
CONTEMPORARY DEMANDS ON 
THE COMMUNITY NURSE

Paper presented at the symposium Nursing in the Eighties 

held at the Rand Afrikaans University.

INTRODUCTION
A quarter of a century ago M r H arold 
MacMillan delivered his famous Winds 
o f  Change speech in Cape Town. In 
1975 Dr. W olff Bodenstein, in de
livering a paper on prim ary health care, 
referred to the storms o f  change. Now, a 
decade later, John Naisbitt speaks of 
megatrends when elaborating on change 
on a worldwide scale from an industrial 
society to  an inform ational society. 
Alvin Toffler’s widely read The Third 
Wave speaks of similar trends on a scale 
com parable to the agricultural revolu
tion and the industrial revolution.

Change in South Africa in the eigh
ties, in alm ost all fields of hum an endea
vour, reflects the pattern  described by 
both N aisbitt and Toffler. This pattern 
can also be discerned in what may be 
term ed the revolution  in nursing in 
South Africa today.

It is always difficult to  adapt to 
change. It is perhaps more difficult to 
direct change in a meaningful and con
structive way.

The complexities of the South A fri
can scene with all the problem s of its 
first and third world com m unities, and 
their frequently contradictory dem ands, 
are reflected in the health services and 
therefore in nursing which strives to 
m eet the needs of the total population.

C ontem porary dem ands on the com 
m unity nurse are equally complex and 
likely to increasingly tax her adaptibil- 
ity; her professional knowledge, skill 
and assertiveness; her willingness to 
accept wider responsibilities and her 
sensitivity to  team  m em bers and the 
changing needs of the community.
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SOME IMPORTANT TRENDS 
IN CONTEMPORARY 

SOCIETY 

Centralisation

C entralisation, one of the characteris
tics of the industrial era , is particularly 
reflected in political systems, govern
m ental agencies, the econom y, corpora
tions and m any others. T ogether with 
centralisation, bigness becam e the norm 
in W estern industrial societies.

D ecentralisation is a feature of to 
m orrow ’s world. It is gathering m om en
tum  in South Africa where constitutio
nal change and a national urbanisation 
strategy, together with the Population 
D evelopm ent Program m e, have already 
provided for the developm ent of inde
pendent and N ational states, regionali- 
sation of econom ic developm ent and 
greater autonom y for and em phasis on 
local governm ent with concom itant de
velopm ent of infrastructure and partici
pation in decision-making.

The developm ent o f sm aller factories 
and hom e in d u s tr /a re  encouraged, em 
phasising an opportunistic or en trep re
neurial approach and selfhelp.

In the health  care field the N ational 
H ealth  Care Facilities Plan stresses the 
im portance of basic health care at com 
munity level and the provision of health 
centres and com m unity hospitals —  
bringing the large, academ ic hospital, 
with specialised services, into perspec
tive and blurring the sharp division be
tween institution and com munity. As 
regionalisation progresses the division 
will hopefully disappear altogether so 
that the hospital becom es part of the 
com munity it serves.

The P residen t’s Council, in its report 
on D em ographic T rends in South 
Africa, recom m ended that basic health 
care be taken into the com m unity, 
beyond the hospital and clinic-based 
pattern  with which we are familiar. This

OPSOMMING

Die eise wat vandag aan die gemeen- 
skapsverpleegkundige gestel word is om- 
vattend van aard en sal in ’n toenemende 
mate haar aanpassingsvermoë, profes- 
sionele kennis en vaardigheid, en haar 
sensitiwiteit vir die veranderende be- 
hoeftes van die gemeenskap toets. 
Wêreldtendense wat tans in verband met 
gemeenskapsverpleging ons aandag verg 
is veral die toenemende desentralisasie 
en die wegbeweeg van spesialisasie na ’n 
meer algemene benadering.

implies an expansion of m obile services, 
which already reaches into sprawling 
urban developm ents, also into the fur
thest corners of our rural areas thus de
centralising basic health  to  the fullest 
extent.

In the nursing profession we find a 
similar trend. The S A  Nursing Associa
tion adopted regionalisation of its struc
ture and functions when the present 
C onstitution cam e into force in 1982. 
This has led to  g rea ter involvem ent of 
professional nurses generally in deci
sion-making about m atters concerning 
the profession. The increase of m em 
bers in financial standing already indi
cates am ongst o thers, a g rea ter interest 
in Association affairs.

In hospitals the functional approach 
to work allocation, typical o f a factory 
approach, is gradually being replaced 
by different patterns of patien t alloca
tion and the form al application of the 
scientific m ethod in nursing. The end 
result of these changes is decentralisa
tion of decision-m aking about patient 
care and a move away from  the trad i
tional hierarchial nursing structure.

T rends tow ards decentralisation and 
deconcentration will increasingly influ
ence our personal lives and challenge 
concepts which, perhaps, are outm oded 
and to  which professional nurses tend to 
cling with great conviction.
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Specialisation

Closely related  to  centralisation and de
centralisation is the concept of speciali
sation. Division of labour and the pro
liferation of professional groups are 
wellknown phenom ena.

The nursing profession itself has not 
rem ained unscathed although the con
cept has not been carried as far as in 
certain o ther professions. Toffler sug
gests tha t specialisation in health care 
may have been instrum ental in produc
ing an attitude of reliance as opposed to 
selfhelp and personal responsibility for 
health.

There is, how ever, a tendency to 
wards a generalist approach. In nursing 
this is m anifested in the com prehensive 
basic nursing course now being im ple
m ented. U nfortunately  —  and related 
to am ongst o thers, the division between 
hospital and com m unity and therefore 
perhaps based on a false premise —  the 
post-registration com munity nursing 
course has also given rise to several off
springs.

High technology/High touch

Parallel to  the increasing use of technol
ogy —  and this trend  will continue —  is 
an em phasis on interpersonal skills and 
human contact to counteract the dehu
manising effect o f the factory approach. 
The phrase high tech/high touch  has 
been coined to  indicate this trend.

Seeking the com pany of o thers ou t
side the individual’s work sphere is m a
nifested in many ways, for exam ple, the 
mall shopping pattern , rock concerts 
and various in terest groups. N urses who 
work in high technology specialised 
areas, such as the operating theatre  and 
intensive care units, have established 
strong, cohesive societies w here they 
share special interests and have perso
nal contact with colleagues.

Education

Education too  is moving away from  the 
factory m odel of ro te learning and basic 
reading, writing and arithm etic. In 
South A frica the entire educational 
system is being restructured as a result 
of constitutional change and the recom 
m endations of the de Lange Commis
sion. Changes in the nursing education 
system are at the forefront of change in 
the nursing profession, tending to leave 
other subsystems of nursing behind.

Other Trends

There are m any other trends which will 
influence nursing in general and com 
m unity nursing in particular —  changes 
in the family, in disease patterns and the 
increasing incidence of social pathology 
in urban areas, to  nam e but a few.

THE COMMUNITY NURSE
Toffler describes the hum an product of 
the industrial era as punctual and obedi
ent, preferring repetitive work in a hier- 
archial structure and believing in stan
dardisation —  people with metallic per
sonalities.

A lthough the community nurse has 
her origins in the industrial revolution 
she never becam e part of the industrial 
system. She tends to be individualistic 
and unregim ented. She experiences a 
great deal of job  satisfaction and is self
m otivated. Interpersonal skills and a 
non-directive approach are part of the 
tools of her trade.

The focal point of her role has always 
been m aternal and child care in the 
family context including m othercraft, 
health education, dealing with social 
problem s and the prevention of com
municable diseases, particularly those 
in which social factors figure prom i
nently. She carries out her functions in 
the clinic and in the home where she 
holds a position of particular privilege 
and trust. H er role does not include a 
clinical nursing com ponent.

In tim e, further com ponents were 
added to her role, the criteria appa
rently being that these aspects concern 
community rather than hospital care. 
Furtherm ore, most of these aspects 
fulfil first world or industrial community 
needs and contain a clinical nursing 
com ponent. In keeping with these addi
tions the nam e of her qualification 
changed from  public heath nursing to 
health visiting to community health 
nursing (health  visiting, school, district 
and occupational health nursing) and fi
nally, to simply community nursing 
science. A ttem pts to generalise her role 
is clearly reflected in these changes.

An analysis o f qualifications held by 
nurses em ployed by local authorities in 
South Africa shows that less than 20% 
of professional nurses hold the post-re- 
gistration qualification in community 
nursing science. In the D epartm ent of 
H ealth  and W elfare this figure is ap
proxim ately 48% . South African Nurs
ing Council statistics show that in 1978,

4,6%  of all registered nurses held the 
qualification in com munity nursing 
science. In 1983 the percentage was 
6,2%.

From these figures it can be deduced 
that community health needs cannot 
and have not been m et by nurses hold
ing the post-registration qualification in 
community nursing science only. H er 
role has, in spite of various pressures, 
rem ained exclusive and non-clinical. 
She concentrates on the m other and 
child in family context —  on health and 
not on disease —  and she is found in 
promotion grades in the community 
nursing structure. Clinical nursing in 
community services is rendered by re
gistered nurses not holding post-registra
tion qualifications.

The vast pool of ill-health in rural and 
urban developing communities has, 
over a period of tim e, made great de
mands on community health services 
and increased the pressure on the com
munity nurse to becom e a generalist 
and to include clinical nursing practice 
in her role. To m eet these needs a post
registration course in clinical nursing 
science, health assessment, treatm ent 
and care was introduced after attem pts 
to include this com ponent in the com
munity nursing science course had 
failed. Once again there was a clear in
dication that the community nurse is not 
a generalist and certainly not a clinical 
nurse practitioner.

In the late seventies the concept pri
mary health care and the objective 
health fo r  all by the year 2 000 was in tro
duced by the W orld H ealth  Organis
ation.

Neither of the present post-registra- 
tion courses in Com m unity Nursing 
Science and Clinical Nursing Science, 
H ealth A ssessm ent, T reatm ent and 
Care, quite m eet the needs of Third 
W orld Com munities for basic health 
care, although both courses contain as
pects of the essential elem ents of pri
mary health care.

MEGATRENDS AND CON
TEMPORARY DEMANDS ON 
THE COMMUNITY NURSE
It seems that the two issues in com
munity nursing which need to be ad
dressed most urgently are the demands 
resulting from decentralisation of health 
services and a generalist approach 
versus specialisation —  in both first and 
third world contexts.
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Decentralisation of health services, it 
seems, will ultim ately lead to com pre
hensive health care on a regional basis 
rendered by a single authority. This 
type of health care organisation will re
quire dynamic nurse leadership in the 
com munity, be it an industrial or a de
veloping com munity.

The present post-registration course 
in nursing adm inistration prepares the 
professional nurse for m anagem ent at 
hospital level. This probably explains 
why only 2%  of com m unity nurses prac
tising in local authority  services are in 
possession of this qualification. The 
m anagem ent of com m unity nursing ser
vices requires expertise in negotiating for 
resources; resource allocation — includ
ing hum an, financial, m aterial, inform a
tional and technical resources; in m oni
toring vital statistics and the setting and 
achievem ent of objectives; in personnel 
m anagem ent and labour relations —  in 
short, leadership and vision.

The author believes that urban indus
trial com m unities, in spite of medical 
aid schemes and the concentration of 
medical m anpower in private practice, 
will continue to need the specialised

Nursing — Continued from p. 6

D o we all behave like com petent, 
knowledgeable professional practition
ers in our collegial relationships with 
other m em bers o f the health team , or 
do we take a back seat when profess
ional case discussions are held? Do we 
shrink from  the professional limelight 
and behave as if we are asham ed of our 
existence as a professional nurse?

If the nurse does not understand the 
basic legal, ethical, physical, biological, 
therapeutic, social and psychological 
elem ents of safe and considerate nurs
ing care; if she does not understand her 
own rights as a registered nurse practi
tioner viz-a-viz her em ployer; if she 
does not understand or practise the fun
dam ental principles underlying the pro
fessional conduct of a registered nurse; 
if she does not understand, and ob
serve, the nature of her responsibilities 
as the doctor’s colleague; if she does not 
understand or accept that the patient is 
her patient as well as being the patient 
of the doctor; if she does not under
stand or accept the rights of the patient

knowledge and skills unique to the 
health visitor. H er specialised role has 
been tested and proven to be vital to  the 
health of the South African community
—  be it in private practice or in local 
governm ent service —  and it is from her 
ranks that leadership in the m anage
ment of com m unity nursing services 
needs to be drawn and developed.

Developing com m unities, on the 
o ther hand, need basic health care ser
vices with a strong emphasis on secon
dary prevention.

The nurse graduating from the com 
prehensive basic training course may be 
able to m eet these needs. If she can. she 
will be the generalist of the future.

M orbidity and m ortality rates and de
mographic trends in South Africa are 
causes for grave concern. The need for 
midwifery and neonatal care and paedi
atric nursing with services extending 
into the com m unity from a base hospital 
is a possibility in a com prehensive ap
proach. Com m unity nursing alone will 
not be able to significantly m ake an 
impact on current m orbidity and m or
tality figures.

First W orld com m unities are ageing

in the care situation and if she has no 
confidence in herself as a practitioner, 
we cannot call her a professional practi
tioner despite w hat the law says.

Professional practice is based on 
knowledge, understanding, acceptance 
of a role, responsibility and accountabil
ity, and if the nurse does not know or 
observe the facts delineated in the pre
ceding paragraph, there is no profess
ional practice. U nder such circum
stances practice is an illusion and reality 
is shrouded in ignorance with negation 
of professional responsibilities. We may 
then say —  this type of practice is a 
dream  of the kind known as a night
mare! Both the com m unity and the pro
fession are at risk.

CONCLUSION

W e know the problem s we are facing. 
The real question is what are we going 
to do to m ake nursing practice safe and 
satisfying for all those who seek our 
help? W hat are we going to  do to make

at an alarming rate and the plight of old 
people in any urban area is serious in 
the extrem e. In tim e, with a generalist 
approach, this vulnerable group should 
perhaps receive g reater em phasis in the 
basic course for registration.

CONCLUSION

The cost o f health care generally is pro
hibitive and —  as in o ther fields — it 
seems that expensive training for 
specialised fields of practice is some
thing of the past. The graduate of the 
com prehensive program m e will hope
fully be versatile, adaptable and willing 
to function on a wide basis, also in the 
community.

There does, how ever, exist a need for 
the specialised role of health visitor and 
for the developm ent of leadership and 
m anagem ent skills in com m unity nurs
ing services.
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every nurse practitioner a practitioner 
in the fullest sense, so tha t nursing prac
tice may bring real m eaning to  the life 
of the practitioner?

If we believe in nursing practice, we 
have a duty to  help our fellow practi
tioners to be com petent and compassio
nate practitioners. The ball is in our 
court!
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