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Abstract 

 

The Covid-19 pandemic exposed a profound crisis of social reproduction in South Africa, 

revealing the fragility of household and community capacities to absorb care 

responsibilities amidst longstanding inequality and gaps in state social protection. In 

Cape Town, neighbourhood-based Community Action Networks (CANs) rapidly 

mobilised to meet urgent material, psychosocial and health-related needs. Drawing on 

my embedded involvement in this response, this thesis examines the crisis and its 

community-led responses as revelatory of unmet needs and the limits of the state’s 

community-based care infrastructure, while also highlighting the prefigurative potential 

of collectivised, solidaristic forms of care. Despite decades of policy attention to 

community-based care since the HIV/AIDS crisis and a constitutional commitment to 

social protection, the pandemic illuminated enduring structural shortcomings. Centring 

life-sustaining, everyday care work during the Covid-19 crisis and tracing the historical 

evolution of social policy and community health systems in response to the earlier 

HIV/AIDS crisis, the thesis advances key claims about the politics, value and the future 

of community care in South Africa. 

 

A qualitative methodological approach was adopted, grounded in my role as an 

embedded researcher. Data were generated during and after the Covid-19 pandemic 

through informal conversations, meeting recordings, semi-structured interviews, and 

organisational and textual artefacts. The analysis of the HIV/AIDS period draws on 

document and policy archives, secondary literature and in-depth interviews. The 

research advances understanding of everyday care work during these two critical 

periods, contributing to a structural critique of how, to whom, and to what end the 

responsibilities of care and social reproduction are delegated in post-apartheid South 

Africa. The findings show how care work has been systematically devalued, externalised 

and feminised within policy and labour arrangements, even as it forms the invisible 

infrastructure enabling households and communities to withstand crisis. At the same 
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time, community-led responses to the pandemic collectivised and politicised care, 

fostering alternative imaginaries of responsibility, solidarity and co-production within 

community health systems. The thesis also demonstrates the significant challenges of 

collaboration between informal community-based responses and formal health and 

social protection systems, where the politics of legibility and bureaucratic accountability 

often compromise life-sustaining community care by pressuring networks to formalise, 

professionalise, and conform to state-defined metrics of value. A key contribution of the 

thesis is to foreground care and care work – particularly its gendered, racialised and 

relational dimensions – as central to debates on community health systems and social 

protection. By politicising care work, the thesis brings a neglected perspective into public 

health scholarship, offering insights into what community-based care and social 

protection are, and what possible alternatives could be built. 
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Chapter 1 
Introduction 
 

Moments of social crisis expose the fragile scaffolding of care that sustains daily 

collective life, revealing both the indispensability of carers and care workers and the deep 

inequalities that shape the organisation of care and how we value it. The Covid-19 

pandemic elicited a crisis of care that affected millions of South Africans. This was most 

evident in the extreme spike in hunger and food insecurity levels – with 24% of South 

Africans experiencing moderate to severe food insecurity, according to a national survey 

(Stats SA, 2022). The closure of schools (and thus school feeding programmes), as well 

as the prevention of informal food trading during the lockdown, added a further burden 

to food insecurity for many families (Spaull & van der Berg, 2020; Wegerif, 2020). The R350 

Social Relief of Distress grant, while helpful, was inadequate. The pandemic brought 

about a significant increase in unpaid care work, intensified household vulnerability and 

exacerbated its gendered dimensions (Bello et al., 2023; Visagie & Turok, 2021). 

 

As it became clear that the state was woefully ill-prepared to respond to the many 

indirect impacts of the pandemic, community-based networks of care stepped in to 

provide life-sustaining care. This saw community members – often women – running 

community kitchens, organising food parcels, securing water supplies, assisting people 

to access the Covid-19 social grants and providing support to those needing to self-

isolate, amongst other things (Brady & Valley, 2020; van Ryneveld, Whyle, et al., 2020). 

The pandemic brought to light the myriad ways in which informal networks of care and 

mutual aid by collectives of local residents are fundamental to public health. The 

networks of people engaged in this work were a major resource of vital “everyday care” 

during the pandemic, often operating at the hyper-local level, using a wide range of 
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approaches to plan and resource their work and ensure accountability to their partners 

(Loewenson, Colvin, et al., 2020).  

 

The phenomenon of “everyday care” is conceptualised and studied across a number of 

disciplines, particularly in the social sciences (Folbre, 2014; Jupp, 2022; Morrow & Parker, 

2020; Power & Hall, 2018; Raghuram, 2012). Drawing on this literature, I define “everyday 

care” as the daily and continuous, behind-the-scenes, work required to sustain, support 

and reproduce life. Furthermore, this work is usually organised informally and 

relationally, within the private domestic sphere, at the local level of the household, street, 

neighbourhood and community.  

 

This approach to conceptualising care stands in contrast to the conceptualisations of 

community care that are more widely utilised in public health. Often framed from the 

perspective of community health worker programmes or community participation, these 

more dominant forms are typically embedded within formalised community health 

structures and the primary health care system, providing opportunities for communities 

to participate, directly or indirectly, in the activities of “care” of this system (George et al., 

2015; Rifkin, 2014). In practice, the care strategies of the formal health system are often 

organised along disease – or issue-specific – lines such as home and community-based 

care for HIV (Moshabela et al., 2015), or home-based palliative care for chronic illnesses 

such as cancer (Sallnow et al., 2010), or community-based responses to disease 

outbreak, war or natural disaster (Marston et al., 2020; Wilkinson et al., 2017). In other 

instances, formal interventions may be more governance-oriented, facilitating 

representation of community members in decision-making bodies at local clinics 

(Haricharan, 2019) or on scientific committees (Paremoer, 2018). Community 

engagement is considered a central tenet of the primary health care approach 

("Declaration of Alma Ata," 1978). There is a vast public health literature documenting 

community-based health actions or programmes (George et al., 2015). These 

programmes are often framed in instrumental terms such as improving health outcomes, 
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shaping cultural norms and health seeking behaviours or giving voice to citizens and 

tackling health inequalities within local settings (Arnstein, 1969; Rifkin, 1996; Rifkin et al., 

1988).  

 

Mainstream public health approaches to and conceptualisations of the role of care in 

communities are limited in two key ways. Firstly, they rarely extend recognition to the 

everyday care work that is fundamental to people’s daily efforts to sustain life (Cornish et 

al., 2016; Miraftab, 2004a). Existing knowledge and power hierarchies often render 

everyday care work invisible – relegating it to the private sphere and obscuring the 

importance of collective responsibility and interdependence inherent to care (Raghuram, 

2012; Tronto, 1993). A tendency within public health towards the prioritisation of more 

instrumentalist, curative or disease-specific forms of care work exacerbates this. 

Secondly, where everyday care is recognised it is usually co-opted into the wider logic of 

the state and its dominant neoliberal frameworks of development. There tends to be an 

absence of engagement with more fundamental considerations of power, politics, 

responsibility and control within the public health literature documenting this work, often 

resulting in analyses that are reductive and one-dimensional, and place responsibility for 

care on the individual (George et al., 2015; Morgan, 2001; Wilkinson et al., 2017). 

Community-based care is central to public health, yet it is often treated as an 

unproblematised intervention within the health system to improve health outcomes. It 

has been taken up in health and social policy as an inherent public good, and is often 

framed in terms of moral or civic duty and responsible citizenship. Scholars have pointed 

out the many ways in which the more radical and transformative potential of community 

action in health – self-organisation, autonomy, informality and solidarity, for example – 

are neutralised and depoliticised by neoliberal and/or bureaucratic logics of 

accountability, efficiency or scalability, through public-private partnerships and “NGO-

isation” (Cornish et al., 2018; Roy, 2014).  

 

https://uwcscholar.uwc.ac.za/home



 
 
 
 
 
 

11 

Although the Covid-19 pandemic brought global attention to the importance of care work 

within broader socio-economic systems, such knowledge gaps perpetuate the 

marginalisation of responsibility for and solidarity with care work. For the most part, 

everyday care work continues to be depoliticised, undervalued and under-theorised 

within the dominant approaches to public health. This often emerges starkly in the 

context of emergency responses to health crises (Wilkinson et al., 2017). Moreover, as 

the Covid-19 pandemic has shown, formal models of, and visions for, community 

involvement in health systems often fail to meet the wealth of potential for new forms of 

collaboration and redistribution of resources that could radically alter the way we value 

and support everyday care work and the people doing it (Loewenson, Accoe, et al., 2020). 

 

This thesis aims to deepen understandings of localised and life-sustaining care work 

during two periods of major health and social disruption in South Africa – the early stages 

of the HIV/AIDS epidemic (between the 1990s and mid-2000s) and the ongoing Covid-19 

pandemic. This “everyday care work” sits alongside the formal strategies of the health 

system, at times overlapping while also operating outside of it in alternative public and 

private collective spaces. It is thus concerned both with the daily, localised work of 

surviving in (and in spite of) contexts of acute (and other, more chronic) disruptions, and 

with the state’s response to and responsibility for such forms of care.  

 

Major health and social disruptions, such as Covid-19 and its strategies of containment, 

produce crises of survival that make clear the indispensable role of various forms of 

everyday care. While temporarily revealing the importance of the underlying system of 

people (often women) and resources supporting this care work, moments of disruption 

also serve to weaken this system (United Nations Women, 2020). State-organised 

models of community-based care that seek to abdicate responsibility or pass it onto 

public private partnerships, NGOs or community members, may aggravate this 

invisibility, deepening the crisis of care during periods of disruption. In revealing this care 

work, whilst also making it harder to perform, moments of crisis offer an opportunity to 
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reimagine alternative worlds in which care and solidarity with care work can be a vehicle 

for social change.  

 

Research purpose 
 

The thesis explores the relationships, strategies and practices of community-based care 

that sit at the heart of a care nexus joining together health, access to food, clean water, 

housing, safe environments and education as fundamental, interconnected elements of 

social wellbeing – and as universal social rights of citizenship. It applies feminist theories 

of social reproductive labour and the care economy to describe work that is essential to 

the health system, but is often left out of the dominant framing of public health. In doing 

so, the research examines the place of care within the context of capitalism – how it is 

devalued and marginalised, with care workers and the tasks associated with care 

relegated to the invisible peripheries and deemed “private”, “unskilled” and 

“economically unproductive”. It demonstrates the tie between health outcomes and the 

systems of social protection provided by the state, and how community-based mutual 

aid and care work provide both a buffer and a frontline for the formal health and welfare 

systems.  

 

The research focuses on the experiences of community-based care and mutual aid 

during the Covid-19 pandemic – examined through the lens of Cape Town’s Community 

Action Networks (CANs). These experiences and the questions they raise are further 

situated within an historical analysis that traces the links between the HIV/AIDS epidemic 

and the evolution of social protection policy in its aftermath. The function of community-

based care in South Africa is inseparable from the politics of social protection – a politics 

shaped by the tensions between the gendered distribution of responsibility for care, 

welfare, work, and survival. This research examines the limits, contradictions and 

challenges characterising the interface between formal health and welfare systems, and 

localised, relational formations of community-based care. It highlights the role of self-
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organised, bottom-up care work, in its varying degrees of informality and collaboration 

with the state, as fundamental to any emergency response and to broader health system 

change.   

 

This project seeks to generate insights into the discourses, ideas and practices that 

inform everyday care work in the South African context. In particular, it explores the 

interdependence and relationality of people taking up responsibility for care work within 

their locales and how this contends with state-defined notions of accountability and 

efficacy that militate against opportunities for democratic collaboration, alternative 

forms of participation, or simply for different ways of caring and valuing care. In doing so, 

the research acknowledges that the relationships between different actors involved may 

obscure complex hierarchies and multi-directional flows of influence – it is not 

straightforward to delineate who “belongs” to “community”, or who speaks on behalf of 

“community”.  

 

The research further contributes to the call for the politicisation of care work and care 

workers. It offers an analysis that highlights how our care systems are a product of 

shifting historical and social terrains, shaped by histories of settler colonialism, 

apartheid, institutional arrangements rooted in a system of patriarchal and racial 

capitalism, and contemporary trajectories of neoliberalism and austerity. It documents 

the experiences and lessons learned during two of the most significant moments of 

health and social disruption in recent South African history. In doing so, the research 

explores how certain modes of organising and arranging care work in South Africa – 

particularly at the local level – can be viewed as part of new strategies of claiming the 

social rights of citizenship that are denied to those on the peripheries, evolving out of a 

politics of struggle, solidarity and collective action. It further asks how the state should 

take up responsibility for enabling a more just and collectivised distribution of the care 

burden across society.  
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Research focus and setting 
 

In Cape Town the rapid mobilisation of neighbourhood mutual aid groups known as 

“Community Action Networks” (CANs) during the Covid-19 pandemic, facilitated the 

involvement of thousands of local residents in the pandemic response (van Ryneveld et 

al., 2022). The CANs, which form a broader network known as “Cape Town Together”, 

emerged as a self-organised, rapid response to the local complexities and challenges of 

Covid-19. Within weeks over 100 CANs emerged in neighbourhoods of diverse sizes and 

class brackets from across the city, many of them building on existing relationships and 

networks that were reoriented towards responding to the pandemic. While the network 

was decentralised and every CAN entirely autonomous, it was guided by an overarching 

set of principles that promoted self-organising and localised decision-making. Activities 

included providing food relief through community kitchens and food gardens, sharing 

advice and accurate information about Covid-19, setting up spaces for low-risk people to 

safely self-isolate within their neighbourhoods, and engaging in learning, resource 

sharing and support between CANs, to name a few. Over the course of 2020, this informal 

network of Cape Town residents – made up of largely women – found itself doing a 

significant portion of the care work that was neglected by or left out of the disease-

focused state response, whose mandate was spurred by an often-militarised emergency 

and security logic, and a much stronger emphasis on testing, containment and hospital 

care than on community-based care.  

 

The research seeks to situate the experiences of the CANs and state responses in a 

longer history, most notably the impact the HIV/AIDS epidemic in South Africa had on 

regulating and co-opting everyday care work into home and community-based care 

(HCBC) programmes, and how this blurred the lines of care, community involvement and 

service provision. Just as with Covid-19, everyday care work also played a fundamental 
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role in the South African HIV/AIDS epidemic, albeit with substantial differences. HCBC 

eventually found a considerable foothold within the state’s response, becoming a key 

component of cross-sectoral national policy on the epidemic (Schneider & Russell, 

2000). After a period of declining interest in community-based health worker 

programmes in South Africa, the emergence of HIV/AIDS triggered a resurgence of 

attention towards this model for delivering Primary Health Care (PHC) and assisting in 

the roll out of anti-retroviral therapy when it was finally introduced by the state from 2004 

onwards (Schneider et al., 2008). This level of formalisation had an impact on the nature 

of the work undertaken by the lay carers who participated in the programmes, as did the 

basic accreditation that was made a requirement. Over time these models of 

community-based care became an “integral part of the general economic and social 

policy platforms of the South African government” and shaped the character of 

community health worker programmes introduced throughout the country (Ibid: 181). 

This was further aided by the agendas of US and EU funding programmes such as PEPFAR 

and UNAIDS, which invested considerable amounts of money into CHW programmes, 

thus institutionalising and “normalising” them as part of the HIV/AIDS response. 

Considering this, the question of why formal health system support for community-led 

care work in the Covid-19 response was so limited – despite decades of policy attention 

and investment in the arena of community care as a result of the HIV experience – 

becomes even more pertinent.  

 

Research questions, aim and objectives 
 

The question this study asks is: What care practices are organised and supported at the 

local, relational level of the household, street, neighbourhood and community during 

periods of health and social disruption; and how is this impacted by the broader 

devaluing of care work? Furthermore, how do these practices offer alternative 

conceptualisations of responsibility for and solidarity with care work?  
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The following sub-questions will help me answer the larger question:  

 

• What are the different ways in which responsibility for everyday care shifted onto 

and were taken up by neighbourhoods/residents/communities in Cape Town 

during HIV/AIDS and Covid-19?  

• What are the ways in which state-organised models of social protection interact 

with, contest, contradict and shape the forms of “everyday” self-organised 

models and strategies of care?  

• To what extent does care shift into the “blurred” spaces between public and 

private spheres of social reproduction? 

• How do market- and state-defined notions of accountability and efficacy present 

within community health systems militate against opportunities for democratic 

collaboration, alternative forms of participation or simply, for a different way of 

caring?  

 

The research aims to advance understanding of everyday care work during two critical 

moments of health and social disruption in South Africa, contributing to a broader 

structural critique of how, to whom, and to what end, the responsibilities of everyday care 

and social reproduction are delegated in post-apartheid South Africa. The project thus 

has the following objectives:  

 

• To trace a comparative historical view of the roles and forms of everyday care work 

during two major periods of health and social disruption in South Africa – the 

HIV/AIDS epidemic (covering the pre-antiretroviral period from the 1990s to the 

mid-2000s) and the current Covid-19 pandemic.  

• To position care work within the broader health and social welfare systems of 

post-apartheid South Africa and understand its interface with state strategies of 

community-based care and community participation, and the broader political 

economy of inequality in post-apartheid South Africa.  
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• To engage the theoretical and conceptual contributions that a feminist lens on 

social reproduction and care might offer for a more radical and transformative 

conceptualisation of the place of self-organised, grassroots, informal 

mobilisations around care within the health and social welfare system, thus 

contributing to contemporary debates on collective action and community 

mobilisation.  

 

The research explored these questions, aims and objectives using an embedded, 

participatory, qualitative research approach. As an active CAN member during the 

pandemic, I was able to draw on a wide variety of data sources, including in-depth 

interviews, notes, observations, informal conversations, social media, and group chats. 

Data informing the HIV/AIDS-related analysis were drawn mostly from archival and grey 

literature, as well as in-depth interviews with key informants and thought leaders 

involved in the HIV response at the time. 

 

Overview of the thesis 
 

This is a thesis by publication, containing five chapters. The next chapter presents a 

literature review focusing on the scholarship on feminist care theory, as well as literature 

relevant to South Africa’s care landscape and social protection policy. Chapter three 

presents the methodology utilised in the research project. Chapter four presents the 

main findings of the research in the form of three published journal articles and one book 

chapter. The fifth and final chapter of this thesis presents a discussion that draws 

together the literature review and the findings of the four articles. 
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Chapter 2  
Literature Review 
 
In this chapter I explore various bodies of literature related to care work, how it is 

organised, who performs it and through what structures. The chapter lays the contextual 

and theoretical groundwork for further questions related to the politics and forms of 

“everyday” care that fills in the gaps of the formal social protection and welfare systems 

– something that emerges starkly during moments of crisis. This endeavour sits in 

conversation with multiple other concepts and bodies of literature – including on critical 

governmentality in post-apartheid South Africa related to social policy, the development 

of the health and welfare systems, labour and employment dynamics, and studies of 

social movements and service delivery protests. The idea that health is social, and that 

social justice is the basis for public health, is not new. Proponents of social medicine 

such as Rudolph Virchow have developed these ideas for decades, and they are also 

central to many indigenous health systems (Lange, 2021). From a public health 

perspective, “taking care seriously” is part of a progressive view of health as de-

commodified, universally accessible, inter-sectoral, equitable and a vehicle for social 

justice and change. Relationships of care sit at the heart of this conceptualisation of 

health. 

 

Theories on care have been widely explored and utilised in other disciplinary spaces, 

such as social geography, environmental and ecology studies, urban studies, social 

work, and gender studies, giving rise to a wide range of emancipatory frameworks for how 

we might understand our social care systems (Barca, 2020; Fisher & Tronto, 1991; Folbre, 

2014; Fraser, 2016a; Held, 2006; Jupp, 2022; Lawson, 2007; Lund, 2010; Lund & 

Budlender, 2008; Milligan & Wiles, 2010; Miraftab, 2018; Mol et al., 2010; Paremoer, 2023; 

Power & Hall, 2018; Raghuram, 2012; Skeggs, 2020). When it is treated within the 

mainstream public health literature, care is framed by the patriarchal norms dominant in 

society, leaving gendered assumptions about care work largely unchallenged and under-
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theorised (Daniels et al., 2012; Hassim & Razavi, 2006; Mackintosh & Tibandebage, 

2006). Alternatively, it is seen as a standardised or measurable function of the health 

system, abstracted from the nuance and complexity of its everyday practice (Mol et al., 

2010, p. 11). These views not only tend towards the de-politicisation of care, but also 

obscure the interrelated social, political, affective, and reparative dimensions of 

caretaking, caregiving, and care-receiving at multiple sites and scales (especially those 

that are seen to fall “outside” the health system) (Tronto, 1993). As a result, many of the 

complex power dynamics underpinning care as a social and political practice are taken 

for granted within mainstream public health discourses.  

 

Care has been a longstanding subject of engagement and critique in feminist theory. This 

body of scholarship has important implications for linking health outcomes with the 

distribution of care burdens placed onto women and those at the lowest level of the 

health system’s organisational hierarchy. Feminist scholarship on care began by 

demonstrating how social constructions of care work as “naturally” women’s work or 

somehow inherent to “women’s morality” have shaped society, normalising and 

entrenching a gendered labour dynamic that devalues and marginalises non-

economically productive work, keeping it invisible and unwaged in the “private” or 

“domestic” sphere (Federici, 2012; Fraser, 1989b; Fraser, 1990). Feminist Marxist 

scholars have developed a rich understanding of the links between social reproduction 

under capitalism and the politics of care (Bhattacharya, 2017). These scholarships have 

helped to “denaturalise” the feminisation of unpaid reproductive labour, reasserting the 

household, family and community – the private sphere – as equally important sites of 

social and political struggle against exploitation (Bhattacharya, 2017; Federici, 2012). 

Empirical tools such as time-use surveys show how the distribution of both paid and 

unpaid labour contributing to the reproduction of biological and social life reflects a 

sexual division of labour and serves as a significant frontier of exploitation under 

capitalism.  
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This review begins by defining the concept of care as it emerges from two inter-linked but 

distinct bodies of literature. The first is literature on care ethics – which has its theoretical 

roots in feminist ethics and political theory, placing an emphasis on principles of care as 

a moral obligation and democratic value. The second is social reproduction theory – 

which draws from Feminist Marxism to emphasise the structural, economic and 

systemic processes of reproducing labour and social life under capitalism. These bodies 

of literature help us to critically engage with what care is, as well as its value, distribution, 

and organisation – and the material implications of this. The review then turns to the 

question of who cares and how – responsibility for care work, the infrastructures 

developed around, and institutions governing, care. It provides a brief overview of the 

literature on welfare regimes, social rights of citizenship, and the challenges these face 

in the context of shrinking state roles in health care, education and housing, and the turn 

to ‘responsibilisation’ of individuals. Finally, the chapter contributes a descriptive 

overview of the care landscape in South Africa, paying particular attention to the 

evolution of care policy and how this has been socially and politically constituted by 

different actors over the course of the twentieth century. This chapter draws together the 

analytical contributions of feminist care theory to depict the context of South Africa’s 

community health systems and its links with social protection policy from a feminist 

perspective.  

 

Defining care – from care ethics to social reproduction 
 

A defining feature of the concept of care is that – because it is so deeply embedded in our 

everyday practices – it tends to exist within the realm of the obscure. As Joan Tronto 

points out, the range of human activities, interactions and relationships that could be 

defined as “care” is immensely broad – it is almost easier to delineate what care is not 

(Tronto, 1993). Nonetheless, the following definition captures something of the 

complexity of care as both a practice/activity and a disposition: 
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“Caring [can] be viewed as a species activity that includes everything that we do 

to maintain, continue, and repair our ‘world’ so that we can live in it as well as 

possible. That world includes our bodies, ourselves, and our environment, all of 

which we seek to interweave in a complex, life-sustaining web” (Tronto, 1993, p. 

101) 

 

This definition highlights the perspective of feminist care ethics, which emphasises the 

contiguous and continuous “everydayness” of care – that it is “the concern of [all] living, 

active humans engaged in the process of everyday living” (Tronto, 1993, p. 104). It also 

foregrounds the ways in which care is a disposition towards ourselves and our 

environments – both human and non-human. As Tronto points out:  

 

“caring requires that one start from the standpoint of the one needing care or 

attention. It requires that we meet the other morally, adopt that person’s, or 

group’s, perspective and look at the world in those terms.” (Tronto, 1993, p. 19).  

 

To understand care at this granular level, and to delineate it from other forms of human 

activity, Tronto identifies four elements or phases of care. The first is “caring about” 

(noticing the need to care). The second is “taking care of” (assuming responsibility for an 

identified care need and figuring out how to respond to that need). The third is 

“caregiving” (the actual, physical work of caring, usually involving contact between care 

givers and the objects of care), and the final element is “care-receiving” (the response of 

that which is cared for to the care). This undergirds the ongoing relational process of 

“caring with” – involving both complex cultural and social dynamics, as well as the 

tangible and material activities of caring (Held, 2006; Tronto, 1993). Care is understood 

as a situated, continuous interpersonal practice of “doing”, involving various actors, 

emotions, sites and scales.  
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Tronto (2010) further argues that we must place an ethic of care at the centre of political 

and democratic lives, offering a normative and political vision for what a society centred 

on care could look like. Authors such as Sevenhuijsen and Bourgault have developed this 

line of argument by calling for the integration of values derived from the ethics of care, 

such as attentiveness, responsiveness, and responsibility, into conceptualisations of 

citizenship and the building of “caring institutions” (Alam & Houston, 2020; Bourgault, 

2017; Harcourt, 2023; Sevenhuijsen, 1998). In their view, it is possible to embed a “caring 

disposition” into public administration and social policy, wherein “the notion of a 

controlling and steering government should be replaced by the ideal of a responsive, 

supporting and organising government” (Sevenhuijsen, 2003, p. 180). If care is 

“relocated” from the domestic private sphere into the public sphere, there follows the 

possibility of establishing new normative frameworks regarding the place and value of 

care, at the intersection of democratic principles and a feminist ethic of care (Ibid).  

 

However, this vision of placing care ethics at the centre of the public sphere faces a 

significant obstacle – one which Tronto (2010) herself, as well as many scholars of 

feminist care theory – articulate. Extensive scholarship has shown how the conflation of 

care (and its accompanying qualities such as nurturance, attentiveness, responsibility 

and meeting of needs), with the notion of ”women’s morality”, has not only served to 

gender care work as “women’s work”, but has also produced “strategic traps” which 

make it impossible – or extremely difficult – to “take care seriously” (Federici, 2012; 

Fraser, 2016b; Tronto, 1993). While an ethics of care suggests a moral stance in which all 

citizens have a shared, collective moral responsibility for care, the reality is that care 

continues to be feminised, racialised and largely relegated to the invisible private 

domestic sphere. In turn, this normalises and reinforces its devaluation and 

marginalisation, and its exclusion from dominant political and economic paradigms of 

value (Branicki, 2020; Emejulu & Bassel, 2018; Fisher & Tronto, 1991; Tronto, 1993). 

Furthermore – as Eleanor Jupp points out – it is essential that we resist the 

romanticisation and over-celebration of care through “los[ing] sight of the sense that care 
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is burdensome, potentially exploitative and often unrewarding embodied labour, which 

is unequally distributed in society” (Jupp, 2022, p. 13). 

 

Any attempts to centre an ethics of care in our organisation of social protection must, 

therefore, engage with a structural critique of why and how care work is devalued. This 

brings us to how care is situated within capitalist structures and power relations. Social 

Reproduction Theory (SRT) offers a framework to not only understand how gender 

oppression is present in society, but also how it (along with other markers of oppression) 

is inherently constitutive of capitalism as a social and economic system. In other words, 

it enables us to reach a unitary theory of the extractive relationship between capital and 

labour, and the way that gender, race and class oppression are enlisted in the process of 

value extraction from labour and capital accumulation. This structural critique of 

capitalism is essential to any work that seeks to organise against oppression.  

 

Bhattacharya (2017) defines social reproduction as: 

 

“The activities and attitudes, behaviours and emotions, and responsibilities and 

relationships directly involved in maintaining life, on a daily basis and 

intergenerationally. It involves various kinds of socially necessary work – mental, 

physical, and emotional – aimed at providing the historically and socially, as well 

as biologically, defined means for maintaining and reproducing population. 

Among other things, social reproduction includes how food, clothing, and shelter 

are made available for immediate consumption, how the maintenance and 

socialisation of children is accomplished, how care of the elderly and infirm is 

provided, and how sexuality is socially constructed.” (Bhattacharya, 2017, p. 24) 

 

This definition resonates with Tronto’s (1993) definition of care as a species activity, but 

shifts the emphasis from a dispositional ethic to the materiality of the labour commodity; 

and from forms of care work to the processes of social and biological reproduction. In 
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defining care as essential to the renewal and regeneration of labour, SRT articulates the 

“relation between labour dispensed to produce commodities and labour dispensed to 

produce people as part of the systemic totality of capitalism […] thus seek[ing] to make 

visible labour and work that are analytically hidden by classical economists and 

politically denied by policy makers” (Bhattacharya, 2017, p. 19). A number of scholars 

(Arruzza, 2016; Federici, 2012; Folbre, 2014; Fraser, 1989a; Fraser, 2016b) have 

demonstrated how the historical and institutional basis of racial and patriarchal 

capitalism has subjugated social reproductive labour and the people (largely women) 

who do it. Religion, cultural heteronormativity, class relations, the state, and the market 

have all been enlisted in the project of entrenching and normalising the gendered nature 

of care work, and its relegation to the feminised private domain of the family and 

domestic spaces (Federici, 2012). However, as Bakker and Gill (2003) argue, social 

reproduction not only provides the productive potential, but also the condition of 

existence, “for the expanded reproduction of capital and social formation” (p.22). In order 

to survive this built-in contradiction, capitalism must engage in a system-wide project of 

making care work both invisible, and devalued – which it achieves through the concrete 

mechanisms of gender and race oppression (Arruzza, 2016). This contradictory 

relationship towards care, in which the indispensable work of social reproduction is 

marked by its constant and systematic devaluing by the productive economy’s tendency 

towards infinite capital accumulation, has been characterised as “free-riding on the life 

world” (Fraser, 2016b). In lieu of a system that explicitly counts and values the labour of 

social reproduction, care work is thus understood according to persistent gendered 

discourses of women’s morality, feminine duty, and sexual division of labour – as well as 

neoliberal discourses of individualised responsibility, depoliticised empowerment 

rhetoric and orientation towards the market as the ultimate arbiter of care. 

 

Infrastructures and institutions of care  
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The chapter now turns to the question of who cares and how, engaging further with the 

idea of responsibility. A third definition of social reproduction, taken from Gill & Bakker 

(2003), is useful here: 

 

“Social reproduction refers to both biological reproduction of the species (and 

indeed its ecological framework) and ongoing reproduction of the commodity 

labour power. In addition, social reproduction involves institutions, processes and 

social relations associated with the creation and maintenance of communities – 

and upon which, ultimately, all production and exchange rests. In today’s world 

social reproduction involves institutions that provide for socialisation of risk, 

health care, education and other services – indeed many of the key elements of 

what Marx called “species-being,” social institutions that distinguish the life of 

human beings from that of animals.” (Bakker & Gill, 2003, p. 18) 

 

This definition teases out another important emphasis, which is the idea of collectivising 

care work within various spheres of reproduction and the paradox of socialising 

responsibility for care work under capitalism. Throughout the history of capitalism, much 

– although not necessarily all – of the work of social reproduction has been performed by 

women within the family unit, the private sphere or the domestic sphere. In more recent 

times, women’s entry into the paid work force has shifted this pattern across the globe, 

heralding significant changes to the organisation of care work and social reproductive 

labour. At the same time, in the last two hundred years, broadly liberal 

conceptualisations of the universal social rights of citizenship have shaped notions of 

equality, belonging and citizenship within most democratic nation states. This brought 

about development in systems of welfare, particularly in the developed capitalist 

democracies of the world. In Britain these ideas reached their peak in the post-war years, 

where “the introduction of a post-war welfare state […] encompassing rights to social 

security, education, health (and later housing and social care) was seen as an evolution 

of citizenship to encompass social rights” (van Niekerk, 2013, p. 123). 
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In his seminal work, Esping-Anderson identifies three broad welfare state regimes 

(Esping-Anderson, 1990). The first is the “liberal” welfare state, premised on means-

tested assistance, and modest universal transfers or social insurance – but with a strong 

push towards market efficiency and commodification, resulting in “an order of 

stratification that is a blend of relative equality of poverty among state-welfare recipients, 

market-differentiated welfare among the majorities, and a class-political dualism 

between the two” (Esping-Anderson, 1990, p.27). The second is a “corporatist” regime in 

which rights to social protection are attached to class and status, but also strongly 

shaped by the Church and strongly committed to the preservation of traditional 

patriarchal family structures (Ibid). The third regime is referred to as a social-democratic 

regime type, which aims for a high standard of equality, based on highly de-commodifying 

and universalistic programmes, along the principle of “all benefit, all are dependent, and 

all will presumably feel obliged to pay” (Esping-Anderson, 1990, p. 28). 

 

Esping-Anderson’s schema offers a useful reference for assessing the position of social 

policies along a spectrum between market driven and commodified, to universalising 

and de-commodified. All three of the regime types enlist a system of welfare provision 

based on the normative vision of waged employment within a productive economy – with 

varying degrees of social protection and/or social insurance in the case that one is not 

able to take up productive employment. Thus, historically, the major preoccupation of 

social protection policy has been to respond to labour market risk by subsiding the 

temporary loss of employment via payments that are conditional upon one’s previous 

participation in the labour market (Hassim & Razavi, 2006). Yet, as Hassim and Razavi 

further point out, there are additional, often unspoken, conditions at play, and “welfare 

state development in all its regional variations has been marked by numerous 

inequalities and exclusions (of gender and race)” (Hassim & Razavi, 2006, p. 5). In other 

words, these systems follow a narrow logic of economic productivity in the main – and by 

extension, make access to the social rights of citizenship contingent upon one’s 
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willingness and ability to work in the so-called productive economy, with varying degrees 

of concession to recognise and support the (highly gendered) unpaid care work that 

enables this ability (Barchiesi, 2007; Fraser, 1989b; Hassim & Razavi, 2006). 

 

There is a vast literature critiquing the idea of the social rights of citizenship within this 

normative framework (Barchiesi, 2007; Holston, 2008; Mamdani, 1996; von Holdt et al., 

2011). In the South African context in particular, many have highlighted the precarity of 

rights-based claims and appeals to social rights of citizenship (devoid of structural 

economic change) as a strategy for social transformation – in particular when you add in 

the factor of a chronically dysfunctional labour market (Barchiesi, 2016; Fakier & Cock, 

2009; Goebel, 2011; Sibeko, 2022; von Holdt et al., 2011). While a deeper dive into this 

literature is beyond the scope of this chapter, it is essential to establish the connection 

between the gendered distribution of responsibility for care and universal rights to social 

protection borne from notions of citizenship. As Razavi points out,  

 

“To overcome the gender bias that is deeply entrenched in systems of social 

protection and to make citizenship truly inclusive, care must become a dimension 

of citizenship with rights that are equal to those that are attached to employment” 

(Razavi, 2007: 2). 

 

In her essay “Contradictions of Capital and Care”, Nancy Fraser traces the shifting 

attitudes towards care with each stage of capitalism’s development. This lays the 

foundation for an analysis of the marginalisation of care in relation to what Fraser refers 

to as the ongoing social reproductive “crisis tendency” inherent to capitalist society. 

(Fraser, 2016b, p. 104). The rise of neoliberalism and accompanying programmes of 

austerity, structural adjustment, and privatisation in later phases of capitalism, has 

generated a “care deficit”. This deficit manifests in issues such as “time poverty” (the lack 

of discretionary time to engage in activities other than what is necessary for basic survival 

and economic productivity), the exploitation and lack of protection for professional care 
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workers, and the ongoing withdrawal of state and corporate support for care functions 

and social welfare. Fraser argues that this deficit results, amidst rising inequality, in a 

“dualised organisation” of care  – commodified for those who can pay for it, privatised for 

those who cannot” (Fraser, 2016b, p. 104). Some examples of this in the health sector 

include the imposition of user fees for health services and the establishment of volunteer 

home-based care programmes, both of which are posited as “cost-saving”, but have the 

effect of shifting care from a monetised public sector into the unpaid care sector (Razavi, 

2007). Such trends also entrench what Wichterich (2020) has termed “care extractivism”, 

where the care labour of migrants, women of colour, and other marginalised groups is 

intensely commodified and exploited for the “purpose of managing crisis situations 

without burdening the state or the health industry with additional costs and 

responsibilities” (Wichterich, 2020, p. 122).  

 

One key consequence of the shrinking state is the vast base of “third sector” 

organisations, especially common in the care sector (Jupp, 2022), who emerge to take up 

the frontline responsibility of providing services, and engage the state in a variety of 

contractual relationships and partnerships. These relationships are often framed as 

forms of “social contracting”, where government (and/or donor) resources are used to 

fund the third sector entities providing the services that the government has the 

responsibility to provide. The development of the third sector goes hand in hand with 

what Nikolas Rose (2000) terms a double movement of “autonomisation and 

responsibilisation” (Rose, 2000). As the state steps away from its prerogative of tending 

directly to society’s needs (for security, health, housing, productivity etc), it turns towards 

an emerging third sector to take on responsibility for meeting these needs: 

 

“Populations that were once under the tutelage of the social state are to be set 

free to find their own destiny. Yet, at the same time, they are to be made 

responsible for their destiny and for that of society as a whole. Politics is to be 

returned to society itself, but no longer in a social form: in the form of individual 
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morality, organisational responsibility and ethical community” (Rose, 2000: 

p.1400).  

 

This “double movement of autonomisation and responsibilisation” (Rose, 2000) is upheld 

by a number of political and discursive strategies – for example the use of empowerment 

rhetoric to justify underpaid or unpaid labour and precarious employment, in the name 

of skills training, civic duty and community participation (Miraftab, 2004b). Ruth Wilson 

Gilmore (INCITE! Women of Color Against Violence, 2017) refers to the “non-profit 

industrial complex” and Arundhati Roy (2014, p.1) to the “NGO-isation of resistance” 

(Gilmore, 2017; INCITE! Women of Color Against Violence, 2017; Roy, 2014). This 

literature demonstrates that liberal optics of inclusion and community participation are 

no longer sufficient, indeed they have been co-opted – creating a multitude of blurred 

and ambiguous spaces to which care work is relegated. 

 

While, for the most part, this blurred space is fraught with challenges, there are also 

opportunities for taking stock of the forms of labour that fills in the gaps left by these 

systems. Engaging a notion of participation as embedded in strategies for survival of 

marginalised citizens, Morgan  suggests that participation can be viewed as “specific 

manifestations of opposition in our unequal societies” (Morgan, 2001, p. 223). Contrary 

to the notion that community participation is always initiated by outsiders, Morgan 

argues that participation emerges when citizens demand that the state includes them 

(Ibid). It can be argued that the “chronic states of emergency” (Bhan et al., 2020) that 

millions of people in South Africa exist in and survive through has resulted in the 

emergence of many parallel and ad hoc systems of social welfare and social security 

nets. Although not classic social movements, or typical of formal modes of 

“participation”, they are nevertheless strategies of survival and collective action that at 

times seize the opportunity  to make demands on the state for recognition and resources. 

As elements of the COVID-19 pandemic response showed, some of the work that takes 
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place in the blurred spaces of care is governed by different logics, offering, at times, an 

alternative, prefigurative politics to the organisation of care. Miraftab argues that: 

 

“it is particularly important to formulate an inclusive definition of this informal 

arena of politics [which should] account for the fluidity of grassroots collective 

action across both the invited and the invented spaces of citizenship and 

acknowledge, as well, the significance of the invented spaces of insurgency and 

resistance.” (Miraftab, 2004). 

 

In concluding this section of the review, there is one more defining feature of care that 

Tronto offers, namely “…a perspective of taking the other’s needs as the starting point for 

what must be done” (Tronto, 1993, p. 105). The intertwining of care – as a relational, multi-

directional and ongoing practice/disposition involving humans and non-human species, 

agents, and structures – with the politics of needs interpretation, is essential to an 

inclusive definition of how care is constituted as a social and political practice.  

 

Reflecting on the prominence of “needs talk” within the political culture of late capitalist 

welfare societies, Fraser argues that the way in which we define and talk about needs 

(and, by extension, the work required to satisfy them) is not neutral, but rather maps onto 

shifts in the boundaries between ‘political’, ‘economic’, and ‘domestic’ spheres – and the 

ensuing politicisation and depoliticisation of needs as they are moved across spheres 

(Fraser, 1989a, p. 292). She argues that our focus of inquiry should shift away from a 

concern with needs satisfaction per se, to a concern with the politics of needs 

interpretation as the key discursive space in which struggles of power, control, 

authoritative voice, and other discursive resources, shape the formal political agenda for 

government provision of needs satisfaction and social protection – and by extension the 

other enclaves (namely, domestic/familial and official-economic institutions and their 

respective discursive logics) to which depoliticised, domesticised, and/or commoditised 

needs are relegated. 
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Shifting our focus to the politics of needs interpretation brings into focus what Holmberg 

et al (2023) call “care-scapes” – “the embodied places of care where policies and 

regulations traverse from public into private spheres, effectively re-configuring the latter” 

(Holmberg et al., 2023, p. 2). By taking a step back to understand care beyond its 

everyday-ness as a species activity, we can begin to understand the ways in which the 

doing of care work is shaped by broader logics, and how this gives shape to the forms of 

care that take place both within and beyond the realm of the private, domestic sphere. 

Razavi (2007, 2) articulates this well by arguing that:  

 

“Systems of social provision and regulation, thus, shape particular ways of 

organising and valuing care. While a generic concern for the well-being of families 

and children may be the stated aim of many of these provisions, what states do 

and the conditions on which benefits and services are made available (or 

withheld) carry implicit objectives and significant consequences, supporting 

particular models of the family and of gender relations (while delegitimising or 

undermining others), supporting the reproduction and fertility of particular social 

groups and “investing” in the children of particular social groups.” (Razavi, 2007, 

2).  

 

Thus, the place of care in any given context cannot be taken at face value, but must be 

understood within a broader set of relations that govern the shifting boundaries between 

public and private, as well as political, economic and domestic. These themes are 

explored across the thesis, but emerge extensively in chapters 4 – in particular papers 1 

and 4. 

 

The chapter now turns to a descriptive account of South Africa’s care-scapes, tracing the 

conceptualisation of care within the South African context, as well as the historical roots 

of these entrenched conceptualisations.  
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The place of care in the South African context 
 

“The South African pluralistic social policy landscape displays features of both a 

transformative and a residual framework. A transformative framework is built on 

norms of solidarity, and provides services and transfers based on rights, envisages 

state intervention as a channel for the reversal of structural inequalities and for 

redistribution of income and opportunities, and considers social and economic 

policies as complementary. The residual framework on the other hand has a 

minimal form of social policy, it is based on norms of individual responsibility for 

the care of dependents, education, and the maintenance of health, gives 

provisions based on narrow forms of reciprocity, considers social policy as 

subordinate to economic policies, and regards the market as the primary welfare 

provider, with the state taking the final responsibility as a provider of last resort 

(often delegated or abrogated to civil society institutions).” (Plagerson et al., 2019, 

p. 2) 

 

Nearly three decades after the transition to a democratic government in the 1990s, social 

and economic inequality, and fragmentation of social protection along class, race, and 

rural/urban lines has not been overcome, raising questions as to “who can be counted on 

to provide care, as well as who is assumed, in state policies, to fulfil the role of caregiver” 

(Budlender & Lund, 2011, p. 926). Writing more than a decade ago, Fakier & Cock (2009) 

provide a gendered analysis of the crisis of social reproduction facing African working 

class households in South Africa, which manifest as ongoing, daily struggles against 

rising food prices, access to clean water and sanitation, and the restructuring of work, to 

name a few (Fakier & Cock, 2009). Budlender and Lund (2011) also highlight a crisis of 

care, pointing to the legacy of apartheid, the disruption of family life and accompanying 

assumptions about women’s roles in society, limited economic opportunity, and a high 

prevalence of HIV/AIDS, as significant factors (Budlender & Lund, 2011). As these studies 

demonstrate, the characteristics of South Africa’s care-scape mirror global realities. 
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Care is deeply feminised and predominantly performed as unpaid, poorly paid or 

volunteer labour across a spectrum of formal, informal, public, and private 

arrangements, spanning illness-related care work, childcare, elderly care, sex work, and 

various forms of domestic work, such as food provision, cleaning, and sanitation work.  

 

In South Africa care work has been commoditised to a large extent, yet is afforded very 

little “productive” value by the market economy. Reliance on feminised, unpaid, low-paid 

and volunteer care labour, in both formal and informal care sectors is widespread and 

normalised (Lund, 2010; Lund & Budlender, 2008, 2009; Patel, 2009). The ability to meet 

“non-economically productive” care and social reproductive needs is heavily strained by 

the demands of waged labour, creating immense time, financial and social pressures 

(Fraser, 2016b). Hierarchies of care work exist and intersect with other socially 

constituted hierarchies such as race, gender, immigration status, and class, resulting in 

the largest and least-valued burdens of care work falling to the most marginalised in 

society – who become the “shock absorbers” of crisis (Fakier & Cock, 2009). 

 

In an attempt to standardise or assign an economic value to care work, scholars have 

used methodologies such as time-use surveys to distinguish and understand the unpaid 

(and therefore uncounted) burdens of care work that people (largely women) undertake, 

in addition to the hours they spend doing waged (and therefore more “easily” 

recognisable and counted) labour (Budlender et al., 2001). This research is immensely 

useful in demonstrating that care and social reproductive work is work, while also clearly 

showing the gendered distribution of (unpaid) care work in South African society and the 

pervasiveness of traditional gender relations that see caring activities as inherently 

feminised (Hunter, 2012). This has been essential in providing the evidence to support 

the extension of pensions and grants, such as the Child Support Grant, which have had 

the structural effect of remunerating women’s unpaid care work, especially childcare and 

care for the sick and elderly (Goebel, 2011; Lund & Budlender, 2008).  
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Fraser’s observation that, under capitalism, the organisation of care is dualistic – 

“commodified for those who can pay for it and privatised for those who cannot” (Fraser, 

2016a, p.104) – stands out clearly in the post-apartheid South African context. A 

marketised private sector dominates provision of health and welfare services to the 

minority of the population who can afford it, and a strained and under-resourced public 

sector provides minimal and inadequate services to those who cannot – leaving many 

gaps to be filled by the private (domestic) space. In the context of the globalisation this 

has also created a precarious caring class, facilitated by a global migrant labour system. 

 

Paremoer (2023) points out that the shift of responsibility for care work onto individuals, 

families, households, and communities has seen the private domestic sphere emerge as 

“the site of more forms of care work than ever before” and has been undergirded by 

simultaneous marginalisation of and disinvestment in public community health and 

social welfare systems, through ongoing neoliberal reform. Paremoer argues further that 

this goes hand in hand with the state’s tacit exploitation of the fact that “people care 

deeply about other people”, and that forms of informally organised collective care 

practices have historically always been present, particularly in marginalised 

communities (Ibid). Hollowed out rhetoric of “ubuntu”, “volunteerism” and 

“empowerment” are often utilised in public policy spaces to further entrench this. In 

other words, the blurring of boundaries between private (home) and public care spaces, 

allows for the state to outsource this work to marginalised social groups. It is in this 

blurred and contested zone between private (households, communities and 

neighbourhoods) and public care spaces that a large degree of care work in South Africa 

proliferates, using a wide range of collective, relational strategies to fill in the gaps, but 

also reinforcing the feminisation and peripheralisation of care work. These themes are 

explored further by the empirical research presented in chapters 4 – in particular papers 

2, 3 and 4. 
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An overview of the social welfare system in South Africa prior to the formal end of 
apartheid 
 

The manner in which South African health and welfare institutions have historically taken 

shape, as well as how they have evolved with fiscal austerity, privatisation and 

marketisation of health and welfare services, is central to understanding the 

construction of social and political practices of care in South African society, from formal 

state responses to the everyday, local and informal practices. It is clear that the colonial 

and apartheid-era approach to welfare and social protection were deeply shaped by a 

capitalist and racial logic, referred to as a system of ‘racial capitalism’ (Robinson, 2019). 

This system locates the forms of racial segregation inherent to colonial and apartheid 

governance as central to and constitutive of the demands of capitalist expansion – where, 

in the South African example, low wages and the migrant labour system were enabled by 

the state’s assumption that subsistence needs would be met in the rural Bantustans, 

shifting the burden of social reproduction onto women and families (Magubane, 1990). 

 

As a former British colony, South Africa’s early welfare policy was heavily influenced by 

British social policy trends throughout the 20th century (van Niekerk, 2013). An important 

milestone in the evolution of Britain’s welfare state was the Atlantic Charter of 1941, in 

which America and Britain jointly laid out the vision for post-war society, articulating 

principles of self-determination, international co-operation, and the lowering of trade 

barriers as key objectives. In the aftermath of World War Two, as Britain, Western Europe 

and the United States worked extensively to maintain and solidify their hegemonic 

position as “the capitalist core”, their vision for a post-war society embraced the notion 

of the democratic welfare state, “enlisting state power on the side of social reproduction” 

(Fraser, 2016b, p. 109). These developments influenced and stimulated debates on 

democratic welfare forms of statehood in anti-imperialist movements and post-colonial 

societies over the course of the 20th century (Fraser, 2016a). 
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In South Africa, reformist elements within the white-minority government of the 1930s 

and 40s – notably through the Gluckmann Commission of 1944 – advocated for a unitary 

health system funded by a national tax base and accessible to all South Africans (albeit 

along racially segregated lines). These actors were clearly influenced by welfarist 

discourses emerging out of Britain, such as the Beveridge Report of 1941. Van Niekerk 

also points to the Atlantic Charter as paving the way for a shift within anti-apartheid 

political movements from demanding civil rights within the existing segregationist legal 

framework, towards demands for equal franchise rights for all races (van Niekerk, 2003, 

p. 363). For example, in 1943 the African National Congress (ANC) produced a document 

titled “Africans’ Claims in South Africa”, which drew on the Atlantic Charter as a basis for 

the inclusion of Black South Africans and the extension of unqualified social rights of 

citizenship to all (van Niekerk, 2013). Contained within this document was a Bill of Rights 

that effectively articulated the ANC’s vision for an inclusive, social democratic welfare 

state – mirroring discourse emerging from the British Labour Party in pursuit of direct 

provision of social services such as “health, education and income maintenance to all 

citizens, regardless of their social position” (Van Niekerk, 2013: 123). 

 

Ultimately, attempts to reform (from within) or challenge (from without) the 

segregationist framework for social welfare were futile against the Smuts government’s 

steadfast commitment to the interests of the white electorate and organised business 

sector, in particular mining, with their demand for cheap, expendable African migrant 

labour (Pillay, 1994; van Niekerk, 2013). The Smuts administration, however, drew on 

global thinking in establishing a fully-fledged welfare state in the social-democratic 

tradition for whites over several decades. This started with a social insurance system of 

non-contributory and unconditional cash transfers for poor whites in the early twentieth 

century, as well as guaranteed preferential access to both jobs and education for whites.  

 

From 1948 onwards the National Party further entrenched the policy of separate 

development, based on a system of two nations, a “welfare state” for whites and a 
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“diswelfare state” for blacks (Titmuss, 1963; van Niekerk, 2013). Social assistance for 

whites was informed by the dominant Christian Nationalist ideology, centring the white 

Christian family and white workers. On the other hand, the apartheid state continued to 

see black South Africans as non-citizens with no claim to social or political rights, and 

Africans, in particular, as a source of cheap migrant labour first and foremost. To the 

extent that it was in the interests of the apartheid state to maintain this stream of labour, 

the cost of social reproduction was subsidised by gradually extending some forms of 

circumscribed welfare provision to African, Coloured, and Indian people – always along 

racially discriminatory and divisive lines. For the most part, however, the cost of social 

reproduction was borne by the Bantustans on the rural peripheries and by black 

communities themselves – in particular, by black women.  

 

As the National Party’s repression of the resistance movement intensified, much of the 

discourse informing the liberation strategy became rooted in the struggle for universal 

franchise and political rights, as the fundamental basis on which a tradition of social 

rights could then be built. Van Niekerk argues that “the banning of the ANC between 1960 

and 1990 meant that the struggle to achieve a democratic state based on universal 

franchise took priority over further discussions relating to inclusive social policies for a 

post-apartheid welfare state” (van Niekerk, 2013, p. 128). As Hassim (2002) points out, 

the politics of exile produced hierarchical forms of organisation within the ANC that 

“demanded unquestioning loyalty to the leadership” (Hassim, 2002, p. 696). This 

fomented a view of politics as “the business of elites” – primarily male – while women’s 

role as political agents was deemed less significant (Ibid). In the absence of high-level 

consideration of gender by the political elite of the struggle movement, however, there 

was nonetheless significant mass mobilisation for progressive forms of social protection 

at the local level. This formed an integral part of the anti-apartheid movement, finding 

expression first in the Freedom Charter, and later in the forms of local civic organising 

that would eventually coalesce into the United Democratic Front (Seekings, 2000). 

Women’s movements within these formations played an important role in politicising 
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questions of unpaid care work, and social reproductive labour – while also providing 

these forms of essential work to support community activists and movements (Hassim, 

2002). 

The social welfare system in post-apartheid South Africa 
 

In the decades since the 1994 transition there has been significant debate over whether 

the chosen pathways to development and social protection in South Africa have been 

successful, particularly given the continued (and, indeed, increasing) social and 

economic inequality. Contrary to the perception that 1994 represented a complete 

overhaul of the apartheid-era social welfare system, scholars have argued that there 

were (and still are) many enduring path dependencies and continuities between the two 

periods (Friedman & van Niekerk, 2016). 

 

From the 1980s onwards, as the disintegration of the apartheid state became 

increasingly imminent and a reformist ideology took hold, private sector and market-led 

approaches to welfare services became more prominent (Bond et al., 1997; Price, 1994; 

van Niekerk, 2003). Thus, although the ANC may have had ideals of redistribution and 

deracialisation at the time of transition, these were confronted by the ideological 

headwinds of post-cold war neoliberal orthodoxy and the structural adjustment agendas 

of global financial institutions. The now emblematic turn from the more radical and 

socially progressive Reconstruction and Development Programme (RDP) to the fiscally 

conservative Growth Employment and Redistribution (GEAR) strategy was seen by many 

as indicative of shifting priorities away from the redistributive agenda of the liberation 

movement. On the other hand, scholars have also suggested that incremental shifts 

towards deracialising pockets of social welfare policy, such as the Child Support Grant, 

prior to the end of apartheid, set an important precedent for expanding these forms of 

social protection more substantially and equitably once the transition to formal 

democracy had taken place (Groenmeyer, 2016). These examples demonstrate the 

complex historical continuities between the apartheid and post-apartheid period – an 
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important contextual framing for the forms of social protection that have taken shape 

subsequently. 

 

The new South African Constitution, adopted in 1996, outlines in Section 27 (1) (2), that 

“everyone has the right to have access to health care services, including reproductive 

health care, sufficient food and water; and social security, including if they are unable to 

support themselves and their dependents, appropriate social assistance” (Republic of 

South Africa, 1996). These universal social and economic rights of citizenship are to be 

progressively realised through economic growth and systems of social protection. 

However, the task of overhauling the racialised and deeply inequitable health and welfare 

systems of the apartheid era has consistently been set up against the push for fiscal 

austerity to address the stagnant economy and significant inherited government debt 

(van Niekerk, 2003). Contestation between these competing demands eventually 

resulted in the new government taking a “developmental social welfare” approach to 

social protection, as outlined in the White Paper for Social Welfare published in 1997 

(Sevenhuijsen et al., 2003). This went hand in hand with a predominant 

conceptualisation of South Africa’s economy as a “dual economy”, in which the formal 

sector and organised labour market was defined as the primary seat of economic 

productivity, and the informal economy seen as a subordinate, and structurally 

disconnected economy requiring state intervention and support to facilitate its eventual 

integration into the formal economy (Webster et al., 2008). The developmental approach 

proposed macro-economic and labour market strategies, such as the grants system and 

public works programmes, while also relying on a complex network of third sector 

organisations and Non-Profit Organisations (NPOs), and a cohort of volunteer and 

underpaid lay care workers, to engage in the organisation and delivery of care services to 

those in need (Lund, 2010; Sevenhuijsen et al., 2003). Furthermore, crisis in the nursing 

sector – brought about by the dismantling of nursing colleges during the transition to the 

“new” South Africa made it increasingly difficult for health workers to access training for 

positions within the formal health system (Van Ryneveld, Schneider, et al., 2020). 
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Developmental social welfare emphasises the enhancement of economic self-reliance 

and individual self-sufficiency as the most effective solutions to poverty and is oriented 

to lead “as many people as possible to the organised labour market and to other forms of 

income generation” (Sevenhuijsen et al., 2003, p. 304). As Sevenhuijsen et al (2003) have 

pointed out, the developmental approach not only understands welfare as 

predominantly a question of achieving sufficient economic growth in order to tackle 

poverty, it also reinforces the individual, the family and community as a key locus of 

practices of care and social reproduction. As mentioned above, this view has the effect 

of shifting responsibility for everyday care onto individuals, household members, and 

communities (implicitly women), viewing the state as an intermediary and a facilitator of 

social support but reducing its role in the actual social practices of care and delivery of 

care (Hunter, 2012; Lund, 2010; Marais, 2022; Sevenhuijsen et al., 2003). The shifting of 

this social reproductive labour onto the household, families and private domestic spaces 

is particularly pernicious in a context where the history of settler colonialism, land 

disposition, gender-based violence and the imposition of a migrant labour system has 

dealt a long series of violent and destructive blows to household structures and family 

life for black South Africans (Budlender & Lund, 2011). 

 

Notwithstanding the underlying assumptions of developmental social welfare regarding 

economic self-reliance, compared to other countries in the sub-Saharan region, post-

apartheid South Africa directs a large amount of its public spending towards systems of 

social assistance. As Friedman and Van Niekerk (2016) point out, South Africa does not 

conform strictly to generic global trends of neoliberal austerity – primarily marked by 

government contraction in social spending. Instead, the post-transition years saw an 

expansion of public spending on social policy, but without any guarantee of actual 

improvement in the material markers of inequality. As Esping-Anderson (1990) points out 

– judging a welfare state purely on its expenditure can be misleading as it assumes that 
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all spending counts equally, when in fact there are many other factors at play (Esping-

Anderson, 1990, p. 19). 

 

The care sectors that make up the formal welfare system – namely health, early 

childhood development, education, and social development – absorb significant 

portions of the public sector budget. The state plays a role in the organisation and 

provision of social security, through a series of means-tested grants and public 

employment programmes; as well as social services, through a mix of direct service 

provision and collaboration with third sector and private sector partners (Budlender & 

Lund, 2011; Noyoo, 2017; Shai, 2021). The state’s role in social welfare is distributed 

across the three spheres of government – for example, national government defining 

social policy, budgetary allocations and administering social grants through the South 

African Social Security Agency (SASSA); provincial governments taking charge of various 

health and social services, including clinics and Early Childhood Development (ECD) 

Centres; and local governments facilitating the provision of various care-related 

municipal services, including some preventive and primary health care services, water 

and sanitation services, and maintenance and cleaning services. While the state does 

play some part in direct service delivery, it is vastly outweighed in this regard by the 

network of NPOs and third sector organisations (faith-based groups, informal community 

organisations and other private, non-state actors) that constitute the service delivery arm 

of the welfare system (Patel, 2009, p. 11). In South Africa, the voluntary welfare sector 

“provides the largest infrastructure of care services nationally, through different types of 

non-governmental organisations that have different institutional relations with the state, 

foreign and local donors and with civil society organisations” (Patel, 2009, p. 8). The 1998 

Non-Profit Organisations Act stipulates registration as a requirement to receive public 

funds from most government departments, creating a pull towards formalisation for 

many community-based forms of organising care. However, as Patel also notes, there 

remains a great degree of fluidity and intersection between informal and domestic 
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spheres of organising care and more formal and public spheres such as the state and the 

NGO sector (Ibid).  

 

South Africa has an extensive programme of social grants available to South African 

citizens, permanent residents and registered refugees (see table one). As of March 2021, 

more than 18 million grants were paid out to approximately 11.45 million recipients in 

South Africa per month (the discrepancy indicates that a significant number of people 

are recipients of more than one grant) (Orlandi, 2021). A further 5.2 million received a 

temporary R350 Social Relief of Distress (SRD) grant introduced March 2020 during the 

Covid-19 pandemic  (Orlandi, 2021). The grant system is a key redistributive mechanism 

that aims to target the most impoverished and vulnerable segments of society (Neves et 

al., 2009). The two major grants within this programme – the Child Support Grant and the 

Old Age Pension (OAP) – aim to soften the burden of unremunerated care labour that 

largely falls to women, including elderly women, in the context of highly fragmented 

family structures and widespread unemployment (Lund & Budlender, 2008; Plagerson et 

al., 2019).  

 

These various grants have provided something of a household social safety net and 

reduced levels of absolute poverty. They have been shown to mitigate the socio-

economic impact of the HIV/AIDS epidemic and its household care burdens, the orphan 

crisis and reduced mortality and morbidity (Booysen, 2004; Neves et al., 2009). 

Especially in rural areas, where economic opportunity is limited, the programme of social 

grants has been shown to provide much needed economic relief and some degree of 

social protection by facilitating investment in human capital through nutrition and 

schooling, as well as encouraging informal systems and networks of social protection 

and reciprocity (Neves et al., 2009). For example, the Child Support Grant, first 

introduced in 1998, has been shown to have had a positive developmental impact on 

children receiving the grant – including improved health and nutrition outcomes, lowered 
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risk for school absenteeism, and – to some degree – the reduction of risky sexual 

behaviours in adolescents (Cluver et al., 2013; DSD; et al., 2012). 

 

Although social grants are a fundamental pillar of the country’s formal welfare system, 

accessibility – as well as debates about whether the amounts are sufficient – remain key 

issues. Various forms of administrative inefficiencies, corruption, and unsanctioned 

eligibility practices result in exclusion of certain key groups – for example, undocumented 

people, illiterate people, or able-bodied working age people (Neves et al., 2009). As 

Hallink points out – South Africa’s social assistance programme prioritises low-income 

caregivers with children, the elderly and people living with disabilities, but it is premised 

on the exclusion of able-bodied, working-age adults who are unemployed – despite the 

chronic dysfunction of the South African labour market and its incapacity to generate 

demand for labour (Hallink, 2021). Although miniscule, the SRD grant – prompted by the 

economic crisis triggered by Covid-19 – has been deemed a tentative experiment in filling 

this gap, one that has long been identified by those calling for a universal basic income 

grant. 

 

Table One: Social grants available in South Africa 
Grant name Description Monthly amount (2025) 

1. Child Support Grant 
(CSG) 

Available to the biological 
parent or primary caregiver 
of a child, who is unable to 
fulfil their basic needs 

R760 per child 

2. Foster Child Grant 
(FCG) 

Available to the carer of a 
foster child who is struggling 
to make ends meet in raising 
your foster child 

R1130 

3. Older Person’s 
Grant (also known 
as Old Age Pension) 

For people over the age of 60 
years without any source of 
income to support 
themselves 

R2090 

4. Disability Grant (DG) For people who are disabled 
physically or mentally and 

R2090 
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cannot work for more than 
six months 

5. Care Dependency 
Grant (DG) 

Available to the caregiver of 
a severely disabled 
(mentally or physically) child 
who is permanently disabled 
and requiring special care 

R2090 

6. Grant-in-Aid (GIA) Available to current grant-
holders who are unable to 
care for themselves and 
require full-time care at 
home. It is only available to 
Old Age, Disability and War 
Veteran grant holders and is 
provided as a top up amount 
to their main grant 

R510 

7. Social Relief of 
Distress Grant (SRD) 

Provides temporary financial 
assistance to people facing 
financial difficulties in 
fulfilling their family needs 

R350 

8. War Veterans Grant Available to veterans who 
fought in World War II or the 
Korean War and are at least 
60 years old or disabled 

R2110 

Source: South African Social Security Agency 
https://sassagrantstatuscheck.co.za/sassa-grants-types/ (accessed 23 February 
2026) 

 

In addition to social grants, South Africa has experimented with a large-scale public 

employment programme since 2004 – also one of the most prominent on the continent 

(Shai, 2021). The Expanded Public Works Programme (EPWP) has been characterised as 

an innovative approach to employment creation through generating social value and 

extending the provision of social services. In other words, seeing public employment 

programmes as part of macroeconomic social protection policy and setting 
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“empowerment” targets that theoretically enable women to be the majority beneficiaries 

of the programme (Philip, 2013).  

 

A significant number of the employment opportunities created through the EPWP have 

thus been located within the care sector, relying on a network of NPOs who enter into 

various contractual agreements with the state in order to implement the programmes 

(Patel, 2009). (Paper 1 of this thesis addresses the evolution and characteristics of the 

EPWP in relation to community-based care more fully). This network represents a 

significant force within the South African care landscape and has served to consolidate 

a dominant mode of welfare service provision through third party non-governmental 

providers. It is composed of a wide range of actors, including local, community-based 

organisations, faith-based organisations, international non-profits and voluntary 

organisations, charitable organisations linked to private sector corporate social 

responsibility entities, and a variety of funders and donor organisations. Despite its 

incorporation within the ambit of the state’s public works programme, the labour 

propping up this sector is highly precarious and volunteer or low paid, and reproduces 

broader trends that devalue care work and normalise gendered labour practices within 

the care sector. Many have pointed out the clash of goals between a public works 

programme aiming to groom people for the labour market, and the care sector, which is 

both economically devalued and also inherently requires a relational and interpersonal 

approach to work (Barchiesi, 2007; Daniels et al., 2012; Philip, 2023). These authors have 

also critiqued the work fare approach embedded within public works programmes, where 

people are groomed to enter a chronically dysfunctional labour market. There is evidence 

to suggest that, ultimately, the public employment programme in South Africa has not 

fulfilled its stated ambition of providing a stepping stone into decent work, but rather 

entrenched a precarious workforce on the margins of the formal system. 

 

The voluntary sector and volunteerism  
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The ideology of volunteerism and the presence of a large voluntary sector have been 

enduring features of the South African care-scape in both the apartheid and post-

apartheid eras, albeit in different ways. The reliance on volunteers for welfare provision 

predates the democratic period. As Patel points out: 

 

“…apartheid social welfare provision was characterised by a partnership between 

the state and the voluntary sector, philanthropy and religious organisations in 

which Afrikaner women’s and religious organisations played a key role. […] 

Voluntary organisations were the preferred delivery agencies of the apartheid 

government. These voluntary organisations gained valuable experience and built 

up an infrastructure and capacity to deliver public social welfare services on 

behalf of government for many years”(Patel, 2009, p. 15).  

 

Widely characterised by a Protestant tradition of care, the religious and moral 

underpinnings of these organisations’ activities served to further entrench the notion of 

care work as women’s work and legitimise a charity-based model that centred narratives 

of a “deserving poor” and care as moral duty (an ethic of care that persists today).  

 

As widespread organised resistance towards the apartheid state grew over time, a 

“parallel voluntary sector” emerged from grassroots civic movements and community 

organisations aligned with the opposition and developing alternative models of delivering 

services to those whose needs were not met by the apartheid state (Patel, 2009). This 

work, which was often deeply politicised, contrasts with the traditional model of charity 

by emphasising a politics of solidarity, mutual aid, collective good and the realisation of 

universal social rights. 

 

Given continuing need, and the extensive infrastructural capacity developed by these 

voluntary organisations of the apartheid era, many have remained active, in some shape 
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or form maintaining their relationships with the post-apartheid state and welfare system, 

as well as with the communities they historically served.  

 

In other cases, the memory of such forms of organising continue to live on and take shape 

in informal and self-organised endeavours, particularly within working class 

neighbourhoods and communities who have seen little significant improvement in their 

socio-economic conditions since the end of apartheid (van Ryneveld, Whyle, et al., 

2020). Historically, the building of social movements during the period of HIV denialism 

in South Africa laid important groundwork for the eventual rollout of ARVs – and South 

Africa now has one of the largest HIV treatment programmes in the world. Movements 

such as the Treatment Action Campaign played a fundamental role in the ways in which 

the state eventually came to act decisively on the HIV epidemic. Many examples of 

organised service delivery protest have also been widely documented for their impact in 

catalysing change (Goebel, 2011; von Holdt et al., 2011). However, the troubled lines 

between advocacy (which requires a degree of militancy against the state) and service 

delivery (which implies a completely different power relationship with the state) is an 

important sticking point in this arena. 

 

In the post-apartheid era, reliance on volunteer labour has remained deeply embedded 

at an institutional level, taking on new dimensions in response to shifts and disruptions 

such as the HIV/AIDS epidemic, economic crisis, and deepening neoliberal governance 

(Akintola, 2006; Akintola, 2008; Akintola, 2011; De Wet, 2012, 2019). Policy regarding 

deinstitutionalised and home-based care, task-shifting and community participation 

have also further entrenched the role of volunteerism and low paid care work in the South 

African care economy. The home and community-based care policy in response to the 

HIV/AIDS epidemic is a clear example of this. From the late 1990s onwards the country’s 

HIV/AIDS epidemic was growing exponentially, as were levels of structural 

unemployment. Home and community-based care programmes became a major 

component of the Expanded Public Works Programme, and a key element of the 
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country’s HIV/AIDS strategy, as the state placed caps on the number of people able to 

access hospital care, especially in late stages of the disease. Large numbers of people 

falling very sick from HIV/AIDS were sent home, to be cared for (usually until death) at 

home or in formal and informal hospices, by family members (usually women). 

Intersecting with high levels of unemployment, as well as global trends towards the 

development of cadres of lay health workers and community health workers, the home 

and community based care programmes were able to tap into/exploit prevailing social 

and labour market dynamics. As Nina Hunter explains, “an unintended outcome of the 

combination of high rates of unemployment with large, complex households within a 

context where HIV/AIDS is rife is that some unemployed women can pick up the burden 

of care for children – inside or outside their own households – that would otherwise fall 

to men or to the state” (Hunter, 2012, p. 936). 

 

Conclusion 
 

This chapter lays the groundwork for the rest of the thesis, which responds to the 

overarching research objective to advance understanding of everyday care work during 

two critical moments of health and social disruption in South Africa, contributing to a 

broader structural critique of how, to whom, and to what end, the responsibilities of 

everyday care and social reproduction are delegated in post-apartheid South Africa. The 

literature review has presented a broad framing of care work from the perspective of 

social reproduction theory, as well as how this intersects with the historical trajectory of 

systems of social protection and social welfare in South Africa, providing essential 

contextualisation for the questions explored in the remainder of this thesis. Critically 

engaging with the concept of care as a form of labour can bridge empirical and theoretical 

gaps by bringing to the fore relationships of power, responsibility and inter-dependence 

between a wide range of actors and social forces. Understanding the historical political 

economy of care work supports the notion of social determinants of health, and makes 
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explicit the links between the health system, the social welfare system, and the social 

reproductive labour that prop these systems up.  

 

This review has also sketched a broad overview of how South Africa’s “care-scape” is 

shaped by global patterns of neoliberal capitalism, as well as the enduring effects of its 

colonial and apartheid legacy. The impact of this history, alongside gendered 

assumptions in the organising of care labour and social policy on care is an important 

element in shaping the politics and everyday practices of care. Furthermore, adopting a 

language that recognises care as a form of labour (by way of a feminist interpretation of 

the care economy), helps to foreground some of the fundamental contradictions 

characterising contemporary debates on community health and care work – in particular 

with regards to the stagnation in South Africa’s progress towards the realisation of 

universal social rights of citizenship. These are essential steps to properly understanding 

the contemporary debates about care work and the community-based response to major 

health and social disruptions, such as the HIV/AIDS epidemic, and the Covid-19 

pandemic.  
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Chapter 3 
Methodology 
 

Positionality as an embedded researcher in Cape Town Together 
 

This PhD emerged out of experiences during the Covid-19 pandemic in Cape Town, South 

Africa, which pointed to the urgent need to engage reflexively and critically with questions 

of care, community health systems and social protection – in particular within contexts 

of major health and social disruption. My experiences and involvement with the 

Community Action Networks (CANs) – which formed the Cape Town Together (CTT) 

movement – laid the foundation for the research questions and the PhD as a whole. The 

pandemic period brought with it an enormous amount of flux, activity and 

responsiveness, and I quickly found myself shifting between my role as a researcher and 

my role as a community member and member of the network of CANs that sprung up 

around the city.  

 

The first phase of the research was conducted during the period of my involvement in the 

Covid-19 response and the CANs. CTT emerged in March 2020, just as Covid-19 was 

taking hold in South Africa. The disruption that the pandemic brought to the health 

system and broader society was countered by significant examples of social solidarity, 

mobilisation and resourcefulness – of which CTT is only one. CTT can be understood as a 

hybrid social movement and care network whose aim was to respond to the contextual 

and localised impacts of the pandemic – through mutual aid, self-organising and 

solidarity building. It was structured as a fluid and community-based network of local, 

neighbourhood mutual aid groups (CANs), with a number of informal “nodes” that would 

emerge as needed, with the purpose of linking the CANs where necessary. As a CAN 

member I was engaged with not only my local neighbourhood CAN (the Kenilworth CAN), 

but also as a team member of the overarching “Connecting CANs” node. This was an 

informal and fluid grouping of CAN members from across Cape Town, with a diverse 
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range of backgrounds, professions and socio-economic positionings, who were involved 

in building relationships and connections across and between CANs, in order to facilitate 

communication, information and resource sharing under the very restrictive conditions 

of the lock-down regulations.  

 

I spent nearly 12 months working actively in the CANs, helping to organise food collection 

drives, cooking meals, checking up on neighbours, engaging with civil society 

organisations, government representatives from the Department of Health, media, other 

community activists, community kitchens, faith-based organisations, to name a few. 

Throughout the period of the pandemic, I also played a role as a “sense maker” within the 

network, using my skills as a researcher and writer to document and analyse lessons 

learned from our experience working in the CANs. Sense-making became a term used 

across the network to describe the slower-paced work of analysis and reflection on CAN 

activities that accompanied other forms of work such as resource gathering, running 

kitchens, or communications between various stakeholders. I did much of this work 

alongside two other colleagues and researchers – Dr Leanne Brady and Dr Eleanor Whyle 

– also active CAN members, and co-authors on three of the papers included in this PhD. 

Our work involved conducting interviews, informal conversations, focus group 

discussions and mapping activities with other people from across the network. These 

activities formed the bulk of the CAN-related fieldwork of my PhD. Some of the outputs 

of these “sense-making” activities include the Dala Kitchen cookbook (which also 

provided the data for paper 3 of this PhD), various media and newspaper articles, and a 

short documentary film.  

 

My role as both a CAN member and researcher can be characterised as that of an 

“observant participant” (Seim, 2021). The idea of observant participation – an inversion 

of the more traditional ethnographic method known as participant observation – 

describes the kind of field positioning that I took up, especially in the initial stages of the 

PhD research. As a methodological approach, observant participation allows for a 
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deeper involvement in the field, from a position of direct and active involvement as a 

participant. From this position of participant “first” and observer “second”, the 

researcher takes on an “insider’s” role in the field, minimising the distance between 

subject and object by increasing exposure to what would otherwise be concealed or 

hidden, and by increasing sensitivity to processes of embodiment within the researcher 

as a subject themselves (Seim, 2021). My positionality within the CANs as a member of 

my neighbourhood CAN (the Kenilworth CAN) and member of the Connecting CANs node 

meant that I was oriented towards both active participation in the Covid-19 response, as 

well as research, documentation and analysis of the events that unfolded. Furthermore, 

gathering stories and narratives from across the network was an important part of our 

collective work, as we saw the urgency of building a record of our experiences for future 

learning and community health system strengthening.  

 

This positionality also informed the development of my broader research questions, as I 

began to understand that many of the patterns of engagement with community care work 

that we saw during the pandemic ultimately boiled down to the prevailing economic logic 

of capitalism’s devaluing of care work. The pandemic revealed the extent of a “world […] 

in which carelessness reigns”, and how notions of solidarity associated with democracy 

have become eroded under contemporary “late stage” capitalist social relations (The 

Care Collective, 2021). For many, the pandemic was an additional layer of crisis atop the 

state of “chronic emergency” that characterises everyday life under socio-economic 

conditions of instability, precarity and weakened institutions of social protection (Bhan 

et al., 2020). Food insecurity, unmitigated exposure to gender-based violence, job loss, 

interruptions to schooling, and a vaccine programme hindered by profiteering 

pharmaceutical companies are just some of the intersecting issues marking the 

collective experience of precarity during the pandemic. This was strikingly evident in the 

experience of the CANs – where thousands of people faced multiple intersecting threats 

to their security, far beyond the threat of the virus. That we are existing in a state of 

generalised crisis – which includes a crisis of care, ecological crisis, economic crisis and 
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political crisis – became ever more palpable during the pandemic. The inadequacy of our 

existing institutional frameworks for social protection and community-based care was 

sharply contrasted by the responsiveness of mutual aid networks such as the CANs, 

whose frontline efforts were essential to filling in significant gaps with very minimal 

formal support. The pandemic made it clear that this goes beyond technical capacity of 

the state to recognise and collaborate with actors outside of it, but digs down into the 

dominant set of values that shape how care work is positioned more broadly within 

society. This pushed me to ask specifically about the ways in which the experience of the 

HIV/AIDS epidemic has produced the conceptualisations of care that we see entrenched 

in South African social and health policy today. This was the focus of the later phases of 

the research, where I took on a more distal research role. However, my positionality 

towards the HIV/AIDs-related data was also shaped in part by the observer-participation 

of my supervisor, Professor Helen Schneider, who was engaged in the late 1990s and 

early 2000s in support of HIV social movements, documenting the emerging community-

based sector and analysing the politics of the epidemic response.  

 

My in-depth involvement in the CANs shaped the methodological approaches taken 

within the PhD significantly. While the pandemic was still ongoing, the primary purpose 

of the research was oriented towards supporting and learning from the work of the CANs, 

rather than being limited to academic knowledge production. In line with feminist 

epistemology, the practice of participatory research took up a central position in my 

methodology. Participatory research places an emphasis on collective inquiry and 

knowledge co-production, where those directly involved in the questions being studied 

are understood as collaborators and co-researchers, and where the outputs of the 

research are directed towards the generation of local theory and social action. As Benson 

and Nagar point out, “collaboration is a complex and powerful tool that can be developed 

through constant and multiple self-critiques by intellectuals and activists in and beyond 

academia and NGOs – to forge alliances and (re)define methodologies that seek to 

reconstitute the norms, structures and content of feminist knowledges and political 
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agendas in anti-hierarchical ways” (Benson & Nagar, 2006, p. 582). The work of the CANs 

made it clear that how we frame community-based care work and social protection 

within policy and within our formal health and welfare systems is not only inadequate, 

but also driven by contradictory logics that undermine and undervalue the work itself. 

Feminist participatory approaches bring us closer to the multiple and less visible 

connections between sites, scales and subjects. Foregrounded within these 

connections is an analysis of care practices as they manifest across multiple sites and 

scales, including at the level of everyday life, as well as across structural relationships 

between individual and collective actors, and between communities, the market and the 

state (Parker, 2016).  

 

This also points to important considerations regarding my geographical and class 

positioning within the city, which both reflect my relative privilege in relation to the 

majority of Cape Town’s inhabitants. Although the early days of the pandemic and 

lockdown affected almost everyone, the impact was by no means equal. No one in my 

immediate community faced the levels of financial insecurity or food scarcity that were 

being experienced in working class areas across the city. As such, I worked in the CANs 

as both a volunteer and research alongside other CAN members whose involvement in 

the CANs was motivated by far more urgent needs.  This revealed the complexity of 

working across class divisions, making it all the more important to centre the political 

struggles of the CAN members and the work of the network more broadly. At times this 

took precedence over academic research outcomes – with priority going towards outputs 

such as the Dala Kitchen cookbook that felt more immediately useful to the network and 

the people in it. Using funding for research assistance made available by the School of 

Public Health, University of the Western Cape, we were also able to provide stipends for 

members of the Connecting CANs node facing financial insecurity for a nine-month 

period during the height of the Covid-19 pandemic. This was fundamental in enabling a 

basic level of stability for people who were doing essential work both within their own 

neighbourhood CANs and across the network.  
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As the intensity of the pandemic began to subside, the CANs themselves, as well as the 

relationships across the network and between CTT members changed somewhat. In 

some neighbourhoods, a “return to normal” became imminent, with CANs slowing down 

their activities. In other neighbourhoods the work continued unabated, now made even 

more difficult by the fact that support and visibility for their work began to trickle away as 

the medicalised context of the pandemic that had lent legitimacy, attention and 

resources receded. Many of the CANs remain active to this day, with some formalising as 

NGOs and others remaining with a more fluid, relationship-based structure. For the key 

informants involved in this research, this solidified the perception that the “everyday” 

care work they were involved in was essential work, yet characterised by systematic 

marginalisation and neglect.  

 

Participatory research is slow, non-linear and complicates methodological choices by its 

embrace of multiple forms of meaning. In its concern with relational praxis, it also 

prioritises full accountability to those being studied, and a reflexive engagement with 

positionality, voice and authority on the part of the researcher (Benson & Nagar, 2006). 

This goes beyond a simplistic reckoning with ethical research practices – it is about 

“generating new dialogues and knowledges across socioeconomic, geographical and 

institutional borders” (Benson & Nagar, 2006, p. 584). This approach to knowledge has 

been particularly important given the PhD’s interest in engaging critically with prevailing 

paradigms and logics about the community-based care sector from a feminist 

perspective. In other words, the concept of care is not merely the empirical focus of the 

research questions but is deeply entwined in the ontological, methodological and ethical 

approaches that underly the entire project. 

 

Research paradigm and conceptual framing 
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It follows from this positionality that this research begins with an ontological view of the 

world as subjectively shaped by human and non-human actors, structures and systems. 

This ontology is concerned with the idea that reality can have multiple truths and that, to 

a large degree, how one experiences reality is a social construction shaped by the 

subjective nature of the lived experience. This is known as a social constructivist 

viewpoint, also sometimes referred to as an interpretivist approach (Robson & McCartan, 

2016). It contrasts with a positivist view of the world that assumes the existence of a 

singular, immutable reality, verifiable through the use of the “scientific method”. A social 

constructivist ontology foregrounds the ways in which political, historical and social 

forces interact to produce our realities. Therefore, how we make sense of these realities 

will always be contextually specific. A social constructivist approach underpins much 

work in the social sciences and is essential for research that is interested in social 

phenomena, structures and systems – as this PhD is.  

 

This ontological positioning makes several key epistemological assumptions that are 

important to highlight upfront. The study is largely concerned with questions of care and 

social protection – examined through the lens of health responses to the two major 

health crises of HIV/AIDS and Covid-19 that have shaped South Africa’s health and care 

landscape in recent decades. It adopts an underlying position that sees health as a 

universal human right and social right of citizenship. This aligns with the WHO definition 

of Universal Health Coverage1 with an emphasis on Primary Health Care – meaning that 

“all people have access to the full range of quality health services they need, when and 

where they need them, without financial hardship” (World Health Organisation, 2025). 

Furthermore, the PhD views health as inalienable from a spectrum of universal social 

rights, including secure and affordable housing, food and water security, safe 

environments, education, and income maintenance, making up a broader system of 

 
1 The discursive shift in global policy to Universal Health Coverage is pertinent here, demonstrating the 
dominant pull towards neoliberal and market-oriented framings of public health as a commodity, rather 
than as a universal human right, even by bodies such as the World Health Organisation. See (Bust et al, 
2022) for further reflections on this debate.  
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social protection that upholds these rights irrelevant of one’s ability to participate in the 

capitalist labour market (Bust et al., 2022).  

 

However, this study recognises that even within this overarching social democratic 

orientation towards health, there are structural power asymmetries and inequities that 

may limit it – and that, in reality, we are still far from achieving this for the global majority. 

The PhD applies a feminist analytical lens to questions of power asymmetries, agency 

and social conditioning, recognising the ways in which race and gender structure our 

social and political systems, using concepts such as racial capitalism and social 

reproduction. These Marxist analytic concepts allow for an understanding of the ways in 

which systems of social relations are structured by capitalism’s exploitation of “unequal 

differentiation of human value” and the “possibility of accounting for the gendered and 

racialised experiences of labour, exploitation and life within capitalism” (Mezzadri et al., 

2025, p. 7; Raghuram, 2019). Care and care work – as one of the key empirical threads 

running throughout this research – is an arena in which we can explore this with clarity, 

given the ways in which the divide between who cares and who is cared for is largely 

drawn across gendered lines, intersecting with class and race. The concept of care as 

developed by feminist care theorists and feminist economists sits at the heart of the 

PhD’s conceptual framework.  

 

The empirical focus of this research uses the idea of moments or events of health and 

social disruption – in this case, the HIV/AIDS epidemic and the Covid-19 pandemic – to 

reveal and unsettle the ways in which care practices and notions of community care in 

particular, are imbued with various power dynamics that often go unscrutinised within 

mainstream public health and social protection discourse. Gender stands out as “the 

privileged optic through which care ethics has been theorised” (Raghuram, 2019: 1), but 

in the face of deepening and intersecting disruptions to social life it has become clear 

that we need to adopt a more intersectional and multi-scalar approach to understanding 

care practices. This study, therefore, locates itself across a number of different 

https://uwcscholar.uwc.ac.za/home



 
 
 
 
 
 

58 

disciplinary approaches, foregrounding feminist care theory, social reproduction 

approaches and intersectionality, as well as community health systems research and 

policy analysis. 

 

As a researcher I am located in a School of Public Health, and from this perspective, the 

research is informed by the field of health systems and policy research in two ways. 

Firstly, by the field of community health systems (CHS), which focuses on the 

manifestations and impacts of the health system in community settings, including but 

not only through the lens of community health worker programmes (Schneider et al., 

2022; Tetui et al., 2021). CHS offers useful analytical concepts such as responsiveness, 

collective action, social accountability and community participation that help to 

describe the relationship between the formal health system and the community health 

system, and the way that care practices are shaped in this context (George et al., 2018; 

Gram et al., 2019; Lehmann & Gilson, 2013; Lodenstein et al., 2017). One of the 

contributions this study makes is to advance the conceptual links between the field of 

community health systems and theories of care and social reproduction. Mezzadri et al 

(2025) – in their recent call to pluralise social reproduction approaches by paying closer 

attention to location, make the point that theorising on social reproduction in the Global 

South is often done without deploying the specific term “social reproduction” in the 

exploration of life-making processes. The field of community health systems is, at its 

core, concerned with the ways in which life-making practices and processes at the 

“community” level intersect with and interface the broader health system – yet it often 

does so by using an “analytical grammar” that cannot adequately scrutinise the 

dominant value systems that undervalue feminised care work.  

 

Secondly, the research is informed by the theoretical and methodological approaches of 

health policy analysis. While this PhD does not articulate explicit policy responses to the 

questions it explores, health policy analysis provides useful conceptual framing of the 

policy processes that surround the social determinants of health, including the role of 
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power and resource distribution (Townsend et al., 2020; Walt et al., 2008). The research 

– particularly in Paper 1 of the thesis – draws on the work of Kingdon (2013) and Fraser 

(1989a) to articulate a conceptual framing of the policy making process in relation to 

“needs talk”. This framing takes Kingdon’s analysis of the multiple streams of politics, 

problems and policies that flow and interact in the process of policy agenda setting, and 

deepens by applying Fraser’s analysis of processes of needs interpretation, whereby 

certain items are deemed to be legitimate or not – a process that she identifies as a 

discursive, political struggle over the terms of debate.  

 

Feminist geographies of care and notions of place, space and the continuum between 

global and local politics has also played an important role in the conceptual framework 

of this thesis. Place-based care practices engage the question of context and diversity in 

how we conceptualise care work and care as a set of intimate practices that are 

composed contextually, responding to diverse structural and systemic inequalities and 

differences. The phenomenon of localised mutual aid – voluntary, cooperative and 

collective exchanges of resources and services for the common benefit of all – emerged 

across a range of different settings affected by the Covid-19 pandemic. While the idea 

might sound simple, “in the context of modern public service delivery and the norms by 

which much of the voluntary sector operates, an ethos of mutualism is in many ways 

radical” (Tiratelli & Kaye, 2020). Informality and informal work – another phenomenon at 

play in shaping place-based care practices – also sheds light on the ways in which our 

formal health and welfare systems both rely upon, and struggle to engage with informal 

community-based care practices. The presence of informality goes hand in hand with 

many forms of social reproductive labour and unpaid care work. Yet, understanding and 

engaging with informality is a significant blind spot in social protection systems, not only 

in terms of recognising women workers in the informal economy, but also in 

understanding the overlaps between the informal economy and the care economy, and 

the burden of unpaid care work that characterises women’s existence across both 

(Moussié & Alfers, 2022; van Wyk & Reddy, 2022). This is partly due to a politics of 
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informality that is deeply intertwined with systems of neoliberal governance. In other 

words, the state’s ability to engage with informality is limited by the urge to shift burdens 

of responsibility away from the state and onto (paying) citizens – which goes hand in hand 

with the delegitimisation (and often criminalisation) of the informal responses that tend 

to the needs of those who fall through the cracks (Miraftab, 2004a).  

 

Research questions, aim and objectives 
 

The premise of this PhD posits that dominant economic and political frameworks 

informing policy on care devalue and peripheralise care work. As such, any attempts to 

organise or value care work differently must overcome a wide range of structural and 

societal limits. The question this study asked is: What care practices are organised and 

supported at the local, relational level of the household, street, neighbourhood and 

community during periods of health and social disruption; and how is this impacted by 

the broader devaluing of care work? Furthermore, how do these practices offer 

alternative conceptualisations of responsibility for and solidarity with care work?  

 

The following sub-questions helped me answer the larger question:  

 

• What are the different ways in which responsibility for everyday care shifted onto 

and was taken up by neighbourhoods/residents/communities in Cape Town 

during HIV/AIDS and Covid-19?  

• What are the ways in which state-organised models of social protection interact 

with, contest, contradict and shape the forms of “everyday” self-organised 

models and strategies of care?  

• To what extent does care shift into the “blurred” spaces between public and 

private spheres of social reproduction? 

• How do market- and state-defined notions of accountability and efficacy present 

within community health systems militate against opportunities for democratic 
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collaboration, alternative forms of participation or simply, for a different way of 

caring?  

 

The research aims to advance understanding of everyday care work during two critical 

moments of health and social disruption in South Africa, contributing to a broader 

structural critique of how, to whom, and to what end, the responsibilities of everyday care 

and social reproduction are delegated in post-apartheid South Africa. The project thus 

has the following objectives:  

 

• To trace a comparative historical view of the roles and forms of everyday care work 

during two major periods of health and social disruption in South Africa – the 

HIV/AIDS epidemic (covering the pre-antiretroviral period from the 1990s to the 

mid-2000s) and the current Covid-19 pandemic.  

• To position care work within the broader health and social welfare systems of 

post-apartheid South Africa and understand its interface with state strategies of 

community-based care and community participation, and the broader political 

economy of inequality in post-apartheid South Africa.  

• To engage the theoretical and conceptual contributions that a feminist lens on 

social reproduction and care might offer for a more radical and transformative 

conceptualisation of the place of self-organised, grassroots, informal 

mobilisations around care within the health and social welfare system, thus 

contributing to contemporary debates on collective action and community 

mobilisation.  

 

Study design  
 

This was an exploratory qualitative study, using an iterative, context-driven and inductive 

approach to answering the research questions (Srivastava & Hopwood, 2009). Driven by 

my positioning as an embedded researcher and “observant participant” within the CANs, 
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the study aimed to pursue a collaborative research practice rooted in ideas of knowledge 

co-production and participatory health research. Thus, fieldwork and data collection 

took place in phases and using a variety of tools, including immersive “observant 

participation”, archival and document-based research, and in-depth interviews. This was 

also heavily influenced by the context of Covid-19, which highlighted the urgency for 

academic work grounded in and oriented towards the lived experience of Covid-19, and 

the exigencies of the pandemic response. 

 

The research was conducted in three phases, with some overlap and looping back 

between phases over the duration of the PhD. The first phase focused on establishing the 

broader context of social protection in South Africa, through an extensive literature 

review, as well as key informant interviews. Through my supervisor, I was also able to 

access documentary archives on the HIV/AIDs epidemic dating back to the early 1990s. 

The aim of this phase was to explore the history of social protection and community-

based care in South Africa. This entailed taking a longitudinal view of the care economy 

in order to understand how it has been shaped by the country’s formal systems and 

policies of social protection, dating back to some of the earlier policy developments of 

the settler colonial segregationist state, into the apartheid era, and then the post-

apartheid era. This phase of the research informed the development of the literature 

review, and laid the historical context for the remaining phases – which focused on the 

HIV/AIDs epidemic and the Covid-19 pandemic. 

 

The earlier publications that form part of this PhD were written during, and in the 

immediate aftermath of, the Covid-19 pandemic. Thus, although they are peer-reviewed 

and published (one in an academic journal and one as a book chapter), they are 

structured as reflection pieces, deviating somewhat from the “traditional” format of a 

research article. The data for paper 2 and 3 draw heavily on the collective sense-making 

practices of the Connecting CANs node that emerged during the pandemic. They reflect 

empirical insights that were emerging from within the CANs as the pandemic response 
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was unfolding in real time. Paper 1 and 4 were written in the aftermath of the pandemic 

and draw on more “distal” sources of textual and archival data – although the lines 

delineating the proximity between researcher and researched, subject and object in the 

data collection process continued to be blurred, even in these papers. This points to the 

messy, iterative and collaborative process of field work and data collection, 

problematising assumptions of “neutrality” or “researcher objectivity” in data collection. 

 

Paper 1 drew on document analysis of policy related to community care work during the 

HIV/AIDS epidemic and the Home and Community Based Care programme of the 

Expanded Public Works programme, supplemented with in-depth interviews. The paper 

presents an historical analysis of national-level policy published in the early 2000s, 

mostly by the Departments of Health, Social Development, and Public Works. Eight in-

depth interviews were conducted with key respondents involved in different areas of work 

related to HIV/AIDS and community-based care. The analysis was further triangulated by 

engagement with both published and grey literature on HCBC and EPWP in South Africa.  

 

Paper 2 was written and published at the height of the pandemic – in August 2020, with 

the intention of coinciding timeously with a special issue on Community Health Systems 

that had a number of important reflections relevant to the ongoing situation. As a 

reflection piece, the paper analysed perspectives and themes emerging from within the 

network, across our various communication channels. This included weekly Zoom 

meetings of the core CTT team which oversaw some of the administrative and logistical 

work of helping new CANs to establish themselves and building relationships across the 

network and with actors from outside – such as the Provincial Department of Health, 

media, and other community-based organisations and NGOs. The data supporting Paper 

2 draws on the authors’ notes, recordings and reflections from being a part of these 

conversations and meetings, as well as a number of discussion sessions amongst the 

authors that synthesised our respective reflections. While this paper is not intended to 

be read as an empirical piece, it was nevertheless grounded in a collective process of 

https://uwcscholar.uwc.ac.za/home



 
 
 
 
 
 

64 

deliberation and discussion amongst the author and provides important contextualising 

information.  

 

Paper 3 used data from three case studies of activities that were conducted through 

Cape Town Together during the pandemic – the large network of community kitchens, 

CTT’s involvement in the Provincial Department of Health’s communications strategy, 

and the “EMS Vaxi Taxi” project which saw CANs collaborating with Emergency Medical 

Services to launch a mobile, neighbourhood-based, door-to-door vaccine campaign. 

These activities were selected due to the ways in which they shed light on the relationship 

between formal, state-led elements of the pandemic response, and informal self-

organised community-based elements of the response. As authors we had different 

proximities to these activities. Leanne Brady was a central organiser of the Emergency 

Medical Service’s (EMS) Vaxi Taxi project, but Eleanor Whyle and I were not as centrally 

involved. All of us supported the community kitchens and the communication strategy, 

but were also able to observe these activities from a distance, as researchers and sense-

makers. As with paper 2, above, this paper is not based on empirical data collected 

during a research process, but rather on the observations and reflections of the authors 

as they worked on the pandemic response as members of the CANs and Cape Town 

Together.  

 

Paper 4 drew predominantly from the Dala Kitchen Cookbook as the primary source of 

data, supplemented by my own fieldnotes as well as in-depth interviews I conducted with 

two other active CAN members from different working-class neighbourhoods in Cape 

Town. The Dala Kitchen Cookbook represents the outcome of a collective, participatory 

“sense-making” process by a group of 15 embedded researcher/activists and CAN 

members (including the authors). Together we collected stories, reflections, recipes, 

visual artefacts and interviews from across the network, which were collated – with some 

minimal editing and curation – into the cookbook.  
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Paper title Data Key concepts 
Paper 1: 
Paradoxes and Paradigms: 
The Making of Community 
Care Policy at the 
Intersection of HIV and 
Unemployment Crises in 
South Africa 

Document analysis of 
policies relating to 
community care and HCBC 
In-depth interviews 

Social reproduction  
Paid and unpaid care work 
Formalisation of care work 
through state-led 
programmes 

Paper 2: 
What is Covid-19 Teaching 
Us About Community 
Health Systems? A 
Reflection from a Rapid 
Community-Led Mutual Aid 
Response in Cape Town, 
South Africa 

Notes, discussions and 
observations drawn from 
ongoing daily and weekly 
communications across the 
CANs during the pandemic.  

Informality 
Responsiveness 
Knowledge hierarchies and 
community intelligence 

Paper 3: 
Clash of Cultures: Localism, 
informality and trust in 
Responding to the Covid-19 
Crisis in Cape Town 

3 specific case studies 
drawn from the CANs, 
notes, observations and 
reflections drawn from our 
direct involvement with 
these activities 

Trust-based accountability 
Localised collective action 
Mutual Aid 
 

Paper 4: 
Every Loaf of Bread is 
Political: Reflections on 
Collective Care Responses 
to Covid-19 in Cape Town 

Text analysis of Dala 
Kitchen: More Than a 
Cookbook 
In-depth interviews and 
fieldnotes 

Care work 
Community safety nets 
Gender 

 

 

Throughout the process of data collection and analysis, questions of rigour, validity and 

trustworthiness were engaged with. While these questions have different implications for 

qualitative research than quantitative research, there are multiple ways in which 

qualitative researchers can pay attention to being “careful, thorough and honest” through 

the research process (Robson & McCartan, 2016, p. 173). Robson & McCartan (2016) 

identify three arenas in which qualitative research can demonstrate trustworthiness – 
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through description, interpretation and theory (Ibid). In all of these arenas, it is important 

for the researcher to ensure that data collection has been thorough, that bias and 

preconceived ideas are engaged with as such, and that contradicting or conflicting 

theories are considered fairly. Even as this research followed a non-linear and iterative 

path towards its outcomes, data collection for all papers followed multiple sources, 

seeking triangulation through the use of interviews, participant feedback and discussion. 

My positionality as an insider within the CAN network enabled me access to forms of data 

that helped to strengthen the descriptive quality of the research – while also posing risks 

for biased interpretation. However, given the ways in which this PhD engages with 

theoretical questions that are much broader than the CANs themselves, I was not always 

in an insider position. As the more structural questions began to emerge, it was clear that 

I would have to look outside of the CANs for answers, leading me to also engage with the 

literature and archival data on HIV/AIDs. Furthermore, the research makes use of an 

extensive body of theory and secondary literature in analysing the data, thus situating the 

research findings in the context of broader debates on care, social policy and social 

reproduction. 

 

The research proposal for this PhD was approved by the Humanities and Social Science 

Research Ethics committee of the University of the Western Cape (approval documents 

can be found in the appendix). The empirical data contributing to this PhD – including the 

document evidence and key informant interviews – were collected and managed 

according to ethical principles of research. The inclusion of paper 2 – which was written 

prior to ethical approval for the project – is justified on the grounds that it contributes 

important secondary analysis. It was written as a reflexive piece drawn from author 

observations and opinions and therefore did not require ethical approval for publication. 

Methodological limitations 
 

The contributions made by this research have been shaped by a number of the 

methodological and analytical choices. My role as an embedded scholar/activist within 
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the CANs had a major impact on the level of insight and embodied understanding of the 

everyday care work that took place during the Covid-19 pandemic. The experience of 

working alongside other CAN members from across the city to build and support the 

network and provide material forms of care formed the foundation of this research, and 

the insights that emerged from it. It also demands a high level of reflexivity, and an 

awareness of my natural sympathies towards the CANs as an embedded researcher. 

Navigating this observer/participant dynamic brought about a number of methodological 

complexities and opportunities for bias.  

 

Furthermore, parts of the thesis – namely papers 2 and 3 – were developed and written 

during the pandemic, responding to calls for timely reflections and analysis from people 

working in the pandemic response. The urgency of the pandemic had implications for the 

presentation of these papers. They do not display the same formal layout, audit trails and 

writing styles of papers 1 and 4, which were published some years later in the normal 

format of a research article. However, the reflexive papers 2 and 3 nonetheless offer 

useful contextual and empirical insights into the main questions of this thesis, and were 

therefore included. They draw on data sources that were available during the pandemic 

(anecdotes, meetings, discussions, online information and our own experiences as 

active participants in the pandemic response). As authors, we engaged in collective 

deliberation, analysis and writing in order to synthesise the data into these reflection 

pieces.  

 

A major analytical tension facing this research is the transversal function of power that 

makes it very difficult to focus in on one element. This study has prioritised looking at the 

community-based care sector and everyday care work, but has not been able to address 

– for example – the ways these map onto the epidemic of gender-based violence in South 

Africa, xenophobia and globalised migrant care labour and its effect on the precarious 

care working class, or global right-wing agendas to curtail bodily autonomy for women 

and LGBTQIA+ people. Yet these are undeniably interlinked. It is also difficult to navigate 

https://uwcscholar.uwc.ac.za/home



 
 
 
 
 
 

68 

the tendency towards reformism and incremental change versus the need for more 

substantial and radical transformation. The findings of this research support the urgent 

need for action and change, but do not necessarily lay out neat pathways for arriving 

there.  

 

In many ways, the lessons and reflections reported here have already been taken up by 

the community-based care workers, activists and organisers who sit far outside of 

academia, and may never read this thesis. Nevertheless, documenting and recording this 

work remains an act of accountability and solidarity, as the work for building socially just 

care systems continues unabated. 
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Chapter 4 
Results 
Paradoxes and paradigms: The making of community care policy at the intersection 
of HIV and unemployment crises in South Africa (Paper 1) 
 

Van Ryneveld, MN., H. Schneider, (2026). “Paradoxes and paradigms: The making of 

community care policy at the intersection of HIV and unemployment crises in South 

Africa”. Health Policy and Planning, https://doi.org/10.1093/heapol/czag024. 

 

Key words: community care, gender, inequality, policy 

 

Paper overview 

The paper presents an analysis of South Africa’s community care policy in relation to how 

it developed in response to the intersecting crises of the HIV/AIDS epidemic and 

unemployment. It shows the convergence and consolidation of policy in response to 

these two issues and how this shaped the development of the community care sector in 

South Africa, explaining some of the unresolved tensions and paradoxes that limit its 

effectiveness. 

 

Contribution to the thesis  

This paper contributes an understanding of the historical trajectories that have shaped 

the community-based care sector and government policy regarding it. The conceptual 

framing in the paper brings together feminist care theory and theory on policy agenda 

setting. It provides a novel analysis on the question of community care work in public 

health, by foregrounding care as a fundamental component of social protection policy, 

shaped by historical policy trajectories, and inextricably linked to labour market 

dynamics – albeit undermined and undervalued by prevailing assumptions regarding 

care as gendered, unskilled and economically unproductive labour. It highlights how this 
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has resulted in a precarious, fragmented and “NGO-ised” community care sector. The 

paper also sets up some of the historical background for the rest of the thesis, thus 

contextualising later analysis on the community-based response to Covid-19. 

 

Candidate’s contribution 

Together with my supervisor (HS) I conceptualised the analytical and conceptual 

parameters of the paper. I conducted in-depth interviews with the participants and 

gathered the documentary data, much of which was drawn from my supervisor’s 

personal archive. I conducted the data analysis and wrote the first draft of the paper. My 

supervisor provided me with feedback and written comments in order to refine and 

improve the draft.  
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ABSTRACT

The community care sector is a major component of social protection systems in South 

Africa. However, despite considerable investment and policy attention on social 

protection in South Africa, the community care sector continues to face enormous 

challenges and pressures. On the one hand, government invests a significant amount 

on social spending, and aims to honour its constitutional responsibilities towards 

improving the health and social welfare of the country. On the other hand, community-

based care workers are socially and economically marginalised, and community care 

services remain fragmented and often inaccessible to those who need them most. 

This paper explores how South African policy on the community care sector emerged 

historically out of policy responses to the social crises of HIV/AIDS and unemployment 

in the period 2000-2010. We draw on the theories of John Kingdon (agenda setting) 

and Nancy Fraser (needs interpretation) as the lenses to analyse data from policy 

documents, published literature and key informant interviews. We show the 

convergence and consolidation of policies across sectors in the study period into a 

community care sector characterised by competing and unresolved tensions: between 

constitutional promises of social and economic rights and enduring conceptualisations 

of social reproductive labour as feminised, devalued and ‘invisibilised’ within the 

private, domestic sphere. This results in a community care sector that has limited 

effectiveness as an arm of the social protection system, and which continues to be 

plagued by the structural inequalities that characterise South African society.
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KEY MESSAGES:

1. South Africa’s community care sector remains marginalised despite major 
state investment in social protection.

2. Policy responses to the HIV/AIDS and unemployment crises in the 2000s 
shaped today’s fragmented community care system.

3. Tensions persist between constitutional promises of universal social rights 
and the devaluation of feminised, care labour.

4.  Structural inequalities continue to undermine the effectiveness of community 
care within the social protection system.
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PARADOXES AND PARADIGMS: THE MAKING OF COMMUNITY CARE POLICY 

AT THE INTERSECTION OF HIV AND UNEMPLOYMENT CRISES IN SOUTH 

AFRICA

INTRODUCTION

Against a backdrop of widespread social inequality and extreme levels of poverty, the 

Covid-19 pandemic and accompanying hard lockdown precipitated an unprecedented 

social crisis in South Africa (Visagie & Turok, 2021). In the early stages of the 

pandemic, amongst many other impacts, a national survey documented that almost 

24% of South Africans experienced moderate to severe food insecurity, while close to 

15% experienced acute hunger (Stats SA, 2022). The South African government was 

unprepared and initially unable to respond to this crisis, with non-governmental 

organisations (NGOs), and faith-based organisations (FBOs), as well as small scale 

and more informal volunteers and neighbourhood networks filling the gap (van 

Ryneveld et al., 2020). In the face of mounting evidence, government eventually 

introduced the Social Relief of Distress (SRD) grant (R350 monthly, ~US$20) for the 

unemployed (Visagie & Turok, 2021). This alleviated some pressure on households, 

although was insufficient, as well as often inaccessible to the most vulnerable 

populations, due to bureaucratic, structural and language barriers (Howson et al., 

2025). 

These impacts occurred despite decades of policy attention in the post-apartheid era 

to systems of social protection, interventions in community care systems and the 

presence of numerous cadres in health and social development. The South Africa 

Constitution articulates systems of social protection, along with economic growth, as 

central to achieving its promises of equality and dignity for all, and the progressive 

realisation of universal social and economic rights. As President Ramaphosa 

highlighted in his 2025 State of the Nation Address, the government spends around 

60 percent of its national budget on the “social wage”, encompassing health, 

education, social protection, community development and public employment 

programmes (Ramaphosa, 2025). More than 28 million unemployed and vulnerable 

people receive social grants, and more than 10.5 million learners attend public non-

fee-paying schools (Ibid). While these investments in social protection are significant, 
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they have been insufficient in building a robust social safety net for all people in South 

Africa and did not prevent the full-scale social crisis during the Covid-19 pandemic.

It is commonly accepted that formal systems of social protection, aimed at protecting 

individuals and households from poverty, vulnerability, and social exclusion, play a 

fundamental role in stabilising the economy and protecting vulnerable groups (Esping-

Anderson, 1990; United Nations & International Labour Organisation, 2025). The 

World Bank identifies social protection as “systems [that] can help households and 

workers cope with shocks and crises, manage change, and take advantage of better 

employment opportunities” (World Bank, 2025). It defines social protection as made 

up of the three pillars of social assistance, social insurance and labour market 

programmes. This view broadly contends that the benefits of social protection lie in 

protection from the risk of losing employment and facilitation of economic resilience 

and self-reliance through active participation in the productive labour market. 

However, as many feminist scholars have pointed out, this dominant view often fails 

to factor in the issue of care in its conceptualisation of social protection (Harcourt, 

2023; Lund & Budlender, 2008; Razavi, 2007; United Nations Women, 2020). Care 

work has globally been regarded as less valuable – provided by female unpaid labour 

within the private realm of the family or household, or by heavily exploited and 

underpaid workers providing care work as a service commodity on the margins of the 

productive labour market. This is particularly so in Africa, which is the world region 

with the most “unshared system of care” (Rogero-Garcia, 2012). Seventy percent of 

care in the region is provided by women within the family, and the remaining 30% of 

care is provided by “volunteer or scantly remunerated women who are employed by 

public, private and non-profit institutions” (Valiani, 2022, p. vi). As such, unpaid care 

labour can be understood as the bedrock on which social protection is subsidised 

(Hassim & Razavi, 2006).

The under-valuing and feminisation of care work can be linked to a range of negative 

outcomes, including the gendered nature of poverty, the gender pay gap, gender-

based violence, and limited participation of women and girls in formal education. The 

value attributed to reproductive labour and care workers is also a key social 

determinant of health, linking directly to outcomes such as nutritional health, early 

childhood development, and mental health, to name a few. (Razavi, 2007; Valiani, 

Page 4 of 33

http://mc.manuscriptcentral.com/heapol

Manuscripts submitted to Health Policy and Planning

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

https://uwcscholar.uwc.ac.za/home



For Peer Review

2022). However, the uptake of policy relating to care work and the community care 

sector is often driven by logics that either fail to account for women’s unpaid care 

labour in the private sphere, or justify and reinforce their exploitation and devaluation 

in the economic sphere. The Covid-19 pandemic revealed what many describe as the 

“crisis of care” that arises as a result of the systematic marginalisation of care work 

within normative political and economic frameworks (Fakier & Cock, 2009; Fraser, 

2016).  

Prompted by COVID-19 as a revelatory moment, we sought to explore why South 

Africa’s social protection policy failed to provide a meaningful social safety net during 

this period, despite being consistently highlighted as a priority in the democratic era. 

We contend that examining the historical evolution of the community care sector holds 

insights into the question of how care work is conceptualised within the landscape of 

social protection policy in South Africa. We thus turned to an analysis of how current 

community care systems in South Africa were consolidated into policy in the early 

2000’s, in response to two earlier social crises - the HIV/AIDS epidemic and mass 

unemployment. Our analysis explores the following question: how have 

conceptualisations of care in South Africa been shaped by two these paradigmatic 

social crises and what impact did this have on the development of community care 

systems? 

We analyse the evolution of government policy and interventions in the community 

care sector, straddling health, social development, education and labour sectors, and 

demonstrate how the community care sector has been a site of convergence of public 

policies across these sectors into a gendered community-based care system 

characterised by precarity, extractivism and a reliance on non-governmental 

organisations and volunteerism (Miraftab, 2004; Paremoer, 2023; Wichterich, 2020). 

We further consider how the care responses to the two social crises map onto the 

dominant view of social protection in which care work is economically de-valued. We 

argue that much of this policy shares a common function, which is to entrench a 

fundamental set of assumptions (‘needs claims’) about community-based care work, 

rendering this work more “legible” to the state, within a wider political economy that 

undervalues care work and care providers. Community care policy, driven in part by 

the HIV/AIDS and unemployment crises, has consolidated into a care system 
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characterised by precarious work performed by a predominantly black female care 

workforce – reinforcing the feminisation and racialisation of poverty.

The empirical material for this paper draws on policy documents, interviews with policy 

actors, and literature sourced from key informants and literature searches. We ground 

our analysis in a theoretical framework adopted from a combination of John Kingdon’s 

theory of the policy process (Kingdon, 2013), in particular the agenda setting phase of 

this process; and Nancy Fraser’s theory of needs interpretation (Fraser, 1989a, 

1989b) – which brings into focus the discursive politics at stake.

The paper begins with outlining the conceptual and empirical methods of the analysis. 

We then describe the HIV/AIDS crisis and how responses converged with the state’s 

ongoing preoccupation with the unemployment crisis, resulting in the evolution of 

policy on community-based care, reinforced by policies across a number of sectors. 

In the discussion we analyse the underlying needs claims that have shaped 

“legitimate” notions of community-based care that have found their way onto the 

negotiating table of agenda setting processes. We examine how this has limited the 

ability of this sector to challenge the social and political landscape of inequality in 

South African society.

METHODS

METHODOLOGY AND CONCEPTUAL FRAMING

We draw conceptually on Kingdon’s theory of agenda setting processes in 

policymaking, aspects of which we further critically engage using Fraser’s concept of 

“needs talk”. Kingdon simplifies the public policy making into a process made up of at 

least four stages – (1) setting the agenda, (2) specifying a set of alternatives out of 

which one pathway may be chosen, (3) choosing the pathway out of these alternatives, 

usually by means of an “authoritative choice” such as a legislative vote or presidential 

decision, and (4) implementing the decision (Kingdon, 2013). These are distinct 

processes, although the lines between them may be blurred and – as Kingdon points 

out – success in one stage does not mean that success in others will necessarily follow 

(Ibid). 
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In her work, Fraser principally emphasises discourses about needs (rather than only 

the distribution of needs satisfaction), which she refers to as “needs interpretation”. 

Thus, while Kingdon offers useful theoretical insights into the interactive mechanics of 

policy-making – the multiple streams of politics, problems and policies flowing in 

separate streams, and interacting through processes such as crises, feedback loops, 

alternative specification and national mood – Fraser’s discursive approach brings into 

focus the “contested and contextual nature of needs claims” (Fraser, 1989a, p. 292). 

In doing so, she problematises the idea that needs are self-evident or that they can be 

objectively determined. She highlights how, at both a structural and ideological level, 

there are “tacit norms and implicit assumptions” that shape the terrain of needs 

interpretation – that “emanate from specific, interested locations within society”, and 

are linked to whether a claimant has the power to politicise an issue (Fraser, 1989a, 

p. 146).

Kingdon highlights the idea of agenda setting in relation to alternative specification – 

that is, multiple potential policy decisions are put on the table, with the chosen policy 

often being decided in relation to its possible alternatives. Fraser goes a step further 

to show how agenda setting can be defined as a political struggle over the terms on 

which an item is identified as political, and therefore legitimately allowed to be debated 

within the political sphere. It has been broadly established by feminist scholars that, 

historically, the arena of care work and social reproduction has been systematically 

excluded from the political sphere (Bhattacharya, 2017). Fraser’s framework thus 

allows us to think about the “shifts in the boundaries between “political”, “economic” 

and “domestic” spheres of life” in late-capitalist social structures, and how these impact 

on the political culture of welfare-state societies through processes of policy making 

and agenda setting (Fraser, 1989b, p. 292).

The HIV/AIDS epidemic and recognition of the unemployment crisis represent 

important moments of agenda setting and policy formulation in South Africa, firstly, in 

establishing a paradigmatic shift towards understanding care and social reproductive 

labour as a form of work, albeit one that continues to be treated as peripheral and 

undervalued. This speaks to Fraser’s notion of shifting boundaries – both sets of policy 

take some steps towards legitimising the idea that this form of labour belongs in the 
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political sphere. Yet, the specific policy trajectories that unfolded in response to these 

crises present an interesting case in which to explore dominant conceptualisations of 

care – as well as highlight the alternatives that did not find space within the dominant 

policy framings. Secondly, HIV/AIDS and unemployment speak to the role of crisis in 

shining a spotlight on care. Crises have a particular role to play in making “an item 

from a less visible arena move up on a governmental agenda” (Kingdon, 2013, p. 95). 

The empirical evidence informing this paper draws from a mix of document reviews, 

literature sourced from key informants, and eight semi-structured interviews 

conducted between 2023 and 2024.  Tables 1 and 2 show the lists of documents and 

interviewees, with their sectoral association/background, forming the basis of the 

analysis. For the document base we gathered national-level policies relating to the 

Home and Community-Based Care (HCBC) programme and the social sector of the 

Expanded Public Works Programme (EPWP). Policy documents were sourced from 

the Departments of Health, Social Development, Education and the Department of 

Public Works, with a focus on documents produced in the period between 2001 and 

2009. This period was chosen because it contains key moments in both the unfolding 

of HIV/AIDS policy in South Africa, as well as the government’s response to 

unemployment. Some documents were analysed in their entirety, while others were 

analysed more selectively to only focus on relevant sections. The analysis of the policy 

document base was triangulated with data drawn from a set of eight targeted, semi-

structured interviews with key respondents involved in different areas of work related 

to HIV/AIDS and community-based care, as well as engagement with both published 

and grey literature on HCBC and EPWP in South Africa. The analysis approach was 

shaped by the authors’ immersions in both the Covid-19 (author) and earlier HIV/AIDS 

(author) responses, using a combination of descriptive codes drawn from the data and 

deductive codes drawn from the conceptual framing. The data were coded and 

analysed in Atlas.ti (see attached supplementary file for summary and excerpts of the 

coding framework).

[Table 1 and 2 inserted here]

RESULTS AND DISCUSSION
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THE HIV/AIDS CRISIS IN SOUTH AFRICA

Emerging in the fragile years of the political transition to democracy in South Africa, 

the HIV epidemic disrupted the health and social welfare systems for more than 20 

years. By the early 2000s, HIV/AIDS was the leading cause of premature mortality in 

the country and had slashed life expectancy to below 50 years (Vachani, 2004). This 

precipitated a massive crisis of death and dying, affecting young adults in particular, 

and touching almost every household in the country. Between 1997 and 2010, it was 

estimated that 2.8 million lives were lost to HIV/AIDS (Bradshaw et al., 2016). The 

care needs generated by HIV/AIDS were overwhelming and, given the social 

determinants of its spread, low-income black households, both rural and urban, and 

women and girls in particular, shouldered the heaviest burden (Johnson et al., 2002).

While South Africa now has the largest HIV treatment programme in the world, with 

over five-million people on anti-retroviral therapy (ARVs) (Republic of South Africa & 

South African National AIDS Council, 2023), the troubled era of the country’s early 

response – and in particular its handling of the care question – is an important case 

study in the process of legitimising certain needs claims through policy agenda setting 

(Marais, 2011, p. 284). The HIV/AIDS epidemic, as well as others such as tuberculosis 

and malaria, have significantly shaped how medicalised – and largely depoliticised – 

forms of community care and social reproductive labour became incorporated into the 

formal health care system (Schneider & Lehmann, 2010b). As many scholars have 

pointed out, home-based care became a way to legitimise shifting of a growing 

HIV/AIDS care burden onto “semi-formal agents of care in private, non-governmental 

organisations and to households” (Schneider & Lehmann, 2010b, p. 63) often hiding 

behind a logic of cost-effectiveness, service extensions, continuum of care and task-

shifting – or, alternatively, a logic of convenience, empowerment and access to care 

(Hunter, 2012).

While community health worker (CHW) models had been gaining traction globally 

since at least the 1978 Alma Ata Declaration, there was resistance to taking up these 

models in the immediate post-apartheid period in South Africa, due to perceptions that 

it would entrench the apartheid architecture of a two-tiered health system, in which 

less-trained cadres would stand in as the only health worker accessible to black South 
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Africans, particularly in rural areas (van Ginneken et al., 2010). Thus, while there was 

an embrace of Primary Health Care (PHC) principles, this did not necessarily extend 

to the notion of a broad based, formalised CHW programme. This changed 

significantly as HIV/AIDS escalated into a full-blown epidemic, forcing the nascent 

democratic government to engage with questions of community-based care in 

unprecedented ways. As one interviewee reflected:

“National government recognized that the usual workforce was not going to be 

able to deal with the HIV epidemic, and was forced really, to try and train, 

rapidly, people who were envisioned to actually now underpin what they 

realized the health system on its own at that point, with its medical 

professionals, was not going to be able to do.” (ID004)

The escalation of HIV/AIDS coincided with the transition period of the 1990s and into 

the first decade of the 2000s, and rapidly became a national political crisis 

characterised by denialism, inaction and intense contestations on the causes of and 

appropriate responses to HIV/AIDS (Johnson, 2004; Marais, 2000; Schneider, 2002). 

While antiretroviral treatment became a viable option from 1996 onwards the drugs 

were, for the most part, unavailable in the global south, with the pharmaceutical 

industry opposing legislative measures to make them affordable.  As the death toll 

rose, hospitals ran out of capacity to provide care, and rationing of services for people 

with HIV/AIDS became widely practiced (Schneider et al., 2010a). In 2001, The 

National Guidelines on Home and Community Based Care legitimated this explicitly, 

saying:

“As more people become ill, many will not be able to stay in hospital, hospices 

or other institutions for care. It is also recognised that South Africa has limited 

health care resources. Situations will arise where, even if hospital or other 

institutional care may be the best response to an individual’s condition, it may 

not be available to him/her”. (Department of Health, 2001, p. 2)

And the Expanded Public Work Programme plan further states that: 
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“The HCBC programme has been prioritised as a cost-effective response 

substituting for a significant proportion of AIDS related hospital care.” (EPWP 

Unit & Department of Public Works, 2004)

Alongside the limited ability of state institutions to provide care, there was the 

additional question of how to care for the thousands of newly ‘orphaned and vulnerable 

children’ and the emerging issue of child-headed households. Volunteer workforces 

and community-based projects rapidly took on a significant role in the management of 

the growing HIV prevention and AIDS care needs in communities (Campbell et al., 

2009b; Ogden et al., 2006). 

HIV/AIDS thus had a significant impact on not only the conceptualisation of what 

constitutes care and the extent to which it is seen as a collective responsibility, but 

also on the day-to-day organisation of care in South African families and households, 

particularly in low-income communities most affected by the epidemic. As Lund points 

out:

“the [HIV] pandemic fundamentally changes the balance between those who 

need care and those who provide it: there are more orphaned children and, with 

the death of women during their reproductive years, more elderly people 

(especially elderly women) have seen their care responsibilities increase […] 

The epidemic is not a narrow “health problem”: it changes who works and how, 

and what people and households spend their money on, with far more going on 

health services and funerals” (Lund, 2010, p. 498).

Over the course of the HIV/AIDS epidemic, as the South African government and its 

health system struggled to contain the crisis, community-based actors and 

organisations became a central pillar of the response. Informal caregivers, home-

based carers, and lay health workers – the majority working class black women – 

became a stop-gap measure in service of the state’s need to shift the burden of care 

away from a fragile and overstretched formal health and social care system (Hunter, 

2012). This was often driven by discourses of community participation, the concept of 

the “AIDS-competent community”, and notions of responsible and selfless civic duty 
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on the part of – mostly – female caregivers (Kelly & van Donk, 2009). For example, 

the Department of Social Development defined home-based care as: 

“The care/services that the consumer can access nearest to home, which 

encourages participation by people, responds to the needs of people, 

encourages traditional community life and creates responsibilities” (Klaas-

Makolomakwe & Prince, April 2005, p. 6). 

While South Africa has a long history of informal and community-based social care, 

forces of apartheid, migration, patriarchal family relations, and structural 

unemployment among other issues have stretched and eroded these support 

mechanisms. Furthermore, the work of home-based carers is generally deemed 

unquantifiable, taken for granted as women’s and girl’s work, “touching the ‘private’ 

surfaces of everyday life, that which is intimate, secret and hidden” (Henderson, 2011, 

p. 157). Thus, even as policy oriented towards home and community-based care work 

became the mainstay of the HIV/AIDS crisis response, the feminisation and location 

of care work in the private domestic sphere remained largely unproblematised. 

Initially emerging from the efforts of faith based, hospice, Red Cross and other NGOs, 

the state became increasingly involved in funding and contracting HIV care services 

from a burgeoning third sector specialising in HCBC. To receive financial support from 

the state for their services, organisations were required to register as Non-Profit 

Organisations (NPO).  The template for NGO contracting had long been established 

in the field of social welfare services, which the Department of Social Development 

(DSD) formalised in the post-apartheid era in the form of the NPO Act (1997). Bringing 

this model into the health system was thus a natural next step, and over the years 

allowed for a ‘scaling up’ of HCBC.  In 2001 an appraisal of HCBC counted 892 HCBC 

projects, with a total of 20 337 personnel for all HCBC projects, more than half of whom 

were volunteers (Department of Health & Department of Social Development, 2003). 

By 2010, an audit counted a total of 1630 NPOs formally contracted to provide HCBC 

services to the government, employing close to 40 000 lay workers (Schneider & 

Lehmann, 2010b). As Schneider and Lehmann (2010b, p.62) point out, these statistics 

exclude the difficult-to-quantify number of unpaid volunteers and carers who work 

informally in small community-based organisations or in “unlinked” initiatives funded 

by private and non-state donors (Leon et al., 2015).
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A CONVERGING OF CRISES – THE HIV/AIDS CRISIS MEETS THE 

UNEMPLOYMENT CRISIS

The progression of the HIV/AIDS crisis can be seen as opening up a “policy window” 

for initiatives such as the HCBC and CHW programmes to move higher up on the 

policy agenda (Kingdon, 2013). This brought about important developments in the 

administrative and bureaucratic architecture that would enable home-based care work 

to be embedded into the formal health and social welfare systems, through the 

Departments of Health and Social Development. A key development was the launch 

of the Expanded Public Works Progamme (EPWP) in 2004. 

As described at the time of the launch, the EPWP was envisioned as a “short-to-

medium term programme that aims to provide work opportunities coupled with training. 

It is a national programme covering all spheres of government and state-owned 

enterprises” (EPWP Unit & Department of Public Works, 2004, p. 13).  In line with 

development policy that saw reduction of unemployment and job creation as the main 

pathway to poverty reduction, the EPWP aimed to stimulate the creation of work 

opportunities as well as provide skills and training that would “draw significant numbers 

of the unemployed into productive work” and “ensure that these workers gain skills 

while they work, and thus take an important step to get out of the pool of those who 

are marginalised” (Mbeki, 2003). It thus adopted a workfare approach, where inclusion 

in and benefit from the programme was contingent upon work or training. The EPWP 

was deemed critical in “deliver[ing] on development goals, [and] alleviating the 

increasing pressure on the welfare system” given increasing unemployment, poverty 

and job loss (Department of Public Works, 2009, p. 16). 

South Africa has one of the highest rates of unemployment in the world, with a current 

national average of 32,9% and an expanded unemployment rate of 41,9% (Stats SA, 

2024). Unemployment is marked heavily by age, race and gender, with youth 

unemployment at 45,5% and an unemployment rate for black South Africans of 36,9% 

versus a rate of 7.9% for white South Africans (Maluleke, 2024). Black African women 

continue to be the most vulnerable with an unemployment rate of 39,2% (Maluleke, 

2024; Stats SA, 2024). South Africa’s unemployment crisis has deep roots in its history 
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of racial capitalism, settler colonialism, land dispossession and post-apartheid 

macroeconomic policy of fiscal discipline, debt prioritisation and globalisation. The 

country’s main economic outputs are tied to industrial sectors (such as agriculture and 

mining) which were historically premised on exploited migrant labour, whose social 

reproductive needs were displaced onto rural households in the Bantustans under the 

Apartheid state (Magubane, 1990). These labour practices continue to be a feature of 

the country’s economy today, with many apartheid-era social and labour dynamics 

(such as poorly enforced labour protections, racially segregated cities, or urban labour 

migration supported by rural care economies) seemingly unchanged.

Amid this level of structural unemployment, it is salient that a key goal of the EPWP 

was not to “disrupt the existing labour market” but to stimulate it by creating labour 

demand using public funds. It therefore offered below-market compensation for work, 

with short term contracts usually for no longer than 3 months, and with a 2-year limit 

to participation in the programme. In some instances, skills development opportunities 

were offered in place of remuneration. Mirroring discourses deployed in AIDS care, 

this was legitimised by appeals to notions of civic duty and volunteerism (2002 was 

declared the “year of the volunteer” by then-president Thabo Mbeki), and building 

consensus around the idea that the EPWP be understood as “a mechanism for 

providing unemployed people with a combination of work experience and training” 

(Department of Public Works, 2009, p. 19). The programme encountered significant 

clashes with the Basic Conditions of Employment Act (Southern Hemisphere et al., 

2019) – a further demonstration of the tensions between constitutional promises of 

social citizenship and the policy initiatives purporting to achieve this.

Nevertheless, at the time, South Africa’s EPWP was seen as innovative for including 

the social sector within its programme, rather than just the more usual infrastructure-

related sectors. This was deemed a progressive recognition of the role of the care 

economy in driving economic growth in South Africa – in other words, “setting the 

foundation by recognising the labour performed in the different [care] sectors as work, 

remunerating it and contributing to initial improvements in the wages, conditions of 

work and formalisation of some workers within the care economy”  (Shai, 2021, p. 53). 

The two flagship programmes within the social sector of the EPWP were the HCBC 

programme and Early Childhood Development (ECD), which the EPWP programme 
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recognised as being “highly labour intensive” areas that would “provide enormous 

opportunities for the creation of work opportunities, given the vast demand for these 

services” (Department of Public Works, 2009, p. 40). The HCBC programme emerged 

out of collaborative efforts between the departments of health, social development, 

education and public works – spurred on by a growing need to attend to strategic 

objectives around HIV/AIDS, mass unemployment and poverty alleviation. Several 

different types of community-based worker were involved in the HCBC programme of 

the EPWP, each with slightly different remits and training and skills requirements, and 

possible career pathways (‘exit opportunities’) into either the health or social 

development sectors (see Figure 1).

 The broader orientation of the EPWP towards skills training and job creation aligned 

with the Skills Development Act, which aimed to develop the skills of the workforce in 

order to increase productivity and promote employment. Amongst important structures 

established by this Act were the Health and Welfare Sector Education Training 

Authority (SETA), a regulatory body responsible for defining, accrediting and 

coordinating work-based training at the relevant level, as well as the NPOs, Faith 

Based Organisations, and charities which acted as the intermediary organisations 

through which workers and volunteers were engaged and (temporarily) employed. 

Apart from the emphasis on skills training to promote employability, the Skills 

Development Act also aimed to reconcile a number of complex factors – such as the 

varying levels of background education of volunteers, the diverse types of training 

required to cater to an array of health and social welfare needs, and high levels of 

duplication as different community-based care workers were trained across different 

sectors in an uncoordinated manner.

[Figure 1 inserted here]

Figure 1: Overview of planned career pathways according to skills training level for the 

HCBC programme of the EPWP (Copied from Department of Health et al., 2003)

*NQF: National Qualifications Framework

THE CONFLUENCE OF AGENDAS: COMPETING LOGICS AND UNRESOLVED 

TENSIONS
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Policy on social protection in South Africa has been driven by several competing logics 

and unresolved tensions (Plagerson et al., 2019). While the constitutional logic 

continues to find in favour of state responsibility for the provision of social protection, 

the emerging logics-in-practice of policy regarding the community care sector paint a 

more complex picture. As community care policy was evolving within a context of 

crisis, structural inequality and neoliberal macroeconomic orthodoxy, a logic of care 

was displaced by the logic of the labour market and cost-effectiveness, creating some 

intractable paradoxes, while leaving dominant paradigms unchallenged. 

Simultaneously, there has been a push towards the semi-professionalisation and 

absorption of care workers as waged workers and the formalisation of care work 

through an emphasis on skills and training – without addressing the structural 

inequalities shaping the labour market. In a context of widespread female 

unemployment, extreme levels of gender-based violence and “gender blindness” 

(particularly to women’s care work), the development of policy in the community care 

sector has been ineffective in challenging the feminisation of poverty and the 

devaluation of care work. Instead, women’s care work – especially that of black 

working-class women – remains the “failsafe mechanism” that perpetually fills in the 

gaps (Paremoer, 2023).

As described earlier, the state has sought to fulfil its obligations through the ‘NGO-

isation’ of community care work. Alongside an extensive system of government-

funded social grants, the services provided by NGOs represent the mainstay of post-

Apartheid South Africa’s social welfare system (Patel, 2009), a system codified in the 

NPO Act. In keeping employment relationships at “arm’s length” through the use of 

intermediary NGOs, the state endorses and systematises the practice of precarious 

work, through “lower-than-poverty wages, especially for women carrying out care 

work” (Budlender & Lund, 2011, p. 939).  Intermediary organisations are thus not 

merely community partners – they offer a buffer between state resources and informal 

care work, and obscure the health system’s reliance on extractive volunteer labour. 

As described by one respondent:

“The employment relationship is legible to the state as a transaction that it can 

recognise and support. The state will never be able to interact with informality 
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as a state, regarding resource transfers, because of the rules that are needed. 

You can’t just pay money to individuals, you can’t just pay money to something 

that cannot be traced, who cannot be held accountable. And the problem with 

informality is that anything that is informal, it is hard to make accountable. All 

these problems require understanding what intermediary mechanisms can 

work” (ID005)

This model of relying on “intermediary mechanisms” echoes those of other countries 

in which neoliberalism and austerity measures have led to a burgeoning third sector, 

sometimes referred to as the “shadow state”. This can be understood as a “partnership 

model between the state and the voluntary sector, where the welfare state can safely 

devolve risk and responsibility to non-state actors to fill the missing gaps” (DeVerteuil 

et al., 2020, p. 923).

The push for formalising the status of community-based care workers, particularly 

CHWs, as a cadre of health worker, has often been framed as a necessary response 

to the challenges they face and has been promoted widely by CHWs and civil society 

organisations representing them. The needs claim behind this political struggle lies in 

the argument that formal recognition of community care workers can enable a shift 

away from volunteerism, increase job security, and establish career pathways into 

other professions in the health and welfare systems. Many have also argued that 

CHWs and other community-based cadres offer a cost-effective solution to the human 

resources for health (HRH) crisis and the provision of services in hard-to-reach areas, 

and may even promote overall economic growth (Daviaud et al., 2018; Masis et al., 

2021). However, even certificated CHWs continue to face exploitative working 

conditions in the formal labour market, with an uppermost wage bracket of between 

R3000 and R4000 (US$160-US$220) and below the ‘working poverty line’ of R4,125 

(US $281) (Sibeko, 2022). Valorisation of care work goes beyond simply transferring 

it from the domestic sphere to the market through commercialisation and/or assuming 

that gaining more skills and experience is what care workers need.  As Barbagallo and 

Federici thus argue, within a labour market shaped by capitalism and patriarchy, “the 

organisation of care/reproductive work as waged labour is insufficient to put an end to 

the devaluation of this work” (Barbagallo & Federici, 2015, p. 9).
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Similarly, promises of bridging courses and career pathways into nurse training and 

other formal professions within the formal health system largely did not materialise out 

of the EPWP – an indication of the neglect embedded within the state’s approach to 

developing the community-based care sector. One interviewee remarked:

“Certainly, there was never any talk of formal employment within the 

department. The most was that we will fund this training and providing the 

training in the hopes that people would be absorbed by NGOs. It was a very 

paternalistic feeling that because there were funds available, the training will be 

made available, but it was never a guarantee that there would be any 

absorption” (ID006)

Complicating the push towards professionalisation is the relational and adaptive 

nature of care work. The evolution of care work policy in South Africa has often failed 

to account for the intangible and informal nature of care, which, as reflected by an 

interviewee (ID005) earlier, does not fit neatly into bureaucratic relationships of 

accountability, job descriptions and standard operational procedures.  In the following 

quote, a respondent laments how the introduction of the antiretroviral treatment (ART) 

programme in the early 2000s medicalised care work:

“One of the things I would always talk about is the importance of holding a 

space for someone who was dying, when there was nothing further you could 

do, just still bringing them back and being able to look them in the face and 

grieve with them as they were dying, yeah, was something that would leave 

them at least not completely abandoned. And the importance of that – which is 

not a medical treatment, but it is a really important part of the community 

response to this. And you know, once the ART programme started, those 

conversations just weren’t part of the reality of what we were doing” (ID008)

The state has managed these paradoxes and tensions through a variety of legitimising 

discourses and rhetorical moves. These initially mobilised ideas of citizenship such as 

‘ubuntu’ (African systems of social solidarity), community empowerment, civic duty, 

and appeals to individuals and communities to ‘find dignity’ by providing for themselves 

(Campbell et al., 2009a). This dovetailed well with residual interpretations of social 
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protection that saw waged work and labour market participation as the key mechanism 

for economic upliftment, alongside lowering of public spending, high fiscal discipline 

and the prioritisation of debt servicing (Barchiesi, 2007). In this view, the state is seen 

as a measure of last resort in providing humanitarian aid and relief, while “social 

citizenship coincides with labour market participation, rather than with the reduction of 

labour market dependency” (Barchiesi, 2006, p. 17). 

The EPWP described its Social Sector programmes as “specifically target[ing] women 

who bear the brunt of poverty and unemployment by providing them with training, work 

experience and an income as stepping-stones to their participation in the mainstream 

economy.” (Department of Health et al., 2003). This discursive push to define the 

social sector in the name of “women’s empowerment” effectively left the feminisation 

of care work unscrutinised and unproblematised, as a sector which is predominantly 

female became incorporated into job-creation policy premised on short-termism, 

volunteerism, individual up-skilling through training, and below-market remuneration. 

Skills training was emphasised within the EPWP both as a currency for remuneration 

of labour, and as a tool for upliftment and career development. This legitimises the 

claim that those without work are in that situation because of a lack of work experience 

and training – in other words, it locates the problem as a labour supply-side issue, 

rather than a low demand-side issue. It does not engage with the underlying structural 

problem of no capacity to absorb trained workers, nor does it tend to the ways in which 

care work is devalued. Furthermore, an unintended consequence of the formalisation 

of care work through training and skills programmes may be that it creates knowledge 

hierarchies, narrowing the scope of knowledge and experience that is “counted”, thus 

excluding many highly experienced care workers because they do not meet eligibility 

or qualification criteria. The devaluation also shapes the nature of care itself, 

influencing which forms of care are legitimised, rendering care work technical and 

depersonalised and undermining the development of care frameworks that embrace 

bi-directionality, flexibility, responsiveness, and the relational nature of care work.

Agenda-setting processes and needs claims in the community care sector in South 

Africa have thus converged into a system built on depoliticisation, marketisation, and 

the normalisation of care work being located in the private sphere. Struggles for 

Page 19 of 33

http://mc.manuscriptcentral.com/heapol

Manuscripts submitted to Health Policy and Planning

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

https://uwcscholar.uwc.ac.za/home



For Peer Review

professionalisation and formalisation have dominated the discourse, often framed in 

rhetorical terms around the “empowerment” of community care workers through their 

incorporation into formal professionalised systems where, in theory, they access 

“dignified work”, job security and career pathways up the human resources hierarchy. 

However, this approach has failed to address the deeper tensions within the normative 

frameworks underpinning the country’s social welfare systems—where the household, 

family, and, in particular, women, remain the primary site of care.

CONCLUSION

This paper has described the making of community care systems in South Africa as a 

convergence of policy responses to social crisis, unfolding in a macro-economic 

context of fiscal discipline and reduced social spending, and based on 

unproblematised assumptions about the presence and role of female caregivers in the 

private, domestic sphere. The resulting configuration was a third, ‘NGO-ised’ sector, 

reliant on precarious, feminised and low paid labour, substantially shaped by the 

urgency of responding to the specific social crises of HIV/AIDS and mass 

unemployment, and bolstered by legitimising discourses. Yet, as shown during the 

COVID pandemic, this configuration has failed to provide a meaningful social safety 

net or challenge dominant conceptualisations of care as devalued.

An historical analysis of community care systems grounded in an understanding of the 

wider social, political and economic contexts helps to frame these systems as socially 

and politically constituted and thus not natural nor taken for granted. This opens the 

possibility for considering alternative social and community care systems premised on 

different sets of assumptions. These need to simultaneously challenge the weakness 

of these systems in providing social care, the over-reliance on precarious and 

gendered labour dynamics, and the complexity of care itself. Paying attention to the 

practices and politics of care in how social protection is conceptualised and organised 

is a first step. Latin America offers some examples of governments expanding social 

services and integrating care related services and supports directly into their social 

protection frameworks ((Villegas Plá, 2025). This goes hand in hand with efforts to 

ensure that care is framed as a universal social right, moving beyond market-based 
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provision and addressing the gendered dynamics embedded within our current 

systems.

Finally, this analysis is somewhat limited in that it considers a particular period in time 

and does not trace the evolution of policies in more recent years. There has been 

some recognition of the flaws and failures of the EPWP in addressing mass 

unemployment in the country. New avenues of policy have emerged in the form of the 

Presidential Employment Stimulus program, as well as mounting evidence in favour 

of a Universal Basic Income Grant, which may significantly change the landscape of 

social protection in South Africa. However, policy on the community care sector in 

South Africa remains profoundly shaped by the original conceptualisations of care 

analysed in this paper. For this to change care work must be recognised as providing 

a fundamental public good. Furthermore, the imperative to collectivise care work, and 

to challenge the underlying assumptions for how it should be organised and supported 

must shift into the policy agenda setting arena.  
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Table 1: Policy documents analysed
Name of Document Departments Date
National guidelines on home- based care 
and community-based care

Health 2001

Appraisal of Home Community Based Care 
Projects in South Africa 2002-2003

Health, Social 
Development

2003

Expanded Public Works Programme Social 
Sector Plan 2004/05 – 2008/09

Social Development, 
Health, Education

2004

EPWP: Consolidated Programme Overview 
and Logical Framework (version 6)

Public Works June 2004

Audit on Home- And Community-Based 
Care in the Western Cape

Social Development April 2005

Policy Framework on Orphans and Other 
Children Made Vulnerable by HIV and AIDS
“Building a caring society together”

Social Development July 2005

A Handbook for Community Development 
Workers

Ministry for Public 
Service and 
Administration

2007

Community Care Worker Management 
Policy Framework (version 6.0)

Health, Social 
Development

2009

South African National Policy Framework for 
Home and Community Based Care and 
Support Programme

Health, Social 
Development

2010
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Table 2: Key informant interviewees

Interviewee code Background

ID001 Academic/government/health

ID002 Academic/social development

ID003 Government/social development/health

ID004 Government/health

ID005 Government/social development

ID006 Government/health/social development

ID007 Academic/health

ID008 Government/health
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Figure 1: Overview of planned career pathways according to skills training level for the 

HCBC programme of the EPWP (Copied from Department of Health et al., 2003)

*NQF: National Qualifications Framework

Page 28 of 33

http://mc.manuscriptcentral.com/heapol

Manuscripts submitted to Health Policy and Planning

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

https://uwcscholar.uwc.ac.za/home



For Peer Review

Code label Total 
frequenc
y

Frequency 
across 
policy 
documents

Frequency 
across 
interviews

Example quotation

Definition of 
community-
based care

23 21 2 “The Home and Community Based Care (HCBC) programme 
responds to the needs of people - individuals, families and 
communities - to access holistic and comprehensive services 
nearest home. This encourages participation and a return to the 
tradition of care- giving in community life, which strengthens 
mutual aid opportunities and social responsibility.
Home based care services focus on the family as a whole and 
can be classified into preventative, promotive, therapeutic, 
rehabilitative, long-term maintenance and palliative care 
categories.” South African National Policy Framework for Home 
and Community Based Care and Support Programme (p.7)

Employment 
relationships in 
the EPWP and 
Community-
based care 
sector

21 14 7 “On recruitment it should be made clear to applicants that they 
are being recruited by the relevant NPO partner and not the 
respective department that is financially supporting the NPO. 
Hence it should also be made clear that there should be no 
expectation to be employed or absorbed by the respective 
department. However, should a CCW meet the requirements for 
an advertised position in a respective department their service 
history may be considered.” Community Care Worker 
Management Policy Framework p. 48 

Explicit reference 
to gender 

9 2 7 “To alleviate unemployment for a minimum of one million people 
in South Africa, of which at least 40% will be women, 30% youth 
and 2% disabled, by 2009” Expanded Public Works Programme 
Overview and Logical Framework (p.14)
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“It’s important to understand the Calvinist approach to what the 
importance of a conservative family life with women forever 
dominated by men, forever doing the housework, some paid work 
gradually allowed and so on” ID002 

Volunteerism 26 16 10 “When engaging in the recruitment of the EPWP employees, the 
great risk is that all volunteers in these sectors regard themselves 
as entitled to an EPWP job. There needs to be public awareness 
and clarity on the separated and respective roles of a volunteer 
and roles of EPWP employee. As there might be a massive influx 
of potential volunteers to the sector in the hope of obtaining some 
form of work, a clear communication strategy targeting 
understanding of the ongoing need for volunteers needs to be put 
in place. A Code of Good Conduct for Volunteers and 
Organisations that utilise the services of volunteers’ needs to be 
drawn up and widely circulated.” Expanded Public Works 
Programme Social Sector Plan 2004/5-2008/9 (p.307) 

Third sector and 
NPO 
partnerships

35 19 16 “Well it's the budget, you see. So the priorities, you know, so I'm 
speaking ...because one of the big conversations at the moment 
is they want to move our counsellors out of facility so that 
because it's a legal loophole around their employment status. So 
basically, they're saying it's not really ethical to have them 
working in the facility, but you're employing them through NPOs 
and they don't get the full package of working in your facility. 
Yeah. So they say, Oh, well, we'll just move them out. And that's 
really not the point, in fact ethically, I think that's appalling. But 
practically, we're going to lose the real value that we're getting 
from them, which is task shifting. Yes. And anyway, you know, so 
I'm speaking very much against so-called community models at 
the moment.” (ID004)

Page 30 of 33

http://mc.manuscriptcentral.com/heapol

Manuscripts submitted to Health Policy and Planning

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

https://uwcscholar.uwc.ac.za/home



For Peer Review

“This relationship exists because NPOs are seen as the preferred 
mechanism for community involvement in decisions regarding 
their care and support, the offering of community-based services 
and the wider self-empowerment of communities” Community 
Care Worker Management Policy Framework (p.41)

Training and 
skills

52 34 18 The GDS Agreement emphasised that relevant and targeted 
training should form a central component of the EPWP to ensure 
that workers attain relevant and marketable skills. EPWP: 
Consolidated Programme Overview and Logical Framework 
(p.21)

Discourses on 
empowerment 
and dignity 

21 15 6  “When visiting the HCBC projects in Soweto 2003, the Minister 
of Health Dr Tshabalala-Msimang stated that ‘HCBC is centred 
around the principles of Batho Pele and service to the people and 
it is geared towards community empowerment. It takes a holistic 
approach to the challenge of the diseases related to poverty that 
is affecting our people and takes into account the cultural beliefs 
and values of individuals” Audit on Home- And Community-Based 
Care in the Western Cape (p.6)

Conceptualisatio
ns of state 
responsibility

40 24 16 HCBC entails the provision of comprehensive services, including 
health and social services, by formal and informal caregivers in 
the HCBC and support programmes. It was prioritised as a cost-
effective response, substituting a significant proportion of Aids-
related hospital care. The EPWP proved to be a critical 
component of the effort to deliver holistic HIV/Aids and 
tuberculosis-related services and it represented a strategic 
opportunity to address key pressure points in interventions. 
Expanded Public Works Programme Social Sector Plan 2004/05 
– 2008/09 (p.69)
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Discourses on 
uBuntu, “civic” 
duty and 
responsibility

15 9 6 “Within South Africa it has been suggested that the social values 
of uBuntu can act as such a universal value system to express 
our intent for management practices. This understanding stems 
not only from the familiarity of uBuntu as an African value system 
but also its influence on the Constitution of the Republic of South 
Africa and underpinning of the principles of the Batho Pele 
programme” Community Care Worker Management Policy 
Framework (p.36)

Bureaucracy and 
ossification

18 6 12 There are also organisational aspects to respecting and 
challenging people and partners. In respecting partners the dry 
season phenomenon offers two examples. On the side of NPOs it 
can be the failure of partners in submitting critical performance 
data to allow the release of funds. Within the departments’ it can 
be bureaucratic processes that hamper contracts being signed 
which are critical to the release of funding. Community Care 
Worker Management Policy Framework (p.40)

Informality 14 8 6 the informal caregiving, so I think this now sits, and that was 
perhaps part of the tension, it started sitting somewhere in 
between, it was like semi-formal, so still in this province, there’s 
ongoing issues around, those people are not employed by the 
department of health themselves, they are employed by NGOs 
that the department contracts. But and so there’s always this kind 
of removed engagement, actually, with that workforce. And it also 
enabled, or perpetuated some of the problematic aspects, like 
failure of recognition, which includes failure of remuneration, 
which is common across the, you know, the in-facility counselors, 
but also the home-based carers ID008 
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Precarity 28 14 14 This allowed for negotiated wages below the statutory minimum. 
It also limited the duration of employment under these special 
conditions and provided that all workers employed under these 
conditions would be entitled to training
– from life skills training to ABET in compensation for the lower 
wages. EPWP: Consolidated Programme Overview and Logical 
Framework (p.29) 

Community 
mobilisation 

6 1 5 So we brought in a couple of the FBOs but they then didn’t just 
work in their area, we would ask them to attend the other MSAT 
meetings so that these MSATs could understand where they 
were coming from and how they would approach the issue of 
HIV/AIDS. And we got the FBOs to, every week, when one of the 
pastors was speaking in the church on the Sunday, we would ask 
them to have a little talk about HIV/AIDS. It would either be a 
community member who belonged to the MSAT organization or it 
would be an MSAT coordinator that actually goes to talk in the 
church to the community, to the congregation. ID004 

Crisis as a 
driving factor

“The extended family, which is already weakened by social 
upheaval, urbanization and poverty, is not able to provide care 
and protection for such large proportions of orphans and 
vulnerable children. The crisis has led to a situation where the 
protection of the rights of orphans and other children made 
vulnerable by HIV and AIDS can no longer be guaranteed without 
government, community, business and civil society interventions” 
Policy Framework on Orphans and Vulnerable Children, p.2
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What Is COVID-19 Teaching Us About Community Health Systems? A Reflection 
from a Rapid Community-Led Mutual Aid Response in Cape Town, South Africa 
(Paper 2) 
 

Van Ryneveld, MN., E. Whyle and L. Brady (2022). "What Is COVID-19 Teaching Us About 

Community Health Systems? A Reflection from a Rapid Community-Led Mutual Aid 

Response in Cape Town, South Africa." International Journal of Health Policy and 

Management 11(Special Issue on CHS-Connect): 5-8. 

 

Key words: community health systems, collective action, mutual aid, Covid-19, South 

Africa 

 

Paper overview 

This paper is a reflection piece published as part of a special issue on community health 

systems organised by the research consortium CHS-Connect. It does not offer analysis 

based on empirical data but rather draws on the authors’ reflections and personal 

experiences to discuss the work of the CANs as they organised a city-wide mutual aid 

response to the Covid-19 pandemic. The paper traces some of the background to the 

CANs and describes the ways of working that enabled the network to operate in flexible, 

adaptive and self-organising ways. It contrasts this to the top-down formal pandemic 

response of the time. 

 

Contribution to the thesis 

This reflection paper presents an early-stage description of the work of the Community 

Action Networks in responding the pandemic. It describes the ways of working that 

emerged from the network – in particular the hyper-local, autonomous and horizontal 

approach to organising. It emphasises the role of relationships and trust building, as well 

as localised knowledge and community resources, in driving the collective action of the 

CANs. It reflects on the opportunities, limits and challenges of collaboration with the 

formal health system, and what these mean for sustaining community-based collective 
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action. As this paper was written and published during the pandemic, it also offers insight 

into the emergent insights and reflections from a time in which the CANs were most 

active.  

 

Candidate’s contribution 

I, together with my co-authors EW and LB, conceptualised the paper by drawing together 

data gathered from our involvement in a variety of “sense-making” activities for the 

network. This was done through a series of online meetings and conversations amongst 

the authors in which the key messages emerging at the time were consolidated. I drafted 

the initial version of the paper. This was reviewed and edited by the co-authors, and then 

finalised by me. 
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The coronavirus disease 2019 (COVID-19) pandemic has exposed the wide gaps in South Africa’s formal social safety 
net, with the country’s high levels of inequality, unemployment and poor public infrastructure combining to produce 
devastating consequences for a vast majority in the country living through lockdown. In Cape Town, a movement of self-
organising, neighbourhood-level community action networks (CANs) has contributed significantly to the community-
based response to COVID-19  and the ensuing epidemiological and social challenges it has wrought. This article 
describes and explains the organising principles that inform this community response, with the view to reflect on the 
possibilities and limits of such movements as they interface with the state and its top-down ways of working, often 
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Re-imagining the Community Health System
Coronavirus disease 2019 (COVID-19) has had major 
implications for how people around the world are thinking 
about, experiencing and re-imagining their health systems, in 
particular at the community level. The nature of the disease, 
as well as the implementation of hard lockdowns, travel 
bans and restrictions on local movement, has meant that its 
impact has been felt by virtually every person in the world. 
In South Africa, as elsewhere, COVID-19 has provoked swift 
and wide-ranging mobilisations of both state and civil society. 
Amongst the latter are legal and rights-based initiatives, 
pressure groups for increased social security allocations, 
non-governmental organisations providing various forms 
of relief and a number of mutual aid initiatives that have 
sprung up across many of the nine provinces. In this piece we 
explore lessons from the emergence of a community action 
network (CAN) in Cape Town in response to COVID-19, 
known as Cape Town Together (CTT), in which the authors 
have been active participants. These insights have emerged 
out of processes of collective sensemaking enabled through 
ZOOM conversations, WhatsApp groups discussions, and 
joint actions or projects that the authors have been a part of. 
As embedded researchers in this community led response 
we hope to share some initial insights to spark conversation 
on the network’s forms of organising and on the contested 

space of interaction, negotiation and potential for learning 
that results when this kind of bottom-up approach meets the 
range of other responses, especially that of the state and its 
formal health system. 

We draw on definitions of the community health system as a 
complex, overlapping set of systems, involving actors spanning 
various societal levels and concerned with the production of 
health at the interface between top-down building blocks of 
the health system and bottom-up mobilisation of community 
responses.1,2 Community-level responses to COVID-19 such 
as CTT have, in many ways, served to disrupt the false binary 
between the health system and community as separate entities 
interfaced solely through formal, often state-sanctioned 
structures such as health committees or community 
outreach programmes. Instead, what has emerged is the 
power of localised collective action in addressing many of 
the immediate health and socioeconomic challenges of the 
pandemic – often circumventing the “legitimate” avenues for 
action and engagement and resorting to informal networks 
and relationships instead.

The Birth of Cape Town Together
In early March 2020 a small group of public health folk, 
activists and community organisers (including the authors), 
saw the need for a collective, community-led response to 

View Video Summary
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COVID-19 in the city. As a result, CTT was born. The group 
began by putting together an online toolkit encouraging people 
to organise into a network of autonomous, self-organised, 
neighbourhood-level CANs. The underlying premise was 
that many of the challenges arising from COVID-19 – both 
epidemiological and social – are best responded to at the 
neighbourhood level. Usually beginning with a WhatsApp 
group, neighbours connect and assess the immediate needs 
of their specific community, identifying those who are more 
vulnerable and those who can volunteer to help.

Within two months over 170 CANs had emerged across 
the city. The CANs exist across the socioeconomic range of 
Cape Town’s extremely unequal neighbourhoods – from 
Khayelitsha, which has a population density of up to 16 500 
people per square kilometre in some parts – to Constantia, one 
of the wealthiest suburbs in Cape Town, where the population 
density is 607 people per square kilometre.3 There is no copy-
paste formula for the CANs, as each one develops according 
to the specificities of the neighbourhood. In some cases, 
pre-existing neighbourhood-level structures such as street 
committees or faith-based groups work alongside or together 
with the CAN. In other cases, completely new relationships 
were established both within and between neighbourhoods, 
often enabled through collaborations between CANs that 
have begun to connect across the social divides and legacies 
of segregation that still exist in the city. 

The CANs have received no financial support from the 
government, although most CANs engage in locally organised 
fundraising initiatives, raising money through donations 
within CANs or between CANs to generate resources. Under 
the CTT umbrella, there are multiple opportunities for the 
CANs to converge around various “nodes” in the network, 
offering spaces to share resources, knowledge, and to reflect 
and debrief on their experiences. There are also a number of 
thematic CANs working on resolving cross-network issues 
(such as building sustainable food systems, supporting 
neighbourhood-based alternatives for self-isolation, cross-
network learning, and tackling fear and stigma of the virus), 
and a series of logistical teams doing fact-checking of health 
information, and designing informational materials for the 
network. The structure is de-centralised, non-hierarchical 
and self-organised and all neighbourhood CANs, thematic 
CANs and coordination teams are completely autonomous. 
New thematic CANs emerge organically on a regular basis 
in response to emerging needs, and old ones disintegrate as 
the energy of the group is needed elsewhere. There have been 
many challenges along the way, and not all the CANs operate 
seamlessly. This approach to organising is often met with 
confusion or suspicion, as it requires a leap of the imagination 
away from the hierarchical and highly structured forms of 
organising that many are used to. Nevertheless, at the time of 
writing in August 2020, the network had sustained for nearly 
5 months with the occasional new CAN still emerging.

 
Building Trust Through Building Relationships
As the network has grown, the group has articulated ways 
of working to guide its development and facilitate its 

catalytic spread. These include foregrounding interpersonal 
connection and trust; an informal, adaptable structure, and 
collaboration with existing structures (including government) 
while remaining critical and resisting co-option. Building 
interpersonal relationships facilitates a large degree of trust, 
allowing for a dynamism that is unhindered by the need for 
constant accounting. This has also facilitated an ability to 
“move at the speed of trust.” This means using the strength of 
human relationships and mutual good faith to move quickly 
and without onerous accountability mechanisms whenever 
possible. When trust is absent, or when vested interests 
emerge, working at the speed of trust means slowing down 
to consider complexities, risks and fears, before taking any 
action. 

An example of this is the varied and highly effective network 
of community kitchens and food distribution schemes that are 
operated by the CANs. Food security quickly emerged as one 
of the most urgent issues within the CANs, as thousands of 
people already living on the edge of poverty lost their income 
as a consequence of South Africa’s decision to implement a 
hard lockdown. For a significant number of those facing 
massive food insecurity, the threat of hunger looms far greater 
than the threat of the virus itself. In response, most CANs 
now run multiple community kitchens and household food 
parcel distribution efforts, choosing how to do so based on 
local contextual factors that they are best-placed to assess and 
respond to. The immediate and widespread response of the 
CANs and the CTT network sharply contrasts with the slow, 
and lumbering response of the government to deliver state-
sponsored food relief. In fact, well after lockdown began, 
food distribution through the CAN network and other civil 
society efforts remained the main source of food relief to a 
significant majority of people living in Cape Town. There has 
not been a systematic count of how many people the CANs 
are feeding, but an estimate established through self-reported 
data suggests that the number is well into the thousands.

The experience of the CANs hints at the potential of a 
reimagined community health system in which the false binary 
between community and state is challenged, and the power 
of informal networks and collective action in unprecedented 
crisis situations is brought to the fore. But it has also brought 
into sharp focus the emergent tensions and complexities at 
this interface, even in the context of genuine commitment to 
engage from both communities and the formal health system.

A key tension relates to the core framings of the response to 
COVID-19. The government’s efforts to contain and mitigate 
the damage caused by the virus still focus predominantly 
on what science can tell us about how the virus spreads. 
As a result, resources are funnelled into a prioritised menu 
of public healthcare interventions that are formulated at 
higher levels of government by scientific command councils, 
based on particular framings of risk, and operationalised 
through standard operating procedures and bureaucratic 
implementation logics.4 Community intelligence – in 
other words, the tacit, situated knowledge arising from and 
produced within life-worlds and lived realities – cannot be 
compartmentalised into a standard operating procedure.5 
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Although fundamental to understanding the social spread of 
the virus, including the ways in which fear, stigma, poverty 
and the effects of lockdown intertwine to produce effects far 
more lethal than the virus itself – it has not been meaningfully 
incorporated into the state’s framing of the virus and its 
required response. A consequence of this is that, while this 
kind of knowledge is constantly generated and used by those at 
the community level, there is huge complexity in negotiating 
whether this knowledge could or should inform more of the 
state’s response.

As has been the experience of CTT, there is often a clash of 
very distinct ways of working when top-down and bottom-up 
approaches interface. To some degree, this can be overcome 
by building relationships and trust between actors, and 
there have been some remarkable examples of this kind of 
cooperation taking place, enabling the CANs to continue with 
their work with the tacit support of the state. The provincial 
Department of Health has recognised the network, attending 
some of the “co-learning” sessions that are hosted regularly. 
Additionally, there are a number of important “boundary 
spanning relationships” that have facilitated important links 
between the CANs and government. For example, there are 
many government employees who are also members of their 
neighbourhood CANs, as well as senior officials who are 
not CAN members but who understand their importance, 
allowing for a level of interconnection that serves to 
disrupt many of the usual bureaucracies that prevent these 
connections from forming organically.6 

The challenge remains that the entrenched structure of 
a governmental department and an innately hierarchical 
approach to engaging with communities sometimes 
undermines the very principles that have made the CANs 
a central player in the COVID-19 response. This clash of 
approaches arises out of the fact that the CANs do not rely 
on hierarchies and bureaucracies to get the work done, 
but on building human connections. An imposition of a 
bureaucratised and hierarchical way of working – for example 
requiring a representative from the network who is “delegated 
to” from above, clashes with the principles of self-organising and 
decentralisation that enable the CANs to build relationships, 
take care of their neighbours, and operate autonomously and 
nimbly in their local context. While collaboration may well be 
important, its limits must be recognised – particularly in the 
context of an unprecedented crisis where all systems are being 
pushed to capacity. It is important that bottom-up movements 
practicing a decentralised, self-organised approach, are able 
to resist the tendency to default to command and control 
approaches – especially when pressure increases and there is a 
desire to “scale up.”7 It is also important to resist the threat of 
depoliticization, where participatory projects become “tools 
of governance that contribute to the maintenance of the status 
quo, rather than serving as strategies for resistance and change 
by excluded groups.”8

The experience of CTT as an emergent community-based 
response to the pandemic in Cape Town – a city plagued 
by chasmic economic inequalities and social division – is 
an example of the necessary growth of bottom-up mutual 

aid initiatives in the stark absence of a state-led social safety 
net. It demonstrates the power of informal networks and 
invented spaces, which are able, with limited material and 
financial resources, to provide widespread social support 
at a neighbourhood level in times of crisis.9,10 In moving 
towards a more coherent and trust-based interface between 
such initiatives and the formal health system it is imperative 
that boundary spanning operates in a bi-directional manner. 
Engagement must be sustained over time, rather than once-
off meetings and check-box style public participation. There 
is also a need for recognition, on the part of the state, of the 
work of informal networks and a willingness to resource 
and support this work without making it dependent on 
formalisation and bureaucratisation.

CTT has demonstrated that many of the people who play a 
vital role in the community health system are not necessarily 
recognised as being part of it – the women who organise 
scarce resources to cook for their neighbours in need, the 
person with phone numbers for everyone on their street, the 
retired nurse and grandmother who is called upon for medical 
advice, or the health official who is also a community member 
when she returns home from work – these have been some of 
the most prominent players of Cape Town’s community health 
response to COVID-19. As the rise of mutual aid initiatives 
across the world shows, the seeds of collective action and self-
organising have always existed. The experiences of community 
mobilisation in the face of a threat such as COVID-19 provide 
important opportunities for re-thinking community health 
systems, in particular the challenges of sustaining collective 
action that is community-initiated and -driven, rather than 
state organised. A foundation has been laid to build back 
better, towards a world in which community-led responses 
have an important and legitimate role to play.
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Clash of Cultures: Bureaucracy Meets Localism, Informality and Trust in 
Responding to the Covid-19 Crisis in Cape Town (Paper 3) 
 

Van Ryneveld, M., E. Whyle and L. Brady (2022). Clash of Cultures: Bureaucracy Meets 

Localism, Informality and Trust in Responding to the Covid-19 Crisis in Cape Town. 

Psychosocial Perspectives on Community Responses to Covid-19. E. O’Dwyer and L. G. 

Silva Souza, Routledge. 

 

Paper overview 

This book chapter discusses three projects that took place within the network of CANs 

over the course of the pandemic – a large network of community kitchens, the CANs’ 

involvement in the provincial Department of Health’s communications strategy, and the 

“EMS Vaxi-Taxi” project, which saw the CANs collaborating with Emergency Medical 

Services (EMS) to launch a mobile, door-to-door vaccine campaign. The chapter 

describes these projects and then presents an analysis foregrounding how they point to 

both the short-term challenges and long-term shifts in perspective. It also presents 

insights into countering power imbalances and hierarchical bureaucratic culture to allow 

for a more people-centred pandemic response. 

 

Contribution to the thesis 

The focus of this chapter – informality, trust and localism as fundamental features of the 

CAN response to the pandemic – offers important insights into the challenge of state-

community interfaces and meaningful collaboration with the formal health system. It 

highlights the significance of relational accountability in creating enabling environments 

for new forms of collaboration, while also pointing out how easily this can be dampened 

through a return to a bureaucratised status quo. It also presents further detail on the 

CANs’ and the kinds of services they provided during the pandemic 

 

Candidate’s contribution 
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I, together with my co-authors, conceptualised and drafted the paper through a process 

of reflection and sense-making conversations amongst the authors. Our respective 

involvement with cross-CAN networking, logistics and bridge-building with the provincial 

Department of Health and Wellness allowed us to gather the data, through participant 

observation, interviews and embedded research approaches. Dr Brady’s involvement as 

both a CAN member and a member of EMS allowed her to bring in the insights and 

evidence to write up the Vaxi-Taxi case. I drafted the initial version of the paper, with edits 

and feedback from the co-authors.  
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This is an Accepted Manuscript of a book chapter published by Routledge in Psychosocial 

Perspectives on Community Responses to Covid-19 on November 30, 2022, available 

online: 

https://www.routledge.com/Psychosocial-Perspectives-on-Community-Responses-to-

Covid-19-Networks-of/ODwyer-Souza/p/book/9781032295060  

 

Authors: Manya van Ryneveld, Eleanor Whyle & Leanne Brady  

 

Chapter 11: Clash of Cultures: Localism, informality and trust in responding to the Covid-

19 crisis in Cape Town  

 

Introduction  

Cape Town Together (CTT) emerged in early March 2020 as a neighbourhood-level, 

bottom-up response to the Covid-19 pandemic in Cape Town, South Africa. The impetus 

behind it was to build a community-based network that would spread faster than the 

virus itself, enabling and encouraging people to self-organise within their communities 

and in solidarity with others around the city. CTT connected neighbourhood-level 

Community Action Networks (known as CANs) throughout the city to allow for the 

mobilisation and sharing of local knowledge, resources, and inspiration to tackle real-

world challenges of the pandemic and ensuing lockdown.  

 

Despite its progressive constitution, South Africa is one of the most unequal countries in 

the world, and the country’s system of social protection has significant gaps (Francis & 

Webster, 2019; Lund & Budlender, 2008). In this context, the city of Cape Town is 

particularly unequal and deeply divided. In the face of a top-down, initially militarised 

pandemic response from the South African state, networks of mutual aid and support 

such as CTT played an important role in the pandemic response (Bailie, 2020; Levine & 

Manderson, 2020; Van Ryneveld et al., 2022). Through a combination of trust-based 

accountability, horizontality, autonomy and relationship-building the CANs present an 
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effective alternative to dominant models of crisis-response in public health 

emergencies. This unique structure enabled a degree of rapidity and flexibility that 

enabled the CANs to work alongside formal health system and civil society response 

efforts and meet the emergent local needs that would otherwise have been neglected. 

However, in many instances the informal and relationship-driven approach to organising 

that enabled the CANs to be so responsive to local needs, presented an intractable 

barrier to working with or getting support from more established organisations, including 

the state. This chapter reflects on the experience of CTT, drawing out insights regarding 

how the state’s pandemic response can interact with informal and community-led 

responses to promote and protect the health of the public, and the challenges inherent 

in doing so.  

 

The chapter is structured into three sections. The first section provides some background 

to the social and structural make up of Cape Town as a city, highlighting specific issues 

such as the deep-rooted inequality, progressive but inadequate welfare infrastructure, 

and a legacy of spatial apartheid. The second section presents three projects that have 

arisen from the network over the course of the pandemic – a large network of community 

kitchens, CTT’s involvement in the provincial Department of Health’s communications 

strategy, and the “EMS Vaxi Taxi" project, which saw CANs collaborating with Emergency 

Medical Services (EMS) to launch a mobile, door-to-door vaccine campaign. In the last 

section, we put forward an analysis of these cases, paying attention to short term 

challenges and long-term shifts in perspective, and what this says about countering 

power imbalances and hierarchical bureaucratic culture to allow for a more people-

centred pandemic response.  

 

Context and background  

Cape Town is the oldest and one of the largest cities in South Africa (Sinclair-Smith & 

Turok, 2012). It is widely regarded as a city of extreme disparities in wealth and 

socioeconomic status (Turok et al., 2021). Most neighbourhoods remain segregated 
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along race and class lines, often with large distances and physical barriers such as 

mountains, nature reserves, highways, golf courses, industrial areas and railway tracks, 

between them (Sinclair-Smith & Turok, 2012; Turok et al., 2021). Thus, the city contains a 

huge concentration of wealth in its more affluent suburbs, which exist alongside more 

densely populated informal and semi-formal neighbourhoods that house most of the 

city’s population but remain under-resourced and under-serviced. Many families, 

designated Black or Coloured during apartheid, were forcibly removed to these areas 

from other parts of the city under the Group Areas Act of 1950, and the legacy of this 

spatial apartheid still runs deep in the city today.  

 

South Africa is governed through three spheres of government – national, nine provincial 

governments, and a third sphere of local municipal governments. The provision of public 

services, in particular health and social welfare, involves all three spheres. The country 

has a relatively strong but ultimately inadequate social welfare system, based on cash 

transfers to particular vulnerable groups (particularly the elderly and those caring for 

children) rather than delivery of social services, and bolstered by an expansive third 

sector of civil society groups, non-profits, private donors and volunteer organisations 

(Button et al., 2018; Lund & Budlender, 2008; Patel, 2009). In a public policy context 

characterised by creeping neoliberalism, extensive privatisation, corruption and market-

driven social welfare and health policy agendas, there are large gaps in the social safety 

net, especially for millions of unemployed and under-employed people in a country with 

an unemployment rate of close to 35% (Statistics South Africa, 2021). The formal welfare 

system often struggles to enact the flexibility, responsiveness and creativity required in 

times of extreme change and instability. In addition, the sense of chronic emergency that 

millions of Capetonians live with – with regards to access to basic services such as 

housing, water, food, and security – means that crises such as the pandemic are layered 

onto an already heavily strained system.  
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A key driver of the widespread participation in CTT was a long history of community-

based activism, self-organisation and responsiveness, rooted in the struggle against 

apartheid and, later, in HIV/AIDs activism (Paremoer, 2018). In many working-class 

neighbourhoods this practice has never been relinquished, due to the continued struggle 

to access basic services. In other neighbourhoods, the memory of collective struggle and 

self-organising persisted and was rekindled by the emergence of the Covid-19 pandemic. 

The wide network of community groups, volunteer organisations and local non-profit 

organisations that exists around the city meant that many thousands of people were 

ready to mobilise together as the Covid-19 pandemic began to take shape. Thus, when a 

small group made up of social justice activists, public health students, community 

organisers and artists, put out the call to action on social media, the response was rapid, 

and the network grew exponentially.  

 

The CANs in Cape Town  

CTT is structured as a horizontal collective of autonomous, decentralised, and hyper-

local CANs from across the city. Anyone can start a CAN in their own neighbourhood by 

creating a WhatsApp group and registering the neighbourhood and a communication 

liaison person on the CTT database. At the height of the pandemic, in 2020, there was 

also an option to sign up via an online sign-up form which would then match you with an 

existing CAN in your neighbourhood or prompt you to start the first one if no CAN existed. 

Every neighbourhood is different, thus no two CANs operated in the same way. Some built 

on existing social networks, community groups and voluntary organisations, but many 

were built from scratch by people, previously strangers, who connected over a mutual 

desire to respond to the crisis. At the height of the response there were over 170 CANs 

operating in neighbourhoods across the city. As the CANs expanded, solidarity between 

CANs (and therefore across the city) deepened – based on relationships of trust between 

individuals who otherwise might never have connected.  
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The kinds of services provided by the CANs varies widely, depending on the specific 

challenges experienced by each neighbourhood. During the height of the pandemic 

almost every CAN was involved in some form of food provision, through fundraisers for 

food voucher distribution, food parcels, or community kitchens and gardens. Levels of 

food insecurity soared across the city because of a harsh lockdown and many industries 

having to close, leaving people stranded without work for many weeks (Wills et al., 2020). 

Food aid from the state was generally in short supply and was difficult to access, involving 

bureaucratic process for verification. Thus, neighbourhood-based food aid such as that 

provided by the CANs was a very important stop-gap measure for extreme food 

insecurity. CANs facilitated accessible communication and information sharing on the 

pandemic through weekly “co-learning” sessions hosted online on a wide range of topics 

from accessing the Covid-19 relief grant to keeping a community kitchen safe and 

following Covid-19 prevention protocols, and many more. CANs set up pulse oximeter 

lending libraries for at-home oxygen monitoring. They provided self-isolation support for 

people with Covid- 19, with some CANs even setting up fully operational community care 

centres offering a safe space for people from crowded households to self-isolate in their 

own neighbourhoods.  

 

The range of activities taken up across the network were shaped by an overarching ethos 

of collective action and self-organising. As the network grew, CAN-members began to 

identify and articulate a set of guiding principles that were eventually captured in a ‘ways 

of working’ document (van Ryneveld et al., 2020). CTT Ways of Working emphasised 

some of the key features of the network, such as flexibility, localised responsiveness, 

relational and trust-based accountability, and a redefining of aid as rooted in solidarity, 

not charity. It also helped to recognise and legitimise the inherently political nature of this 

work, while at the same time distancing itself from the grandstanding of political parties 

and figureheads working within a framework of electoral politics and point scoring.  
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Methods  

This paper presents a collective reflective analysis based on personal experience of the 

authorial team within the CTT Network. The three authors are Health Policy and Systems 

researchers who have been working within CTT since its inception. In addition, one 

author (LB) is a clinician and embedded researcher within the EMS in Cape Town. In 2020 

and 2021 the authors worked to facilitate and enable cross-CAN communication and 

information sharing, establishing several CTT projects designed to enable collective 

reflection, sense- making and learning from the CAN experience. This included the 

establishment of the Connecting CANs Fellowship, which provided CAN-members 

involved in cross-CAN activities with a space for reflection and resulted in the publication 

of a cookbook and story-archive (Cape Town Together CAN, 2020). In addition, the 

embedded researcher in EMS acted throughout 2020 and 2021 as a boundary-spanner 

(Sheikh et al., 2011) between the CANs and the formal health system and has continued 

to facilitate connections between CANs and the Provincial Health Department.  

 

In this chapter, we present three case studies of collective responses to the pandemic 

that are led by, or involve, the CANs. These projects can be understood as sites of 

interaction between the CANs and the formal health system providing insights into the 

complexity and challenges of this interaction. Data collection consisted of shared 

reflection sessions, interviews, and participant observation, and was supplemented by 

communication records such as Zoom recordings and WhatsApp conversation archives. 

The discussion presented here is based on the collective reflection of the authors. In this 

reflection, we sought purposefully to focus on the interaction between the CANs and the 

formal health system, focusing particularly on the elements of this relationship that have 

sustained beyond the initial Covid-19 crisis and lock-down. In doing so, we hope to reveal 

the long-term value of community-led crisis response to building health systems that are 

responsive to the needs of the populations they serve and to strengthening the 

relationship between the state and the people it serves.  
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Cases 

CAN community kitchens and a kitchen voucher program 

The CAN community kitchens are an example of radical social solidarity that emerged in 

the early days of the pandemic when the hard lockdown was announced. Lockdown 

restrictions left many daily wage earners without work, resulting in extreme food 

insecurity and families struggling to put food on the table (Arndt et al., 2020; Wills et al., 

2020). While there was some food aid provided by the state, this was slow to get off the 

ground, difficult to access and inadequate to address the scale of food insecurity being 

experienced as a result of lockdown (Anciano et al., 2020; Davis, 2020; Ekeland, 2022). 

In Cape Town, the network of CAN community kitchens spread at an exponential rate, 

responding to the unprecedented levels of hunger being seen in communities across the 

city – many CAN-members described hunger as ‘the second pandemic’, and saw little 

hope of relief from the formal pandemic response (Brady & Valley, 2020). While the 

primary focus of the CAN community kitchens was to provide hot meals for their 

neighbours, they were also serving more than food. These kitchens, many of them run by 

women, quickly became social hubs providing a wide range of support for the many 

challenges of life under lockdown. Kitchens became the spaces where people could 

access the latest information about Covid, receive support regarding issues of gender-

based violence, or pick up photocopied textbooks for home schooling.  

 

Given the informal nature of the kitchens and the fact that many of them had no 

institutional backing, other than from within their communities, there was a significant 

threat that they would be closed by the police for disobeying lockdown regulations. With 

the recognition that these kitchens were an essential lifeline within the pandemic 

response, kitchen organisers, health system activists and public servants form the 

Department of Health co-developed guidance on ‘how to keep your community kitchen 

Covid-free’. An unofficial decision was made to place the EMS logo on pamphlets as a 

stamp of approval. This gave the kitchens some legitimacy, as they could be shown to 

police officers who may otherwise have seen it as their duty to shut down the kitchen. 
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These initial pamphlets later became part of the formal public health guidance for Covid, 

demonstrating an unusual but participatory approach to public policy.  

 

Kitchens drew on a range of resources to stay open. These ranged from raising donations 

across CANS, to collaborating with or establishing food gardens that could provide fresh 

ingredients. While some kitchens were able to provide their service out of piece-meal 

donations, it was clear that more stable funding would be required if the network of 

kitchens was to stay open and continue their vital service. Yet many of the kitchens were 

informal, often emerging spontaneously from someone’s private backyard or garage 

space. Usually, the approach would be for donors to only fund registered NGOs, and this 

would have presented a major obstacle to the network of kitchens to access funding.  

 

A collaboration between the CANs, and the Western Cape Economic Development 

Partnership (EDP) and the DG Murray Trust (DGMT), two formal civil society organisations 

with long-standing links to the Department of Health, was established to experiment with 

a funding model that relied on networks of trust, rather than paper-based accountability 

mechanisms, to determine who qualified for funding. This was possible because the 

nature of the pandemic had momentarily lifted much of the bureaucratic red tape that 

normally presents a major barrier to accessing resources, funding and support. The 

CANs, together with the EDP and DGMT, conducted a mapping exercise to create a record 

of kitchens across the city. The process by which a kitchen qualified for funding was a 

phone call to a neighbour who acted as the reference. Since most kitchens were cooking 

the same food for their neighbours that they were eating themselves, this was an effective 

approach.  

 

CAN involvement in Covid-19 Pandemic communications strategy  

The Covid-19 pandemic communication strategy of the Department of Health is another 

example of a CAN initiative that highlights the complexities and power dynamics inherent 

in collaboration between the CANs and the formal health sector. Early in the pandemic, 
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there was a recognition among decision-makers of the need to shape the narrative of the 

pandemic into one of solidarity and mutual support, and to avoid metaphors of a “war to 

be fought and won”, especially given the rising fear and stigma surrounding Covid-19, and 

the country’s history with HIV-related stigma and fear of testing (Musu, 2020; The 

Workshop, 2020). In this context, the Department’s communication strategy valued 

public participation and sought to incorporate community perspectives. The 

communications group was a relatively informal space made up of senior decision 

makers, including the Communications Director, the previous Head of Department and 

the Chief of Operations, which met every Saturday morning for two to three hours to 

grapple with the complexity of public health messaging on the pandemic.  

 

Input from the CANs was communicated by LB, facilitating reflection on the lived 

experiences of CAN members in official public health communications. This cooperation 

led to a community radio series on the pandemic where, in place of traditional public 

service announcements, CAN members from across the city shared experiences of how 

they were dealing with the pandemic, and keeping themselves and their loved ones safe. 

Later, the CANs were invited into the steering committee of the Social Mobilisation 

Working Group, a group set up to enable more specific focus on social mobilisation 

efforts as part of the state’s response. This was a significant development given that, 

ordinarily, only formal organisations are invited to participate – effectively excluding the 

perspectives of many of the city’s grassroots community group and social activists. 

Despite these examples of progressive change, the initial appetite for inclusive and 

creative communication strategies sparked by the sense of urgency surrounding the 

pandemic waned over time. Soon, the Department’s response to the pandemic became 

more procedural and limited by the usual bureaucratic processes, making it difficult to 

continue to include the perspectives of CANs and other community groups into the 

communication strategy.  
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EMS Vaxi-Taxi  

The third example is the “EMS Vaxi Taxi”, a mobile vaccination project that built on the  

network of CANs and community kitchens, working with local community leaders to 

build trust and provide opportunities for vaccination to low-income neighbourhoods by 

bringing the vaccines to their doors, at convenient times, including weekends and 

evenings where necessary. At the core of the project was community engagement and a 

range of social mobilisation activities both online (via WhatsApp and Facebook) and 

walking door-to-door, distributing pamphlets or a “party invite” with official Department 

of Health logos, with a trusted community member’s name and contact number 

displayed, for people who have questions. These tools allow for conversations about 

vaccinations to be held between trusted community leaders, health care workers and 

community members, both prior to and on the actual day of the vaccination drive.  

 

The EMS Vaxi Taxi project uses the networks of trust developed by the CANs and their  

community kitchens to nurture and develop relationships and trust between EMS and  

community members. Importantly, this initiative has enabled the seeds of bi-directional  

trust building by increasing the public’s trust in the public health system, while also 

helping to build providers’ trust in the public. The EMS context has been characterised by 

multiple attacks on ambulance crews who have felt increasingly unsafe while delivering 

emergency services to the public (Ntatamala & Adams, 2022). Activities such as the Vaxi 

Taxi project have enabled a ‘paradigm shift’ (W. Philander, personal communications, 

20th December 2021) where ambulance crews are being reminded of the power of 

collaboration with community groups. In addition to the contribution made to the 

vaccination program, reaching people who may have otherwise been left behind, the Vaxi 

Taxi project has also been an alternative placement for EMS staff who have underlying 

illness which places than at high risk for severe illness if they contact Covid or who were 

on incapacity leave for trauma related to mental health illness due to the high levels of 

assaults experienced by EMS staff. The Vaxi Taxi has been a place of healing for these 

EMS staff who have been unable to return to work, where they have found a renewed 
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sense of purpose. In addition, the value of this project has extended beyond the 

vaccination program itself, influencing public policy by creating space for trust building 

activities between EMS and community groups, and producing an unanticipated positive 

impact on the psychological well-being of EMS staff.  

 

Discussion  

These experiences present some important lessons about what kinds of resources are 

needed in a public health emergency. However, the experiences of the CANs also offer 

lessons about how the state pandemic response can interact with informal, community-

led responses to promote and protect the health of the public, and the challenges 

inherent in doing so.  

 

Challenges of collaboration  

One of these challenges can be understood as a cultural clash between the formal, 

bureaucratised response of the state and the informal, relationship-driven approach of 

the CANs. To be clear, health systems are social systems with relationships between 

people at their core, but they are also subject to rules and procedures that can be 

detrimental to relationship-building (Doherty et al., 2018; Gilson, 2003; Gilson et al., 

2011; Marchal et al., 2016). For example, at a meeting with provincial Department of 

Health officials to discuss how the department could support the CAN community 

kitchens, the issue of ‘accountability’ proved a sticking point – the forms of social 

accountability that had proved to be enabling within the network were insufficient with 

respect to the bureaucratic norms of the Department. For the CANs, relational and trust-

based accountability means that interpersonal trust and a sense of shared goals ensures 

that resources are used in a way that makes the most sense in that neighbourhood in that 

moment. For the officials, however, ‘accountability’ meant bureaucratic processes that 

would ensure resources are used according to pre-determined criteria. Such an 

approach is not only at odds with the hyper-local, flexible and informal approach that was 

core to the operation of many CANs, but would constrain the ability of the CANs to move 
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quickly in response to emerging needs, and in some cases, place an administrative 

burden that exceeds the capacity of CANs operating with very limited resources.  

 

The CAN kitchen voucher programme is significant because it presents a rare example of 

a formal organisation recognising the value of informality and modifying its procedures 

to embrace this approach. While it would usually be necessary to be a registered NPO to 

apply for funding to support a community-kitchen, the voucher programme made funding 

available to unregistered, informal groups as well – in doing so, supporting the CAN 

community kitchens without imposing accountability procedures that would have 

slowed progress for some and kept the support entirely out of reach of others.  

 

This type of culture-clash between the bureaucracy of the Department and the 

informality of the CANs was a recurrent challenge in the height of the pandemic and 

persists today. Despite a good-faith desire for collaboration on the part of both the CANs 

and various individuals and Departments of local and provincial government, most 

opportunities for either transfer of tangible resources or participation in decision-making 

were stymied by the challenge of different ‘ways of working’.  

 

A second challenge was the politicisation of the CANs and overt efforts to denounce the 

CANs and their contribution to the pandemic. In the early days of the pandemic, CTT and 

the CANs were little known and were still developing a collective identity. Over time, 

however, as more and more CANs emerged and their efforts received increasing attention 

in main- stream and social media, and as the government’s response to the pandemic 

was increasingly subject to popular scrutiny, the CANs became increasingly politicised.  

For example, then-Mayor of Cape Town publicly denounced the CANs as “a movement 

that clearly has an alternative agenda” and accused the CANs of misleading caring 

residents who wanted to help those in need – in a piece accusing a variety of NGOs of 

encouraging residents to break the law (Plato, 2020). The article cited a clash between 

the Ward Counsellor and a local CAN in which the CAN – who were renting and had 
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renovated an abandoned and disused community hall to use as a community care centre 

and food garden – was accused of ‘occupying’ the space illegally (Mayman et al., 2020). 

There were also reports of instances of government officials being told explicitly not to 

endorse or work with the CANs.  

 

To a large extent, these tensions were heightened because of the intense focus on the 

inadequacy of the state’s response to the pandemic, and because the CANs served as 

an exemplar of how much can be achieved quickly and with very few resources. Thus, 

even as the particular approach of the CTT network made working with the state difficult, 

this was precisely because it enabled a rapid, flexible and empowering response that was 

able to respond to emerging needs in a way that many formal organisations, including the 

state, could not. As the intensity of the pandemic begins to lift and the public’s attention 

is less focused on the shortcomings of the state response, we are beginning to see 

increasing openness to learning from the experience of the CANs to strengthen the 

interface between the state and the people it serves. In particular, the value of informal, 

relationship-driven organising, and, secondly the importance of localism – where 

communities make decisions about their  own futures – in crisis response is being 

acknowledged.  

 

Relationship building and localism  

CTT began as an informal gathering of neighbours aimed at supporting each other during 

the pandemic. While some CANs have formalised in an effort to aid fund-raising, many 

CANs remain entirely informal. Over the course of the pandemic the value of informality 

and relationship-driven organising – what a lack of structures, hierarchies and 

bureaucracy enables – became clear. For example, the CAN community kitchens fulfilled 

a vital function by serving hot meals to those who found themselves entirely without 

income during the lockdown. However, by providing a community-based meeting space 

in which realistic Covid-safe protocols were not only communicated but actively 

demonstrated, the kitchens also acted as hubs for public health messaging of a new kind. 
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Posters and pamphlets with Covid-safety messaging, which were co-produced by CANs 

and public health doctors but which bore official logos, supported this real-world 

demonstration. Having built relationships through sustained provision of meals that were 

shared unconditionally and unquestioningly, the kitchens became a hub for sharing 

trusted information. When these hubs were further used as a launch-pad for the Vaxi-Taxi 

vaccination days, this trust became an important element in overcoming fears regarding 

the vaccine. Furthermore, in a context where public health service delivery is often 

characterised by a failure to deliver quality services in a respectful way, the kitchens 

present an important opportunity to regain that trust and strengthen the relationship 

between the public, the health system and providers on the ground such as the EMS.  

 

However, the Vaxi-Taxi vaccination days are entirely dependent on the strength of 

relationships between the EMS programme organisers, the CAN members running the 

kitchens, and the community members who use the kitchens. These relationships, 

formed in the early days of the pandemic have proven an incredibly valuable resource. At 

the same time, these relationships allow the EMS workers to regain a sense of trust in the 

communities they serve and to begin to overcome the trauma of ambulance attacks. 

Thus, a key lesson emerging from the experience of the CANs is the public health value 

of initiatives that enable human relationships and build trust.  

 

A further lesson is the importance of localism in responding to a public health crisis like 

a pandemic, but also in building responsive health systems more generally. The inclusion 

of CANs in the Social Mobilisation Working Group represents a rare example of 

community- members being included in decision-making spaces within the formal 

health system. Whether this inclusion results in a tangible change in public policy or not 

remains to be seen. However, the inclusion of informal groups in a decision-making 

space indicates a potential shift toward public policy that recognises the importance of 

context-specific, appropriate messaging and the inclusion of voices other than solely 

those of formally recognised community groups. By helping to get vaccines to people’s 
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front doors, the Vaxi- Taxi initiative is another example that demonstrates recognition of 

the importance of localism from within the formal health system. While the government’s 

vaccination programme was largely facility based, the Vaxi Taxi initiative is one of a 

couple of initiatives that seeks to meet people where they are, and draws on existing 

networks of personal relationships and trust to tackle vaccine hesitancy  

 

Every neighbourhood is different – with different needs and capacities. Knowledge based 

on lived experiences of the challenges facing a community, and what kinds of solutions 

are feasible in that particular neighbourhood is vital to an effective pandemic response. 

Community-level intelligence borne by ‘Professors of the Street’ is a valuable source of 

data (Whyle et al., 2020). In some neighbourhoods, door-to-door delivery of food parcels 

might work better than community kitchens. In one neighbourhood a community food 

garden might flourish, while in another low-quality soil or a lack of space might make 

such an initiative impossible. In the face of a generalised, top-down and centre-driven 

pandemic response, the CANs demonstrate the importance of localism, but also 

highlight the imperative for government to establish mechanisms to support informal, 

community-led mutual aid efforts. In a public health crisis, the role of the state should 

be to find ways to support informal, flexible, localised responses. This requires that 

public servants be given the freedom and flexibility to learn from and support initiatives 

like the CANs.  

 

Conclusion  

In South Africa, and elsewhere, public policy and pandemic response discourse is 

peppered with references to ‘community participation,’ ‘innovation’ and 

‘responsiveness.’ In practice, however, organisational hierarchies, power dynamics, and 

bureaucracy govern the behaviour and choices of the people that make up the formal 

health system – and in a context rife with corruption and service delivery failures, 

accountability and efficiency are so often the order of the day. This has led to a 
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compliance culture which, while intended to reduce corruption and ensure appropriate 

use of the public purse, make supporting community-led initiatives very difficult.  

 

In addition to meeting the emergent needs of thousands of ordinary people in the height 

of the pandemic, the value of the CANs is that they demonstrate an alternative – mutual 

aid as an alternative approach to resource distribution, solidarity as an alternative to 

charity, and embracing informality as an alternative to requiring bureaucratic compliance 

in the state’s crisis response. However, given the hegemonic nature of bureaucracy and 

hierarchy in public institutions, there is likely to be significant resistance to such change 

– as was evidenced by the contestation and mistrust with which many actors in the 

formal health system responded to the CANs.  

 

Nonetheless, the case-studies presented here suggest that, while the intensity of the 

pandemic, the politicisation of the CANs, and the change-resistant and bureaucratic 

nature of the formal health system have presented significant challenges to the cross-

pollination of ideas and resources, these lessons are slowly diffusing, and incremental 

change is occurring. While a concerted effort to take time to reflect, elucidate, capture 

and communicate those lessons from within the network helps, it is, alone, insufficient 

to bring about a new way of thinking and acting within the state. This experience suggests 

that the human relationships formed between government officials (at any level) and 

CAN members enabled the diffusion of ideas from the practice of the CANs into the 

policy and practice of the Department of Health. The crisis of the Covid-19 pandemic 

opened a window of opportunity to by-pass the constraints of hierarchy and bureaucracy 

and, instead, to build these relationships, both within the CTT network, and beyond it.  

 

The features of the CANs that enabled them to respond so swiftly and effectively to 

emerging local needs, also constrained the ability of the formal health system to support 

their efforts. By embracing informality, focusing efforts at the hyper-local level, and 

investing in relationships, it is possible not only for the formal health system to support 

https://uwcscholar.uwc.ac.za/home



 
 
 
 
 
 

91 

and enable community-led pandemic responses like CTT, but also, in doing so, to 

strengthen the relationship between the state and the communities it serves. However, 

to do so will require a concerted effort to loosen the hold of bureaucracy and build 

flexible, adaptive health systems that can accommodate informality and support 

bottom-up public health initiatives.  
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Paper overview 

The paper draws on interviews, observations and data drawn from a collaborative 

cookbook produced by the various community kitchens from across the network titled 

Dala Kitchen – more than a cookbook. It makes three overarching observations about the 

work of the CANs. The first observation is that a major feature of the community-led 

response to the pandemic was a push towards the collectivisation of care work. 

Secondly, that this enabled emergent strategies and relational practices of care, centring 

solidarity, interdependence and horizontal exchange of resources and knowledge. 

Finally, the paper argues that, although the devaluation of care work limited the 

recognition and material support extended to the CANs, opportunities to re-politicise 

care work as resistance work emerged.  

 

Contribution to the thesis 

This paper returns to the theoretical framework of social reproduction and the politics of 

care work, drawing on the rich data contained within the cookbook and supplemented by 

in-depth interviews and observations. The paper presents insights into the 

collectivisation of care work in the blurred spaces between public and private spheres of 

social reproduction – the interstitial spaces in which many of the CANs and community 

kitchens operated. It emphasises the prefigurative potential of these spaces, where 

localised but widespread, self-organised efforts rooted in solidarity and a “politics of 

doing”, provide alternative imaginaries for community health and social protection. 
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A B S T R A C T   

Feminist perspectives on care have demonstrated how capitalism undervalues care work. The Covid-19 pandemic 
highlighted this further, as systems of production and social reproduction became destabilized globally. In many 
countries, the formal pandemic response fell short of attending to the daily, fundamental care needs of people 
living through the crisis, especially those compromised by the socio-economic effects of the pandemic. These 
needs were often attended to at the community level. This article explores a community-led network of care, 
known as CANs, that emerged in response to the pandemic in Cape Town. It makes three overarching obser-
vations. The first is that community-led responses were characterised by a push towards the collectivisation of 
care work. The second is that this enabled emergent strategies and relational practices of care, centring notions of 
solidarity, inter-dependence and horizontal exchange of resources and knowledge. Finally, we observed that, 
although the devaluation of care work limited the recognition and material support extended to CANs, oppor-
tunities to re-politicise care work as resistance work emerged. These represent a prefigurative moment in which 
alternative logics and strategies can transform the vision of our health and care systems, and the notion of 
community participation in and ownership of those systems.   

1. Introduction 

The Covid-19 pandemic unveiled many contradictions and compro-
mises in care work. In addition to revealing the vulnerability of health 
care workers – especially those situated on the lower rungs of the health 
system hierarchy – the pandemic highlighted the extent to which self- 
organised networks of people located outside of the health system pro-
vide essential forms of non-medical care (Llop-Gironés et al., 2021; 
Loewenson et al., 2020). Prominent examples of this during the 
pandemic included establishing community kitchens and systems for 
checking on those in quarantine, sourcing and sewing masks for distri-
bution, setting up public sanitising stations, and combating misinfor-
mation in accessible ways, to name just a few. 

This care work tended to sit outside of state-led pandemic responses – 
which generally took a hospital-centred and top-down approach to 
ensuring compliance with population-wide lockdown restrictions. 
Across the globe, community-led forms of care and mutual aid have 
overlapped, supported, and intersected with state-led pandemic re-
sponses, yet largely failed to receive the recognition or material support 

they deserved (O’Dwyer and Silva Souza, 2022). In many settings the 
tacit assumption was that this kind of care work fell outside the scope of 
the state’s responsibility – or even capacity – to provide. Where this led 
to life-threatening gaps in the pandemic response, it was networks of 
volunteers, community organisations, non-profit and faith-based groups 
that stepped in. 

In Cape Town, where this research is situated, the pandemic response 
was characterised by extensive local mobilisation through 
neighbourhood-based networks of care. This research focuses on Cape 
Town’s “Community Action Networks” (CANs) which played a pivotal 
role in propping up the demands, mitigating the repercussions and 
filling the gaps of the state’s pandemic response. The research contrib-
utes to a broader literature which calls for an analysis of Covid-19 and 
the pandemic response through the lens of a feminist politics of care. 
Understanding the pandemic through a feminist care lens demands a 
critique of the structural and material conditions that lead to the 
devaluing and marginalisation of care and care workers (conditions that 
lay the ground for both the acute and chronic forms of crisis we face 
today). However, this lens also lends itself to a “politics of the possible” 
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(Vale, 2020) – hinting at alternative futures in which care systems are 
publicly oriented, democratically organised and embedded in a rela-
tional ethic of mutual interdependence and social reproductive soli-
darity (Razavi et al., 2022; Tronto, 1993; Vale, 2020). 

1.1. Care through a feminist lens 

This research grounds its observations in feminist theories of care 
that speak to the place of care in an unequal world. This body of 
scholarship has contributed to our understanding of how care is shaped 
by the intersecting forces of gender, race, class, and economy. Debates in 
feminist economics have demonstrated how the capitalist economic 
order is structured into two spheres – the sphere of the market-based, 
“productive” economy and the sphere of the non-market-based social 
reproductive economy, also known as the unpaid care economy (Bhat-
tacharya, 2017; Razavi, 2007). As a system, capitalism is built upon a 
fundamental contradiction in that the possibility of market-based wealth 
accumulation within the so-called “productive economy” is dependent 
upon the unpaid and undervalued labour of the care economy (Folbre, 
2014; Fraser, 2016). This contradiction is normalised and obscured by a 
seemingly “natural” divide between the public, economically productive 
sphere, and the private, social reproductive sphere, upheld in part by a 
gendered moral and social order that denotes care work as “women’s 
work” or a “labour of love” (Tronto, 1993). The obscuring of care and 
social reproductive labour is further entrenched by the subaltern iden-
tities of those who do care work, mapping onto other patriarchal power 
relations and forces of racial subjugation inherent to capitalist society 
(Bhattacharya, 2017). 

In the current era of neoliberal, financialised capitalism, capitalism’s 
contradiction manifests as the interlocking crises of care, climate, and 
economy, producing an underlying, prolonged state of “general crisis” 
into which moments of major disruption such as the Covid-19 pandemic 
arrive. In the context of this generalised crisis, systems of social pro-
tection such as health systems have been debilitated by structural 
adjustment and austerity policies. The displacement of responsibility for 
social reproduction from the collective to the individual, and from the 
public to the private, or to a thinly stretched, volunteer-based “third 
sector” of NGOs and community-based organisations, has been nor-
malised (Cardona, 2021; Paremoer, 2023; Patel, 2009). The effects of 
these crises are mitigated by the care economy, where social repro-
ductive work is extracted out of care workers in a similar way to how 
natural resources are extracted out of the earth. This concept of “care 
extractivism” highlights the “intensified commodification and exploi-
tation of the resource labour in social reproduction for the purpose of 
managing crises situations without burdening the state or the health 
industry with additional costs and responsibilities” (Wichterich, 2020, p. 
122). The state, subsumed by the managerial agenda of “cost-efficiency” 
and other dictates of neoliberalism, abdicates responsibility for care 
onto care workers such as community health workers and other 
community-based volunteers, whose unpaid or underpaid labour sub-
sidises the work of the state (Abramovitz and Zelnick, 2010; Hunter, 
2012; Paremoer, 2023; Vale, 2020). 

This paper begins from the premise that community-based care re-
sponses to the pandemic – including those that are considered 
“informal”, self-organised and hyper-local in their scope – should be 
understood and recognised as an essential part of the public health 
response. In the South African context – where care has been system-
atically devalued and relegated to the realm of the private, domestic, or 
third-sector space (Fakier and Cock, 2009; Lund and Budlender, 2008; 
Patel, 2009) – it is imperative that we conceptualise the pandemic 
response beyond the imposition of lockdowns, social distancing, quar-
antine, or the availability of vaccines, hospital beds and oxygen. A 
broader conceptualisation must consider the equally life sustaining work 
of those attending to their own and their communities’ survival in times 
of multi-layered precarity. At the heart of this are communities, 
households and neighbourhoods and the ongoing, daily labour of – 

usually – working-class women of colour; mothers, sisters, aunties, and 
grandmothers, whose bodies and capacity for labour become the “shock 
absorbers” of the social reproductive crisis produced by capitalism 
(Fakier and Cock, 2009). Theirs’ is the everyday, life-sustaining work of 
cooking, feeding, growing, building, nursing, cleaning, fetching, 
organising – activities that under capitalism, are largely relegated to the 
economically “unproductive” care economy. 

Yet it is this care work makes the state’s pandemic response possible, 
as it continues to sustain life in the wake of both a life-threatening 
pandemic and, at times, a life-threatening state response (in the form 
of lockdown regulations that cut people off from their livelihoods 
without offering any support in its place, or lockdown regulations 
enforced through extreme police violence). Much of this care work is 
characterised by its “everyday-ness” (Jupp, 2022). It is often organised 
informally, in an ad hoc manner based on the relational and interper-
sonal practices that characterise daily, ongoing forms of care. This 
means that, even in moments in which care work is made more visible, it 
often remains illegible to formal institutions and bureaucracies such as 
the state and is therefore excluded from or denied recognition and ma-
terial support. 

This paper describes an example of a community-led pandemic 
response in which care was momentarily displaced from its usual con-
fines within the invisible, feminised, and private, social reproductive 
sphere – benefitting from collectivisation and receiving recognition in 
new ways. Relationships were built and strategies emerged out in the 
open, offering a chance for new social reproductive solidarities between 
care actors to emerge (Razavi et al., 2022). This was a moment that 
revealed ways of doing care that emphasise our inter-dependence and 
the mutuality of our care needs. However, as the pandemic moment 
dissipated it also became evident how normative frameworks towards 
care that maintain the status quo of a debilitated and marginalised care 
economy, remain intractably embedded. 

1.2. Research methodology 

The research methodology informing this paper is based on collab-
orative feminist research praxis that prioritises the communal produc-
tion and transmission of diverse knowledges, and attempts to challenge 
power relations between the researcher and the researched (Benson and 
Nagar, 2006; Nagar and Ali, 2003). All of the authors were members of 
their neighbourhood CANs throughout the pandemic period. Three of 
the authors (MVR, EW, LB) were also involved in various network-wide 
activities, workshops, and inter-CAN events such as cycle rides or 
community kitchen visits and exchanges. Aside from providing oppor-
tunities to build relationships, these activities enabled us (as both re-
searchers, and CAN members) to document, learn from, and reflect on 
the experiences of CANs in responding to the pandemic, through 
participatory “sense-making” methodologies that emerged. 

A key data source for this paper is text extracted from the publication 
Dala Kitchen – More Than a Cookbook, where many of the reflections, 
interviews, stories, and narrative artefacts from the network were 
collated and published. The pieces in the cookbook were gathered and 
written by various people within the CTT network and represent a wide 
range of voices from across the city. The process of producing the 
cookbook reflects the collaborative praxis that shaped this research and 
is described in further detail below. For the purposes of triangulating 
data for this paper, the textual data extracted from Dala Kitchen was 
supplemented by additional data gathered by the first author (MVR) 
including in-depth unstructured interviews with two CAN members 
conducted in 2022, as well as MVR’s notes, reflections and participant 
observations collected over the course of her involvement in the network 
between 2020 and 2021. Informed consent was sought from the two 
interview participants and ethics approval to conduct this research was 
received from the University of the Western Cape. 

An inductive coding approach was applied to the data, beginning 
with an a priori coding framework drawing from the literature, as well as 
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an insider understanding of the network that resulted from the first 
author’s positionality as an embedded researcher and CAN member. A 
preliminary set of codes was used to guide a line-by-line reading of Dala 
Kitchen, which resulted in the extraction of text that was then cat-
egorised and grouped according to the coding framework, while also 
expanding and deepening it further. A simultaneous process of “justifi-
cation” was conducted in which the authors reflected on the selection 
and identification of each code, providing a brief explanation of its 
relevance to the coding framework. This was done in an attempt to make 
explicit the intentional “bias” inherent to the coding and analysis pro-
cess. Once coding of the text of Dala Kitchen had been completed, the 
supplementary data underwent the same process of extraction, coding, 
and justification. The entire coding process was captured within a table 
from which a thematic analysis followed. 

It is important to note that the process of producing Dala Kitchen was 
an act of collective, participatory “sense-making” in which members of 
this emergent city-wide network were able to share, record, digest and 
represent our own stories. The findings reported in this paper should 
therefore be contextualised as the by-product of this process, which was 
not oriented towards academic outcomes but rather towards the broader 
political project of providing (and reimagining the provision of) care 
during the pandemic. Dala Kitchen was produced by a group of 15 
embedded researcher/activists and CAN members (including the au-
thors), known as the Connecting CANs Fellowship. This group held some 
of the creative and administrative space needed to connect different 
nodes across the network, with funding from the School of Public 
Health, University of the Western Cape, which financed the production 
and printing of the cookbook, as well as a living wage for some of the 
fellows. This group oversaw the cookbook project, inviting wider 
collaboration from across the network and providing the logistical 
support for the collection of stories, interviews, and materials for the 
book. Dala Kitchen was constructed by hand through a DIY book making 
process. The project was initiated in October 2020 and ran for approx-
imately 9 months, culminating in the publication of the cookbook in 
July 2021. We invited anyone from the CTT network to join in a series of 
workshops held at one of the community kitchens in Gugulethu, where 
the book was pieced together, page by page, using collage methods 
inspired by the “Pumfleteers Collective”. The Pumfleteers Collective was 
founded by architect, Ilze Wolff and artist, Kemang Wa Lehulere in 2016 
and “exists to publish interventions into the social imaginary”. In the run 
up to making Dala Kitchen Ilze Wolff shared various zine-making 
methodologies and collage techniques based off their “Pumflet” series 
of zines, which heavily informed the design of the cookbook, as well as 
the hand-made and collective ethos of its production. Participants were 
asked to bring artefacts, such as photos, recipes, notes, or anything they 
felt represented their contributions. These were scanned and included in 
the book. Interviews with CAN members were conducted by members of 
the Connecting CANs Fellowship via phone call, WhatsApp messages, 
and in-person conversations. Some stories were submitted in written 
form by CANs themselves. The pages went through an editorial process 
led by MVR, LB, and EW, who edited some of the stories and interviews 
for language and clarity and decided upon the sequencing of the con-
tents. The book was shared through a series of book launches organised 
by CANs across the city and distributed for free across the network and 
beyond, with copies placed in kitchens, bookshelves, and public 
libraries. 

Dala Kitchen is an archival and textural consideration of the many 
hours of labour, collective action and acts of solidarity that constituted 
the network. The book contains recipes as they are used in the com-
munity kitchens – often cooked in hundred litre pots – as well as pho-
tographs, drawings, maps, artworks, scans of pressed herbs like dhania 
(coriander), leaves and flowers from community gardens. Dala Kitchen 
represents a wide range of voices, experiences, lessons, and memories 
drawn from across the network, emphasising the political nature of this 
work, while also grounding it in the everyday contextual realities of 
those doing the work. In this sense, Dala Kitchen brings together what 

Houston refers to as “biographical, political, philosophical and place- 
based meanings” to forge and sustain “alternate knowledges” that are 
essential to imagining and bringing forth different futures (Barca, 2020; 
Houston, 2013). 

Dala Kitchen also joins a legacy of activist cookbooks such as the 
Philadelphia People’s Cookbook, and the Rural Women’s Assembly Cook-
book, as well as other historical examples such as the Black Panther’s 
Breakfast Programme, all of which demonstrate that the politicisation of 
our collective food practices is an important strategy within broader 
struggles for liberation. As a discursive object, the cookbook is a con-
tested site of gendered expression. Traditionally, cookbooks have often 
been used to uphold patriarchal gender divides and the naturalisation of 
“women’s work”. However, in reclaiming the cookbook as a site and tool 
of political expression, activist cookbooks such as Dala Kitchen make the 
assertion that spaces of social reproduction are also political spaces. 

1.3. Contextualising the Covid-19 response and the Community Action 
Networks in Cape Town 

The Covid-19 pandemic unfolded onto the backdrop of Cape Town’s 
deep socio-economic inequality. Lasting legacies of spatial apartheid 
have kept the city’s neighbourhoods segregated along racial and class 
lines, imposing high transport costs on workers and low-income resi-
dents who mostly live in the peripheries of the city. The National Min-
imum Wage, brought into law in 2020, is R20,76 an hour, which is 
insufficient to cover even basic living expenses. According to March 
2021 data, there were 1 113 198 people receiving social grants in the 
Western Cape province, out of a total of 11 450 005 grant beneficiaries 
across the entire country (Orlandi, 2021). Furthermore, both locally and 
nationally, the health and social welfare system is marked by systematic 
encroachment of private sector interests, and generally poor public 
sector governance and mismanagement. Public social services are 
heavily overburdened, and the private sector is largely inaccessible to 
low-income South Africans. 

Low-income households in the country face extreme levels of nutri-
tion poverty and household food insecurity, with female-headed 
households being the most vulnerable (Jacobs, 2010). Food insecurity 
in South Africa should be understood as an issue of “chronic emergency” 
– a framing used by Bhan et al. (2020) to highlight how prolonged crisis 
and precarity is a core feature of the everyday conditions of life facing 
low-income South African households, even prior to Covid-19. After 
core expenses such as transport and electricity are subtracted from the 
monthly wage, the money remaining to secure all other expenses 
generally falls far short of the cost of a household food basket for a basic 
nutritious diet (Abrahams et al., 2024). These scenarios were heavily 
exacerbated during the COVID-19 pandemic (Wills et al., 2020; Wonci, 
2020). This is important context for understanding the scale and extent 
of the problem of household food insecurity to which community-based 
food aid initiatives responded during the pandemic. 

The declaration of a national state of disaster, which enabled the 
pandemic response to be implemented, took on strong authoritarian 
tones, employing a top-down approach that was largely decided upon by 
national government and implemented through hierarchical and heavily 
medicalised scientific committees and task teams. The pandemic 
response was initially premised on a national lockdown to give the 
health system time to prepare for the inevitable surge in hospital-
isations, involving the complete closure of all but the most essential 
services. The closure of non-essential services and the resultant eco-
nomic shutdown meant that millions of people lost their livelihoods 
overnight. The introduction of two new grants – the R350/month (USD 
$18) Covid-19 Social Relief of Distress (SRD) grant, and the Covid-19 
Temporary Employer/Employee Relief Scheme (TERS) – assisted in 
alleviating some of the financial and food insecurity brought on by the 
lockdown. However, levels of hunger spiked massively from the impo-
sition of the lockdown in March 2020, and one year later more than 1 in 
3 adults were reporting that their households would run out of money to 
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buy food by the end of the month – far above the hunger levels docu-
mented in pre-pandemic data (Visagie and Turok, 2021). When dis-
aggregated according to type of neighbourhood, poor urban 
communities were the most vulnerable to high levels of both unem-
ployment and food insecurity as a result of the lockdown (Ibid). Thus, 
the fact that the national coronavirus response had relatively minimal 
consideration of emergency food provision as compared to the readying 
of a small number of cost-intensive field hospitals or the deployment of 
military and police personnel to enforce lockdown regulations, was a 
significant gap in the state’s pandemic response. 

Shortly before the lockdown was announced in March 2020, an 
initiative known as Cape Town Together (CTT) was catalysed by a group 
of community organisers, activists, artists, public health practitioners, 
and researchers (including the authors) with the purpose of supporting 
residents who organised themselves into neighbourhood-based response 
groups called Community Action Networks (CANs) (van Ryneveld et al., 
2020). The premise of CTT was to build, support and connect multiple, 
localised, networks of care led by people living in the same neighbour-
hoods who could respond flexibly and in a self-organising manner to the 
many challenges brought on by the pandemic and ensuing lockdown. 
The CANs received no formal support or endorsement from the state. 
There was very little network-wide funding for the CANs – aside from 
funds for mobile data which was essential to enable connection – every 
CAN oversaw their own fundraising, as well as any accountability sys-
tems for managing funds. As a neighbourhood-based network, the CANs 
introduced a scale of organising that was hyper-local, encompassed wide 
contextual diversity and required the building of relationships as a core 
function of the work. This was described in a reflection written in the 
cookbook by members of the Langa and Kenilworth CANs: 

“The CANs’ focus on hyper-local organising, either within one’s own 
neighbourhood or in partnership with a few others, meant that, on the one 
hand, the scale of movement was drastically reduced. In Kenilworth CAN 
we met in the local church, walking distance from all our homes. In Langa 
CAN we used bicycles to deliver food and medicine … on the other hand, 
the spread of the network across the city represented a massive and cat-
alytic movement, not just of the concept of the CAN as an appropriate 
Covid-19 response, but of the underlying organising principles and vision 
for a city based on solidarity, radical generosity and togetherness” (Langa 
CAN et al., 2020, p. 25) 

At its peak, towards the end of 2020, the network numbered over 170 
CANs spread across neighbourhoods of varying class, race, and socio- 
geographical positions. While there is no numerical data on this, anec-
dotal evidence suggests that women made up most of the CAN mem-
bership. The CANs operated autonomously, responding to the challenges 
experienced in each neighbourhood. No two CANs encountered the 
same scenarios; however, a massive increase in hunger and food inse-
curity was ubiquitous across the network, mainly because of job losses 
due to the lockdown, as well as the closure of schools – a key source of 
daily meals for children through the Schools Nutrition Program. Over 
the course of 2020 and 2021, almost every CAN in the city was involved 
in providing some form of food support – whether through community 
kitchens cooking and serving meals directly to people, or through the 
distribution of food vouchers and grocery parcels. As food support 
became an important frontier of the community-based response to 
Covid-19, community kitchens and food gardens became some of the 
core spaces within the CANs where various collective strategies of 
“everyday” care could be put into practice. 

2. Findings 

Through the coding and analysis process, we made three overarching 
observations. The first is that, at grassroots and community levels, the 
pandemic response was often characterised by a push towards the col-
lectivisation of care work. As a result, care work became a visible part of 
the response, partly through a blurring of the divide between the public 

and private spheres. The second is that this enabled emergent strategies 
and relational practices of care, centring notions of solidarity, inter- 
dependence and horizontal exchange of resources and knowledge. 
Finally, we observed that, notwithstanding the increased visibility of 
care work through initiatives such as the CANs, there remained limited 
recognition and material support extended to this type of work by 
powerful actors, such as the state. As the pandemic moment dissipated, a 
return to the “old normal” quickly set in. However, one should not 
disregard the value of the pandemic as a prefigurative moment, in which 
alternative logics and strategies of care can transform the notion of 
community participation in, and ownership of, our health and care 
systems, thus re-politicising care work as resistance work. In the 
following sections each of these observations will be discussed further 
using findings from the data. 

2.1. A politics of doing – places and scales of care 

“I wanted to do something with my hands. At least I can make a hundred 
loaves of bread. Just to feed some children, people who don’t have any-
thing to eat. It’s a real honour because there is so many people, they are 
struggling that go sleep without food but at least they are getting a loaf of 
bread, even if I must get up at 5 o’clock in the morning or even three 
o’clock or even two o’clock. I do that for them.” (Thomas & Ocean View 
CAN, 2020, p. 64) 

The idea of “doing something with my hands” – small-scale, localised 
forms of action such as checking in on elderly neighbours, sewing masks, 
distributing food by bicycle, cooking meals, or sharing fact-checked 
information about the pandemic to combat stigma and misinformation 
– sat at the heart of what the CANs’ referred to as a “politics of doing”. 
There was a widely shared and urgent need for people to feel they could 
respond to the pandemic in whatever capacity was available to them, at 
the scale that made sense. The neighbourhood CANs thus served as an 
immediate and accessible site of impact and meaningful action in the 
face of unprecedented crisis. While the scale of the action was local, the 
impact was often significant, representing mammoth efforts on the part 
of small groups of people: 

“People would send as little as R40 to buy a few loaves of bread, uhm, we 
had pensioners reaching out to us “I would like to help but I can’t go to the 
shops, can I send you money for bread?” And that is essentially how it all 
snowballed, you know. We started out, the first time we bought bread we 
bought forty loaves of bread. And we handed that out … Again, it so 
happened that we went from 40 breads to 80, to 100 and eventually we 
stopped at 400 loaves of bread every single day. Now, you can do the 
maths. For close to six months, every day of the week, to buy 400 loaves of 
bread, how much money we collected, having no bank account, not being 
registered, but making sure that people could see what we were doing …” 
(interview with Nadia Mayman of the Joint Peace Forum-Bontehuewel 
CAN, 2022) 

For many people, taking action was not a choice but a matter of 
survival – relying on other forms of aid or support (from the state, for 
example) was simply not an option – especially for food and other 
essential needs. As Pamela Silwana, a member of Gugulethu CAN stated 
in a newspaper article published about the CANs in a local online 
newspaper – “people would be going home to empty cupboards and would 
literally die of hunger before they got sick from Covid-19 … Nobody can stay 
home to #stopthespread if they have no food” (Whyle et al., 2020). How-
ever, what makes the call to “do something with one’s hands” not only an 
act of survival, but also a form of political action is rooted in its col-
lectivisation and self-organisation that shifted the work into a blurred 
space between the private and public spheres. 

The privatisation of care, and its association with familial or do-
mestic spaces, the inside of people’s homes, or “women’s spaces” (such 
as the kitchen), is one of the key mechanisms through which care work is 
obscured in the everyday (Fakier and Cock, 2009; Jupp, 2022; Razavi 
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et al., 2022). With food provision as a core activity of most CANs, there 
was an urgent need for spaces where CANs could pack food parcels or 
cook and serve meals (often for hundreds of people at a time), where 
anyone could stand in line for a meal, or ask for or share information. 
The “open access” nature of these activities demanded a restructuring of 
local spatial arrangements, notwithstanding the immense challenges in 
doing so during a time of restricted movement, as well as adherence to 
complex principles of infection control and protection from the virus. As 
CAN members reclaimed and repurposed various spaces – ranging from 
the inside of their own kitchens, garages and backyards, the streets and 
pavements outside their houses, their mosques, churches and commu-
nity halls, and open public spaces like sports fields, abandoned lots, and 
public squares – they were actively bringing this care work out into the 
open, thus making it more visible and marking it as both a practice of 
collective caring and a form of political action. The choice (and limita-
tions on choice) of spaces to provide care is an important way in which 
the CANs brought care work into the blurred space between public and 
private – making the work visible while also having to negotiate sig-
nificant contestation in these spaces – for example, from law enforce-
ment officers trying to shut down kitchens for contravening lockdown 
regulations, or angry neighbours acting from places of fear or prejudice 
towards community kitchens, or the dismissal of food provision and 
community kitchens as “mere feeding schemes”. Through the process of 
collectivising these widespread yet local, everyday practices of care, 
they became a visible part of the Covid-19 response, even if only at the 
community level - as one CAN member put it, “we were cooking more than 
food”. 

The kitchen of Maria Nombulelo Dlokolo’s (also known as Gogo, 
meaning grandmother in isiXhosa) demonstrates many examples of the 
emergent strategies for repurposing and responding to the many new 
and existing care burdens during the pandemic. Before the pandemic, 
the space was not always thought of as a community kitchen, even if it 
sometimes provided a similar function – Pamela, Gogo’s daughter, 
explains: 

“Before covid, it wasn’t that busy, my mom’s wasn’t a “kitchen” kitchen, 
because she had a catering business. So, what she would do is if she had 
leftovers or enough food, she had days where she would call people and 
give, also people would come and say Gogo, I’m hungry” so she would 
give, she did that for many years, she wasn’t like a regular kitchen, but it 
was a restaurant and people would come. (Interview with Pamela Silwana 
of the Gugulethu CAN, 2022). 

Suhair Solomon, another Connecting CANs fellowship member, 
writes in the cookbook about Gogo’s kitchen: 

“It strikes me as I walk in through the front gate of Gogo’s home how calm 
it is in the front yard. She’s sitting with one of her volunteer stalwarts 
Sis’Lindi, and they’re peeling and chopping potatoes and carrots with 
expert precision. They have just finished the morning breakfast serving 
from the kitchen and have moved smoothly into preparing the lunch meal, 
her famous meatballs recipe. They are not rushed, in fact that is something 
I notice about the entire visit; nothing is rushed, but everything is pur-
poseful. Every moment appears seamless, from who steps up to check pots, 
sharing instructions on timing of dishes, negotiating the seemingly endless 
number of passers-by who check in to greet, express gratitude or enquire 
about various needs of support or aid. It’s a smooth flexible operation, 
bending to the varied unpredictable needs, with a clear goal in mind: feed 
people with dignity and always with a side portion of love.” (Gugulethu 
CAN et al., 2020, p. 38) 

Gogo’s kitchen served meals to anyone passing by. It also became a 
meeting point for multiple people and CANs across the network. Vol-
unteers in the kitchen were trained as Gender-Based Violence first re-
sponders to be alert to any signs of domestic violence in people coming 
to the kitchens. Across many of the kitchens, strategies for overcoming 
logistical and other challenges emerged. Bicycles were often used to 
transport meals from the kitchens to the households of people who were 

self-isolating, or too frail to stand in line themselves. Efforts were taken 
to ensure that the kitchens were well-managed in terms of Covid-19 
safety and infection control principles, with information and ideas 
about how to achieve this shared amongst kitchens across the network 
through social media and online co-learning sessions. When kitchens 
had an oversupply of certain ingredients – which happened fairly often 
due to the haphazard and precarious nature of sourcing supplies – these 
were shared using the CAN WhatsApp groups. 

These examples demonstrate how, in establishing alternative, col-
lective sources of support through these localised, neighbourhood-level 
networks, the CANs became a “site of transformative politics” in the 
practice and provision of care work. (Gibson-Graham, 2003). This 
echoes the idea of the “everyday” as a site of alternative possibility, 
while at the same time highlighting the ways in which precarity de-
mands responsiveness and adaptability from people, creating in-
frastructures and systems of care that are therefore inherently fluid, 
multi-purpose, informal and, at times, ambiguous (Gibson-Graham, 
2003; Jupp, 2022; Razavi et al., 2022). 

2.2. Reconfiguring flows of care 

The CANs did not operate along one unitary logic of care. While acts 
of doing were at the centre of each CAN’s work, the ways in which this 
was achieved, and the underlying principles for organising, differed 
from CAN to CAN. In some neighbourhoods, default charity models 
between the “haves” and the “have-nots” prevailed, without attempting 
to unsettle the biases within these. It was also clear that the burden of 
labour fell disproportionately onto women within the CANs. This em-
phasises that there is nothing inherently emancipatory about care work 
– its mere existence does not necessarily engender transformation or a 
politicisation of the labour (Tronto, 1993). 

However, the collectivisation of care work experienced in the CANs 
impacted the potential way that care could be understood and valued 
across the network, centring notions of solidarity, inter-dependence and 
horizontal exchange of resources and knowledge. These were viewed as 
contesting a capitalist logic of care as “charity”, or as an individualised 
responsibility, or as only valuable insofar as it responds to the needs of 
the most privileged in society, all of which tends towards the devalua-
tion of care (Morrow and Parker, 2020; The Care Collective, 2021; 
Tronto, 1993). In emphasising horizontal flows of care across the 
network, where tangible and intangible resources were recognised, 
valued, and exchanged, the directionality of aid that normally flows 
from materially wealthy to materially poor was disrupted. Elizabeth 
Drevlow of the Hout Bay CAN reflected on resource sharing across the 
network: 

“Engagement with CTT also enabled us to draw on the experience and 
expertise of other CANs across the city. We shared the lessons we had 
learnt and heard from other CANs what was working for them. Knowing 
other CANs struggled with similar issues to us, that we were in this 
learning process together, was comforting” (Hout Bay CAN & Drevlow, 
2020, p. 109) 

Pamela further explained how, in their partnership with the more 
economically well-off Seaboard CAN, there was an awareness of the 
various kinds of resources and labour needed to provide care – financial 
support from wealthier neighbourhoods was just one element: 

“I was talking to someone, I don’t know where I was, but someone asked 
me about the relationship between Gugulethu and Seaboard. So they said, 
is it charity? And I was like, I wouldn’t take it as charity because if I count 
the hours that I work and put into helping my community I wouldn’t call it 
charity. The work that the kitchens are doing and the hours that they are 
putting even if you came to me and gave me R2000 to help in my kitchen, 
you know, I wouldn’t take it as charity because I’m putting the work in as 
well.” (Interview with Pamela Silwana, 2022) 

Another example that speaks to the reconfiguration of care flows is 
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how, during instances of other crises – such as shack fires, a common 
occurrence in townships across South Africa, and violent evictions of 
shack dwellers from new settlements – the networks of CANs were able 
to kick into action to respond to these: 

“As we were writing this piece, 20 homes were burnt in Gugulethu. Within 
12 hours, the affected families were provided with food and accommo-
dation, while furniture and funds to help them start again are being 
collected.” (Gugulethu-Seaboard CAN et al., 2020, p. 66) 

The pandemic presented a moment in which the care work could be 
understood and valued in a new light. Community-based responses such 
as the CANs reveal how labour, knowledge, relationships, and material 
resources intersect to create the possibility to care in any given context. 
These are the things that bridge the gap between being able to afford to 
donate 10 kg of ingredients and knowing how to cook a 100-kg pot of 
food with these ingredients, and serve it to 300 people in a dignified, 
organised and Covid-19 safe manner. 

2.3. A re-politicisation of care work 

If it is the invisibility of care work that helps to keep its subordination 
in place, then moments of disruption such as the Covid-19 pandemic 
certainly helped to bring out the contradictory nature of this into the 
open (Razavi et al., 2022), and responses such as the CANs made further 
inroads by highlighting the power and impact of collective action. 
However, it is clear from the ways in which the CANs struggled to access 
support, the ways funds started to dry up as soon as a sense of 
“normality” began to return, with donors ‘dropping like flies’ and 
kitchens being forced to close, that the devalued place of care, and the 
perceived expendability of community care workers who fill the gaps, 
converge as a broad set of limits to this work. Hunger stands out in 
particular as a “second pandemic” that continues to confront commu-
nities across the city and to which many CAN kitchens are still needing 
to respond – but now without the groundswell of action linked to the 
pandemic moment. Both Nadia Mayman (of the Bonteheuwel-JPF CAN) 
and Pamela Silwana (of the Gugulethu CAN) reflected on this during 
interviews with MVR in 2022: 

“Up until today, the need is still so great, our people are not managing … 
just the other day I wrote an article of an old woman that was arrested for 
shoplifting, what did she steal? Formula! For her grandchild. Because that 
is the real lived realities on the ground, so a lot of sponsors during the first 
12–14 months of the pandemic, and then we started seeing less and less 
coming because now restrictions were reduced, people were going back to 
work and donors probably felt the need isn’t there anymore but you know 
the need is still there, if not worse, because the effects of covid, it lingers 
on. People are without work, many people went back to work, but they 
were required to work one week off one week on, then breadwinners have 
passed away, pensions are no longer available.” (Interview with Nadia 
Mayman, 2022) 

“If you looked at now and before I would say that the level of food quality 
has changed, you know, you’re not going to have a stable situation of food 
coming in. Sometimes someone donates, they will donate samp, they will 
donate uhm, butternuts, and they will donate split peas or something, but 
then there’s something that you don’t have you can’t make it nice, you 
can’t even put it together, flavouring, or garlic or anything, and all of 
those things you still can’t get protein to make it balanced” (Interview 
with Pamela Silwana, 2022) 

Care-based responses such as the CANs were less likely to be seen as 
legitimate forms of pandemic response because they often took the form 
of self-organised, informal networks, following different logics of care, 
collective action, and sensemaking, in contrast to the formalised 
pandemic responses promulgated through regulations, based on the 
evolving medicalised scientific advice, and moving through hierarchical 
chains of command. Yet, CANs were able to demonstrate that a localised, 

neighbourhood-based response that could work flexibly and through 
interpersonal relationships was an appropriate modality for meeting 
fundamental non-medical care needs during the pandemic. Further-
more, responding to the shared sense of precarity and insecurity pro-
duced by the pandemic moment, helped to strengthen social 
reproductive solidarities and relationships across CANs – and therefore 
across socioeconomic divides. “The food we make is for everyone, we’ll 
feed whoever is in need of food – which could be any one of us in these 
times.“(Goodwood CAN et al., 2020, p. 93). 

A result of this shared sense of precarity and the solidarity was the re- 
politicisation of the caring work performed in and by the network: 

“Cape Town Together is a non- partisan, non-religious and vigorously 
independent network not beholden to any political party, donor, or 
organisation. While we continually resist the distraction of party politics, 
the work we do is, of course, deeply political. As one CAN member put it, 
in the context of extreme hunger and poverty, “every loaf of bread is 
political”. (Writers CAN et al., 2020, p. 117) 

For most CANs, the work they did during the pandemic was not new. 
It built on existing relationships, structures and, in many instances, a 
living memory of community-based and collective organising that has 
persisted since apartheid, particularly in working-class neighbourhoods. 
The CANs’ demonstrated alternative practices of everyday care that 
recognise it as a valuable resource, a political act, and a collective re-
sponsibility. In doing so, they offer up new modes of resistance to a 
status quo in which care burdens are inequitably and unjustly distrib-
uted. While questions of sustainability or scalability of self-organising, 
community-led care models are important, focusing solely on these 
obscures the enormous prefigurative potential of initiatives such as the 
CANs. The care work found in the CANs does not simply represent an act 
of survival (although it may also be that) but demonstrates multiple 
strategies for the collectivisation and prioritisation of care work, and 
therefore demands that we engage with the contradictions and com-
plexities of how this work is constrained under the status quo. As 
Emejulu & Bassel point out, such strategies create the possibility of new 
political subjectivities amongst care workers, enabling a “revalorisation 
of grassroots activism” that understands care as “a radical politics of 
everyday possibility” (Emejulu and Bassel, 2018, p. 116). 

3. Conclusion 

The pandemic, and its ensuing strategies of lockdowns, led to serious 
destabilisation and erosion of already-precarious systems and arrange-
ments supporting and enabling care for the vast majority. For those 
CANs in urban poor areas, where the pandemic represented additional 
disruption on top of chronic states of emergency, the work continues 
unabated – in particular in the realm of household food insecurity. 
Feminist perspectives on care, in particular in its place-based, embodied, 
and everyday forms, enables a re-politicisation of this work, centring it 
as political action in its own right, while remaining cognisant of repre-
sentations that seek to romanticise, neutralise or co-opt it to obscure 
underlying power structures (Jupp, 2012, 2022; Wichterich, 2020). 

In this paper we observed the immense potential for demonstrating 
alternative structures and practices of care through networks based on 
solidarity and horizontality. The multiple, multi-functioning, and 
responsive local circuits and strategies of care that emerged from the 
CANs draw on memories, knowledge, and immense expertise in organ-
ising. Through engaging with the narratives and descriptions of care 
work provided during the pandemic, this paper paints a picture of the 
complexity of providing care through informal, local networks, where 
women, in particular working-class women, are the most active players, 
often working against immense odds. It is clear that, in times of crisis 
(and beyond), initiatives such as the CANs provide a backbone that fills 
in the gaps in care and social protection provided by the state and other 
more “formal” players. Yet, as the paper shows, this visibility of care 
work and the recognition of its political value is tenuously positioned 
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and does not necessarily translate into more equitable treatment of care 
workers at the community level. There are important questions about 
the distribution of responsibility for this care work and the need for it to 
be resourced, legitimised, and valued differently. We should continue to 
take up these questions in further research informing conceptualisations 
of equitable models of care. But at the same time, we should not discount 
and further invisibilise the value of this moment, where care networks 
such as the CANS sprung up in many parts of the world, played a life-
saving role and demonstrated the ‘politics of possibility’. 
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Chapter 5 
Discussion 
 

This thesis contributes insights that deepen our understanding of community-based care 

work in South Africa, and on how the relevant social policies addressing health-adjacent 

care work have evolved. The thesis posits that many of the assumptions undergirding 

community-based care policy – for example, the widespread normalisation of female 

volunteer labour – stem from a gendered politics of care and an ‘invisibilisation’ of the 

care economy by mainstream economic value systems. The research sheds light on the 

structural and material limits encountered by actors working within the community-

based care sector, as well as those who draw on it for social protection – noting that, in 

many instances, these are the same groups of people.  

 

This chapter synthesises the findings from across the four papers in order to answer the 

overarching research question of this thesis: how are care practices organised and 

supported at the local, relational level of the household, street, neighbourhood and 

community during periods of health and social disruption, and how is this impacted by 

the broader devaluing of care work? Furthermore, how do these practices offer 

alternative conceptualisations of responsibility for, and solidarity with, care work and 

caregivers?  

 

In answering these questions, the papers consider various dimensions of community-

based care work during two major health crises in South Africa – the HIV/AIDS epidemic 

and the Covid-19 pandemic. One of the key moves considered in the PhD is the nature 

of the engagement between “communities” and the “state”, noting that – while it is 

important to characterise the contrast between the two – there is no neat binary 

between the two. Nevertheless, juxtaposing them – as done throughout this research – 

offers a useful heuristic device that can hold an analysis of how actors work with and/or 
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against the state in filling in the gaps of care. Together, the papers in this thesis show 

that while care work is consistently devalued in South Africa’s policy and labour 

frameworks, during moments of crisis it is often reconfigured, collectivised and made 

visible in new ways. It is widely established that moments of crisis help to shed light on 

care work – while at the same time rendering it more precarious (Bahn et al., 2020; 

Branicki, 2020; Jupp, 2022). Focusing on South Africa, this research aimed to not only 

highlight the ways in which politics of care were reconfigured, first as a result of 

HIV/AIDS and, subsequently, Covid-19, but to locate this within a historical context that 

pays attention to the longue durée of social and health policy stances towards care 

work. 

 

Through a combination of embedded participant observation/observant participation, 

interviews and document research, the study explored how responsibilities for care were 

placed onto communities through the experiences of Covid-19 and HIV/AIDS, 

reproducing many of the normative ideas about care that further entrench its 

devaluation, feminisation and precarity. At the same time, the study explored the ways in 

which community-led responses such as the Community Action Networks (CANs) in 

Cape Town enabled the reconfiguration of care practices in the blurred spaces between 

public and private spheres of reproduction, across households, streets and 

communities, offering a challenge and alternative to the logics of formal systems of 

health and social welfare.  

 

The HIV/AIDS epidemic stands out as one of the most notable health and social crises of 

post-apartheid South Africa. Many scholars have analysed how it shaped the country’s 

health and social welfare systems – including the ways in which it carved out space for 

health activism and social mobilisation in the form of movements like the Treatment 

Action Campaign. Furthermore, it impacted the evolution and development of health and 

social policy responses to care work in South Africa, setting the stage for significant 

community-based care policies, interventions and programmes that evolved alongside 
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other key biomedical interventions such as universal access to antiretroviral (ARV) 

treatment, Prevention of Mother to Child Transmission (PMTCT), and Universal HIV ‘Test 

and Treat’. In its turn, the Covid-19 pandemic brought new meaning to the notion of a 

“crisis of care”, along the multiple axes of inequality that structure the care economy 

(Fraser, 2016; Musolino et al., 2024).  

 

Overall, this study contributes to existing scholarship on care work and the community 

care sector, demonstrating how it is simultaneously indispensable yet undervalued 

within dominant social and economic systems – and how this plays out within health and 

social policy. The research sits in conversation with ongoing work in the arenas of 

community-based care, community participation and community health systems – 

bringing  feminist analyses to bear on debates regarding what constitutes a meaningful, 

effective and socially just community care system (Boydell et al., 2019; Loewenson et al., 

2017; Miraftab, 2004a; Rifkin, 1996). 

 

The discussion that follows draws out the key insights that emerged from across the four 

articles that make up this PhD, focusing on the practices and politics of everyday care, 

the tensions between care work and formal systems of health and welfare, and the 

alternative imaginaries of accountability, solidarity and collective action that arise ‘from 

below’. The chapter synthesises the main contributions of the thesis into four analytic 

themes, considered in relation to the literature: 1) documenting place-based collective 

care practices that are relational and informal in nature – drawing predominantly from 

empirical observations of the Community Action Networks (CANs) during the Covid-19 

pandemic; 2) a historical analysis that situates social policy on community-based care 

work in the broader context of the evolution of social protection in South Africa; 3) 

insights into the politics of state-community interactions and contestations; and to 

conclude, 4) asserting the importance of politicising care work and recognising the 

prefigurative potential when care is collectivised in new ways.  
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Place-based, relational practices of care  
 

The first key contribution of this research is in describing the “everyday” strategies, 

practices and subjectivities of community-based care work during crises. In the context 

of the routine ‘invisibilisation’ of care work, recording and documenting this work and 

those who do it contributes to building recognition, unsettling assumptions and shifting 

the narrative. Throughout the HIV/AIDS crisis and the Covid-19 pandemic, volunteer and 

low-paid community care workers played a pivotal role in meeting “everyday” care needs 

– filling in the gaps in the social safety net (Henderson, 2011; Jupp, 2022; Loewenson, 

Colvin, et al., 2020). Examples of this work during Covid-19 included running community 

kitchens, checking up on neighbours, sewing and distributing masks, cleaning, securing 

resources for everyday survival in the face of job loss and food scarcity, and caring for 

children, the sick and the elderly. During the HIV/AIDS epidemic, much of this work was 

further marked by the need for palliative and end of life care for household members and 

relatives too sick to receive care in hospital – in light of government policy which sought 

to limit in-hospital care for people in advanced stages of disease (Henderson, 2011; 

Schneider & Lehmann, 2010b). For the purpose of this research these “life-making” 

(Razavi et al., 2022) activities are singled out as “everyday care work” – but an important 

characteristic of this kind of care work is that it is often (invisibly) embedded in the 

gendered routines of daily survival and needs maintenance, making it easy to obscure or 

take for granted.  

 

However, as explored across the papers on the CANs – there is much to be learned from 

the ways in which care is organised, especially during times of crisis. Paper 4 describes 

how the Covid-19 pandemic brought visibility to the usually invisible forms of care work 

that support daily lives. In response to the imposition of lockdown regulations and the 

disruption of livelihood systems, many activities of care were momentarily collectivised 

and reconfigured – often shifting into a blurred space between the public and private 

spheres of reproduction. Documenting this constitutes an important recognition of the 
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prefigurative politics of care that emerged, and the lessons it offers for building new 

systems of care going forwards. 

 

The key features of the organisation of everyday care work in the CANs included its 

informal, hyper-local nature, which enabled the leveraging of tacit knowledge, the rapid 

circulation of information, the mobilisation of city-wide networks, and foundations in 

solidarity and mutual aid. As described in Papers 2,3 and 4, the CANs offered an 

important lifeline to thousands of people in the city. Relational and solidarity-based 

practices were widespread and foundational to much of the CANs’ work. While each CAN 

established its own way of working, an ethos of “solidarity, not charity” was widely held 

across the network (Gugulethu-Seaboard CAN et al., 2020). Many of the CANs fostered 

solidarity infrastructure in the form of mutual coordination, horizontal networks of care, 

sharing resources and exchanging knowledge in ways that challenged traditional lo 

models and emphasised inter-dependence (Tiratelli & Kaye, 2020). Interventions and 

activities emerged in response to evolving needs and were often multi-purpose in nature. 

For example, people serving food at community kitchens were offered training as gender-

based violence first responders. The circulation of resources throughout the 

neighbourhood-based networks was another key practice.  

 

Material provisioning to meet every day needs was a driving force behind the organisation 

of care in the CANs. Tracing the epidemic of hunger that arose alongside Covid-19 made 

visible who bears the costs of crisis. Food became a frontier through which the politics 

of care work could be (temporarily) reconfigured – both as survival infrastructure and 

political pedagogy (‘every loaf became political’). Information sharing and relational 

brokerage was another function – which included both citywide and street-level 

WhatsApp groups and neighbourhood helplines. There were also “health-adjacent” 

forms of material provisioning – such as attempts to set up Community Care Centres for 

people living in overcrowded households to safely self-isolate close to home (Brady et 

al., 2020) and pulse oximeter lending libraries. While most of the empirical examples of 
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place-based care practices described in this thesis are drawn from the experience of 

Covid-19, there are  examples of similar forms of material provisioning that emerged 

during the HIV/AIDS epidemic, widely documented in the rich ethnographic literature that 

emerged during that time (Akintola, 2011; Dageid et al., 2011; Henderson, 2011; 

Henderson, 2012). These include the forms of care work that – to some degree – became 

formalised within the home-based care programmes – including treatment adherence 

support, peer education around stigma and living with HIV, and referrals to ward-based 

teams where necessary, but also household support such as cooking, cleaning, bathing 

patients, and assisting with household chores (Johnson et al., 2002).  

 

These empirical observations reveal a number of important findings. Firstly, they 

spotlight the significant gaps in securing basic needs and material provisioning afforded 

by formal systems – and the resulting struggle for survival that characterises the everyday 

lives of large portions of society across the globe (Bhan et al., 2020). This emerges in a 

context in which state provision of goods and services has been normalised as 

“incomplete” (Razavi et al., 2022, p. 3). Secondly, they highlight the patchwork of actors, 

networks, resources, and strategies that constitute a material response to filling the 

gaps, stemming from localised and informal collective action, self-organisation and 

contextual knowledge, rather than solely out of formal, government-led interventions or 

systems (Loewenson, Colvin, et al., 2020; van Wyk & Reddy, 2022).  

 

In the context of socioeconomic precarity – compounded by emergencies such as the 

pandemic – the provision of “everyday care” is often ad hoc, ephemeral and adaptive in 

response to rapidly changing contextual dynamics. It draws on collective resources, tacit 

knowledge and shared memory that can be hard to document, especially within a system 

that privileges certain forms of knowledge and record keeping over others. Those involved 

in the work may not have formal qualifications but bring with them fundamental 

contextual, experiential knowledge – operating as “professors of the street” (Walters, 

2023). In the case of the CANs, relational trust and proximity to local context were key 
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enablers of responsiveness to the rapidly changing pandemic conditions. CAN members 

were deft and practical in their use of resources, community-spaces and, most of all, 

networks of relationships amongst themselves and others. As totally informal 

configurations, the CANs were able to emerge and die down in response to need and 

purpose, working “at the speed of trust” to make decisions and take action (Whyle et al., 

2020). While the CANs were far from perfect – nor immune to the logistical and relational 

challenges of organising in the face of enormous resource constraints – their flexibility 

and informality was a major strength in enabling responsiveness to a wide range of needs. 

 

Self-organised and localised practices of care enact responsibility as reciprocal 

solidarity – rather than charity – and thus build an alternative ethics of care that goes far 

beyond the narrow definition of “service delivery”. The forms of care that are described in 

this section constitute what Jupp (2022) refers to as a “politics of everyday life” that draws 

its power from relational and localised spaces such as households, streets, 

neighbourhoods and citywide mutual-aid networks (Tiratelli & Kaye, 2020). This politics 

contributes towards a collective infrastructure of solidarity, held together by (and in spite 

of) the exigencies of everyday care work.  

 

Tracing the historical context of social policy and the community care sector in 
South Africa  
 

One of the main triggers for this research was witnessing the high levels of collective, self-

organised, community-led responses to the Covid-19 pandemic, especially with regards 

to the forms of care work essential to everyday survival under lockdown conditions. 

Community-led organising is not a new or uncommon phenomenon in South Africa. 

Indeed, there is a long history and collective memory of communities organising against 

oppressive conditions, including the anti-apartheid civic movements, women’s 

movements, and the emergence of the United Democratic Front as an arena of 

neighbourhood-based, grassroots organising (Hassim, 2002; Seekings, 2000). 
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Furthermore, there is a strong legislative and constitutional imperative in South Africa 

towards social protection and  support for formal “community participation” by 

community members through the governance and stewardship of public services at local 

levels, such as mandated participatory structures such as ward committees and clinic 

committees (Haricharan, 2019). However, as the findings in this research demonstrate, 

the interactions between formal systems of social protection and emergent responses of 

community-based networks of care are often characterised by tensions, competing 

logics and paradoxes.  

 

This thesis offers an understanding of these tensions and paradoxes by tracing the 

historical trajectory of underlying social policies on care in South Africa. From a health 

systems perspective, the evolution, uptake and impact of policy is undeniably driven and 

shaped by historical context (Grundy et al., 2014). Whyle and Olivier (2020) point out that 

historical analysis can deepen understandings of contemporary challenges by bringing 

to the fore important contextual factors – “revealing the lingering consequences of past 

decisions, exposing the extent to which powerful interests groups and institutional actors 

are able to influence reforms over time, and indicating the boundaries for what future 

reforms are feasible” (Whyle & Olivier, 2023, p. 2). Tracing the evolution of care policies 

in South Africa (in paper 1 and the literature review) locates the thesis’ overarching 

questions about care within a wider frame of social protection policy, the historical 

legacy of apartheid South Africa’s labour history, underlying assumptions about family 

and women’s roles in society, and the consolidation of community care systems into 

policy in response to the HIV/AIDS and unemployment crises (Lund & Budlender, 2008). 

The thesis sheds light on the historical policy processes by which care work became 

consolidated into forms considered 'legible' by the post-apartheid state.  

 

While the post-apartheid social grant system offers some remuneration for unpaid care 

work through its prioritisation of various forms of caregiver grants, social policy on 

community care workers – across both health and social development sectors – has 
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largely reinforced the undervaluing of care workers. Histories of racial injustice, colonial 

land theft, and forced migrant labour systems have shaped the distribution of care work, 

family structure and gendered divisions of labour in South Africa. Apartheid era policies 

of care rested upon a white supremacist ideology of separate development, structuring 

the economy around the exploitation of cheap migrant labour, with women and 

households in the rural Bantustans supporting the social reproductive costs of this 

labour. Social protection policy of this era was concerned with the upliftment of whites, 

providing high quality education, health care and cash transfers to white citizens, while 

continuing the subjugation and exploitation of the rest of the population. To the extent 

that it was in the interests of the apartheid state, circumscribed welfare provision was 

later extended to Coloured, Indian and African people – always along racially 

discriminatory lines. After its banning in 1960, the African National Congress (ANC) in 

exile shifted its focus onto the question of universal political franchise above all else. 

Thus, when the ANC came to power in 1994, it not only inherited a fragmented, heavily 

indebted public service – but questions of what an inclusive, redistributive social policy 

might look like were being considered in-depth for the first time in many decades (van 

Niekerk, 2013).  

 

While the vision contained within the new South African constitution emphasised a 

transformed, democratic South Africa based on principles of redistributive justice and 

social rights of citizenship, achieving this in the context of prevailing neoliberal orthodoxy 

and its influence on the new South African government proved difficult (Seekings, 2015). 

The evolution of social policy in the decades following the end of apartheid saw the failure 

of the “developmental state” in steering the country towards economic growth. In this 

context of widening inequality, worsening poverty and a growing unemployment rate, the 

HIV/AIDS crisis unfolded – bringing a new sense of urgency to the importance of 

community care workers, and the social contract that would be needed to support them.  
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Paper 1, drawing on Kingdon's (2013) theory of agenda setting and Fraser's (1989a) theory 

on the politics of needs interpretation, describes how certain forms of care work were 

placed onto the policy agenda, in response to the HIV/AIDS crisis. Through the 

development and implementation of the Home and Community Based Care (HCBC) 

policy, under the auspices of the Expanded Public Works Programme (EPWP) – 

community-based care work played a significant role in shaping response to the HIV 

epidemic and its accompanying socio-economic impacts. At the same time, these 

programmes were embedded into efforts to tackle the crisis of mass unemployment, 

through attempts to stimulate the labour market by means of publicly funded, short-term 

employment. This consolidation of the community-based care sector within a social 

protection-cum-labour market stimulus intervention imposed various conditions as the 

basis for recognition and support, shaping community-based care work into new forms. 

These forms included deployment of numerous new community cadres across the 

health, education and social development sectors, largely employed through a 

burgeoning third sector of NGOs, reliant on tenuous government funding, and requiring 

bureaucratic compliance with registration and accountability systems. It placed 

significant emphasis on discourses of “human capital development” – shifting 

responsibility onto the individual to increase their “employability” through accessing 

skills and training opportunities, while also deploying narratives of volunteerism (Philip, 

2023, p. 365). In light of the state’s inability to engage with informality, logics of 

volunteerism and workfare are often the only ways in which care work is made 

recognisable to the state (De Wet, 2012; Philip, 2023; Valodia & Devey, 2012). 

 

Paper 1 and the literature review chapter review how South Africa’s community care 

sector thus evolved into a fragmented, “NGO-ised” third sector, reliant upon precarious, 

feminised and poorly remunerated labour. The state’s abdication of responsibility for care 

work is obscured by way of displacing it onto the backs of an underpaid or unpaid 

workforce of female lay care workers (Fakier & Cock, 2009). The HCBC programmes of 

the HIV/AIDS era emerged as a policy solution to health system overload and 
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unemployment, resulting in institutionalised and formalised NGO contracts and EPWP 

programmes. Through these mechanisms, responsibility for care was formally shifted 

onto communities, often under the rubric of “empowerment”, “entrepreneurialism” and 

“work experience”, with short-termism and training-as-remuneration substituting for 

stable, living wages (Colvin et al., 2009; Miraftab, 2004b). Discourses that naturalise the 

feminisation of care work, and reinforce that caring is a question of “women’s morality” 

also played a major role (Parenzee & Budlender, 2016). The context of gender-based 

violence that pervades South Africa makes these discourses even more insidious.  

 

Although not dissimilar to trajectories described elsewhere (Loewenson & Whiteside, 

1997; Mehta & Gupta, 2005; Ogden et al., 2006; Valiani, 2022), this analysis sought to 

understand how care was specifically constituted in policy in the South African context 

over time, highlighting the historical forms of path dependence and longstanding 

gendered assumptions regarding care work. Attempts to support and redistribute care 

work through dual-outcome efforts such as HCBC programmes that are embedded 

within macroeconomic employment stimulus programmes must be understood within a 

broader context of social protection systems premised on male norms of paid work and 

the externalisation of social reproduction costs that these norms perpetuate (Fraser, 

1989b; Hassim & Razavi, 2006).  

 

The contribution of this research lies in highlighting the fact that the immense care 

burdens placed on women and communities in the context of major health disruption 

such as HIV/AIDS or Covid-19 is part and parcel of a historical, gendered system of 

organising care labour – and not the direct result of the disease at hand. This points to the 

need for problematising the underlying nature of the care system itself, rather than trying 

to strengthen its existing forms (by, for example, incorporating community care workers 

into the health system by means of skills training, professionalisation or formalisation).  
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State-community interactions and contestations 
 

The third contribution of the thesis focuses on the difficulties arising from interactions 

between the formal health and welfare system, and forms of bottom-up, community-

based “everyday” care work. The challenges of collaborating across different 

understandings of care needs and modes of organising care was documented across all 

the papers. While paper 1 looked to historical factors to explore this, Papers 2, 3 and 4 

emphasised how it played out on a material level in shaping the work of the CANs and the 

experiences of collaboration with the formal health system during the Covid-19 

pandemic.  

 

The kind of relational work that formed the basis of both action and accountability within 

the CANs is rarely counted in official metrics or in the narratives of the formal response 

to crisis. Informality enables the flexibility and responsiveness that makes such 

community-based responses unique, but leaves care workers outside of formal funding 

and recognition streams. Yet, the work done by community-led responses such as the 

CANs play a pivotal role in shaping the outcome of crises. 

 

As explored across the papers of this thesis, “disrupting the false binary” (van Ryneveld 

et al., 2022, p. 1) between the roles of the health system and communities goes beyond 

recognising the contribution of community-organised responses towards the outcome of 

health crises. It also shines a spotlight on the tensions, contradictions and paradoxes 

marking relationships between communities and the state (Ehmke & Fakier, 2016; 

Loewenson, Colvin, et al., 2020). There is no doubt that community care networks were 

essential to filling in the gaps left by the formal response during the Covid-19 pandemic. 

Yet, the modes of collaboration and participation expected of communities by the state 

often serve as a hindrance to their ability to engage in the place-based, time-sensitive, 

resource-intensive care work that this requires. Attempts at formalisation often strip 

away relational substance in pursuit of extractive, bureaucratised systems of care. For 
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example, recognising only formally registered organisations may offer a veneer of 

legitimacy, but does not necessarily support or drive localised collective action. 

Similarly, state-led community-based interventions emphasising “professionalisation” 

allow some carers to be incorporated into formal systems but simultaneously disqualify 

many experienced carers who lack certification. As the research in this study 

demonstrates, community-based care work and responses to HIV/AIDS and Covid-19 

interacted with and responded to state-led systems of health and social welfare in 

complex, often contradictory ways. 

 

There is a wide range of literature analysing the various configurations of relationship 

between state and community/civil society. The Gaventa Power Cube is a heuristic 

device for understanding the directionality of power between actors such as the state 

and civil society – using the idea of closed, invited, and claimed/created spaces 

(Gaventa, 2005). Miraftab (2009, 2004a), writing on urban planning practice, introduces 

the idea of invented, invited and insurgent citizenship – drawing on Holston’s (2009) 

previous work on insurgent citizenship practiced through self-constructed houses in 

Brazil (Holston, 2008; Miraftab, 2004a, 2009). Rendall et al (2024) propose the framing of 

‘supplementary, complementary and adversarial’ to describe the relationship between 

mutual aid groups and the health department in Scotland (Rendall et al., 2024). These 

framings of power are useful analytical tools that can unpack the relationships between 

a centre of power and those at the edges, depicting the distribution and circulation of 

power as it is used to stabilise state-civil society relations. They demonstrate the ways in 

which access to state power (and its resources) – through “legitimated” means of 

collaboration or community participation – is premised upon legibility to the state. This 

condition of legibility can blur the lines between functional participation for the sake of 

filling in gaps on behalf of the state (in other words, as a means to complete the 

incomplete work of the state), and claimed, embedded participation as a means in itself 

and a reflection of democratic collective action, public ownership, social justice and 

equity in these systems (Loewenson et al., 2017; Paremoer, 2018). 

https://uwcscholar.uwc.ac.za/home



 
 
 
 
 
 

110 

 

Paper 3 of this thesis presented two examples in which the formal health system was able 

to collaborate with informal community actors during the pandemic response. In both 

examples – the community radio programme, and the Emergency Medical Services Vaxi-

Taxi initiative – shared goals, open-minded public servants willing to try something 

different, and existing relationships between local health employees and community 

networks enabled practical collaboration for a limited period of time. However, as a 

sense of normality eventually returned, the appetite for collaboration in these flexible and 

informal ways was curtailed. This can partly be understood by the large degree of friction 

between informal, hyper-local community-led responses and state logics of top-down 

control, centralised auditing and bureaucratised accountability systems (Loewenson, 

Accoe, et al., 2020). As the crisis moment subsided, much of the requirements around 

procurement, reporting, partnership, and conforming to formalisation, were reasserted, 

excluding informal networks from receiving funds. This goes hand in hand with the 

systematic depoliticisation of grassroots participatory discourses – collaboration 

between communities and the state is shaped to fill in the gaps in service delivery, often 

removing the agency of essential community-based actors to do so on their own terms 

(Paremoer, 2018).  

 

Concluding thoughts: forging new politics of care  
 

The final contribution of this research is in supporting the call for (re)-politicising care, 

emphasising the prefigurative potential that exists when care work is collectivised by 

means of self-organising, networked and localised solidarity infrastructure. The 

deliberate depoliticisation of care work – rendering it as low-skilled, feminised and 

invisibilised – is a tactic that perpetuates the devaluing of care work. Moments of crisis 

may temporarily disrupt this. The HIV/AIDS era was undeniably shaped by the social 

mobilisation of advocacy groups such as the Treatment Action Campaign, bringing about 

substantive change to the ways in which the state engaged with people affected by the 
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disease. During Covid-19, caregivers were deemed essential workers and the unsung 

heroes of the pandemic – but once that moment ended, the status quo quickly returned. 

 

The simultaneous depoliticisation and moralisation of care – as an individual 

responsibility rather than a collective or political one – reflects a core strategy of 

neoliberal capitalism and gender oppression. As Miraftab (2004b) notes, neoliberal 

policies depoliticise participatory discourses even as they open limited realms of 

decision-making to women. On one hand, the pandemic saw extensive mobilisation by 

largely female community organisers – often lauded as “heroes” in the media – 

responding to everyday survival issues, reflecting a “politics of doing” grounded in local 

action, knowledge, and solidarity. On the other, the broader structures that feminise and 

devalue care persist, raising the question: what does it mean to place the spotlight on 

care work when the broader context remains so oppressive? Nzewi and Sikhosana (2020) 

refer to this as the “conundrum of women’s participation” – highlighting that the fruits of 

the “community participation hymn” that is touted as a foundational pillar of 

development has still not reached a majority of women in South Africa (Nzewi & 

Sikhosana, 2020). Here, the struggle against gender oppression is deeply entwined with 

broader claims to the social rights of citizenship (Goebel, 2011). 

 

While care work is often marked by exploitation and extractivism, local and relational 

spaces of care nonetheless enact alternative imaginaries of responsibility – as solidarity, 

mutual accountability, and co-production of health and wellbeing – prefiguring more 

democratic models of community welfare. It is crucial to situate these practices within a 

context that neither romanticises care nor obscures its difficulty (Jupp, 2012). Policy 

frameworks often reflect a form of gender blindness (Daniels et al., 2012; Mackintosh & 

Tibandebage, 2006; Nzewi & Sikhosana, 2020): empowerment rhetoric directed at 

women is coupled with assumptions that they are “natural” caregivers. Programmes 

such as HCBC formalise these gendered roles, tying opportunities for empowerment to 

traditionally feminised labour. This is not to deny the agency of women who, through care 
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work, claim recognition and push for its revaluation – a prime example of this being the 

ongoing struggle of community health workers in South Africa (Andrews et al., 2020; 

Daniels et al., 2012; Daniels et al., 2005). However, the devaluation of care is structural – 

rooted in the organisation of labour and reproduction under capitalism. Without 

recognising this and reconfiguring economic systems to value care, most empowerment 

initiatives remain hollow (Emejulu & Bassel, 2018). 

 

Collectivised spaces of care offer vital lessons for imagining alternative systems. Though 

imperfect, they demonstrate prefigurative possibilities – sites where care is practised 

differently, opening pathways to politicise care and bring it into the public realm. As 

Sevenhuijsen (1998) suggests, these are spaces of “creative power,” enabling renewed 

forms of collective agency and social justice. To theorise care as a site of resistance is to 

ground justice in practice: care has the potential to transform social orders and redraw 

moral boundaries of value (Miraftab, 2018; Tronto, 1993). As Tronto reminds us, care “is 

a way of seeing the embodiments of our abstract ideas about power and relationships” 

(Tronto, 1993, p. 124). Initiatives such as a Universal Basic Income Grant and feminist 

budgeting are growing in evidence and support in South Africa, and offer an important 

starting point for high-level transformations to the economic status quo, but they are not 

necessarily enough. Gender-blindness in policy must be tackled, alongside the 

knowledge hierarchies and accountability systems that enforce top-down governance 

and make it so difficult for localised, place-based collective action to find a foothold. 

These will also have implications for how we continue to campaign for and support the 

deeper recognition of formal community health workers, and who gets included in that 

bracket.  

 

In conclusion, care is political, and its politicisation is pivotal to its prefigurative power. 

Crisis may be a trigger point in forging a new politics of care, but it is also important to 

recognise that “insecurity may not necessarily result in progressive counter movements” 

(Webster & Bhowmik, 2014). How care is politicised is still up for discussion – and the 
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stakes are high. Reconfiguring care through collectivisation, mutual aid and localised, 

relational practices of solidarity provide alternative imaginaries for community health 

and social protection. But without the explicit politicisation of care work, this can quickly 

fall into the strategic traps of devaluation and feminisation set up for it within the 

dominant economic and political system. Devaluation is not incidental – it is an active 

part of how our economies and political lives are structured. Policy instruments often 

work to actively construct care as low-value, temporary and feminised. What this – and 

countless other studies on care work – show is that this is work that has a fundamental 

value. Shifting what and how we value within our dominant socio-economic systems will 

be central to redistributing the responsibility for care work equally across society and 

building more just community health and care systems.     
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What is this study about? 

This is a research project undertaken by me, Manya van Ryneveld, a PhD student at the 

University of the Western Cape. I am registered as a PhD candidate in the School of Public 

Health (SOPH), University of the Western Cape, in Bellville, Cape Town. This research will 

inform my doctoral thesis, which aims to advance understanding of everyday care work 

during two critical moments of health and social disruption in Cape Town, South Africa – the 

HIV/AIDS epidemic and the Covid-19 pandemic. My PhD supervisor is Professor Helen 

Schneider (hschneider@uwc.ac.za; +27-21-9593563), and I will be working directly with her 

throughout the duration of my project. You are welcome to contact her should you have any 

questions, concerns or complaints. 

 

This research project is interested in the forms of “everyday care work” conducted by people 

within their households, streets, neighbourhoods and communities in Cape Town during 

times of major health and social disruption. The study will compare everyday care in two 

cases: the ongoing Covid-19 pandemic, and the HIV/AIDS epidemic prior to the rollout of 

ARVs across the country. It aims to trace a comparative historical view of this issue, 

understanding how everyday care work is positioned within the broader health and social 

welfare systems of post-Apartheid South Africa. 

“Life sustaining responses and everyday care work during 
the HIV/AIDS and Covid-19 crises in Cape Town.” 

 

Participant Information Sheet – HIV/AIDS case study 
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I am approaching you because I believe that you can contribute important knowledge to this 

topic – based on your understanding of and/or involvement in everyday care work during the 

HIV/AIDS epidemic, in particular the period between the 1990s - mid-2000s. This may be 

through writing you have published or work that is documented in the broader HIV/AIDS 

care archive; or your involvement with community-based care organisations during that time. 

 

In the remainder of this document, I clarify some basic questions regarding involvement in 

the research, as well as risks and benefits.  

 

What will I be asked to do if I agree to participate? 

I will ask you to reflect on your understanding of the role of informal, everyday care work in 

the context of the HIV/AIDS epidemic, in particular during the period prior to the national 

rollout of Antiretrovirals (1990s – mid-2000s). I am interested in your story and experience 

as you remember it. I will invite you to participate in an in-depth interview of approximately 

45-60 minutes in which I ask you questions about the nature of the work you are reflecting on 

and how you understand its role in the overall HIV/AIDS response. You will also be invited 

to join a once-off focus group discussion along with several other participants from both the 

Covid-19 case study and the HIV/AIDS case study. You are not obliged to participate in this 

discussion even if you were an interview-participant. If you do participate, we will have a 

conversation comparing and contrasting the different experiences of everyday care work 

during the two periods. You will never be asked questions that you are forced to answer, and 

I will not be offended if you choose not to answer specific questions. You are also allowed to 

end the interview/leave the focus group discussion at any point or withdraw consent for the 

use of any or all of the data you contribute at any point.  

 

Would my participation in this study be kept confidential? 

Your participation in this research is completely confidential. A pseudonym will be used to 

protect the anonymity of your identity. I will ensure that all recordings and written data is 

kept in a protected hard drive and only I will have access to this. All data will be coded in 

order to maintain anonymity. Although your participation will be completely confidential, the 

information you share will be used in my doctoral thesis and may inform further publications 

in peer-reviewed journals. If you participate in the focus group discussion you have a duty to 

your fellow participants to maintain their confidentiality as well. 
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What are the risks of this research? 

There is a risk that participation might trigger trauma experienced while providing care work. 

Talking about yourself or about your experience of caring for others during times of 

difficulty such as the Covid-19 pandemic might bring up difficult memories, emotions or 

other psychological discomfort. I will ensure that you are promptly offered the necessary 

professional psychological support or assistance if this were to happen. 

 

What are the benefits of this research? 

This research will not offer you any immediate, direct or personal benefit and participation in 

the study will not be compensated in any way. However, the aim of this project is to highlight 

the importance of self-organised, localised forms of care work within the health system, 

especially during times of disruption. In doing so, we hope that important lessons can be 

learnt to support this work in the future and recognise the people who do it. As a participant 

in this study, you will be treated with respect and dignity and your contribution will be 

greatly valued. You will be acknowledged in the dissemination of findings, as appropriate 

and negotiated with you. 

 

Can I withdraw from the study? 

Yes, you may withdraw from this study at any point, partially or completely. You may 

choose not to answer certain questions, or you may choose to only participate in some ways 

and not in others. You do not need to supply reasons for withdrawing from the study. 

 

What if I have questions? 

If you have any questions about the research study, your consent to participate or any other 

questions you may contact the researcher, Manya van Ryneveld, at +27794930745 or 

mvanryneveld@uwc.ac.za. The study is being supervised by Professor Helen Schneider and 

you may also contact her with questions. She is contactable at hschneider@uwc.ac.za. Should 

you have any questions regarding this study and your rights as a research participant or if you 

wish to report any problems you have experienced related to the study, please contact:  

 

 

Prof U Lehmann  

Head of Department:  School of Public Health 
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University of the Western Cape 

Private Bag X17 

Bellville 7535  

ulehmann@uwc.ac.za      

 

Prof Anthea Rhoda  

Dean: Faculty of Community and Health Sciences  

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za 

 

This research has been approved by the University of the Western Cape’s Humanities and 

Social Sciences Research Ethics Committee. 

 

Humanities and Social Sciences Research Ethics Committee 

University of the Western Cape  

Private Bag X17 

Bellville 

7535 

Tel: 021 959 4111 

e-mail: research-ethics@uwc.ac.za 
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What is this study about? 

This is a research project undertaken by me, Manya van Ryneveld, a PhD student at the 

University of the Western Cape. I am registered as a PhD candidate in the School of Public 

Health (SOPH), University of the Western Cape, in Bellville, Cape Town. This research will 

inform my doctoral thesis, which aims to advance understanding of everyday care work 

during two critical moments of health and social disruption in Cape Town, South Africa – the 

HIV/AIDS epidemic and the Covid-19 pandemic. My PhD supervisor is Professor Helen 

Schneider (hschneider@uwc.ac.za; +27-21-9593563), and I will be working directly with her 

throughout the duration of my project. You are welcome to contact her should you have any 

questions, concerns or complaints. 

 

This research project is interested in the forms of “everyday care work” that are conducted by 

people within their households, streets, neighbourhoods and communities in Cape Town 

during times of major health and social disruption. The study will compare everyday care in 

two cases: the ongoing Covid-19 pandemic, and the HIV/AIDS epidemic prior to the rollout 

of ARVs across the country. It aims to trace a comparative historical view of this issue, 

understanding how everyday care work is positioned within the broader health and social 

welfare systems of post-Apartheid South Africa. 

“Life sustaining responses and everyday care work during 
the HIV/AIDS and Covid-19 crises in Cape Town.” 

 

Participant Information Sheet – Covid-19 case study 
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I am approaching you because I believe that you can contribute important knowledge to this 

topic – specifically to the Covid-19 case study, based on your understanding of and/or 

involvement in everyday care work during the Covid-19 pandemic. This may be through 

information that you have shared via social media in relation to activity within a Community 

Action Network or other community-based organisation in Cape Town during the course of 

the Covid-19 pandemic from March 2020 onwards. You may have shared an experience, 

opinion or story in one of the publicly recorded CAN co-learning sessions or posted on the 

Cape Town Together social media pages. I may also have identified you as a potential 

interviewee or participant in a focus group discussion, where you would be able to contribute 

further information, opinions, reflections and experiences related to the topic of my PhD. 

 

In the remainder of this document, I clarify some basic questions regarding involvement in 

the research, as well as risks and benefits.  

 

What will I be asked to do if I agree to participate? 

You will be asked to share your personal reflections on everyday care work during the Covid-

19 pandemic. This may be through giving me permission to use information you have shared 

publicly on the Cape Town Together social media pages. I may ask your permission to quote 

you directly or to refer more broadly to themes within the information you have shared. 

Another way to participate would be through an in-depth interview of approximately 45-60 

minutes in which I ask you further questions about your experience of being involved in 

everyday care work in your neighbourhood over the course of the pandemic. A third way to 

participate would be to join a focus group discussion of approximately 60-90 minutes with 

other participants from both the Covid-19 case study and the HIV/AIDS case study. Note that 

you do not need to participate in all these activities, you may consent to the use of your social 

media posts but prefer not to be interviewed or join the focus group discussion. Or you may 

consent to being interviewed but not to join the focus group discussion. There will be no 

questions in the interview or focus group discussion that you are obliged to answer, and I will 

not be offended if you choose not to answer specific questions. You are also allowed to end 

the interview or leave the focus group discussion and withdraw consent for the use of any or 

all of the data you contribute at any point. 

 

Would my participation in this study be kept confidential? 
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Your participation in this research is completely confidential. A pseudonym will be used to 

protect the anonymity of your identity. I will ensure that all recordings and written data is 

kept in a protected hard drive and only I will have access to this. All data will be coded in 

order to maintain anonymity. Although your participation will be completely confidential, the 

information you share will be used in my doctoral thesis and may inform further publications 

in peer-reviewed journals. If you participate in the focus group discussion you have a duty to 

your fellow participants to maintain their confidentiality as well. 

 

What are the risks of this research? 

There is a risk that participation might trigger trauma experienced while providing care work. 

Talking about yourself or about your experience of caring for others during times of 

difficulty such as the Covid-19 pandemic might bring up difficult memories, emotions or 

other psychological discomfort. I will ensure that you are promptly offered the necessary 

professional psychological support or assistance if this were to happen. 

 

What are the benefits of this research? 

This research will not offer you any immediate, direct or personal benefit and participation in 

the study will not be compensated in any way. However, the aim of this project is to highlight 

the importance of self-organised, localised forms of care work within the health system, 

especially during times of disruption. In doing so, we hope that important lessons can be 

learnt to support this work in the future and recognise the people who do it. As a participant 

in this study, you will be treated with respect and dignity and your contribution will be 

greatly valued. You will be acknowledged in the dissemination of findings, as appropriate 

and negotiated with you. 

 

Can I withdraw from the study? 

Yes, you may withdraw from this study at any point, partially or completely. You may 

choose not to answer certain questions, or you may choose to only participate in some ways 

and not in others. You do not need to supply reasons for withdrawing from the study. 

 

What if I have questions? 

If you have any questions about the research study, your consent to participate or any other 

questions you may contact the researcher, Manya van Ryneveld, at +27794930745 or 

mvanryneveld@uwc.ac.za. The study is being supervised by Professor Helen Schneider and 
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you may also contact her with questions. She is contactable at hschneider@uwc.ac.za. Should 

you have any questions regarding this study and your rights as a research participant or if you 

wish to report any problems you have experienced related to the study, please contact:  

 

 

Prof U Lehmann  

Head of Department:  School of Public Health 

University of the Western Cape 

Private Bag X17 

Bellville 7535  

ulehmann@uwc.ac.za      

 

Prof Anthea Rhoda  

Dean: Faculty of Community and Health Sciences  

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za 

 

This research has been approved by the University of the Western Cape’s Humanities and 

Social Sciences Research Ethics Committee. 

 

Humanities and Social Sciences Research Ethics Committee 

University of the Western Cape  

Private Bag X17 

Bellville 

7535 

Tel: 021 959 4111 

e-mail: research-ethics@uwc.ac.za 
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Participant’s agreement: 

I have been informed about the purposes of this study and what my participation involves. I 

have read the information sheet, or someone has read it and/or explained it to me. I 

understand that my participation in this study is completely voluntary and that I can withdraw 

at any time, without having to give a reason for doing so. I understand that my confidentiality 

will be maintained and that the researcher will use a pseudonym in order to maintain 

anonymity. I understand that an audio recording of the interview will be taken, if I have 

consented to this. I understand that if I participate in the focus group discussion, I have a duty 

to my fellow participants to maintain their confidentiality. I understand that the findings 

collected through this study will be used for research purposes and will be published as part 

of the researcher’s doctoral thesis in peer-reviewed journals and conference presentations. 

 

Researcher’s agreement: 

I, the interviewer, understand that the process of gaining informed consent from the 

participant may need to be renegotiated and that the participant has the right to withdraw their 

“Life sustaining responses and everyday care work during 
the HIV/AIDS and Covid-19 crises in Cape Town.” 

 

Consent form 
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consent to participating at any point, without having to give reasons. I commit to maintaining 

the participant’s confidentiality by using a pseudonym and keeping all information collected 

during the research, including a record of informed consent for each participant, on a 

password protected device. The contents of this research will be used for my doctoral thesis 

and will be published in peer-reviewed journals and conference presentations. As the 

researcher, I commit to making the contents of the research available to participants prior to 

finalising and publishing any work. Participants can ask to read or have explained to them 

any sections of the work that pertain to their data and can ask for changes to be made.  

 

 Yes No Date 

Participant is willing to 

participate 

   

Participant is willing to 

be audio recorded 

   

 

Researcher’s Signature: ________________________ Date: ____________________ 

Participant’s Signature: ________________________ Date: ___________________ 
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