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Treatmentofthe underfiveyears is a nationalpriority as an attempt in curbing deaths
and deformities affecting children. Primary health care was implemented in the clinics
in order to help in the treatment of illnesses affecting the community, including
children. As a resultofchildhood illnesses; the World Health Organization (WHO)
and United Nation Children's Fund (UNICEF) came up with Integrated Management
of Childhood illnesses (IMCI) strategy to enhance treatment of such illnesses in
developing countries. Primary health care nurses (PHCNS) in Limpopoprovince were
also trained to implement the strategy.

This study is intended to explore and describe the experiences ofPHCNS in imple-
menting the IMCI strategy at selected clinics in Vhembe District in the Limpopo
Province. A qualitative, explorative, descriptive and contextual design was used. In-
depth interviews were conducted with PHCNS who are IMCl trained and have imple-
mented the strategyfor aperiod ofnot less than two years. Data analysis was done
through using Teschs method ofopen codingfor qualitative analysis.

Findings revealed that PHCNS had difficulty in rendering IMClservices due to lack
ofresources and poor working conditions. Recommendations address the difficul-
ties experienced by PHCNS when implementing the IMClI strategy.
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Introduction and
background

Primary health care (PHC) was intro-
duced to meet the health-care needsof
everyone by the year 2000. The ap-
proach was used in order to meet the
health challenges at that time. Primary
health care nurses (PHCNS) were made
available at various clinics toprovide
care. Despite all these efforts, the chal-
lenges o fhealth-careprovision to chil-
dren underfive years continued to in-
crease in spite ofthe services rendered
by the trained PHCNS. This burden of
childhood illnesses, thatis, diarrhoea,
acute respiratory infection, malaria,
measles and malnutrition (DAMMM)
led to the need to challenge the role of
the PHCNS. A gap was identified in the
training of the PHCNS. It wasfound
out that PHCNS training did notpre-
pare them adequately to deal with
DAMMM (WHO, 2004a: 3).

The World Health Organisation
(WHO) and the United Nation Chil-
dren 5 Fund (UNICEF) worked together
to design a strategy to integrate all in-
terventions for the prevention, treat-
mentofchildhood illnesses and health
promotion ofchildren underfiveyears
(WHO, 2004b:1; Tarns, 2004: 2). The
intention ofthejoint initiative was to
reduce mortality and morbidity in child-
hood. Itwould alsopromote better con-
ditions for child health and develop-
ment during thefirstfive years of life.
It was hoped that it would increase
vaccination coverage and improve
knowledge and home-carepracticesfor
children under five. The WHO and
UNICEF presented Intergrated Man-
agement ofChildhood illnesses (IMCI)
asaprincipalstrategy to improve child
health (WHO, 2004b: I; Tams, 2004:2).
IMCI, as a new strategy, was then in-
troducedsince the PHC course did not
cover all the areas for dealing with
DAMMM effectively.

According to WHO (2004b:2; 2003:1),
the aims of the IMCI were to identify
the childhood illnesses accurately, give
appropriate treatment, speed up refer-
ral of children to the hospital or any
other health service and give attention
to immunization, Vitamin A supplemen-
tation and exclusive breastfeeding. Lis-
tening, learning and building confi-
denceskills are taughtor developed as
part of counselling skills (Kamarag,

Lubanga & Heggenhougen, 2004:33).
This strategy was then spread to other
developing countries until it reached
some ofthe African countries, such as
Uganda in June 1995 Kamaragi, et. al
(2004:31) and Tanzania, Ethiopia, Mo-
zambique, Botswana and other African
countries in 1996, following the first
globalpretest in Arusha in 1995 (Red
Cross Works, 2003:3; WHO, 2002:1).

It was therefore importantfor health
workers to undergo training on the
IMCI course, which included thefol-
lowing: methodology and treatment,
home visits, health education and other
options (Red Cross, 2003:1).

South Africa, like other developing
countries in Africa, adopted the IMCI
document. IMClwas launched in South
Africa 1998. The DepartmentofHealth
in South Africa developed guidelines
to complementthe adopted IMCldocu-
ment. The document was adapted into
the South African context and areas
that were given priority attention were
HIVandAIDS, tuberculosis, ear infec-
tions, child abuse, meningitis, malnu-
trition and managementofa critically
ill child (WHO, 2002:1).

IMCI training was launched in South
Africa in1998, butin Limpopo Province
the first training was conducted in
1999. In Vhembe district thefirstgroup
of nurses was trained in 2001. At
present almost all the clinics have one
ormore PHCNS who are IMCl trained.
During 2009, there were 20 IMCI
facilitators andabout200 IMClI-trained
nurses in Vhembe district. The nursing
schools, colleges and universities have
started training IMClIfacilitators. This
is intended to ensure that IMCI1 is in-
corporated into all nursing curricula.
IMCI is now compulsoryfor all heath
workers. It is being incorporated into
the basic training curriculum so thatall
health workers willbe able to implement
it, including doctors (WHO, 2002:1).
Although the aim of IMCI training is
for all health workers, thepriority tar-
getgroup isPHCN as they are the ma-
jor workforce renderingprimary health
care at the clinics.

Problem Statement

Department of Health created a post
for an officer who deals with IMCI is-
sues at national, provincial anddistrict
level. This appointment indicated the
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seriousness of South Africa in ensur-
ing effective implementation ofIMCI.
PHCNS are takenfrom their clinics at
scheduled times and undergo two
weeks "training in IMCI.

Shayandima catchmentarea has about
18 PHCNSwho are IMCl trained. The
researcher was interested in inquiring
aboutPHCNS" experiences regarding
implemention of IMCI, as this was a
new strategy. The researcher wanted
tofind outhow the PHCNS were expe-
riencing the implementation o fthe IMCI
strategy, in order to identify areas that
needed improvement based on the in-
formation gathered from nurses who
were involved with it on daily basis. In
order to understand the context in
which the PHCNS arefunctioning, the
researcher asked the following two
questions which guided the study:

. How doyou experience the ren-
dering of IMCl services in this
clinic whereyou are currently
working?

. What do you think should be
done to improve or strengthen
the delivery of IMCI services?

Objectives of the study

The objectives ofthe study were to:

. explore and describe the experi-
encesof PHCNS when render-
ing IMClservices.

. develop recommendations that
would improve implementation
of IMCl services.

Definition of terms

Primary health-care nurse: A nurse
registered with the South African Nurs-
ing Council (SANC), who has a certifi-
cate in Primary Health Care, diagnosis
and treatment.

Integrated Management of Childhood
linesses: A health-care strategy intro-
duced to treat illnesses ofchildren un-
derfive.

IMCI Training. A ten-day training
course that is conducted by IMCI
facilitatorsfor health-careprofession-
als. In this study the course is for
PHCNS only.

Supermarket approach: Theapproach
that is used to treat the clientfor all the
problems in one consultation at a
health care institution. This means that
a clientvisit the clinic and receive care



without giving specific days for spe-
cialclinics.

Research design and
method

According to Babbie and Mouton
(2002:647), research design is a struc-
turedframework on how the researcher
intends conducting the research proc-
ess in order to solve the researched
problem. A qualitative research design
which is explorative, descriptive and
contextual was used in order to explore
and describe the experiences of
PHCNS when rendering IMClservices.
The researcher used qualitative design
in thisstudy in order to collect detailed
information about the experiences of
PHCNS when rendering IMClservices.
According to Brink (2006:11) explora-
tive study is conducted to explore the
dimensions o faphenomenon, the man-
ner in which it is manifested and the
other factors which are related. As
IMCI strategy is new, the researcher
decided to use the explorative design
to pursue the experiences ofPHCN in
depth andfamiliarize herselfwith these
experiences. According to Babbie
(2004:89), descriptive designs involve
observations that are deliberate and
careful to ensure accuracy andpreci-
sion. Thestudy was descriptive aspar-
ticipants themselves were narrating
their experiences while the researcher
was observing and listening to ensure
accurate and precise description of
those experiences.

According to Terre Blanche and
Durrheim (2004:127) researchers want
to make sense o ffeelings, experiences,
social situations or phenomenon, as
they occur in the real world, therefore
data need to be collected in the real
setting. Contextual design was used in
this research becauseparticipants were
interviewed within their environmental
setting (within their own contexts), that
is, at the clinic where they are or were
working.

The researcher used herjudgment to
determine the size ofthe sample since
there were not manyparticipants, and
not much had been researched about
this topic. Thisallowedparticipants to
articulate their experiences since IMCI
was still a new strategy that was being
implemented. According to Babbie and
Mouton (2002:288), adequate time and

currentinvolvementare criteriafor se-
lection ofparticipants who have the
best answers to the research question.
In this research thesample wasformed
by PHCNS who:

. had undergone a two weeks ’
IMCl course;
. were rendering IMClservices at

Shayandima catchment area,
Thulamela Municipality clinics
ofVhembe districtin Limpopo

Province;

. had implemented the IMCI
strategyfor not less than one
year; and

. had given informed voluntary

consent to participate in the
study.

Accordingto De Vos, Strydom, Fouche
and Delport (2002:304) and Holiday
(2002:79), the aim ofdata collection is
toprovide a contextual experience, re-
vealing an experience as a process.
According to Newman (2000:33), itis
through skill, practice and creativity
that one matches.a research question
to an appropriate data collection tech-
nique.

According to Burns and Grove
(2001:594), an in-depth individual in-
terview is used by researchers to ob-
tain more informationfrom participants.
In this research an in depth individual
interviews were conducted with PHCNS
rendering IMClservices at all the clin-
ics. One main question was asked and
subsequent questions were asked as
responses to theparticipant's answers.

According to Mayan (2001:33), the re-
searcher leads the discussions by ask-
ing an ojf-the-ground question. There-
after the questions are directed by the
responses that are given by the par-
ticipant. In this research one question
was asked and subsequent questions
asked emanatedfrom theparticipant’
answers. The researcher was able to
collect narrative and subjective infor-
mation from participants. The re-
searcher used communication skill to
probe the participants to say more in
the discussion (De Voset. al 2002:257-
289).

During interviews data was collected,
audio taped, and transcribed verbatim.
Literature was controlled. Co-coding
was done. Data were analysed using
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Tesch 's eight steps as described by
(Cresswell, 1996:155).

Measures to ensure
trustworthiness

Truth value is achieved by ensuring
credibility (Cresswell 1996:217). The
researcher was engaged inprolonged
interaction with the participants, col-
lecting data until data saturation had
been reached, so they develop trustin
the researcher and this made themfeel
free to talk. Field notes were taken to
rationalize the relationship between the
researcher and the setting, that is, to
ensure structural coherence.

Applicability was achieved by trans-
ferability. The researcher collected suf-
ficient detailed descriptions ofdata in
context. According to Rice and Ezzy
(2001:38), triangulation involves mul-
tiple research methodologies. In this
study triangulation was used as differ-
entmethods ofdata collection, namely,
in depth individual interview andfield
notes were used.

To ensure consistency, dependability
was used (Cresswell, 1996:217). A
dense description of the research
method was done to ensure depend-
ability. Structural coherence was en-
sured by means ofpeergroup reviews,
presentation and member checking.

The strategy applied to achieve neu-
trality is conformability (Cresswell
1996:21). This means the research study
was not influenced by any bias ofthe
researcher. Itis a true reflection ofthe
PHCN experiences as objectivity was
maintained through coding, recording,
editing and triangulation.

Ethical considerations

The researcher received ethical clear-
ance from the University of Vendas
Ethics Committee. Permission was
granted to conduct the study by the
Limpopo Provincial Research Ethics’
Committee and the Shayandima catch-
mentarea supervisors.

According to Henning, van Rensburg
and Smith (2002:73) participants need
to give informed consent in relation to
participating, interviews, privacy, sen-
sitivity and use o f information. Partici-
pation was voluntary in that partici-



pants gave their informed consent be-
foreparticipating in this research study.
In this research participants were not
harmed psychologically as they were
informed that no thorny questions
would be asked and that iftheyfelt that
they didn't want to answer a specific
question they were allowed to desist.
They were assured that their informa-
tion would never be used against them.

Discussion of findings

One theme thatemerged during the in-
terviews was: PHCNexperience diffi-
cultyinrendering IMClservices. This
theme is supported by the categories
and subcategories as summarized in
table 1. A discussion ofsubcategories
issupported by direct quotesfrom par-
ticipants as well as a literature control

PHCNS experience difficulties in

rendering IMCI services

PHCNS experienced difficulty in ren-
dering IMClI services. They expressed
theirconcern regarding implementation
of the IMCI strategy. Although they
appreciated the initiative (IMCl strat-
egy) they indicated that they lacked the
necessary resources and their working
conditions werepoor to an extent that
it hampered the effectiveness of the
implementation of the strategy. The
category and subcategories are dis-
cussed in detail in thefollowing para-
graph.

Table 1

- Lack of resources
Resourcesplay a major role in the im-
plementation of IMCI. PHCNS indi-
cated that they experienced difficulties
in rendering IMClservices because of
lack of these resources. The two
subcategories that were identified,
namely, lackofhuman and lack ofma-
terial resources will be discussed in
detail.

0 Lack of human resource
PHCNS confirmeddifficulties asfar as
rendering IMCI services was con-
cerned, due to lack ofsufficient staff.
Theparticipants expressed lack o fhu-
man resources asfollows:

"Its verydifficultwhenitcomestoren-
dering IMCI services. (Shaking the
head continuously) We workas a team
offour PHCNS. Allofus are IMCI
trained; two ofus workper shift.
(Showing this by counting thefingers)
We don t have other lower nursing
categories "

PHCNS indicated that there were many
activities that needed to be undertaken
when rendering IMCI services. This
was supported by participants who
said:

"This was aggravatedby thefact that
activities done when assessing and
treatinganillchildin IMClare many
andthesame irrespective o fthechild's
majorproblem. ”

THEME : PHCNS experience difficulties in rendering IMCI services

Accordingto UNICEF (2000:4-19), as-
sessment of every child in IMCI in-
cludes assessment of danger signs,
coughing and difficulty in breathing,
diarrhoea, fever, ear infection, malnu-
trition, anaemia, HIV/AIDS, the moth-
er’s condition and any other symptoms
the child might be experiencing. Al-
though these activities are necessary
to manage childhood conditions it is
important to have enough staffcom-
plement.

"InIMClcounsellingisdonemorefre-
quently and the aim thereofis to
change the mother or the child mind-
ers attitude, skills, knowledge and
behaviour. This is notachieved at its
best because it needs manpower. We
cannotachieve thisifyou stillfindone
PHCNworkingpershiftbecausethere
isnobody to relieve the one who is not
in. ”

According to Karamagi, etal. (2004:31),
counselling is a key component o fthe
guidelinesfor IMCI. Itis done topro-
vide accurate information andskills so
as to empower the mother or child
minder to take decisions that improve
the situationfor the child andfamily.

PHCNS said that the situation was
made worse by thefact that they were
faced with other responsibilities. One
ofthe PHCNSsaid that:

CATEGORY SUBCATEGORY
Lack ofresources . Lack of Human resources
. Lack of Material resources
. Shortage of Medication
. Absence of Computers at Clinics
. Lack ofPhysical resources
Poor working conditions which have a negative impact on . Burnout related to lack ofsupport by stake holders
the PHCNS . Lack ofsupport by the supervisors
. Lack ofcooperationfrom community members
. Lack ofsupportfrom the media
. Lack ofpolitical support
. Signs and symptoms related to work overload
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“There is too much activities done at
the clinic. My hands arefall. | have
other responsibilities. 1 work as an
administrator; I supervise, controland
assess staff. Iprovide carefor clients
with different health problems, such
as TB (tuberculosis), mentalillnesses,
cancer, pregnant mothers, patients
with other chronic conditions, you
name them. Itis a lotreally. Onecan-
notcope... Itissopainfull am telling
you. -

According to Bryce, Victora and
Habicht (2004:406-411), one compo-
nentofIMCI involves aprocess ofas-
sessmentofsigns and symptoms, clas-
sifying the illness on the basis oftreat-
ment needs, providing appropriate
treatment to and education of the
child s caregiver. Italso includes iden-
tifying malnutrition and anaemia and
checking vaccination status, providing
nutritional care, counselling, and com-
municating effectively with mothers.
All these activities need adequate staff
to implement them. This is the situa-
tion in which the PHCNS has nobody
to whom to delegate the work. In such
situations some of the nursing duties
are not done, or ifdone the incorrect
procedures arefollowed. Participants
indicated that they were using the su-
permarket method ofrenderingpatient
care including the implementation of
IMCI. Thisis supported by thefollow-
ing statement:

You attendto an ill child, followed
by one with a wound which needs to
be dressed, you havetogo to the dress-
ing room. Then a child comes in with
HIV and AIDS-relatedproblems that
willneedassessment, counsellingand
testingandso on andso on. Younever
becomesettled. Youjumpfrom oneac-
tivity to another. | workin thisfashion
from sunrise to sunset). ”

Thesupermarketstrategy ofrendering
health services involves treating pa-
tients as they consult, without group-
ing them to come to the clinic on apar-
ticular day or time. The supermarket
strategy combines the various special
clinics into one visit. Patients are
treated as they come into the consulta-
tion room for whatever problem they
have. There is no longeraflow ofwork.
The PHCN moves from one type of
task to another.

Participants indicated that due to the

supermarket method, one type of
health education which is to be given
to almost all the patients is to be re-
peated many times to individual moth-
ers as they consult. Participants ex-
pressed the giving o fhealth education
in the supermarket method asfollows:

"When health education is givenyou

also haveto repeatyourselfmanytimes
because patients who need the same
type o fhealth education will be com-
ing one by one at different times. At
the end ofthe dayyou still have to
repeat. Thisbecomesboringandtire-
some "

This can be time-wasting and tiresome
and the education is notgiven logically.
Mothers end up not getting the same
information. This is supported by a
study done by Nemathaga (2005:64),
that when using the supermarket ap-
proach health education is not given
the attention it deserves. She agues
that health education is either notgiven,
or ifgiven, it is done haphazardly be-
cause the PHCN does not have enough
time for this. PHCN indicated that
shortage ofhuman resources isfurther
complicated by the many activities that
have been introduced without increas-
ing the staffing.

IMCI, like any otherstrategy, increased
the workload. All these activities in-
creased the workload of the already
overworked PHCN.

"With usthestaffisstillthesamefrom
the time when PHC was implemented,
thefree health services, supermarket
strategy and now IMCI. There is no
change ofstaff. We are now over
worked. Thishasaffectedotheractivi-
ties such as implementation o fIMCI,
home visits andpatrticipation in the
community project, ofwhich we are
expected to have one eachyear -

‘1 cannot make it. 1 see more than 40
babiesperday. Thisexcludesthe other
patients.

This is supported by McCoy, Besser,
VisserandDoherty’s (2002:36) study,
which confirms that when prevention
of mother to child transmission
(PMTCT) was introduced the workload
was added but this was not compen-
sated for by additional staff. WHO
(2003-2007:14) supports thisas itindi-
cates that the introduction of PMTCT
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and antiretroviral therapy (ARVT) in
Botswana, resulted in increased work-
load for the already overstretched
workforce resulting in overworking of
staff. Thisimplied thatthe PHCN ren-
dering IMCI services at Shayandima
catchment area who are also imple-
menting the very PMTCT, AR VT and
IMCl are notexceptional.

According to the study by Wirzba and
Juncker (1995:33), timespenton IMCI
assessment and treatmentofa child is
approximately 40 minutes excluding
giving of health education and coun-
selling. This gives us an estimation of
about seven children that can be
treatedper dayper PHCN when using
the IMCI strategy. This number ex-
cludes otherpatients. None ofthe clinic
staff structures accommodate this
number of children. There is not
enough staffto implement IMCIfully
and this makes renderingof IMCI serv-
ices difficult.

0 Lack of material resources
Implementation of IMCI needs mate-
rial resources to ease and hasten the
assessment in order to make a proper
diagnoses and treatment of the child
effectively. So without the necessary
resources it is difficultfor the PHCNS
to implementthe IMCl strategy.

“1tis long that we have been working
without a scale. We have condemned
it but we are still waitingfor delivery
o fthe new one. This makes the imple-
mentation o fIMCIdifficult, especially
when it comes to the calculation oj
dosage o fmedication, fluid replace-
ment measurement and nutritional
assessment.

When rendering IMCI services the
scale is used to estimate the amountof
oral rehydration fluid to be given per
childs weight under the observation
ofthe PHCN at the rehydration corner
WHO and UNICEF (2002a:20-21). A
child weighing 7 kg is to be given 500
mg of cotriazone WHO and UNICEF
(2002b:61).

The assessment ofa child is obviously
not accurate as they are going to use
subjective data. This was supported by
theparticipant who said:

“The broken thermometers are not
quickly replaced. This makes it dijfi-



cultfor me to use accurate informa-
tionfor makingthe rightdiagnosisand
treatmentin IMCI. Attimes| justrefer
the child to the hospital because the
childs body is hot. What can | do?
(Facing at me like I would come up
with an answer MM....1) There is noth-
ing that I can do (With low voice).

According to WHO (2002:23) a child
with a temperature 0f38 degrees Cel-
siusshould be given Paracetamol every
6 hours. Chaudhary, Mohanty and
Sharma (2005:739) found that health
workers working without thermometers
or minute sound timers compromises
the assessment of children and may
lead to wrong assessment, diagnosis
and treatment.

Participants supported that they were
failing to test childrenfor malaria or
HIVdue toshortage ofmalaria and HIV
testing equipment when they said:

"We at times work without malaria
testing equipment or HIV test kits or
buffers. In such situations | either re-
fer thepatientto the hospital, commu-
nity organization or give them a re-
turn date. We lose some o fthem by
doing this. Some ofthem gofor good.

Thisbecomesafruitless exercise as the
process will come to a standstill be-
cause ofshortage ofthe necessary
material To counsel a client takes a
loto ftime. Thisexperience is tiresome
andwastesa loto ftime. After counsel-
lingl wiltstillfind otherpatients wait-
ingforme. ”

According to IMCIl every child coming
from a declared malaria area is sup-
posed to be testedfor malaria (WHO
and UNICEF, 2002b:56). Itis unfortu-
nate because Vhembe District is de-
clared a malaria area, but PHCNS do
not afford to always do the test be-
cause of not having the necessary
equipment.

"When mothers leave the clinic with-
out undergoing a particular test, she
goesforgood. Thisis because the cli-
ent § readinessfor the test willbe dis-
turbed as they are told to come back
for thetestor be referredto the hospi-
tal or community organization for
that. Such incidents waste time be-
cause more time is spent counselling
those mothers who have children with
HIVandAIDS- related symptoms and

in the end we dont achieve the goal.

In IMCI every childpresenting with

HI1VandAlDS-related symptoms, the
mother has to be counselled so that
she can voluntarily agree to testing o f
both. **

WHO and UNICEF (2002a: 19) stress
that a child with continuous loss of
weight should have the mother coun-
selledso thatshe can voluntarily agree
to HIV testing ofboth the mother and
her child. According to Igumbor,
Bradshow and Laubscher (2003:23)
HIV/AIDS accountsfor 38% of total
burden of the causes of premature
deaths.

0 Shortage of Medication
Participants verbalized the shortage of
medication.

""Shortage o f medication sometimes
takes too long to an extent thatpa-
tients even become aware thatit § long
thatthere is no medication. This ham-
pers the implementation ofIMCI,
though we at times refer the mothers
unnecessarily to the hospitalfor col-
lection o fmedication. ™
According to Bryce et. al (2004:406),
the second component of IMCI is to
improve the health-system supportfor
child health service delivery. This in-
cludes availability ofdrugs to bepre-
scribedfor children when it is neces-
sary.

The situation is worsened by the use
of the supermarket system in that a
vaccine could not be used up within
theprescribedtime. A participantsaid:

""The vaccines expire 5 hours after be-

ing opened. So ifsupermarket strat-
egy is used one vaccine cannot be
shared among children like it would
be on a special baby clinic day where
one vaccine may be usedfor many ba-
bies at the same time as there would
be many who cameto clinicfor vacci-
nation. '
According to the WHO (2003-200.7:15),
shortages of pharmaceuticals and
vaccines have been reported especially
attheperipheral healthfacilities ofBot-
swana. Itwill be difficultfor the PHCNS
to render IMClservices ofhigh quality
and effectively when there is no medi-
cation available.

0 Absence of Computers at
Clinics
The researcher observed that the clin-
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ics had no computers. In support of
this the PHCN said that:

""There are no computers in the clin-
ics. Computers may be very usefulfor
recordkeeping, information andpro-
duction o fdifferentformsthatare use-

fulatthe clinic including the very as-
sessmentformsthatare usedeveryday
foreverychild. ”

According to Critchton and Botman
(2002:22-27) the University of the Free
State developed a World Wide Web
(WebCT) course tool which provides
the software tools necessary to create,
deliver and manage an IMCI course
over the WebCT. So the PHCN would
be able to access this information if
there were computers with internetfa-
cilities at the clinics. This would also
help to update the PHCN with recent
developments and knowledge in IMCI.

0 Lack of Physical resources
Buildings in the clinics are neededfor
the renderingofIMClservices. PHCNS
said that clinics were very small and
there were notenough rooms to accom-
modate the services rendered at the
clinic. A participantsaid:

"Clinicslackseparate roomsfo r coun-

selling ofpatients. This situation
makes it difficult to assess or counsel
apatientinprivacy. ”

Children with HIV and AIDS-related
symptoms have to be counselled for
voluntary testing (VCT). Such patients
need privacy, time, counselling skills,
starting with treatmentand information
for them to make a decision Kamaragi
et. al (2004:431-439). According to
WHO (2002:52-54) lack o fa separate
room may inhibit some mothersfrom
asking questions about their own
health. Privacy is the key issue in coun-
selling and therefore a separate room
is recommended.

Participants in some clinics indicated
that there was no suitable space for
preparation of a dehydration comer.
In supportofthis, participants said:
“There is no open space as the rooms
are verysmalL Thisfails us to imple-
ment the rehydrationplanfor a dehy-
drated baby according to the IMCI
standards. ”
Anotherparticipantsaid:

“There are two consultation rooms
with one small waiting room, one



dressing room and one labour ward.
In the mornings when clients are still
many, some o f the patients wait on
benches outside on the veranda. Tou
can see for yourself where we have
preparedthe rehydration corner, it is
not even visible toyou.

According to the WHO and UNICEF
(2002a:20), a standardrehydration cor-
nerissupposedto be inacomer which
the staffmembersfrequentlypass, near
to a water source and well ventilated.
The corner should have informative
posters displayed. According to WHO
and UNICEF (2002a:67), the instruc-
tions in the rehydration corner should
be inwords andpictures. This will help
with the education of the mother while
she sits therefor treatment o f the baby.

- Poor working conditions
which have a negative impact on the
PHCNS

Participants expressed thatpoor work-
ing conditions led them to sufferfrom
burnout as a result of the increased
workload. Thefollowing sub- catego-
ries are discussed in detail. Burnout
relates to lack of support by
stakeholders, as well as signs and
symptoms related to increased work-
load. Each subcategory will be de-
scribed in detail.

0 Burnout related to lack of sup-
port by stakeholders

PHCNS said that they were dissatis-
fied with the lack ofsupportfrom dif-
ferent stakeholders such as supervi-
sors, community members, media and
politicians. Lack of support by
stakeholders resulted in their burnout.
According to Greenglass and Burke
(2002:89-114),job burnoutisone of the
most serious occupational health haz-
ards resulting in job dissatisfaction.
Adali and Priami (2002:20) consider
burnout as the type of professional
stress resultingfrom social interaction
between theperson whoprovides help
and the person who receive that help.

0 Lack of support by the super-
visors

PHCNS indicated that there waspoor
supervision orfollow up as supervi-
sors rarely visited the clinics.

“There is no ssupervision in the true
sense. Not to mention support it is
worse. Wejust work day in and day

out. Supervisorsdon'tjustcome atthe
clinic. ”

According to Lehmann and Saunders
(2002:133) lack o fsupervision andsup-
port lowers productivity, staffmorale
and quality ofcare. It also contributes
to the brain drain. This is also sup-
ported by Adali and Priami (2002:20)
who also identify that lack ofsupport
by the supervisor causes burnout.
Burnoutis a seriousproblem, particu-
larly with nurses.

0 Lack of cooperation from com-
munity members

The community members were unco-
operative in different ways. Partici-
pants indicated that the community had
a negative attitude towards assessment
and they did not support them during
assessment ofa child. They indicated
that:

‘Some mothers are not cooperative
during assessment. They grumble to
say that they are asked useless ques-
tions which are not related to their
main problem. At timesyou can even
see that the mothers arejust answer-
ing togetrid ofyou.”

Participants experienced that mothers
were bored by too many questions
asked by the PHCNS during assess-
ment. A participantsaid:

‘Why so many questions? Didyou
observe something abnormal on my
child? Hee! Tell me. 1fthe answer is
NO, then they willask, fVhythen? be-
cause | toldyou my child'sproblems.
Itjustflu, onlyflu. Givemetreatment
for Gods sake! Mothersgrumble that
their time is wasted. ”

Although there were some of the moth-
ers who appreciated that the nurse was
able to identify a health problem about
which the mother had been unaware,
some mothers had a negative attitude
towards the assessment process. This
was worsened by the fact that they
found the questions too many and ir-
relevant to their main complaint. They
became reluctant to give answers. At
times they gave wrong answers think-
ing that they would shorten the dura-
tion of the assessment. This length-
ened the duration of the already long
assessment period. The IMCI assess-
ment is very differentfrom the old one
where the nurse was able to make quick
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diagnoses from the collection of the
information from the mother's com-
plaint. In IMCI the PHCN is encour-
aged to spend more time with the
mother and child, seeking outall symp-
toms. She is guided by the IMCI chart
(booklet). According to WHO
(2002:22-26), IMCl strategy implemen-
tation uses three strategies when tar-
geting a case, that is, management,
community involvementand improving
the health system. So IMCI needs a
cooperative community.

According to Lambrechts, Byce and
Orinda (1999:582-594), in orderto im-
prove awareness and health practices
in IMCI, parents have to be closely in-
volved in the childs health care. The
PHCNS have to explain the condition
to the mother who will then be asked to
repeat those details back to the PHCN.
Thefirst dose of medication is to be
given by the parent under the obser-
vation of the PHCN. Diagrammatic in-
structions are given to parents as re-
minders ofwhen and how to give medi-
cation.

All these activities must take place at
the clinic during consultation ofapa-
tient. According to Chaudhary, et. al
(2005:737) culture influenced the care-
seeking behaviour of the community.
This supports this study as the com-
munity in this study was still influenced
by the way they were treated at the
clinic before the introduction o f IMCI.
Theystill wanted to leave the clinic with
heaps of medication as before. They
disapproved health education as the
only means o ftreatment.

Participants indicated thatsome moth-
ers delayed bringing their children to
the clinic until they were very ill.

"Thesemothers who bring the children
whentheyare veryill when asked, they
say that they are bored because they
bring thechildatan earlystage o fthe
illness they will be given health edu-
cation instead o fmedication. So they
delay at home untilsuch a time .

It was found in this study that children
sufferingfromfever, diarrhoea and uri-
nary tract infection were treated at
home, they were only brought to the
health units when they developed life-
threatening symptoms. This was com-
plicated by theirpoor attitude to health
drugs in health units (Merrick, 2003:
721-730).



Participants indicated that some moth-
ers doubted their knowledge about
treatmentofillnesses as they saw them
checking the booklets during assess-
ment and treatment of their children.
Mothers thought that they were doing
so because they did not know what to
do. This was supported by thepartici-
pantwho said:

""One mother asked me, why I was
checkingfrom the book during and
after assessment. Whether it was be-
cause her child was sufferingfrom the
disease that Ididn t know or the child
is seriouslyill.

According to McGrath, Reid and Boore
(2003:555-565), inappropriate reaction
from the patients and relatives causes
job burnout in the provider. In IMCI,
afterthe PHCN has assessed the child,
she/he must check and compare the
findings on the assessmentform with
the appropriate treatmenton the treat-
ment chart for proper diagnoses and
treatment.

PHCN said that this situation pre-
vented them from building up a con-
tinuous relationship with the mothers
during implementation of IMCI. This
was supported by a participant who
said:

“This non-cooperative behaviour by
the mothers makes it difficultfor us to
build a good nurse-patient relation-
ship. ”

According to Manojlovich and
Ketefian (2002:15-34), nurses value the
ability to start and sustain a therapeu-
tic relationship with patients, and have
control over them. If mothers are not
cooperative this will not be achieved,
hence burnout.

0 Lack of support from the me-
dia

Participants were not satisfied about
the way in which clinic incidents were
reported on television, radio and in the
newspaper. One respondentsaid:

"When a clinic incidentis reportedin
the media or newspapers by whoever,
it is like the nurse has already been

foundguilty. ”

PHCNS saw it as being ajudgmental
report as the nurse was reported as
being guilty of an offence without

even listening to the nurse's side of
the story. Such reports influenced the
community to undermine the service of
the PHCNS implementing IMCI.

Participants said that they once listened
to the radio Phalaphala FM station
broadcast. There was a live discussion
on clinic services conducted by the
radio presenter and Tshilidzini hospi-
tal management. The community mem-
bers whoparticipated included one who
had received health services from
Shayandima catchment area clinic. A
participantindicated that:

""Most o fquestions repeated were on

the implementation o fIMCI. The com-
munity showed dissatisfaction about
the long assessment period, long
queues, beinggiven health education
instead o f medication. The hospital
representatives at the studio repeated
the same answers as they were asked
the same questions in different ways. ”
This suggested that the community
lacked information about IMCI.

0 Lack of political support
Participants said thatpoliticians usu-
ally tookfirst-hand information and re-
acted or responded there and then to
the media. PHCN cited an example of
what once happened and said:

""There is a nurse who was suspended
from duty by the then Member o fEx-
ecutive Councilo fHealth (MEC) with
immediate effect when the case was
reported to him. The very MECfor
Health lifted the suspension immedi-
ately after hearing the incidentfrom
theside o fthe Democratic Nurses Or-
ganisation o fSouth Africa (DENOSA)
because he realised later that it was
uncalledfor. The clinic nurse s work
is notappreciated much by almost all
people theyserve."

Politicians reacted negatively and went
straight to the media before having
heard the other side ofthe incident. It
was as ifthey already knew, or as ifit
was obvious that the nurse was guilty
ofan offence. This contributed to the
PHCNS burnout as the nurses became
frustrated with no shoulder to lean on.
It also encouraged the community to
look down upon nurses and nursing.
They come to the clinic with a negative
attitude, already knowing that they
would always be heardfirst. Support is
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acornerstone in climbing the stairs to
success hence support ofthe PHCNS
by the stakeholders would improve the
implementation of IMCI. PHCNSwould
be ableandwilling to render IMClserv-
icesfully though insome of the clinics
much had to be done since they were
not equally affected.

0 Signs and symptoms related to
work overload

Workload issues lie behind much of the
work-related stress experienced by
workers, which in the end has a nega-
tive impacton the individual, resulting
in burnout which affects ones health.
Itaffectspeople differently. Thisissup-
ported by aparticipant who said:

"After workingfor a long time | usu-
ally peep outside to check patients
who are still in the queue. When |
foundthat the benches are stillfull o f
patients waiting to consult me, Ifeel
exhausted because it is like | haven't
started working at all. ”

A heavy routine workload leaves little
or no time to deal with the emergen-
cies thatadd to thefeeling ofbeing out
ofcontrol thatisso muchpartofstress.
When employees are tired, stressed or
unhappy, productivity ultimately suf-
fers. According to Adali and Priami
(2002:20), burnout affects the worker
with both somatic and psychological
symptoms. Stress causes severe health
problems and in extreme cases, can
cause death. Psychosomatic illness
originatesfrom such situations. Partici-
pants indicated thatsome o f them were
pulling outor lookingfor otherjobs.

Some of the PHCNS had left the clinic
forgreenerpastures andsome of those
wanted to quit. PHCNS indicated that
some ofthe clinic nurses were leaving
because ofpoor working conditions.
These might be the reason why some
of them were now thinking of going
abroad. Thiswassupported bypartici-
pants:

"Iim failing to leave because | was
notgettingapostelsewhere. Thistime
1 willgrasp anypost | come across
even ifit'sofa lower level. Onecan be
happy to leave theplace. One can say
Oh, whata relief ™

This supports a study by Lehmann
and Saunders (2002:133) that some
South African nurses go abroad be-
cause of poor working conditions.



Some of the reasons for migration
among PHCNS, according to Mariani,
Gcaba and Dalton (2003:7), are staff
shortages and no recognition. Accord-
ingto WHO (2003-2007:14), retention
of health personnel in health service
was a problem because there was an
increase ofworkload related to intro-
duction ofnew health-care strategies.
These were similar conditions to those
experienced by PHCNS in the clinics.
The employerin turnfaced the greater
challenges o fimpairedjobperformance
likefailure ofthe PHCNS to implement
IMCI. PHCNS worked longer hours
than expected as at times they knocked
offlater than 16H00. This meant that
the PHCNS were also exposed to an
environmentwhich affected their health
and safety, as they knocked offbeing
exhausted and did not have enough
time to rest.

PHCNS indicated thatthey experienced
an increase in the number ofpatients
visiting the clinics after the introduc-
tion offree health services. Insupport
ofthisparticipants said:

"1t always like this in this clinic.
There is too much work. During the
week it is even worse, it is hectic. We
consult even after working hours al-
most every day. We consult about 70
to 90 babies being the two ofus, ex-
cluding otherpatients. Wedont even
check the knocking o fftime as the rule
is clear that nopatient should be re-
turned home unattended to. So we do
work to after 16H00 in most in-
stances. ”

This implied that the PHCNS had to
deal with the large numbers ofpatients
who were coming to the clinic there-
fore increasing the PHCNS workload.
According to the study done by
Nemathaga (2005:64), there is an in-
crease in the utilization ofclinics and
health centres by the community due
to the introduction offree health serv-
ices. PHCNS took calls at nightand re-
gardless of working during the night,
they were expected to work afull day
the following day. In some instances
the PHCN would be working with the
enrolled nurse, and was expected to
consult all the patients. They associ-
ated this with lack ofsleep and rest,
with tiredness, headaches, forgetful-
ness and loss ofconcentration.

“1 report on duty on Wednesday and

go home thefollowing Wednesday.
Meaningthatl take 7 nights call. lam
expected to work afull day irrespec-
tive o fwhether | have worked during
the nightor not. Whetherl am tiredor
not, though we are compensated on
this but it is not healthy atall

This study revealed that the PHCNS'
working conditions left them without
enough sleep. PHCNS indicated that
they had very little time to sleep when
they were on call, since they could be
called atany time to attend to apatient
who needed emergency attention.

In almost all the clinicsparticipants in-
dicated that they had to take calls and
in spite of working during the night
they were expected to work normal
hours thefollowing day.

Recommendations

Thefollowing recommendations were
made based on research findings, to
ensure effective implementation of the
IMClstrategy by the PHCNS.

Recommendations regarding
dealing with lack of human

resources
According to Karamagi, et. al (2004:39)
time requiredfor case managementvar-
iedfrom 8-20 minutes. Ifthesefindings
are applied at Shavandima catchment
area where they work 8 hoursper day,
this means thata PHCNwill be able to
treat about 7 children per day when
using IMCl strategy. Thepresent staff
establishment isfar less than this ex-
pectation. There is therefore a need to
increase staff.

. Clinics should befully staffed,
with atleasttwo or three PHCNS
who are IMClI trained who will
focussolely on rendering IMCI
services.

. At leastfive enrolled nurses
and three auxiliary nurses
should be allocated per shift
per clinic. The staffestablish-
ment should be assessed peri-
odically and the necessary
changes be made everyyear.

. According to Khan, Ahmed and
Saha (2000:80) the government
will use the personnel costfor
IMCIlimplementation ifthe low
cost human resources are em-
ployed at thefirst level health
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centres. Therefore trainingof
other lower categories o fhuman
resources may be introduced at
Shayandima catchmentarea to
reduce thedemandofworkfrom
the PHCNS.

Recommendations regarding
dealing with lack of material
resources
According to Chaudhar, et al.
(2005:377), implementation ofIMClin
the community requires training, sus-
tained supplies ofessential drugs and
equipment, improvedfamily and com-
munity participation with an increase
inservice utilization.

Sustained supplies of essential drugs

and equipment need to be implemented

. Theprocedurefollowedfor or-
dering, replacementand repairs
should be looked at and be
changedso that it is more user
friendly.

. Tests kits should be made avail-
able immediately upon request
so that tests such as HIV and
other diagnostic tests are not
delayed.

. Telephone lines should be in-
stalled atall clinics to ensure ef-
fective client-care services.

. An ambulance should be avail-
able at all times to deal with
emergency services.

. A community member with
transport can be given a tender
for transporting patients.

. There is a need to sustain clinic
supply ofessential drugs.

. The system oflogisticsfor sup-
plies should be strengthened
and an indicator to monitor the
stock ofsupplies should be put
inplace.

. The intervals ofordering of
medication should be reduced
so that they can be able to or-
der asfrequently as required.

. Toys should beprovided to dis-
tract the attention ofthe child
during examination.

. Each clinic should be given a
computer to ensure that they
will be able to access updated
informationfast andproduce
stationery neededfor IMCI im-
plementation, e.g. assessment
forms.



. Software associated with IMCI
technology products should be
available and accessible.

. PHCN should be computer
trained.

It is shown that under normal operat-

ing circumstances, and in the context

of a good facility infrastructure and
management support, IMCI is associ-
ated with improvementinsome impor-
tant aspects of care Chopra, Pates,

Choele, Sanders, and Peterson (2005:2).

In some clinics the rehydration comer

was not even up to the prescribed

IMClstandard, as itdid not even serve

the purpose.

. New buildings should be
erected where more rooms are
neededfor IMClimplementa-
tion.

Recommendations regarding
provision of supervision and

supportto PHCN
According to Chaundry, et. al
(2005:737) thesupervisors trainingen-
abled them carry out a systematic and
supportive follow up to observe case
management, reinforce skills andsolve
problems encountered during the ren-
dering ofIMCl services.

. This strategy oftraining super-
visors using the 3 daysfollow
up visits may be good ifwell
implemented.

. Training o fsupervisorsaccord-
ing to the WHO guidelines is
important so that they will be
able to understand the environ-
ment under which PHCN are
operating IMCI.

. Supervision needs to be
strengthened. This should be
strengthenedfrom thepoliti-
cians above to the nurses on
the ground.

. A monitoring tool will make life
easieras itwillguide the super-
visor at each level on why,
whom, who, when, what and
how to assess.

Community awareness

. Thefamily and community
structures shouldparticipate in
IMCI implementation.

. The community should be
made aware of IMCI.

. Pamphlets written in the lan-

guages understood by the com-
munity, should beplaced where
the community could gain ac-
cess to information related to
IMCI.

. Clinicsshouldbeprovided with
information on researchfind-
ings related to IMCIfor update
knowledge.

PHCN health assistance

. Stafffatigue self-assessment
tool will help nurses to identify
non-job-relatedfactors in their
lives that may causefatigue.

. Work environmentfatigue-as-
sessment tool - to pinpoint the
problems in the clinic that are
contributing tofatigue and im-
plementa rejuvenating solution
should be utilized.

. A resource reference section -
have a listof resources and
services within the clinic or
community thatprovide ser-
vices thatcan relieve and reduce
stress andfatigue.

Recommendations to policy
makers

. Planningfor resources should
be done before a newpro-
gramme is started. This means
thata special budgetshould be
put aside.

. Continuous monitoring should
be done to ensure thatproblems
are identified and addressed im-
mediately.

. Mentoringprogrammes imple-
mented will assistinproviding
supportto PHCNS.

. Piloting the newprogramme
beforehand could assist in ad-
dressing the unplanned circum-
stances

. Communication strategy with all
stakeholders involved is impor-
tant, including the community
who are the recipients ofser\*-
ice, to avoid taking them by sur-
prise and to encourage them to
buyin andsupport the strategy.

Recommendations regarding
further research
. Research in areas such as the

role ofculturalfactors involved
in child care and the impactof
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health policies on implementa-
tion ofIMCI.

. Evaluation research should be
conducted to see whether IMCI
is beneficial to the community
or not.

Recommendations regarding
nursing education

. IMCIshould be incorporated
in all nursing educationpro-
grammes.

. All nurse educators should be

trained as IMClfacilitators.

. Nurse educators and students
should be encouragedto imple-
ment the IMCl strategy.

Limitations of the study

The research was conducted in
Vhembe District under Shayandima
catchment area and this may not nec-
essarily represent the experiences ofall
PHCNS rendering IMCI services in
Limpopo Province. Thefindings can-
not be generalized.

Summary

The research identified that IMCI is
economical when implemented fully;
therefore health service support has to
be strengthenedfor the improvement
of the health services. Utilization of
various research recommendations will
help the government improve the
health services. This will help to reduce
some ofthe difficulties experienced by
the PHCNS in implementing IMClserv-
ices.
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