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Abstract  Introduction While there is a global con-
sensus that Lay Community Health Workers (CHWs) 
should be formally remunerated for their time and 
effort, they remain unsalaried in most Sub-Saharan 
African countries, including Zambia. Does this con-
stitute exploitation? To answer this question, we 
conducted a qualitative study in  Lusaka province of 
Zambia where we interviewed Lay CHWs attached 
to government healthcare facilities. We juxtaposed 
the Sub-Saharan African Communitarian (Ubuntu) 
ethical system and Western ethics to discuss the find-
ings. Study Methods We conducted qualitative inter-
views with thirty-five Lay Community Health Work-
ers in three districts of Lusaka province in Zambia. 
We adapted the Braun and Clarke (2006) six-step 
framework of thematic analysis and NVivo computer 
software to analyse data. Study Findings Lay CHWs 
were motivated by both the intrinsic Ubuntu altru-
ism and economic benefits as they provided com-
munity health services in their respective localities. 

Although they complained about low and inconsistent 
stipends, as well as a lack of equipment, that did not 
stop them from serving their communities because of 
their intrinsic Ubuntu motivation to care for others. 
Conclusion Our study found no evidence that paying 
Lay CHWs undermined their intrinsic Ubuntu moti-
vation to aid other people, as they continued to serve 
their communities whether they received stipends or 
not. It is also our considered view that Lay CHWs are 
exploited due to their vulnerable positionality, and to 
avoid that, they should be formally remunerated in 
line  with the WHO recommendation.

Keywords  Exploitation · Altruism · Ethics · 
Community Health Workers · Sub-Saharan Africa

Introduction and Background Information

Lay Community Health Workers (CHWs) constitute 
a significant healthcare workforce in many Sub-Saha-
ran African countries, where nearly 80 per cent of the 
population relies on their services (Idriss-Wheeler, 
et  al. 2024). Zambia is among the countries that 
heavily depend on lay Community Health Workers 
to deliver essential healthcare services in the com-
munities, as the country experiences shortages of 
professional Health Workers (Mhlongo, et al. 2020). 
Lay Community Health Workers are lay individuals 
trained to provide basic health services in their local 
communities (Ballard, et  al. 2021), and in Zambia, 
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they are estimated to be as many as one hundred 
thousand (Ministry of Health 2019). They engage in 
a wide range of activities, including linking people to 
relevant healthcare services, holding health awareness 
activities, conducting home visits, acting as interme-
diaries between the community and health centres, 
and helping to manage and support patients in their 
communities (Mhlongo et al. 2020).

In Zambia, lay Community Health Workers are 
typically unemployed women with low education 
(Woldie, et  al. 2018). Although they are at the fore-
front of fighting the HIV epidemic in their respec-
tive communities, they do not receive formal sala-
ries but are sometimes paid stipends depending on 
the availability of resources (Zulu and Perry 2021). 
Although the Community-Based Volunteers (CBVs) 
Incentive Guidelines state that CBVs “shall be paid 
a minimum of Seven Hundred and Fifty (750) Zam-
bian Kwacha (GBP~22) monthly as volunteer allow-
ance, this allowance is conditional on the availability 
of resources” (Ministry of Health No Date). However, 
although they do not receive formal salaries for their 
work, this does not stop them from continuing to 
serve their communities. Some studies have attributed 
this intrinsic motivation to support their communities 
to the Ubuntu ethics, which is a predominant ethi-
cal system among the Bantu people found in Zambia 
and across Sub-Saharan Africa (Dzimiri, et al. 2019; 
Madziva and Chinouya, 2017; Mlotshwa, et al. 2015; 
Topp, et  al. 2015; Swartz 2013). This has raised a 
debate on whether lay Community Health Workers 
should be paid a formal salary or not, whether formal 
payments would motivate them or destroy their intrin-
sic Ubuntu motivation to support their communities, 
and whether failure to pay them a formal salary con-
stitutes exploitation.

Given this backdrop, we conducted a qualitative 
study (Cresswell 2013) to explore the fundamental 
motivation for Lay CHWs to continue serving their 
communities despite not being formally remuner-
ated for their work. We interviewed Lay Commu-
nity Health Workers in Lusaka province of Zambia 
between September 2022 and February 2023. We 
adapted the thematic analysis framework follow-
ing  Braun and Clarke (2006) six-step framework 
to analyse our data, and utilized NVivo Release 
1.7.2 (1560) computer software to automate our 
analytical process. We then discussed the findings 
through the prism of the Ubuntu ethics, which is 

the predominant ethical system in Sub-Saharan 
Africa and Zambia, while making references to 
western ethics.

Literature Review

Plight of Lay Community Health Workers in 
Sub‑Saharan Africa

Non-remuneration of Lay Community Health Workers 
remains a major challenge in the HIV response, espe-
cially in low-income countries of Sub-Saharan Africa 
(Ballard, et  al. 2022). Lay Community Health Work-
ers are often economically vulnerable, and engaging 
in community HIV programmes is seen as a possible 
source of income from stipends. A study that surveyed 
874 unpaid lay Community Health Workers in Mada-
gascar reported that 92 per cent were food insecure 
and 89 per cent had experienced a shock in food secu-
rity in the previous year (Colvin, et al. 2021). Despite 
their economic vulnerability, Lay CHWs are not for-
mally remunerated in many Sub-Saharan African 
Countries. A scoping review conducted by Ndu, et al. 
(2022), which analysed the experiences and challenges 
of Community Health Workers across Africa, reported 
that among the many challenges that they experienced 
were non-remuneration, and inadequate and inconsist-
ent stipends. These financial challenges meant that Lay 
Community Health Workers were often unable to send 
their children to school or to provide their families 
with food and other basic needs. Ballard, et al. (2022) 
also reported that about 85 per cent of Lay Commu-
nity Health Workers are not paid in Africa, and yet 
they address as high as 50 per cent disease burden in 
their communities. Furthermore, a study conducted 
in Malawi reported that Community Health Work-
ers lacked financial incentives, supplies, and materials 
(Colvin, et al. 2021). This situation feeds into a long-
standing debate about whether lay Community Health 
Workers should be recognised as formal, salaried 
workers or as unsalaried volunteers who support their 
communities out of goodwill and their intrinsic care 
for their people (Ormel, et al. 2019). Those who hold 
the former position argue that Lay Community Health 
Workers are also motivated by extrinsic economic 
benefits such as salaries or incentives (Agarwal, et al. 
2021; Olaniran, et  al. 2022) and therefore not paying 
them is unfair and exploitative (Colvin, et al. 2021).
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On the other hand, those who argue that lay Com-
munity Health Workers in Sub-Saharan Africa should 
be regarded as unpaid volunteers contest that they 
are motivated by intrinsic Ubuntu altruism (Dzimiri, 
et al. 2019; Mlotshwa, et al. 2015; Topp, et al. 2015) 
and therefore paying them would destroy their natu-
ral altruism and affinity for social solidarity. A sys-
tematic review of datasets of qualitative studies in six 
countries reported that “motivation was negatively 
influenced by incentive-related “expectation gaps,” 
including lower than expected financial incentives, 
later than expected payments, fewer than expected 
material incentives and job enablers, and unequally 
distributed incentives among groups of Community 
Health Workers” (Ormel, et  al. 2019, 1). According 
to this study therefore, paying Lay CHWs undermines 
their intrinsic motivation to serve their communities.

To avoid the problem of labour exploitation, the 
World Health Organisation (WHO_has provided une-
quivocal guidance and support for the formal remu-
neration of Community Health Workers for their work 
and cautions against compensating them through 
performance-based incentives (World Health Organi-
zation  2018), which could potentially be exploita-
tive. However, despite this guidance, lay Community 
Health Workers in many countries in Sub-Saharan 
Africa are not formally remunerated (except for South 
Africa and Ethiopia) (Ballard, et al. 2021) raising the 
question of possible exploitation.

The Ubuntu Ethical Framework

Ubuntu is a version of Sub-Saharan African com-
munitarianism practiced among the Bantu-speaking 
people geographically located across Central and 
Southern Africa (Mwinsa, et al. 2025). Ubuntu fun-
damentally means “humanness” (Metz 2007) and 
is often explained using a maxim attributed to the 
Kenyan Theologian and Philosopher. John Mbiti, 
which says, “I am, because we are, and since we 
are, therefore I am” (Mbiti 1969, 108–109), mean-
ing individual identity is determined by the peo-
ple around us. At the core of Ubuntu is to explain 
what it means to be human. To be human or to 
attain Ubuntu personhood, one needs to espouse 
the principles of altruism, social solidarity, har-
monious relationships, compassion, respect for 
human life, interdependence, humanness, and care 
(Atuire, et  al. 2020). Because Ubuntu is a form of 

communitarianism, it places more weight on col-
lective social goods such as public health over indi-
vidual rights and interests (Cataldo, et  al. 2015; 
Atuire, et  al. 2020). This Ubuntu prescription of 
what it means to be human has implications for the 
conception of exploitation. Since all community 
members are expected to be altruistic and caring to 
one another, as one of the conditions to attain the 
status of personhood (or Ubuntu) (Ewuoso and Hall 
2019), failure to formally remunerate Lay Commu-
nity Health Workers would not necessarily be con-
ceived as exploitation but rather as Ubuntu altruism 
or what it means to be human.

Study Methodology and Methods

This qualitative study (Potter and Hepburn 2005; 
Hopf  2004) was conducted in Lusaka Province of 
Zambia, between September 2022 and February 
2023. We chose Lusaka Province as our study site 
because it has the highest HIV prevalence in the 
country at 14.4 per cent (Zambia Statistics Agency 
2022).  We collected data in healthcare facilities in 
Chongwe, Lusaka, and Kafue districts of Lusaka 
province using face-to-face interviews following a 
pre-designed semi-structured interview guide. We 
then adapted the Braun and Clarke (2006) framework 
of thematic analysis and utilized NVivo Release 1.7.2 
(1560) computer software to code data and develop 
themes.

Sampling Technique

We applied criterion purposive sampling (Pal-
inkas, et  al. 2015) to select study participants. 
This technique enabled us to select suitable par-
ticipants likely to provide deep and relevant infor-
mation that met our study objectives (Campbell, 
et al. 2020). To ensure experience, we purposively 
selected participants who had spent a minimum 
of one year providing community health services 
within their localities. Furthermore, we purpo-
sively and conveniently sampled public healthcare 
facilities that were supported by Lay CHWs. We 
selected two (2) healthcare facilities in Lusaka, 
one (1) in Chongwe, and one (1) in Kafue districts, 
after confirming that they had Lay Community 
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Health Workers registered with them. Convenience 
was determined by how receptive healthcare facil-
ity managers were to our study.

Study Participants

We interviewed lay Community Health Work-
ers trained in HIV services provision who  had been 
actively serving in the HIV programme for a mini-
mum period of one (1) year. We specifically focused 
on  lay Community Health Workers supporting gov-
ernment healthcare facilities because HIV services in 
Zambia are predominantly provided through public 
health institutions.

Recruitment of Study Participants

We recruited Lay Community Health Workers through 
Facility Managers, Community Liaison Officers, and 
ART In-Charges at each healthcare facility. We first 
approached management at each selected healthcare 
facility with all the necessary approved documents to 
introduce the study and identify participants. In turn, 
the Facility Managers, in collaboration with the Com-
munity Liaison Officers (CLOs) and ART In-Charges, 
arranged introductory meetings involving lay Com-
munity Health Workers at each health facility. Dur-
ing the meetings, the Community Liaison Officers 
or the ART In-Charges introduced the Researcher to 
the lay Community Health Workers. The Researcher 
then explained the research details and the informed 
consent process for participating in the study to the 
members present. The Facility Managers, Community 
Liaison Officers, or ART In-Charges left the meetings 
immediately after introductions to avoid lay Commu-
nity Health Workers feeling pressured to participate 
in the study. During the meetings, the Researcher 
distributed the information sheets and consent forms 
and explained these documents using either Nyanja 
or Bemba languages, as they were commonly spoken. 
The Researcher also explained the criteria for partici-
pating in the study. Members were asked to take the 
information sheets and consent forms to their homes 
so that they could read further and be able to make 
voluntary decisions about whether to participate in the 
study. If one decided to participate in the study, they 
were requested to bring a signed copy of the consent 
form to the Researcher at the healthcare facility. Most 
of the members made decisions immediately after the 

introductory meetings and returned signed consent 
forms to the  Researcher, while others returned them 
later.

Ethical Considerations

Before going for fieldwork, we received ethi-
cal approvals from the Biomedical and Scientific 
Research Ethics Committee (BSREC) at the Uni-
versity of Warwick (Reference Number: BSREC 
113/21-22), the Excellence in Research Ethics 
and Science (ERES) in Zambia (Reference Num-
ber: 2022-Aug-004), and the National Health 
Research Authority in Zambia (Reference Num-
ber: NHRA0000001/2/09/2022. We also sought and 
received written authorization from the Lusaka Pro-
vincial Health Office to conduct our study in govern-
ment health facilities in the province. Before inter-
viewing study participants, we provided them with 
information sheets detailing our research and those 
willing to participate were then given consent forms 
to sign.

Study Findings

A total of thirty-five lay Community Health Work-
ers participated in the  face-to-face semi-structured 
interviews (see the breakdown in Table 1). Interviews 
lasted between thirty (30) minutes and one hour and 
thirty minutes (1:30) and were held in safe spaces 
at local healthcare facilities where each study partici-
pant was affiliated.

Summary of Findings

Lay Community Health Workers (CHWs) expressed 
mixed feelings about their motivation and rewards 
for engaging in community health work. They also 

Table 1   Summary of study participants by district and sex

Lusaka District Chongwe Dis-
trict

Kafue 
Dis-
trict

Females 12 3 7
Males 9 2 2
Total=35 21 5 9
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presented self-conflicting statements about their job 
satisfaction as they indicated that they were  happy, 
but at the same time unhappy about their work. They 
were happy and satisfied that they were saving lives in 
their communities. However, they were also unhappy 
with the incentives that they received from their work. 
Furthermore, some Lay Community Health Workers 
also felt that they were motivated by intrinsic altru-
ism; or the desire to serve their communities and not 
by incentives, hence the reason why they continued 
serving even after rewards were discontinued.

Motivation to engage in Community Health Work

Lay Community Health Workers were motivated to 
support their communities by two key factors, which 
were; (1) Economic/Employment Benefits; “There 
are no jobs hahaha, I have tried applying there are 
no jobs, so as we are waiting for greener pastures, at 
least you are able to do something” (CHW29): “at the 
end of the month, they give us something (money) 
(CHW18). 2) Altruism-predisposition to support 
one’s community; “it’s my passion … without money, 
with money, it’s in me … I just enjoy what I do” 
(CHW18): “We are not joining this work because we 
want money. I think for us money is secondary it’s not 
primary” (CHW02).

Challenges Experienced by Lay Community Health 
Workers

However, regardless of their motivation, all Lay Com-
munity Health Workers who participated in the study 
complained about unfair distribution of resources, 
victimization, receiving little and inconsistent sti-
pends, and lacking personal protective equipment and 
transport.

Unfair Distribution of Resources and Victimization

Lay Community Health Workers felt that rewards 
were not fairly distributed because full-time health 
workers received high salaries despite them not 
going into the field; “those people we just give infor-
mation to say, we have found this number of peo-
ple you can now put into the computer, get a lot of 
money” (CHW16).

They attributed this unfair treatment to their  lack 
of a voice within the healthcare system in Zambia.  
They claimed they could not express their challenges 
as they did not belong to any trade union like their 
counterparts the mainstream health workers who 
belong to unions like the  Zambia Union of Nurses 
and Midwives Organisation (ZUNMO) and Resident 
Doctors Association of Zambia; “CHW may have 
no voice that speaks for them … they do not belong 
to any trade union … there is no one standing up for 
them, they are just volunteers, and everybody is look-
ing down upon them” (CHW02).

Low and Inconsistent Stipends

Some lay Community Health Workers we inter-
viewed worked for NGOs that supported the Minis-
try of Health, while others were directly engaged by 
the local healthcare facilities. Although the former 
received a higher stipend than the latter, both groups 
complained that stipends were low, as captured in the 
following quotations: “I am not happy I don’t want 
to lie, the work we do is a lot but the money is too 
little” (CHW24). Another one shared that “it’s not 
enough (money) because the work we do is very 
hard” (CHW16). Similarly, another participant com-
plained that “we come here every day; we work here 
every day but at the end of the day we don’t get any-
thing (money) which is a challenge to us … we need 
money” (CHW09). One of them lobbied and said   
“they should consider us over our stipend, it is too 
small, the work that we do is too much” (CHW28).

We also found that Lay CHWs contracted by part-
ner organizations such as NGOs continued serving 
their communities even after their formal contracts 
ended; “Other organizations come, we are looking 
for volunteers we want them to help us, we rush there 
so that they give us something” (CHW13). However, 
when their contracts ended with those NGOs, they 
reverted to serving their communities without a for-
mal pay through government health facilities; “Some-
times you might be engaged by an NGO, sometimes 
you work for a year, if the contract ends that’s the 
end, you start volunteering for free supporting your 
community” (CHW11).

Furthermore, although the Community-Based 
Volunteers Incentives policy (Ministry of Health, No 
Date)  stipulates that each volunteer should be paid 
a minimum monthly allowance of seven hundred 



	 Bioethical Inquiry

Vol:. (1234567890)

and fifty Zambian Kwacha (ZMW 750) (GBP~22), 
among other benefits, our study found that there was 
no standardized amount of stipend paid to Lay Com-
munity Health Workers as some received as low as 
ZMW 50; “They give us something, sometimes even 
a ZMW 100 (GBP~3) or a ZMW 50 (GBP~1.6) 
according to how they have prepared” (CHW13). 
Another Lay CHW reported that; “so there is some 
motivation once in a while, when there is a pro-
gramme, they remember you that this person helps us, 
then they give you something (money)” (CHW07): 
“Sometimes if there is a workshop, you participate in 
a workshop, that is when you can get something (little 
money) for soap” (CHW11).

Lack of Personal Protective Equipment (PPE)

Lay Community Health Workers reported that the 
lack of PPEs was a major problem that complicated 
their work. They shared that the problem was even 
worse in the rainy season as they lacked simple PPEs 
such as umbrellas, boots, and rainy coats;

Sometimes you want to follow a client … 
maybe the rains come, you have no umbrellas, 
you have no gum boots, you will go just like 
that in the rains … Maybe you have gone to a 
client, and it finds you on the way, you will get 
soaked, and we even develop fevers. (CHW20)

Similarly, another Lay Community Health Worker 
shared that “in the rainy season we lack boots, 
umbrellas … We become discouraged to follow peo-
ple because when rain starts, it finds you on the road, 
how are you going to follow the people” (CHW13).

Lack of Transport

During the interviews, Lay Community Health Work-
ers lamented about how they covered long distances 
on foot because they did not have transport (vehi-
cles) or their bicycles had broken down, “distance is 
a challenge, like where I come from, it is seven (7) 
kilometres from here. So sometimes if you have no 
bike, meaning you have to walk on foot” (CHW09). 
Another volunteer shared that “If you have no bicycle 
it’s to walk on foot, it means you have to be early in 
the morning” (CHW 10).

Intrinsic Motivation to Support One’s Community

Despite complaining about the above challenges, 
Lay Community Health Workers surprisingly did 
not leave their roles but continued supporting their 
respective communities. This was partly attributed 
to their strong altruistic feeling to support their 
communities and the view that it was their duty to 
care for their people; “I think I just have a help-
ing heart, even if you don’t get anything, it is still 
important that you help you community … so if 
there some little money that comes, it just comes as 
motivation to us. So, you don’t give up” (CHW09); 
Another study participant reported that “If we look 
at the little amount (of money) that we are given, 
you can’t say that you are happy … you just have to 
have a heart to work for the people” (CHW34).

Study Limitations

We acknowledge and declare that this study may 
have had some limitations. This study was only 
conducted in Lusaka province with thirty-five pur-
posively selected Lay CHWs. Therefore, although 
we employed in-depth interviews, which provided 
rich and thick descriptions of their experiences, our 
findings cannot be statistically generalized to the 
whole country as the sample was small and non-
probability by design. Non-probability sampling, 
such as purposive, is usually prone to biases. Since 
we relied on Facility in-charges and Community 
Liaison Officers to mobilize Lay CHWs, it was not 
possible to ensure that they were not biased when 
inviting potential study participants. In addition, we 
employed interviews, which fundamentally rely on 
self-reported information, a data collection method 
that is prone to recall biases. Although we probed 
study participants to ensure they provided coherent 
and correct information, we cannot claim that they 
were not biased in choosing which experiences to 
share with us. Furthermore, although this analy-
sis was collaboratively conducted by three differ-
ent researchers, we cannot claim to be completely 
objective since it involved making interpretations. 
Therefore, considering all these limitations, fur-
ther large-scale research needs to be conducted that 
employs quantitative methods so that findings can 
be generalized to other parts of the country.
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Discussion of Study Findings

Literature shows that Lay CHWs are motivated to 
support community HIV activities by both the intrin-
sic Ubuntu altruism (Dzimiri, et al. 2019; Mlotshwa, 
et al. 2015) (Topp, et al. 2015) and economic benefits 
that come with such activities (Agarwal, et al. 2021) 
(Olaniran, et al. 2022). This was exemplified by self-
conflicting statements about their job satisfaction as 
they indicated they were as happy as much as they 
were unhappy with their work. They were happy and 
satisfied that they were saving lives in their commu-
nities. However, they were unhappy with the incen-
tives that they received from their work. This con-
flicting situation feeds into a long-standing debate 
on whether Community Health Workers should be 
formally remunerated, whether doing so increases 
their motivation or destroys their intrinsic altruism, 
and whether failure to do so constitutes exploitation. 
Community Health Work is a contested role, espe-
cially in Sub-Saharan Africa, with some stakeholders 
arguing that lay Community Health Workers (CHWs) 
must receive formal remuneration while others disa-
gree, arguing that it undermines their intrinsic moti-
vations and altruism (Ormel, et al. 2019).

Globally, there is consensus that lay CHWs should 
be formally remunerated for their time and labour 
(WHO  2018), but in Zambia, this is not the case. 
Although the WHO “recommends remunerating lay 
CHWs for their work with a financial package com-
mensurate with the job demands, complexity, number 
of hours, training and roles that they undertake” and 
“suggests not paying CHWs exclusively or predomi-
nantly according to performance-based incentives” 
(World Health Organization 2018, 47), the Zambian 
National Volunteer Policy seems to provide a con-
trary guidance. The policy is predicated on Kenneth 
Kaunda’s Ubuntu-based humanist ideology. It thus 
aims at promoting a culture of volunteerism, with a 
primary motive of expressing one’s humanitarian 
values by helping those who are less fortunate than 
themselves. One of the volunteer policy’s guiding 
principles is selflessness which has been explained as 
“the choice to volunteer must be a decision of one’s 
own desire to serve and not by duty in order to ensure 
that people do not seek personal gain or benefits as 
they participate in volunteerism” (Ministry of Com-
munity Development and Social Services, n.d., 16). 
Thus, some Lay CHWs may or may not receive any 

performance incentives for their service depending on 
the availability of resources. Furthermore, although 
the Community-Based Volunteers  (CBVs) Incen-
tive Guidelines state that CBVs shall receive a mini-
mum of seven hundred and fifty (ZMW 750) Kwacha 
(GBP~22) allowance, with other benefits, this is con-
ditional on the availability of resources as the same 
guidelines also state that “Ministry of Health may 
subject to the availability of funds, provide incentives 
to the CBV.” The guideline also makes it very clear 
that the volunteers’ contract is not legally binding as 
it states that “this agreement is entered into on a vol-
untary basis and in no way constitutes an employment 
contract” (Ministry of Health No Date, 10).

Therefore, contrary to the WHO recommendation, 
Lay Community Health Workers in Zambia receive 
performance-based incentives as and when resources 
are available. The nature of these incentives, espe-
cially those paid by the government, is that they are 
inconsistent and often below the minimum wage of 
ZMW 1,487 per month (GBP~44) (Government of 
Zambia 2023). Furthermore, despite the Zambian 
Community-Based Volunteer policy guidance on 
incentivizing of Lay CHWs, evidence collected by 
our study found that government healthcare facilities 
rarely paid these performance incentives.

Are Lay Community Health Workers Exploited or 
Not?

Well, the answer to this question depends on which 
ethical system and exploitation theory one applies. 
The official position of the Western and international 
bioethical frameworks is that lay CHWs should be 
formally remunerated for their labour (WHO 2018), 
and failure to do so is exploitation. Philosophers 
have theorized exploitation differently depending on 
their ideological beliefs. Ferguson (2018) posits that 
exploitation is fundamentally a “morally flawed” 
interaction where the exploiter takes unfair advan-
tage of the exploited, and a transaction between A 
(exploiter) and B (exploited) is unfair if A (exploiter) 
gets more of a particular good, and B (exploited) 
less than either would have received if the good had 
been fairly distributed. This unfairness could be a 
function of the maldistribution of benefits in the 
interaction between the exploiter and the exploited 
or because of following an unfair distribution proce-
dure, resulting in an unfair distribution of benefits, 
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or sometimes both. Taking unfair advantage can also 
sometimes result from abusing one’s power to domi-
nate the transaction, resulting in the exploitation of 
the less powerful party or the dominated (Ferguson 
2018). Considering the empirical evidence we gath-
ered in the field where Lay CHWs lacked PPEs and 
transport, felt oppressed, and received low and incon-
sistent stipends, it is reasonable to argue, under this 
formulation, that they are taken unfair advantage of 
or exploited by the healthcare system in Zambia, as 
the resources are not fairly distributed following a fair 
distribution procedure.

Furthermore, exploitation could also be care-
based, which McKittrick-Sweitzer (2023) defines as 
taking unfair advantage of one’s caring predisposi-
tion toward others or something. Five (5) conditions 
must be satisfied for an interaction to be classified as 
care exploitative; 1) A calls B to aid, 2) the call made 
by A is for B to aid in the flourishing of C because 
B has an intrinsic deposition to care about C, 3) A 
expects to disproportionately benefit from the call 
for B to aid C, 4) B will likely accept the call to aid 
C because they care about C, and 5) B answers A’s 
call to aid C (McKittrick-Sweitzer 2023). In our case, 
A represents Healthcare Facilities or the Ministry of 
Health, which invite lay CHWs to volunteer and sup-
port their communities, and B stands for lay CHWs 
who intrinsically care about the health of their com-
munity members, and C stands for community mem-
bers. Applying this formulation of exploitation, it is 
plausible to argue that the healthcare system in Zam-
bia takes advantage of the intrinsic caring predisposi-
tion of Lay CHWs, and therefore, this may qualify as 
exploitation.

On the other hand, the Ubuntu ethical system may 
not necessarily consider the plight of Lay CHWs as 
exploitation. The principle of altruism is fundamental 
to Bantu life, and it is one of the basic requirements 
for one to attain personhood (Cataldo, et  al. 2015) 
(Atuire, et al. 2020). Members of the community are 
expected to voluntarily aid other people who require 
support, and no formal payments are expected, 
although their altruism could be reciprocated by oth-
ers. Therefore, in a classical Ubuntu morality, Lay 
CHWs should not expect formal rewards for the 
HIV services they provide in their respective com-
munities, as it is a cultural requirement and prerequi-
site to being a good member of a Bantu community. 
Although some informal rewards of appreciation may 

be reciprocated to them by other community mem-
bers, this should not be construed as payment for their 
altruism. Therefore, failure to formally pay Commu-
nity Health Workers may not necessarily be construed 
as exploitation under the Ubuntu ethics because eve-
ryone is expected to aid other community members 
voluntarily. Therefore, although international bioeth-
ics construe failure to formally remunerate Lay Com-
munity Health Workers as exploitation, this is not 
necessarily the case under the Ubuntu ethical system, 
which expects members of the community to be altru-
istic to one another and to prioritize the needs of the 
community above their individual interests.

However, since research confirms that Lay CHWs 
are motivated by both economic and altruistic factors, 
and since our study found no evidence to suggest that 
formally remunerating Lay CHWs undermines their 
intrinsic Ubuntu motivation to serve their communi-
ties, we are of the considered view that they should be 
formally remunerated by the government. Doing so 
would improve their work attendance as they would 
no longer spend much of their time engaging in other 
economic and livelihood activities to support their 
families. This will in turn, result in  improved well-
being and enhanced health outcomes of the commu-
nities that they serve.

Conclusion

Our study found that Lay CHWs are motivated by 
both the intrinsic Ubuntu altruism and economic 
benefits to engage in HIV programmes in their com-
munities, and we found no evidence to suggest that 
paying them undermines their intrinsic motivation to 
serve others. Despite Lay CHWs complaining about 
small and inconsistent stipends, they continued serv-
ing their communities because they were partly moti-
vated by the need to care for their people. However, 
their vulnerable positionality and intrinsic predisposi-
tion to serve their communities make them prone to 
exploitation. To avoid this, it is imperative that their 
work is formalized and they are paid formal salaries.
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