doing and what he was trying to say.’ (Participant 6, male, 23 years)

‘The way the teacher taught us was good, and when you asked a question, he didn’t have a correct and wrong answer. It was equal, so even when you came with an idea, he would listen. Even when you came with a question that was not based on the training, he would answer, so everything was good.’ (Participant 5, female, 32 years)



The CHWs were trained by professionals who were also proficient in the local languages, which facilitated understanding of the various concepts included in the training. Despite the CHWs’ overall appreciation of the style of facilitation, some offered alternatives for inclusion to enhance the modality of teaching and learning:


‘I think what would help is that as much as we are learning the book, it would help also if whilst learning we could be doing some practicals at the same time so that when we teach other people, we teach them something we know and understand. So that by the time we go to the community, we already know it and understand it better.’ (Participant 4, female, 34 years)



These experiences emphasise the various CHW needs for consideration during training. Individuals effectively learn through various approaches and media, as supported by our results. While the majority communicated the extensive knowledge acquired, others suggested more attention to reinforce learning as essential. Participants communicated their positive experience by citing the amenable and conducive learning environment established by the facilitator:


‘I felt that he was extremely approachable; you could ask him anything you want, basically just feel at home and feel very welcome.’ (Participant 2, male, 23 years)

‘The way he taught us, he made us all able to ask questions without fear, when you were not clear … ’ (Participant 1, female, 43 years)



Such a learning environment established the CHWs as valued partners in the learning experience. They suggested no inferiority was evident and they were viewed as active participants in their own learning process.

Group dynamics

Participants alluded to the gender dynamic since the majority of the CHWs were female and the training facilitator was a man in his early 40s. One participant valued the difference and appreciated the professionalism in coping with discord or disagreement within the group.


‘[…W]hat I saw, considering he is a male teaching a class full of women where sometimes there are conflicts as women, but he was able to handle all that because he was the head …’ (Participant 4, female, 34 years)



Culture seems to have played a role on how the participants viewed and interpreted their relationship with the training facilitator. Culturally, a man is accepted as the head of the household and therefore is expected to lead. This expectation was not communicated explicitly. However, this role of headship was naturally afforded to the training facilitator, which was positively experienced.

The inherent power dynamics were captured by a CHW whose observation of the training facilitator’s leadership skills was valued. It is evident that the dichotomy of the teacher–learner was appreciated rather than an egalitarian relationship within the context of engagement. The amenable approach to conflict resolution was acknowledged:


‘[…E]veryone reported to him; if there was something he heard, he wouldn’t come harshly to talk to you and tell you not to do something, and he was able to handle situations well.’ (Participant 4, female, 34 years)

‘[…T]he way he treated his learners and the way he conducted himself as a teacher. So the friendship he built trying to bond with his learners. I thought it was very good, which makes one see their way forward.’ (Participant 9, male, 30 years)



Acquisition of empowering knowledge

The value of expanding their own knowledge to further engage purposefully with the community was supported by the data:


‘[…T]he community didn’t know much about the lung cancer; they know there are cancers, but they are not able to differentiate them, and the lung cancer is the one they don’t understand much. They just ask you questions even you don’t know how you will answer. But now I think with everything I have learnt, I will be able to give answers.’ (Participant 4, female, 34 years)

‘The training was very informative and really taught us a lot about lung cancer; it taught us a lot of things we didn’t know and a lot of things that now we can teach other people…’ (Participant 6, male, 23 years)



The confidence of their acquired knowledge incrementally capacitated them towards advocacy:


‘My biggest wish is that we could go to the companies, especially the ones that are using these things that cause cancer, to do awareness and double-check whether they really do get all the uniform, how their safety measures are for the people working there. Even in construction companies, we sometimes see people working without safety gear…’ (Participant 9, male, 30 years)



Their self-assurance through their expanded knowledge was expressed and justified:


‘I feel very confident right now. I feel like I could be a doctor [they laugh], because that’s how much information we learnt about lung cancer. Everything was so good…’ (Participant 6, male, 23 years)



In addition to the self-assurance, they conveyed their gratitude of being an inextricable part of the solution in their communities:


‘I am grateful, and I am 100% that I can do what I have to do for my community.’ (Participant 4, female, 34 years)



Community health workers as agents of change

Some CHWs confirmed their role as agents of change:


‘[…T]he importance of knowing that cancer can be cured. It’s not like you have a death disease, you have a death sentence; you can get back up and survive, there are a lot of people who have survived … If we could bring back hope that they can still live and be all right.’ (Participant 10, female, 38 years)

‘I am very proud of what I am about to do, and I’m very proud that I will go out to the community to help people with this information that I got.’ (Participant 3, female, 34 years)



Volume of information

The volume of information covered during the training and its comprehensiveness was observed and could potentially be overwhelming:


‘I think there was definitely not a shortage of information, maybe at times a bit too much …’ (Participant 2, male, 23 years)



Others were satisfied with the volume of content:


‘I think the information we got was good and even though we still need to know more about lung cancer … we are satisfied with what we got for now, the information we have available.’ (Participant 7, female, 36 years)



Community health workers’ identified needs

The participants were also cognisant of existing gaps in their own knowledge that could be elaborated upon in preparation for potential questions by the community:


‘I think what we have learnt is all good, but we wish for the next session we will have to incorporate other cancers because in the community we get a lot of questions about a lot of things we don’t know.’ (Participant 5, female, 32 years)



One participant reflected on a specific and pervasive aspect of cravings for cigarettes and how they can help:


‘I wish to know more so that we can be able to help our brothers who are in trouble with cigarettes, who are in trouble with cravings, what can we do to end the cravings, so we need to know more of what I can do for them. Maybe with them too it’s not easy when we come and say cigarette this and that, we also need to have a plan that we can come up with, “OK, maybe if you can use this when maybe the cravings start.”’ (Participant 8, male, 28 years)



Recommendations for improvements based on the training

There were definitive areas of improvement identified by the CHWs. Based on the training, the CHWs felt strongly that the targeted areas could be expanded to maximise the effect of the awareness campaign:


‘I wish we could go out to rural areas, because now what tends to happen is that only Durban gets taught, but in other areas they know nothing. Like in prisons, you see, in prisons there are sick people, but there are no people advising them on how to handle this. They smoke cannabis, cigarettes and all that.’ (Participant 8, male, 28 years)

‘[…W]ill echo Number 1, who mentioned that we need to go to the schools, to the kids in school. I think that even in primary schools, we can go whilst the kids are still young so that when they grow up, they would already have knowledge about what actually happens with cancer. What actually happens with a person who smokes. In high schools we can go. The children there are looking at their brothers who smoke and they also want to do that, but if as they grow, they know that cigarettes are dangerous …’ (Participant 8, male, 28 years)

‘[…M]aybe to places like the clubs, although we might not be able to go in, because in there, there is a lot of smoking happening and different kinds of substances – because what we are fighting is lung cancer. Warning them about cigarettes, it would be great to continue more with our outreaches and reach the small kids so that in the end we don’t end up with a nation that has a huge lung cancer problem …’ (Participant 3, female, 34 years)



Another participant recommended specific aspects of the training sessions on including assessments:


‘I suppose what I would have done differently is maybe the time frame, the length of the training and also, perhaps, added in some more written tests on certain subjects regarding lung cancer.’ (Participant 2, male, 23 years)



Clearly, the above participant preferred continued engagement on the contents to gauge his knowledge acquisition.

Discussion

This study showed that CHWs had, on the whole, positive experiences of training, and this seemed to have encouraged CHWs to be a positive change in their communities. The training facilitator’s approach to the training was embraced positively. This fostered positive interactions and a positive learning environment. Consequently, this environment could increase the likelihood of the CHWs performing their tasks more competently in their communities. A study conducted in Bangladesh, Mexico, Guatemala and South Africa assessing the CHWs’ ability to screen for cardiovascular disease revealed the CHWs were able to conduct their tasks at levels comparable to the formally trained health professionals.37

Although most of the CHWs highly appreciated the knowledge gained during training, some of the CHWs suggested using alternate modes of learning as reinforcement. A study mapping the evidence from various CHW trainings demonstrated an increasing trend on the use of mobile technologies to support training in LMIC contexts.38 However, this trend was not widely adopted for broad training, service delivery interventions and supervision at the community level involving CHWs. In settings where Internet connectivity and mobile data availability are not a challenge, these mobile technologies could be a viable platform for providing training and support to the CHWs. However, South Africa may not be able to provide such platforms and service, especially in the rural areas where CHWs services are most valuable.39,40,41 For these technologies to be implemented in South Africa, the Internet infrastructure needs to be made widely accessible and be stable for use in the rural areas of the country.

The CHWs were encouraged to be active participants in their own learning, thus enforcing a positive learning environment. A study conducted on the training of CHWs regarding oral health intervention indicated that the CHWs performed well on their knowledge scores after training.42 When questioned about the presenters leading the training, the CHWs also communicated a positive opinion. Similarly, they felt that the level of the training together with its duration were ideal. These results seem to align with the findings of the present study. However, a study conducted among CHWs in Cape Town on noncommunicable diseases and training concluded that the knowledge on the subject matter was poor while their training was unstandardised and haphazard.43

Although culture seems to have played a role in the group dynamics, it is not clear whether a male training facilitator would be preferred in the future trainings among this group of individuals. Future studies could explore this phenomenon and inform the successful training of CHWs. Studies have investigated how culturally adapted interventions implemented by CHWs affect service provision.44,45,46,47,48

The dynamics of power between the group and the researcher were perceived positively, which seem to have contributed to the learning environment. These findings affirm that if there is a relationship of trust and collegiality, it fosters a good learning and working environment. VeneKlasen and Miller49 offer that power relationships do not have to be one-dimensional; they are viewed as toxic and unchanging. These relationships can also be collaborative and transformative (i.e. power with). The efforts of sharing of power were noted by participants. A study conducted in South Africa regarding interpersonal trust among CHWs and their supervisors indicated the importance of this concept.50,51 Because the CHWs’ supervisors were perceived negatively in terms of their relationship with the CHWs, this seemed to affect the CHWs’ performance at work. By extension, this performance could even spill over to their training and learning environment. Nonetheless, the acknowledgement of the brokenness of these by those in power usually leads to the willingness to work together in resolving them and moving forward.50

The feeling of empowerment through the knowledge gained from the training was seen as a confidence booster to engage with the community regarding lung cancer. A study conducted in rural Cape Town on self-management training among CHWs indicated that the CHWs expressed confidence about what they learnt and motivated them to change or modify certain behaviours detrimental to their own health.52 Although CHWs participating in the present study hardly viewed the newly acquired knowledge in relation to their own health, they still considered that information would help them better perform their tasks as CHWs. Some suggested that their motivation to engage in training was their desire to assist others. Similar sentiments were also conveyed in a study that evaluated CHW training outcomes in two districts of KwaZulu-Natal, which revealed that the CHWs had marked improvements on their knowledge scores.53 They also reported high levels of contentment with their training and discernible increases in their confidence in advising clients. However, increases in the level of knowledge after training does not always translate to confidence providing services that they are trained for. A Brazilian study on the training of CHWs regarding cervical cancer screening alluded to this phenomenon.54 It has also been demonstrated that poor training and supervision often results in poor knowledge retention and job performance.43 Invariably, this could also affect feelings of being empowered and motivated to perform on the job.

The CHWs’ roles of being advocates and agents of change were not necessarily motivated by politics or progressivism, as has been reported in other studies,55,56 although it could be suggested that visiting companies where employees are deemed to be at risk of lung cancer, doing uniform inspections and assessing whether the safety protocols are observed is a form of activism. In this case, it seems to be the desire to assist their community members and those deemed at risk of lung cancer in avoiding the dire consequences of not attending to the disease early, suggesting an altruistic motivation.55,57,58 Being the agent of change in this case means effecting behaviour change or being part of the process of achieving desired outcomes at the community level.59

Some of the CHWs had strong feelings about going to the places of entertainment to raise awareness about risk factors of lung cancer. The South African government has put restrictions and prohibitions in the advertisement of tobacco products in public spaces, including clubs.60 Therefore, these actions would be responding to the government’s prerogative of reinforcing the regulations. It is not clear, however, how this could be accomplished in the clubs, as the club owners have a right to restrict what happens in their places of business. This kind of awareness could possibly be done outside the club as the patrons are waiting to go inside the club.

L.M. English and colleagues investigated the trends of cigarette use among the youth in South Africa and Botswana using the Global Youth Tobacco Survey (GYTS) data.61 They demonstrated a significant decreasing trend of tobacco use over time in South Africa. However, this trend was no longer significant when factoring the parental use of cigarettes. In Botswana, the trend was the opposite of the South Africans’, where there was an observed upward trend over time. This highlights the importance of intervening early, as mentioned by the participant above.

Studies conducted in LMICs regarding assessments of training outcomes of CHWs have varying success of knowledge retention among CHWs.62 Half of the studies used pre- and post-training assessments and the other half added a follow-up test 6–8 months after training. In our study, pre- and post-training assessments were done. These assessments were used as a measure to gauge the CHWs’ knowledge increase because of the training, not in the traditional sense where students write a test and are graded. However, the results are not part of the scope of this article. The current study gives important insights on the approach and content of a lung cancer awareness training programme for CHWs and the integration of such training to existing training curricula. Nonetheless, the results are from the experiences of a limited number of CHWs. Finally, researchers’ experiences in qualitative research, establishment of rapport between the lead researcher and the research participants, training of the FGD facilitator, use of debriefing sessions between the FGD facilitator and lead researcher, use of verbatim quotes in the presentation of the results, as well as clear audit trail of the research process all contributed to the trustworthiness of the study findings.

Conclusion

Overall, the CHWs’ training experiences seemed to be positive. The group session afforded acknowledgment of the gains in knowledge and closing of the existing gaps among CHWs. They offered definitive thoughts on improvements and identified strategies that could be utilised in the process. The training seemed to have succeeded in empowering CHWs to perceive themselves as agents of change in the communities. The advocacy role was pivotal in sustaining learning. Although gender and age differences were acknowledged between the training facilitator and the participants, it positively influenced the interactional nature of learning. This component warrants further investigation.

Some studies have reported on the importance of follow-up training to reinforce learning.43,63,64,65 Future trainings of this group of health workers should consider other modes of training and reinforcing learning, such as the use of technology.

The CHWs recognise the significance of their training in facilitating their engagement and knowledge awareness of lung cancer in the communities. Evidently, they affirmed that early detection through awareness was a vital component of training in reducing the number of lung cancer cases. Their expressed commitment to such awareness was notable. The various sections of their 1-week training proved extensive and adequate in preparing them for further engagement with their communities of service. Hence, it would be prudent to consider integrating this modality of training and learning in the CHW TB training curriculum, because of the overlap in symptomatology between the two diseases and the misdiagnosis of lung cancer for TB. However, large-scale intervention studies are required to arrive at conclusive evidence on the effectiveness of such interventions and wide-scale adoption of such.

This article provides insight into the training of community health workers on lung cancer awareness and future research on the integration of the intervention into already existing programmes
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TABLE 1: Demographic profile of the community health workers participating in
the focus group discussion regarding their experiences of lung cancer trainin;

Variable Number Percentage
Gender

Female 6 60
Male a4 40
Age (in years)

<25 2 20
25-30 2 20
31-35 3 30
>35 3 30
Marital status

Single 6 60
Married or living with a partner 2 20
Widowed, divorced or separated 2 20
Educational status

Matric (Grade 12) 10 100
Postmatric (certificate, diploma, degree) 5 50
Race or ethnicity

Black people 8 80

Mixed-race people 2 20
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FIGURE 1: Thematic representation of community health workers’ experiences of lung cancer awareness trai
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