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SUMMARY 

T hi s  i s  a s t ud y  o f  t he hea lt h  care nee d s  o f  

a n  ur ba n  a nd a r ura l Afr i c a n  c ommuni t y  i n  t he d i s tr i c t  o f  Lower 

Umfolozi . 

T he s e lec t i o n  o f  t he p r o blem i s  tifie d  by t he 

reali sa t i o n  by a ll health m i ni s tr i e s ,  i n  the Thi rd World ,  that 

e s  a nd i c i e s  have t o  be formula t e d ,  i n  o r de r  t o  ma ke 

health care uni versally ava i la ble . 

Wor ld Hea lth Orga ni za ti o n's s 

P rima r y  health care i s  the 

for health care 

ac c es s i ble to every v i lla ge a nd fami ly o f  the Third Wor ld ,  at a 

c o s t  thes e  c ommuni t i es can a fford a nd a t  a d i s ta nc e  

walk. 

c a n  

For p urposes o f  evalua t i ng the p rima r y  health care needs , i t  has 

bee n  nec e s sa r y  to the c ommuni t i e s  i n  te rms o f  i o n  

s i ze ,  d emo grap h i c  s tr uc tur e ,  mortali ty amd morbi d i  , as well a s  

bi rth 

P rima ry hea lth care needs a t  the level o f  t h e  i nd i v i d ua l, 

a nd c ommuni ty are outli ned i n  thi s  

e xtend i ng the p r e s e nt level of i s  

The for 

s e d ,  a nd the 

a utho r i ti e s  are urged to uti li s e  t he e xi s t i ng wi ll to 

p rimary health care s e rv i c e s ,  tha t  i s  a p parent i n  the two 

communi ti e s  s tud i e s ,  to i nvolve the c ommuni t i e s  i n  p rima r y  health 

care proj ects a nd serv i c e s .  



CHAPTER 1 

OUTLINE OF THE STUDY 

1 .  PRIMARY HEALTH CARE NEEDS OF AN URBAN AND A RURAL AFRICAN 

1.1 INTRODUCTION 

COMMUNITY 

In his contribution to the FOURTH INTERDISCIPLINARY SYMPOSIUM 

OF THE COLLEGE OF MEDICINE OF SOUTH AFRICA, entitled "Medicine 

and Health in Developing Southern Africa, in Durban, July 1984, 

Dr the Honourable Henry Gluckman, spoke among other things, of 

the terms of reference of the National Health Services 

Commission of which he was chairman in 194 2  to 1944. Of these 

terms of reference, the first was the most significant, "The 

provision of an organised National Health Service in conformity 

with the modern conception of 'health' which will ensure 

adequate medical, dental, nursing and hospital services for all 

sections of the people of the Union of South Africa". 

It is clear then that in this country men of vision such as Dr 

Gluckman, had forseen what was coming as a revolution in the 

health care of the millions of the Third World, even during the 

war years. The pity of it is the long interval from the time 

of recommendation to the time of application, largely due to 
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political ideology in the years that followed National Party 

ascendency to power in this country. It was only with the 

advent of the Black National States that the notion of Health 

Centres became reality in the rural areas. For many years this 

has been the closest we have come towards preparing for the 

goal of health for all by the year 2000. 

The main thrust of the declaration of Alma Ata, of 12 September 

1975, is universally accessible primary health care services at 

a price the community can afford and with resources they can 

provide, rendered by the health care workers coming from the 

people and .liVing with people. This level of primary 

health care services being backed by technical, logistical and 

planning of health care institutions personnel in the district 

hospitals and national ministries of health. 

In addition to promoting the health of mothers and children, 

primary health care is a competent strategy for combating 

malnutrition, controlling malaria and other communicable 

diseases, including tuberculosis and leprosy; improving mental 

health; providing safe water supplies and training health 

personnel of all categories. 

Having achieved the eradication of small pox, promoting mass 

immunisation against a number of other preventable diseases 
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becomes a real possibility. Universal child immunisation by 

1990 is now the goal of WHO, UNICEF and the World Assembly of 

the United Nations. 

1.2 STATEMENT OF THE PROBLEM 

As with the rest of the Third World communities, rural 

communities, especially, and urban communities in the Black 

National States, are still far from receiving services that 

correspond to their primary health care needs. The priorities 

for these communities differ markedly from those of 

industrialised First World White South Africa, hence the 

problem in this study is that of the primary health care needs 

of African communities resident in an urban and a rural area. 

1 . 3  THE OBJECTIVES OF THE STUDY 

Implementation of the WHO Primary Health Care model requires 

the identification of the main health problems in the community 

and the provision of promotive, preventive, curative and 

rehabilitative services accordingly. 

With this thought in mind, the following were the objectives 

formulated: 
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to ascertain in of African communities resident 

in urban and rural areas their 

population size and 

recent , mortali 

structure; 

and birth 

to determine in 

above communities: 

of residents of both of the 

their social and economic circumstances; 

environmental circumstances. 

to determine in 

communities studied: 

of residents and leaders of the 

attitudes to health, disease and health care; 

on areas of health care 

intervention. 

to ascertain in of health services: 

exi levels of 

current of utilisation 

the of health s. 

Fifthly to identi ties for health service intervention. 

to make recommendations directed to the 

the health status of the communities studied. 

of 
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1.4 THE OVERVIEW OF THE STUDY 

Chapter one gives an outline of the study. 

Chapter two outlines the methodology employed in this study. 

Abramson has been the main reference source. 

Chapter three is about the collation and analysis of data. 

Spencer has been the main reference source. 

Chapter four deals with the community leaders' opinions on the 

priority areas for primary care intervention. 

Chapter five examines the levels of provision and current 

patterns of utilisation of health services by the study 

communities. 

Chapter six is about the priorities for health services 

intervention and recommendations for the improvement of the 

health status of the community. 
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"Urban area" 
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CHAPTER 2 

METHOD 

The township known as Ngwelezana in the Lower Umfolozi/Enseleni 

Magisterial districts. 

"Rural area" 

The area known as Matshana in the Lower Umfolozi/Enseleni 

magisterial districts. 

"Recent" 

Within the period 1 January 1985 to 30 June 1985.  

"Primary health care" 

Health care administered outside the wards and theatres of 

hospitals. 

"Morbidity" 

Any illness or injury of sufficient significance to cause it to 

be remembered by the respondents 



2.1 SELECTION OF SAMPLE AND CONTROL GROUPS 

Urban household: 

A current of the 

thereon. 

was obtained and a 

grid Each intersection of the was 

numbered and one-hundred intersections were randomly selected 

random number tables. The households situated at the 

selected intersections of the grid were included in the 

of households. 

Rural household: 

of the rural area were obtained from several 

One-hundred households were 

in the manner employed for the urban area. 

Patients: 

All the medical 

the t 1 to 31 

in the study. 

Leaders: 

Urban area - All councillors of the 

included in the 

t 

selected 

of the researcher 

were included 

Township were 

Rural area The Chief and all Indunas were included in the 
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Control 

No control group was selected for the purposes of this 

between urban and rural 

communities have been made, where the data lends itself to 

meaningful comparison. 

2.2 QUESTIONNAIRES 

Household 

The selected households were visited and residents interviewed. 

A standard 

obtained. 

Patient 

All ts 

the researcher, 

the standard 

administered. 

Leaders' 

the 

the 

was administered and consensus of 

te medical practice of 

were interviewed and 

ionnaire utilised in (1) above was 

The of leaders, as defined above, was elicited and a 

ionnaire for this purpose was 

administered. 

Reduction of-bias: 

Bias was reduced by: 
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simple random sampling 

the use of standard questionnaires 

the adherence to defined criteria. 

Collation and analysis of data: 

All data was entered onto standard questionnaires and 

subsequently was transferred onto a collation sheet. Collation 

and analysis of data was carried out manually. 

Publication: 

This report will be submitted on 3 0  September 1986 to the 

Department of Community Health in partial fulf illment of the 

requirements for part II of the M. Prax Med (Pr imary Health 

Care). 
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CHAPTER 3 

COLLATION AND ANALYSIS OF DATA 

Tables have been 

sheet. 

after collation from the coding 

households were interviewed and a total 

of persons were included in this For purposes of 

of data, based on the tables are to be used for 

reference. 

3. 1 POPULATION SIZE 

The combined population of Ngwelezana and the Madlebe 

of Matshana reserve Tribal area, in which the study 

is located, was estimated at 14 , 

census. 

3.2 DEMOGRAPHIC STRUCTURE 

Table one shows that it is 

accord to the 198 5  

a young population who are 

in the majority in these two study areas. 

Table two shows that up to (45%) of 

households surveyed have four to seven persons per household. 
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Th e Un ion S l ums A c t  down min imum s t andard s for th e 

of th e sexes for ng p urp o se s, as wel l a s  the 

s iz e  o f  ar ea a l l owed p er per s on for ng p urposes . S trauss 

h a s  s ummar i sed th ese cond i t i on s  a s  fol lows: 

R ooms used for 

feet o f  air space and 

must  a l l ow four h undred c ub i c  

squar e  feet o f  floor space 

p er p er s on o f  ten 

ten th e r es 

or mor e  of ag e ( for p er son s below 

ar e two-hundr ed c ub i c  

feet a nd twen t y  square fee t) . Ar eas such as p a ssag e s, 

gar ag e s  and c e l l ar s  may n o t  b e  used for 

R ooms used for mus t  a l l ow p er sons of te 

sex over ten year s  o f  ag e ( husband and w i fe) 

i n  r ooms, 

wal l s  or o ther ad equate roof to c e i l  

b y  br i ck 

t ions. 

The h ouses in Town sh ip, wh i l e proper l y  con s truc ted 

in terms o f  th i s  second s , h ad a t  l ea s t  on e room tha t  

was ov er cr owd ed in terms o f  the four t y  squar e feet s 

o f  th e A c t .  I n  th i s  four ty-e igh t 

h ousehold s  were over crowded, as a r e sul t o f  a 

s iz e. 

The houses i n  th e rural ar ea were almost 

s t and ard; on l y  ten houses v i s i ted had 

( 48%) o f  the 

fami l y  

b e l ow 

The r e s t  h ad 
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interior tions not up to the roof or the 

and as a result providing inadequate tioning. 

one shows the employment status of the combined study 

Table six shows the educational status of the combined s 

Less than four have tertiary education 

while more than fourty have education only. 

3.3 RECENT MORBIDITY, MORTALITY AND BIRTH EXPERIENCE 

Table'seven shows thi illness 

upper affections, and diarhoea were the 

the main causes of morbidity. 

Table eight shows morbidity by the area studied. Diar rhoeal 

disease appeares more 

area. 

ill 

and flu were 

as a 

by the two 

health and morbidity. 

in the rural than in urban 

more by the urban 

This may indicate differences in 

of what constitute 

Headache was more 

frequently by the rural study population as the cause of 

morbidi than the urban community. High blood pressure was 
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and trea t ed far m or e  

dw ell er s than in the r ur al s tudy 

th e ty o f  the cl in i c  and th e 

y among th e urban 

Th i s  may r efle c t  

b y  the 

in clud e s  

T own sh i p  r e s id en ts. 

u sage 

S tomach a ch e, wh i ch 

and hear t  b urn, w er e  m or e  

b y  th e T own sh i p  r e s id en ts th an b y  the 

Ma t shan a  

a s  w ell . 

N earne s s  o f  the fac il i  may b e  a fac t or h er e  

Table n in e  sh ow s car e  used, b y  morb id i t y  exper i en c ed, b y  th e 

combined Th e 

v i s i ted m or e  fr eq uen tl y than th e 

prac t i t i on er s  wer e  

Cl in i c  for cases o f  

d i arrh oea, , h eadach e, s t om acha ch e, c on s ul t a t i on s  

t o  opera tion s, bladder probl em s ( ur in ar y  trac t), measle s, 

tub erculos i s  and ch e s t  em s .  

T abl e t en sh ow s the o f  morb id i ty b y  sex, in the 

c omb in ed s t ud y D i arrh oea, 

blood pr essur e  and s toma chach e  o cc ur ed mor e  

fem al e s  than mal e s  o f  th e s tudy popul a t ion. 

oc cured alm o s t  

, h eadach es, h igh 

in th e 

A s thma and fl u 

Mor t al 

The 

s t ud y  

o f  mor tal i c ould n o t  b e  e s tabl i sh ed th e 

, a s  n o  h ou s eh old s r ec en t  d e a th s, tha t  i s, 

d ea th s  in th e l a s t  s i x  mon th s . 
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Bir th 

T ab l e  eleven shows tha t  moth erhood, 

dis trib u t ed from e l even (11) year s  

b y  age, 

t o  

i s  wid e l y  

x 

year s  i n  the combin ed s tud y popu l a tion . The mean i s  t wenty-two 

(22) y ear s o f  age . 

two (2) shows tha t  si ( 67%) o f  th e 

mother s  wer e  par e n t s  a nd h ad never married . 

thr ee ( 3 )  shows a nt enatal car e  pr ovi si on; 

o f  women used the c linic for an tena tal c ar e; 

s even perc e n t  (7%) used the g en eral 

car e, whi le 

tioners for antenatal 

used ei th er th e clinic or 

prac ti t ioner s  a t  one time or o th er . 

four ( 4 )  shows tha t  (80%) o f  d e l iv er ie s  

wer e  i n  tal  a nd (20%) a t  h ome . Ther e 

h a s  b een a d e f i n i te sh i ft away from home d e l iver i e s  and ther e 

i s  no trad i t i on o f  b ir th a t tendan t s  id en t i f i ab l e  a nd 

a s  s uch b y  the c ommuni 

Immu n i s a t i on a nd 

The bab i e s, tho ugh i mmu n i sed , wer e  n o t  h av i ng ev id enc e  for s uch 

immu n i s a t i o n  i n  (77%) o f  cases, o f  

v acc i ne The o f  the immuni sa tion pr ocess could n o t  
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be fied . B CG was fied in twen t y - thr ee 

of cases on l y . 

F ig ur e f iv e  (5) shows tha t  

o ther feeds in n in e t y- five p ercen t 

( 2%) used b o t t l e  feed 

ch i l dhood r e l a ted i l ln e s s  

occur ed 

) o f  case s . 

a l on e . 

so m uch n on 

wi th 

On l y  two 

about 

in form a t i on as t o  m ak e  these r e s p on s e s  un usab l e  for ana l y s i s, 

as seen in T ab l e  s ixteen (al. 

Tab l e  twelve ( 1 2) shows the 

fam i l y  s erv ic es. 

3 . 4  F IRST CHO I CE OF CARE 

o f  u t i l i s a t i on of 

T ab l e  th ir t een shows fir t s  cho ic e  o f  c ar e  b y  o f  hea l th 

serv ic e ion, for th e comb ined popula t i on . Th e 

c l in ic was used a s  fir s t  cho ic e  in p erc en t (70%) of 

cases, wh i le prac t i t i on er s  were used in 

(18%) o f  cases o f  f ir s t  cho ic e . The 

o f  H os p i tal was h ar d l y  u t i l i sed a s  f ir s t  

ch oice, th i s  may wel l  b e  due to in s i stance on r e ferr a l s  on l y  

seen f ir s t  a t  th e 
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Table fou r teen shows tha t fema l e s  and mal e s  u tilised the 

c lini c  and tioners in t o  o th e r  types 

o f  care . There does n o t  seem t o  b e  a ny di fferences based on 

in the c hoice of care . 

fi f t e e n  (15) shows choice o f  hea l t h  s ervi c e  by area o f  

residenc e . There seems to b e  a t o  use the 

c linic a s  fi rst c h oice of care than t h e  tioner s, 

by the rural peopl e . This c ou l d  be due to t h e  fee for s ervice 

d emanded t he tioners . 

Tab l e  sixteen (16) shows t ha t the c linic was considered as 

most e f fe c tive for t h e  

Fit s  

Diarhoea 

Broken bones -

71% o f  

79% o f  

o f  

7% o f  

s pecifi c  il l nesses : 

t s  

T h e  same figures s h ow t h e  p ra c ti tioner a s  b ei ng more 

e f fe c tive than the 

wi t h  t h e  a bove 

tal Out -Pati e n t  

fic il l n e s se s . The 

in 

o f  the 

e ffec tiveness o f  the herbalist and fai th heal e r, in care o f  

fi t s, i s  highe r  than for the other fied disea se s . 
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Wi th to care for broken bones the effect i veness o f  

the med ical doctors ranks highest above other forms o f  

c are, a s  s hown i n  Tab l e  2 3  (d) . 

3 . 5 ADVISE ON HEALTH MATTERS 

twe n ty (20) shows the heal t h  advi c e  for the 

combi n e d  (65%) o f  

the c i ted the mas s  med ia a s  t he i r  source 

medi c a l  advice, as the ( 1 8%) 

the i r  h ea l t h  advice f rom Wes t e r n -t rai ned med ical 

three percent ( ) of the 

acknowledged prac t i ti oners of t rad i t i onal med i c i n e  and 

fai th hea l e rs, a s  sources of heal t h  advice . 

3.6 MEMBERSHIP OF SOCIAL GROUP 

s ix (6) s hows t ha t  

respond e n t s  i n  t h e  two c ommuni t i e s  have 

of 

i n  

churc h  groups . , gardeni ngs a nd rural groups share 

the rema i n i ng five 

3 . 7  ECONOMIC C I RCUMSTANCES 

} o f  members hi p . 

Tab l e  twe n ty-one (21) shows the number o f  persons i n  a 
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households con t ributing to household i ncome. The majori ty 

have three persons t he i ndividual 

may be low , the combined income is a b l e  to cover 

the household n eeds . 

Tab l e  

Nin e ty - five 

two (22) shows ownershi p per 

own some o r  

household . 

o f  val ue such as the house , radio o r  t e l evision se t .  

For ty - two (42%) own their own house a radio . 

I n  the vas t ty o f  the households , some 

rel atively poor and some relative l ey wel l -o f f , were neat 

and There seems a s d esire to urban 

Wes te r n  s ta ndards o f  1 as evidenced by the 

u biquitous radio r eceiver ,  the occassio nal television sets 

a nd modern household for tab l e, 

chairs and se t t ees in bo th urba n  as well as rural 

households . This could be seen as Wes te r n  t ra nsforma tion 

of A frican communi ties . 

Tabl e  twe n ty - three shows the of food produced by 

households . SI l ess than hal f  o f  households 

food o f  one typ e  or ano the r . 

U r banisation was the main reason for declin e  i n  food 

o f  t hose who did p roduction households . The 

not a ny household food were the 

Township residen ts . 
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Table twe nt y- four ( ) shows food e a t e n  in the 

household s .  More than half of household s  had e o nly 

in their daily meals ,  whic h  was a mealimeal 

produc t .  These were a t  the ris k o f  

d iseases. y where under-fives were 

involve d . 

How e ve r  a number of t h e  househo lds had meat a nd vege table s  

dai 

s e ve n  (7)  shows t h e  o f  fo r the 

bric k  and 

t y  of the 

c ombined 

iron .  The 

po pula t io n. 

is 

is 

for t h e  

popula t ion, in t e rms o f  ins ula t io n  a nd ve ntilat ion. 

Table 

fina nc e s  are 

to b e  

shows o ve r  whic h  it ans rmst of t he  house hold 

An inordina t e ly high amo unt appeares 

o n  health care.  It wa s d iffic ult to d e te rmine 

if the r e  wa s any b ia s  towards the health 

interviews were cond uc te d  by the d o c tor's 

a s  the 

members.  

(8) shows the me thod of e xcre ta d i  

for t h e  c ombined s t ud y  popula t ion. 

the o p e n  ve ld. 

is hard ly a nyone 
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ni ne (9 ) s hows t ha t  

i n  t ha t  i t  i s  e i the r  collec ted o r  

t .  

3 . 9  WATER S OURCE 

Fi gure t e n  ( 10 ) 

(49%) of house ho ld s  have 

shows t ha t  

wa t e r  a nd 

i s  

i ted i n  a 

p e rc ent 

(24%) on boreho les fo r t he i r  d ome s t i c  wa t e r  

T he p roblem i s  t he res t  who ma y s t i ll b e  

a contamina t e d  domes t i c  wa t e r source a nd hence remai n  a 

ris k  even for t hose w i t h  c lean wa t e r. 

F i gure e leven (11) s hows t ha t  s i  p e rcent 

o f  hous e ho ld s  s tore t he i r  dome s t i c  wa t e r  i n  open 

conta i ne rs a nd t hi s  wa t e r  i s  t he re fo re potent i a lly 

contami na ted.  

twe lve ( 2)  s hows t ha t  t he e ne rgy source a nd 

t he appara t us i s  p redomi na ntly ga s o r  pa ra ffi n.  

Gas a s  a sourc e o f  e ne rgy has a potent i a l  of a nd 

fi re s .  T he re hav e  b e e n  many cases of poi 

some fat a l, due t o  c a re le s s  s 

home .  

o f  i n  t he 
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3.10 CONSENSUS IN HOUSEHOLDS ON THE IMPORTANT CAUSES OF DISEASE 

Table twent y-s i x  ( ) i s  about  hou sehold c onsensus on the 

causes of d i sease . Consensus a c c e p t s  the germ 

thory bu t adds w i tc hcraft a s  

causa t i on o f  d i seases . 

ly important i n  the 

Table twen t y-seven is about the household consensus on the 

important determinants of health . Adequa t e  

n u tri t ion , cleanliness and avoidance of substance abuse , 

alc ohol and t obacc o , are a s  the mos t  

de t erminan t s  of health the ori ty of 

households in the c ombined For some, 

purga t i on i s  also a te for keeping 

heal 

shows health and env ironmen tal ma t t ers 

to be commun i ty priori t i e s  for the combi ned 

For some , c ommuni c a t i on, 

v i olence and soc i o-economi c  such 

are major c ommu n i t y  

a tt e n t i on . 

s tudy 

of 

a s  
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CHAPTER 4 

COMMUN ITY LEA DE RS' OP IN IONS ON P R I O R ITY A REAS F O R  P R I M A RY 

C A RE INTERVENT ION 

4. INT RODUCT ION 

is divided into six wards, each ward 

a councillor onto the board the 

township, terms of allocation, peace and order, 

environmental and needs . 

The rural area studied falls under the Madlebe Tribal 

Indunas are 

fields for 

area of local 

and 

The Chief and his 

homesteads, 

land. There is 

no provision for health administration or environmental 

control in the Western sense, 

regarding these will be reported to the indunas . 

The nions the leaders in these two study areas are 

summarised below: 
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4.1 MOST IMPORTANT PROBLEMS FACED BY THE COMMUNITY 

Urban Areas 

Lack of communi hall and lack of recreational 

facilities 

Ngwelezane 

Urban areas 

The acute 

were development of the 

community. 

shortage was to 

overcrowding in the township and was e 

for the of a massive squatter camp (slum 

area) at the nothern of the 

refuse at the of a 

large river, 

causing water 

in the 

was 

and serious health hazards 

camp population, who drew their 

domestic water from this river. 

grave was a foul smell 

in the 
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Rural area: 

lack of adequate clean water supplies; 

drought, hunger and unemployment were being felt 

more harshly by the community as no relief was 

being provided. 

inadequate health facilities in the rural area 

forced people to walk far more than eight 

kilometres to Ngwelezane clinic in the township. 

three boreholes had broken down and though reported 

to the relevant officer of government department, 

no repairs had been effected over a whole year. 

SPECIFIC HEALTH PROBLEMS WHICH HAVE BEEN REPORTED TO THE 

LEADERS OF THE STUDY COMMUNITIES 

Urban areas 

fears of cross infection of township residents' 

children following serious outbreak of diarhoeal 

disease in the squatter camp; 



cont amination 

children in the 

scabies; and 

of township children rural 

school, wi ri ngworms and 

ng encroachment of the slum onto the 

t ow nship. 

Rural areas 

no major health had been 

a nd lack of shelter f or some 

without the exte nded were a em with 

two leaders. This attributes to urban 

drift of the y oung active and 

resistance to latrine bui and lack of 

e nf orcement. 

THE ME ASURE T AKEN TO MEET THESE PROBLEMS 

of new residential sites as extension to 

the Tow nship ab out 1 0 0 0  sites, would 

help ease the acute ness of the h ousing 
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regular consultations with the health 

about environmental had been 

ini tiated and 

started; and 

a new site for waste ( 

identified and the 

authorities were giving 

Rural areas 

no definite 

the Chief was 

to build 

preac 

latrines. 

were now 

disposal had been 

Town 

advice. 

Council 

been formulated; 

to and 

There was no 

the 

means of such construction and use of pit 

latrines, however; and 

the can help in 

clinic in the rural area. 

4 POLICY ON P RIMA RY HE ALTH C A RE 

None of the leaders in both communities 

formulated policy on health care. 

of a 

had 
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5. LIAISON WITH HEALTH PERSONNEL 

Urban areas 

Regular contact and regular meetings with health 

inspectors were now part of the town Councils' 

agenda. 

Rural areas 

Attempts were being made at spring protection, but 

fencing had not been done and protection was not 

effective to date. 

6. ENFORCEABLE MEASURES TO CONTROL DANGEROUS DISEASES IN THE 

COMMUNITY 

There were no provisions for such enforcements. Only 

gentle persuasion was used in both study communities. 

7 . MEASURES SPECIFICALLY RELATING TO CONTROL OF: 

pollution and contamination of water sources; 

excreta disposal; and 

littering in the streets and homes. 
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Both communities were unable to effect this except by 

attempts to persuade the people in each case. 

8. SELF-HELP SCHEMES BEING PROMOTED 

Urban area 

each ward had extra land for optional vegetable 

gardens; and 

the Ngwelezana Hospital authorities have consented 

to have the Ngwelezana Clinic Committees 

established and the residents were going to run the 

clinic committees. 

Rural areas 

vegetable gardening had been given a considerable 

boost by involving Red Cross in the gardening 

effort. The garden group had a viable committee, 

with savings in excess of R6,OOO, at the end of 

1985. A hundred households were involved in the 

Nqutshini gardens. Red Cross had helped them raise 

money to buy a bakkie to transport their produce to 

the Empangeni town markets. 
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chl orination of water had been started in the tanks 

erected by students (Witwatersrand Engineering 

students) who helped the women with 

operated pumps. 

ma nually 
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CHAPTE R 5 

LEVELS OF P ROVISION AN D C U R RENT P ATTE RNS OF UTILISATION OF 

HEALTH SE RVICES 

5. INTRODUCTION 

In any survey of the utilisation of health services, 

variables at the level of the individual as well as 

variables have to be included, as demonstrated in the 

on Utilisation of Primary Health care 

Services. 

Perceived morbidity, 

factors are important variables a 

individual. 

factors and enabling 

the level of the 

There is a relat between presence 

and riousness of morbid on the one hand and 

utilisation on the other hand. 

The health 

values and attitudes, 

which includes medical knowl 

seems to have a differentail 

influence on utilisation behaviour, on age and 

social background of the 
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Ngubane (1975) has out, and drawn a clear and 

wholly rational distinction between diseases of the body, 

which the White doctor may be able to and social, 

or mental diseases, which i or diviners are more --"""--

likely to understand and able to relieve. 

Accessibili and socialization were found to be factors 

having a clear influence on the use of the 

practitioner services in the s The 

importance of the presence and the tion of the 

had a 

utilisation behaviour. 

influence on the of 

The s of Township and the 

Matshana reserve have medical services 

ins tutions: 

tal Out Patients' rtment 

Clinic situated in the township 

5 to 20 General Practitioners in the 

Clinic in town. 

For the purposes of this it is only the 

by the 

town 

of 

utilisation at the Clinic that we are concerned 

with as this clinic serves solely the two 
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as well as 

across the Umhlathuze River. 

of another Tribal 

The of observation was from 1st October 1985 

to 31st December The 

utilisation at this nic are shown in 

(41 ). 

The reason for utilisation were as follows: 

Minor ailments 

Antenatal care 

Immunisation 

Family Planning 

Chi health 

20% 

10% 

8% 

Chronic illness - hypertension 

asthma 

diabetes 7% 

Tuberculosis 9% 

of 

There is a clear dominance of the curative character of 

the service over the ive 

The frequency of attendances for minor ailments 

provides valuable ty for health education, case 
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not sick nor 
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care, as the 

referral to 

are 

tal. 

The ion served is tely ,740 this 

tal is heal th facili and the Ng\-Jelezane 

largely utilised for referral. 

The clinic functions except on All 

deliveries are referred to Ng\-Jelezane 

section. 

tal maternity 

the health there was consensus 

that the facility \-Jas heavily utilised. Most of the 

available time was to curative activities on a 

basis and to exercise once a week for 

immunisation day and for antenatal care, and 

activities, 

Time for health education of mothers the child health 

clinic was so was the space for 

oral rehydration for diarhoeal 

There was 

health 

and social worker. 

of the clinic in the senior 

of sister, medical officer 



- 34-

The sc hool nursing service was ru n fr om Ngwelezane Clinic 

for the schools in the two study commu nities. T he major 

problem in this area were widespread bilharzias, scabies 

a nd undernutriti on. 

Red Cross was co-operating in alleviati ng the nutriti on 

problem by provision of high protein soups f or children. 

O n  the whole, primary care work was proceeding well th ough 

further manpower inputs a nd increase in working space 

would greatly increase the reach of t he service in these 

commu nities studied. 



CHAPTER 6 

P R I O R IT IES F O R  HEALTH SERV ICE INTERVENT ION, AND 

REC OMMEND AT I ONS F O R  THE IMPROVEMENT OF THE 

HEALTH STATUS OF C OMMUNITY STU D IED 

From the data s it possible to 

the communities in terms of the of this 

descri survey. 

and structure reflects the Third 

World character of our African communities - more than 

fi being below forty (40) years of age. 

has to consider the needs of such a in 

terms of and curative 

Maternal and child health services are a need for 

detection of abnormalities and 

care and well- clinics serve 

a much needed and function. 

and mortality can be influenced posi 

accelerated child immunisation in view of available health 

advice via radio. We can then contribute to 
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the WHO - UNICEF 

the Year 1990. 

important are 

of Universal Child Immunisation 

services in the form of health 

education against sexually transmitted diseases and advice 

aimed at 

of young 

and Hmi promiscui in the face 

parenthood 

With the young population actively involved 

in industries as workers, 

have to be established at the work 

part of the 

diseases. 

efforts to 

health care services 

This will be 

occupa tional 

Water borne diseases, dysentry in particular, still 

contribute 

All efforts should be 

to morbid 

to teach 

in the community. 

of 

purifying their domestic water on a small scale. Solution 

to this on government's the 

necessary infrastructure for 

supplies. 

clean domestic water 

It would seem that people have been 

conscientized environmental 

hygiene in view of the sizeable number t 



latrines. It is necessary to reinforce these health 

values in health educational programmes. 

In summary, health services intervention would be mainly 

to reinforce the exi levels of 

promotive-preventive and curative levels. 

at the 

The aim would 

be to reach every household and to know at all times the 

level of in terms of immunisation 

diseases, of every child, be it 

school going age. This would entail 

existing health services through central 

development of a 

increased community 

support structure, 

t 

or 

and 

instance 

"Health Teamll 

doctor, a 

health care centres around the 

in which are included a medical 

sister, an 

worker and the community itself would 

officer, social 

us very close 

to the ideal level of primary health care provision. 

Unfortunately we do not have such a team in the 

communities studied. 

It would be for health authorities to recall the 

Pholela Health Care programme of the IS. In 

programme health was to be decentralised effectively, 



every communi adequate cover within reach of 

their limited budgets. 

The of community health care workers has not to 

date been taken up 

communities. 

to cover all rural 

in other Third World countries have shown the 

health workers as invaluable health team members 

in bringing health care to rural communities. It 

is that this little survey can contribute to the 

realization, by all concerned, of the urgency of 

primary health care provision 

areas. 

in the rural 
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TABLE 3 

100 28.4% 

2 4 .1% 

40 12.8% 
-

7.5% 
4.2% 

2.7% 2.4% I 

J o � __ L-__ L-__ L-�
L-__ L-�L-1��1

0
_._3��� 

3 4 5 6 7 8 No Information 2 

TABLE 4 

80 
19.1% 18.8% 

60 
14.9% 

40 11 . Cflo 
;>-I 
u 
z 
C;U 20 
::::> 
0 
C;U 
0:: 0 ex... 

2 3 4 5 6 7 8 9 No Information 

TABLE 

100 4 9 .  KEY: 

1. Professional 
800 2. Non-manual 

3. Manual skilled/ � 

;>-I 600 semi-skilled ';) 
u 
z 23.4% 4. Manual unskilled c;u 
::::> 5 . Housewife 0 400 c;u 6. 0:: 
ex... 7. Pensioners 

200 8. No Information 
4.3" 1.8% 0 .6% 

2 3 4 5 6 7 No Information 

OCCUPATIONAL 
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TABLE 6 
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o 
Unemployed 

The rest 

4 5 6 

.. 
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T ABLE 

MORBIDITY IN COMBINE D URB AN AN D RURAL COMMUNITIES OF NGWELEZANE 

AND MATSHANA AREA 

DIAGNOSIS FREQUEN CY PERCENTAGE 

1 .  As thma 1 0 . 7  

2 .  D iarrhoea 1 0 . 7  

3 .  1 0 . 0  

4. F lu 2 1  8.0 

5 .  H eadach e 1 8  7 . 0 

6 .  H .B.P . 1 7  6 . 7  

7 .  S tomachache 1 2  6 . 8 

8 .  1 0  4 . 0 

9 .  Backach e 9 3 . 6  

1 0 . Toothache 9 3 . 6 

1 1 .  B i lharz ia 7 2 . 8  

1 2 .  Knee prob l em 6 2 . 4 

1 3. 4 1 . 6 

1 4 . F i ts 4 1 . 6 

1 5 . 4 1 . 6 

1 6 .  Rash 4 1 . 6 

1 7. Pox ( Ch icke n  p ox) 4 1 . 6 

1 8 . T ons i lE t is 4 1 . 6 
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DIAGNOSIS FREQUENCY PERCENTAGE 

19. Bladder problems 3 1.2 

20. Ear trouble 3 1.2 

21, Measles 3 1.2 

22. Tuberculosis 3 1.2 

23. Ulcers 3 1.2 

24. Arthritis 2 0.8 

Chest problems 2 0.8 

26. Cholera 2 0.8 

27. Feet problems 2 0.8 

28 . Stroke 2 0.8 

Tetanus 2 0.8 

30. Vomi 2 0.8 

31. Worms 2 0.8 

32. Wounds 2 0.8 

33. Alcoholic 0.4 

34. Appendicitis 0.4 

Burns 0.4 

36. Diabetic 0.4 

37. Malaria 0.4 

Ovaries 0.4 

39. Raped 0.4 

TOTAL 252 100% 



TABLE 8 

DIAGNOSIS URBAN RURAL 

1 • Asthma 13 14 

2. Diarrhoea 10 17 

3. 16 9 

4. Flu 12 9 

5. Headache 5 13 

6. H.B.P. 11 6 

7. Stomachache 8 4 

8. Kid ney problems 5 5 

9. Backache 3 6 

10. Toothache 7 2 

11 • Bilharzia 4 3 

12. Knee Problems 2 4 

13. Eye problems 4 0 

14. Fits 3 

15. 3 

1 6. Rash 4 0 

17. Chicken p ox 3 

18. Tonsilli tis 3 
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DIAGNOSIS FREQUENCY PERCENTAGE 

19. Bladder problems 2 

20. Ear trouble 2 

21. Measles 0 3 

22. Tuberculosis 0 3 

23. Ulcers 2 

24. Arthritis 0 2 

Chest problems 

26. Cholera 0 2 

27. Feet problems 

28. Stroke 0 2 

Tetanus 0 2 

30 . Vomi 0 2 

31. Worms 2 0 

32. Wounds 2 0 

33. Alcoholic 0 

34. tis 0 

Burns 0 

36. Diabetes 0 

37. Malaria 0 

Ovaries 0 

39. 0 

TOTAL 100% 
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TABLE 9 

MORBIDITY BY CARE IN THE COMBINED STUDY POPULATION 

DIAGNOSIS CLINIC GENERAL HOSPITAL HERBA- DIVI- FAITH TOTAL 
PRACTI- LIST NER HEALER 

TIONER 

1. Asthma 10 17 0 0 0 0 27 

2. Diarrhoea 14 12 0 0 0 27 

3. Cough 11 13 0 0 0 25 

4. Flu 14 7 0 0 0 0 21 

5. Headache 8 10 0 0 0 0 18 

6. H.B.P. 6 10 0 0 0 17 

7. Stomach 5 6 0 0 0 12 

8. Kidney 6 4 0 0 0 0 10 

9. Backache 4 5 0 0 0 0 9 

10. Toothache 3 6 0 0 0 0 9 

11. Bilharzia 4 3 0 0 0 0 7 

12. Knee problem 3 3 0 0 0 0 6 

13. Eye problem 2 2 0 0 0 0 4 

14. Fits 2 2 0 0 0 0 4 

15. Operation 0 4 0 0 0 0 4 

16. Rash 2 2 0 0 0 0 4 

17. Chicken pox 3 0 0 0 0 4 

18. Tonsillitis 2 2 0 0 0 0 4 

19. Bladder 3 0 0 0 0 4 

20. Measles 3 0 0 0 0 0 3 
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DIAGNOSIS CLINIC GENERAL HOS PITAL HERB A - DIVI- F AITH TOTAL 
PRACTI- LIST NER HEALER 
TIONER 

2 1 . Tub er culos is 0 3 0 0 0 0 3 

22 . Ulc ers 2 0 0 0 0 3 

2 3 . Ar thr i t is 0 0 0 0 2 

24 . Ches t problem 0 0 0 0 2 

25 . Cholera 0 2 0 0 0 0 3 

26 . Feet problem 0 0 0 0 2 

27 . S tr ok e  0 0 0 0 2 

28 . T e ta nus 0 0 0 0 2 

29 . Vomi 0 0 0 0 2 

30 . W or ms o . 0 0 0 2 

3 1 . W ounds 2 0 0 0 0 0 2 

32 . Alcoh ol i c  0 0 0 0 0 

33. 0 0 0 0 0 

Burns 0 0 0 0 0 

D iab et i c  0 0 0 0 0 

Malar ia 0 0 0 0 0 

Ovar i es 0 0 0 0 0 

0 0 0 0 0 

TOTAL 1 1 7 2 2 252 
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TABLE 10 

OF MORB I DI T Y  BY SEX 

DI AGNOSIS MALE FEMALE 

1 .  Asthma 14 13 

2 .  Diarrh oea 10 17 

3 .  11 14 

4. F lu 11 10 

5 .  Headache 2 16 

6 .  H.B . P. 4 13 

7 . S tomachache 3 9 

8. problems 5 5 

9 .  Bac kache 4 5 

10 . T oothac h e  5 4 

11- B i lharzia 6 

12. Knee problems 5 

13 . p r oblems 3 

14 . F i ts 2 2 

15 . 3 

16 . Rash 2 2 

17 . C h i c ken p ox 3 

18. Tonsi lli Us 0 4 

19 . B l ad d er 3 0 

20 . troubl e 3 0 
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. D I AGNOSI S  MALE FEMALE 

21. Mea s le s  2 

22 . Tub e rculo s i s  3 0 

23 . Ulcers 2 

24 . Art hri t i s  

25 . Che s t  p roblems 

26. Cho le ra 2 0 

F e e t  p ro b lems 

28. 0 2 

29 . Tetanus 

30 . Vom i t i ng 0 2 

3 1 .  Worms 

3 2 .  Wounds 2 0 

3 3 .  Alco ho li c 0 

3 4 .  t i s  0 

3 5 . B urns 0 

Diabe t i c  0 

Ma laria 0 

3 8 .  O va ri e s  0 

0 

TOTAL = 
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MOTHERHOOD BY AGE IN THE COMBINED STUDY POPULATIONS 

FIGURE 2 
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M3rried 

MARITAL STATUS OF MOTHERS IN THE COMBINED STUDY POPULATION 

FIGURE 3 
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AGE 
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Othe r 

D Hos p i ta l 

PLACE OF CONFI NEMENT BY PREGNANT MOTHERS 

FIGURE 5 

Bot t le 

B re a s t  

I NF ANT FEEDI NG B Y  TYPE O F  F E E D  USED B Y  HOUSEHOLDS 

TABLE 12 

2 

i 5 

0 

2 

KEY: 

1. Pi lls only 
2. De!X) Prove ra 
3. De!X) and 
4. I oU.D. 

Advice only 
6 .  Advice and 
7. Advice and 

Has t ri ed  all; 

3 4 5 6 

4 

7 8 

prove ra & PSpgrEarS 



TAELE 13 

70 . 4% 

0 0  

I 
17 

5 0  

0 

2 3 4 5 6 7 

TYPE OF CARE 

TAELE 14 

FREXlJENCY CF CARE BY SEX 

TAH..E 

150 
0 Rural 

100 • Urban 

I 50 

0 

1 2 3 4 5 6 7  

aDICE CF HEALTH SERVICE BY AREA CF RESI:IE'JCE 

TAELE 16 

KEY: 

1. 

2. General Practitioner 
3.  
4 .  

rh InforIlBtion 

KEY: 

1 • 
2 .  General 
3. tbspital 
4. 

6. 

KEY: 

1. Clinic 
2. General Practitioner 
3 . 
4. 

6. Unthandazi (Faith 
Healer) 

7. No inforIlBtion 

KEY: 

1. Clinic 
2. General Practitioner 
3. 
4. 
5. 
6 .  
7 .  rh infOrIlBtion 

46 . �  
51. � 
O .t 
O.t  
0 14) 

0 . 4 

70 . 

:Jp .  
2 . .  
0 . 1  

1.1 
6 . (  



TABlE 1 7  

3.0'10 
o L--1 __ �0�.ry,�%��1 .������==� 

2 3. 4 5 6 7 

KEY :  

1 . Clinic 
2 .  General Practitioner 
3 .  I-bspi tal 
4 . 5 .  (Diviner) 
6 . llnthandazi ( Faith Hea: 
7 .  No Infornation 

MJST EFFECTIVE CARE FOR DIA.RI-K:EA. BY CHJlCE (F TYPE (F HEALTH SERVICE 

TABlE 18 

o 
2 3 

1 210 0.6% 
4 5 6 7 

MJST EFFECTIVE CARE FDR a:xrn BY CHJlCE (F TYPE (F HEALTH 

TABlE 19 
300 

250 

200 

i 
1 50 

100 

50 
6 .6% 

0 0 1 .5% 0 .0'10 0 .3'10 
2 3 4 5 6 7 

MJST EFFECTIVE CARE (F TYPE (F SERVICE 

KEY :  

1 • 

2 .  General Practitioner 
3 .  
4 .  (Herbalist ) 
5 .  (DivIDer) 
6 .  Unthandazi ( Faith HeaJ 
7 .  No 

KEY: 

1 . Clinic 
2. General Practitioner 
3.  tbspital 
4 .  

6 . 
7 . No infornation 



TABLE 20 

250 -

200 -

-

-

18.2% 
-

3JJ% 
o 

2 

66.CJYo 

9 .CJYo 

n 
3 4 

I<EY': 

Western n:eclical perso! 

2. 

3. M3.ss media 
- newsp3.pers , radio & 

4. No inforrration 

ADVICE CN HEALTH MATTERS BY SCURCE CF THE HEALTH ADVICE 

TABLE 21 

200 

o 
2 

1 4 .6% 

3 4 

� (burch group 

D Other groups 
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TABLE 22 

OWNERSHIP BY MEMBERS OF THE COMBINED STUDY POPULAT IONS : 

ITEM FREQUENCY PERCENTAGE 

Car 0 . 3  

Rad i o  0 . 3  

Rad io & TV 0 . 3  

House 28 8 . 3  

House & a car 0 . 3 

House & TV 3 0 . 9 

Hous e , TV & car 2 0 . 6  

House & Radi o  1 4 4 4 3 . 0  

House , rad io  & ca r  9 . 9  

House , radio  & TV 4 9 1 4 . 6 

House , radi o , TV & car 1 6 . 7 

No i n fo rma t i on 1 6  4 . 8 

TOTAL 
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TABLE 2 3  

PRODUCED BY HOUSEHOLDS I N  THE COMBINED STUDY POPULATI ONS : 

TYPE FREQUENCY 

1 .  Fru i t  22 6 . 6  

2 .  Leaf 1 7  5 .  1 

3 .  L ea f / fru i t  4 1 . 2 

4 .  Beans 1 0  3 . 0  

5 .  Beans/fru i t  1 0  3 . 0  

6 .  B ea n s l l ea f  3 0 . 9 

7 .  Bean s l l e a f / fru i t  5 1 . 5 

8 .  Cereal 3 0 . 9 

9 .  Cerea l / beans 6 1 . 8 

1 0 .  Cereal / beans / l eaf 0 . 3  

1 1 .  Cereal/beans/ l e a f / fru i t  3 0 . 9 

1 2 .  M i l k  26 7 . 8  

1 3 .  Mi l k / fru i t  0 . 3  

1 4 .  Mi l k / le a f  2 0 . 6 

1 5 .  Mi l k / le a f / fru i t  0 . 3  

1 6 . Mi l k /beans 3 0 . 9 

1 7 .  Mi l k/beans 8 2 . 4  

1 8 . 0 . 3  

1 9 .  Mi l k / beans / l ea f/ f r u i t  4 1 . 2 



TYPE FREQUENCY PERCENTAGE 

20 . Mi lk /c e rea l  3 0 . 9  

2 1 . Mi lk /cerea l / l ea f  0 . 3  

22 . M i lk /c e rea l /bea ns 3 0 . 9 

2 3 .  Milk /cerea l /b ea ns /frui t 3 0 . 9  

2 4 . Mi lk /ce rea l /b ea ns / l ea f  5 1 . 5 

Mi lk /c erea l /b ea ns /  
l ea f/ frui t 6 1 .8 

No i n forma t i o n  . 6  

, 
TOTAL 1 00% 



T ABLE 24 

F O O D  EATEN DAILY I N  T HE HOUSEHOLDS OF T HE COMBINED STUDY POPU LATIONS : 

TYPE F RE QUENCY PE RCENT AGE 

1. es a lo ne 4 4 . 5 

2 .  es 24 7 . 2  

3 .  
b ea ns 6 8  20 . 3  

4 .  
bea ns /mea t  29 . 0  

T O T AL 3 3 5  100% 



FIGURE 7 

TABLE 
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EXPENDITURE: FIRST PRIORTIY IN H:l.lSElllJl3 

8 

M:xlem sewerage 
latrine 

EXCRETA DISPOSAL FOR H:l.lSElllJl3 

KEY :  

1 .  Health care 

2. 
3 .  an::l shel t 
4 .  Education 
5. 
6. Don' t  kn:w 
7 .  No information 
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FIGURE 

GARBAGE DISPOSAL FUR � 

FIGURE 1 0  

WATER ,SOJRCE FOR � 

FIGURE 1 1  
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49 .0% 
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T AB LE 26 

CONSENSUS IN HOUSEHOLDS IN THE 

CAUSE FREQUENCY PERCENT AGE 

1 .  Fai th r e l a ted 3 0 . 9  

2 .  Don ' t  know 0. 3 

3. Mal nu tr i t ion 8 2 . 4 

4 .  Mal nu tr o i ti o n / fa i th 
r el a ted 0 . 3  

5 .  W i t ch cr a ft 1 5  4 . 5 

6.  W i t ch cr a f t / fa i th 
r e l ated 0 . 9 

7 .  Germ 208 62. 1 

8. Germ theor y / fa i th 
r e l ated 8 2. 4 

9. Germ th eor y /  
mal nu tr i t i o n  9 2 . 7  

1 Ger m  th eor y /  
wi t ch cr a f t  2 0 . 6 

1 1 ,  No i n forma t i o n  9 2 . 7  

TOT AL 1 00% 



TABLE 27 

HOW TO KEEP HEALTHY : CONSENSUS IN HOUSEHOLDS I N  THE COMB INED STUDY 

DETERMINANTS OF GOOD HEALTH F R EQUENCY PERCENTAGE 

1 .  Ancestor worshi p 5 1 . 5 

2 .  0 . 3  

3 .  Cleanl i n e ss 1 1  3 . 3  

4 .  Cleanl iness /anc e s t o r  2 0 .6 

5 .  Cleanl purga t i o n  0 . 3  

6 .  Cleanl alcohol / no 18 5 . 4 

7 .  Cleanl i ne s s / n o  a l c ohol / n o  
p u rga t i o n  0 . 3  

8 .  N u t ri t i on 1 3  3 . 9 

9 .  N u t r i  8 2 , 4  

10 . N u t r i t i o n / frequen t ion 0 . 3  

1 1 . Nut r i t i o n / n o  al c oh o l / n o  2 0 . 6 

1 2  N u t ri t i on / n o  al c oh o l / n o  
0 . 3  

1 3 .  Nut r i t i o n / c l eanl i n ess 48 1 4 . 3  

14  . Nut r i t i on / c l eanl iness/  t 
4 1 . 2 

1 5 .  Nu t r i t i o n / c l eanl 
tor wors h i p  1 3  3 . 9 

1 6 . N u t ri t i o n /c l ea n l i ne s s / no a l co ho l /  
n o  smoki ng 169 . 5  



-64 -

DETERMINANTS O F  GOOD HEALTH FREQUENCY PERCENTAGE 

1 7 . Nutri t i on / c l ean l i ness/ 
no al cohol/no smo k i ng/ 
ancestor worsh i p  2 0 . 6 

1 8 .  Nu tri i ness/ 
no al cohol/no smoking /  
frequent purga t i o n  26 7 . 8 

1 9 .  Nutr i t io n / c l eanli ness/ 
no alcoh o l / no smoking/ 

wors h i p  0 . 3  

20 . No i nforma t i o n  8 2 . 4 

TOTAL 1 0 0% 



T ABLE 28 

CONSENSUS IN HOUSEHOLDS IN THE COMBINE D 

PRIORITIES FREQUEN CY PERCENTAGE 

1 .  Soc io-econom ic 0 . 3  

2 .  0 . 3  

3 .  Commu n i c a t i o n / t ra ns po r t /s oc i o-
econom ic 0 . 3  

4 .  E nv i ronm e n t  3 0 . 9  

5. E nv i ronm e n t /soc io-econom i c  0 . 3  

6 .  2 0 . 6  

7 .  E nv i ronm e n t / c ommunicat io n /t rans p o r t /  
v iolence 0 . 3  

8 .  Heal th 1 9  5 . 7  

9 .  H eal t h /soc i o-econom ic 3 0.9 

1 0 .  Heal th /v iol ence/s o c io-econom ic 2 0 . 6  

1 1 .  Heal th / c ommu n i c a t i on 6 1 . 8 

1 2. Heal t h/ commu n i c a t i on /soc io-econom ic 2 0 . 6  

1 3 .  Heal th / env i ronm en t  1 4  4 . 2 

1 4. Heal t h / env i ronem n t /s oc io-econom i c  0.3 

15 . H eal th / e nv i ronm en t /v iolence 0 . 3  

1 6 .  Heal ence/ 
socio-e conom i c  3 0 . 9  

1 7. H eal th/env i ronm en t /c ommuni c a t i on 1 7 9  . 4  
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P RIORIT IES F REQUENCY PER CENTAGE 

1 8 .  Hea l th envi r onment / c ommuni c a t i on /  
soc io-economic 0 . 3  

1 9 . Hea l t h/envi r onme n t /  
c ommu n i ca t i on / v i ol ence 2 0 . 6 

20 . Heal 
c ommun i c a t i on / v i o l en c e /  
socio-e conom i c  7 1  2 1 . 2  

2 1 . No i nforma t i o n  2 1  6 . 3  

TOTAL 1 00% 



T ABLE 

PATTERNS OF UT IL ISAT ION OF HEALTH SERVICES AT NGWELEZANE CL IN I C  

C ATEGORY OF CARE 

1 .  T .B .  cases t rea ted 

2 .  Antenatal c l i ni c  

3 .  Postnatal exam i na t i on 

4 .  C h i l d  heal t h  

5 .  B . C .G .  Vac c i na t i o n  

6 .  Pol t i s  

7 .  D i phtheria P e r tus s i s s  

8 .  Meas l e s  

9 . Minor a i lment s  

1 0 .  Chro n i c  i l l ness 

1 1 .  Veneral d i seases 

1 2 .  

TOT AL 

OCT . NOV . 

3 1 1 

1 1 88 1 00 1  

-

4 1 8 4 3 7  

7 2  68 

1 89 1 99 

2 3 3  222 

4 5  

2 0 1 5  1 70 8  

3 0  

2 38 235 

568 

1 7  489 1 

DEC .  TOT AL PERCENT 

9 0 1 6 . 0  

828 3 0 1 7  20 . 0  

3 35 1 1 90 8 , 0  

2 0 3  1 . 4 

1 4 4  3 . 6  

6 4 3  4 . 3  

2 1  1 26 0 . 8  

1 69 4 1 7  . 3  

0 . 7  

7 4 0  5 . 0  

4 0 9  9 , 7  

1 4 9 4 1 1 00% 



NUMBER : 
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ANNEXURE !lA n 

ARE A : NGWELEZA NE SITE NO . :  

RESPONDE NT 

NAME 

AGE 

RURAL CLUSTER NO . :  

MARIT AL ST ATU S 

OCCU P ATIONS 

E DU CATION 

ADDRE SS 
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1 .  HOUSEHOLD DEMOGRAPHY 

1 .  

OBJECTIVE 1 ( i ) 

SEX AGE 

-I -I n il  '--' _ !....--..J 

2 .  -: -, D LJ  

3 .  l 1 0 1 I 

4 .  n D D  

5 .  _\ _I LJ O  

6 . U LJ I  I 

7 .  

8 . 

9 .  

-, -, � ; i 

Ij -1 1 '-' 
- �  

1 0 .  � 0 1  I 

ADDITIONAL NOTES 

MARI TAL EDUCATION EMPLOYMENT OCCUPAT I ON 

STATUS 

D 

I I 

n 

[J 

LJ 

-

_' _I 

O D  u 

LJ LJ  [J 

i 1 1  i LJ 

I I D I 1  

11 1-, I' 
-' '----' 

n u 

I 1 1  I 

I 1 1  I 

I 1 

-I -I 

'\ 1 1 1 n 

,: 

n 

I I 

I ! 

I I 

-' -' 

-, -, 

I I 



OBJECTIVE 1 ( i i  ) 

2 .  MORBIDITY AND MORTALI TY : 

I LLNESS OR DEATH I N  MEMBERS OF THIS HOUSEHOLD I N  THE P AST 

TYPE OF CARE USED 

SEX AGE 

1 .  

2. 

3 .  -I -, 

_I 

4. 

5 .  

OUTCOME : 

RECOVERY 

1 • 

2. 

3 .  

4 .  

5 .  

CLINIC G . P .  OLD I NYANGA UMTHANDAZI ISANGOMA 

I-I 
-

-, -, i , 

1 I 
I 

I 1 

DEATH D I AGNOSIS 

-
I 

-I 

�, �, , , -' -

�I -, 

-I -I 

;----; 
I 1 



1-

4 .  Und er no rma l c i rcumstanc es who do you go t o  firs t for hea l th 

care? 

C l i ni c  

t a l  

Umthandazi ( Fa i t h  Heal er ) 

I sa ngoma 

O t h er 

D / K  

5 .  Which i n  your i s  t h e  mos t  effec t i v e  

eac h  o f  t hese i l l ness es ?  

F i t s  C li nic 

OP D  

Umtha ndazi 

I sa ngoma 

Other 

, , 
, 

-, -, 

--, 
, 

o f  c a r e  for 

1 __ ' 

1--' 
--

I --

-, -, 
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Oia rhoea C l i n i c  

GP/Hos p i tal OPO 

I nyanga 

Umthandazi 

I sangoma 

Other 

O / K  

Cough C l i n i c  

G P / H o s p i t a l  OPO 

Inyanga 

Umthandazi 

I sangoma 

Other 

O/K 

I�-' 
, 

I-I 

j--' 

1--' 

1
--

1 
I , 

'-I 

� 

,--, 

,--, 

, 

� 

,-----: 

-I -



Broken bones C l i n i c  

G/P Hos p i ta l  OPD 
,--

I nyanga 

Umthandazi 
--, 

I 

Othe r 
'--I 
!_-' 

D/K 
,.-----, 

6 .  F rom whi c h  o f  the fol l ow ing d o  you rece i v e  advice on hea l th 

mat te r s ?  

Rad i o  

P ersonnel a t  c l in i c /GP 

R e l a t ives / Commun i ty 

Other 

D / K  



7 .  Fam i l y  �����r�e�l�a�t�e�d_a_c_t l_' V_l_' � 

Have you ever rece i ved any of  the 

Post natal  e xam i n a t ion and 

smear e xam i na ti on 

I n t ra u te r i n e  device i ns e r t i on 

provera i n j e c t ion 

Cont rac e p t i v e  p i l l s  

planning adv i c e : YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

-, -

' , 
I 

' , 

--

' , 
, 
--

I I 

,
--

, 

8 .  BIRTHS TO MEMBERS OF THE HOUSEHOLD IN  THE PAST SIX MONTHS 

1 .  

2 .  

3 .  

4 .  

5 .  

AGE OF 
MOTHER 

MAR ITAL 
STATUS ANC 

_' _I 

1--' 

-' -' 

ADD I TIONAL NOTES : 

BI RTH 
PLACE 

! I 

-I 

-I -I 

TYPE OF 
DELI VERY 



9 .  

AGE 

1 .  0-4 months 

2 .  5 months 

3 .  7 months 

4 .  9 months 

5 . 1 year 

6 .  2 

AGE 

1 .  0 -4 months 

2. 5 months 

3 .  7 months 

4 .  9 months 

5 .  1 year 

6 .  2 years 

ADDITION AL 

AND NUTRITION AS WELL AS RELATED M O RBID ITY AND 

BCG POL I O  DWT 
I I 

j-1 

P O R R I D GE 
AND 

M IL K  

-

NOTES 

P OL I O  
I I  

' . 

'-, -, 

� 

O THER 
F O O DS 

DWT BOOS TE R  
I I  

-, 1-' 

,..---, 
, 

ILLNESSES 

,-I I-I 

BREAST BOTTLE 

-, -I 

DE ATHS 

-I 



1 0 .  SOCIAL CIRCUMSTANCES 

Communi group to which household 

Savi ngs 

group 

Buri a l  group 

Other 

D/K 

Number o f  t o  household income : 

F i ve 

Four 

Three 

Two 

One 

None 

D/K 

Own e r sh i p : 

House 

R a d i o  

T e l e v i s i o n  

Car 

Other 

D/K 
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Food produced by ho usehold : 

Mil k 

Cereal 

Be ans 

Leaf 

Fruit 

Other ( spec ify ) 

D/ K 

Food e aten in the househol d :  

Stapl es al one 

Stapl es with vegetables 

Staples with beans 

Stapl es with meat 

Other ( spec if y )  

D/ K 

Expe nditure priorities : 

Heal th c are 

Food 

Cl othing and she l ter 

Educ ation 

Transpo rt 

Other ( specify )  

DAILY 

n 
-, -I 

� 
! \ 

I \ 

U 

F I RST 

'l 

I' 

I 

' ! , 

--
; , 
--

WEEKLY 

n "----

-1 -1 

n 

-1 -1 

-, -, 
I 

' i 

SECOND 

C 
-' -I 
--I 

' , 

. , 

--
I 

-1 -: 
-, -, 

-I 

-, -, 

� 
I 

-, -, 

MONTHLY 

� 
-' -I 

THI RD 

I 

I 

. , 

I 
-

I 
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1 1 .  ENV IRONMENTAL CIRCUMSTANCES 

Type 

Number of rooms 

ADDITIONAL NOTES 

1 2 .  SANITATION : 

Exc reta 

Modern s ewerage 

P i t  l a t r i ne 

V e l d  

O ther 

D/K 

Mud Tha tch Roof Brick Iron Roof 



Wast e di 

colle ction 

Hol e  

Oth er 

D/K 

spa c e  

1 3 .  WATER S O U RCE 

water ( chlorinat ed ) 

Bore holes 

Prot ect ed 

River 

Other 

D /K 

spring 

1 4 .  WATER S T O RAGE IN T HE HOUSE 

I ndoor wat er pe 

v essel 

Other 

D /K 

1-



1 5 .  COOK I NG APPAR ATUS 

-80-

E l ec tr ic i ty-pla te or s tove 

Gas s tove 

s tove 

Coa l /wood s tove 

Open fir e  

D/K 

16 . CONSENSUS OF OP INION I N  HOUSEHOLD ON THE F OLLOWING : 

Impor ta n t  causes o f  d is eas e : 

Germ t heory 

Wi tchcra f t  

Under nu tr i t i o n  or t i on 

Fa i th related 

O th er 

D /K 

How to hea l th y : 

Nutr i tion 

C l ea n l iness 

No a lc oh o l  no 

Trad i t i onal prac t ic es e . g .  
a nc es t or 

O th er 

D/K 

,--, 

1--' 

, , 
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Hea l th servic es : 

Access i b l e  ( 5  km )  on foot 

Inaccess i b l e  ( 10 km) on f oo t  

Effec t ive 

Need 

19 . CONSENSUS ON C O MMUN I TY P R I O R I T IES 

Mos t important needs of th e commu n i ty : 

H eal th rel a t ed 

E nv i ro nmen ta l  

C ommu n i c a t i o n  a nd t ra nsp o r t  

V iolence a nd 

Soc i o-economic 

O th e r  fy) 

D /K 

H ow commu n i ty can m e e t  i ts needs : 

Self h elp 

Goverment i ntervent ion 

Char i ty 

O th e r  

D/K 

'-I 

,--, 

,--, 
, 

, , 
_: _, 

-...... 
I 

,--, 
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To whom are c ommuni t y  needs 

I nduna 

Chi e f  
-' -I 

Magi strate 

Heal th Offi c e r  
-' -I 
__ I 

tural Officer 

Other 

D/K 



20 . MORBIDI TY MORTALITY AND TREATMENT IN  UNDER F IVES 

20. 1 Are there any under 5 years o l d  

househol d  now? 

If yes , how many c h i l dren? 
....---, 
I I 

i n  thi s  

YES 

NO 

20 . 2  D i d  an  e p i sode of  d iarrhoea start  i n  any of  these chi l d ren 

20 . 3  

i n  the pas t  two weeks? 
YES 

NO 

If y e s , how many c h i ldren? 

I f  the answer t o  2 i s  NO , g o  t o  4 .  

answer t o  quest i on 2 i s  YES a s k  ques t ion 3. 

For each c h i l d  who had d i arrhoea a n swer the fol 

As treatment ,  d i d  the chil d  

Home remed i e s  e . g .  
coca-co l a  
t ea 
s tarchwa t e r  
o t h e r  

sal t  and s ugar 
sol u t i o n  

Oral 
s o l u t i on 

In travenous therapy 

receive : 

CASE CASE 2 

I: 

-, -

I 
--

CASE 

� 

--, 

I ' 
, --

, 

3 

I f  
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20 . 5  Have any c h i ldren l es s  t han 5 years o l d  d i e d  i n  thi s 

househo l d  i n  the 
YES 

NO , 

I f  yes , h ow many 

2 0 . 6  Have any babi e s  been born to women in the househo l d  in the 

2 0 . 7  For 

the 

YES 1--1 
---' 

NO -I -I 

I f  yes , how many 

Make sure these b i rths are i n c luded i n  e i th e r  1 or 4 above . 

I f  answer to ion 4 i s  yes ,  ask quest ions 6, 7 and 8 .  

each death that oc cured 

c h i l d  have 

DEATH 1 

D ia r rhoea 

Fever 

--, 
--

Tetanus -1 -1 

Rash -, -, 

the week before death d id 

DEATH 2 

, 

'--, 

"........-, 

DEATH 3 

'
--I 

-, -. 
, , 

--
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' s  opinion of  cause of  dea t h  fy ) 

Add i ti onal  informa t i on as  t o  cause o f  death : 



3 

- 86 -

ANNE XURE 1 18"  

LEADE R ' S  QUESTI ONN A I RE 

LE ADE RSHIP CAPAC ITY 

NAME 

AGE 

MAR ITAL STATUS 

OCCUPAT I ON 

EMPLOYMENT 

E D UC AT I ON 

ADD RESS 

1 .  Wha t ar e 

commun i  

the mos t  impor tan t pro b l ems faced by this 

.. '" '" . '" .. .. . .  ., '" .. .. ..  " .. .. ..  ," 
.

.. .. .. .. ..  '" .. '" .. '" '" '" '" .. '" ., .. ..  " '" .. '" .. .. .. ..  '" .. ..  '" ,. .. ..  '" '" .. .. ..  .. 
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2. Wha t spec i fi c  heal th problems have been brought to your 

a ttent ion the 

3 .  Wha t measures a r e  

probl ems? 

taken or wi l l  b e  taken to mee t  the 

4. Wha t is your po l ic y  on p r imary heal t h  care? 

5 .  Do you l ia i s e  o r  have a n y  contact w i th hea l t h  

t h e  a rea? - Hea l th 

C l i n i c  S i s t e rs 

- Hos p i tal Superintendent 

i n  
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6. Wha t measures do you enforce to control dangerous d iseases 

i n  the communi 

7 .  Are there any measures to  c ontrol the 

8 . 

( a l  Poll ut i on and contaminat i on o f  water source : 

( b l  Excreta d 

( c l  L i t te r ing i n  the streets and h omes : 

Wha t sel f hel p s chemes are p romot ed i n  the 
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