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Abstract

The main aim of this study was to investigate the extent atwhich the Primary Health Care

strategy has been implemented in the cholera infested areas of District 28.

Objectives of the study were:

• To determine to what extent was the Primary Health Care strategy

implemented.

• To determine availability of resources namely provision of good

vvater supply and good sanitation.

• To recommend implementation of an effective health promotion

and disease prevention programme.

The information gathered in this study would help the health planners in District 28

in strategic planning.

A quantitative research method was used to determine how the respondents
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viewed the present state ofprimary health care services with regard to availability

ofresources and howmuch successful these services meetthe communityneeds.

The target population consisted of community members, environmental officers,

communityhealth careworkers, directorsand nurses. The questionnairewas used-
for collecting data and interviews were also conducted.

The study revealed that some rural communities had poor water supply and poor

sanitation which might have been the cause of the outbreak of cholera in District

28. In spite of the existence of health education programmes in some areas of

District 28, and efforts made by some of various categories of health workers in

providing health education, the community members revealed knowledge deficit

with regard to personal hygiene, food hygiene, waste disposal and water

purification. Health services are inaccessible to the majority of rural communities

due to poor roads, transport, cost and distance. The main recommendations of

the study were as follows: -

• Strengtheningofhealth education programmes and campaigns.

• Provision ofresources namelysafe adequate watersupplyand

good sanitation to rural communities.

• Improvement of infrastructure namely transport and

.construction of roads.

-
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CHAPTER ONE

ORIENTATION TO THE STUDY

1.1 INTRODUCTION

A Communicable disease is any disease, which can be transmitted directly or indirectly

from any person or animal through any agent t? any person. The disease is caused by

a specific microorganism and clinical signs·and symptoms are characteristics of that

particular disease (Nzimande 2000:2).
.,

Cholera is one of the communicable diseases that spread from man to man through

contaminated water supplies and poor sanitation.

Communicable diseases are controlled through disease notification and improvement

of sanitation, resistance ofpeople, personal and environmental hygiene practices Mok

1996:477). A break in socio-economic status of the people impacts on the healthy

status and interferes with the resistance of the people. Diseases that were controlled

before occur in outbreaks and become uncontrollable.

Certain events bear evidence that the problem presented by environmentally related

diseases have not been solved this is evidenced by the epidemic of cholera in AUgust

2000 in District 28 of KwaZUlu-Natal. This state of affairs is not in line with the statement

issued out by the World Health Organization which states "Health for all by year 2000".

The World Health Assembly referred to it as the attainment by all the people of the

world, a level of health that will permit individual live a socially and economically

productive life style. A life thatwill make people gain social satisfaction from being able

1



to realize whatever latent, intellectual, cultural and spiritual, including talents they have.

People will realize that they themselves have the power to shape their lives and the lives

of their families, free from avoidable burden of diseases. People will be aware that ill­

health is inevitable, and then use better approaches for preventing diseases and

alleviating unavoidable illness and disability. There will be an even distributiQj1 of

resources available among the world population. Essential care will be accessible to all

individuals and families, in an acceptable and affordable way and within their full

involvement Primary health care was identified as the key to attaining this target as part

of development in the spirit of socialjustice (Dennit etat. 1995:4-5). It is also not in line

with the agreementmade by all the countries present in the A1ma Alta declaration, of the

endorsement of Primary Health Care Approach as a strategy to meet the goal Health for

all by year 2000 (VIok 1996:26).

The Govemment of South Africa has embarked in a number of following strategies in

order to meet the goal Heath for all byyear 2000.

• ,Formulation of the Health Service facility Plan.

• Endorsement of the WHO Strategy (health for all) as part of

Govemment Policy.

• Acceptance and implementation of Primary Health Care approach

throughout the country.

• Allocations of more than 5% of the Gross National Product to

health care.

• Introduction of Reconstruction and Development Programme to ••

2



uplift the lives of the people.

• Introductionofthe National Health Policy System (Dreyer 1993:156­

169).

• The introduction of "Batho-Pele" principles in order to transfer the

Health Care Delivery System etc., (Workshops conducted by

Department of Health in 1999-2000).

The researcher in this study will explore to what extent the strategies embarked on in

order to implement the primary health care approach were effective.

1.2 BACKGROUND OF THE STUDY

The epidemic of Cholera in August 2000 till today has claimed 180 lives of people in

KwaZulu-Natal mostly in District 28 (Cholera Guidelines 2001 :0/231).

South Africa had its first cholera epidemic in 1981 with the Vibrial Strain EL TOR in Eastern

Transvaal (VIok 1996:641). The victims presented with rice watery stool, which was the

mostdistinguishing characteristic. Since 1981 there have been six full cholera epider.nics.

By prompt intervention the outbreak was completely eradicated. Areas affected were

those where there was no access to safe water and poor sanitation (VIok 1996:641).

With the current epidemic, there is a delay in the control of cholera in spite of the

Governments effort to eradicate it The victim present with different types of strains as

well as different types ofstools which makes one to be suspicious as to whether it is still

the EL TOR strain alone which is the culprit or not

3



Hot humid summers, Seaport overcrowded communities with low standar'Cl of

environmental sanitation and scanty restricted and unprotected water supplies in certain

areas are thought to be the reason for the endemic of cholera (Cholera Guidelines

2001:15).

This poses a question to the researcher as to whether are we able to implement the

strategies as encompassed in the Primary Health Care Approach.

1.3 MOTIVATION FOR THE STUDY

The researcher is a trained person on clinical nursing science, health assessment

treatment and care, she is faced with aproblem that cholera has been controlled ~fore

under primary health· care strategies but all of a sudden it has become a pandemic

disease killing people thus affecting the socio-economic status of the country.

1.4 AIMS OFTHESTUDY

The aims of the study are as follows:

• To evaluate the primary health care implementation strategy in

cholera infested areas of District 28 With the aim of making

recommendations for improvement

~

. • To make recommendations regarding the implementation of the

most effective programs for health promotion and disease

prevention atall three levels, namelyprimary, secondaryand tertiary

prevention.

4



1.5 OBJECTIVES OFTHE STUDY

The objectives of the study are as follows:

~

• To determine to what extent was the primary health care strategy

implemented.

• To determine availability of resources, namely provision of good

water supply and good sanitation.

• To recommend implementation of an effective health promotion

and disease prevention programme.

1.6 STATEMENT OF THE PROBLEM

The Govemmentof South Africa endorsed the implementation of the strategy of Primary

Health Care for the betterment of the lives of South African people, which came as a

result of the slogan Health for all byyear 2000. We have gone passed year 2000 butwe

still witness the cholera epidemic which might be associated with inavailability of

resources namely water supply, sanitation etc.

1.7 SIGNIFICANCE OF THE STUDY

• This study will show the cause of the outbreak of cholera.

• Measures to combat the spread will be undertaken.

• Cholera will be controlled through a primary health care strategy,

5



and this will result into a healthy nation.

• Health planners in District 28 will make use of the information

gathered in this study, in strategic planning.

1.8 ASSUMPTIONS

It is assumed thatwith good sanitation good water supply and effective implementation

of primary health care strategy, cholera can be controlled.

1.9 RESEARCH QUESTION

What has caused the cholera outbreak in District 28 inspite of primary health care

strategies, which have been implemented?

1.10 LITERATURE REVIEW

The researcher will explore literature related to the study. The researcher will also

consult relevant personnel such as experienced communityhealth nurses, primary health
~

care nurses, doctors, epidemiologist, environmental officers and directors of health. In

addition selected publications of some journals for example Curationis, Joumals of

Advanced Nursing and Denosa publication will be consulted.

1.11 THEORETICAL FRAMEWORK

Betty Neuman's Health Care System Model has been chosen as atheoretical point of this

study. This focus on the fact that all which surrounds an individual, internal and extemal

forces could affect life and development

6



1.12 DEFINITION OF CONCEPTS

1.12.1 Primary H£alth Car£

Primary health care is described by the World Health Organization as essential

health care made universally accessible to the individuals and families in the

community through their full participation, at a cost that the country and

communitycan afford, with the methods thatare practical scientificallysound

and socially accepted. It is the first level of contact of individuals, the family

and community with the national health system, bringing health care as close

as possible to where people live and work, and constitutes the first element
~

of a continuing health care process (VIok 1996:29).

1.12.2 Community H£alth Nurs£

The community health nurse is aregistered nurse who has the 4-year diploma

or degree qualification that includes community nursing or who holds

additional qualifications at diploma or degree level in community nursing or

advanced community nursing science (De Haan 2001:7).

Op£rational ddinition

With reference to this study a community health nurse is a professional nurse

registered with the South African Nursing Council, having an additional

qualification in community health nursing science, responsible for dispensing

health care outside the hospital and comes into direct contact with the

patient/client in his environment.

7



1.12.3 Primary Health Care Nurse

A primary health care nurse is a registered nurse with additional training in..
diagnostic skills and techniques, in clinical assessment and in the appropriate

pharmacology and treatment skills, dealing mainly with the curative aspect of

primary health care (De Haan 2001 :9).

Operational definition

In this stucly aprimary health care nurse is aprofessional nurse registered with .

the South African Nursing Council, having undergone training in clinical nursing

science, health assessment treatment and care, providing a comprehensive

health service to rural communities.

1.12.4 Community Health Care Worker
..

A community health care worker is a new category of health personnel,

selected by the community, having undergone sixweeks training in delivering

a comprehensive health service (De Haan 2001 :9).

Operational definition

In this stucly the community health care worker is an organized person from

the community, having undergone training on certain aspects of health care

so as to beable to deliveracomprehensive health service, mainly concemed

with home visits.

8



1.12.5 Cholctra

Cholera is an active epidemic disease caused by the vibrio cholera, which is

spread by faecal contamination of food and water (VIok 1996:641).

Opctrational ddinition

In this study cholera is a notifiable and formidable epidemic disease

characterized by sudden onset of severe diarrhoea of rice watery stools,

vomiting and dehydration.

1.12.6 Epidctmic

An epidemic is the term used to describe the outbreak ofan infective disease

affecting alarge numberofpeople at the same time in alimited specified area

(VIok 1996:463).

Opuational ddinition .,

In this study epidemic is the occurrence of a number of cases of cholera in

the community of District 28 in excess of the number which are normally

expected, all arising from a common source.

1.13 RESEARCH DESIGN

Research design is the way in which the researcher plans and structure the research

process. The surveywill be used as aresearch design. The survey is anon-experimental

study in which the researcher investigates a community or a group of people Greece

9



& Treece 1986:175).

This quantitative type of research design will be used to assess how the primary health

care strategy is implemented in District 28.

1.14 DELIMITATION OF THE STUDY

The research studywill be directed to the directors, environmental officers, community

health care workers and nursing personnel from various clinics in District 28. The study

will cover all the subdistricts, namely Lower Umfolozi and Nkandla Mbong0!':Yane

subdistricts.

1.15 RESEARCH TOOL

The researcherwill use fixed altemative, close and open-ended questions, checklist and

interview schedule.

1.16 SAMPLING

A sample is a part of the whole (Treece & Treece 1986:215). Sampling is done to

select aportion of the population under study. In this study the target population refers

to directors, environmental officers, community health workers and nurses at vanous

clinics in District 28. The sample will be chosen through simple random sampling.

Randomisation is the process that first ensures every unit in the target population an

equal chance of being chosen for the study sample (seaman 1983:155). Simple

random sampling will be undertaken from various categories of health workers in the

target population. Using the list, the names will be arranged in alphabetical order and

each person will be allocated anumber. The researcher will then select every 5th name

10



until the required number will be drawn from the target population.

1.17 PILOT STUDY

The pilot study is a small scale study using a small sample of the population. Three

people from each category will be asked to respond to a pilot questionnaire. All the

people who will participate in the pilot study will not be included in the actual study.

The pilot study will help with finding out if the instrument tests what the researcher

intends testing, and will also enable one to tone if questions are clearly understood.

1.18 ETHICAL CONSIDERATIONS

Permission will be obtained from the Minister of Health KwaZulu-Natal, Superintendent

General DepartmentofHealth KwaZulu-Natal andAssistant DirectorDistrict28. Informed

Consent will be obtained from the subjects to ensure voluntary participation.

Theresearcherwill guarantee anonymityand confidentialityby informing the subjectsnot

to sign their names anywhere on the questionnaire (Polit & Hungler 1987:243).

1.19 PRESENTATION, ANALYSIS AND INTERPRETATION OF DATA

Raw data will be collected through questionnaires. The researcher will check the

number of those who have responded. The researcher will then categorise results for

example how many said "no' putting according to howthey have responded. Detailed

explanations will be expected on the open-ended questions. Individual analysis of
~

open and closed ended questions will be done. The statistical methods which will be

used for data analysis are tables, percentage frequency distribution, histogram and pie

diagrams.

11



1.20 SUMMARY AND CONCLUSION

Thiswill consistofabriefoverviewofmajor findings, conclusions and recommendations.

The researcher will indicate whether objectives of the study have been achieved or not.

1.21 PRESENTATION OF THE RESEARCH REPORT

The report of this study is organized in chapters as follows:

Chapter one presents an introduction and provides background for the study. It

includes motivation for the study, aims of the study, objectives of the study, significance

of the study, assumptions, research question, research methodology and ethical

considerations. It provides definition of terms used in the study and finally a layout of

the rest of the chapters of the research.

Chapter two reviews relevant texts, articles and studies undertaken by other researchers
~

pertaining to evaluation of primary health care strategies. This chapter also present the

theoretical framework on which the study sbased, namely Betty Neuman's Health Care

System Model.

Chapter three consists of two sections; one desCribes the research methodology

including explanation of the research design, sample and sampling methods, research

instruments and ethical implications. Section two provides adescription of the type of .

questions asked

Chapter four discusses data analysis and interpretation of data collected from the

sample. Data is presented in the form of tables, figures and graphs followed by

12



necessary explanations and interpretation and by a presentation of the findings.

Chapter five presents a summary of the research conclusions drawn from the findings

and recommendations made.

.,
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CHAPTER TWO

..

LITERATURE REVIEW

2.1 INTRODUCTION

literature review is defined by Seaman (1982:87) as an extensive, exhaustive and

systematic examination of publications relevant to the research project It enables the

researcher to determine the extent to which theory and research is developed in the

field under study, the opposing theoretical perspective, and the research that support

or does not support opposing perspectives.

Brink (1996:76) agrees with the above author by stating that literature review is aprocess

that involves finding, reading, understandingand forming conclusions abouthe published

research and theory on a particular topic. Polit and Hungler (1987:77) view literature

review as invc;>lving the systematic identification, location, scrutinyand summaryofwritten

materials that contain information on a research problem.

literature pertaining to the study on evaluation of Primary Health Care implementation

strategy in Cholera infested areas has not been a focus since this strategy has recently

been adopted. However, the researcher has explored literature from publications of

some joumal, books, relevant to Primary Health Care.

2.2 DEFINITION OF EVALUATION
..

It is aprocess of enquiry into the performance of a program. It also refers to the formal

way in which information is gathered and assessed in relation to set standards and criteria

(Booyens 2001 :601). Lancaster (1988:211) defines evaluation as a collection of

14



methods, skills and sensitivities necessary to detennine whether a human service is

needed, and likely to be used whether it is conducted as planned and whether the

human service actually does help people in need.

According to Booyens (2001 :602) evaluation includes three concepts:

• Inquiry - certain questions are asked about a program

.• Assessing the perfonnance of a program - means how activities .

were carried out

• Standard of comparison -evaluation focuses on a clear indicator

of success or failure of the program

2.3 TYPES OF EVALUATION

Clark (1996:415) identifies two types of evaluation outcome and process evaluation,
.,

each of which can be broken down into subtypes:

2.3.1 Outcome evaluation

Outcome evaluation focuses on the extent to which the program, goals and

objectives have been met irrespective ofhowwell organised orhowefficient the

program was. (lark further states that outcome evaluation documents the effects

of the program and justifies decisions to continue, modify or eliminate it

The two subtypes ofoutcome evaluation are evaluation of effect and assessment

of impact The programs effect is the degree to which specific outcome

objectives were met. The impact of a program is how well it serves to.9ttain

1S



overall goals.

. 2.3.2 Process naluation

According to C1ark (1996:416) this type of evaluation is concemed with the

smoothness ofoperation of the program. It also examines program performance

in terms of process objectives and assesses effort, efficiency or organisational

process. The first aspect of process evaluation identified by Clark (1996:416) is

effort which is the amount ofactivity that has taken place or the effort expended.,

in implementing the program. This type of evaluation looks at how many persons

or hours were spent in carrying out the program.

The second aspect of process evaluation identified by C1ark (1996:416) is

efficiency, which is ameasure ofappropriateness of the use ofresources. It looks

at how efficient was the program carried out Cost effectiveness is an important

part of the efficiency aspect of program evaluation.

Organisational process is the third aspect ofperformance evaluation. It concems

the structure and organisation of the program. The timing of the program is

another consideration in organizational process evaluation, sometimes the

program might be introduced whilst it is too early orwhen it is no longer needed

or when people are not yet reacly. Stanhope and Lancaster (1998:224) also

identified another two types of evaluation as follows:

2.3.3 Formativct naluation

It is the type ofevaluation which is done to assess the degree to which objectives

are metor planned activities are conducted, and begins whilst assessing the need

for the program.

16



..
2.3.4 Summativ£ £valuation

Clark(1996:416) refers to itas Outcome Evaluation. Stanhope (1988:224) further

highlights that this type of evaluation is done to assess program outcomes or as

a follow-up of the result of the program activities.

2.3.5 Strudur£-proc£ss-outcom£ £valuation

Donabedian as quoted byStanhope (1988:224) agrees with Clark (1996:416) he

describes three approaches to assessment of health care as structure, process

and outcome.

Structure refers to settings in which case occurs and includes material, equipment,

qualification of the staff and organizational structure. This approach to evaluation

is based on the assumption that given a proper setting with good equipment,

. qualitr:0f care.will follow or improvement in health status will be acquired /

achieved.

Process refers to whether what was done for the community is good. This

involves observation of practice or review of records. The review could focus

on whether documentation of health education was on records.

Outcome refers to client recovery and restoration of function and ofsu~~and

could be positive or negative. It is also used in the changes in health status or

changes in health related knowledge, attitude and client behaviour. ThUs program

outcomes may be expressed in terms of increase or decrease in mortality and

morbidity rates, improvement in health behaviour such as weight control,

abstinence from smoking and alcohol or lack of motivation which is an intemal
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factor in Neuman's Health Care System Model.

2.4 BENEFITS OF PROGRAM EVALUATION

.,

The major benefit of program evaluation is that it determines whether the program is

fulfilling its purpose. It should answer the question of whether the needs for which, the

program was designed to solve are being solved.

The information obtained during evaluation can be used by agencies for funding, top

level decision-makers, accreditation reviews or the community at large. Evaluation data

. may be used to justify expanding the program, or may be used to justify reducing the

program or even closing it (Stanhope & Lancaster 1988:223).

2.5 .EVALUAnON OF PROGRAM EFFECTIVENESS

Stanhope and Lancaster (1988:224) states that evaluation of program effectiv~ness

consists of three steps namely:

(i) describing the program

(ii) measuring the objectivesi and

(iii) determining effectiveness

2.5.1 D£scribing .hlt program

This involves naming the program and stating the program objectives, sub

objectives, activities and resources. Objectives are met through planned activities.

Objectives are specified and linked to the activities. The evaluator is able to

determine the extent to which resources were used as planned for the actiVities.
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2.5.2 Measuring the objectives

Stanhope (1988:224) identifies the second step as measuring as to whether the

objectives and sub·objectives of the program have been attained. Valid and

reliable measuring instruments are essential. Measures are made at the time

specified in the objectives and sub objectives.

2.5.3 Determining dfectiveness

According to Stanhope (1988:224) effectiveness, refers to what extent

achievement of the objectives can be attributed to the activities of the program.

This is accomplished by comparing the program resources, activities and

objectives by using a set of ratios.

The first ratio is actual use of resources to planned use of resources.

The second ratio looks at actual program activities to planned program activities

and objectives by using a set of ratios. ..

The third ratio is attainment of the objective attributable to program activity to

attainment desired less the attainment that existed in absence of the program.

These ratios enable one to envisage as to whether the program was conducted

according to the plan and whether the achievement of the objectives was the

result of the program or the result of chance.
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2.6 SOURCE OF PROGRAM EVALUATION

Stanhope (1988:226) identifies three types of sources of program evaluation:

2.6.1 Program participants

These are the consumers of the program or service. The program participants

have a valuable role in program evaluation. Their feelings, reactions and

judgements about the program are important

Program participants might be community health workers, the community itself,.,

health inspectors and community health nurses.

2.6.2 Program records

Ne the second major source of information. These include clinical records. The

clinical records are reviewed so as to measure the quality of care rendered.

2.6.3 Community indues

Stanhope (1988:225) quoting Doster, defines ahealth index as asummary of the

health features of a community that enable us to determine health care delivery

needs. Stanhope further categorizes the health index into six headings namely:

(i) definition of community

(ii) people

(iii) environment

(iv) communication

Cv) health and illness indicatorsj and .

20



(vi) health provider resources and services.

These indexes need to be examined when evaluating the program, in the light of

other variables or events in the community that may also facilitate or hinder

achievement of the program's purpose.

2.7 QUALITY ASSURANCE

This is the monitoringofthe activities ofclientcare to determine the degree ofexcellence

attained in the implementation of the activities. It sets standards for care, evaluate care

. provided which is based on the standards, and also takes action to bring about change

when care does not meet standards.

.Quality assurance can be done to evaluate the effectiveness of the Primary Health Care

strategy in the community (Stanhope 2000:438). Booyens (2001 :582) stateS that

"assurance implies a guarantee of knowledge and competence by the practitioner and

an adequate ~ervice thatprovidesvalue for moneyin accordancewith the characteristics

associated with excellence. He further states that it implies that certain formal quality

control systems are in place. These systems are used to strictly monitor and assess the

way in which standards are maintained and to take remedial steps if necessary. Quality

assurance is therefore a formal system that assures that the community will receive

optimum service of quality as outlined in the Primary Health Care Approach.

2.7.1 Approaches for a Quality Assurance Program

Stanhope and Lancaster (1988:234) identifies two major categori~ of

approaches in quality assurance; general and specific.
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2.7.1.1

2.7.1.1.1

Generalapproaches

According to Stanhope (1988:234) general approaches examine the

person's or agency's ability to meet established criteria or standards at a

given time.

..
Credentialing mechanisms aregenerallyqualityassuranceapproaches often

used in the health care system. It is defined as the formal recognition of

professional or technical competence and attainment of minimum

standards byaperson oragency. Stanhope (1988:234) further argues that

these mechanisms are used to evaluate the structure of the systems

through which care is provided and the outcomes of that care. ucensing,

certification .and accreditation are all examples of approaches to

credentialing.

Stanhope (1988:234) quoting Hinsvark states that the credentialing

process has four fundamental components:

(i) to produce a quality product

(iD to confer a unique identity

(iii) to protect the provider and the public

(iv) to control the profession

ucensing

This refers to a contract be!:'Neen the profession andthe state in which the

profession is granted control over entry into and exit from the profession

and over quality professional practice. The licensing process requires that

regulations be written, to define the scope and limits of the professional's
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2.7.1.1.2

practice. Job descriptions evolve from these regulations.

Certification

Combine features of Iicensure and certification. This is usually a voluntary

processwithin professionswherebyaperson's educationalachievements,

experience and performance on examination are used to determine the

person's qualifications for functioning in an identified specialty area.

2.7.1.1.3 Accreditation .,

2.7.1.2

Is aprocess bywhich avoluntary non-govemment agency or organization

approves and grants accredited status to institutions programs or services

which meet predetermined structure, process and outcome.

Accreditation provides a means for effective peer review and an

opportunity for an in depth review of program strengths and limitations.

Speciffc approaches

. These are methods used to evaluate identified instances of provider and

client interaction. Agency staff reviewcommittees (peer review, utilisation
"

review committees using audit research studies, Peer Review Organization

monitoring, client satisfaction SUNeys and. malpractice litigation are

examples ofspecific approaches to qualitycontrol (Stanhope 1988:234).

The overall goal of the specific quality assurance approaches is to monitor

the process and outcomes of client care. The functional components are

identified by Stanhope (1988:234) as:

23



(i)

(ii)

(iii)

(iv)

to identify problems between provider and client

to inteNene in problematical cases

to provide feedback regarding interaction between

client and provider

to provide documentation for interactions between

provider and client

..

2.7.1.2.1 Evaluative studies

Evaluative studies uses the structure process outcome model as stated

earlier on. Stanhope (1988:238) further states that Data for Structural

Evaluations can be obtained from the existing documents of an agency or

from an inspection of a facility. One might look at the ratio of nur~.es to

clients, the educatiorlaJ preparation of nurses, the ratio of nurse to clients

with disability levels and the defined responsibilities ofnurseswith different

educational preparation in the organizational structure and their actual

.responsibilities.

There are two majorassumptions, which are related to structurallyoriented

. studies. The first one being that if the organisational structure is optimal,

better care will be provided. The second one being that quality of

organisation, physical structure and staff can be described.

Data for process evaluations can be collected through direct obseNation

of provider encounters and review of records. An audit or direct

observation of client care using a client encounter protocol, which

identifies the nurse's activities relative to history taking, nursing diagnosis,

implementing appropriate nursing procedures, etc.
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The assumptions underlying this type of evaluation studies are that:

(i)

(ii)

(iii)

(iv)

health care is necessary to prevent illness and

maintain or promote health

good health care leads to good outcomes

the elements of good health can be aligned

the checklistapproach is also used, ofall the activities

the nurse should perform to give good care

(Stanhope 1988:238).

..

2.7.1.2.2

Data for outcome evaluation can be collected from vital statistics records

such as death certificates in person or telephone client interviews, mailed

questionnaires and client records. Stanhope (1988:239) further identifies

two .categories of outcome measures namely general health status

indicators or the physical emotional and social aspect of health; and

disease -. specific indicators which include morbidity and mortality

,presence of symptoms and behavioural disabilities known to occur with

a specific disease. The basic assumption is that health care interventions

will change the person's health status.

Client satisfaction

Client satisfaction is another specific approach to measuring quality care

(Stanhope 188:240). Data from this method can be collected through in

person or telephone interviews and mailed questionnaires. Data is used

to measure structure, process and outcome of care given. Satisfaction

survey measures the technical content of client care, attitudes about the

care received and the providers of care, and perceptions of environment
~

in which care was received.
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2.8 PRIMARY HEALTH CARE

2.8.1 Metaninq of Primary Hetalth Caret

This is essential health care based on scientifically sound and socially acceptable

methods and technology, made universally accessible to individuals and families

in the community, through their full participation and at acost that the community

and country can afford to maintain at everystage oftheir development in the spirit
.,

of self-reliance and self-determination.

It forms an integral part both of the country's health systems, of which it is the

central function and main focus and of the overall social and economic

development of the community. It is the first level of contact of individuals the

family and the communitywith the health system, bringing health care as close as

possible to where the people live and work and constitutes the first element of

a continuing health care process (V1ok 1996:26).

South Africa has adopted Primary Health Care as an approach to Health Care

Delivery through the District Health System, as it is the most effective and cost­

effective meansofimproving the population's health (GovemmentGazette 1997).

2.8.2 .Componetnts of Primary Hetalth Caret

Y10k (1996:26) identifies the following elements as components of primary health

care:

(i) adequate nutrition

(ii) adequate safe water supply

(iii) safe waste disposal
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(iv) matemal and child health and family planning services

(v) prevention and control of local diseases

(vi) diagnosis and treatment of common diseases and injuries

(vii) provision of adequate drug and supplies

(viii) health education.

2.8.3 Philosophy of Primary Health Care

The philosophy of Primary Health Care is based on three pillars namely:

(i) commitment to greater justice and equity in health resource

allocation .,

(ii) adherent to the principle of right people to be involved in

significant decision conceming three health services, Le.

community involvement

(iii) . acceptance of the need for the medical profession to

collaborate with other sectors (WHO 1994:2).

2.8.4 PrinciplES of Primary Health Care

2.8.4.1 Political will
.,

The primary health care approach requires political commitment by

govemment and communities and all stakeholders to make it succeed.
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2.8.4.2 Equity

Essential health care is made available to all, priority being given to those

with the greatest need and at greatest risk, i.e. those who form part of the

underprivileged segments of society (White Paper 1997).

Implied in this concept is the need to address the root causes of poverty

and existing distribution of resources. One of the measures of success is

the equitable provision of health care to all people. The Govemment

Gazette (1997:41) identifies the following as goals towards the

achievement of equity.

Availability

. This means that geographically and strategically services are distributed in

such a way that people are able to use them readily, according tc?' their

needs.

Accasibility

This implies the elimination of all geographic, financial, racial and political

.and infrastructural barriers in the way of delivering appropriate health care

to the people.

Acceptability

Services must blend with the socio-cultural system of the community

where they are delivered and be seen by families and individuals as part

of their lives.
..

Affordability

Cost of health should be within the means of the people and of the
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2.8.4.3

2.8.4.4

country and no one prevented from access to services because of their

financial ability to pay for the services, neither should aperson's means of

survival be threatened by the need for health care.

Intersectoral collaboration

The White Paper (1997) further identifies intersectoral collaboratioD as a

crucial factor in the success of the primary health care approach. The A1ma

ATA Declaration stressed the point that health problems were many and

complex and that medical science alone could not handle them (Vlok

1996:28). Primaryhealth care therefore recognises thathealth is influenced

by a multitude of environmental, social and economic factors and other

sectors. These include agriculture, housing, economics, education, private

sector, water works, water supply, public sector, sanitation and non­

governmental welfare organisations.

Intersectoral Development Committees are established at all levels of

national, .provincial and District Health. Co-ordinated efforts of all he

. departments are mobilised to ensure abetter qualityof life for the p~bple.

The RO clearly articulates the govemment's commitment to improving the

quality of life of the people (ROP 1994:43).

Communityparticipation

One of the aims of this approach is that services and facilities must be

personally and socio-culturally acceptable to the people / communities

served (WHO 1984). The stage ofdevelopmentand educational levels of

the clientele and also their diversevalues and beliefs in respect of health,

illness and health care should be taken into account and respected (Van
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2.8.4.5

2.8.4.6

Rensburg eta/. 1992:364). Primary health care therefore recognises that

the health of the people cannot be improved without their active co­

operation and involvement

The fundamental principles are self-reliance of communities and

empowerment. The ultimate goal of community participation is

empowering people to take control of their own health status, help them

identify their health problems set priorities and final appropriate and cost­

effective solutions to them (White Paper 1997:43).

.,

Primaryhealth care encourages people to take positive action for their own

well being.

Socialandeconomicjustice

The main focus of the primary health care approach should be directed at

social and economicjustice. The fundamental objective is social upliftment,

through the ROP's income generation opportunities, improved sanitation,

. safe water supplies, and electricity and energy sources and improved

housing CROP 1994:43).

The primary health care approach seeks to address mental physicQ,! and

social health imbalances of the pat and to ensure prosperity and qualityof

life for all.

Adaptabilityand evaluation

Regular evaluation and appropriateness of the care are paramount

importance to ensure that the ever-changing health needs of communities

30



are met(Van Rensburg eta/1992:365). The primary health care approach

demands a whole change of attitudes on the part of both health
p

professionals and health consumers from a provider versus consumer

relationship, to a partner relationship in health.

Community members need to be allowed to evaluate services and health

workers must be accountable to the local communities they seNe through

asystem ofdemocraticallyelected local govemments. Primary health care

is seen as the best form of health care for everyone in any society and

offers the best value for money.

At the Primary Health Care Conference in June 1994, attendants re-affirmed

their commitment to primary health care as the best strategy towards

meeting global health needs (WHO 1994). p

2.9 CHOLERA

2.9.1 Definition of thlt concltpt "cholltra"

Cholera is an acute infectious, formidable, notifiable intestinal infection caused by

the bacterium Vibrio Cholerae. It has ashort incubation period from less than one

day to five days and produces an enterotoxin that causes constan~ although

painless, watery diarrhoea of rice in nature that can quickly lead to severe

dehydration and death if treatment is not given promptly. Vomiting also occurs

in almost all patients (Denosa 2001 :25).
.,

2.9.2 Mode of transmission

Cholera is spread via the faecal-oral route (Nzimande 2000:120). It is important
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to note that the causes of infection are interalia attributable to:

(i) drinking water that has been contaminated at its source (e.g.

rivers and streams) during storage or at the point of use

(ii) contaminated food/ vegetable that have been fertilized with

human excrete (night soil) or washed with contaminated P

water

(iii) soiled hands which then contaminate clean drinking water

and food

(iv) . consumption of fish/ particularly shellfish extracted from

contaminated water and eaten raw or insufficiently cooked

(v) lack of good sanitation can lead to contamination of water

sources (National Cholera Strategy 2001 :2)

2.9.3 Epidemic Preparednas

According to Cholera Guidelines (2001:1) epidemic preparedness through a
• P

strong program for the control of diarrhoea diseases is essential for a cholera

epidemic. In the long term improvements in watersupplyand in sanitation are the .

best means of preventing cholera. In an outbreak however/ the best control

measures are the early detection and treatment of people with cholera together

with health education.

The Cholera Guidelines further state that in order to respond quickly to an

epidemic of cholera and to prevent deaths from the disease/ health facilities must

have access to adequate quantities of essential supplies/ pathology/ oral

dehydration solution and intravenous fluids as well as adequate staff to cater for

victims. During cholera outbreak human and material resources are needed in

greater quantities than normal.
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Intersectoral collaboration is essential as people from various sectors have various

roles to play in order to combat the epidemic of cholera. Medical and

paramedical personnel involved in the treatment of cholera should receive

intensive and continuing training to ensure that they are familiar with the most

effective techniques for the management of patients with cholera.

2.9.4 Control

Preventive measures

According to National Cholera Strategy (2001 :3) the community should be

informed about sources ofcontamination and ways to avoid infection. Attention

to sanitation can markedly reduce the risk of transmission of intestinal pathogens

including cholera. High priority should be given to observing the basic principles

ofsanitaryhuman waste disposal and particularly the protection ofwater sources

from faecal contamination.

The development ofsanitary systems appropriate to local conditions should be

facilitated and their siting in relation to water sources emphasised. Basic hygiene

invoMng thorough hand washing following contact with excreta should be

encouraged for adults, infants and children.

The National Cholera Strategy further highlights thatwherewatersupplies are at risk

of contamination, households should be taught about the necessary and

techniques of sanitising water in the home. According to Nzimande (2000:121)

the simplest and most cost effective method are chlorination of water in the

storage container using household bleach containing chlorine or milton, boiling

can also be done, although effective only ifvigorous. Rltration may be necessary

in addition to boiling if the only water available contains much particulate matter

(National Cholera Strategy).
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Even when drinking water is rendered safe, infection may still be transmitted by

contaminated surface water used for bathing and for washing clothing, food or

cooking utensils. In an outbreak situation all water sources with potential for

contamination must be tested rendered safe, if contaminated or otherwise,

closed to usage and altemative sources provided.

Attention to food safety is an essential preventive measure which should be

intensified when there is a threat of cholera. Street vendors and communal food

sources will require particular attention since they pose a special risk flies play a

relatively small role in spreading cholera but their presence in large numbers

indicates poor sanitary conditions which favour transmission· of the disease

(Nzimande 2000:121). .,

PublicAwareness

The cholera guidelines (2001 :3) emphasise the importance of

educating the target groups and encourage participation in water.
supply by boiling or chlorination.

sanitary disposal of human waste without contaminating water

sources. Nzimande (00:121) agrees with this statement by

emphasising that the public should build proper latrines and use

them for disposal of human waste and control of flies.

Food hygiene - avoid any potentially contaminated food especially

raw or partially cooked fish and shellfish food of vegetable origin

should be peeled or shelled.

Uncooked food poses the greatest risk.
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Boiling or pasteurisation of milk. Guidelines for cholera control

(1998:3) state that food handlers should be wamed to exclude

infected persons from handling food.
.,

Wash vegetables and fruit in treated water before use.

Prepare and store food under proper hygienic conditions.

Cook food thoroughly in treated water and eat it whilestill hot

Prevent contamination of cooked food by contact with raw food/

contaminated surfaces or flies.

Wash hands thoroughly with soap after defaecation and before

preparing or eating food.

Encourage individuals to use cutlery when eating.

Discourage the habit of several people eating simultaneously from

a communal food container.

2.10 STUDIES CONDUCTED

2.10.1 R~port from South African H~alth Rniav ~ooo

.,

In 1997/ 1998 and 2000 the Health Systems Trust commissioned a survey of

primary health care facilities/ in public sector clinics in nine provinces of South

Africa. The survey forms part of an ongoing monitoring of progress in
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implementing Primary Health Care.

The findings of the survey revealed the following:

• The availability of electricity of fixed clinics increased from

65% in 1997 to 92% in 2000, five provinces have 100%

availability of electricity. Nevertheless, there are some

provinces with fixed clinicswithout electricity. This indicates ~

that there are some communities without electricity.

• Water supply remains a problem for primary health care

facilities, Leo, 12.5% of satellite clinics still depend on water

delivered by tankers; 5% of satellite obtain their water from

a river or a dam; 12,4% of fixed clinics rely on rain water.

• Some fixed clinics in some provinces are without flushed

toilets, this indicates that there is still poor sanitation in some

areas.

• 20% of al fixed clinics nationally dispose medical by means .,

other than incineration

• one third ofall mobile clinic health workers nationallybelieve

their vehicles to be unsuitable for the roads on which they

travel, some rural communities are still having poor roads in

South Africa

• nurses at fixed clinics in KwaZulu-Natal and Northern Cape

have patient loads in excess of 600 per month or 25 per
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day. In mobile clinics a monthly patient load is in excess of

1000 patients per nurse.

2.10.2 Previous cholera epidemics in other countries

The Guinea Govemment Report (2001:10) states that during the 2001 Guinea

floods, although no epidemic was reported but poor sanitation and poor water

supply increased the risk ofwater bome diseases including malaria, yellow fever,

cholera, diarrhoea and skin diseases. In response to the floods in Guinea the

report highlights that intersectoral collaboration was used as aweapon to combat

the effects of floods.

Jordan (2002:3) states that the first caSe in Birmingham cholera epidemic of 1873

contacted the disease through the infected bed and bed linen. The inhabitants

who could not reach safe water supply made use of several public wells and

springs within the city. These public wells and springs were in low damp places,

and so situated that they received the washes from a large surface of ground.

Jordan further concluded that any local condition of the soil or peculiarity of

climate or moisture of the atmosphere, or masses of decomposing debris, either

animal or vegetable can in or of themselves produce the specific poison of

cholera, "but they are the hotbeds in and on which the cholera excretions having

been placed, the poison is reproduced with fatal rapidity". ••

2.11 KWAZULU·NATAL EXPERIENCES

District 28 of Kwazulu-Natal witnessed an outbreak of cholera on 16 August 2000. The

first reported case was from Nqutshini area in Lower Umfolozi sub-district and had

contacted cholera in a funeral. On 22 February 2001 the accumulative number of

37



reported cases was 56 640. Ninety nine percent (99%) of these cases were reported

in KwaZulu-Natal. With the exception of the Northem Cape, all the provinces had

reported cases, although of an insignificant magnitude (National Cholera Strate5i:3).

Cholera sufferers were admitted in various hospitals in District 28 and some treated at

clinics.

The health planners at a provincial and district level strongly embarked on aprinciple of

Intersectoral collaboration whereby a number of departments were involved, namely:

• Department of Provincial and Local Govemment

• Department of Health

• Department of Water Affairs and Forestry

• . Department of Education

• National Treasury

• Department of Public Works ..
• South African National Defense Force

Strategies were set up by the. above-mentioned stakeholders, non-govemmental

organizations as well as community members and business owners in order to provide

a solution to the problem of cholera and they were as follows:

• Joint Operation Centre meetings were established

• Rehydration centres were to be established in affected area. Tents

were to be provided

• The Department of Water and Forestry and non-govemmental

organizations had to supply water to the communities

• Non-govemmental organizations and surrounding companies had

to assist in building toilets
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• Salt and Sugar Solution preparation

• Water purification

• Food hygiene

• Waste and human excreta disposal

• Wards specifically for cholera sufferers had to be established in all

the hospitals in District 28

• All other services were to be stopped temporarily so that the staff

spend most of their time teaching communities on choler

• Assistance from other provinces in the form of health workers, viz.

Nurses, doctors and defense force for health

• Voluntaryworkers had to be trained so as to teach communities on

prevention of cholera

• Jik was to be distributed to the communities for water pUrification

• Boreholes had to be installed

• Community leaders were to be encouraged to motivate people to
.,

combat cholera

• There had to be a "watchful ~e" on community gatherings, viz.

Funerals, imigido, umemulo on areas such as presence oftoilets and

personal hygiene followed in those gatherings

• There had to be massive water purification by big machines

2.12 CONCLUSION

The above exposition provides crucial·points to be observed during the research

investigation. It forms basis for the stucly conducted.

..
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THEORETICAL FRAMEWORK

Baty Newman's Health Care System Model

. INTRODUCTION

A theoretical framework is the abstract, logical structure of meaning that guides the

development of the study and enables the researcher to link the findings to nursing's

body (Burnset etat. 1993:200).

.,

A framework helps to organise the study and provides a context in which to examine a

problem and gather and analyse data (Brink 1996:29). Brink identifies the significance of

a theory as follows:

A theory guide and generates ideas for research

Research assesses the worth of the theory and provides a

foundation for new ones

Theories allow researchers to knit together observations and facts

into an orderly system.

It guides the researcher's understanding of notonly the what of the

phenomena of interest but also the why of their occurrence.

Theories help to stimulate research and the extension ofknowledge

by providing both direction and impetus

Parahoo (1997:115) states that a theoretical framework also guides
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the method of data collection and analysis formulation of

hypothesis and literature review. p

Discussion 01 tbe model

In the present study the theoretical framework of choice will be the Betty Neuman's

Health Care System Model which the researcher deemed appropriate for the study.

Neuman's model put more emphasis on the prevention of diseases, whereas the study

is based on all levels ofprevention of cholera. Neuman introduced asystem's approach

to health care wherebyshe views aperson or client as an open system that interacts with

both internal and extemal environmental forces or stressors.

According to this model, the person / human being is in constant change, moving

towards a dynamic state of system stability or toward illness of varying degrees.
..

Neuman cited in George (2000:34) defines stressors as stimuli thatproduce tensions and

have the potential for causing system instability. Neuman further states that these stressors

are both wi~in the person or system or outside of the system.

Neuman classifies stressors as intrapersonal, Le. those that occur within the client system

boundary and correlate with the internal environment; interpersonal stressors occur

outside the client system boundary and have an impact on the system; extrapersonal

stressors also occur outside the· system boundaries, also identified as extemal

environment

According to Neuman cited in George (2000:340) the individual has lines of resi!'itance

referred to as immune system. These lines protect the individual and become activated

when the normal line of defense is invaded by environmental stressors, for an example,

if a micro organism like Vibro Cholera invades the body the immune system is activated.

If the lines of resistance or immune system are effective, the disease will be less severe

because of body resistance but if the lines of resistance are ineffective the resulting



energy depletion may be severe and itmight lead to death.

Neuman's model cited in George (2000:340) vievvs the normal line of defense as

representing stability over time and considered as the normal wellness state and is used

as the baseline for determining deviation from wellness for the client system. The ~~rmal

line of defense has changed over time as a result of coping with a variety of stressors.

Neuman's model-further identifies the flexible line of defense as the outer boundary

protecting the system from stressors. It actually prevents stressors from invading the

system. _This line is dynamic rather than stable and can be altered by factors such as

inadequate nutrition, poor sanitation, contaminated water, ete. over a relatively short

period of time.

Neuman's model emphasises the importance of intervention through appropriate action

in situations thatare stress related or in relation to possible reactions of the client or client

system to stressors.•Interventions are aimed at helping the system adapt or adjust and

to retain, restore or maintain some degree of stability between and among the client

system variables and environmental stressors. This intervention can be through primary,

secondary and tertiary prevention.

Primary prevention occurs before the system reacts to a stressor. It includes health

promotion and maintenance of wellness. Primary prevention focuses on strengthening

the flexible line of defense through preventing stress and reducing risk factors. This

intervention occurs when the risk or hazard is identified but before a reaction occurs.

Strategies that might be used include immunization, health education, exercise and life

style changes.

Secondary prevention occurs after the system reacts to a stressor and is provided in

terms of symptoms. It focuses on strengthening the intemal lines of resistance, thus
~

protects the basic structure through appropriate treatment of symptoms.
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Tertiary prevention occurs after the system has been treated through secondary

prevention strategies. Its purpose is to maintain wellness or protect the client system

through supporting existing strengths and continuing to conserve energy. Tertiary

prevention may begin at any point after system stability has begun to be re-established.

Tertiary prevention tends to lead back to primary prevention (George 2000:344).

This theory fits well to the study in the sense that the individual being an open system has

the internal and external environment and both having stressors which might affect

herJhim. ~

The stressors in the environment might be in the form of poor sanitation, poor water

supply, polluted environment, etc. N; a result of stressors in the environment, such as

poor sanitation and poor water supply, an individual might end up being affected by

waterbome diseases like cholera.

People Were comfortably and without stressors before cholera epidernic. When the

cholera epid?Tlic attacked it acted as external stressors and became internal stressors.

In South Africa, cholera was once eradicated, came back because of poverty, poor

sanitation, sharks HIV/A1DS. N; aresult, the majorityofpeople's line ofdefense is broken,
.,

if the individual is infected byanyotherdisease, for an example, cholera it is likely that she

is killed.

The lines of resistance are being strengthened by health workers intervention through

primary, secondary and tertiary prevention whereby health education on water

purification, building of toilets, etc. will be given. The role of health worker is also to

identify those stressors in the community togetherwith the members through community

participation, as one of the principles of primary health care. Once hazards or risks are

identified there will also be aneed for intersectoral collaboration as people with certain
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specialities will have to intervene in various ways so as to prevent the outbreak of

diseases/ for example/ cholera.

CONCLUSION

Betty Neuman's Health Care System Model focuses on the fact that all which surrounds

an individual/ intemal and extemal forces could affect life and development As a result

ofpoor sanitation and poorwatersupply/ an indMdual mightbe affected bywaterbome

diseases.

.,
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1 INTRODUCTION

.Research methodology is defined by Parahoo (1997:142) as aplan that describes how,

when and where data are to be collected and analyzed, and comprises the following

aspects:

the approach (qualitative, quantitative or both, with or without a

conceptual framework)

the methods of data collection

.the time, place and source of the data

. the method of data analysis

In thischapter the researcher describes how data was collected to meet the objectives

set out in Chapter One.

3.2 RESEARCH METHOD

A quantitative research method was used to determine how the Primary Health Care

strategy is implemented in District 28 of KwaZulu-Natal.

This method was chosen because the researcher wanted to use quantitative statistical
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techniques to summarise and interpret data (Parahoo 1997:53).

3.3 RESEARCH DESIGN

A survey was used in the study, because the researcher wanted to obtain information

from populations regarding the prevalence distribution and interrelationship ofvariables

within those populations (Parahoo 1997:148) cited in Polit and Hungler (1995).

Another reason for choosing a survey as a design for this study was the advantage of

using a survey, which are better illustrated by Parahoo (1997:148) that "surveys are

generallyassociatedwith the collection ofawide range ofdata from large, representative

samples may be drawn".

3.4 SCOPE AND DELlMITAnON OF THE STUDY

Delimitation of research study is defined by Treece and Treece (1986:362) as those

restrictions that the researcher puts on the study prior to gathering data.

The study was conducted in District 28 of Ernpangeni Health District situated within the

boundaries of Uthungulu Regional Council which are Umfolozi River on the north and

Uthukela River on the west It is subdivided into two sub-districts, namely, Lower

Umfolozi and Eshowe / Nkandla. There are eight hospitals in this district; six are from

Eshowe / Nkandla and two from Lower Umfolozi sub district Eshowe / Nkandla consist

of Nkandla, Catherine Booth, Ekombe, St Nv:Jry's (kwaNv:Jgwaza) Mbongolwane and

Eshowe Hospitals. Lower Umfolozi consists of Ngwelezane and Lower Umfolozi War

Memorial Hospitals. There are more than sixty clinics and more than 120 mobile clinic

points in this district

The research covered all the sub districts in DC 28. and was limited to community
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members, health personnel, environmental officers and directors from areas that were

greatly affected by cholera in District 28, namely, Mangidini (Nkandla) Ngudwini

(Mbongolwane) Ntambanana, Mvutshini, Matshane (Lower Umfolozi).

3.5 TARGET POPULATION

The target population consisted of various categories, namely community members,

community health workers, health inspectors, directors and nurses.

Tabl~ 1

Category Numb~rs

Community members 80
Community health workers 8
Environmental officers 8
Directorate 1
Nurses 21

..

Table 1 shows various categories of the sample.

3.6· SAMPLE AND SAMPLING

Brink (00:133) defines sampling as a part or fraction of awhole, or a subject of a larger

set, selected by the researcher to participate in a research project

Convenience sampling was used for community members. Brink (1996:140) defines this

type of sampling as also referred to as incidental or availability sampling and involves

choosing readily available people or objects for the study. The researcher chose first

twenty clients at the minor ailments clinic for interview. This was done in four (4) clinics

until 80 subjects were obtained. These clinics are in the areas which were greatly

affected by cholera.
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With regard to community health workers and environmental officers, simple random

samplingwas done. The subject names were obtained from an allocation Iistwhere they
.,

practiced. These were arranged in alphabetical order. Then every fifth name form the

sampling frame was selected for the study until 16 subjects were obtained, eight from

each category (environmental officers and community health workers).

There is only one director responsible for programmes in District 28, and availability

sampling was used by the researcher. One (1) director was utilized as a sample.

A combination of both Simple Random sampling and Convenience Sampling was used

for nurses, the reason being that the staff establishment for various clinics in District 28 is

not the samej some clinics had two nurses and some more than 10 nurses. The sample

was drawn from clinics which were greatly affected by cholera as identified by Hospital

tv\anagers of various hospitals in District 28. .,

The researcher felt that these samples allow afair representation of the total population,

as Polit (1987,:265) observes that though there are no simple formulas that indicate how

large a sample is needed in the given study the larger the sample the more

representative of the population it is likely to be.

3.7 ETHICAL CONSIDERATIONS

The following ethical aspects were considered during the study.

3.7.1 Permission to conduct the study
.,

The permission to conduct the studywas obtained from the following authorities:

3.7.1.1 Head Office Department of Health
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3.1.1.2

3.1.1.3

3.1.1.4

Deputy Director Human Resources

Secretary of Health

District tv\anager - District 28

Hospital tv\anagers of the following hospitals:

Ngwelezane Hospital

Nkandla Hospital

Mbongolwane Hospital

Assistant Directors Community Health Services in charge ofvarious clinics.

Sisters in charge of various clinics in District 28, viz.

Ntambanana Clinic (Lower Umfolozi Sub district)

.Ngudwini Clinic (Nkandla / Eshowe Sub district)

Ngwelezane Clinic (Lower Umfolozi Sub district)

Iwangu Clinic (Nkandla / Eshowe Sub district)

.,
3.1.2 Informczd conscznt

Informed consent implies that promises will be kep~ the self respect for the

subjects will be protected and ethical guidelines will be carefully followed

(Seaman 1982:23).

The covering page of the questionnaire addressed the respondents on all of the

above.

3.1.3 Anonymity and confidczntiality

The covering address of the questionnaires stressed to the respondents Qot to
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include their names, addresses, signature or any form or identification that may

breech their anonymity. This information was also delivered verbally during

interviews conducted to community members.

3.8 RESEARCH INSTRUMENT

In this study, the questionnaire, interview schedule and checklistwas used for collecting
.,

data. The questionnaire is defined by Seaman (1982:435) as a technique of collecting

data by means ofwritten questions that subjects answer in writing, with little, if any, help

from the researcher.

An interviewschedule is aquestionnaire that is read to the respondent (Treece & Treece

1986:301). In some instances questionnaires were read to subjects and the researcher

recorded their responses, as some of the respondents were unable to read or write.

Polit and Hungler (1987:283) describes a checklist as being used to tally whether a

behaviour, e-:ent or characteristic is present or not. The researcher used a checklist

which is of a sign system whereby categories of behaviour that mayor may not be

manifested by the subjects were listed (Polit & Hungler 1987:283).

Questionnaire items were formulated according to specific information sought findings

from literature pertinent to aspect being researched and use of personal experience of

the researcher.

3.9 DESIGNING THE QUESTIONNAIRE

3.9.1 The covering letter

The covering letter addressed the respondents on the title of the study, the uses
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of the studyand the role ofthe respondents in it, ending with the reassurance that
.,

confidentiality will be highly maintained.

3.9.2 Instructions to thlt rltSpondltnts

The instructions were clear and straight to the point The respondents were

further instructed not to fumish their names or addresses. Instructions were given

throughout the questionnaire.

3.9.3 Thlt qultStions

The researcher used the fixed altemative, close and open-ended questions.

.,

Types of questions

3.9.3.1 QuesUons directed to CommunityMembers

Item 1: Age of the Respondents

This item identifies the age of the respondents. This was aimed at

identifying age distribution in the community, probably an indication of the

type of primary health care services that are mostly needed.

Item 2: Sex of the Respondent

This item aimed at identifying the gender commonly found in the

community, the implication of which might be the type of service 'fo be

provided and also that if the community is dominated by males, there are

fewer chances of behaviour change / modification.

Item 3: Where the subject goes when she / he is sick
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This item aimed at assessing the utilization of primary health care services

by the community.

Item 4: Accessibility of Health Services

The researcher wanted to establish whether the health services are

accessible to the community.

Item 5.1: Safe Water Supply

This item aimed at establishing whether respondents do have safe water

supply.

Item 5.2: What is used for provision of safe water

This item aimed at identifying various sources of water used by

respondents for the provision of safe water.

Item 5.3: Frequency of water purification
.,

This item aimed at looking at the frequency on which water is purified, as

it has an effect on the outbreak of diseases such as cholera.

Item 6:· Place where children swim

This item aimed at identifying water sources used by children for swimming

as these should be separate areas not used for human consumption.

Item 7.1: Presence of toilets in the area

The item aimed at identifying the availability of toilets in the area.

Item 7.2: Type of toilets

The item aimed at determining the types of toilets used by the coml1}.unity,

because if the toilet is not properly constructed it might have a negative
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effect on the health statuS.·

Item 7.3: Presence of toilet seat covers

This item looked at the availability of toilet seat covers in the toilets used by

the respondents, as the absencemight indicate the presence offlies within

homesteads thus leading to f1y-bome infections.

Item 8: Distance of the toilet from water source ..
This item aimed at identifying the distance of the toilet from the water

source, as contamination is possible if the distance is less than SOm.

Item 9: Presence of electricity supply

The item aimed at identifying the availability of electricity in the area.

Item 10: Referral of a person with Diarrhoea in the family

This item aimed at identifying the person who is being consulted in case

of a sick family member suffering from diarrhoea.

Item 11.1: Presence of Health Education campaigns in the area

This item aimed at establishing whether the respondents are being.given

health education in their areas.

Item 11.2: Personnel identified for Health Education

This item looked at differentcategories ofhealth personnel responsible for

provision of health education. This is because of the ability of different

categories ofhealth care workers providing health education according to

their categories differently.

Item 12: Place where health education is given
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3.9.3.2

.,
This item looked atplaces in the communitywhich are utilized for provision

of health education because other people do not see the need of going

to the clinic if they are not sick.

Item 13: Frequency of health education given to the community

This item looked at the frequency at which health education is given by

health workers. This is because sometimes behaviour change is acquired

when health education is given more frequently.

Item 14: Relevant information known by subjects

This item aimed at assessing the knowledge level of the respondents with

regard to personal hygiene, food hygiene, disposal of waste and Human

excreta and water purification. This is because knowledge deficits might

be the cause of cholera.

Checklist for CommunityHealth Waiter.> andHealth Inspectors

Section A

Item 1: Age of respondents

This item aimed at identifying the age of respondents. This is because a

younger and middle age group is still capable of performing duties

effectively.

.,

Item 2: Sex of respondents

This item aimed at identifying the gender commonly found in the Health

Sector. This is because the health profession is usually dominated by

female and some communities still listen better to a male rather than a

female.

54



Item 3: Period of employment

This item looked at the number of years the respondent has spent in the

same category as on the day of the study. This aimed at identifying the

response and vievvs of the respondents who have been in the field longer

and have been in the service for more time and at those with lesser time.

Section B

Item 4: Frequency of Health Education given by Personnel to the

.,

3.9.3.3

community

This item aimed at identifying whether health workers do give health

education to the community and the frequency on which it is given.

Item 5: Topics for Health Education

This item aimed at establishing whether the following important aspects

have been catered for during health education provision:

personal hygiene

food hygiene

water purification and waste disposal

Questions directed to the Directorate

Item 1.1: Existence of a programme for communicable disease

This item aimed at establishing whether there is aprogramme of this nature

in District 28. This is because the presence of such a programme can

control epidemics of various diseases.

Item 1.2: Programme fvlanagement

This item aimed at establishing whether the programme is properly
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managed, because if there are no person or structures managing it, there

is a possibility of ineffectiveness.

Item 2.1 : Presence of cholera management strategy

This item aimed at identifying the availability of the management strategy.

Item 2.2: When it started .-

This item aimed at determining the duration of the existence of the

management strategy.

Item 3.1: Any plan for the programme

This item looked at the existence of the plan for the programme.

Item 3.2: People involved in planning ofcholera management strategy

This item looked at people involved in planning since this should be a

multidisciplinary effort so that the programme becomes effective.

Item 4: People assisting in programme implementation

This item aimed at identifying people responsible for assisti~g in

programme implementation since all the stakeholders should be involved.

Item 5: Process of Programme Evaluation

This item aimed at assessing whether the program is being evaluated or

not

Item 6: Policy for control of cholera in KwaZulu-Natal

This item aimed at establishing whether there is a policy for control of

cholera in Kwazulu-Natal. This is because there should be uniformitywithin

the districts of KwaZulu-Natal.
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3.9.3.4

Item 7.1 : Notification of cholera cases

This item aimed at assessing whether victims of cholera are all known by

being reported to the proper structures.

Item 7.2: Statistics for cholera

This item aimed at assessing the number of people affected by cholera

since 1997 till 2001. this is to evaluate whether there is agrowth or drop

in statistics which might necessitate changes in the provision of primary

health care services.

..
Questionnaire directed to Nursing Personnel

Section A Biographic Data

Item 1: Age of the respondents

The aim was to identify whether these practitioners are still able to cope

with increased work load in a primary health care service.

Item 2: Sex of the respondents

The aim was to identify the genderwhich is commonly found in the nursing

profession.

Item 3: Period of employment in the Clinic ••

This aimed at identifying the response and views of the respondents who

have been in the field longer and have been in the service for more time

and at those with lesser time.

Section B Professional role

Item 4: Grades of personnel

The aim was to identify the staff establishment for each clinic in relation to
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the workload.

.,

Item 5: Clinic hours

The aim was to establish whether the service is accessible to the

community in relation to time.

Item 6: Community participation in clinic activities

This item looked at community involvement as outlined by the Primary

Health Care Strategy.

Item 7.1: Utilization of Community Health Workers

This item looked at community involvement in the form of voluntary work

performed by community members known as community health workers.

.,

Item 7.2: Job description for Community Health Workers

The aim was to identify the duties performed by the community health

workers.

Item 8.1: Existence of Health Education Programs in the Service

The aim was to assess whether nurse practitioners do engage themselves

in health education of communities.

Item 8.2: Topics covered frequently in Health Education

The aim was to identify the topics which are frequently covered aiming at

assessing the knowledge level of the communities served by these

"practitioners.

Item 9: Assessment of specific needs of the community

The aim was to identify the criteria usedby the respondents in assessing
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the needs of the community.

Item 10: Important considerations in planning Health Education

Program

The aim was to identify what is being considered by respondents when

planning a health education programme. The reason being tf.lat a

multidisciplinary approach is considered for being important when

planning a programme which involves the community.

Item11: Health EducationMethodsemployed in the Health Education

Programme

The aim was to identify the teaching methods used by respondents in

giving health education. This is because the best methods are those in

which the clients actively participate in their leaming.

Item 12: Type of feedback received from clients about the Health

Education organized

The aim was to assess whether respondents do evaluate the effectiVeness

of their health education programmes.

3.10 TESTING TOOL FOR VALIDITY

Seaman (1982:237) states that validity is ajudgmentofthe extent to which acomponent

of research method, scale, instrumentor measure reflects the theory, conceptorvariable

the researcher intends it should. She further states that avalid instrument measures what

it supposes to measure.

In view of the above the researcher tested the tool for validity in the follOWing two

methods:
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(i) the tools and checklistwere submitted to research and professional

experts for criticism, recommendations and improvements

(ii) a pilot study whose sample had the same quality as that of the

major study was conducted where the questionnaire (that had

been improved after the research experts had seen it) was

administered.

3.11 HOW THE STUDY WAS CONDUCTED
.,

The permission to visit the areas was obtained from the izinduna and amakhosi

concemed. Some of the areas were out of reach due to poor roads, (Mangidini area

in Nkandla sub-district) as a result the researcher utilized the transport that is used by the

Health Promotion team from District 28, which was visiting areas which were highly

affected by cholera, using a 4x4 van donated by the Japanese Health Consultan~ from

a non-govemmental organization by the name of Intemational Total Engineering

Corporation, .for such aprogramme.

The researcher gotaccess to the clinics in those areas (Mangidini (Iwangu) and Ngudwini

Clinics). The researcher utilized her own transport for the areas which were nearby her

vicinity (Ngwelezane and Ntambanana Clinic). .,

Community members visiting the clinics for minor ailments were interviewed. The

subjects thatwere to be interviewed assembled in one of the consulting rooms, with the

sister in charge's permission. Permission to conduct the study from subjects was

obtained after a full explanation of the reason for conducting such a study was done.

The researcher also explained how privacy, anonymity and confidentiality had to be

maintained. The research was assisted by aresearch assistant in interviewing community

members, her responsibilities in the study were explained.
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Questions were explained to subject The subjects then went back to the queuj;: and

the researcher and the assistant proceeded with interviews in the consulting room being

with one candidate at atime. The researcher and the assistant took 4 hours interviewing

20 (twenty) community members in each clinic. With regard to the staff members

(nurses) the researcher made use of the tea times as well as lunch time to collect data.

In clinics where the staffestablishmentwas more than ten the selected samples gathered

in the duty room, say as if examinations or tests were conducted. Each subject sits on

a chair around the table.

The researcher addressed subjects on informed consent and then permission was

obtained. Questionnaires were also explained. Questionnaires were then administered

directly to the respondents in the duty room. This was done to prevent subjects from

discussing questions amongst themselves.

Subjects were further told not to write names as this is confidential and they are

expected to respond honestly. The researcher took back the forms as soon as they had

finished completing the questionnaire. In some of the clinics where the staff

establishment was less than 10 members convenience sampling was used.

In District 28 the Sisters in Charge ofclinics hold monthlymeetings with community health

workers of that designated area. The researcher made arrangements with the sisters to

visit the clinics on those specific dates of the meetings. Candidates selected through

random sampling gathered in one consulting room. An informed consentwas obtained.

Questions were explained. The researcher maintained privacy whilst conducting
"

interviews. Time taken for interviews varied according to the number of subjects in each

clinic, which was + 1 hour. The researcher was also faced with a problem of illiteracy

amongst Community Health Workers.

With regard to the environmental officers the researcher went to Ngwelezane Hospital
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where their offices are. The candidates selected through a random sampling method

gathered in one office. The permission was obtained first, after afull explanation ofwhat

was expected with relevance to research ethics. The questionnaire was administered

directly to respondents in the office, filled up whilst the researcher was waiting and

collected on completion. The duration ofcompletion of the questionnaire was 16- 15

minutes.

The questionnaire was administered directly to the director in her regional office of

District 28. It was left for collection on the following day as she had to collect statistics.

However, the researcher did receive an informed consent and all the questions were

explained thoroughly.

Some of the community members had fears with regard to participating in the research.

According to Neuman's System Model, fear is part of the intemal environment which

might lead to an internal stressor if not catered for. As the research is voluntary those

with fears were not allowed to participate in the study.

Intemal factors from the intemal environment can also be low self-esteem, anxiety and

lack of motivation. The researcher prevented these internal factors by ensuring privacy

as consulting rooms used (in various clinics) were prepared in such a way that there

were no disturbances during data collection phase. The researcher also allayed anxiety

by explaining how confidentiality and anonymity was to be maintained.

The subjects were selected from other clients in the queue which is part of the extemal

environment

..

62



3.12 RETURN RATE OF THE QUESTIONNAIRE

The researcher received a retum rate of 100% since: she conducted interviews in most

of the subjects (see various categories of the sample on page 3)

3.13 CONCLUSION

The account in Chapter Three describes in detail how the researcher has adhered to

scientific procedures during data collection. Data analysis will be done in Chapter Four

of this study.
"

.,
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CHAPTER 4

PRESENTATION, ANALYSIS AND INTERPRETATION OF

DATA

4.1 INTRODUCTION

This chapter presents an analysis and interpretation of data collected from respondents

working in clinics, community members, environmental officers, community health

workers and director in District 28.

Since the researcher had used quantitative research methodology, during data collection,

aquantitative descriptive statistical analysiswas used to analyse data. Research questions

asked in chapter one are answered in this chapter.
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4.2 ANALYSIS OF DATA

4.2.1 Raponstt from Community Mttmbers

Sedion A: Biographical Data

4.2.1.1 Item 1: Age ofrapondents

Figure 1: Raponse with rqard to age distribution of rapondents

8.0%

31.0%

.17-25
11 26-30

.31-45

!'!1ll 46-55
• 56 and above

N=80

.,

The above figure reflects that the largest percentage which is 31 % of the community

members belonged to the age group 17-25 years and 31-45 years/ possibly because

they are in the child bearing age. This indicates that more services are needed to cater

for these groups.

20% belonged to the age group of 26-30 years and these groups if well grounded/

motivated and supported are the ideal people to be involved in community

development .,

10% belonged to age 46-55 which is amiddle aged group. This group can be involved

in many community projects for an example building toilets.
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8% belonged to age 56 and above. Services for the elderly are needed to cater for

chronic conditions and the clinics should have at least 20 essential drugs (VIok 1991 :10).

4.2.1.2 It~m 2; Sex of respond~nts

Figur~2; Respons~ with rqard to sex of respond~nts

• Female

III Male

N=80

Rgure 2 reflects that 75% ofrespondents were females and 25% were males. This might

indicate that District 28 is predominantly occupied by females. Itmig:ht also indicate that

females usually visit the clinic with various diseases, therefore a variety of primary health

care services ~re needed to cater for this group. The females bring children to the slinics

for immunization and they also come for ante-natal delivery and post-natal care.

Gumbi (1987:92) states that whilst men go to cities as migrant labourers females remain

in rural areas and becomethe backbone in the sodo-economic developmentofthe rural

areas. They are involved in an on-going decision making they meet family needs and

restore the health of the family members. The modem trend encourages women

empowerment

..
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Section B

4.2.1.3 Item 3: Rderral of a sick person by the family members

NB: Respondents had more than one response

Figure 3: Response with regard to rderral of a sick person

t­
i .....-i_
!'-

Clinic TradilionalHealer Itlslital FaithHealer AIIoflheabove

Sources of Referral _.-
The above figure reflects that the majority of respondents utilized the clinic (91 %), 23%

consulted the faith healer; 21 % utilized the hospital; 16% visited the traditional healer,

whilst 5% utilized all other centres. Services must be culturally acceptable to the

community so that they are utilized effectively.

4.2.1.4 Item 4: Accessibility of health services

Figure 4: Response with regard to accessibility of health services
..

35-0"

.,.......­
• Accessible

65.0%

N=80
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The above figure reflects that 35% agreed that health services are accessible in r~ration

to distance, roads, cost, transport and topographYi 65% are aware of the inaccessibility

due to transport and poor roads. Some pay R50.0 just to get to the clinic (personal

interviews, December 2002). According to the recommendations atAlma Ata byWHO

no client should walk a distance of more than 7krn to reach a health facility (VIok

1991 :10). The primary health care approach also emphasizes the importance of

affordability of health services.

4.2.1.5 It£m 5.1: Saf£ wat£r supply

Figur£ 5: R£spons£ with r£gard to saf£ wat£r supply

..

'2.1''110

• Poor-watersupply
11 sate water supply.

58.0%

N=80

The above figure reflects that 58% agreed that they had poor water suPPlyi 42%

responded positively. Water supply remains a problem for primary health care facilities

for an example in both satellites as well as fixed clinics (South African Health Review

2000). Adequate water supply is identified as one of the components of Primary Health

Care. Nzimande (2000:120) states that one of the causes of cholera is dr:inking

contaminated water from rivers, streams, etc. Poor water supply becomes an extemal

stress or causing the indMdual's line of defense to break allowing the disease to attack

(George 2000:341).
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Item 5.!'!: Response with regard to what is used for provision of safe

water (RESPONSE FROM 34 RESPONDENTS)

Ouf of 42% who agreed to have safe water supply 34% got water from I?ipes;

3% from windmill; 4% from boreholes; 1% from protected spring. On personal

interview(December2002) itbecame clear thatwaterwas instilled during cholera

epidemic, and sometimes water get finished due to problems in pipes. The

majority of the people had poor water supply before cholera epidemic. This

might have been the reason for such an outbreak.

Item 5.3: Response with regard to frequency of water purification

(RESPONSE FROM 46 RESPONDENTS)

Out of 58% with poor water supply only 18% purified water regularly; 20%

sometimes purified water; another 20% did not purify water at all. On personal

interview (December 2002) it was evident that "sometimes" meant that "water

was purified during cholera epidemic". It is interesting to note that after the

outbreak people went back to their old habits of not purifying water. Subjects

also voiced out that sometimes water get finished (50%) out of those with safe

water supply. If that happens 35% sometimes purified water, 41% always did

and 24% never purified water.
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4.2.1.6 Itltm 6: Placit whltrlt childrltD swim

Figure 6: RltSPODSIt with rltgard to whltrlt childrltD swim
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The above figure reveals that 31% agreed that children swim in dams/rivers used for

human consumption as well; 12% agreed that rivers were used for swimming; 14%

agreed that dams were used; whereas 29% stated that swimming was not done in the

area. It is interesting to note that in rural areas children are still swimming in areas orwater

sources use~ for human consumption, and the communities still eat or drink

contaminated water. Water-bome diseases, e.g., cholera are results of contaminated

water. Whilst infected children swim, they contaminate water with faecal matter.
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4.2.1.7 ItlZm 7.1: PrlZSlZnclZ of toilds in thlZ arlZa

FigurlZ 7.1: RlZSponslZ with rqard to thlZ prlZSlZnclZ of toilds in thlZ arlZa

44.0%
• Toilets
11 No toilets

56.0%

N=80

The above figure reveals that 56% agreed that there were toilets in the area, whereas

44% agreed that there were no toilets in the area. On personal interviews (December

2002) the communities without toilets used bushes and dongas to relieve themselves.

The organisms gain access to the water when excreta are washed into the streams or

rivers by rain, and in turn people drink or eat the very same contaminated water CVlok

1996:173).

Rural communities are still having aproblem ofpoorsanitation. Personal interviews further

revealed that some communities had no toilets before the cholera pandemic, and even

those toilets built by non-government organization during the outbreak of cholera are in

poor conditions for an example cracking seat covers and floors. This poses a challenge

to the health planners in District 28 because ifproblems are notattended to in time there

is a likelihood of re-occurrence of cholera in the near future.
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Itetm 7.2: Retsponset with retgard to typlZ of toilds (response from 45

respondents)

100% of the respondents with toilets had the pit privy type of toilet This is the

method of excreta disposal which is most commonly used in rural areas. If

reasonable care is taken in sitting and constructing such apit privy the dangers of

fly-borne infection and the contamination of underground water supplies can be

prevented. The entire structure must be free from flies, and cleanliness is essential

as well.

Ifprecautionary measures are taken, pit privies can be safe and hygienic (De Haan

2001 :269). Its rural communities are still having a problem of water. The water

system of toilet type is not available in the area.

Itetm 7.3: Pr(t5etnclZ of toild setat covetrs (response from 45 respondents)

FigurlZ 7.2: Retsponset with rctgard to thet prlZSetnclZ of toild slZat conrs

I
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The above figure indicates that 56% ofsubjects agreed that there were toilet seat covers..
whereas 44% responded negatively. It is surprising that even those communities with

toilets have poor quality type of toilets without toilet seat covers resulting to fly-borne

infections.
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4.2.1.8 It~m 8: Distanc~ of th~ toild from wat~r sourc~ (response

from 45 respondents)

Figur~ 8 R~pons~ with r~gard to thet distanc~ of th~ toild from

r ~ taw sourc~
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The above figure depicts that95% agreed that the toilets were 50 metres away from the

water source, whereas 5% revealed that toilets were less than 50 metres away from the

water source. This seems to be a small percentage (5%) yet if these members are

infected they can cause the pandemic of the disease, e.g., cholera. De Haan (2001.;269)

supports the fact that the pit should not be within 50 metres of an underground water

supply and it must be placed lower than the wells or boreholes. On personal

observation (December 2002), District 28 is mountainous or hilly with streams of water

or rivers in between the hills, homesteads are on hills therefore these pits seem to be

higher than these water sources which are used by some for human consumption, as a

result during rainy days the human excreta from the pit up from the hill is likely to be

swept away and contaminate rivers and streams thus infecting the communities.
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4.2.1.9 Item 9: Presence of electricity supply in the area

figure 9: Response with regard to presence of electricity supply

in the area
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The above finding reveals that 75% ofthe respondents had no electricitysupplywhereas

25% did have. The majority of people in the area have no electricity. This poses a

problem with regard to preservation of food and medicines. People of this area uses

gas stoves, open fires, paraffin stoves and candles which might lead to burns. The

Reconstruction and Development Programme which was introduced in 1994 aimed at

improving the lives of the people of South Africa. It is surprising to discover that people

in some rural areas are still having poor sanitation, poor water supply and lack of

electricity supply. This is a challenge to the Health Administrative Authorities of District

28 since the latter are the components ofprimary health care which was adopted 9y the

govemment. A WHO Technical Report (No. 226 of 1961) cited in De Haan (2001 :264)

accentuates that a house must be well ventilated, have adequate lighting, facilities for

cooking, washing, bathing and storing food and household goods.
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4.2.1.10 Item 10: Rderral of a person with diarrhoea in the family

Table 1: Response with regard to rderral ofa person with diarrhoea in the

family

RCi:Spons~

Give herbal enema or water with jeyes fluid

Nobody

Neighbours

Faith/traditional healer

Clinic

Community health worker

Usage of salt and sugar solution then referral to the clinic

3

2

4

3

60

6

2

P~rc~ntag~

3.75

2.50

5.00

3.75

75.00

7.50

2.50

Total 100.00

The above table indicates that 3.75% gave herbal enema or water withjeyes fluid When

a family member suffered from diarrhoea; 2.5% consulted nobodly; 4% consulted

neighbours; 3.75% preferred faithftraditional healer; 75% consulted the community health

clinic; whereas 7.5% consulted the community health worker; 2.5% gave triple Sand

then referred to the clinic. It is shocking to discover that the community members are

treating diarrhoea with Jeyes fluid, yet some of the members know that triple S is the

ideal solution for treatment of diarrhoea, whilst awaiting referral of the sick person so as

to prevent dehydration. It is interesting to note that a small percentage of communitY

members utilized the community health worker. This is a new category of health

personnel trained to deliver a comprehensive health service through health education,

doing home visits, follow-up in homes, encouraging communitY participation. They are

integrated into the health care system. Some community members refer to a traditional
"

healer. De Haan (2001:10) agrees that these categories have very close ties with the

community and exert considerable inftuence, so therefore, they have arole to play in

community-based primary health care system. The multidisciplinary team should work
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hand in hand with them through intersectoral collaboration.

The majority of respondents prefer to consult the clinic this indicates apositive attitude

towards health services.

4.2.1.11 Itltm 11.1: PrctSltnclt of hltalth ltducation campaigns in thlt.arlta

figurlt 10: RctSponslt with rltgard to thlt prltsltnclt of hltalth ltducation

campaigns in thlt arlta
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.,

The above figure indicates than 59% agreed that there were health education campaigns

in the area; whereas 41 % disagreed. Health education is one of the components of

primaryhealth care and operates at all levels ofprevention, viz., at the primary, secondary

and tertiary levels. It is an active process which is directed at changing people's attitudes

and influencing their behaviour in health-related matters (De Haan 2001:15).

All the members of the health team must participate in health education. It is important

that health education campaigns are done regularly as a preventative measure, not only

when there is an outbreak of cholera.

.,
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It is surprising however that in some areas there are no health education campaigns, and

when cholera strikes people lack knowledge of how to deal with the problem and the

mortality and morbidity rates escalate.

Item 11.2: Personnel identified for health education

Figure 11: Response with regard to p~rsonn~1 id~ntifi~d for giving h~alth

education

60%

60% 48%•a
~ 40%•
"•"-
-" '0%
:
c
0 20%
~
'" 10%

0%
N...., Health Inspectors Community Health Wor1l:efS All of the above

Health Personnel

NB: Square" 10%

The above figure indicates that 48% of respondents identified nurses as the people

giving health education; 38% identified community health workers; 8% identified
-

environmental officers; whereas another 8% identified all the aforementioned members

of the health team. All the members of the health team must participate in health

education (i.e., nurses, social workers, environmental officers, physiotherapists, doctors,

pharmacist, community health workers). Only a smaller percentage identified

environmental officers as people responsible for giving health education. They are

supposed to play a major role with this regard since they have means of getting to the

community. On Personal Interviews (December 2002) it was discovered that absence

and poor conditions of roads pose a problem in gaining access to the communities

more especially on rainy days.
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Community health workers play a major role during home visits as they give aealth

education. They are part and parcel of the communities and they are more influential

since they live with them. Gumbi (1987:317) accentuates that there is a need for

teamwork since these nurses works with avariety of health professionals in the process

of control. If control measures can be implemented then some of the diseases can be

prevented for instance cholera.

Neuman's model emphasizes the importance of intervention through appropriate action

in situations that are stress related. Intervention can be done through primaryprevention,

before the system reacts to a stress or before the individual suffers from cholera. This

primary intervention can be through health education on how to prevent cholera

(Neuman cited in Ge9rge 2000:340).
.,

4.2.1.12 Ultm 12: Rltsponslt with rltgard to placit whltrlt hltalth

Itducation is givltn (rltSpOndllnts had morlt than onlt

rltsponslt)

Tabllt 2: Rltsponslt with rltgard to placit whltrlt hltalth Itducation is givltn

!»£rc£ntag£

Clinics 47 59

Pay points 4 5

Imbizos 15 19

Schools 5 6

People's homes 20 25

All of the above 8 10 .,

The above table depicts that 59% ofrespondents identified the clinic as the placewhere

health education takes place; 5% identified pay points; 19% identified imbizo's; 10%

identified all the afore mentioned; 6% identified schools; and 25% identified people's
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homes.

Nurses in clinics are identified as the most category giving health education to the

community. It is interesting to note that health education is given in all the community

settings. Teachers as well in schools, should give health education since it is much easier

to modify behaviour and instil healthy habits in children than in older people (De Haan

2001:15).

In people's homes the health educator can even identify the needs of the community

which is of great help when developing a health education program.

Imbizo's or community meetings are organized by the key figures. The health team is

usually incorporated in that meeting prior arrangements with the Inkosi.

Pay points are to a lesser extent used. These points should also be used since many

people gather in these places.

4.2.1.13 It~m 13: Frequency of health education given to the community

Fi9ur~ 1~: R~sponse with r~ard to h~alth ~ducationgiv~n to th~ community

40%

Ij
I
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~
m,a.
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I i -
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t~
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i Weekly Once a month Once in six months Once a year
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The above figure depicts that 24% of the respondents stated that health education was
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given once a week to the community; 38% agreed that it was given once amonth; 6%

stated that it was given once in six months; 10% stated that itwas given once ayear and

23% argued that health education was only given during an outbreak of cholera.

Elkin's cited in Gumbi (1987:284) states that health education can be formal or informal

and every community health nursing encounter provides a teaching opportunity,

therefore, health education is an ongoing process. It is shocking to discover that some

communities only receive health education during a cholera outbreak.

4.2.1.14 R~pons~ with r~gard to r~l~vant information known by subj~cts

(r~pond~ntshad mor~ than on~ r~pons~)

It~m 14.1: Knowl~dg~ r~arding p~rsonal hygi~n~

Tabl~3: Knowl~dg~ l~v~1 r~garding p~rsonal hygi~n~

Bath thoroughly twice a day
Wash hands after using the toilet
Keep nails clean and short
Brush teeth
Care of home premises
Wash clothing

57
32
11
20
45
22

71
40 .,
14
25
56
28

The above table indicates that 71 % knew that the body should be bathed twice a day;

40% had knowledge ofwashing hands after using the toilet; 14% knew that nails should

be kept clean and short; 25% had knowledge of brushing teeth; 56% knew that home

premises should be kept clean and 28% had knowledge ofwashing the clothing. These

findings indicate that the communities still lack some knowledge on certain areas of

personal hygiene, especially with keeping nails short and clean since they may harbour

the cholera virus. Personal cleanliness is an important factor in the maintenance of health.

De Haan (2001:197) states that poor standards of personal hygiene are associated with
.,
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many conditions as well as skin infections. He further accentuates that the individual

whose standards of personal hygiene are poor endanger his own health as well as of

others.

It~m 14.2: Knowl~dg~ r~garding food hygi~n~(r~spond~ntshad mor~ than

on~ r~pons~)

Tabl~ 4: Knowl~dg~l~v~1 r~ardingfood hygi~n~

Cover food left overs and place them in a cool place/fiidge

Reheat left overs

Wash vegetables and fruit with uncontaminated water

Use clean eating utensils

Wash hands before touching food

Use clean water to cook

Boiling or pasteurization of milk

Dangers of partially cooked food

I don't know

Jlc:rc:c:"tiig~

60 75

5 6

40 50 .,

21 26

24 30

3 4

2 3

2 3

5 6

The above table depicts that 75% of respondents were aware of the importance of

covering food left overs; 6% knew about reheating of food left overs; 50% had

knowledge ofwashingvegetables and fruitwith uncontaminatedwater; 26%knewabout

using clean eating utensils; 30% had knowledge ofwashing hands before touching food;

4% knew that clean water must be used for cooking; 3% knew about pasteurization of

milk; 2% had knowledge on dangers of partially cooked food; and 6% knew nothrng on

this aspect

The above findings reveal that there is knowledge deficits with regard to food hygiene.

Food hygiene is of vital importance to community health because a large number of

infections and other conditions, i.e., cholera are due to ingestion of contaminated,
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poisonous or infected food. It is shocking to note that there are people with no

knowledge at all with regard to food hygiene.

.,
If contaminated water is used in the production or preparation of food, pathogens may

be present If left avers are uncovered, flies mayhave access to it It is important to note

that carriers or human sufferers may contaminate food while preparing it and spread the

disease such as cholera. Only a smaller percentage knew about dangers of partially

cooked food as it might still harbour the micro organism if the animal from which meat

have been obtained may have been suffering from a disease.

It~m 14.3: Knowl~dge regarding disposal of wast~ and human ucreta

(respond~ntshad more than on~ respons~)

Tabl~ s: Knowl~dge l~v~1 rqarding waste disposal

Bury or bum refuse

Use toilets for disposing human excreta

Safe measures when building toilets

Dispose wet refuse outside the home

If using forest or dongas human excreta must be disposed f!'M!o/ from the river

Avoid fertilization ofvegetables with human excreta

I don"tknow

49

45

5

5

4

2

4

P"rc"lOta!l"

61

56

6

6

5

3

5

The above table depicts that 61% stated that waste could be disposed by burying or

buming it; 56% stated that toilets should be used; 6% emphasized the importance of

safe measures when building toilets; 6% stated that wet refuse should be disposed

outside home premises; 5% stated that disposal of human excreta must be done away

from the river in cases of usage of forest and dongas; 3% mentioned avoidart<:e of

disposal of human excreta in the gardens and 5% knew nothing about this aspect.
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The above findings reveal that the majority of the rural communities dispose refuse by

burying or buming it. In rural areas domestic refuse must be dealt with regularly and not

be allowed to accumulate as it might attract rodents and encourage fly breeding.

Organic material can be composed and used as a fertilizer while food waste and plant

material are useful for the feeding of animals (De Haan 2001 :268). Those without toilets

are still using dongas or forest. Theyjustify this behaviour by stating that it should be afar

from the river. Toilets should be builtand safe measures should be followed durin~.such

an encounter to avoid flies. However, some respondents knew nothing on this aspect.

Onlyasmaller percentage knewaboutfertilizing vegetableswith human excreta perhaps,

it might be the fact that this practice has never been done in some communities.

lI~m 14A: Knowl~dg~r~gardingwat~rpurification

Tabl~ 6: Knowl~dg~In~1 r~gardingwat~r purification

Use JikiPiII

Boiling of water

Expose water to sunlight for a day

Avoid playing or S'Nimming in communal drinking water

I don't know

59

50

1

2

10

Percentage

74

63

1

3 ..

13

The above table depicts that 74% knew thatjik/pill was used for water purification; 63%

knew about boiling of water; 1% knew about exposing water to sunlight; 3% knew that

swimming should not be done in communal drinking water; 13% had no knowledge on

this aspect. These findings reveal that the majority of people have knowledge of water

purification, however, it depends on whether people are utilizing the knowledge they

have. However, some have no knOWledge with this regard. Safe water is one of the

basic needs of any community. However, this is still a problem in rural communities. De

Haan (2001 :232) agrees that there is a marked relationship between the lack of pure
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water and disease.

Lack of knowledge on personal hygiene, food hygiene, waste disposal and water

purification means that a person is in a stressful situation which needs intervention as

outlined by Neuman's Model. This intervention will be through primary prevention by

means of advices or health education and life style changes. This intervention will occur

before the disease attacks, but the risk or hazard on knowledge deficit has been

identified. According to this model the aim of intervention will be strengthening the

flexible line of defense which has been weakened by knowledge deficit.

. 4.2.2 RlZSpOnSct from dirctdoratct. Dctpartmctnt of Health. KIN

In this section the respondents refer to one subject since there is one directorate

responsible for programmes in District 28.

4.2.2.1 Itctm 1: RlZSpOnSct with rctgard to thct oistctncct of a programmct for

communicablct disctaslZS

With regard to this item the subject agreed that there was a programme for

communicable disease in District 28. According to KZN Cholera Guidelines

(2001 :01) epidemic preparedness through astrong programme is essential for

a cholera epidemic. ..
4.2.2.2 Itctm 2: RlZSpOnSct with rctgard to programmct managctment

The respondent stated that there was acontrol ofcommunicable diseases and

there has been a co-ordinator since January 2002.
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4.2.2.3 Itllm 3: RllSpons~with regard to chol~ra manag~mllntstrat~gy

The respondent agreed that there was a cholera management strategy which

started in August 2000.

4.2.2.4 Itllm 4: RllSpons~ with rllgard to th~ Ilxistllnc~ of a plan for th~

program

The respondent agreed that there was plan for the program.

4.2.2.5 Itllm 5: R~spons~with regard to p~opl~involv~din planning cholllra

manag~mllnt strategy

According to the respondent's response the following were the people

involved in planning:

District management members

Hospital management members

Primary Health Care

Department of Water Affairs and Forestry

Non-govemmental Organization, e.g. Aqua Manzi

Environmental health

The Provincial Health Department

Municipality

Intersectoral collaboration is one of the principles of primary health car~. All

the stakeholders mustbe involved in program planning, for the effectiveness of

such a program. They should be involved in all the processes, i.e.,

implementation and evaluation phases as well.
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4.2.2.6 Itllm 6: RllSponsll with rllgard to plloplll assisting in program

implllmllntation

The following were the people involved in program implementation:

Health personnel from the Department of Health

Municipality

Department of Water Affairs

Community health workers

Community leaders

Community members themselves

.,

With regard to the above findings it is interesting to note that the community

members are only involved in an implementation phase. The community

members should be involved in all the phases, i.e. planning, implementation

and evaluation as they are the consumers, the program can only succeed if

they are involved. According to the strategy for Primary Health Care in South

Africa, primary health care demands maximal community involvement a~ well

as maximal, informed, responsible personal and non-personal self care by the

individual. It follows a sensitive participative approach and uses simple,

practical and understandable methods and procedures. Communitymembers

have the right and duty to participate in the planning and implementation of

their health care both individually and collectively (Dennil et aJ. 1995:54).

4.2.2.7 Itllm 7: RllSponsll with rqard to program naluation

With regard to this item programme evaluation was done at JOC (Joint

Operations Centre) meetings in both levels, subdistrict and district levels. At

subdistrict level meetings are held on monthly basis and weekly basis at district

.,
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level.

Program evaluation is very important because it helps the planners in assessing

the performance of a program, how activities were carried out as well as the

effectiveness of such looking at attainment of overall goals.

4.2.2.8 Item 8: Response with regard to policy for control of cholera in KIN

With regard to this item the response was that the policy came from the

National Department of Health to the Provincial Health Department and .to be

district and subdistrict level. The management of the patientwith cholera was

based on the World Health Organization Guidelines (Geneva 1993) and

Guidelines for Control from National Department of Health (1998). A policy

guides and directs communities in cases ofepidemics, each and every person

knows what to do.

4.2.2.9 Ite~ 9: Response with regard to notification of cholera cases

With regard to this item the respondent agreed that cholera was notified in

District 28. Cholera is a notifiable disease. Notification is an important step in

the control of the communicable diseases because it sets in motion aseries of

steps designed to trace the source of the infection and to prevent its spread

(De Haan 2001 :114).

4.2.2.10 Item 10: Statistics for cholera

With regard to this item statistics for the past years namely 1997, 1998 and

1999 was not available, however the following graph depicts the statistics for

2000 and 2001.
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Figure 13: Statistics for ChollZra
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The above graph indicates that in year 2000 the cholera cases were 14 445

and in 2001 54524 cases. The findings indicate that cholera is escalating.

Drastic measures must be taken to prevent re-occurance.

4.2.3 R4ZSponse from Community HlZalth WorklZrs and HlZalth InsplZctors

These categories were combined as they seem to be performing similar duties in

District 28.

Section A: Biographical Data

4.2.3.1 ItlZm 1: AglZ of rlZspondlZnts

Table 7: Age distribution of the respondlZnts

... ........ '/.,
'.... / ...... ...

RlZSpOnSlt i'. " ......... '., ... 'i '., Frequltncy Percltntaglt

17 -25 1 6

26-30 1 6 .,

31-45 6 38

46-55 7 44

Above 55 1 6
. .. ,

Total . 16 , .. 100
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The above table reflects that the majorityofthe respondents, which is, forty four percent

(44%) belonged to the age group 46-55. This group is matured, older and experienced

to face challenges in the community.

Thirtyeight percent (38%) belonged to age group 31-45; six percent (6%) belon~~d to

age group 26-30; six percent (6%) belonged to age group 17-25; and another six

percent (6%) is above 56.

The youngerage groups need to be firmly grounded with the knowledge and skills ofthe

work they perform.

4.2.3.2 Item 2; So of respondents

Table 8;

Male

Female

So of respondents

7

9

44

56 .•

The above table reflects that forty four percent (44%) of the respondents were males

and fifty six percent (56%) were females. tvlales were actuallyenvironmental officers and

females were community health workers. This is true with the health related fields that

they are mainly dominated by females and with environmental officers it's mainly males.

..
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4.2.3.3 Item 3: Period of employment

Table 9: Response with regard to period of employment

Pc:rC:C:lltagc:

Less than ayear 1 6

1 year 1 6

2 years 2 13 .,

/W)re than 2 years 12 75

The above table gives areflection ofthe respondent's experience as acommunity health

worker or environmental officer. Seventy five percent (75%) had experience which is

above 12 years. Experience is necessary so as to be able to solve community problems

thus promoting quality health care delivery.

Thirteen percent (13%) had experience of 2 yearsi six percent (6%) had experience of

one yeari and another six percent (6%) had experience of less than a year.

.,

.,
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Slldion s: Profasional Rolll

.'
4.2.3.4 Itllm 4: Frllqullncy of hllalth llducation givlln by pllrsonnlll to thll

community

Figurll13: Rllsponsll with rllgard to frllqullncy of hllalth llducation
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The above figure depicts the frequency at which health education is given by the

respondents. Twenty five percent (25%) revealed that it was given during an outbreak

ofthe disease. Any encounter between the health worker and the client should be used

as a teachable momen~ and it should notwait for the outbreak of the disease. Thirty one

percent (31%) revealed that it was given on a weekly basis; forty four percent (44%)

revealed that it was given once a month.

One of the aims of health education is to give people the necessary knowledge about

the disease which are common in their community in order that they may take

appropriate steps to prevent their occurrence or if they do occur, to seek early medical

advice (De Haan 2001:15). All the members of the health team should participate in

health education.
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4.2.3.5 Topics used for health education

NB: Respondents gave more than one response.

4.2.3.5.1 R~ponse with regard to personal hygiene as a topic .,

Item 5.1.1 Washing of hands bdore preparing or eating food

One hundred percent (100%) agreed that health education was given on

washing of hands. This is very important because dirty hands can harbour

infection and in tum contaminate food.

Item S.1.i Thorough hand washing with soap following contact

with u:crda

One hundred percent (1 00%) agreed that they had given health education
.,

on the importance of thorough hand washing with soap. Minister Kasrils on

~is campaign in June 2002 urged people to wash their hands after they

have been to the toilet and before preparing food. This campaign

appeared to have offended people yet this was a major factor in the

spread of cholera.

Item 5.1.3 Control of flies by eliminating breeding places

One hundred percent (100%) had given talks on control of flies by

eliminating breeding places. Flies can infect food if they have access to it.

Item 5.1.4 Care of home premises ..

Ninety four percent (94%) had given talks on care of home premises. The

92



public should be made aware of this, as dirty home premises can become

breeding zones for flies and mosquitoes.

4.2.3.5.2 Respons~ with r£!lard to food hygi~n~as a topic

It~m S.~.1 Importanc~of closing food IUt ov~rs

.,
One hundred percent (100%) of the respondents had given health

education on importance of closing food left overs. This is very important

since flies can gain access to the food and infect it.

It~m s.~.~ Boiling or past~uri%ationof all milk

EightY eight percent (88%) of the respondents had given health education

on pasteurization of all milk. Although the remaining twelve percent (12%)

seemed to have not done so.

Milk can become infected at any point from the cow to the consumer, and

when pathogens gain entry to milk they grow and multiply rapidly, as milk

provides everything which the bacteria require (De Haan 2001 :227). One

of the infections which can be transmitted by contaminated milk is cholera.

Lack of knowledge on this aspect may lead to the pandemic of cholera.

It~m S.~.3 Dang~rs of partially cooked or raw food

EightY eight percent (88%) of the respondents had given health education

on this aspect. Lack ofknowledge on this aspect may lead to diseases such

as anthrax, brucellosis, tuberculosis, salmonella infections and cholera. The

animal from which meat have been obtained, e.g. shellfish mighthave been
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suffering from adisease in which the causative organism maystill be present

in the food if it is partially cooked. Some parasites undergo some part of

their development in an animal and man becomes infected by eating the

undercooked flesh of such animals (De Haan 2001 :217).

Item 5.!ZA Dangers of freshening vegetables with contaminated

water

Only eighty eight percent (88%) had given health education on dangers of

freshening vegetables with contaminated wateri and 12% had not. If

contaminated water is used in the preparation of food, pathogens may be

present in the food.

Item 5.!Z.S Re-heating of left avers

Only seventy five percent (75%) had given talks on the importance of re­

~eating of left avers. Food might be contaminated whilst it is kept for later

use, therefore it is important that re-heating is done to destroy the bacteria

which might have been there. This indicates that some health workers lack

knowledge on this aspect which then jeopardizes the public's health.

Item 5.!Z.6 Exclusion of infeded person from handling food.,

Only sixty nine percent (69%) had given health education on the

importance of exclusion of infected person from handling food. If some

communities lackknowledge on these aspectconditions, e.g. cholera might

be exacerbated in an outbreak situation. Food might be contaminated by

food handlers who mightbe sufferers from or carriers of infectious diseases

(De Haan 2001 :224).
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It~m S.~.7 Discouraging th~ habit of s~v~ral p~opl~ ~ating

simultan~ouslyfrom a communal food contain~r

Eighty one percent (81 %) agreed that they had given health education on

the dangers of eating simultaneously from a communal food container;

whereas 19% had not Some rural communities still continue with this

practice especially during "umsebenzi". Where there is poor personal

hygiene (Le. contaminated hands and long nails, etc.) people eating from

that communal food container might all be infected. It is not surprising that

some of the health workers had not given health education on this aspect

as perhaps they might consider it as a "cultural norm" more especially

because community health workers are actually community members from

the very same communities.

.,

It~m S.~.8 Importanc~ of using cutl~ry wh~n ~ating

~ghty eight percent (88%) had given health education on the importance

of using cutlery when eating. The habit of "using hands" not cutlery is a

cultural norm in some rural communities, however where poor hygienic

conditions prevail, an outbreakofconditions for example cholera may result

It~m S.~.9 Encouraging br~astf~~ding

Ninety four percent (94%) of the respondents agreed that they had given

health education on the importance of breastfeeding; whereas 16% had

not .,

Hygienically breastfeeding is thought to be the best method of feeding as

breast milk is unlikely to contain pathogenic organisms. De Haan (2001 :195)
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states that breastfeeding is labour saving as no preparation or sterilization of

equipment is required. She further states that the risk of infection in the

infant is reduced because the mother's milk contains antibodies against

many of the infectious diseases. The acid stool of breast-fed babies also

discourages the growth of pathogens and so the risk of gastro-intestinal

infections is reduced. Therefore it is important that all the health werkers

encourage the communities to breastfeed as long as it is not

contraindicated.

Item 5.2.10 Dangers of making ice from contaminated water

Onlyfiftypercent(50%) agreed that they had given health education on the

dangers of making ice from contaminated water. The reason for such a

response (only 50%) is that the majorityofpeople in rural communities have

no electricity supply, they are not familiar with such a practice. It is

important that the communities be made aware of this practice should they

~ave electricity supply in the future. ..

Item 5.2.11 Irrigating fruit or vegdables with water containing

human waste and then eating it raw

Seventy five percent (75%) of the respondents agreed that they had given

health education on avoiding irrigating fruit or vegetables with water

containing human waste and the eating of it raw. Irrigating vegetables with

water contaminated by human waste may be responsible for the presence

of bacteria and the ova of parasites on the vegetables as human excreta

contain manypathogenic micro-organisms. Thereforevegetables should be

washed with clean or treated water before they are cooked.

.,
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4.2.3.5.3 R~sponsewith r~ard to wat~rpurification and waste disposal as

a topic

It~m 5.3.1 Sanitary disposal of human wast~ without

contaminating water source

Ninety four percent (94%) of the respondents had given health education

on the dangers of contaminating water source with human waste. It is very

important that the rural communities be educated on this aspect since..
disposal of human waste is still a problem in these areas. Water source can

be contaminated in the following ways:

Human excreta disposed in the forest, bushes

or dongas nearby the water source.

Toilet built within 50 metres of an

underground water supply and also placed

on a higher level than the wells or boreholes.

Poor siting and poor construction of the toilet.

Item 5.3.1 Safe measura when building toila

..
One hundred percent (100%) of the respondents had given health

education on following safe measures when building a toilet. Safe

measures are taken in order to prevent contaminating water source and

also to prevent the bly-bome infection.

The following methods are identified by De Haan (2001 :269) as ideal for

constructing a pit privy in rural areas. A pit which is 1 metre in diameter

is dug in the ground to a depth of about 2 metres. A pit is covered by
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a seat and the hole in the seat fitted with a lid. A floor maoe of

concrete, or similar material, is laid and a superstructure ofwood, cane,

brick or stone erected around the base. All ventilating openings must

be screened and fly proofed. The contents of the pit may be covered

with soil or ash after use when they are full to within half a metre of the

surface. A new pit is dug some distance away, the superstructure

moved and the old pit filled in with soil.

These community health workers should work hand in hand with

communities actuallydemonstrating the above procedure. The success

of rural sanitation programmes depends entirely on the co-operation of

the members of the community, who should be motivated to construct

simple latrines, to use them and to keep them in a hygienic cond1l:ion.

It~m 5.3.3 Avoiding f~rtililation -of v~dablctS with human

ucrda

One hundred percent (100%) of the respondents had given health

education on dangers of using human excreta as a fertilizer. Human

excreta contain many pathogenic microorganisms. Vegetables can be

ingested withoutbeing thoroughlywashed, or hands notbeing washed,

thus causing transmission of the infection. On personal interviews

conducted in December 2002 it became clear that this practise is not

used in District 28. ..

It~m 5.3A Importanc~of prot~ctingsprings

One hundred percent (100%) of the respondents agreed that the

communities are made aware of the importance of spring protection.
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The water from springs may be considered safe, provided the area is

fenced off to prevent contamination by animals and human beings.

Item 5.3.5 Water purification
..

One hundred percent (100%) of the respondents had given health

education on water purification. The National Cholera Strategy (2000:3)

highlights that where water supplies are at risk of contamination,

households should be taught about the necessity and techniques of

sanitizing. It is important that rural communities embark on this practice

since there is a problem of water in rural areas. One teaspoon of jik is

added into 25 litres of water and kept for 24 hours and then be used

later. Boiling of water can also be done.

Item 5.3.6 Care of the infected person's soiled clothes

..
One hundred percent (100%) of the respondents had given health

education on care of the infected person's clothes. If these clothes are

not handled properly, other people may become infected. Jordan

(2002:3) supports this above statement by stating that the first case in

Birmingham cholera epidemic of 1873 contacted the disease through

the infected bed and bed linen. The clothes of an infected person

should be separated from family members' clothes, should be washed

separately with a disinfectant and be exposed to sunlight (Cholera

National Strategy 2001 :3).

..
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Item 5.3.7 Playing or swimming in communal drinking water

source or river

One hundred percent (100%) of the respondents had given health

education on the dangers of playing or swimming in communal drinking

water. Impurities might contaminate water whilst children are playing.

Children have the tendency of defecating or urinating whilst swimming,

therefore the water can be contaminated with a pathogenic micro­

organism and infect the whole community. It is important that the

communities are wamed against this habit

Neuman's model emphasizes the importance of intervention by health

care workers through health education in cases of stress related

situations so as to help the person adapt or adjust and to retain some

degree of stability between the system variables and environmental

stressors. It is ideal that this intervention occurs before the cholera

outbreak so that it is prevented.
.'

.,
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4.2.4 Raponse from Nursing Personnel

Section A:

4.2.4.1

Biographic Data

Item 1: Age of rapondents .,

Table 10: Age distribution of the rapondents

17-25

26-30

31-45

46-55

o
4

9

8

P~rc~ntage

o
19

43

38

The above table reflects that the largest percentage which is forty three percent (43%)

belonged to the age group 31-45. This group has currently been trained and can be still

educable about current issues affecting the community and they are still energetic to

meet the increased workload in the clinics.

Thirty eight percent (38%) belonged to the age group 46-55. This group has apool of

experience, matured and able to solve community problems.

Nineteen percent (19%) belonged to the age group 26-30, and these groups are the

groups which need to be firmly grounded with the knowledge and skills of solving

community problems. There were no preceptors who were aged 17-25.

.,
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4.2.4.2 It~m t: So of rcspond~nts

Tabl~ 11: So distribution of th~ r~spond~nts ..
R2SpOnSf:

Male

Female

o
21

o
100

Total

The above table reflects that one hundred percent (100%) of the respondents were

females. This illustrates that nursing is still predominantly afemale orwomen's profession.

4.2.4.3 It~m 3: Exp~ri~nc~ in th~ clinics

Tabl~ it: Rcspons~with regard to up~ri~nc~

less than ayear

One year

Two years

IW::Jre than tvvo years

o
3

2

16

o
14

10

76

The above table reflects that fourteen percent (14%) of the respondents' experience in

the clinic was one year. Experience in the clinic is necessary so as to be able to solve

problems and to cope with an increased workload brought about by prevalence of

diseases.

Ten percent (1 0%) of the respondents' experience in the clinic was two years; seventy

six percent (76%) of the respondents' experience was more than two years.
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The community health nurse fulfils a variety of roles such as advocate, consultant,

educator and a manager. She therefore needs to have experience in order to function

effectively in those roles.

Section B: Professional Role

4.2.4.4 Item 4: Grades of personnel in four (4) clinics

In four clinics which formed a sample the following were findings:

seventeen (17) professional nurses

eight (8) primary health care trained professional nurses

nine (9) enrolled auxiliary nurses

twenty (20) community health workers.

The above figures indicate that there is ashortage of nurses in the clinics. With the above

figures it is difficult to implement the primary health care approach with its principles for

example uavaJlability". Few nurses cannot provide all the services required in a primary

health care service. Implementation of the Batho-Pele principles might als9 be

problematic. Another reason for such ashortage mightbe that anumber of nurses have

left the country for green pastures (overseas) and the majority of them are primary health

care trained. These nurses have a specialisation in primary health care and they can

better implement this strategy. This is a challenge to the govemment on improvement of

the working conditions and salaries so that nurses are attracted and remain in South

Africa.
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4.2.4.5 Itetm 5: Hours of functioning of thet clinic

Tablet 13: RctSponset with retgard to clinic hours

R£spons~ FrequencY Percentage

24 hrs and weekends

24 hrs with no weekends

Day duty 08hOO - 16hOO

Day and evening 08hOO - 18hOO

15

o
6

o

71

o
29

o

.,

The picture reflected in the above table shows that seventy one percent (71 %) of

services were available 24 hours aday, including weekends. Thus, ensuring the concept

"availability" as one of the principles of primary health care. Availability of services does

not only mean the existence of such but goes on to include hours of service,

programmes offered in terms of the characteristics of a primary health care service.

Twenty nine percent (29%) of services were only available during the day from 08hOO

- 16hOO. On'Personallnterviews (December 2002) it became clear that these areas that

function only during the day have a constraint of the shortage of nurses, as well as high

crime rate at night (security guards and nurses being shot).

There were no services available 24 hours with no weekends as well as day and ev~ning.
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4.2.4.6 Item 6: Community participation in clinic activities
..

Figure 14: R2Sponse with r£gard to community participation in clinic activiti2S

5.0%

95.0%

The above figure depicts that ninety five percent (95%) of the respondents agreed that

there was community participation in clinic activities and five percent (5%) disagreed.

Community participation is a necessary component in community health (Dennil et at.

1995:59). Cqmmunity participation mustbe acollaborative effortmustacknowledge the

importance of power sharing, allow community involvement in decision making

processes and assist the community in the achievement of equality in health. The

communities can take part in clinic activities such as clinic committee programmes,

awareness days, projects and others.

4.2.4.7 Item 7.1: Utilization of community health workers

Table 14: R2Sponse with r£gard to utilization of community health worlters
. .... . ...

Respons~ ..•........ Frequency Percentage

Yes 21 100

No 0 0

Total 21 . 100
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The above table reflects that one hundred percent (1 00%) of the respondents agreed

that there were community health workers in their clinics. Denill (1995:72) supports the

above findings by stating that the community as well should be trained and retrained so

that they become competent in the participatory processes, and continue to feel..
confident as members of the team.

It~m 7.~; lob d~scriptionfor community h~alth work~rs

NB: Respondents gave more than one response

Tabl~ 15; R~spons~with r~ard to th~job d~criptionfor community work~rs

R~ponse

Home visits

Health education

Monitoring health related activities in the community

Follow defaulters

I don't know

Percentage

1 5

5 24

2 9

1 5

16 76

The above table reflects that five percent (5%) of the respondents identified home visits

as one of the job descriptions for community workersi twenty four percent (24%)

identified health educationi nine percent (9%) identified monitoring health related

activities in the communityi five percent (5%) identified a follow-up on defaulters. It is

shocking that seventy six percent (76%) was not aware of the job description for

community health workers. The reason might be that perhaps this category is not

accepted as highlighted by De Haan (2001 :9). De Haan further states that their role

should be clearly explained and steps should be taken to prevent friction. The above

findings agree with V10k (1996:35) as she states that community health workers visit

allocated families and bring community problems to the attention ofthe health care team.

She further highlights that they stimulate the making ofvegetable gardens and the erection
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ofpit privies in areas without acommunal sanitation service. Theyalso teach the mothers

the importanceoffamilyhygieneand ofbreastfeeding immunisation of infants and correct

eating and feeding habits. They encourage mothers to bring children to the under-fives'

clinic regularly even though the children may be perfectly well. They also offer home

based care to people suffering from HIV/AlDS. The primary health care approach

emphasises the use of community workers. With the utilization of this category of health

workers, the incidence of diarrhoea has decreased in Valley Trust at Botha's Hill

(presentation by the project leader at Valley Trust, April 2002).
.,

4.2.4.5 ItGlm 8.1: RG:SponsGl with rGlgard to uistGlncGl of hGlalth Glducation

programmGlS in thGl servicGl

One hundred percent (100%) of the respondents had an ongoing health education

programmes in their clinics. Health workers at all levels should promote general health

and encourage healthy lifestyles. By implementing the Reconstruction and Development

Programme and the National Health Plan, the Govemment of National Unity committed

itself to the pr~motion of health for all the people of South Africa through prevention and

education. Denill et al. (1995:87) argue that health education in health education

programmes can take place on a personal level, such as in the relationship between a

community health nurse and client, on a group level, such as antenatal exercise class, or.,

by means of reaching large audiences through the mass media and exhibitions.

ItGlm 8.i: RGlSponse with regard to topics coverGld frGlquently for hGlalth

Glducation

NB: The respondents gave more than one response

Thirty eight percent (38%) of respondents identified breastfeeding as a topic which is

frequently covered during health education; twenty nine percent (29%) identified

prevention of STI and care of HIV & AIDS patient; thirty three percent (33%) identified
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..
the road to health card; twenty four percent (24%) identified cholera; twenty nine

percent (29%) identified care ofaclientwith tuberculosis; ten percent (1 0%) identified

personal hygiene; nine percent (9%) identified oral rehydration; five percent (5%)

identified family planning. There was no response from thirty eight percent (38%) of the

respondent. This indicates that in some clinics health education is never given.

The contentofany health education programme will be determined by the needs of the

particular community. De Haan (2001 :16) identifies the following as topics which are

most often dealt with:

matemal health, especially prenatal care

child health

immunization

nutrition

prevention of infectious diseases

environmental hygiene

dental health

It is surprising to note that only a small percentage (5%) identified family planning as a

topic which is dealt with frequently. The implication being that rural communities lack

knowledge on the importance of family planning. There was no mentioning of nutrition

as a topic yet rural communities still suffer malnutrition.

..
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4.2.4.9 ItUl 9: Any assetssmlZnt of splZcific nlZlZds of thlZ community

NB: Respondents gave more than one response

Tablet 16: RlZSponset with rqard to sources of information considlZr~d in

asslZssmlZnt of special nlZetds of the community

Contact Community Leader

Undertake Community Surveys

Use information from Health Workers!lnspectors

Get information from Magistrate's Court

Use Clinic Statistics

Get information from Traditional Healers

Pcil'c:~nlage

18 86

17 81

17 81

4 19

20 95

7 33

The above table reflects that eighty six percent (86%) of the respondents assessed the

specific needs of the community through contacting community leaders. Dreyer et al.

(1993:130) support these findings by highlighting that key persons in the community
"

should never be disregarded, these people may be in an official capacity or they may

have no official Status. For example valuable historical information can be obtained from

older family members or acquaintances who have lived in the specific community for a

long time.

Eighty one percent (81 %) undertookcommunitysurveys. A community survey is defined

by Dreyer et al. (1993:113) as a process by which the community's health status is

evaluated by the collection of data on that community. It is from this process that needs

of the community are identified and a nursing diagnosis is derived.

Eighty one percent (81 %) used information from health workers and inspectors. These

categories of health workers can be a valuable source of information as th<';Y are

frequently working hand in hand with communities and have a better understanding of

the community's needs.
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Nineteen percent (19%) got information from magistrate's court Registers for births and

deaths, census data can also be obtained from magistrate's court This source is

sometimes not reliable because of poor records.

Ninety five percent (95%) used clinic statistics. This source of information is regarded as

reliable. The clinic statistic reflects the disease pattem of that community, and also the

common problems people present with. Information on health care facilities can also
.,

be obtained.

Thirty three percent (33%) of the respondents got information from traditional healers.

Traditional healers work mainly in rural areas and live with the communities. They have

very close ties with their communities and exert considerable influence and they are a

valuable source of information because they know exactly what the community needs.

4.2.4.10 Item 10: Important considerations in planning health education

programmes (respondents gave more than one response)

.,

Figure 16: Response with regard to important considerations in planning

health education programmes

100'190%

80%

70%

60%

50%

40%

30%

20%
10%

0%
Involing Community Leader InVOling Clients Ascertaining Cost Consideration of feasibility

Factors Considered in Planning Health Education Programme
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The above figure depicts that fifty seven percent (57%) involved community leaders and

ninety percent (90%) involved clients in planning health education programmes. Dreyer

et al (1993:18) suggest that planning should be a team effort where members of the

community and community leaders as well as other health professionals may participate

to ensure that all the needs can be met and that the plan will be acceptable to the

community. Acceptability is one of the principles of primary health care. Nineteen

percent (19%) of the respondents considered ascertaining cost; twenty nine percent

(29%) considered feasibility in planning health education programmes.

In planning, goals and objectives are set. Objectives should be attainable, realistic,

measurable, reasonable and also fit budgetary limitations. For the plan to be successful,

objectives set should have all the characteristics of such. Feasibility will depend on the

availability of resources which might be human or material. Therefore feasibility should

be considered when planning a health education programme.

4.2.4.11 It~m 11: Rapons~ with r~gard to h~alth ~ducation mdhods

~!'1ploy~din h~alth ltducation programm~ (rapondltnts gav~ mor~

than onlt rapons~)

Ninety five percent (95%) of the respondents used the lecture method in health

education programmes; eighty six percent (86%) used demonstrations; one hundred

percentused talks; fortyeightpercent(48%) used projects; ten percent (1 0%) used role

plays and ten percent (10%) used films. .'

Talks, lectures and demonstrations had a higher percentage whereas films and role plays

had the lowest percentages. This is due to the fact that rural areas do not have the

necessary facilities for films, as well as inavailability of space (stage) for role plays. With

the modem trend in health education films are gaining popularity when embarking on

health promotion and they seem to be accepted by the communities (Personal
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Intervievvs and experiences whilst visiting cholera infested areas with District 28 health

promotion team and theJapanese Health Departmentrepresentative in December 2002).

.,

4.2.4.12 Item 12: Response with regard to type of feedback received from

clients about health education organized (respondents gave more

than one response)

Five percent (5%) of respondents received feedback through clinic statistics. The clinic

statistics reflect low incidences of disease for an example cholera after health education

on personal hygiene and preparation of oral rehydration.

Sixty two percent (62%) highlighted that questions usually followed a health education

talk. Feedback from other people by asking questions is an essential skill for every health

educator. This is away of assessing every nursing intervention.
.,

Five percent (5%) had observed a change in lifestyle as a form of feedback. Health

education ai~s at changing people's attitudes and influencing their behaviour in health­

related matters.

FIVe percent (5%) received feedback through community health workers. This is of vital

importance since this categoryofhealthworkers are actuallyvolunteers being community

members having reliable and valuable information.

Five percent{5%) received feedback from the suggestion box. With the introduction of

"Batho-Pele" principles, community health nursesf;vorkers are embarking in various ways

of receiving feedback from communities. The govemment seeks to improve healtb care

delivery in South Africa through "Batho-Pele" which means "people first". Transparency

is one of the principles being emphasized. The communities should have knowledge of

all the services they should receive, and in tum should have a say by means of ideas,
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suggestions or comments.

It is surprising to note that there was no response from fourteen percent (14%) of the

respondents. Each and every community health nurse should evaluate the programme

and also receive feedback on it's effectiveness.

.,

Evaluation simply means making ajudgement on the value of something, looking critically

at the health education programme. Programmes are evaluated to decide what was

good about them, what was bad and how they could be improved. Evaluation is

therefore eprocess ofassessing whatwas achieved and how itwas achieved (Stanhope

& Lancaster 1988:224).

.,

.,
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CHAPTERS ..

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

5.1 INTRODUCTION

In this chapter the researcher gives an overview of the study with emphasis on the

summary conclusions, limitations and recommendations.

5.2 SUMMARY

..
The study investigated the extent at which the Primary Health Care strategy has been

implemented in the cholera infested areas of District 28, with greater emphasis on the

following components and principles of Primary Heath Care:

.Safe water supply

Good sanitation

Health education

Prevention and control of local diseases

Accessibility of health services

Utilization of Primary Heath Care services

Community participation

. Intersectoral collaboration

5.3 RESEARCH METHOD

A quantitative research method was used to determine how the respondents viewed

the present state of primary health care services with regard to availability of resources

114



and how successfully these services meet the community needs.

5.4 SAMPLE AND SAMPLING

.,

A sample of118 respondents (80 community members, eight (8) environmental officers,

eight (8) community health workers, one (1) directorate, twenty-one (21) nurses) was

selected for interviews and completion of the questionnaire. Nurses and community

health workers in various satellite clinics were used for this stucly. The research question

was:

"What has caused the cholera outbreak in District 28 in spite of primary

health care strategies, which have been implemented?"

5.5 OBJECTIVES OFTHE STUDY

The objectives of the stucly were:

To determine to what extent was the primary health care strategy

implemented.

To determine availability of resources, namely provision of good

water supply and good sanitation.

To recommend implementation of an effective health promotion

and disease prevention programme.

The objectives of this stucly were achieved as it is indicated in the section for

conclusions. Conclusions are all discussed according to the assumption made in chapter

one of this stucly.
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The conclusions of this study are drawn from the following assumptions:

It is assumed that with good sanitation, good water supply and

effective implementation ofprimaryhealth carestrategy, cholera can

be controlled.

From this study the following conclusions were made based on the assumptions

presented. .,

5.5.1 Objedive 1: To ddermine to what extent was the primary health care

strategy implemented

This objective was aChieved in view of the following exposition:

5.4.1.1 Indfediveness of health education

H<,;alth education is identified byVlok (1996:26) as one of the components

of primary health care.

.,

Health according to Neuman's Model (George 2000:344) is energy as aresult

of system balance. The client (community, group, individual) as a system,

constantly monitors itself by making adjustment as needed to attain and

maintain stability for an optimal state of health. Health can still be achieved

despite the existence of a chronic or life threatening illness, and illness is not

inevitable even if certain factors are present within, or impinge upon humans.

Therefore, the community health worker should support and guide the client

(community, group, individual) all along the line ofillnessfNellness continuum

in any degree ofwellness that exist at anygiven time, through health education

which is primary prevention.
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Communityhealth nurses (1 00%) in various clinics ofDistrict28 acknowledged

the existence of health education programmes.

Topics fr~qu~ntly cov~r~d

The following were the topics frequently covered during health education

encounters:

Breastfeeding

The road to health card

Sexuallytransmitted infectionsand care ofHIV/A1DS clients ..
Care of a client with tuberculosis

Cholera

The following were the topics less frequently covered:

Personal hygiene

Oral rehydration

Family planning

Community health nurses (57%) involved community leaders and clients

(90%) in planning health education programmes. Cost and feasibility was less

considered. ••

5.5.1.2 Mahods us~ for h~alth ~ducation

Talks, lecture method and demonstration had a higher percentage whereas

films and role plays had a lower percentage. This is due to the fact that rural

communities had no facilities for films for an example electricity supply and
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adequate space.

5.5.1.3 Evaluation of the effectiveness of health education
.,

In some clinics, nurses had designed a feedback mechanism to evaluate the

effectiveness of health education programmes. The following were the

examples of feedback mechanisms designed by nursing personnel:

questions

clinic statistics

community health workers

observed change in lifestyle

suggestion box

Some nurse (14%) did not evaluate the effectiveness of the health educ;;ation

program in their clinics.

5.5.1.4 People identified for provision of health education

Some areas had no health education campaigns as supported by 41 % of

community members. In areas where health education campaigns existed

nurses and community health workers were identified as people who were

fully involved in the provision ofhealth education, with environmental officers

being less involved.

In some areas health education was only given during an outbreak of cholera.

This is supported by 23% of community members. .,

Unes of resistance are being strengthened by health workers intervention

118



through primarysecondary and tertiary prevention whereby health education

on water purification, building of toilets, food hygiene, etc., will be given.

5.5.1.5 B£haviour chang£ in h£alth £ducation

In spite of the existence of health education programmes in some areas of

District 28 and efforts made by some ofvarious categories of health workers..
in providing health education, the community members revealed knowledge

deficits with regard to the following aspects:

Personal hygiene for example, keeping nails short and

clean, washing of hands after using toilet and before

preparing food.

Food hygiene for example, use clean water to cook,

boiling or pasteurization of milk, dangers of partially

cooked food, usage of clean eating utensils, reheating

food left overs.

Waste and human waste disposal for exam.ple, safe

measures when building toilets.

Water purification for example, avoid playing or swimming

in communal drinking water.

This was an indication that the health education program that was in place did

not address these problems, making health education less effective and

inaccessible.
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The majority of community members (74%) had knowledge of using jik as a

purifying agent, but some (40%) never did.

Clark (1996:416) argues thatsometimes program outcomes mightbe positive

or negative therefore in spite of health education given there seemed to be

no change in health behaviours. Intemal factors as outlined by Neuman's

Model are also based on individual personalities. Lack of motivation and

ability might lead to resistance to change.

5.5.1.6 Accessibility, acceptability and availability of health services

According to 65% of community members, transport, poor roads,

topography, distance and cost caused the health services to be inaccessible.

Some community members also expressed concem that they were paying

RSO.OO to visit the nearbyclinic. This was also observed by the researcher that

in deep rural areas there was lack of transport and poor roads and that made

th~ clinics to be inaccessible and unacceptable.

The majority of clinics (71 %) operated 24 hours aday and during weekends.

Those that operated during the dayonlywas because of shortage ofstaff and

high crime rates at night, thus making the service inaccessible.

5.5.1.7 Shortage of nurses

A shortage of nurses was also identified. A remarkable shortage was noticed

amongst professional nurses and primary health care trained nurses. The

primary health care trained nurses are the pillars for the primary health care

service as they conduct physical assessment, diagnosis treatment and care of

clients. Fewer nurses cannot provide all the services required in a primary
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health care service. Implementation of uBatho-Pele" which seek to improve

health care delivery in South Africa might be impossible. The shortage ofstaff

makes the service to be inaccessible and unacceptable.

..
5.5.1.8 Utilization of th~ clinic by community m~mb~rs

The majorityof community members (75%) were referring sick members with

diarrhoea to the clinic, although some (3.75%) still gave a herbal enema with

jeyes fluid to a person with diarrhoea. Some (21 %) went straight to the

hospital instead of starting at the nearby clinic. The clinic as a primary health

care service serves as the first level of contact of individuals, the family and

community with the national health system. Some communities utilized

traditional and faith healers.

5.5.1.9 Community participation ..

Th~ primary health care approach emphasizes the importance of community

participation and involvement in health related matters.

The role of the health worker is also to identify those stressors in the

community together wit the members through community participation, as

one of the principles of primary health care.

The majority of communities (95%) were participating in clinic activities. The

above finding is supported by the fact that all the clinics in District 28 had

community health workers who were volunteers from the community. This

new category of health worker is gaining popularity amongst communities

(Personal Observation). This group of health workers was responsible for

home visits, home based care, health education, follow-up on defaulters and
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hospital instead of starting at the nearby clinic. The clinic as a primary health

care service seNes as the first level of contact of individuals, the family and

community with the national health system. Some communities utilized
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Th~ primary health care approach emphasizes the importance of community

participation and involvement in health related matters.

The role of the health worker is also to identify those stressors in the

community together wit the members through community participation, as

one of the principles of primary health care.

The majority of communities (95%) were participating in clinic activities. The

above finding is supported by the fact that all the clinics in District 28 had
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new category of health worker is gaining popularity amongst communities

(Personal ObseNation). This group of health workers was responsible for

home visits, home based care, health education, follow-up on defaulters and
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monitoring all health related activities in the community.

5.5.1.10 Pr2v~ntion and control of local dis2as2S

District 28 had a programme for control of communicable diseases.

People from all the sectors were involved in planning cholera management
.,

strategy thus supporting the principle of intersectoral collaboration.

The community memberswere onlyinvolved during the implementation phase

of the program. This creates aproblem as the plan might face resistance from

the reason. Perhaps this might be the reason for them not to use jik although

they had knowledge (see page 115 of the conclusions)

According to the strategies setby thejointcommittee during cholera outbreak

it was agreed that communities should be involved in all the stages of the

pn?gram development

There was auniformity in the management of cholera throughout the cQ.untry

since the policy for control of cholera in KwaZulu-Natal came from the

National Department of Health and had been in place since 1998.

Cholera was anotifiable disease in District 28, this seNes as acontrol measure.

Statistics for cholera indicates that cholera cases are increasing in each

endemic} with improvement in sanitation and water supply there might be a

decrease in the number of cases in future.
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5.5.2 Objedin!: To determine availability of resources namely provision of

good water supply and good sanitation

This objective was achieved in view of the following exposition:

5.5.2.1 Poor water supply

According to the South African Reconstruction and DevelopmentProgramme

of 1994, adequate safe water supply is a basic need for any community and

one of the components of primary health care.

.,

The stressors in the extemal environment, such as poor sanitation and poor

water supply alter the flexibility line of defense resulting to inadequate

protection of the system and becoming more vulnerable to diseases for an

example cholera.

Th~ findings of this study revealed that some rural communities (58%) had

poor water supply, and still used rivers, dams and streams which were also

used by children for swimming. Some communities (42%) had safe water

supply from boreholes, springs and pipes.

Communities with good water supply (42%) reported (Personal Interview)

that piped water was instilled during cholera outbreak, and water sometimes

got finished due to damages and breakages in pipes, as a result they

eventually resorted to rivers as awater source. Water was neverpurified. This

is supported by 40% of community members. Water purification was only

done during cholera outbreak. This might have been the reason for

recurrence of cholera in District 28.
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5.5.2.2 Poor sanitation

According to V10k (1996:26) safe waste disposal is one of the comPCl!1ents

of primary health care.

Some rural communities (44%) had a problem of poor sanitation, and still

used bushes and dongas to relieve themselves (Personal Interviews). On

Personal Interviews itbecame evident that the majorityof communities did not

have toilets before the epidemic, and even those with good sanitation, the

toilets they had were built during the epidemic, and they were in a poor

hygienic and structural state for example cracked seat covers and floors.

Some latrines were poorly constructed with reference to siting as they were

less than 50 metres away from the water source. This was supported by 5%

of the rural communities. .,

5.5.2.3 Typ~ of toild ustzd

.Rural communities ofDistrict 28 had apit privy type of toilet. On obseNations

some areas in District 28 are mountainous or hilly with streams of water or

rivers in between hills and mountains, and homestead bushes and pit privies

being higher than the water source. During rainy days the human excreta are

swept away from bushes and pit privies contaminating rivers and streams thus

infecting communities. Some areas had no toilets at all (Mangidini area in

Eshowe;Ndlandla sub-district).

.,

5.5.2.4 Poor tzltzctricity supply

Cholera infested areas of District 28 had poor electricity supply. This is
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supported by 75% ofcommunity members. According to the South African

Reconstruction and Development Programme/ electricity is one of the basic

needs of any community.

5.5.3 Objective 3: To recommend implementation of an effective health

promotion and disease prevention programme

..

This objective was achieved because people from whom the consent was

obtained to conduct the study have been made aware of the recommendations

which appear in the section of recommendations.

5.6 LIMITATIONS

In any study the researcher is faced with some unexpected problems no matter how

much effort has been put in place in planning and implementation phases of the research

process.

Methodologically certain problems occured imposing limitations as follows:

.The sampling method changed and necessitated a change in the

original plan.

Simple random sampling was used on community health workers/

environmental officers and some nurses in certain clinics.

Convenience sampling was used on community members and nursing

personnel.

The reason being time constraint coupled with inaccessibility of the

..
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area, as the researcher had to utilize a 4x4 van with the health

promotion team visiting the areas greatly affected by cholera.

Another reason was the shortage of nursing personnel in some areas.

Nurses were less than five (5) therefore there was no need for

sampling.

Part of the sample that is male (mostly in community members) showed

lack ofmotivation and unwillingness to participate.

5.7 RECOMMENDATIONS

In terms of the findings and conclusions of the study, the researcher makes the following

recommendations:

Strengthening ofthe health education programmes and campaigns with

re::)ard to the following areas:

• People involved in the provision of health education should

include all the health workers and non health workers, namely

nurses, doctors, physiotherapist, occupational therapist, teachers

in schools, parents, community health workers, environmental·'

officers, traditional healers, etc.

Non-health workers should be trained in health related matters so

that they are able to provide health education to the communities.

More emphasis on prevention of diseases, namely waterborne

infections, personal hygiene, water purification, food hygiene, safe
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waste and human waste disposal and oral rehydration.

..
Health education should be provided in schools, homes, buses or

taxis, pay points, imbizo's, hospitals and clinics.

The health promotion team in District 28 should be responsible for

supervising health education programmes and campaigns, provide

in-service education to health workers on new strategies of health

promotion.

The health planners at a provincial and district level should support

and finance health education programmes and campaigns.

Training more community health workers.

Training more primary health care nurses.

Improvement ofworking conditions so that nurses are attracted and

remain in rural clinics.

..

Joint effort by the health planners, non-governmental organizations

and all other steak-holders in provision of resources, namely good

sanitation and safe adequate water supply as well as improvement

in infrastructure viz., roads. Once stressors or risks are identified

either in the internal or external environment there is a need for

intersectoral collaboration as people with certain specialities will .•

have to intervene in various ways so as to prevent the outbreak of

diseases for an example cholera.
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Community members should be involved in planning of all health .,

related matters, as stressors should be identified with community

members.

5.8 CONCLUSION

Findings of this study have highlighted that the primary health care strategy is somehow

effective in certain aspects and not in others. It is not effective due to lack of resources

such as poor sanitation and poor water supply which has led to the reoccurrence of

cholera in District 28.

Lack of resources are referred to as external stressors by Neuman's Health Care System
.,

Model. As a result these stressors invade the norma/line of defense becoming intemal

stressors causing system instability for an example cholera. It is important that there is

intervention through appropriate action in situations that are stress related or in relation

to possible reactions of the client or client system to stressors for an example

improvement:with regard to resources.

Accessibility and acceptability of services are doubtful due to poor roads, transport

distance and financial constraint. This is a challenge to the govemment to see to it that

there is improvement with regard to resources.

Ineffectiveness ofhealth education programs poses aproblem and has led to knowledge

deficits amongst rural communities. This is a challenge to health planners, nurses, sG:hool

teachers, parents and all other health related field workers to improve health education

thus promote health and prevent diseases which are preventable.
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PO Box359
Empangeni
3880
17.10.01

The Deputy Director Human Resources
Department ofHealth KZN
Private Bag X90S1
Pietermaritzburg
3200

Dear Madam,

REQUEST FOR PERMISSION TO UNDERTAKE A RESEARCH STUDY

I kindly request pennission to undertake a research study in District 28. The topic ofmy study is
"An Evaluative Study ofPrimary Health Care Implementation Strategy" in the cholera infested
district 28 ofKZN. It is a requirement for Masters Degree in Nursing.

Thank You

Yours sincerely

B S SIMELANE



Universlty of
Zululand:

DURBAN-UMLAZI CAMPUS

03/0612002

Attention: Mr Trompe
Province ofK.Z.N. Department of Health
PIB x 9051
Pktermaritzburg
3200

Dear Mr Trompe

G Private Ba9 X 10
ISIPINGO 4110
SOUTH AFRICA

"lr 031-9077000
Fax: 031-9073011

Ret

\

REQUEST FOR MRS B.S SIMELANE TO UNDERTAKE RESEARCH IN
DISTRICT 28 OF K.Z-N.

1 hereby extend my request to Mr. Trompe to attend to the above matter. The student has
previously sent the request but there was communication breakdown. Previous
correspondence is enclosed.
I will be pleased to receive your response.

Thank you

Yours sincere.ly



"IJniversi~ of
Znluland:

DURBAN-UMLAZI CAMPUS

18/0912001
Attention: Dr. Nkonzo L . Mthembu
The Deputy Director Human Resources
Department of Health KZN
Private Bag 9051
Pietennaritzburg
3200

Dear Dr. Nkonzo L . Mthembu

~

~ Private Bag XlO
ISIPINGO 4110
SOUTH AFRICA

U" 031-9077000
Fax: 031-9073011

Rei:

CONFIRlVlATION OF STUDENT STATUS FOR MRS. B. S. SIMELANE.

I hereby confirm that the above student is registered with the University of Zululand
[DUC] _She is required to do the research study as a requirement for the Masters
Degree in nursing which she has registered for . The topic of her study is " An
evaluative smdy of primary health care implementation strategy in the cholera infested
district 28 of KZN " . The student has successfully completed the research proposal.

Thank you

Yours sincerely

Pr .D.Nzimakwe
Assistant H.O.D
Vice-Dean of Arts

UNIVERSITY er- 7U'.:J!..I\ND DUC.
NURS'NG SC'~rJ~S -;"""·'RT1''=NT

PROF. [) :',OZiMAKW2
ASS. H.G.D. V CE a:::AN OF ARTS
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Box 359
EMPANGENI
3880
30 September 2002

The Hospital Manager
Nkandla Hospital
Nkandla

DearMadam

RE - PERl\USSION TO CONDUCT A RESEARCH STUDY IN DISTRICT 28

I hereby request permission to conduct a stody in some ofyour clinics. The title ofthe stody is
'An Evaluative Study ofPrimary Health Care Implementation StIategy in Cholera Infested Areas
of District 28 ' lbis stody is done as a requirement for Masters Degree. Find enclosed herewith a
research proposal

Thank you.,

fr/d. ..~
Mrs. B. S. Simelane



Box 359
EMPANGENI
3880
30 September 2002

The Hospital Manager
Mbongolwane Hospital
Mbongolwane

OcarMa(bm

RE - PERMISSION TO CONIJlICT A RESEARCH STUDY IN DISTRICT 28

I hereby request permission to c(ll1duct a study in some of your clinics. 111C title of the stud" is
"An Evaluative Studv of Primal,. Health ('arc Implementation Strategy in Cholera Infested Areas
of District 28 ' 11'is study is done as a requirement for Masters Degree. Find enclosed herewith a
research proposaI

Thank you.

Iuu.--J---
Mrs. n. S. Simelane
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PROVINCE OF
KWAZULU·NAT

IlIlALTt! SERVICES

0319073011

ISIFUNDAZWE
SBK,WAZULU-NATALI

EZEMl'll.O

NATALIA
330 LONGMARKET STREET

PIETERMAR1TZBURO

PROVINSIE
KWAZULU·NATAL

DEPARTBMENT VAN GE.~ONDHEID

TEL.
FAX

033-395211
033-34267

Pt'V.1tl Bag
E.ilIhwom. S"P".1
Pri~

:X9051

, PI._"ltzb\>rB
'3200

Professor D. Nz makwe
University of ZU land
Durban-Umlazi ampus
Private Bag X1
ISIPINGO
4110

Dear Professor

Enquiries: Mr G.J. Tromp
Extension: 2761
Reference: 912J3/R - Vol.6

24 JUL 2002

REQUEST Fa AUTHORITY TO UNDERTAKE A RESEARCH STUDY IN DISTRICT 28 OF
KZN : MRS B. • SIMELANE

Your letter date~ 18 September 2001 refers.

Please be advi ed that authority is granted for Mrs 8.5. Simelane to undertake a research study in
District 28 of K aZulu-Natal regarding "An Evaluative Study of Primary Health Care
Implementatio Strategy" provided that;

(a) P jor approval is obtained from Heads of Departments concerned;

(b) nfidentlally is maintained;

(c) e Department is acknowledged; and

(d) e Department receives a copy of the rej:lort on completion.

Yours sincerel

=~!.- ~o'HEALm
AZULU-N T1/Jjl{,.VD

AJI<I.imelanor
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PROVINCE OF
KWAZULU-NATAL

ISIFUNDAZWE
SAKWAZULU·NATALI

PROVlNSIE VAN
KWAZULU-NATAL

EMP~GENI HEAlTH OISTRIl:T DC 28
14 AlJISDN STREET: CNR. OF BIYELA AND UKULA ROAD.(FURMER WESBANK DFAI:ES)

TElEPHONE:035 -1Fl711D5
PRIVATE BAG X20034
UCINGlI: 035-TI'l2417
TELEHlON: D35-7924739
CELLNil: 082 4526982

FAX: 035-7928053

FAKSI D35-Ti21i1l3
FAKS:

ISIKHWAMA SEPOSI: EMPANGENl
PRlVAATSAK; 3880

E-MAlL ADDRESS: H00217000ODHHOKZNTLGOV.lA

ENQ: DD MSOMI DATE:2002-09-23

TO: Mrs Simelane

RE: RESEARCH STUDY

REF. 2002/09121

Your letter dated 19.09.02 has reference.
Please liaise directly with Hospitals conccrned for further permission to collect
data from their clinics.

~~~~.....
DDMSOMI
Acting Regional Manager
fnfn



0357870175

1

PROVINCE: OF
KWAZULU-NATAL

ISIFUNDAZWE
SAKWAZULU-NATALl

PROVlNSIE VAN
I<.WAZULU·NATAL

EMPANGEHI HEALTH DISTRICT 01:: 28
14 ADISnN STREET: CNR. OF BIYELA ANn UKULA ROAIUFDRMER WESBAHK OFFICES)

TElEPHONE:035 -1l271i05
PRIVATE BU; X20034
UCINGO: 035-WZ417
TElEFOON: 035-79Z4739
CELLNIl OHZ 45Zo!!SZ

FAX: 035·7926053

FAKSI: 035-W01l3
FAKS:

ISIKHWMlASEP[]SI: EMPANGENI
PRIVAATSAK: 3880

E-MAll ADORESS: HOOZI70I!lOOHHO.KlNTLIJOV.ZA

ENQ: DD MSOMI DATE:2002-09-23

TO: The Hospital Manager
Mbongolwane Hospital
MBONGOLOWANE

Attention: Mrs. PE Jafta

REF. 2002/09121

RE: PERMISSION TO CONDucr A RESEARCH STUDY IN DISlRICT
28

BS Simelane has been granted permission by Province to conduct a study in
District 28.

She has identified your clinics for data collection. She has been requested to
liaise directly with you in this regard for further permission.

Thank you

~ ~ .
DD l\-1S0l\'fi
Acting Regional Manager
Infn
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I

PROVINCE OF
KWAZULU-NATAl

ISIFUNOJ\ZWE
SAKWAZULU-NATAU .

PROVltlSIE VAN
KWAZUlU-NATAL

EMPANGENI HEAlTH D1S1R1CT 01: 28
14' ADISDH SlREET: CNR. DF BIYElA AND UKlIlARllAIJ,lffiRMER WESBANK DFFII:ES)

TElEPHONE:035 -m7B05
PRIVATE HAll X20034
UCINGO: 035-7722417
mEFOON: D35-7!l2473!1
£:ElLNO: DH2 452S!lG2

FAX: U3S-'ffiZB053

FAKSI: oss-mlillS
FAKS:

\StKHWM\ASEP{jSI:tMP~HU

PRIVAATSAK: 3880

[-MAll ADDRESS: H002170rniDOHHO.KZNTLGOVZA.

ENQ: DD MSOMI DATE:2002-09-23

TO: The Hospital Manager
Nkandla Hospital

NKANDLA

Attention: Miss S Nkonyane

REF. 2002/09121

RE: PERMISSION TO CONDUCT A RESEARCH STUDY IN DISTRICT
28

BS Simelane has been granted permission by Province to conduct a study in
District 28.

She has identified your clinics for data collection. She has been requested to
liaise direl:tty with you in ilih :regllId fur further permission.

Thankyoll

ff ~ .
DDMS01Yn
Acting Regional Manager
fnfn



0357870175

1

PROVlNCEOF
KWAZULU-NATAL

ISIFUNDAZWE
SAKWAZULU-NATALI

PROVlNSlE VAN
KWAZULU-NATAL

EMPANIiENI HEALTH DISTRICT DC 2B
14 ADISDN STREET: CNR. DF BIYElA AND UKUlA RDAD.(mRMER WESBANK OffiCES)

TElEPHONf:1J35 -T7l7S05
PRIVATE BMi X2DD34
U~INGn: 035-T7l2417
TElEFOON: 035-7924739
~ElLNO: 082 4528962

FAX: 035-7!l28D53

FAKSI: D35-T7lSI13
FAKS:

ISIKHWAMA SEPUSI: EMPANGENI
PRlVAATSAK; 3aall

E-MAIL AIl0RESS: H00217DIEOOHHO.KZNTLGllVZA

ENQ: DDMSO~n DATE:2002-o9-23

TO: The Hospital Manager
Ngwelezana Hospital
EMPANGENl

Attention: Dr. P Haselau

REF. 2002/09/21

RE: .PER.'\1lSSION TO CONDUIT A RESEARCH STUDY IN DlSTRIIT
28

.BS Simeillne has been granted permission by Province to conduct a study in
District 28.

She has identified your clinics for data collection. She has been requested to
liaise directly with you in this regard for further permission.

Thank you

~D~o~ii"
Acting Regional Manager
Infn
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7 . ()CT . 2002 15:36 r-..jV.RNULR HOSPITRL

==~

PFlOVlNSIE
KWAZULU·NATAL

ISIFUNDAZWE
SAKWAZULU.NATAU

EZEMPILO

t8J Pl!WI8 Bag X 1C2
NKANCLA, 3855

'COMMITMOO TO e;CELLENS=E"

HEALTH SERVICE

PROVINCE OF
KWAZULU-NATAL

Fax (035) 8330054147

E-maD: H 020436@dohho.lcZn11gov.%a

11 (OS5) 8330012 E>t 231

ENQUIRIES: MS S.Nkonyane DATE: 07.10.2002 REFERENCE:

P.O.Box359
Empangeni
3880

Attention: Mrs B. S. SimeJane

REQUEST TO CONDUCT A RESEARCH STUDY

Your fued letter dated 02:10:2002 bas reference.

Kindly liase with matron Zodwa Sibiya on 035 8330012 en 220 for further
assistance regarding your study.

I wish you good lickwith your study and hope that your. distrid 28. Nkandla
and the Province of KwaZulu Natal will benefit from the results ofyour thesis.

Tbankyou,

Ms S. Nkonyane
HOSPITAL MANAGER



PROVINCE OF
KWAZULUlNATAL

HEALTH SERVICES

ISIFUNDAZWE
KWAZULU/NATAL

EZEMPILO

PROVINCE
KWAZULU/NATAL

GESONDHEIDSDJENSTE

TIlE SENIOR MEDICAL SUPERINTENDENT
COMMUNITY HEALTH SERVICES

NGWELEZANA HOSPITAL

POSTAL ADDRESS: PIBAG X 7\\\12
IKHELILEPOSI : EMPANGENI
POSADRES : 3910

FAX NO. : 035
FAX: 7370175
FAKS.NO.:

: TEL NO. : 035
: UCINGO : 7372003
: TEL. NO.:

ENQUIRIES
IMIBUZO
NAVRAE

: MRS N.P. MKHONZA DATE: 02.10.2002 REFERENSE
USUKU : INKOMBA
DATUM:

Lower Umfolozi Sub-district
P.O BOX 7002
EMPANGENI RAIL
3910
02.10.2002

The Sister Incharge:
f'lw.'""b""':"e:."",, Cl.J.."c

Mrs Simelane has been given permission to do research at your clinic

Thank you

utvu~~,-M';
MRS N.P.MKHONZA
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Maps



MapofDC28 Page 1 of 1

. .KWAZULI..T~1'JATAL.T.......'Y..........._~..
DEPART1\1ENTOE HEALTH

For more details on the hospitals in DC28 I Uthungulu, simply click on the hospital
name

[KwaZulu-Natal Health Districts]

[Home Page]

http://healthweb.kmtl.gov.zaJDC28.htm 14/04/2003



KWAZULU-NATAL HEALTH DISTRICTS

.. P;~I~~~~~ .
.Density.98 peop:liper.sq:km

_.'- .~--" ' ._,,, -'. .; -, "- "'/;"t

""".. .~.

http://healthweb.kzntl.gov.zaJMainmap.htm 14/04/2003
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Research Questionnaire



RESEARCH QUESTIONNAIRE TO CLIENTS/COMMUNITY MEMBERS

AN EVALUATIVE STUDY OF PHC IMPLEMENTATION STRATEGY IN
THE CHOLERA INFESTED DISTRICT 28 OF KWAZULU NATAL.

Dear Respondent

Please answer the following questions accurately. TIle infonnation is required for
research. Infonnation collected will be confidential and "please do not write your name,
on the sheet"

Please mark with a tick in appropriate squares.

I. Age

2. Sex

17.- 25
26- 30
31'- 45
46'- 55

Male
Female

3. Where do you go to when you are sick?

Clinic
Hospital
Traditional healer'
ProphetlFaith healer

4. Are the services accessible \0 you in relation to

YP~ No
Distance
Roads
Cost .-
Transport
Topography



-2-

5. Do you have a safe water supply?

~
~

Ifyes

Windmill
Boreholes
Protected spring
Piped water

Ifno

Do you purify water?

Sometimes
Always
Never

6. Where do children swim?

7. Are there any toilets in your area?

Ifyes .

(a) VIP
,

(b) Pit Privy
(c) Water system

~
~

If the answer is h, arc there any toilet seal covers?

8. How far is your toilet from the water source>?

9. Du you have electricity sl1ppll' ffuTI
~



-3-

10. If you or a member of your family suffered from diarrhoea who would you
consult?

11. Are there any health education campaigns in
your area

If the answer is Yes who renders health education

.~
c;:o

Health inspectors
Nurses
COllltmmity health workers
All of the above.

12. Where is the health education given?

Clinics
Pay points
Imbizo's
All of the above

13. How often is health education given to your community.

Weeklv
Onc~ a month
Once in six months
Once a vear
Any other

14. Give the infonnation that yOll blow on the following topics:

Personal hygiene



-4-

Food Hygiene

Disposal ofwaste and, human excreta

..............................................................................................

.. "-, .

Water Purification

.............................................................................................

... ..



RESEARCH QUESTIONNAIRE DIRECTED TO THE DIRECTORATE
DEPARTMENT OF HEALTH KZN

AN EVALUATIVE STUDY OF Pile IMPLEMENTATION STRATEGY IN
TilE CHOLERA MANIFESTED DISTRICT 28 OF KWAZULU NATAL.

Dear Respondent,

Please answer the following questions accurately. The infonnation is required for
research. Infonnation collected will be confidential and please do not write your name
on the sheet" Please mark with a tick in appropriate squares.

I. ]s tllere a pro/:,'Tamme for communicable Diseases?

Yes

No

If the answer is yes, H'ow is tIle programme
m,maged? , .
......- - .

2. Does cholera have it's own mana Jement strategy?
Yes

No

If the answer is yes, when did it start?

3. Did the programme had the plan.

Yes
No

If the answer is yes, who was involved in planning.



-2-

4. Who nonnally assist in prog.rammc implementation? .

5. How is the pro/:,'Tamme evaluated?

6. What is the policy for control of Cholera in KZN ?

7. Are cholera cases notified?
Ifnotified, what is the statistics for cholera for the past 5 yrs namely] 997, J998,
1999,2000,2001.



RESEARCH QUESTiONNAiRE TO NURSiNG PERSONNEL

AN EVALUATIVE STUDY OF PHC IMPLEMENTATION STRATEGY IN'
THE CHOLERA INFESTED DISTRICT 28 OF l'~WAZULUNATAL

Dear Respondent

Please answer the followiIlg questions accurately. The information is required for
research. Information collected will be confidential and " ple<J.se do not write your
name on the sheet"

Please mark with a tick in appropriate squares.

A U" h O n-
o vwgrap -le uata

1. Age

2.

17 - 25 Ii
26 - 30 I
31-45 I
46 - 55 i

Male I
l'emalel

3. For how long have you been working in this clinic.

ILess than a year I I
JAyear i
2 years
More thart 2 years I

B. Professional Role

4. Give the number ofhealth personnel employed in your clinic.

Professional nurses
Professional Nurses withPHC I
EiN
N/A
COlThilumry Health Workers I
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5. How many times does the clinic function

24hrs & Weekends
24 hrs no Weekends
Day duty 08hOO - 16hOO
Day & Evening 08hOO - )8hOO

6. Is your community participating in clinic activities

7. Does the clinic h:lVe community health workers.

If yes, what is their job description?

8. Do you have health educational programme in your service?

~
EIJ

~
~

[fuIJ
~

If yes, specifY the topics covered frequently?

9. How do you assess the specific needs of your cOlrnmmity?
VP~ N"

Contact commtmity leader
Undertake community surveys
Use information from health workers/inspectors
Get information from Traditional healers
Get information from Magistrate Conrt
Use Clinic Statistics

10. How do you go about planning a health education programme

Yes No
Involving cOIrnmmity leaders
Involving clients
Ascertaining cost'
Consideration of feasibility
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11. What methods do you use to implement health education prOb'Tamme.

,
Yes No

Lectures
Demonstrations
Talks
Projects
Role play
Films
Other specifY

12. What type of feedback do you receive from your Clients about the health
education programme you organize?



RES8\RCII QUESTlONNAIREjCIIECKUST FOR COMMUNITY IlEALTII
WORKERS AND IlEALTII INSPECTORS

AN EVALUATIVE STUDY OF PIIC IMPLEMENTATION STRATEGY IN
THE CHOLERA INFESTED DISTRICT 28 OF KWAZULU NATAL.

Dear Respondent

Please answer the following questions accurately. The infonnation is required for
research. lnfonnation collected will be confidential" please do not write your name on
the sheet".

Please mark with a tick in appropriate sqnares.

A. Biographic data

I. Age

2. Sex

17 - 25
26 - 30
31 - 45
46 - 55

Male
Female

3. For how long have you been ill this job?

Less than a year
A year
2 yrs
More than1¥rs
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B. Professional Role

4. How often do yOll give health education to the community

When there is an outbreak of the disease
Weekly
Once a month
Once In SIX months
Once a year
Any other

5. Have you ever given health education on the following

5.1 Personal Hygiene

Washing of hands before preparing or eating food
l1lOTOUgh handwas~ng with soap following contact with
excreta i

Control offlies by eliminating breeding places
Keepmg nails short·
Care of home premises,

5.2 Food hygiene

.Boiling or pasteuri7..ation of all milk .
Dangers ofpartially cooked or raw food
e.g. Shellfish.
Importance of closing food left avers.
Dangers of freshening vegetables with
contaminated water
Re-heating of left over food.
Exclusion of infected person from
handling food
Discouraging the habit of several people
eating simultaneously from a communal food
containers.

Yes No



Importallce Ill' USlllg clItkry \\ hcn eatlllg
Encouraging breastfeeding of mbnts
Dangers of making ice from cPlltamlllated water

frrigating fruit or vegetable with water containing human
waste and then eating it raw

5.3 Water purification and waste disposal

Sanitary disposal of human waste without contaminating water
sources.
Sate measures when building loilets

Avoiding fertilization of ve!!etahfe with human excreta
~ ~

Importance of protecting springs
\Vater puritication

Care of the infected person's soiled clothes
Playing or swimming in cOlllnlllllal drlllking water
source or nver
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Encouraging breastfeeding of inbnts
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Irrigating fruit or vegetable with water eontaining human
waste and then eating it raw

5.3 Water purification and waste disposal

Sanitary disposal of human waste without contaminating water
sources.
Safe measures when building toilets

Avoiding fertilization of vegetahle with human excreta
Importance of protecting sprin\!s
"Vater puritication

Care of the infected person's soikd clothes
Playing or swimming: in C01l11l11mal drinking water
source or nver
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