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ABSTRACT

Background: There is a high advocacy for community-baseccation (CBE) as a tool to implement
primary health care (PHC) philosophy. CBE affordadents the opportunity to learn through
providing services to under-resourced communiaéeying them to engage in PHC linked activities.
Various educational institutions implemented CBEhwhe purpose to align the educational approach
to PHC. This study aimed to explore how PHC phiptdgois promoted through the CBE Nursing

programme.

Methodology: This study used a quantitative approach, a n@emxental survey and non-
probability convenience sampling technique in KwiaiZNatal. Kolb’s experiential learning cycle
framework informed the study. The self-report gioestaire was used to collect data from sample size
of 118 participants excluding 6 who participatedha pilot study. The response rate was 73.3% with
n=91. Ethical clearance was obtained from Univereit KwaZulu-Natal Ethics Review Board and
ethics principles were observed during the studitalvere analysed using the Statistical Package for

Social Sciences (SPSS), Version 19

Results: It was revealed that 80.2% of the participantsenfmale and 19.8% were male. The
participants reported exposure to community-baseaining from first to fourth year in the
programme.. About overall 69.9% of participantgoived community members in their learning
activities. The findings indicated that 98.9% hadipve perceptions about CBE and overall 79.5% of
participants strongly perceived CBE as a tool firamotes PHC philosophy which increase as they

progress up to third year while decrease in thettiogear.

The factors mostly promoted implementation of Bi¢C philosophy included support by community
members, support from lecturers and intensive padjoa for community-based learning while
accessibility of community site emerged as sligimbgative factor. The most focus of community

based learning projects which promoted PHC philbgajanged from prevention of illness, injuries



and social problems; health promotion and engagommunities in CBL activities to promote their

self-reliance and self-determination.

Conclusiont The findings of the study revealed that the ipgrénts strongly perceived CBE as tool
that promotes PHC philosophy and the communitydbalearning experiences promoted PHC

philosophy.

It was recommended that the curriculum be revieteedclude CBL in the fourth year and informal

settlements be used as learning environments.

Key words: Nursing Education, Community-Based Education, BrimHealth Care Philosophy,

Community-Service learning
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CHAPTER ONE
INTRODUCTION

1.1. Introduction and background

The World Health Organisation, the American Collefié&ursing, the International Nursing
Council and the 1997 White Paper on Transformatibthe Health System in South Africa
recommend that the training of health professionalst be responsive to the needs of the
population (WHO, 2011; WHO, 2011; Internationalu@oil of Nurses, 2009; International
Council of Nurses, 2009; American Association ofl&es of Nursing, 2005; McIntosh and
McCormack, 2000; Department of Health, 1997; WHO87, WHO and UNICEF, 1978).
That training, should be based in the communityang of the variety of community health
settings, where students will work towards achigudetter health for all, as advocated in the
1978 WHO declaration from the International Confiee2 on Primary Health Care, held at
Alma Ata, USSR, Russia (WHO, 2011; WHO, 2011; In&tional Council of Nurses, 2009;
International Council of Nurses, 2009; American éa@ation of Colleges of Nursing, 2005;
Mcintosh and McCormack, 2000; Department of Healt®97; WHO, 1987; WHO and

UNICEF, 1978)

These organisations stipulate that the curriculnfimhealth personnel must include and
should focus on primary health care principles aherefore, emphasises should be on
community and outcome based education. The termnuority-based education is also
known as community-based service-learning, send@agiing, community-based learning
and community-learning, which are all used intengeably (Elwell and Bean, 2011).
According to Reising, Shea, Allen, Laux, Hensel anatts (2008), community-based

education is a powerful option of teaching nurse# aot only teaches nurses the skills they



need to provide care, but also teaches them tonbeagents of change while providing
service care to a vulnerable population. The ngrstndents become agents of social change,
therefore challenging social injustice. Bentley dallison (2005) found that out of 20
students engaged in community service learning908o) became aware of the needs of the

disadvantaged and underserved community who thegdeluring their learning activities.

Community-based education has been adopted by Higgalth Education Institutions as an
alternative way of teaching because the traditiomay of teaching was accused of not
equipping the students with sufficient skills nesede address the social, economic and
political factors affecting health and was not msgpve to the needs of the population,
especially in rural and under-resourced settingssii&li, 2009; WHO, 1993; WHO, 1987).
The traditional teaching method trained studentsdphisticated and technological ways,
which was different from the way they were required work and was, therefore, an
inappropriate instructional method to train respam$ealth professionals to the needs of the
community (Mtshali, 2009; WHO, 1993). Communitysbd education has its roots in
Dewey's progressive educational philosophy and Isolbxperiential learning theory

(Kielsmeier, 2011; Felten, Gilchrist and Darby, D0

Theodore Brameld and George Counts, cited in C@¢h889) and Noddings (1995), stated
that the purpose of education is to change soaietyder to overcome oppression. Hence, a
responsive education system must be relevant teettiigoroblems of the social context, such
as hunger, disease, inequality and other populaig&ds (Bazile and Nauman, 2004; Cohen,
1999; Noddings, 1995). Freire (1921), in his pedgguaf the oppressed, stated that education
must be transformative, rather than maintaining stedus quo of inequality in society, by
raising the consciousness of the students throegteaparticipation in solving the social

problems in partnership with the community membErsire argued that education must be



relevant to the reality of the society and work aogls the change of social inequality (Freire,
1921). Nokes et al., (2005), view community-baservise learning as an instrument that

may be used to promote social awareness as it tredpgudents develop civic engagement.

For John Dewey, education and a democratic soemstyintimately linked (Neill, 2005).
Dewey, as cited in Neill (2005), stated that anearshould be placed in the community to
learn from everyday life, experience the real fifeblems of that community and be allowed
to practice by solving those problems, insistihgttthe learner learns best through direct
personal experience (Walters, 2005; Neill, 200®8wBy argued that the education should be
linked to, and integrated into, the society whedne students participate in meaningful
projects, learning by doing and solving problemsiety is encountering, while they develop
unselfishness, helpfulness, critical intelligenicglividual initiative and creativity in dealing
with social inequity and becoming responsible mammloé society (Ornestein, Levine, Gutek

and Vocke, 2010; Walters, 2005; Neill, 2005).

Community-based education (CBE) is underpinned pyiraary health care (PHC) approach
which, according to WHO (1978); Mtshali (2005) andrkins, Sen Gupta, Evans, Murray
and Preston (2011), is used as a tool to open sdoeBealth care. According to Daniels
(2008), access to health care is a human rightjrb&buth Africa, access to health care is
also a constitutional right (Republic of South &&j 1996). Community-based education
prepares nurses to work in a primary health catingeand focuses on health promotion,
illness prevention, health maintenance and healkoration. It is therefore relevant to the
population needs and aligned to the primary heedtle system (WHO, 1987). Although
primary health care was adopted as a means to peomcoess to health care for those from
rural, poor and marginalised areas (Larkins et28l11), several studies have revealed that

the majority of people, especially disadvantageoppes in many countries, including South



Africa, do not have access to health care due tiowsreasons, such as irrelevant training
and the misdistribution of health professionalsigRend Cakwe, 2011; Larkins et al., 2011;
Nteta, Mokgatle-Nthabu and Oguntibeju, 2010; Rawdfeseneer and Starfield, 2008).
Moreover , the studies revealed that the trainirighealth professionals within the

communities and the recruitment of the rural-origindents have a positive influence on
graduates to choose a rural practice career arkliw@rimary health facilities (Williamson,

Wilson, Mckechnie and Ross, 2012; Larkins et @12 Henry, Edwards and Crotty, 2009;

Dalton, Routley and Peek, 2008; Orpin and Gahzi@d5; Curran and Rourke, 2004).

In addressing the social issues of inequity in the@lare service access, it has been
recommended that higher education institutionsaft® Africa introduce community-based
education into their programmes in order to enhdheaelevance of education in responding
to the needs of the population and educating tmenmanity, as stipulated in the Education
White Paper of 1997, which emphasised the socspamsibility and transformation of
higher education through community service learfiMistry of Education, 2001). This is
in line with the recommendation of the 1997 Deparimof Health White Paper on
transformation of health education in South Africghich stipulated community-based
education as a key curriculum approach to trairithhgaofessionals who are responsive to

the health needs of the population (Departmekhtazith, 1997).

In response, the South African Nursing Council,régulating body of nursing education and
training in South Africa, called on the higher edlicn nursing institutions to align their
curriculum to the philosophy of primary health careaccordance with the framework of the
1997 White Paper of the Department of Health (ScAftican Nursing Council, 1999 in
Mtshali,2003). It is understood that these recontagans respond to those of international

organisations such as the World Health Organisatiah the American College of Nursing



that recommend the community-based education apipraighealth profession education and
training to ensure the relevance and quality ofining and competence of health
professionals who are able to solve the healthlpnob of the society and promote health by
a collaborative approach (WHO, 2011; WHO, 2011; Aoan Association of Colleges of

Nursing, 2005).

In response to the call of national and internaioorganisations, a number of higher
education nursing institutions in South Africa (¢alSisulu University in the Eastern Cape,
Universities of Western Cape, KwaZulu-Natal, Witeratand, Limpopo, Cape Town,
Stellenbosch, Free State and Pretoria) lzaagpted the community-based education approach
to serve the needs of the population and promotgtyeqn health care services (Mpofu,
Daniels, Adonis, Daniels and Mashingaidze, nd;dp@008). The studies by Mtshali (2009;
2003);revealed that students became involved mnaber of activities in community settings
which support the primary health care philosophglarpinning community-based education.
These include involvement in GOBIFFFF strategieso(@h monitoring, oral rehydration,
breastfeeding, immunisation, family planning, fiesd at home, food supplementation to

prevent malnutrition and female literacy as womempewerment).

The learning experiences of the students in comiyrlnaised learning are congruent with the
activities of selective primary health care whick based on GOBIFFFF strategies aimed to
promote and improve the health of population, egfigcin disadvantaged groups. It is

understood that the community-based education appreesponds to the primary health care
principles. The overall objectives of communitysed education in the health profession,
and nursing education in particular, are to prodacgifficient number of highly qualified

health professionals who can serve the communityna@et the health needs of the nation at

community level and produce community-oriented theglofessionals who are able and



willing to serve their communities and deal effeely with the health problems at primary,
secondary and tertiary levels (Frank, Adams, EdelstSpeakman and Shelton, 2005;
Omotara, Padonu and Yahya, 2004). Although commased education has been
implemented by various higher health educationitirigins in South Africa for the purpose
of orienting the educational approach to the hesydtem (Mpofu et al., nd), little is known

whether this approach is promoting primary headtte @hilosophy.

1.2. Problem statement

At the International Conference on Primary HealdreCheld at Alma Ata, Russia, former
USSR, in 1978, the World Health Organisation pradachievement of better health for all
by 2000 (WHO and UNICEF, 1978). The primary heaklihe model was adopted as means to
achieve this global goal by many countries, inalgdSouth Africa, but this goal was not
achieved due to the irrelevance of the health pedd@ education and training and
misdistribution of health care providers (Reid abakwe, 2011; Reid, 2011; Nteta et al.,

2010; Rawaf et al., 2008).

To address this problem, various institutions rec@mded implementation of community-
based education curricula as a means of promotingapy health care principles concerned
with equity and social justice principles (WHO, 2Q1International Council of Nurses, 2009;
International Council of Nurses, 2009; American éa@ation of Colleges of Nursing, 2005;
Ministry of Education, 2001; Department of Healll®97; WHO, 1987) in the belief that
community-based education and primary health daoelld be at the core of the curriculum
of the health profession education in South Af{Gambi and Muller, 1996). In response to
this call, higher education institutions, and nogsieducation institutions in particular,

introduced community-based education to ensurettieahurses are well prepared to work in



the community. There is overwhelming endorsementctonmunity-based education as a
tool for implementing primary health care (Mtsh&g09; Mcintosh and McCormack, 2000;
Department of Health, 1997). According to Mcintoshd McCormack (2000), however,
changes that have occurred in education, practice rasearch have not been organized
around the principles of primary health care and tlelay has had an impact on achieving
health for all citizens of the world. The study bishali (2009) reflected that although a
number of PHC related activities had been undentaixg students in community-based
nursing education programmes in South Africa, itsweted that these activities were
college-based and not university-based schoolsudimg. This skewed picture could not be
explored further as it was not the purpose of statly. This study therefore intends to
explore this matter deeper by investing whether PHisophy is being promoted in a CBE

programme in a university-based School of Nursing.

1.3. Purpose of the study

The purpose of this study was to explore whethanagmy health care philosophy is being
promoted in a community-based education programmae iselected nursing education

institution in KwaZulu-Natal to inform the basicnsing curriculum review process.
1.4. Objectives of the study

The objectives of this study are to:

a) Describe community-based learning activities thabnmte primary health care
philosophy
b) Identify factors affecting promotion of primarydith care philosophy in community-

based learning activities



C) Describe the perceptions of students about commbiaged education as tool that

promotes primary health care

1.5. Research gquestions
a) Which community-based learning activities in a CBgramme promote primary

health care philosophy?

b) What are the factors that facilitate promotion bfPphilosophy in community-based

learning activities?

c) What are the factors that hinder promotion of PHflggophy in community-based

learning activities?

d) How do students view community-based education @sohthat promotes PHC

philosophy?

1.6. Significance of the study

Grady (2006) and Polit and Beck (2008) argue thatuitimate goal of nursing research is to
change the practice and improve the well-being thedhealth of people in the community.
This current study aimed to explore whether primbhgalth care philosophy is being
promoted in a community-based nursing educatiorgnarame at a selected School of
Nursing in KwaZulu-Natal from the students’ pergpex This is significant to nursing

practice, nursing education, the community andhéortursing profession as a whole.

Nursing practice: The findings of this study may have an impact orsimg practice as it
may be used as evidence in daily nursing activif@s health promotion and iliness

prevention focusing on primary health care prirespl This may result in a relevant



curriculum in which nurses are trained in primaealh care philosophy, which may have an

impact on nursing practice focusing on health priommoand illness prevention

Nursing education: The findings of this study may help nurse educatorderstand how

their teaching strategies promote health care efpbpulation and their relevance to the
needs of the community, especially to underservedsaso, when reviewing the curriculum,
they may develop and implement teaching stratethes enhance the responsibility of

students in solving the health problems in the camity in which they live.

Community: The community may benefit from the findings of ttlstudy because all
stakeholders working in the field of education dealth may develop good partnerships in
order to educate the community in promoting heéithall. The students may find the
relevance of their training as they embrace a iegcipproach that is linked to the needs of

the population and take part in solving the prolderhthe community.

Nursing profession: The current study may generate a new body of kniiydan nursing
and therefore contribute to the development ofrthesing profession in general. Improved
health services might be rendered to the commugndliee to relevant training and education

of nurses who are socially responsible, thus prorgdietter health for all.

1.7. Operational definitions

1.7.1. Community- Based Education (CBE)

CBE is an educational approach that is used to ¢imkamunity service to the students’
learning (Mtshali, 2009; Salmon and Keneni, 2004)e students are put in the community
and given the opportunity to apply their theordticaowledge in assessing, planning and
participate in solving the health problems in tbenaunity, while they achieve their learning

objectives (Mtshali, 2009; Salmon and Keneni, 20043cording to the WHO (1987),
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community-based education is a method of educatian is relevant to the needs of the
community and is a way of implementing a commupitegnted educational programme
where the students use the community as a leaemwvigonment. This organisation states that
the community learning activities are carried outevever people live and work and
wherever they can be organized, and involve not stiildents, but also teachers, community

members and other multidisciplinary and multiseité@ams.

1.7.2. Community Based Service Learning (CBSL)

Community-based service learning tlee teaching and learning approach where students
provide organized service activities that meet tieeds of the community as they learn
(Vogt, Chavez and Schaffner, 2011; Lazarus, Eramdesdricks, Nduna and Slamat, 2008).
This educational approach is based on experielg@ahing, where the students reflect on
their service activities during community- basedrieng and thus develop a broad
understanding of the content course and appretligteelevance of the discipline as they
enhance social responsibility (Vogt et al., 201azarus et al., 2008). In community-service
learning, the students provide services to the conityn while they satisfy their learning

needs.

1.7.3. Primary Health Care (PHC)

PHC is essential health care based on practicantgecally sound and socially acceptable
methods and technology, which is accessible tanalhe community through their full
participation at affordable cost and geared towasdl-reliance and self-determination
(WHO and UNICEF, 1978). PHC aims to eradicate ddpjastice in health care delivery
and involvement of community participation by usingalth technology that is accessible,

acceptable, affordable and appropriate to indiM&laad the community as a whole.
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1.7.4. Primary health care philosophy

Primary health care philosophy refers to the halishderstanding of health as wellbeing,
rather than the absence of disease. Central tghthiigsophy is a holistic understanding of
health, recognition of multiple determinants of Iheacommunity control over health
services, health promotion and disease prevengquojty on health care, research-based
methods and accessible, acceptable and affordedi@alogy (Australian Capital Territory,

2010).

1.7.5. Student

In this study, a student refers to a person whsiugying at a nursing education institution
and is registered as a nurse student in a prograleadgeng to a bachelor qualification in

nursing and who are registered [, 8¢ and 4" year.

1.7.6. Community

A community refers to people living together in soform of geographical organization and
social cohesion, sharing common values, beliedsms and culture and being aware of
belonging in such group identity, sharing the owmn needs, interests and commitment
towards same goal of meeting their needs (WHO, 1987his study, a community reflects a
geographical area where it includes various legregttings and agencies (hospitals, schools,

prisons, child care centres, clinics, families, lespetc).
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1.7.7. Theoretical Framework

The conceptual framework of this study is adoptenfthe Kolb’s Experiential Learning
Model (Mtshali, 2005).According to Kolb, (1984), learning ispfocess whereby the
knowledge is created through transformation of expee”. Dewey states that learners learn
best through active involvement in real life sitoas (Walters, 2005), and that learning
through self-reflection and personal involvementaal life experience contributes to new
understanding (Henry, 1993; Weil and McGill, 1998polb explained the experiential

learning process as a cycle of four stages, théeaghing may begin at any stage.

Immediate or concrete experience is the basis eémiations and reflection, from which
reflection is assimilated into abstract concepsadion through thinking, thus creating new
implication for action to be actively tested intctime experimentation and producing new
experiences (Kolb, Boyatzis and Mainemelis, 2000jbK 1984). In a community-based
nursing education programme, the nurse studentexpesed to these phases of Kolb’'s
experiential learning cycle through various leagnaativities. This framework (See Figure 1)

is used in this study to explore how PHC philosojghgromoted in a CBE programme.

1. Concrete experiencaefers to in hand experiences (feelings). In thiase, the students
use all their senses while being actively involvedeal activities (Kolb et al., 2000;
Kolb, 1984). In this study, the students use alrtkenses (hearing, taste, smelling, touch,
and sight) while they are involved in real life exignces, such as entering the
community, conducting epidemiological studies, fignstudies, community surveys and
various other activities. They also interact witambers of the community while they are
carrying out their learning activities and expecemeal community health problems and

the cultural, socio economic and political factaffecting the health of the population.
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Immersion in real situations in the community forthe basis of reflecting on what is

happening in the community, which is the secondsgha

Concrete experience (feelings about
things)

Students subjected to real life
experiences in the community settings
(observation of PHC principles. e.g:
Community involvement, community
partnership, community survey,
epidemiological studies etc.)

Active experimentation

Implement and evaluate the
health activities that promote
PHC e.g .GOBIFFFF strategy

Reflective observation

Post community placemen
reflection on experiences an
PHCrelated issues

o

Figure 1: An adapted version of Kolb's ExperientialLearning Model

Abstract conceptualisation

Analysis of community based health
problems & issues and PHC theory concept
analysis, identifying context driven

solutions

2. Reflective observation Meaningful learning takes place through refleetprocesses

(Abdulwahed and Nagy, 2009; Fowler, 2008). Learnsthe product of reflection upon

the experience and this reflection depends on rniatefactors, such as the student’s

behaviour or activity and external factors that td student to reflect and think about

his/her activity (Fowler, 2008).

Dewey states tatbt, perplexity and confusion are
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created in the mind of a learner when he encouatsituation that he doesn’t understand,
and he therefore tries to make meaning of it fatelbeunderstanding (Rodgers, 2002;
Bringle and Hatcher, 1999). In this study, the stud observe, analyse and think about
what they experienced when providing services &dbmmunity by conducting family

and community assessment and epidemiological studie

During debriefing, the teacher, supervisor or meptovides assistance and guidance and
helps the students to reflect on their learningeelgmce by asking questions that
stimulate thinking and motivate information seekifidhe interaction of the students
themselves regarding the experience, enhance fleetinee process. Through the process
of reflection, they make conclusions on communigtus with regard to health, and the
health problems of the community are identifiedey{heflect on PHC issues, discover
gaps in their knowledge and identify their learnivegeds, which form the basis of abstract
conceptualisation in the third stage. Thereaftéeyt decide to search for more

information to provide the best possible service

. Abstract conceptualisation This phase is related to constructing theories applying

a logical hypothesis, but this is still in the miadd not yet in action (Lalonde, 2010) as
the learner’'s symbolic representation and system@énning of actions is targeted to
solve certain issues (Kolb et al., 2000). This phesmainly done in class and other
learning environments where the students explarehbories and learn their application
to specific contexts, in order to get a deep uridading of the concepts. In this study,
the learners build theories and concepts in themdsmon how to solve the health
problems identified in community and plan the atgg that need to be implemented to
solve those problems. They look for various sthiaeghat may be used to solve the

problems, such as community involvement and othetos representation. The students
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search for information about health promotion direess prevention activities aimed to
solve the problems they find in the community, vihare mainly based on GOBIFFFF

strategies and other health interventions reflgd@riC philosophy.

4. Active experimentation: This is the time for the learner to implement ttigories in
order to test them and solve the problems (Kolbl.t2000). The success of this phase
depends on the degree of student involvement, aetay of the experience and other
factors (Fowler, 2008).The learner implements thealth promotion and illness
prevention activities planned in the abstract cpteaisation phase to solve the
identified health problems. This phase requiredsskinowledge and competence to carry
out such activities. The students mainly implen@0BIFFFF strategies and other health
interventions reflecting PHC philosophy, which &ased on community-based learning

experiences and primary health care strategies.

1.8. Conclusion

Community-based education is used in various hedistiplines, including nursing
education, to ensure adequate and relevant nuteimgng and education and to produce
nurses who are able and willing to solve the comityurealth problems, especially in rural,
poor and underserved areas, as they achieve #wminihg objectives. Community-based
education was adopted in response to recommendatiothe WHO and the South African
government in the promotion of primary health cdiee literature showed that community-
based education is very important in health proomotand illness prevention, where the
students provide the different health servicesndes-resourced and underprivileged areas
while they are learning and thus become competanses who are responsive to the needs of

the population.
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CHAPTER TWO
LITERATURE REVIEW

2.1. Introduction

Chapter two presents the literature review relatedthe community-based education
approach in promoting primary health care. Theawvcovers an overview of community-
based education, community service learning ass/iénd perceptions of students regarding
community-based education. It also covers factdfscng community-based education,
problem-based learning as teaching strategies,varview of primary health care and the
Millennium Development Goals in South Africa. Infoeation was obtained from the website,
“Google”, books from the library and various datsds from electronic resources, such as
ERIC, Education full Text, CINAHL, Health Source-®@umer Edition, Health source:
Nursing/Academic Edition, MEDLINE, and PubMed. Tkey words that were used are:
community-based education, community-based leayningmmunity service-learning,
community-based service-learning, service-learnisgrvice-learning activities, primary

health care and Millennium Development Goals intB@&frica.

2.2. Overview of community-based education (CBE)

The term community-based education is also knowooasmunity based service-learning,
service-learning, community based-learning, commytiearning, and these terms are used
interchangeably (Elwell and Bean, 2011). Commubd#ged education (CBE) tilse teaching

and learning approach where the students providetated learning service activities that
respond to community needs (Vogt et al., 2011; tazaet al., 2008). This educational
approach is based on experiential learning whezesthdents are actively immersed in real

situations, reflect on their service activities idgr community service-learning and thus
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develop a deep understanding of the content coutsiée at the same time appreciating the
relevance of the discipline as they enhance soesgonsibility (Vogt et al., 2011; Taggart
and Crisp, 2011; Lazarus et al., 2008). Communéyelol nursing education is seen as a
means of achieving educational relevance to thenoamty health needs and a way of
implementing a community-oriented educational paogme (Mtshali, 2005; WHO, 1987).
The community is extensively used as the learningrenment in which the students,
teachers, community members, and other sectorsepiaives operating in community are
actively engaged throughout the educational expeeie(Mtshali, 2005; Fichardt and du

Rand, 2000).

According to Vasuthevan and Viljoen (2003); Mitsh@005), in community-based
education, 50% or more of all learning activity grammes are conducted in a community
and students are constantly exposed to commuratyiteg experiences to familiarise them
with primary health care philosophy. This learnexperience is provided wherever people
live and work, such as urban, suburban, rural,rméd settlement or industries, and at all
levels of the healthcare system of the countryhsas community, district and general
hospitals, primary health care facilities and ewertertiary hospitals (WHO, 1987). The
approach provides comprehensive learning expergsefomeising on health promotion, iliness
prevention, and treatment and rehabilitation, whéchnked with the re-orientation of health
care systems towards primary health care systemthéoattainment of the global goal of
better health for all by 2000 (Fichardt and du R&aD0; WHO, 1987; WHO and UNICEF,
1978). It is a pedagogical approach that puts tirdests in a rich learning context, bringing
together theory and practice, for the attainmentstfdents’ learning outcomes, thus

contributing to the good of the community (Reiseial., 2008).
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It is obvious that learning experiences that taleegin all levels of the health care system
make the students more knowledgeable of the steuaitithe health care system and its
function relationships and makes them develop #eessary skills and competences needed
in every level to provide adequate health servtoethe population, with a holistic view of
the individual and the whole community. Extensiige of the community as a learning
environment facilitates application of theory imeal context, links theory and practice and
makes learning more meaningful for the studentschvinay motivate them to learn more,

therefore increasing their sense of responsibilityolving community health problems.

According to Reising et al., (2008), community4xdeducation is a powerful option of
teaching nurses while at the same time providingice care to the diverse and vulnerable
population with multiple unmet needs. It trains thersing students to become agents of
social change, therefore challenging social inpestly promoting equity in accessibility of
healthcare services, which is a constitutional iaddvidual right (Daniels, 2008; Republic of
South Africa, 1996). It is comprehensible that th@vision of health services to the
vulnerable population by the students reduces tieguality of health care services and
promotes its accessibility to disadvantaged peaglgardless their resources. Furthermore,
students may choose to practice in the rural andjimaised health settings upon their
graduation due to the sensitivity developed dutimg community-based learning, which
may reduce misdistribution of the health care msifenals, hence promoting health care
service accessibility, quality health care serdeévery and social justice in the health care

delivery system.

Community-based nursing education provides the dppity for the nurse students to learn
how to address the social, economic, political emtural factors that affect the health of the

population (Mtshali, 2011). It is obvious that bging the community as a learning
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environment, students learn the complexity of lrealtd how various factors are linked to
determine the health status of individuals, farsilend the community as a whole, and
develop skills of involving multidisciplinary teamembers to solve health problems of the
population and which skills are needed in dealinth womplex individual and community

health problems.

This approach has been adopted by higher educatstitutions to replace the traditional
way of teaching that was criticized for not equigpstudents with sufficient skills to address
the social problems and for not being responsivinéopopulation needs, especially in rural
and under-resourced settings. Students were benged in sophisticated and technological
ways, which were different from the way they wesquired to work (Mtshali, 2009). The
purpose of community-based nursing education igréoluce a sufficient number of highly
knowledgeable, skilled and competent nurses, waahble and willing to effectively respond
to the needs of the population in primary healtte gystem delivery in primary, secondary
and tertiary levels (Mtshali, 2009; Frank et aD03; Omotara et al., 2004; Fichardt and du
Rand, 2000), thus promoting independent and selfident learners and bringing high

quality services to vulnerable people (Vasuthevah\dljoen, 2003).

Students who are learning in community settingpeeislly poor settings, will learn how to
adapt to shortages of staff and equipment and devieir ability to work with fewer

resources and become competent and efficient nursesssisting individuals and the
population as a whole to control their lives. Tlaproach of teaching has its roots in
Dewey’'s progressive educational philosophy and Isolexperiential learning theory

(Kielsmeier, 2011; Felten et al., 2006). For Deweyldents learn better by active
involvement in a real context (Neill, 2005) andrtedrom the consequences of their own

actions (Gwele, 2005). Gwele (2005) states that tdaching and learning process in



20

progressive educational philosophy is driven by starctivism and Kolb’s experiential
learning theories through student-environment adtons for knowledge construction. Paulo
Freire, Theodore Brameld and George Counts stdtadthe purpose of education is to
change society in order to overcome oppressionthacefore a responsive educational
system must be relevant to the social context a peoblems such as hunger, diseases,
inequality and other population needs (Bazile ardilNan, 2004; Cohen, 1999; Noddings,
1995). Freire (1921), in his pedagogy of oppressagued that education must be
transformative, rather than maintaining the syst#@ninequality in society, by raising the
consciousness of the students through active paation in solving the social problems in

partnership with the community members.

According to Freire, education must be relevanh#oreality of the society and work towards
the change of social inequality (Freire, 1921). Pphepose of education for Freire is to bring
about social, economic and political changes inetpdhrough preparation of learners to
participate in social life and its construction.igeducation takes place in a real context
where questions will be raised about existing imdityy The students will work in the

community upon their graduation so that they maketactions to change oppressive
conditions in a collaborative and co-operative nenmewey argued that knowledge is
generated through the process of problem-solviitythat learners should be placed in the
community to learn the problems of that communignf everyday life and experiences and
be allowed to practice solving those problems siitgj that the learner learns best through

direct personal experience (Walters, 2005; Nell)3).

Dewey maintained that education should be linke@mal integrated into, the society in order
to be socially beneficial. The students partia@patmeaningful projects, learning by solving

the problems encountered by the society while tHeyelop unselfishness, helpfulness,



21

critical intelligence, individual initiative and eativity in dealing with social inequity and
working towards a democratic society of which thegome responsible members (Ornestein
et al., 2010; Walters, 2005; Neill, 2005). For J@lewey, education and a democratic society
are intimately linked (Neill, 2005). He maintaindgtat the critical responsibility of
democratic education was to assist learners tolaewharacter, habits and virtue that would
allow them achieve self-realization through usetlo¢ir full potential and abilities in
contributing to the wellbeing of their communiti€é/estbrook, 1993). For Dewey, the
students experience complex new challenges, cirainoss that create doubt, and confusion
from which they seek solutions through direct imeshent with the community that creates

opportunities for learning through reflection upetperience (Bringle and Hatcher, 1999).

In seeking solutions, the students engage in #esvithat are related to the needs of
community and reflection, that is central to leagjileads to achievement of educational
objectives, personal growth and development (Beirggid Hatcher, 1999). It is seen that
community-based nursing education embraces thecaladgind progressive educational
philosophies which applies constructivism and ebgngial learning theories in teaching and
learning processes. The nurse students are immersedal, disadvantaged communities
where they carry out various authentic communigrieng activities and other community
health projects in order to respond to the headidds of the population as they achieve their
learning objectives in partnership with communitgmbers and other sector representatives

operating in the community.

It is understood that the students make meaningcangtruct their knowledge based on
experience and learn how multiple factors affeetitidividual, family and community health

as whole. Students learn how to solve the myriddeaith problems of the population during
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community service provision as they develop compste needed in dealing with endless

change and challenges of real world situations.

2.3. Community-based learning activities

The community-based nursing education programmedesgned in a way that students
provide health services that meet the populationéeds, especially those who are
disadvantaged. Mtshali (2009; 2005); WHO (1987)idatkd that students’ learning
experiences in the community consist of assessi@gommunity health needs, planning the
interventions, and implementing and evaluatingititerventions.. The same authors argued
that the students are expected to conduct a contynsumvey; plan, implement and evaluate
a community action plan; conduct home visits andilfa studies; conduct epidemiological
studies; become involved in GOBIFFFF strategiest mrovide health education as part of
health promotion and illness prevention, workingtime community in order to provide
service to the community, while they are learnirg understand how psycho-social,
economic, political, cultural and other factorseaff individuals, families and community

health.

The community-based education approach is aligogatitmary health care principles. The
learning experiences of students in community-baseaning are congruent with the
activities of selective primary health care, whaoke based on GOBIFFFF strategies aimed to
promote and improve the health of the populatispgeeially those who are disadvantaged. In
their study, Kaye et al., (2011), showed that trennactivities done by students included
community diagnosis, health care delivery, famibgahh, applied epidemiology, research
methodology and management skills for health sesvidn Uganda, community-based

learning experiences take place in various settirggeh as general practices in the
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community, rural hospitals and community healthteEnin order to help students develop
awareness and understanding of community healtlblgrs, the socio-economic and
environmental factors that are determinants totheand health promotion and illness

prevention competences (Kaye, Muhwezi, Kasoziafijpu, Mbalinda, Okullo et al., 2011).

A gqualitative study carried out by Frank, Adamsgstein, Speakman and Shelton (2005) in
USA, indicated that community-based learning exgeres took place in various public
health departments, prisons, schools and home arailethe students’ learning activities
involved immunization, surveillance, data collentidhealth education, case management,
treatment and procedures. It is shown that thisgaudum design is similar to primary health
care and places emphasis on health promotion &vessl prevention as it promotes health

care service to the citizens.

A study conducted by Reising et al., (2008), in U8Wicated that nursing students provided
a health education programme about diabetes amt disaases after discovering the high
rate of heart disease/ hypertension and diabetasgdineir community service learning. This
programme has increased the knowledge of the pomulabout those diseases, and 62%
decided to adopt healthy lifestyle. The same asthmund in their study that health education
about sexual risk behaviours provided by nursinglesits to Latino and African-American
adolescents during their community service learrtiagl positively changed their sexual
behaviours, where the sexual activities among theke received the health education

reduced significantly when compared to the corgrolp.

Another study carried out in the USA by Sullivar0DQ2) showed that nursing students
working with Russian refugees identified variouge® such as oral health, immunization,
heart diseases, over-the-counter medication, imutritwomen’s health care, disease

transmission because of ignorance of western heald system, and cultural and language
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barriers, and planned and implemented health priomgirogrammes in various topics
including immunization, oral health, infant feedinigygiene product use, germ illness
transmission, cold weather preparation, the westeralth care system, healthy eating,
women’s health issues and assessment of bloodupeefsr adults. They also taught the
refugees some basic English terms, which they cosé&dduring appointments with a health

care provider.

The findings of a study carried out by Belcher, @@m Anderson, Branham, Levett,
Paddock, Printy, Showalter and Zonca (2012) in WBAwed that, during their community
based learning, nursing students at Indiana Uniyedsveloped a record system for follow-
up of people with latent Tuberculosis infectionbe$e students provided health education to
people with TB and did home visits, which improveaimpliance to the CDC guideline
treatment of latent Tuberculosis. This not only hadpositive impact on Tuberculosis
prevention, but at the same time students develapetmunication skills and learned the

principles of epidemiology in Tuberculosis sunaaite.

Lenz and Warner (2011) reported that nursing stisdielentified that the health care service
was inaccessible to Somali refugees in the USAtduléiteracy and cultural diversity, which

hindered effective communication between the heeadire providers and refugees. This
motivated the students to approach various offici@l request that communication be
improved by using television and radio in providihgalth education rather than written
format. The students benefited from learning howdéal with multicultural diversity and

achievement of learning competence with limitecoueses, officials became aware of the

issue and implemented the necessary strategiethamdfugees received health care services.

A study conducted by Erickson (2004) showed thasing students provided group health

promotion to people in an old age home for strokevention, stress reduction, blood
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pressure screening, weekly medication regime assgdsand instruction, fall prevention,
group exercise with music, education in nutriticor healthy living, individual health
promotion through visits and responding to theiegjions, injury prevention guidelines,
prevention of isolation and encouraging elderlizen to walk. They also developed tools for
emergency data forms. According to Erickson (200%),community- based service learning
helped the students to develop their communicaskitls, deal with diverse cultures,
effectively collaborate with people, understand whyme groups of people live in
unfortunate conditions and understand the relatipssbetween health related issues and the
socioeconomic, environmental and political factdiisey also developed a sense of initiative

and creativity in order to carry out their plan.

A study conducted by D’Lugoff and McCarter (2008ported that 14 nursing students used
their public health skills of community assessnamd problem-solving to serve a vulnerable
population they had identified in the community.eYhprovided immunization services to
new Somali refugees so that their children wouldab®wved to attend school, they provided
screening for diabetic retinopathy and ensured thase who had diabetic retinopathy
received health care services, and they providefttheare to the medically underserved and
uninsured Hispanic community group. The studenisegileaderships and capacity building
skills, which are very important, and some becar&inteers after community service

learning.

Another study carried out by Lashley (2007) repbrteat the students had implemented
various health programmes during their communitgeblalearning, including health fairs,
health screening and education which targeted heswsepeople about HIV and AIDS,
sexually transmitted infections, hepatitis, prastatancer, hypertension, diabetes,

tuberculosis, foot care, dental care and smokilsgaten. After advocacy, the Department of
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Health personnel were engaged on a regular basisunselling and testing for HIV and
AIDS, providing services and follow-up treatment those who were TB positive. This
resulted in 33% who completed treatment as agdih% who had previously completed

treatment.

It has been shown that nursing students can hdiperable groups in the community to
access the health care services and participatgougly in health promotion and iliness
prevention, while at the same time achieving thearning objectives. This approach is in
line with primary health care principles, which doelieved to improve the health of
population by reducing health care access dispardmong population. These studies show
that community-based learning is a powerful tool sdrvice provision that reduces

inaccessibility to health services.

Mtshali (2009) showed that the teaching stratedlest are used in community-based
education to promote active learning are problesetdalearning, group-based learning,
experiential learning and self-directed learningThese qualitative studies show that
experiential learning activities are designed fo# tommunity and aimed to equip students
with the ability to work in community settings amtprove the health of the population.
According to Salmon and Keneni, ((2004), the stislgrork in small groups and choose peer
group leaders to coordinate their activities, arghtars are assigned to facilitate, supervise,
assess and grade the students. These strategiesliaked to promote self-directed learning
which fosters lifelong learning, analytical andtical thinking skills, problem solving skills,
and communication and team work skills, which a¥eded to graduate, to work in teams and

to become independent practitioners.

Mtshali (2009) stated that in active learning,dstuts are expected to search for relevant

information to solve the problems they have idesdifin the community in order to
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contribute to the wellbeing of that community aradidy their learning needs, while they

become lifelong learners who can adapt to the ehgés of continuous social change.

It has been shown that this educational approdashwith the primary health care principles
of social justice and is aimed to reduce sociafjuradity in health service delivery. The
overall objectives of community-based educationthe health profession, and nursing
education in particular, are to produce a sufficieamber of highly qualified health

professionals who can serve the community and rtieethealth needs of the nation at
community level and produce community-oriented theglrofessionals who are able and
willing to serve their communities and deal effeely with the health problems at primary,
secondary and tertiary levels (Frank et al., 20D0Botara et al., 2004). It has reciprocal
benefits, one for students in achieving their leagnobjectives, and the other for the

community in receiving the services respondingrtheeds.

Once they have been trained in this context, stisddavelop a sense of belonging to the
community and, feeling that they are members df cbenmunity, may choose to work there,
which is one of the aims of primary health careisltelieved that this will increase the
retention of health professionals in rural headubilities; hence the rural population will get
health services as their basic right, which workdavour of primary health care oriented
towards social justice. This educational approaely montribute in solving the problem of
misdistribution of health professionals in healénecfacilities, especially in remote and poor
regions, and equip the graduates with relevantssfar providing health services to rural
people, and hence the achievement of better hialtll, as advocated by the World Health

Organisation.
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2.4. Advantages of Community-Based Education

A number of scholars identified various advantagegommunity-based education to the
community and the students. A study by Bentley Biidon (2005) showed that out of 20
students engaged in community service learning908) became aware of the needs of the
disadvantaged and underserved community wherestiieyed during their learning activities
and learned to appreciate the diversity by imprgwiommunication in real life situations,
while 19 (95%) developed responsibility to servee tbommunity and 15 out of 20
acknowledged that they had discovered their owsdsiaand prejudices. The same authors
stated that the students engaged in community-daaeting learnt how social responsibility
is related to professional practice. Those studaalseved higher marks in course subjects
than their counterparts in the control group. Téi®ws that community-based education

helps the students understand the course conteat tean memorization

CBE empowers innovation, the development of fribanuis feelings of satisfaction, increased
understanding of social problems, a strengthenedesef social responsibility, group work,
group discussions and group projects, creativiogspple development of career goals and
fosters connection with the community (Elwell anglaB, 2011). It is in this partnership with
the community where the students feel that theyorelin the community and feel
responsible for persons in the community. In higlaldy service learning, the students
collaboratively solve real problems, directly deyghg cognitive and academic skills critical

for success.

Community-based education enhances the integrafidheoretical knowledge and practice
of nursing concepts and the development of teankwod communication skills, the ability

to adapt to endless change in health sector, emiraanovation, enhancing social
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responsibility among students, understanding dityeesxd developing sensitivity to cultural
awareness (Govekar and Rishi, 2007). By linkagereafl world situations as learning
opportunities and service, through civic engagemsardents develop a real understanding of
the world and acquire the knowledge, skills andtualeés they are supposed to acquire

(Kielsmeier, 2011; Govekar and Rishi, 2007).

According to the findings of the qualitative stuciynducted by Groh, Stallwood and Daniels
(2011), community-based education helps studentdet@lop leadership skills and social
justice for transformative action, which is needednurses to take action for social change.
According to Mtshali, (2009), it promotes the int&tipn of subjects for the students and they
get a holistic and comprehensive image of the probl which the population is facing.
Pentrice and Robinson (2010); Elwell and Bean (20diund that the students in CBE
develop a high order of thinking ability, such agical thinking, analysis, synthesis and
valuation skills, and problem solving skills as ythachieve the learning competencies

expected from a graduate.

According to Elwell and Bean (2011), community4dseducation helps the students
develop team work; civic responsibility; global enstanding; citizenship; academic
development; and educational success, while acgapri Hunter and Swiggum (2007), it
promotes personal and intellectual growth and engpswtudents to be contributing citizens
to their community. It provides the opportunity fetudents to increase their cross-cultural
awareness and challenge stereotypes, in ordeotader service and learn comprehensively
(Kazemi, Behan and Boniauto, 2011). In a quantigastudy by Nokes et al., (2005), it was
shown that while community-based education helpsstindents develop civic engagement,
there was no difference on pre and post-tests ticatrthinking skills indicated in other

studies on community service-learning. The studewntso develop these skills and
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competences are able to work with multiple partrzerd are willing to work for vulnerable
populations as they become activists for socialigas The important role of community-
based education is to train health professionalugates for rural practice by promoting their
understanding of the rural and underserved communaalth issues and encouraging them

towards primary health care practice (Kaye et2dl],1; Okayama and Kajii, 2011).

The study conducted by Okayama and Kaji (2011) gardla showed that the students who
underwent community-based learning displayed thévaiton to work in rural communities
and that motivation was associated with health afilic learning activities. Also, another
study conducted by Macnab, Kasangaki & Gagnon (RBvealed that 42% of students who
experienced community-based learning displayed thish to work in rural or small towns

after their studies.

The results of a study carried out by Kaye, Mwan&eakimpi, Tugumisirize & Sewankambo
(2010) in Uganda, indicated that a community-basading experience influenced medical
students to choose working in rural and underseareds of Uganda, as opposed to their
counterparts who underwent the traditional teachamproach, and the students of
community-based education showed greater motivatidake up employment in rural areas
and displayed confidence to practice in rural afgaye, Mwanika and Sewankambo, 2010).
It has been shown that community-based educatiogr@mmes have various advantages on

development and growth of communities and studaiks.

2.5. Perceptions of students about community-basediucation

The perceptions of students regarding communitgdasiucation may influence how they
practice their service-learning and how they dgvetbeir academic and professional

competences. The study conducted in Uganda by Ketyal, (2010) indicated that the
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majority of students had positive perceptions ommmnity-based education, saying that
community-based education enabled them to compsaredn explore and understand the
health conditions in rural areas, see a varietyeafith conditions which would not be seen in
a teaching hospital and gave them the opportunitynderstand the health care system. The
same authors revealed that there were some studdrishad negative perceptions on
community-based education, revealing their worebsut the absence of facilities such as
the internet and libraries to promote self-directedrning, inadequate support from the
faculty and being cut off from friends and colleaguThese negative perceptions may have
an influence on how they embrace community serlgaeding and their future careers. This
difference of perceptions (positive and negativeggdynibe due to the background of the

students and whether they come from rural or ugreas.

The findings of a study carried out by Basi (20t&yealed that students reported that
service-learning was enjoyable and helped to lim theoretical knowledge to practice,

which enhanced their competence and their socidl @ersonal development. The study
conducted by Reising et al., (2008) revealed thasing students perceived that their service
learning increased their health promotion, reseaoivic engagement and health needs
assessment skills. McMenamin, McGrath and D’Eafiil(® reported that Irish Healthcare

students perceived that community-based serviaaiteahelped them to become aware of
the injustice and inequity in society and gainghsiof how the marginalized people struggle
for life, and it made them feel like taking revatutary actions. They also reported that
community service learning it is more meaningfutdugse it is associated with deep learning,
which motivates the students become committeddaw tbarning materials. Service-learning

is tool of social justice and may inspire the shtddo choose their future workplace in rural

areas to promote accessibility of health serviagh¢odisadvantaged groups.
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Another study conducted by Chang, et al., (20Ehpwed that the students valued
community-based education as it allows them to theerelevance of their training and
experience real world situations similar to theutufe profession, and applying their
knowledge in a community setting helps them to tgvéeam work abilities and cope with
immersion in a new life, new environment and newura. Eighty percent (80%) of the
students recommended other students to their selgarning settings. Findings of a study
conducted by Jinadu, Ojofeitimi and Oribabor (20@2Nigeria, indicated that 45.3% of the
students perceived the objective of community-basellication as identification of
community health needs, 34.4% perceived that contyrbased education increased
sensitivity to community needs, 9.4% said that &swor health education while 10.9%
mentioned the conduct of health centre activities.this study, 52.5% perceived that

community-based education was very relevant to thening.

A study conducted by O’Sullivan, Martin and Murr@p00) revealed that community-based
learning was perceived by the students as an apar®pvay of teaching and learning
psychosocial issues in the health field, increastuglents’ awareness about client autonomy
and improving students’ communication skills. Thedy conducted by Barner (2000)
indicated that students had positive perceptiomsitabultural diversity towards underserved
population groups where they indicated that serleéeening had helped them develop the
ability to communicate with elderly people, providervices to people from culturally
different backgrounds and that being involved imowunity service helped them develop an

understanding of social issues, be less judgmanthbvoid stereotyping.

The study also found that students had positivegpions about community service, saying
that service learning was beneficial in helpingih® grow as professional practitioners and

they would recommend their colleagues to undersakeice learning. In addition, 60% of the
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students stated that they would return to workh@ ¢community. The study conducted by
Bentley and Ellison (2005) showed that studentseeed service learning as having the
potential to help them develop the ability to relttteir knowledge into a real world context
as they develop confidence and that it makes stadeacome aware of health issues
encountered by the disadvantaged population groump®ther words, it helped students

develop multicultural sensitivity and inspired thémrserve the community.

Another study conducted by Piper, DeYoung and Lam&000) showed that 64% of first
year and 86% of second year students perceivettedearning as an educational approach
that enhanced their respect for individuals, awessnof others in need, confidence in
interacting with others and provided the opporiesito improve their communication skills.
Sixty-four point four percent (64.4%) stated thavas effective way of enhancing awareness

of personal and social responsibilities.

A study carried out in a college in New Jersey lpal&s (2004) showed that students
perceived community service learning as a veryr@sting and wonderful programme. They
said they benefited from the positive and meaninigfarning experience and the community
benefited from the service. The same author stiiatithe students perceived community
service learning as having the potential to feat#it social integration. They said that
community service learning requires working togethegroups for a common project, which
helped them to develop social interaction skilisg &ocial and personal relationship with
others. They said they felt part of community anerevsatisfied to serve the community

while they gained competence.

The study conducted by Sheu, Zheng, Coelho, Ligulivan and O’Brien (2010) showed
that the students perceived that their serviceniegrhad value and 86% of the students

reported that working in immigrant and underserpegulations reinforced their commitment
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and interest to serve that population, while 39%c@eed it as an effective method of
increasing communication skills and 32% reportedease of personal fulfilment. The
students in the study of Sheu et al., was compobedrious professions, and 65% reported
that service learning gave them the chance of ilegnnter-professional collaboration, 46%
said that it helped to learn other ‘professiond¢sband 31% reported that it increased team
work collaboration skills. These perceptions of ocwumity service-learning as a tool for
enhancing understanding about other professionlds res very important in nursing
education because the nurses are required to workultidisciplinary teams with other
health professions in order to take care of peaplese promoting health demands skills to
work with various stakeholders and know how to apph each person according his/her

position in society.

The study conducted by Critchley, DeWitt, Khan amaw (2007) showed that 47% of the
students perceived that community-based placenmanéased their interest to practice in
rural areas and 70% perceived that it increasdadititerest in rural health issues. This study
revealed the same findings of a study conducteBley, Synnott, Baker and Chater, (2012)
in Australia where 70% of medical students who uweeat rural training perceived that it
greatly encouraged them towards rural practice st interviews indicated that they
perceived rural training experience makes studmoi® aware of what is happening in rural

areas and opens their eyes to rural lifestylestlamdeeds and benefit of working there.

It has been shown that many studies indicate t#ip® perceptions about community-based
education and this should have a positive impact students’ service-learning and
community outcomes. A study conducted in publicosthin America revealed that 53% of
participants perceived that service-learning héhesstudents become more active members

of the community, 51% perceived that it increagaslent knowledge and understanding of
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the community and 48% perceived that it meets ceahmunity needs and/or fosters a
relationship with the community. It was also reeeathat 46% of the students perceived
community-based education as tool to increaseistiriand caring for others, while 26%
perceived that it improves their personal and sat@aelopment (Spring, Grimm and Dietz,

2008).

These studies show that, although a few worrie® waised, students generally had positive
perceptions regarding community-based learnings Paisitive perception of students may
influence how they embrace the approach. Enthusiadearning material will enhance their
learning process and students may exploit learopmprtunities and improve the quality of

service provided to the community.

2.6. Factors affecting community-based learning/seice-learning

As an innovative approach to teaching and learnthgre are many factors that may
influence the success or failure of community-baseldication. Bailey, Carpenter and
Harrington, (2002) argued that strong partnershifh ihe community, support from the
institution/interested faculty, motivation of thdudents regarding community service-
learning and reflection of learning experiences @@ main factors contributing to the
success of community-based education. Institutisnpport is very important for community
service-learning. According to Bailey et al., (2DOfhe institution prepares the learning
environment, arranges orientation of students, taes records of hours and credits, and

serves as liaison of students and community.

The study conducted by Mtshali (2009) indicated ®tadents are provided two weeks of
orientation about community-based education ansl ithiolves introduction to community-

based education, cultural diversity, group dynampesnary health care, community entry,



36

community participation, how to do a rapid appriaaad epidemiological studies, learning
contracts as a means of promoting self-directedniegq and a visit to the community
placement. This orientation is very important tpmart the students and alleviates any stress
and anxiety which may be caused by unfamiliar sibna or environments. The orientation
also provides clear information in order to avomhfusion and inform students what is

expected from them.

A quantitative study conducted by Salmon and Ker{2004) showed that difficulty in self-
expression and domination of peer group leaders fe@tors that hindered learning, whereas
having interest in community-based education festdearning. Those authors found that
willingness of the mentor to answer the questipnaise the students’ answers and facilitate
community-based education, and the relevance ohileg environment were factors that
contributed to learning, whereas mentors who empédsstudents’ mistakes or made

irregular contact with students were identifiechaglering factors.

A study conducted by Pillay and Mtshali (2008) skdwthat the students need clinical
supervision to support them emotionally and acadellyi so that they may grow as
competent professionals. These authors found timadtal supervisors were supportive when
they assisted the students to solve social andeatadissues as empathetic people. This
research indicated that the time allocated to @dihsupervision was short, where 61% of
participants reported that the clinical session b&lsw 15 minutes and 21% indicated that it
took between 15-30 minutes. It is shown that supenv is very important in learning
environments where the student need someone tadaMhen they have problems which

supports them towards learning objectives.

The supervisor has the obligation to create oppdrés for reflection, and foster critical

thinking and lifelong learning (Bos, Lofmark andrimkvist, 2009). The role of supervisor is
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providing support, supervision and assessment wafestts during their period of clinical
learning practice (Bos et al, 2009). According tetdhy (2012), the role of supervisor or
mentor is to introduce the students into the comityitand to facilitate contact with other
partners to ensure rich learning experiences,mistipport students receive depends on the
mentor’'s enthusiasm, network of contacts, undedstgnthe students’ learning needs and
ability to manage the workload. If learning is tocar, the supervisor or mentor or teacher
needs to encourage the students to reflect upanlélaening experience, otherwise it will be
like volunteerism. It is understood that the sug@own of students is very supportive and the
supervisor should spend regular time with the sitedm order to facilitate their learning and

provide them with assistance, when needed.

A systematic review conducted by Jokelainen, Turefi@ssavainen, Jamookeeah and Coco
(2011) on mentoring in clinical nursing reportedttthe mentor guides the students, makes
resources available, allocates enough time andsnregularly with students in order to

ensure attainment of the academic objectives, apgasts the students so that they may
grow personally and professionally. The mentoroenages critical thinking and problem-

solving skills, encourages the students to asktmumssand ensures that they get the correct
answers to their questions, stimulates co-operatiwhis there for the students (Jokelainen,et
al, 2011). When the mentor is not there for theletis, they feel alone and rejected, there is
no one to stimulate their thinking and may becomefused about what to do and therefore

learning does not take place.

The lecturer in clinical placements has variousesolincluding supporting, directing,
motivating, facilitating, problem solving, troublesoting, advocating and monitoring (Price,
Hastie, Duffy, Ness and McCallum, 2011). The stadgducted by Tang , Chou and Chiang

(2005) showed that a good attitude of the teachdram interpersonal relationship between
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the teacher and students was perceived as an smpdactor in facilitating nursing students’

learning in clinical placement in order to enhamearning. Another study conducted by
Peters (2011) showed that lack or inadequate pagparof service-learning that resulted in a
lack of logistic were factors that affected studérservice-learning and quality of service
provision. Peters (2011) stated that some studeetdess motivated when the community
partners are not cooperative and therefore hirlgestudents’ learning due to lack of variety

of learning experiences and insufficient experieioceflect on.

According to Peters (2011), service-learning resgignough time for its preparation in order
to negotiate and ensure adequate service learnipgriences that meet the academic
requirements as learning objectives. Various stuthgealed that lack of time of the teacher
negatively affects community based-learning, wheme&ntors and advice from colleagues
are helpful in service-learning (Abes, Jackson dades, 2002; Al Kadri, Al-Moamary,

Elzubair, Magzoub, AlMutairi, Roberts and Van ddeMen , 2011; Rosing, Reed, Ferrari
and Bothne, 2010). It is understood that lack ofetiof the mentors or mentors trying to
balance other professional responsibilities camedp the students reflect on their learning

experience and thus inhibit the learning from eiqrere and the quality of service provision.

Furthermore, Abes et al., (2002) found that serv&@ning was hindered by the lack of
logistics and funding to prepare and organize serlearning, lack of instructions and co-
ordination and lack of institutional support. Timésunderstanding or resistance of students
to the approach may also affect community sereeering. According to Peters (2011),
some students get confused about what they havaccomplish, which leads to low
motivation and impacts negatively on the learningcpss, academic outcome and quality of

service provision.
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The kind of supervision the students get in clihiearning has a large role to play in
fostering students’ learning. The study conductgdAbKadri (2011) indicated that some
teachers act as a role model, and their way offleéng@and guiding, and their experience and
commitment to clinical teaching were identified &&tors enhancing clinical students’
learning. These authors stated that the flexildieude of teachers in relation to the students,
their knowledge and their availability to suppondamotivate the students were stimulating

factors that foster learning in clinical learnieigvironment.

Al Kadri et al., (2011), stated that some teacldersot like to teach and do not devote their
time to the students, while others are disorganizkith demotivate the students and lessen
their interest in learning. The unavailability thie teacher is a source of stress and anxiety
for students, which affects their learning in aalilearning setting (Al Kadri, et al., 2011),
and Rosing, et al., (2010) revealed some of theofadhat hindered students’ community
learning, reporting that students complained adeatning environments that were not
prepared to accommodate them, limited resourcek, dé& interaction with the community
members and lack of communication between the stadters, all factors which would have

made their learning experience more meaningful.

Some of the studies revealed that lack of commtioitébetween the university and the
community resulted in site members being unawarth@fgoals and learning objectives of
the students. Lack of communication between the nconity partners resulted in
inappropriate goal-setting, which caused confusisrstudents were unclear about what was
expected of them or their responsibilities in tleenounity. Lack of supervisor skills and
competence in supervising and teaching the stuaearis also identified as hindering factors
to learning (Peters, 2011; Rosing et al., 2010kiRpet al., (2011) found that the relevance

of the community and the time spent in the comnyunéve an impact on the learning. The
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more time students are able to spend in a relex@nimunity, the more they get a sense of
belonging and feel that they are having a positmpact on the community, the more they
learn, and conversely the less time they spendadanamunity, the less they learn. Several
other hindering factors that were identified wehe tommunity-based learning schedule
conflicting with the time table of other courseacK of transportation to the community
learning sites and safety. It is understood thatlestts benefit from community service
learning and appreciate support from institutiond ghe community, and even from their
colleagues, which is very important to achieve cbenxmunity-based learning objectives. It
was found that the time spent in the community edafbetween 5 to 25% of the clinical

placement curricula (Reid and Cakwe, 2011).

A peer review conducted by Reid and Cakwe (201dicated that some communities are not
involved in community service-learning and that sommiversities in South Africa have

stopped community service-learning in rural settibgcause of fear for the students’ safety.
The partnership is very important if the learninggommunity is to occur and both parties are

to benefit from the service-learning.

2.7. Problem based learning (PBL) as teaching stragly in CBE

Problem-based learning (PBL) is a student-centrestructional method that uses real
problems as the context of learning for studenta/dok collaboratively in small groups to
learn problem-solving skills, acquire knowledge aedelop lifelong learning skills through
a process of facilitation with the facilitator (%atingam and Schmidt, 2011; Schmidt,
Rotgans and Yew, 2011). It provides students wibegence in learning to solve complex,
real world situations. The process of finding auioh and its design equip the students with

transferable skills such as communication, decisiaking, effective team work and
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metacognition skills that are needed in healthgesibns and increase of internal motivation
while they construct multiple, extensive and flégikknowledge by integrating various
domains in addressing health problems (Murray-Hgreurtis, Cattley and Philip, 2005;
Kenny and Beagan, 2004; Hmelo-Silver, 2004). It wheeloped to improve health
profession education by shifting from the lectunel subject-based teaching approach to an
interdisciplinary approach, which is directed lbsalr life health problems (Alexander,

McDaniel, Baldwin and Money, 2002).

According to Barrows (1988), cited in Scaffa and dster (2004), the problem-based
learning scenario has three components which aoblgm identification, self-directed
learning for problem-solving, and analysis of leéagnand knowledge application. For Celia
and Gordon (2001), however this teaching methodfilrasprimary components which are
problem-based, student-centred, reiterative, smadup and facilitation. Although these
authors describe the components of problem-basaditey differently, the process,
characteristics and learning outcomes are samehvghipport the development of students’
leadership attributes for transformation and penomce of health systems through adequate

and appropriate teaching methods.

This self-directed learning approach has been usedarious fields of health profession
education, including nursing (Yoshioka, Suganumangl Matsushita, Manno and Kozu,
2005; Akinsola, 2005; Kenny and Beagan, 2004; Hrsgbeer, 2004). Self-directed learning
empowers students with the ability to locate retgévenformation, integrate theory and
practice, apply knowledge and skills to solve cawrpieal life problems and use appropriate

resources in an intellectual way as they becorelify learners (Savery, 2006).

The PBL pedagogy is used in community-based edutaprogrammes and/ or in

community-oriented programmes in nursing educaitioorder to help the students acquire a



42

deep understanding of the concepts and their usefslthrough learning activities and
become competent and responsive to the needs efdadl patients, their family and the
community as whole (Mtshali and Middleton, 2010;sk#tli, 2009). An authentic health
problem is presented to the group of students fscudsion, they use their existing
knowledge to try to solve the problem, they idgnkhowledge gaps and what they need to
know to solve the problem and then plan learningtesgies to meet their learning objectives
(Williams, 2001). Reflecting on real life situat®mepresents relevance to the students’
future careers and allows them to think broadlgltérnative options to answer the questions
(Clouston, 2007; Yoshioka et al., 2005). It fostactive, creative, explorative and discovery

learning skills (Clouston, 2007).

Various authors found that PBL helps the studemtgeldp high critical thinking skills,

effective problems solving skills , collaboratimgmmunication, self-directed learning and
lifelong learning skills (Clouston, 2007; SaveryQ08; Hmelo-Silver, 2004; Kenny and
Beagan, 2004; Brown, Collins and Duguid, 19&%)cording to Barrow (1994; 1996), cited
in Savery (2006), problem diagnosis and probletirsgp require a hypothetical, deductive
reasoning process and multiple knowledge in vargissiplines. Scaffa and Wooster (2004)
argued that in PBL, the students learn problem tifiestion, self-directed learning and

problem-solving skills.

Graduates in the health profession meet with varitiealth problems that require
hypothetical deductive reasoning in their solvinggess. Furthermore, the health system is
being challenged by endless change, which reqhieesth professionals to be adaptable in
responding to the needs of the society and acttefédy in seeking solutions. PBL reflects
this process as students, working in groups, ageinred to solve real life problems (e.g.

health problems) which they encounter in the comtguhrough the use of their cognitive
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knowledge. PBL in health profession education has the paétdi enhance humanist skills
through team working, and improve clinical perfonoa and attention to patients and other
transferable skills needed in health professionn(i§eand Beagan, 2004). It also enhances
clinical reasoning, makes the learners better praldolvers, makes them more self-directed
and teaches them to use prior knowledge to enhkaraing (Klunklin, Subpaiboongid,
Keitlertnapha, Viseskul and Turale, 201Due to the design and learning process of PBL,
Conway, Little and McMillan (2008) found that theitudents developed cooperation, active
learning, collaboration among peers and acrossirbstution, and fulfilment of high

expectations and respect for diversity.

Instead of memorization of facts, as is done inralitional curriculum, problem-based
learning is designed around a real-world situatidrch is similar to what the students will
encounter in their professional lives. The studemtsallowed self-directed time to search for
information and analyse it on their own, in orderdplve the problems they encounter,
(Mellon and Mellon, 2006; Burke, Matthiew, Fielddahloyd, 2006), which makes them
develop autonomy, creative skills, responsibilityifiative and information seeking skills,

deep learning and lifelong skills (Chan, 2008).

Various studies have revealed that the studen®Bin perform better. Schmidt, Vermeulen
and Van Der Molen (2006) reported that medical gaaels of a problem-based learning
school scored higher on 14 of 18 professional cdempes than their counterparts at a
traditional institution. The study showed that gp@duates of the problem-based learning
school had much better interpersonal skills, bettanpetences in problem-solving skills,
self-directed learning and information searchindlsland better ability to work and plan

efficiently.
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A systematic review conducted by Koh, Khoo, Wongl a&oh (2008) on the effect of
problem-based learning on physician competencidgated that in eight dimensions of
competences (overall, technical, research, soaagnitive, managerial, teaching and
knowledge), the physicians who had participateg@rivblem-based learning presented high
team work skills; appreciated social and emoticaspects of health care; understood the
legal and ethical aspects of health care and hpbppate attitudes towards personal health
and well-being. They had good communication ancerpdrsonal skills in the social
dimension; practiced continuity of care in the tachl dimension; coped and dealt with
uncertainty in the cognitive dimension; and usechgoters and resources for information in
the research dimension. Chen, Fang, Lin and Ch@0@2) found that the students in PBL
take care of the person as a whole, not as separates and are able to adapt to the endless

change that occurs within the health profession.

According to Brown et al., (1989), a concept idlwaptured when it is learnt in the context
that it will be used, thus making it useful for timelividual and society. The meaning and
interpretation associated with a concept dependthercontext in which it is learnt, This
fosters learning and understanding which is themaeoed through activity (Brown et al.,
1989). The use of a real life context as the soaofdearning is based on the constructivism
learning theory, which is based on the theoriedeah Piaget, in his cognitive constructivism,

and Levy Vygotsky, with his social constructiviseaining theory (Rideout, 2011).

The constructivists state that, instead of beingsp&, students actively construct their own
knowledge from an experience in order to gain desgerstanding through continual social
interaction and participation in meaningful andev@nt learning activities (Hung, Jonassen
and Liu, nd; Rideout, 2011; Tam, 2000). For thestattivists, experience plays a greater

role in the learning process and students are egtinvolved in making sense of the
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experience in the process knowledge constructiearners, with their peers, interact with a
more knowledgeable person, who is the facilitatgro questions them in collaborative ways
in order to achieve their high zone of proximavelepment as they become independent
(Rideout, 2011). Perkins (1991) argued that thelesits are provided with a complex
situation to solve with the guidance of teacherpwlelps them to reach their high zone of
proximal development as they construct their megramd understanding and become

independent thinkers and problem solvers.

Problem—based learning is characterized by sedethd learning for students where they
individually and /or collaboratively take resporikiip for their learning and self-assessment,
or peer assessment; and the authentic ill strutfomeblem constitutes the beginning point of
learning, with the facilitator providing construati feedback to ensure the achievement of
learning objectives (Badeau, 2010). All learning\ites are planned and conducted around
an authentic problem for the solving process. Sitslengage in self-reflective learning as
they identify the learning needs and search faviaait information to solve the problem and
the teacher acts as facilitator who models and@tpphe learning process and facilitates the
group process and dynamics, and acknowledges,seprand probes students’ efforts. The
facilitator does not act as transmitter of knowkedand is prohibited from answering the

guestions (Hung et al., nd; Frank et al., 2005).

This teaching method is very important in the comityubased education approach because
it equips the students with the skills they needthe health and nursing profession,
particularly as they become competent and respertsithe needs of the community. PBL is
used as a teaching strategy in the community-badadation approach in order to help the
students acquire a deep understanding of the ctsheep their usefulness through learning

activity. The sharing and group discussions in PlBlp the students construct their
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knowledge, and the process of attributing the pregation and meaning to the situations
encountered in community is based on the contettieoproblem and negotiating alternatives
and choosing the best solutions to those problertigat context. This enhances the students’
ability to think and construct their knowledge &att as nurses, they will be able to respond

to the population needs and adapt to the endleswgehof health conditions.

2.8. Facilitation in problem based-learning as a &ching strategy in CBE

The facilitation of problem-based learning students community-based education
programmes requires nurse educators to shift fronventional to student-centred teaching
methods (Lekalakala-Mokgele, 2010; Savery, 2006).al community-based education
programme, the starting point is the health problehere the nurse educators have complex
roles in facilitating the development of studemesisoning and critical thinking skills that are
required in the problem solving process (Hung etral; Fontes, Mendes Neto and Pontes,

2011).

It is a teaching process where, rather than beioght, the teacher and learner are seen as
participants in a learning process in which stuslare actively engaged in acquiring and
managing knowledge (Bruce, Klopper and Mellish, P01They are provided with
opportunities to explore the issues and directedraciprocal respect through critical
reflection (Dickson, Walker and Bourgeois, 200&)eTBuccess of PBL depends on the ability
of the tutor to shift from the traditional way odaching to adopt PBL facilitation and
structure the problem and guide the debriefing toldents (Lekalakala-Mokgele, 2010;

Savery, 2006).
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According to this method of teaching, the teachm¥sdnot transmit the knowledge as in the
teacher-centred approach, but rather facilitatesctinstruction of knowledge (Fontes et al.,
2011) . According to Papinczak, Tunny and Youn@0@), the facilitators provide support to
the studentsboost their knowledge acquisition of content, depetheir critical thinking
skills and facilitate the reflective process. Jo(2306) asserted that the facilitator helps the
students develop discussion skills and the abibtypose hypotheses, and guides them in
identifying knowledge gaps, searching, discrimingti extracting and interpreting
information, approaching the problem or the concguising multiple solutions to one

problem and testing the solutions to the problem.

PBL emphasizes active and self-directed learnirg tlemands collaboration (Hung et al.,
nd; Fontes et al., 2011; Papinczak et al., 200Dtollaborative learning, the students work
together in small groups in order to identify thigarning needs in the process of solving
their common goal, and apply new knowledge taesklthat problem (Fontes et al., 2011).
Papinczak et al., (2009), argued that the studesed strong support from the institution and
the tutor’s scaffolding skills if learning is to @ar (Papinczak et al., 2009). This scaffolding
occurs when the teacher is able to help the stadenteach their high level zone of proximal

development.

The term scaffolding was coined by the social aoesivist, Levy Vygotsky, who stated that
the zone of proximal development is reached bystbdents when they are assisted, guided,
coached and supported by the teacher or anotheagak who is more knowledgeable about
the subject matter (Papinczak et al., 2009). Slkhffg of critical thinking needs teachers
who know how to question, probe, suggest altereatichallenge students’ understanding

and support reflection for learning (Papinczakl et2909).
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To do that, the teacher structures the tasks wdths questions that make the students think
beyond their current intellectual development, ggupes their problems, and provides
assistance, guiding the students by challengiammthmodelling and coaching their learning
processes and providing resources when neededh(Rakgiet al., 2009). In this process, the
facilitator does not answer the health problem Mhaying identified their competence
deficiencies for problem solving and in conductswjf-directed learning, rather presents a
health problem that exists in the community ahdyugh brainstorming, guides the students
in generating a hypothesis, analysing and forrmdgatine problem, providing initial alternate
solutions for the problem, searching for relevamdl aiseful information and then applying

new knowledge to solve the problem (Hmelo-Silv&042).

As the students develop confidence, autonomy, ctenpe and mutual responsibility, the
facilitator slowly withdraws (Meyer and Niekerk, @& Azer, 2005). This method of
facilitation in PBL requires a collegial, coopevati and collaborative student-teacher
relationship as an authoritative teacher does rahp tearning in PBL. Facilitation of

problem-based learning in a community-based edutatiogramme is the key for success in
the preparation of nurses who can work in the conitpyuas competent nurses who are

responsive to the needs of the population.

2.9. Brief overview of Primary Health Care Philosopy

The concept of primary health care is defined as

“essential health care based on practical, scies@ify sound and socially
acceptable methods and technology made univeraadlgssible to individuals
and families in the community through their fullrp@pation and at a cost

that the community and country can afford to mam&t every stage of their
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development in the spirit of self-determination aetf-reliance It focuses on
the overall social and economic development ofctn@munity and bringing
health care closer where the people live and wankstituting the first element

of continuing health care procésWHO and UNICEF, 1978).

This health care system has had a great influenogny developing countries (Cueto, 2004)
and is believed to promote accessibility of heatdre to all citizens, especially in

disadvantaged rural and remote areas (Nteta &(dlQ).

The philosophy of primary health care is based dmolstic understanding of wellbeing,
rather than absence of illness, and acknowledgemEmultiple determinants of health
including social determinants, such as housing;ita#mm; education; individual and
community involvement in health care planning amdvision; equity in health care and
prioritising provision of health care services ke tmost needy; a service that is socially,
culturally and technologically accessible, accelgtaand affordable; and health promotion

and illness prevention that is evidence based (Alist Capital Territory, 2010).

This philosophy of primary health care lied on eli#int pillars such as universality, equity,
quality, efficiency and sustainability (WHO, 2008ased on this philosophy, international
conference on primary health care held in Alma-&tal978, declared active community
participation in health care programmes, sociagvahce, collaboration with other sectors,
health service provision and health promotion, arsk of appropriate and effective
technology in health care delivery as five compdsei PHC (WHO, 2003). The purpose of
this philosophy is the achievement of better he#dthall through provision of promotive,

preventive ,curative and rehabilitative health caervices using immunization, health

education, nutrition, safe water and basic sanitatmaternal and child health care including
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family planning, prevention and control of locadigdemic diseases, appropriate treatment of

common diseases and injuries, and provision oingisgelrugs (WHO and UNICEF, 1978).

In the late 1970s, the concept of primary healtle sgarted to be heard in the USA, where the
hospital based health care system of developingitdes was criticized for emphasizing
curative rather than prevention of diseases. mmeliavas accused of not only being
irrelevant, but also detrimental and physiciansensgen as expropriating health care from
the public as more than 50% of people worldwiderditthave access to health care at all and
many of the remaining population did not receive ttealth care that responded to their
health problems (Cueto, 2004). According to Cu€2004), the term, primary health care,
was used for the first time in the USA in 1970¢ha Journal of Contact, which was founded
by medical missionaries who worked in developingntdes, providing health training to the

village workers at grassroots and equipping theth essential drugs and simple methods.

Primary health care started in South Africa in 18d40s at the Pholela Health Centre in rural
KwaZulu-Natal. Dr Sidney Kark, his wife, Dr Emily afk, Eduard Jali, a medical aid
graduate from Fort Hare University, and Amelia Jaligraduate nurse from McCord Zulu
Hospital, aiming to act as a model to all Southigsin health centres, initiated a policy of
community-oriented primary care by providing conipmesive preventive and curative health

care to the community (Kautzky and Tollman, nd).

According to Kautzky and Tollman (nd), the Pholélaalth Centre provided integrated
curative and preventive health services to the comity, focusing on comprehensive care
comprising of health education, health promoti@amity, the community and population as
whole, not only as individuals. They endeavouredidentify and address the social
determinants and situations that were relatededtalth problems of that community, such

as water and sanitation, hygiene, nutrition, hagsgonditions, occupational threats,
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especially on vulnerable population groups suclwvasien and children. They incorporated
programmes on immunization, child growth monitoringreastfeeding and baby food
supplementation, and family planning. They estaklis community child care, school
feeding schemes, and household and community garddér® community was empowered
by being involved in planning and decision makinghwegard to health service delivery,
which made the health service culturally and dbyci@ccessible and acceptable (Kautzky

and Tollman, nd).

In 1946, the Institute of Family and Community Hbealvas founded in Durban which

collaborated with the University of Medicine in Idhin order to strengthen and support
multidisciplinary community training and strengthéme development of planned health
centres (Kautzky and Tollman, nd). Under the lestaierof proponents of PHC, such as Dr
Kark, Dr Gluckman, George Gales, who had decisiaking positions in the health system
of South Africa, the PHC system was implemented,iarl949, 44 health centres throughout
the country got funding from the Rockefeller foutidia and provided a similar service to

their communities as the Pholela Health Centre.

In 1960, all efforts to build a primary health cagestem were destroyed and became null and
void after the United Party was defeated and thgoNal Party took power and withdrew
financial and political support. The nursing praies was headed by Charlotte Searle who,
concerned by the prestige of Pholela Health Caapgproach, blocked the implementation of
a national health system. The proponents fled thiatcy and the nurses and doctors who had
trained at the Institute of Family and Communityakile went to clinics or became involved
in teaching because they had no other options @gkguand Tollman, nd). Due to lack of
government support and resources, many clinics wdosed and although some

organisations and missionnaries continued to pee@mmunity-based care, the majority of
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South Africans suffered from discrimination andaoessibility to health services. Altough
some Ministers tried to implement the PHC systdmy tfailed because the ideology of the
government at that time did not accommodate eguitgng all South Africans. It was only in
1994, when the African National Congress took poweter the leadership Nelson Mandela
that primary health care was implemented to drive health system of South Africa

(Kautzky and Tollman, nd).

In 1978, at an international conference on printeglth care held at Alma Ata, USSR, the
World Health Organisation declared that all cowstrshould strive to achieve better health
for all by 2000, and all countries were called tmbeace the PHC model (WHO and
UNICEF, 1978). The declaration can be seen as i@eida of human right because to attain
the above goal and requires the partnership ofeaitors to address existing inequality in
health service delivery. It follows, therefore, tthmimary health care is oriented towards

social justice (WHO and UNICEF, 1978) and (Cue@Q4.

The advocacy of PHC was done mainly by medical ionisgies who were members of the
WHO and Dr Halfdan T. Mahler, Director Generaltloé¢ WHO from 1973-1988, who said
that for him social justice was a holy word (Cuet®04). This declaration stated that health
services should not be organised around meansathgr organized around the needs of the
population, thus reducing disparities in healthviser provision among the citizens,
increasing partnership and participation of alketelders in health service provision and

integration of health services in all sectors @& tountry’s life.

In Australia, primary health care is deliveredhe tommunity outside the hospital so that the
community members can access the health serviegsted in order to manage their health
conditions and prevent disease (Australian Govemyyr2011). This access to health care

service is in line with social justice principleghere the health of people is a human right.
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The philosophy of primary health care servicesgrages aspects of promotion, prevention,
treatment and rehabilitation in taking care of gogulation and respecting equity and the
equal distribution of health resources with theolrrement of local members and partnership
of other sectors, thus promoting their affordapibind accessibility (Bury, 2005; Hills and
Mullett, 2005; WHO and UNICEF, 1978). The philosgpdf primary health care, focusing
on marginalized, poor and underserved areas, arpsomote equity in health care services
by providing culturally and scientifically accedsitand acceptable health care to all people
(WHO and UNICEF, 1978), eliminating injustice indtiy service provision (Kaleher, Parker
and Francis, 2010; Keleher, 2001), addressing métants of health (Starfield, Shi and

Macinko, 2005) and ameliorating the consequencelésaflvantages (Keleher, 2001).

The practitioners of primary health care empoweraffected people with needed skills with
the aim of assisting them become self-resilient anaontrol their lives. They work to
revolutionize social, political, environmental aeadonomic factors that determine the health
of people and ill health in community, regions anties, comprising a range of inter-related
conditions such as poverty; wealth and income ibigion; psycho-social deprivation;
discrimination such as sexism, racism, ethnicism powerlessness; and factors related to
gender, age, socio-ecological environment, literang health service utilization (Keleher,
2001) and advocate for equitable distribution @lth resources of the nation to ensure that
everyone has access to health care and gets suggpadntrol his life (Gargioni and

Raviglione, 2009; Hills and Mullett, 2005; WHO, )8

This function demands that multi-sectors work tbgetfor the common goal of better health
for all and ensuring that the population is gettoagic needs such as safety without violence
(peace), shelter, education, food, income, a stabtesystem (health environment without

harmful hazards), sustainable resources, socigicgusand equity (Keleher, 2001; WHO,



54

1986). The core activities of primary health camelude education concerning prevailing
health problems and methods of preventing and cllingg them; promotion of food supply
and proper nutrition; adequate supply of safe wakel basic sanitation; maternal and child
health care, such as family planning and immuropatgainst major infectious diseases;
prevention and control of local endemic diseaspprapriate treatment of common diseases
and injuries; and provision of essential drugs ¢&an and Raviglione, 2009; Keleher, 2001,

WHO, 1986; WHO and UNICEF, 1978).

It is understood that the primary health care agginois a social justice oriented health
system, aiming to reduce inequality and eliminatjistice in order to ensure that every
person, whoever they are and wherever they lives gebetter health care service when
needed, so that he/she can control his/her heaith determinants of his/her health as

resources of personal and social development.

Although the 1978 WHO declaration on primary heaitlre at Alma Ata was received
enthusiastically by the worldwide participants (WH@®d UNICEF, 1978), its goal was not
achieved (Kautzky and Tollman, nd; Nteta et al1@Qlantrana and Crampton, 2009; Rawaf
et al., 2008). The double burden of communicabteates (TB, HIV and AIDS, Malaria)
and non-communicable diseases (diabetes, cardigleasdiseases, lung cancer, etc); risk
factors, such smoking, alcohol, unhealthy lifesty(®aher, Smeeth and Sekajugo, 2010);
and lack and imbalance of health workers in qugatitd quality (WHO, 2011; Frenk, Chen,
Bhutta, Cohen, Crisp, Evans et al., 2010), haweldred the process, mainly in rural and

remote regions in the world, but particularly ie gub-Saharan region.

In addition, excessive emigration and irrelevaraining of health professionals, where
students were not taught to address the contextfspeopulation health problems, have

contributed to the failure of achieving the glogahl of better health for all (Macnab et al.,
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2011; WHO, 2011; WHO, 2011, Frenk et al., 2010)tlermore, the distribution of health
professionals is not fair geographically, betwearmlic and private health facilities or
between and within countries For example, accordmghe WHO (2011), there are 230
doctors per 100000 in the USA, but only 1.1 pedQ@eople in Malawi. Overall, sub-
Saharan Africa has a total professional workfor€eapproximately 1 per 1000 people,
despite the high burden of disease, where commbieicdiseases, maternal and perinatal
conditions and nutritional deficiencies represeBfto6of the disease burden. In South Africa,
46% of population lives in rural areas, but onlydaf doctors and 19% of nurses work in
non-urban regions. In Uganda, only 13% of the paipar lives in urban areas, but are served
by 70% of doctors, 80% of the pharmacists and 40%he nurses or midwives who work

there (Kaye et al., 2011).

According to Cueto (2004), implementation of prijm&ealth care was criticized as being
unfeasible, especially in the timeframe of achigvbetter health for all by 2000, and
medical doctors who were based in the in citiesgettng a high income from the upper and
middle-upper classes resisted to embrace it fdeaf of losing their privileges, prestige and
power, and did not want to move from cities to rarad remote facilities, perceiving primary

health care as promoting anti-intellectual ideals.

Cueto (2004) stated that conflict arose when Mahlee Director General of the WHO,
criticized the condescending manner in which theioa doctors wanted to supervise the lay
personnel in primary health care settings, whicllenthings worse. No effort was made to
train doctors in primary health care and no effesis made to increase the prestige of lay
personnel, which hindered the implementation ofmary health care. The failure to
successfully implement primary health care resuitethe majority of people having little

access to health care services. Literature indictitat the majority of South African do not
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have access to the health care services due taagdocal and physical factors, population
growth, culture and language barriers, and findnmesources (Reid and Cakwe, 2011; Nteta

et al., 2010).

It is believed, however, that implementation of coumity-based education in health
profession education will result in positive out@snas it embraces the philosophy of
primary health care, which is concerned with pphes of equity and social justice (WHO,
2011; American Association of Colleges of Nursi@§05; Ministry of Education, 2001;

Department of Health, 1997), and produce nursesavl competent, willing and motivated
to serve the rural and vulnerable communities dowy on health promotion, illness
prevention, promoting community self-reliance arelf-determination, and community

involvement in all health services, which will enlca the acceptability, affordability and

accessibility of the health care system (HoebekaCiMlough, Cagle and St.Clair, 2009).

2.10. Progress of Health-related Millennium develoment goals (MDGS) in
South Africa

The UN Millennium Development Summit held in 200€cthred the objective of achieving
eight goals worldwide by 2015. The Millennium Deyainent Goals (MDGS) aimed to
eradicate extreme poverty and hunger; achieve tgal/@rimary education; promote gender
equity and empower women; reduce child mortalityjpiove maternal health; combat
HIV/AIDS, Malaria and other diseases; promote emwvinental sustainability; and develop a
global partnership for development (UNDP, 2011)erEhare only three years left if the
targets of MDGs are to be achieved by 2015. Altiuwghievement of these eight MDGs
requires partnerships and collaboration of all@scof the nations, the health sector focuses
on MDGs 4, 5 and 6. Goal 4 aims to reduce childtatity; goal 5 to improve maternal

health and goal 6 to combat HIV/AIDS, Malaria arttiev diseases (NEPAD, 2010). It is
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understood that one sector alone cannot achievarget without collaboration with other
sectors and that the MDGs are interdependent, waeheevement of one leads to the
achievement of another targeted by another sdétorinstance, if the population is sick and
cannot work and produce, the economy suffers, heralang it difficult to reduce extreme
poverty; and poverty is source of ill health. letlenvironment is not well sustained, the
population gets sick, meaning that all are depeindaneach other for their achievement.

Working together in collaboration and partnershipthe key of MDGs achievement.

The fourth goal is to reduce child mortality (infarand under-five) by two thirds by 2015
(African Development Bank Group, 2012; UNDP, 20Ih)e UNDP (2010) report indicates
that in 1998, the under-five mortality rate wasgg® 1000 live births, while in 2007 it was
104 per 1000 live births, with the target of 20 @®00 live births by 2015. The infant
mortality rate in 2001 was 54 per 1000 live birtmgl 53 per 1000 live births in 2007, with
the target for 2015 being 18 per 1000 live birtd8IDP, 2010). It is clear that from 1998 to
2007, the under-five mortality rate almost doublgdle the infant mortality rate decreased
slightly. According to McKerrow and Mulaudzi (201@)fferent sources do not always show
the same statistics, with some showing the under¢hild mortality rate in 2007 being 58
per 1000 birth lives, whereas others show 69 p@&O0Ldirth lives. Although the statistics
vary, however, they all reflect that with only 3ays left, there seems to be little hope of

achieving the MDGs.

The UNDP (2010) report indicates that the propartbone year old children immunized for
measles had increased from 68.5% in 2001 to 98132009 and immunization coverage for
children under one year old increased from 66. 42001 to 95.3% in 2009, with a target of
100%. This coverage is possible to achieve if fl@tecontinues to be provided. The UNDP

(2010) report shows that diarrhoea incidence okuidyears olds was 138 per 1000 in 2001
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and 132 .6 per 1000 in 2009 and incidence of pneisno children under five, was 21 per
1000 in 2003 and 102.1 per 1000 in 2009. Thegssststa show that children are at risk and

that South Africa is far away from achieving MDG4.

To lower this child mortality rate, the UNDP suggesthe implementation of a
comprehensive primary health care approach, whmebkgrates management of childhood
illness, expanding immunization of children, andmbating HIV and AIDS, TB,
malnutrition, diarrhoea and lower respiratory iniges. McKerrow and Mulaudzi (2010)
found in data of 2007, that of childhood deaths9%d occur at the neonatal stage, 54%
between one month to a year old and 21.4% betweento five years old, and that the
leading causes of death were neonatal problemgiraiesy infections, TB, HIV and AIDS,
pneumonia, diarrhoea and malnutrition. The childrtadity rate is the testimony of the
quality of the health care system in conjunctiothwihe working conditions and health status

of the country.

According to The New Partnership for Africa’s Deyainent (2010) (NEPAD) MDG4 was
not achieved because the health professionals wetewell distributed, motivated or
appropriately trained in working in a primary heattare setting. The NEPAD, therefore,
suggests that nurses and midwives should all lreettaat primary health care level, where
they would work after their graduation and improaecess to health care services. In
supporting this suggestion, Gumbi and Muller (198&)ue that alignment of primary health

care and curriculum based education in the commumidy bring hope to address that issue.

The fifth Millennium goal is to improve maternal dih, targeting to reduce the maternal
mortality ratio by 75% between 1990 and 2015 @&n Development Bank Group, 2012;
UNDP, 2010). The report shows that the while thgeatis 38 per 100000 live births by

2015, the maternal mortality ratio was 369 in 2@ 625 in 2007. According to Buchmann



59

(2011), the maternal mortality ratio varied from028 702 per 100000 live births from 2005
until 2007, and most causes were associated torteyysgon, haemorrhage, causes related to
HIV and AIDS, and pregnancy-related sepsis. Théststscs show that much needs to be
done to improve the maternal health as, rather de@neasing; the maternal mortality ratio is
in fact increasing and far from achieving the glajpaal. It seems unlikely that this goal will

be met in the next three years.

The proportion of births attended by skilled heagddrsonnel was 76.6% in 2001 and 94.3%
in 2009, which revealed good progress towards &ement of MDG5 and indicated that the
target of 100% is possibly achievable by 2015.rireadeavour to improve maternal health,
the government strives to promote the use of coaeptaves and make them freely available
The MDG targets 100% of condom use, at least dunigy risk sex, which has been not
achieved and difficult to reach, considering ava#éastatistics of 27.3% in 2002 and 62.4%
in 2008. The prevalence rate of contraceptives 28a2% in 2001 and 33.4% in 2009, which
indicates that it is far from the achievement o tiarget of 100% by 2015. The use of
modern contraceptive methods of sexually active emmwas 61.2% in 1998 and 64.6% in
2003, aiming to achieve 70%. Based on this slowesse, the target is unlikely to be
achieved by 2015. Antenatal coverage in 2009 was8%0, indicating that target has already

been achieved.

The Southern African Network of Nurses and MidweiviR012) (SANNAM) states that
implementation of community-based learning in mgsiand midwifery education and
training is a strategy that can help to improve amadl health by making health services
accessible to the women, especially those in mmdl underserved areas, while the students

are learning. In community-based learning, thesimgr students involve members of the
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community, such as community health workers in amainity-campus partnership in

improving maternal health, thus empowering comnyumiémbers (SANNAM, 2012).

The sixth goal is to combat HIV and AIDS, Malariadeother major diseases with the target
to halt and begin to reverse the spread of HIV Al2lS and stop incidence of Malaria and
other major diseases by 2015 (African DevelopmenkBGroup, 2012; UNDP, 2010). The
HIV prevalence among the population aged 15-24syelt was 9.3% in 2002 and 8.7% in
2008, with a target of below 9.3% by 2015 (UNDP1@Dwhich is possible to achieve. It
was targeted to achieve 22.8% of HIV prevalenceraib-24 years old pregnant women
and 15.6% prevalence among 15-49 year old men b§,2fut the results are not promising
as shown by increase of the HIV prevalence amongeavoof 15-24 years old from 22.8% in
2002 to 29.3% in 2008 and HIV prevalence among ofeb5-49 years old from 15.6% in
2002 to 16.9% in 2008. While it is possible to awlei the target, it will require much effort

from stakeholders, NGOs and Government leadership.

The UNDP (2010) report shows that South Africa aitos provide 100% access to
antiretroviral drugs for people with advanced Hinection by 2015, but based on the
statistics of 13.9% in 2005 and 41.6% in 2008, iit ke difficult to achieve this global goal

in the three coming years. This report revealed itha possible to reduce the incidence of
Malaria below 6800 by 2015 as the statistics ingithe decrease of Malaria incidence from
64600 in 2000 to 6800 in 2008. The objective toiaah below 2% of death rate related to
Malaria by 2015 has already been attained as ththdate associated to Malaria decreased
from 2% in 2002 to 0.6% in 2007 (UNDP, 2010). AreattMDG6 objective that has been
achieved is to treat under-five year old childrémovihave Malaria with the appropriate anti-
malarial drugs. Statistics show that there were3984ses of Malaria in under 5 year old

children in 2000, but only 603 cases in 2009.
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Also with respect to MDG6, South Africa wanted thigve incidence of Tuberculosis below
253, prevalence of Tuberculosis below 134000, &eddeath rate related to Tuberculosis
below 147 per 100000 populations by 2015. Thigniikely to be achieved considering the
evidence indicating the increase of incidence obéFaulosis from 253 in 2004 to 283 in

2009; the increase of prevalence from 134000 iM200144000 in 2008 and the death rate
from 147 per 100000 population in 2002 to 179 péOQDO in 2007 (UNDP, 2010).

According to the South African Department of Hegi012), South Africa has the seventh
highest TB incidence in the world and it continiesncrease having become resistant to
many of the drugs. Based on this evidence, trestill a long way to go towards achieving
the targets that have been fixed. Although mangghihave been achieved, there is still

much to be done to progress towards the achieveoféme goal.

Community-based nursing education has positive anpa health-related MDGs (MDGs 4,
5& 6) where the nurse students may provide thentrdaution towards their achievement.
The study conducted by Hoebeke et al., (2009) stdhat nurse students conducted service-
learning projects on maternal-infant health. Acaogdto these authors, the students
implemented a learning project to increase awarepédgolic acid supplementation among
women of childbearing age by providing education tbe importance of folic acid in
preventing complications of pregnancy and defeetmature births. The nurse students also
participated in a post-partum depression screemdgcation and follow-up programme by
developing a protocol for this programme in oraefight against this condition amongst new

mothers, which had positive impact on the healtbath mothers and their babies.

Another community-service learning project conddctey the multi-disciplinary student
team focused on the promotion of breastfeedingwiihcome mothers with the intention of

increasing the nutritional state of infants andvprging disease related to early weaning.
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This study contributes to the attainment of MDGamdl 5, as the nurse students achieved
their learning objectives (Hoebeke et al., 2008).al study carried out by D’Lugoff and
McCarter (2005) in the USA, students planned anglemented various health services
including immunization of refugee children, while another study in the USA by Sullivan
(2009), findings revealed that the nurse studerdsigeed immunization to refugee children,
infant feeding, hygiene product use and women’dtihgaojects as their community-based
learning services. Such health services delivergdstbdents in their community-based
learning must have a positive impact on the redaotif child mortality and improvement of
maternal health as it not only provides a servicpdople living in the community, but also
equips the students with competences to work imgmy health care facilities, which

enhances the accessibility of health care sertcdse population.

The three health-related MDGs cannot be achievétkeihealth professionals are not evenly
distributed throughout the country, especially umai and marginalised settings, in order to
facilitate accessibility of health services toatlzens. The studies revealed that community-
based education has the potential to motivate h@atifession students to return to work in
community health facilities once they have graddig#/illiamson et al., 2012; Leipert and

Anderson, 2012; Kaye et al., 2010).

This is an important aspect of community-based aiiliie, where the contribution of health
professionals, including nurses, working in comnsittings, is vital to the provision of
health services because those living in the comtyuwmill have access to adequate and
appropriate health care. The nurses will be gedaifio deliver health education on the
prevention of HIV/AIDS, Tuberculosis, Malaria andher diseases such as sexually
transmitted infections. They will provide antiretn@l therapy to patients living with

HIV/AIDS, Prevention of Mother-to-Child Transmissioof HIV, reproductive health
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services and immunization, thus increasing theessibility of health services and
contributing to attainment of health related MDG&shali (2009), argued that community-

based education prepares nurses to practice cothenunity.

An experiment study conducted in Ghana by Phillgesyah and Binka (2006) reported that
the location of nurses in the community reducedtbloiod mortality rates by above 50% in 3
years, making the Millennium Development Goal éild survival more attainable, and
reduced the fertility rate by 15% due to accesgjbibf contraceptive and other health
services. It is obvious that community-based edosabas a positive impact on reaching
health-related MDGs through primary health carevises. While the goals specifically
related to health are to reduce child mortality,piave maternal health and combat
HIV/AIDS, Malaria, Tuberculosis and other diseasal§,MDGs are interrelated and affect
each other. Nurses may contribute in many waysrisvidneir achievement since good health

is considered not only as outcome of developmaritalso as a resource of development.

2.11. Conclusion

This literature reviews covered an overview of camity-based education, service-learning
activities, perceptions of students about commurised education, factors affecting
community-based service-learning, problem-basedtathn, facilitation in problem-based
learning, primary health care and the progresshef Millennium Development Goals in

South Africa.
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CHAPTER THREE
RESEARCH METHODOLOGY

3.1. Introduction

The research methodology refers to the plan oflgoting the study (Burns and Grove,
2009). This chapter describes the research paradigeearch approach, research design,
research setting, population, sample size and sagnf@chniques, data collection procedure,

research instrument, data analysis, data managemedrdthical considerations.

3.2. Research paradigm

The current study follows a positivist paradigmpdsitivist paradigm believes that there is a
fixed objective reality existing in the world the&n be observed and measured, and from the
observation and explanation of the realities, care make predictions about the relationships
of the phenomenon (Weaver and Olson, 2006; Kr&2335). The positivist paradigm was
chosen because the researcher believes that actiedjeneasurable and observable reality
exists that can be explained through scientifichods. The promotion of primary health care
philosophy in a community-based nursing educati@g@mme is objective and, therefore,
can be observed and measured. The researcher tonsegblore the promotion of primary
health care philosophy in a community based edutgtrogramme in a selected Nursing

Education Institution in KwaZulu-Natal.

3.3 Research approach

A quantitative approach was used to carry out tireeat study. This approach is defined by
Burns and Grove (2005) as a formal, objective,esystic process in which numerical data is

used to get information about the phenomenon. €kearcher chose this approach because
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he believes that numerical data can be used tctl®é/ explain the phenomenon which is
the students’ perspective of the promotion of prinfeealth care philosophy in a community-
based nursing education programme at a selectéerhegucation institution in KwaZulu-

Natal.

3.4. Research design

According to Polit & Beck (2008), the research dasis the overall plan of getting

information on the question being studied and rasglsome of the problems you meet
during the research process. A non-experimentalnupative, cross sectional survey, with an
explorative descriptive design was used to condlet study for exploring the students’
perspective of the promotion of primary health carglosophy in a community-based
education programme at a selected higher educatistitution in KwaZulu-Natal. This

design was chosen because the researcher wantexhlpdb describe how primary health
care philosophy is promoted through the communéigdal nursing education programme,

but also to describe the associated variables.

3.5. Research setting

The study was conducted in a School of Nursing Boblic Health at a selected higher
education institution in KwaZulu-Natal. The schdalls under the College of Health

Sciences. According to the University’'s Handbook 2012, the school offers various

undergraduate programmes, such as a diploma imgutsat is offered in two semesters for
full time students and three semesters for part-stadents, a Bachelor of Nursing, advanced
practice, that is offered on a three years bagiduib time students and not less than ten
semesters for part- time students, and a BachéNursing, offered on a four year basis for

full time students.
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3.6. Population of the study

According to Brink (2006) and Polit and Beck (2008)e population of a study is the entire
group of subjects, persons, objects or elementdthee same characteristics of interest to the
researcher. The target population of the curramiystivas composed of all 124 registered
nursing students at second, third and fourth yeagllof a Bachelor of Nursing programme at
the selected School of Nursing in KwaZulu-Natalaese they fulfilled the characteristics of
interest of the research as they were exposedetacoimmunity-based nursing education

programme.

3.7. Sample size, sampling techniques and procedure

Brink (2006); Burns and Grove (2005) define the glensize as the portion of the population
selected by the researcher to represent the gmipalation, so that the inference can be
made. All 124 nursing students registered in sectimidl and fourth years of the Bachelor of
Nursing programme in 2012 were considered as tmpleaof the study. The non-probability,
convenience sampling method was used to recruip#mcipants. According to Polit and
Beck (2012);Brink (2006), when using the non-pralitgbconvenience sampling technique,
the researcher chooses the elements of the studyawehavailable and ready at the right
place and the right time during the study peri@ix (6) participants were recruited for the

pilot study and 118 participants were considerethaginal sample size.

Because all population of the study was 124 regidtestudents who were at same time
considered as sample size, and six of them weentakpilot study for test-retest, therefore

their responses were not included for final analy$he remaining 118 registered students
were considered as final sample size for furthexlyems. The researcher had prepared 118

guestionnaires to be distributed. This technique swatable for the current study because of
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the time available to the researcher. He anticgptat some students might not be available
during the data collection period, and it was e@syhim to get the participants using non-

probability convenience sampling techniques, esfligailuring the lecture sessions.

3.7.1. Criteria for inclusion

The inclusion criteria of the study were

a) Second, third and fourth year nursing students ware registered for a Bachelor of

Nursing in 2012;
b) who had experienced community based service-legraind

c) who were willing to participate in the study.

3.7.2. Criteria for exclusion

All first year nursing students and those who did wish to participate were excluded from

the study.

3.8. Data collection instrument and procedure

3.8.1. Data collection instrument

The data was collected using a questionnaire thdtlleen adapted from various resources
(Pentrice and Robinson, 2010; Dolmans, Wolfhagezinéman and Scherpbier, 2008; WHO,
1987) and literature. The questionnaire had foumnsactions: Section one (items 1 to 7)
required the socio-demographic data from partidgiasection two (item 8 to item 31)
pertained to community-based learning activitiest ttpromote primary health care

philosophy; section three (item 32 to item 39) désd the perceptions of students about
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community-based education as a tool that promotasapy health care philosophy; and
section four (item 40 to item 47) related to fastaffecting promotion of primary health care
philosophy in a community-based education programApeendix 3. The questionnaire took

approximately 20 minutes to complete.

3.8.2. Data collection procedure

The researcher applied for permission to conduetstady from the Dean and Head of the
selected School of Nursing in KwaZulu-Natal (Append). He also applied for ethical
clearance from the Ethics Committee of the Uniwgraif KwaZulu-Natal, which was
granted. After getting ethical approval (append)xa@d permission to conduct the study
(appendix 5), the researcher contacted the co-aalinof the Bachelor of Nursing
Programme to ask permission to recruit the paditip. He then contacted the lecturers to
arrange a suitable time table to avoid disturblmgy dlass and requested permission to speak
to their students. After obtaining permission, teeearcher met with the participants in their

nursing classes and explained the purpose of tiuy $0 them.

He explained that participation in the study wasumtary and that they had the right to
participate or to refuse without fear of any negaticonsequences. He also told the
participants that they had the right to withdravaay time if they felt uncomfortable without
fear of negative consequences. The participants @ieen the opportunity to ask questions
related to the study. Thereafter, the researcheteth the participants to participate in the
study. Those who accepted were given a writtenrinéal consent form to sign (appendix 1
and 2) and then the questionnaires were distribtgdtie participants who were available.
The researcher explained that no names could leewon questionnaires. Some participants

preferred to take the questionnaires home so hlegtcould read them in depth and return the
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guestionnaire during the following class sessidme €Tompleted questionnaires were put in
box which was closed after data collection. Th&ad=llection was done every Monday,
Tuesday and Thursday for one month because naff @lie participants were available at

same time. The researcher had to wait until theymed the questionnaires.

Data collection took place in the class for thosewanted to participate and who did not
want to take questionnaires home. They were hatldedjuestionnaires and given time to
read them and ask questions. The researcher wettteoalass in order to let the participants
fill in the questionnaires without feeling they webeing intimidated, but stood outside in
order to answer any queries of the participantsedessary. The researcher then collected the

completed questionnaires and thanked the partitsdantheir participation in the study.

3.9. Validity and reliability of instrument

3.9.1. Validity of instrument

Brink, (2006) defines the validity of instrument e quality of the instrument to measure
accurately what it is supposed to measure in théezdin which it is applied. The validity of
the instrument that was used in this study refershe variables that are related to the
objectives of the study. The instrument was pregkrib experts in nursing education,
community-based education and research methodofogycritique and was modified
according to their input. Items were matched adgathe research objectives and the

conceptual framework, which is Kolb’s experientedrning cycle.

3.9.2. Reliability of instrument

According to Brink (2006), the reliability of thastrument is the capacity of the instrument

to yield consistent results if it is used by twdfatient researchers at same time or used by
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same researcher repeatedly over time. The relyalofi this instrument was measured by
conducting a pilot study with six participants tetect any ambiguity and misunderstanding
and to determine its stability and consistencythipilot study, a Test, re-Test reliability was
done. The instrument was administered twice w@aweek interval to the same group of six
participants and Cronbach’s alpha was calculatedetermine internal consistence of the
instrument for reliability. Cronbach’s alpha offemunity-based learning activities was .851,
Cronbach’s alpha of perceptions on community-basddcation as tool that promotes
primary health care philosophy was .767 and lagllgnobach’s alpha of factors affecting
promotion of primary health care philosophy was6,7#&hich were acceptable internal

consistencies.

According to Polit and Beck (2012), the acceptalt@nity of Cronbach’s alpha is 0.70
which was used as acceptable in this current sflidgse who participated in pilot study did

not participate in the main study for final anadysi

Table 1: Content validity of the instrument that was used in this study

Research objectives Theoretical framework Questioraire items
1. Describe community-based Concrete experience, abstract | Q8-Q31
learning activities that conceptualisation and active
promote primary health cargexperimentation
philosophy
2. ldentify factors affecting Reflective observation and Q40-Q47, plus Q1-Q7

promotion of primary health abstract conceptualisation
care philosophy in
community-based learning
activities

3. Describe the perceptions pReflective observation and Q32-Q39
students about community-abstract conceptualisation
based education as a tqol
that promotes  primary
health care philosophy
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3.10. Ethical considerations

Brink (2006) states that ethical considerationrigcial in any research and aims to protect the
rights of participants, avoid any harm to the ggptints and maintain honesty in the research.
To adhere to ethical principles, the researcheigded the research in a valid and scientific
way to ensure that the research yielded valid ehdhble findings from which the community
may benefit. Permission to conduct the study waained from the School of Nursing and
Public Health and ethical clearance was grantewh filte Research Ethics Committee at the
University of KwaZulu-Natal. To respect the rigluksparticipants, the researcher explained
the purpose of the study to them and explainedghsicipation in the study was voluntary
and they had the right to withdraw at any timehg\yt felt unconformable without fear of any
negative effects. He also explained that they waxperience no harm by participating in
the study. After providing all the necessary infatimn regarding the study, a signed

informed consent was obtained from those who valulgtaccepted to participate.

The researcher explained to the participants tiefjtiestionnaire would take them about 20
minutes of their time to complete and that theiorammity and confidentiality would be
respected by using codes on the questionnairer Tlaenes or student numbers would not
appear anywhere on the questionnaires, so no oukl\we able to identify whose response it
was. Therefore, once the questionnaires were stdzmithey could not be withdrawn
because they could not be identified. The partidipavere treated equally and the data was
presented as it was collected, without modificatiDime data is kept safely in a locked area to
which only the researcher and supervisor have accdse researcher explained that the
findings of the study may be used in the curriculteview process in view of maintaining

guality of education.
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3.11. Data analysis

The questionnaires were coded and the data wasredph SPSS (Statistical Package for the
Social Sciences), Version 19, and was checkedrtorelte the mistakes. Numerical data was
summarized by measures of central tendency andumesa®f variability such as mean,
standard deviation, mode and median, range, minimochmaximum values, quartiles and
interquartiles range, according to whether data masnally distributed or skewed. The
distribution of data was detected by computingkbémogorov-Smirnov test of normality, in
which a value> 0.05 was considered as normal distribution dagdlés and figures were
used to present the data using SPSS, Version 1find @ut where the students had covered
more community-based learning activities that preemBHC philosophy, in items 17-31,
each community learning setting was considered \zwiable to a learning activity and was
given a letter. These variables were coded as aatad) variables/measurements. “Yes” and
“no” were recorded as numerical variables in scagasurement with “yes” being recorded
as “1” and “no” being recorded as 0. Thereaftez,4bore of community learning activities in

each community learning setting was computed.

The perceptions of students on CBE as a tool tonpte PHC philosophy variables were
scored to form one variable, which is a perceptbstudents on CBE as a tool to promote
PHC philosophy. This perceptions variable was aaiegd into three categories, where those
who scored between land 15.999 were categorizéth@dag negative perceptions; those
with scores of betweenl6 and 23.999 were categbra® having moderate positive
perceptions and those with scores between 24 ande8@ categorized as having strong

positive perceptions.
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With regard to factors affecting promotion of PH@ilpsophy in the CBE programme, the
factors with a mean below 2.4 were considered agehing factors while those with a mean

above 2.4 were considered as influencing factors.

The association between variables was done. Thokidad the associations between
demographic variables and perceptions of studesgarding community-based education;
demographic variables and community learning aatwivariables; perceptions of students
on CBE as PHC tool and community learning actigitiéarametric and non-parametric tests
were used in statistical analysis, according todha distribution (Independent T-test, Chi-
square test, Mann-Whitndy test, Kruskal-Wallis test) and a statistical sfigaince level of
P-value of< 0.05 was set to be considered as significant. d$sociations that did not

indicate statistical significance were not repoitethe final presentation.

3.12. Data management

The data was collected by the researcher himsedingure confidentiality. The completed
guestionnaires were immediately put in box andeskafter data collection and were opened
during the data entry. The data was entered int8SSR/ersion 19, using codes. The data
was, and will continue to be, stored in a safe éolckrea in the School of Nursing and Public
Health to which only the researcher and supenaserallowed to access. The data in SPSS
can only be accessed using a code and no one, tekeepesearcher and supervisor, can
access the information. Following the UKZN policydata management of research, the data
will be maintained in the proper way and then il destroyed after 5 years. The findings
will be published in form of journal articles andeport will be compiled and submitted to
the School of Nursing and Public Health, FacultyH#alth Sciences and the university

Library.
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2.13. Conclusion

The methodology chapter covered the research metiee in this study and explained the
paradigm and research approach, the research degigdy setting, population, and sampling
and sample size. It also looked at the validity aeliability of the instrument, ethical

considerations, the data collection procedurea datlysis and data management.
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CHAPTER FOUR

PRESENTATION, ANALYSIS AND INTEPRETATION OF FINDING S

4.1. Introduction

This chapter covers the presentation, analysisirsedoretation of findings. The purpose of
the study was to explore the students’ perspectegarding the promotion of primary health
care philosophy in a community-based nursing edutgirogramme in a selected Higher
Education Institution in KwaZulu-Natal. The objess of the study were to describe
community-based learning activities that promotenpry health care philosophy, identify
the factors affecting promotion of primary healthre philosophy in community-based
learning activities and describe the perceptionstadients about community-based education
as a tool that promotes primary health care phgbgoThe results are presented in tables and
figures. The objective related to community-baseating activities that promote primary
health care philosophy comprised of the periodswhich the students were based in
community settings, the learning activities thatevearried out and where the community-

based activities had been conducted.

Analysis was done using the Statistical Packag8amial Sciences, Version 19 (SPSS-19).
Cross tabulation and the Chi-square test, Kruskallig/Test, Mann-Whitney U Test and T-
test were used in analysis to test extent of miahips between variables.pA value< 0.05

was considered as statistically significant.



76

4.2. Description of socio-demographic data

The population of the current study consisted @f 4@idents from the nursing department at
a selected University who were registered in theosd, third and fourth year for the
Bachelor of Nursing degree in the 2012 academic. y&dl of them (124) constituted the
sample size of the present study. Six of them (3 @&fticipated in a pilot study that was not
included in the final analysis. Ninety-one (91) sfi@nnaires representing 73.3% were
returned and included in the final analysis of lssrhis response rate was acceptable since

it was above the 60% response rate that is corslderceptable (Johnson and Wislar, 2012).

4.2.1. Age distribution of participants

The minimum age of the respondents was 18 yearamddthe maximum age was 37 years
old with mean age of 21.99 years old. The medias 2&years old, the mode was 22 years
old and the standard deviation was 2.915. The skssvwas 2.987 and had a std. error of
skewness of .253. The Kurtosis was 12.422 and edor of Kurtosis was .500. The
percentile 25 was 20 years old; the percentile & 22 years old while the percentile 75 was
22 years old. The interquartile range was 2. Tretadce between the first quartile and
median was 2, while the distance between the thirdrtile and the median was 0. The
significance-value of the Kolmogorov-Smirnov teginormality is .000 which indicates that
the data was not normally distributed (skewed).itAappears in figure 1 below, the age

distribution of the respondents is positively skdwe
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Figure 2: Age distribution of participants

4.2.2. Gender of participants

The majority of participants were female (80.2%78); while 19.8% (18) were male.

4.2.3. The academic level

A large number of participants were in their secgrdr (38.5%, n=35), while 30.8% (28)

and 30.8% (28) were studying in the third and foydar respectively.
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4.2.4. Home area

It was indicated in this current study that 35.238)(of the participants lived in urban areas,

33% (30) lived in suburban areas and 31.9% (2@pliw rural areas.

4.2.5. Practical community settings

This study revealed that 30.8% (28) of the paréinig did their practice in urban community
settings, 30.8% (28) in suburban community setti@ggs4% (24) in informal settlements and

12.1% (11) in rural communities.

4.2.6. Previous involvement in community activities as volunteer

The results showed that the majority of the paréints confirmed that they had participated
in community activities before, as volunteers (82,.61=57), while 37.4% (34) declared that

they had not participated in community activitie$dve undertaking nursing studies.

4.2.7. The choice of nursing

The majority of participants representing 71.4%) (86clared that nursing was their first

choice of career, while 28.6% (26) said that nigsuas not their first choice.
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Table 2: Summary of socio-demographic data distribtion

Socio-demographic variables Attributes Frequencies | Percent
Gender Male 18 19.8%
Female 73 80.2%
Total 91 100%
Level of study Second year 35 38.5%
Third year 28 30.8%
Fourth year 28 30.8%
Total 91 100%
Home area Rural area 29 31.9%
Suburban area: Township | 30 33%
Urban area 32 35.2%
Total 91 100%
Practical community settings Informal settlement 24 26.4%
Suburban community 28 30.8%
Urban community 28 30.8%
Rural community 11 12.1%
Total 91 100%
Previous involvement in any| Yes 57 62.6%
community activity as volunteer,
ect No 34 37.4%
Total 91 100%
First choice of nursing Yes 65 71.4%
No 25 28.6%
Total 91 100%




80

4.3. Description of community-based learning actities that promote
PHC philosophy

4.3.1. Distribution of respondents according to the period in which they participated
in a community-based learning programme during thei educational programme

The findings showed that 82.4% (75) of the respotddeere exposed to community-based
learning during their first year and had done tlpeacticals at an old age home, while 24.4%
(22) said they had done their first year practicalsa creche. A big proportion of

respondents, (92.1%, n=82) indicated that they I@eh involved in a community-based
learning programme while doing their practicalsidgrJanuary/February in their second
year, 89.9% (80) said they participated in a comitguearning programme during the April

vacation, 87.6% (78) were exposed to a programmnikeim second year June/July vacation,
64% (57) said they were exposed to the communisgthdearning programme their second
year September vacation and 56.7% (51) were exposagrogramme in their second year
December vacation. Findings of the study reveated only 36.7% (33) were exposed in
psychiatric practicals while only 34.4% (31) wergased to a community-based learning
programme in a primary health care clinic. Thelgdtelow indicates the distribution of

respondents according to their periods they padted in a community-based learning

programme.
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Table 3: Distribution of respondents according to lhe periods in which they participated
in a community-based learning programme

Periods Yes No Total

1% year old age home practicals B2(4%) | 16 (L7.6%) | 91 (L00%)
1% year créche practicals 22 24.4%) | 68(75.6%) | 90 (100%)
2" January/February 82(92.1%) | 7 (7.9%) 89 (100%)
2" year April vacation 80 89.9%) | 9 (10.1%) | 89 (L00%)
2" year June/July vacation 78 87.6%) | 11(12.4%) | 89(100%)
2"% year September vacation 57 64%) 32 (36%) 89(100%)
2" year December vacation 51 (66.7%) | 39(43.3%) | 90(100%)
Psychiatry 33(36.7%) | 57(63.3%) | 90(100%)
PHC Health Clinic 31(34.4%) | 59(65.6%) | 90(100%)

4.3.2. Distribution of respondents according to activities they participated
in

The results revealed that the majority of respotslé®7.8%, n=89) participated in family
assessment; 100% (91) were involved in epidemioddgstudies and 100% (91) did
community assessment. The findings also showed 9364&% (87) participated in needs
validation in community and 90.1% (82) participaiadcommunity project planning. This
study showed that the majority of respondents @34=85) participated in fundraising for a
community project, while 80.2% (73) participated community mobilization to take
responsibility for their health. A big proportioh @spondents 985.7%, n=78) participated in
community project implementation, while 70.3% (G#8rticipated in community project
evaluation. The table shows the distribution ofpogglents according to activities they

participated in during their community-based leagni
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Table 4: Distribution of respondents according to ativities they participated in

ACTIVITIES YES NO TOTAL
Family assessment 89(97.8%) 2 (2.2%) 91 (100%)
Epidemiological studies 91 (100%) 0 (0%) 91 (100%)
Community assessment 91 (100%) 0 (0%) 91(100%)
Validation of community problems 12 year April vacation 87 (95.6%) 4 (4.4%) 91 (100%)
practicals)

Community project planning 82 (90.1%) 9 (9.9%) 91 (100%)
Fundraising for community projects 883(4%) 6 (6.6%) 91 (100%)
Community mobilization to take responsibility féveir health 7380.2%) 18(19.8%) 91 (100%)
Community project implementation 785.7%) 13(14.3%) 91 (100%)
Community project evaluation 64 (70.3%) 27(29.7%) | 91 (100%)

4.3.3. Distribution of respondents according to the community members
they involved in community-based learning activities

The majority of respondents (95.6%, n=87) involsathool teachers in their community-
based learning activities, 91.2% (83) involved Ideaders and 44% (40) involved church
leaders. It was revealed that only 14.3% (13) imedltraditional healers in their community-
based learning activities. The majority of respangdd60.4%, n=55) involved youth leaders
and 89% (81) involved community health workers amenunity learning activities. This
study showed that a large proportion of respond@n9%, n=80) involved the clinic health
workers (nurses), 52.7% (48) involved the elderpteacommittee and the majority of
respondents (93.4%, n=85) involved the communitynimers in their community-based
learning activities. It was shown that, in genegalarge proportion of respondents (69.9%)
involved community members and the key communigdées in their community-based

learning activities. See table 5 below.
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involved in community-based learning activities

community members they

Community members involved in community| Yes No Total
based learning activities

School teachers 8D%.6%) 4 (4.4%) 91 (100%)
Local leaders 83(91.2%) 8 (8.8%) 91 (100%)
Church leaders 4214%) 51 (56%) 91(100%)
Traditional healers 1014.3%) 78(85.7%) 92 (L00%)

Youth leaders 55 (60.4%) 36(39.6%) 91 (100%)
Community health workers g89%) 10(11%) 91(100%)
Health clinic workers (nurses) §87.9%) 11(12.1%) 91 (100%)
Elder people committee 482.7%) 43 (47.3%) 91 (100%)
Community members 8033.4%) 6 (6.6%) 91 (100%)

4.3.4. Distribution of respondents according to primary health care
philosophy components as the focus of community-based learning
project

The majority of the participants (89%, n=81) indezhthat their community-based projects
focused on promotion of health (health educationnaoitrition, sexuality, breastfeeding,

environmental health, waste disposal, and safechah water); 90.1% (82) stated that their
project focused on prevention of illness, injurd@s social problems (immunizations, family
planning, health education on prevention of STkspnic illness such as hypertension and
teenage pregnancy); and 52.7% (48) cited engagicgmmunity-based project that focused
on treatment of common diseases and injuries ateh@ireatment of lice, diarrhoea and

vomiting, flu and minor burn injuries).

Forty-five point one percent (45.1%, n=41) of tkespondents carried out community-based

projects focused on rehabilitative care (home memant of a patient with deformities,
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elderly patients with chronic illness, mentallydlients in the community) and the majority
of respondents (76.9%, n=70) indicated that th@mmunity-based projects were focused on
promoting self-reliance and self-determinationhe tommunity (identifying, accessing and
utilizing available resources within the community addressing health related issues).
Overall, 70.8% of respondents carried out commtipgtyed learning projects that embraced
primary health care philosophy. The table belowidagts how the respondents are

distributed according to the focus of their comntyHiased learning projects.

Table 6: Distribution of respondents according to pimary health care philosophy
components as the focus of community-based learninyoject

Focus of community-based project Yes No Total
Promotion of healthhiealth education on nutrition, sexualify81 10 91
breastfeeding, environmental health, waste disposafle and

Prevention of illness, injuries and social proble82 9 91

(e.g.immunisations, family planning, health eduaation
prevention of STIs, chronic illness such as hypsitm,| 90.1% | 9.9% | 100%
teenage pregnancy)

Treatment of common illnesses and injuries at hdeg. | 48 43 91
treatment of lice, diarrhoea and vomiting, flu, winburn

injuries) 52.7% 47.3% | 100%
Rehabilitative care (eg.Management of a patient withl 50 92
deformities at home, elderly patient with chronimasses

mentally ill clients in the community) 45.1% 54.9% | 100%
Promoting community self-reliance and self-deteation | 70 21 91

(identifying, accessing and utilizing available rasmes within
the community in addressing health related issues) 76.9% | 23.1% | 100%
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4.3.5. Distribution of respondents according to settings and the
community-based learning activities exposure

As the community-based nursing programme is patth@hursing curriculum at the selected
higher education institution and the many aspetthie programme are incorporated into
various teaching settings, respondents were reglidst indicate whether they had been
exposed to these aspects and whether the teachisgtaken place in a classroom, a
community environment, a health clinic or a hodpitBecause of the nature of the
programme it was likely that participants would édeen exposed to the same concept in a

variety of settings.

The majority of respondents (71.4%, n=65) indicateat they had learnt about provision of
health education to prevent disease and promotéhhirdhe classroom; 51.6% (47) said that
they had learnt it in a community setting; 40.798)(8aid they in a health clinic; and 20.9%

(19) said they were in a hospital.

Just over half (52.7%, n=48) of the respondenttedtéhat they had learnt about oral
rehydration methods for dehydrated children ingl22% (20) said they had covered it in a
community; 41.8% (38) said that they were in athedlinic; 23.1% (21) said that they were

in a hospital, while 13.3% (12) said that they dad learn it at all.

It was shown in this study that a large proportadrrespondents (57.1%, n=52) learnt the
importance of baby breastfeeding in class, 22% §2@) that they learnt it in a community
setting, 41.8% (38) learnt it in a health clini&, @ (29) said that they learnt the importance

of baby breastfeeding in hospital, while 11% (1i@) bt learn it at all.

Findings showed that the majority of responden& 6%, n=57) said that they had learnt

about family planning for both males and femaleslass; 23.1% (21) said that they were in
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a community setting; 52.7% (48) said they were health clinic; 24.2% said that they were

in hospital; and 5.5% (5) said they did not ledrat iall.

With respect to learning about prevention of maitioh in children through food
supplementation, the majority of the responden®s3%, n=64) said that they had covered
this in class; 25.3% (23) said that they were ao@munity setting; 41.8% (38) said that they

were in a health clinic, while 18.7% (17) said tthety were in a hospital.

It was revealed in this study that 58.2% (53) af tespondents had learnt about first aid
measures at home when they were in class; 12.1%sditl they were in a community
setting; 29.7% (27) said they were in a healthiclimwhereas 20.9% (19) said they were in

hospital.

Just over half of the respondents (52.7%, n=48) leadnt about growth monitoring of
children when they were in class; 20.9% (19) sla&y thad covered this aspect of nursing in a
community setting; 52.7% (48) said they were exddsdat when they were in health a clinic

and 15.4% (14) said they had learnt about it irphiak

It was shown in the current study that 60.4% (5&ip ghat they had learnt about baby
immunization in class; 16.5% (15) said they hadreabout it in a community setting;
53.8% (49) said they covered baby immunisation lrealth clinic and 13.2% (12) said they

were exposed to it in hospital.

Findings revealed that 51.6% (47) had learnt alcoatmunity involvement in community-
based project when they were in class, the majaftyespondents (70.3%, n=64) had
covered this in a community setting; 15.4% (14) headnt about it in a health clinic, while

5.5% (5) said they were exposed to it in hospital.
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Thirty eight point five percent of the responde(88.5%, n=35) had covered the topic of
about advocating for vulnerable people in class,/%0 (27) had learnt about it in a
community setting; 16.5% (15) were in a healthiclinvhile 18.7% (17) said they were in

hospital.

Just about half of the respondents 50.5% (46) saitithey had learnt about educating the
community about waste disposal in a community rsgttd2.9% (39) said they had learnt
about it in class; 16.5% (15) said they were irealth clinic, 12.1% (11) said they were in a

hospital and 19.8% (18) said they had not coveratlall.

The study indicated that just over half (56.7%, h=&aid that they had learnt about ways of
keeping water clean if there are no taps when thene in class; 34.4% (31) said they had
been exposed to this topic in a community sett?®4% (22) said they were in a health

clinic and 15.6% (14) said that they were in haapit

The current study indicated that 51.6% (47) ofréspondents said that they had learnt about
caring for a terminally ill patient at home whemyhwere in class; 28.6% (26) said that they
had learnt this in a community setting; 17.6% (& they were in a health clinic and 22%

(20) said they were in hospital.

The study revealed that 57.1% (52) of the respatsdead learnt about women empowerment
when they were in class; 27.5% (25) said they wege community setting; 15.4% (14) said

they were in a health clinic; 11% (10) said theyavea a hospital, while 18.7% (17) said they
had not been exposed to this topic. Findings shaWwat 52.7% (48) of the respondents had
learnt about collaboration with other sectors asuese in addressing health issues in the

community while they were in class, 59.3% (54) Hskbn exposed to this topic in a



88

community setting; 16.5% (15) said they were irealth clinic and 11% (10) said they learnt

about it when they were in hospital. See tablelévbe

Table 7: Distribution of respondents according to sttings and the community-based
learning activities exposure

Community-based nursing Class Community Health Clinic | Hospital Not learnt
programme exposed me to
learning about
Provision of health education 1065 47 37 19 1
prevent diseases and promote
health 71.4% 51.6% 40.7% 20.9% 1.1%
Oral rehydration methods fqr48 20 38 21 12
dehydrated children

52.7% 22% 41.8% 23.1% 13.3%
Importance of baby 52 20 38 29 10
breastfeeding

57.1% 22% 41.8% 31.9% 11%
Family planning for both males57 21 48 22 5
and females

62.6% 23.1% 52.7% 24.2% 5.5%
Prevention of malnutrition to 64 23 38 17 3
children through food
supplementation 70.3% 25.3% 41.8% 18.7% 3.3%
First aid measures at home (e 3 11 27 19 12
burns, paraffin ingestion,
fractures) 58.2% 12.1% 29.7% 20.9% 13.2%
Performing grow monitoring of 48 19 48 14 8
children

52.7% 20.9% 52.7% 15.4% 8.8%
Baby immunization 55 15 49 12 8

60.4% 16.5% 53.8% 13.2% 8.8%
Community  involvement in 47 64 14 5 3
community-based projects

51.6% 70.3% 15.4% 5.5% 3.3%
Advocating for the vulnerable 35 27 15 17 22
people

38.5% 29.7% 16.5% 18.7% 24.2%
Educating the community about39 46 15 11 18
waste disposal

42.9% 50.5% 16.5% 12.1% 19.8%
Ways of keeping water clean (if51 31 22 14 10
there are no water taps

56.7% 34.4% 24.4% 15.6% 11.1%




89

Care of a terminally ill patient gt47 26 16 20 19
home (home-based care)

51.6% 28.6% 17.6% 22% 20.9%
Women empowerment (e.g.52 25 14 10 17
education about women abuge
and women’s right, education57.1% 27.5% 15.4% 11% 18.7%

and skills development for
women survival)

Collaborating with other sectors48 54 15 10 8

as nurses in addressing hedglth

issues in the community (e¢.52.7% 59.3% 16.5% 11% 8.8%
Working with business people,

teachers, police officers,

transport, etc.)

Table 8: Summary of distribution of number of leaming activities exposed to according
to educational settings

Number of| Number of learning Number of learning Number of
learning activities| activities in| activities in health| learning activities|
in class community clinic in hospital

Mean 8.344 4.888 4.822 2.611

Median 9.000 4.000 5.000 2.000

Mode 11.00 2.00 .00 .00

Std. deviation
4598 3.363 3.710 2.989

Minimum
.00 .00 .00 .00

Maximum 12
15 15 13

Kolmogorov-

Sm|rno_v test off 1.123 1.410 1.093 1.814

normality

Total 90 90 90 90

Table 8 above shows that the Kolmogorov-Smirnov eésnormality is above 0.05 to all
educational settings. Thus, the data relating @octhss, the community, the health clinic and
the hospital are normality distributed, which met#ret a large amount of data is distributed

around the mean.
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4.4. The factors affecting promotion of primary health are philosophy in
community-based learning activities

The findings of this study showed that 28 (30.8%)he respondents strongly disagreed and
26 (28.6%) disagreed with the statement that tleessibility of the community site was not
expensive and transport was easily available wB8e(28.6%) strongly agreed and 26
(28.6%) agreed. It was shown that 40.6% agreedittieaaccessibility of the community site
was not hindering their community learning (28.6%owagreed and 12% who strongly
agreed). Many of the respondents agreed that safetyie community promoted their
learning (n= 44, (48.4%) who agreed and (n=15, %6.%ho strongly agreed, while 22
(24.2%) disagreed and 10 (11%) strongly disagrewt lead concerns about safety in the
community site. Findings revealed that 58 (63.7%ihe respondents agreed and 16 (17.6%)
strongly agreed that the community leaders and reesntif the community were available to

support their learning.

The majority of the respondents 60 (65.9%) agrewt1® (20.9%) strongly agreed that the
support they received from the community enhanbe tearning about health-related issues
in the community and their management. It was shawnhis study that 61 (67%) of

respondents agreed and 17 (18.7%) strongly agtestdtiie support of the lecturer as a
resource person enhanced their learning abouthhesiited issues at the community level.
The study revealed that a large number of respdadéh (71.4%) agreed and 13 (14.3%)
strongly agreed that the orientation period gawd@ear introduction to expected outcomes
from their learning in the community. The majoritiyrespondents (n=63, 69.2%) agreed and
14 (15.4%) strongly agreed that they had enougk tmtheir programme to allow them to

execute their community-based learning activitlesst over half of the respondents (51.6%,

n=47) agreed and 9.9% (9) strongly agreed thaethad been enough resources to support
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their learning and project in the community sitghjle 24.2% (22) disagreed and 14.3% (13)

strongly disagreed with this statement.

The factors affecting the promotion of primary hleatare philosophy are divided into two
categories. Those with a mean equal and above @rd wvonsidered positively influencing
factors, whereas those with mean below 2.4 wersidered hindering factors. Thus, findings
showed that all factors positively affect the praoimo of primary health care philosophy in
community-based learning activities except accdggibo the community, which had the
mean below 2.4 and therefore hindered promotiomprohary health care philosophy in
community-based education. The table below indxahe distribution of respondents

according to their responses with regard to facffiecting promotion of primary health care

philosophy in community-based learning activities.

Table 9: The factors affecting promotion of primagalth care philosophy in community-
community-based learning activities

Statement Strongly | disagree | Agree | Strongly | Total Mean Std.
disagree agree deviation

Accessibility of community 28 26 26 11 91 2.220 1.02

site is not expensive and30.8% 28.6% 28.6% | 12.1% 100%

transport is easily available

The level of safety in the 10 22 44 15 91 2.703 .875

community promoted ouf 11% 24.2% 48.4% | 16.5% 100%

learning

Community leaders and2 14 58 16 90 2.978 .653

members were available 102.2% 15.6% 64.4% | 17.8% 100%

support our learning

The support we received froml 11 60 19 91 3.1 611

the community enhanced ourl.1% 12.1% 65.9% | 20.9% 100%

learning about health-related

issues in the community and

their management

Support of lecturer as sourcet 9 61 17 91 3 .683

person enhanced our learning.4% 9.9% 67% 18.7% 100%

about health-related issues at a

community level

Orientation period gave @2 11 65 13 91 2.978 .596

clear introduction to expected2.2% 12.1% 71.4% | 14.3% 100%

outcomes from our learning in

the community

The time in our programmg 4 10 63 14 91 2.95¢ .665
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was adequate to allow us [04.4% 11% 69.2% | 15.4% 100%
execute our community-based
learning activities

We had enough resources [t4.3 22 a7 9 91 2.571 .858
support our learning and14.3% 24.2% 51.6% | 9.9% 100%
project in community sites

4.5. The perceptions of participants about communyt-based education as

tool that promotes PHC philosophy

4.5.1. Distribution of participants according to their perceptions about
community-based education as tool that promotes pmary health care

philosophy

In this study, 52.7% (48) and 35.2% (32) of thepoeslents agreed and strongly agreed
respectively that the community setting prepareshtiio work as nurses in the communities
while 3.3% (3) strongly disagreed and 8.8% (8) glisad. It is shown in same table that
53.8% (49) agreed and 35.2% (32) strongly agreatiwbrking in community settings gave
them a better understanding of the influence ofasoeconomic, political and cultural issues
on health, whereas 8.8% (8) disagreed and 2.2%stfdngly disagreed. Many of the
respondents were in agreement that the distaneebetthe university and the community
settings did not affect their community learninghw#0.7% (37) and 24.2% (22) agreeing
and strongly agreeing respectively. The majorityesipondents (58, n=63.7%) agreed and 23
(25.3%) strongly agreed that working with membeosf other health teams or sectors better

prepared them for their role as nurses within theams.

A big proportion of participants 65.9% (60) and 728. (27) agreed and strongly disagreed
respectively that the type of community learningerxence helped them develop new skills
of managing and addressing health issues in thenconty. The majority of respondents 52

(57.1%) and 26 (28.6%) agreed and strongly agresplectively that the practical exposure
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in the communities gave them a better understanalirige primary health care theory they

had learnt in class. Many of the respondents (49.5945) and (33%, n=30) agreed and

strongly agreed respectively that the communityedalearning increased their interest to

work in under-resourced communities such as rumdsaand informal settlement. It was

indicated in this study that a large proportiorthe respondents, 62.6% (57) and 27.5% (25)

agreed and strongly agreed respectively that themmunity projects contributed to

improving the health of the communi

ty.

The table below shows the distribution of respotsl@tcording to their perceptions about

community-based education as a tool that promatesapy health care philosophy.

Table 10: The perceptions of participants about community-based education as tool that

promotes primary health care philosophy

Statement Strongly Disagree Agree Strongly Total
disagree agree

Placement in the community setting bette3 (3.3%) 8 (8.8%) 48 (62. %) 32(35.2%) 91(10

prepared me as a nurse to work even with|the 0%)

communities

The type of community setting | was placed|ig (2.2%) 8(8.8%) 49(53.8%) | 32 (35.2%) 91(10

made me understand better the sogial 0%)

economic, psychological, political and cultural

issues that influence health

The distance between the university and tHs (19.8%) 14(15.4%) | 37(40.7%) | 22(24.2%) 91(10

community where | was placed did not affect 0%)

my learning in the community

Working with members from other healthl (1.1%) 9(9.9%) 58(63.7%) 23(25.3%) 91(10

teams or sectors better prepared me for|my 0%)

role as a nurse within these teams

The types of community-based learnipg (1.1%) 3(3.3%) 60(65.9%0 | 27(29.7%) 91(10

experiences | was exposed to, helped [me 0%)

develop some skills | did not have before|of

managing and addressing health issues in| the

community

Practical exposure in the communities allowegl(3.3%) 10(11%) 52(57.1%) | 26(28.6%) 91(10

me better understand the Primary health care 0%)

theory that was learnt in class
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Community-based learning increased m§(3.3%) 13(14.3%) | 45(49.5%) | 30(33%) 91(10
interest to work in under-resourced 0%)
communities such as rural areas, informal
settlements, etc.

Our community projects contributed | (4.4%) 5(5.5%) 57(62.6%) | 25(27.5%) 91(10
improving the health of the community 0%)

4.5.2. The overall perceptions of respondents aboabmmunity-based education as tool
that promotes primary health care philosophy

Eight items of perceptions of students on commuioéyed education as a tool that promotes
primary health care philosophy were described. €&cahnging from 1 to 4 distinguished
whether the perceptions were considered as negatigesitive. All scores were summed to
make overall perceptions. The minimum perceptiaresof the respondents in the sample
size was 13 and the maximum was 32. The mean w85 2th the std. deviation of 3.672.
The median was 24 and the mode was 23. The skewress.195 with a std. error of
skewness of .253. The Kurtosis was .709 with aestar of Kurtosis of .500. The percentile
25 was 23; the percentile 50 was 24 and the paleaiat was 27, with an interquartile range
of 4. The distance between the first quartile aretliam was 1, while the distance between
third quartile and the median was 3. The signifteamalue of Kolmogorov-Smirnov test of
normality was .002, which indicates that the dittion of perceptions of respondents is

negatively skewed.
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Figure 3: The overall perception scores of respondents abo@BE as a tool that promotes PHC
philosophy.

4.5.3. The overall distribution of respondents according to the category of
perceptions about community-based education as tool that promotes

primary health care philosophy

The current study showed that the majority of resiemts (63.7%, n=58) had strong positive
perceptions and 35.2% (32) had moderate positiveepgons about community-based
education as a tool that promotes primary healté, s@hile only one respondent representing

1.1% had negative perceptions. As it had been atelicabove, the overall perceptions score
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mean were 24.85 at 79.5% indicating that the redgots had strong positive perceptions
about community-based education as tool that presnptimary health care philosophy. The
table below shows the overall distribution of rasgents according to the category of their

perceptions with regard to community-based educatial primary health care philosophy.

Table 11: The distribution of respondents accordindo the category of their perceptions
about CBE as tool that promotes PHC philosophy

Perceptions Frequency Percentage
Negative perceptions 1 1.1%
Moderate Positive perceptions 32 35.2%
Strong positive perceptions 58 63.7%
Total 91 100%

4. 5. The association between variables

Only the findings showing statistical significargdsaciations between variables have been

presented. The findings that were not statisticsitiyificant are not presented.

Table 12: Perceptions of respondents on CBE as taiblat promotes PHC Philosophy

across the year of study

Mean rank of perceptions on CBEChi- df P-value
as a tool that promotes PHGsquare
philosophy
Second year 44.63 12.308 2 .002
Third year 59.09
Fourth year 34.62

The Kruskal-Wallis Test was computed to test défere in perceptions across the academic

years of respondents. The Chi-square value wa982&h df:2 and the significance level
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(p-value) of .002, which indicated that there wadisiaal difference of perceptions across
the years of study of respondents. It means thafp#rception of students on community-
based education as a tool that promotes PHC pipihgsas different according to their
academic year. Thus, the third year students weree mositive that CBE is a tool that
promotes PHC philosophy than second year and théhfgear students, with the fourth year
students being the least positive. This shows thate was an increase of positive
perceptions from the second year to the third abdecrease in the fourth year. This decrease
may be due to the fact that the students are egosgpecialization learning experiences in

their fourth year and thus have less exposure trmuanity settings.

Table 13: Comparison of community-based learning $&ngs and perceptions
respondents on CBE as tool that promotes PHC Philophy

Mean rank of perceptions of CBE as tool thathi- df p-value
promotes PHC Philosophy square
Informal settlement 64.19 16.957 3 0.001
Suburban area 43.82
Urban area 36.16
Rural community 36.91

The Kruskal-Wallis Test was computed to test ddfere in perceptions across the
community-based learning settings the respondeetg Wwased in during their community
based learning practice. The Chi-square was 16v@8Y df: 3 and significance levep{

value) of .001, which indicates that the differena# perceptions across the community-
based learning settings were statistically sigaific The students based in informal

settlements had more positive perceptions on CB& ta®l that promotes PHC philosophy
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than those from suburban, rural communities andrudreas respectively, while those from

urban areas had low positive perceptions on CB&tasl that promotes PHC philosophy.

Table 14: Cross-tabulation between community-basel@arning settings and
community-based projects focused on rehabilitativeare

Community-based Repartition of participants according to the foofig Chi- df p-value
learning settings the community-based project on rehabilitative cafresquare
Yes No Total
Informal settlement 1666.7%) 8 (33.3%) 24 (100%)
Suburban area 28.6%) 20(71.4%) | 28(100%) 7.958 3 .047
Urban area 1346.4%) 15 (63.6%) 28 (100%)
Rural community 436.4%) 7 (63.6%) 11 (100%)
Total 41 (45.1%) 50(54.9%) | 91(100%)

The Chi-square test was computed to test the diffax between the respondents across the
community-based learning settings in conducting roomity-based projects that focused on
rehabilitative care. The Chi-square test value w888 with df: 3 and significance level-(
value) of .047 (2-sided) which is statisticallysificant. Thus, there was difference between
respondents in conducting community-based learphogects that focused on rehabilitative
care across the community-based learning settivgge students who were based in
informal settlements carried out community-basedrrmg projects that focused on
rehabilitative care than those who were based nal,rurban and suburban settings. This
could be due to the fact that the people who liweinformal settlements have limited

resources and are not able to access to expemsiabilitative services.
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Table 15: Comparison between respondents accordirig the year of study and interest
in working in under-resourced communities

Distribution of participants Chi-square| df p-value

according to the academic yeg N Mean Rank

Distribution of participants Second year 35 48.79 8.080 2 .018
according to the level of Third year 28 53.02
agreement whether the
Fourth year 28 35.50
community-based learning
Total

increased their interest to wor| 91

in under-resourced communit

The Kruskal-Wallis Test was computed to comparedifference of respondents in interest
in working in under-resourced communities across ybar of study. The Chi-square test
value was 8.080 with df: 2 and significance leyeVélue) of .018, which indicates that there

was statistical significance of difference in i®rto work in under-resourced communities
across the years of study. Findings revealed tmatthird year students perceived that the
community-based education programme increased ithteirest to work in under-resourced

communities more than others while the fourth ystadents perceived that the community-
based education programme increased their interegbdrk in community less than others. It

was shown that the perceptions of students on whétle CBE programme increased their
interest to work in under-resourced communitiesgased from the second year to the third,
but it decreased again in the fourth year. Thishtnige because students have to do

specialisation courses in both theory and praati¢keir fourth year of study.
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Table 16: Comparison of respondents’ interest to wiix in under-resourced communities
across the community-based learning settings

Distribution of Chi-square| df p-value
participants according {
the community settings| N Mean Rank
Distribution of participants informal settlement 24 60.84 13.363 3 .0
according to the level of Suburban area 28 44.27
agreement whether the
urban area 28 38.16
community-based learning
increased their interest to wor Rural community 1 37.93
in under-resourced communit{ Total 91

The Kruskal-Wallis test was performed to compaspoadents’ interest to work in under-
resourced communities across the community-basauitey settings. The Chi-square test
value was 13.363 with df: 3 and significance legglalue) of. 004 (2-sided), which is
statistically significant. Thus, there was diffecenn interest of students to work in under-
resourced communities across the community-baseditg) settings. Students who had been
based in informal settlements in their communitgdsh learning showed more interest in

working in under-resourced communities than thokse were based in other settings.

Table 17: Comparison of respondents according to thyear of study and better
understanding the primary health care theory learntin class due to practical exposure
to communities

Distribution of Chi-square df p-value
participants

according to the

academic year N Mean Rank
Distribution of the participantgsecond year 35 36.26 10.007 2 .007
according to the level of Third year 28 53 .44
agreement whether the practi
Fourth year 28 50.70
exposure in the community
Total
allowed them understand PH 91

theory learnt in class
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The Kruskal-Wallis test was performed across theryef study to test if respondents had a
better understanding of primary health care thémaynt in class due the practical exposure to
the communities. The Chi-square test value was0¥Ov@ith df: 2 and significance level of

.007 (2-sided), which is statistically significanthus, there was difference between
respondents across the years of study in whetleepridictical exposure in the communities
had contributed to a better understanding of piyniegalth care theory learnt in class. The
practical exposure in communities in the third ystudents had more impact on a better
understanding of primary health care theory learmiass than those in the second or fourth

years.

Table 18: Cross-tabulation between students’ exposelto learning about provision of
health education to prevent diseases and promotiasf health in a community and in a
hospital

Exposure to learning about health educatior] @hi- df p-
prevent diseases and promote health in hospitalsquare value
Yes No Total
Exposure to learning about Yes | 14(29.8%) 33(70.2%) 47(100%) 4.669 1 .031
health education to prevent
diseases and promote
health in community No | 5(11.4%) 39(88.6%) 44(100%)
Total | 19(20.9%) 72(79.1%) 91(100%)

The Chi-square test was performed to test diffexesfcstudents’ exposure to learning about
provision of health education to prevent diseasespomote health in a community setting
or a hospital. The Chi-square test value was 4wi@® df: 1 and p-value of .031 (2-sided)
which is statistically significant. Thus, there wdifference and students had more exposure
to learning about provision of health educatiomptevent diseases and promote health in a

community than in hospital.
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Table 19: Cross-tabulation between students’ exposelto learning about importance of
baby breastfeeding in class and in a hospital

Exposure to learning about importance of balghi- df p-
breastfeeding in hospital square value
Yes No Total
Exposure to learning about Yes | 12(23.1%) 40(76.9%) 52(100%) 4.319 1 .038
importance of baby
breastfeeding in class
No 17 (43.6%) 22(56.4%) 39(100%)
Total | 29(31.9%) 62(68.1%) 91(100%)

The Chi-square test was performed to test whettueleats had more exposure to learning
about the importance on baby breastfeeding in @dass hospital. The test value was 4.319
with df: 1 andp-value of 0.038 (2-sided), which is statisticallgrsficant. Therefore there
was a difference students’ exposure to the impoetari baby breastfeeding and students had

more exposure in class than in hospital.

Table 20: Cross-tabulation between students’ exposelto learning about importance of
baby breastfeeding in a community and in a healthlmic

Exposure to learning about importance of balghi- df p-
breastfeeding in health clinic square value
Yes No Total
Exposure to learning about Yes | 13(65%) 7 (35%) 20(100%) 5.693 1 .017
importance of bab
breastfeeding in No 25(35.2%) 46(64.8%) 71(100%)
community
Total | 38(41.8%) 53(58.2%) 91(100%)

The Chi-square test was calculated to test diffsrdoetween students’ exposure to learning
about importance of baby breastfeeding in a comipamd in a health clinic. The test value
was 5.693 with df:1 andp-value of .017 (2-sided), which is statisticallygrsificant.
Therefore, there was difference between exposuteaiming about the importance of baby
breastfeeding and students had more exposure ioingaabout it in health clinic than in

community
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Table 21: Cross-tabulation between students’ exposeito learning about importance of
baby breastfeeding in a health clinic and a hospita

Exposure to learning about importance of bakghi- df p-
breastfeeding in health clinic square value
Yes No Total
Exposure to learning about Yes | 17 (44.7%) 21(55.3%) 38(100%) 4,976 1 .026
importance of bab
breastfeeding in No 12 (35.2%) 41(64.8%) 53(100%)
community
Total | 29(31.9%) 62 (68.1%) 91(100%)

The Chi-square test was computed to test the diffar between exposure to learning about
the importance of baby breastfeeding in a healtliccand in a hospital. The test value was
4.976 with df: 1 ang-value of .026 (2-sided), which is statisticallgmificant. Therefore,

there was difference of exposure to learning abmyortance of baby breastfeeding and

students had more exposure in a health clinic imanhospital.

Table 22: Cross-tabulation between students’ exposeito learning about family
planning for both male and female in a community ad a health clinic

Exposure to learning about family planning foChi- df p-value
both male and female in hospital square
Yes No Total

Exposure to learning about Yes | 12(57.1%) 9 (42.9%) 21(100%) 16.186 1 <.001
family planning for both

male and female in
community No 10(14.3%) 60(85.7%) 70(100%)

Total | 22(24.2%) | 69(75.8%) | 91(100%)

The Chi-square test was performed to test therdifiee between student’s exposure to
learning about family planning for both male anchée in a community and in a hospital.

The Chi-square test value was 16.186 with df: 1@adlue of <.001 (2-sided), which is
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statistically significant. Thus there was more xb@sure to learning about family planning

for both male and female in a community than iroggital

Table 23: Cross-tabulation between students’ exposeito learning about family
planning for both males and females in a health alic and a hospital

Exposure to learning about family planning foChi- df p-value
both males and females in a hospital square
Yes No Total
Exposure to learning about Yes | 18(37.5%) 30(62.2%) 48 (100%) 9.838 1 .002
family planning for both
males and females in [a
health clinic No 4 (9.3%) 39(90.7%) 43 (100%)
Total | 22(24.2%) 69 (75.8%) 91(100%)

The Chi-square test was calculated to test theereifice between students’ exposure to
learning about family planning for both males aeohéles in a health clinic and in a hospital.
The Chi-square test value was 9.838 with df: 1 pndilue of .002 (2-sided), which is
statistically significant. Therefore, there wasfeliénce of exposure and students had more
exposure to learning about family planning for batale and female in a health clinic than in
a hospital.

Table 24: Cross-tabulation between students’ exposelto learning about prevention of
malnutrition of children through food supplementation in class and in a health clinic

Exposure to learning about prevention |dEhi- df p-value
malnutriton  of  children  through foodsquare
supplementation in health clinic

Yes No Total
Exposure to learning about Yes | 22(34.4%) 42 (65.6%) 64 (100%) 4.835 1 .028
prevention of malnutrition
of children of throug
food supplementation ih NO | 16(9.3%) 11(40.7%) 27(100%)
class
Total | 38(41.8%) 53(58.2%) 91(100%)

The Chi-square test was calculated to test therdifice in students’ exposure to learning

about prevention of malnutrition of children thréuipod supplementation in a class and in a
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health clinic. The Chi-square test value was 4885 df: 1 andp-value of .028 (2-sided),
which is statistically significant. Thus, there waifference between exposures to learning
about prevention of malnutrition of children thréufipod supplementation and students had

more exposure in class than in a health clinic.

Table 25: Cross-tabulation between students’ exposeito learning prevention of
malnutrition of children through food supplementation in a health clinic and in a
hospital

Exposure to learning about prevention |oEhi- df p-
malnutrition  of  children through fooflsquare value
supplementation in hospital

Yes No Total
Exposure to learning about Yes | 11(28.9%) 27(71.1%) 38(100%) 4.526 1 .033
prevention of malnutrition
of children of throug
food supplementation ih No | 6(11.3%) 47(88.7%) 53(100%)
health clinic
Total | 17(18.7%) 74 (81.3%) 91(100%)

The Chi-square test was computed to test the differ between exposure to learning about
prevention of malnutrition of children through foedpplementation in a health clinic and in
a hospital. The Chi-square test value was 4.526 dit 1 andp-value of .033 (2-sided),
which is statistically significant. Therefore, thewas difference and students had more
exposure to learning about prevention of malnamitiof children through food
supplementation in a health clinic than a hospital.

Table 26 Cross-tabulation between students’ exposure to dening about first aid
measures at home in class and in a community

Exposure to learning about first aid measures @hi- df p-value
home in community square
Yes No Total
Exposure to learning about Yes | 3(5.7%) 50(94.3%) 53 (100%) 4,934 1 .026
first aid measures at home
in class No 8(21.1%) 30(78.9%) 38(100%)
Total | 11(12.1%) 80(87.9%) 91(100%)
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The Chi-square test was computed to test differéeteeen students’ exposures to learning

about first aid measures at home in a class armldommunity. The Chi-square test value

was 4.934 with df:1 and-value of .026 (2-sided), which is statisticallygrsificant.

Therefore, there was difference and students hae mxposure to learning about first aid

measures at home in class than in a community.

Table 27: Cross-tabulation between students’ exposeito learning about first aid

measures at home in a health clinic and in a hosjit

Exposure to learning about first aid measures @hi- df p-value
home in hospital square
Yes No Total
Exposure to learning about Yes | 10 (37%) 17 (63%) 27(100%) 6.067 1 .014
first aid measures at home
in health clinic No 9(14.1%) 55(85.9%) 38(100%)
Total | 19(20.9%) 72(79.1%) 91(100%)

The Chi-square test was performed to test the rdiffee between students’ exposure to

learning about first aid at home in a health cliana in a hospital. The Chi-square test value

was 6.067 with df: 1 ang-value of .014 (2-sided), which is statisticallgrsificant. Thus,

there was difference and students had more expésuearning about first aid measures at

home in a health clinic than in a hospital.

Table 28: Cross-tabulation between students’ exposelto learning about baby

immunization in class and in a health clinic

Exposure to learning about baby immunizatior i8hi- df p-value
health clinic square
Yes No Total
Exposure to learning abolit Yes | 25 (45.5%) 30 (54.5%) 55 (100%) 3.939 1 .047
baby immunization in
class
No 24 (66.7%) 12 (33.30) 36 (100%)
Total | 49(53.8%) 42(46.2%) 91(100%)
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The Chi-square test was performed to test the rdiffee between students’ exposure to

learning about baby immunization in class and imealth clinic. The Chi-square test value

was 3.939 with df:1 and p-value of .047 (2-sidesdjch is statistically significant. Thus,

there was difference and students had more exptsilearning about baby immunization in

class than in a health clinic.

Table 29: Cross-tabulation between students’ exposeito learning about baby
immunization in class and in a health clinic

Exposure to learning about baby immunizatior 8hi- df p-value
hospital square
Yes No Total
Exposure to learning abolit Yes | 5 (33.3%) 10(66.7%) 15 (100%) 6.368 1 .012
baby immunization in
community
No 7(9.2%) 69 (90.8%) 76 (100%)
Total | 12(13.2%) 79(86.8%) 91(100%)

The Chi-square test was computed to test the diffe¥ between students’ exposure to

learning about baby immunization in a community amca hospital. The Chi-square test

value was 6.368 with df:1 anglvalue of .012 (2-sided), which is statisticallgrsificant.

Therefore, there was a difference and studentsnma@ exposure to learning about baby

immunization in a community than in a hospital.

Table 30: Cross-tabulation between students’ exposelto learning about educating the

community about waste disposal in a health clinicred in a hospital

Exposure to learning about educating the&hi- df p-value
community on waste disposal in hospital square
Yes No Total
Exposure to learning about Yes | 6 (40%) 9 (60%) 15 (100%) 13.168 1 <.001
educating the community
about waste disposal i
health clinic No 5 (6.6%) 71(93.4%) 76 (100%)
Total | 11(12.1%) 80 (87.9%) 91(100%)
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The Chi-square test was calculated to test diffsrdretween students’ exposure to learning
about educating community about waste disposahieadth clinic and in a hospital. The Chi-
square test value was 13.168 with df: 1 padhlue of <.001 (2-sided), which is statistically
significant. Thus, there was difference and stusldt@#d more exposure to learning about

educating the community about waste disposal ieadti clinic than in a hospital.

Table 31: Cross-tabulation between students’ exposelto learning about ways of
keeping water clean if there are no water taps in aealth clinic and in a hospital

Exposure to learning about ways of keep|nghi- df p-value
water clean if there are no water taps square
Yes No Total
Exposure to learning about Yes | 9 (40.9%) 13(59.1%) 22(100%) 14.249 1 <.001
ways of keeping watefr
clean if there are no water
taps in health clinic No | 5(7.4%) 63(92.6%) 68 (100%)
Total | 14(15.6%) 76 (84.4%) 91(100%)

The Chi-square test was computed to test differéeteeen students’ exposure to learning
about ways of keeping water clean if there are mbewtaps in a health clinic and in a
hospital. The Chi-square test value was 14.249 dithl andp-value of <.001 (2-sided),
which is statistically significant. Therefore, thewas difference and students had more
exposure to learning about ways of keeping watsircif there are no water taps in a health

clinic than in a hospital.
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Table 32: Cross-tabulation between students’ exposeito learning about care of a
terminally ill patient at home (home-based care) ira community and in a health clinic

Exposure to learning about Care of a terminallghi- df p-value
ill patient at home (home-based care) in healflgquare
clinic
Yes No Total
Exposure to learning about Yes | 10(38.5%) 16(61.5%) 26 (100%) 10.950 1 .001
care of a terminally ill
patient at home i
community No 6 (9.2%) 59 (90.8%) 65 (100%)
Total | 16(17.6%) 75 (82.4%) 91(100%)

The Chi-square test was performed to test the rdiffee between students’ exposure to
learning about care of a terminally ill patienth@me in a community and in a health clinic.
The Chi-square test value was 10.950 with df: 1 pawéhlue of .001 (2-sided), which is
statistically significant. Therefore, there wasitiedence and students had more exposure to

learning about care of a terminally ill patienhame in a community than in a health clinic.

Table 33: Cross-tabulation between students’ exposelto learning about care of a
terminally ill patient at home (home-based care) ira health clinic and in a hospital

Exposure to learning about Care of a terminallghi- df p-value
ill patient at home (home-based care) in hospitakquare
Yes No Total
Exposure to learning about Yes | 7(43.8%) 9 (56.2%) 16 (100%) 5.366 1 .021
care of a terminally ill
patient at home in healf]
clinic No 13(17.3%) 62 B82.7%) 75 (100%)
Total | 20(22%) 71(78%) 91(100%)

The Chi-square test was performed to test diffexdyetween students’ exposure to learning
about care of a terminally ill patient at home (l@based care) in a health clinic and in a
hospital. The Chi-square test value was 5.366 dfith andp-value of .021 (2-sided), which

is statistically significant. Thus, there was diffiece and students had more exposure to

learning about care of a terminally ill patienhaime in a health clinic than in a hospital.
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Table 34: Cross-tabulation between students’ exposelto learning about women
empowerment in a community and in a health clinic

Exposure to learning about  WomerChi- df p-value
empowerment (e.g. education about womesguare
abuse and women’s right, education and skills

development for women survival) in health clin|c
Yes No Total

Exposure to learning about Yes | 7(28%) 18(56.2%) 25(100%) 4.214 1 .040
Women empowermernt
(e.g. education about
women abuse and No 7 (106%) 59 (894%) 66 (100%)
women’s right, education
and skills development for Total
women survival) in
community

14 (15.4%) 77(84.6%) | 91(100%)

The Chi-square test was computed to test the diffter between students’ exposure to
learning about women empowerment in a communityiaral health clinic. The Chi-square
test value was 4.214 with df:1 and p-value of .@8ided), which is statistically significant.
Therefore, there was difference and students hae mxposure to learning about women

empowerment in a community than in a health clinic.

Table 35: Cross-tabulation between students’ exposelto learning about women
empowerment in a health clinic and in a hospital

Exposure to learning about  WomerChi- df p-value
empowerment in hospital square
Yes No Total

Exposure to learning about Yes | 5(35.7%) 9 (64.3%) 14 (100%) 10.341 1 .001

Women empowermert
(e.g. education about
women abuse and No 5 (6.5%) 72 (93.5%) 77 (100%)
women’s right, educatiomn
and skills development for Total
women survival) in health
clinic

10 (11%) 81(89%) 91(100%)

The Chi-square test was calculated to test diffsrdoetween students’ exposure to learning
about women empowerment in a health clinic and hospital. The Chi-square test value

was 10.341 with df: 1 angtvalue of .001 (2-sided), which was statisticallyngficant. Thus,




111

there was difference and students had more exptsigarning about women empowerment

in a health clinic than in a hospital.

Table 36: Cross-tabulation between students’ exposeito learning about collaborating
with other sectors as nurses in addressing healtesues in the community in a health

clinic and in a hospital

Exposure to learning about collaborating wjtichi- df p-value
other sectors as nurses in addressing health isssmsare
in the community (eg. Working with business
people, teachers, police officers, transport, étc|)
hospital
Yes No Total
Exposure to learning about Yes | 6(40%) 9 (60%) 15(100%) 15.454 1 <.001
collaborating with othe
sectors as nurses |n
addressing health issues|in NO | 4(5.3%) 72 94.7%) | 76(100%)
the  community (eg
Working with business Total 10(11%) 81 (89%) 91(100%)

people, teachers, polig
officers, transport, etc) i
health clinic

[¢]

The Chi-square test was performed to test the rdiffee between students’ exposure to

learning about collaborating with other sectorsnasses in addressing community health

issues in a health clinic and in a hospital. ThesCluare test value was 15.454 with df: 1 and

p-value was <.001 (2-sided), which is statisticailynificant. Therefore, there was difference

and students had more exposure to learning abdlabocating with other sectors as nurses

in addressing community health issues in a hedltic¢han in a hospital.
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Table 37: Association of learning activities in a@mmunity as an educational setting and
community-based projects focusing on promotion of &alth

Communit | N: Mean Std. T-test | df Sign. (2

y-based 90 deviation sided)

project

focus on

promotion

of health
Learnmg_ activities in Yes 80 5175 3378 2.339 88 .022
community

No 10

2.600 2.270

The independent T-test was computed to determmegsBociation of learning activities in a
community setting and community-based projects $omion health promotion. The T-test
result value was 2.339 with df: 88 aperalue of .022 (2-sided), which indicated that ¢her
was a significant statistical association betwesarding experiences in a community and
community-based projects focusing on health proomotihe study suggested that exposure
to learning materials in a community was associatgd carrying out a community-based

project focusing on health promotion.

Table 38: Association of learning activities in a@mmunity as an educational setting and
community-based projects focusing on prevention dafiness, injuries and social
problems

Community-based N: Mean Std. T-test | df Sign. (24
project focus on 90 deviation sided)
prevention of illness

injuries and socia

problems
Learning Yes 81
o 5.135 3.401 2130 88 036
activities  in
No 9

community
2.666 2.000
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The independent T-test was performed to test teecétion of educational activities in a

community setting and conducting community-basedrni@g projects focusing on

prevention of illness, injuries and social problemke T-test result value was 2.130; df:88

andp-value of .036, which indicated that there wasadigical association between carrying

out a community-based learning project focusingpvention of illness, injuries and social

problems and education activities in community.u§;ithe study suggested that the students

conducted community-based learning projects foguem prevention of iliness, injuries and

social problems when they were exposed to eductaartivities in community.

Table 39: Association of learning activities in a@mmunity as an educational setting and
community-based projects focusing on treatment ofanmon illnesses and injuries at

home
Community-based N: Mean Std. T-test | df Sign. (24
project focusing orn 90 deviation sided)
treatment of common
illnesses, injuries at
home
Lea_lr_n@ng _ Yes 48 5.583 3.712 2.135 88 .036
activites  in
community No 42
4.095 2.748

The independent T-test was calculated to testdbecation between exposure to educational

activities in community and carrying out communigsed learning projects focusing on

treatment of common illnesses and injuries at horhe. T-test result value was 2.135, df: 88

and p-value of .036 which indicated that there was anificant statistical association

between exposure to educational activities in comitywand carrying out community-based

learning project focusing on treatment of commaéredses and injuries at home.
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Table 40: Association of learning activities of ira community as an educational setting
and community-based projects focusing on rehabilitive care

Community-based N: Mean Std. T-test df Sign. (2-sided
project focusing on 90 deviation
rehabilitative care
Lea_lr_n@ng _ Yes 41 6.024 3.704 3.065 88 .003
activities  in
community No 49
3.938 2.741

The independent T-test was computed to test thec@at®n between carrying out

community-based learning project focused on rehatile care and educational activities
exposure in community. The T-test result value @&65; df: 88 angb-value of .003, which

indicated that there was significant statisticaboagation between educational activities
exposure in community and carrying out communitgdah learning projects focused on
rehabilitative care. Thus, the study suggested timate was association between learning
activities in community as an educational settind earrying out community-based learning

projects focused on rehabilitative care.

Table 41: Association of learning activities in a @alth clinic as an educational setting
and community-based projects focusing on rehabilittive care

Community-based N: Mean Std. T-test | df Sign. (24
project focus on 90 deviation sided)
rehabilitative care
Lea_lr_n?ng | Yes 41 5.731 4.037 2171 88 .033
activities  in
health clinic No 49
4.061 3.262

The independent T-test was performed to test thsocastion between carrying out
community-based learning projects focusing on rditative care and a health clinic as the
setting of educational activities. The test resalue was 2.171; df:88 armvalue of .033,
which indicated that there was significant statatiassociation between learning in health

clinic and carrying out community-based learningj@ct focusing on rehabilitative care.
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Thus, the study suggested that there was an assodmetween exposure to learning about

educational activities in a health clinic and cargyout community-based learning projects

focusing on rehabilitative care.

Table 42: Association of learning activities in a@mmunity as an educational setting and
community-based projects promoting community self-eliance and self-determination

Community-based N: Mean Std. T-test | df Sign. (2-sided)

project focus on 90 deviation

promoting community

self-reliance and selft

determination
Lea_lr_mng _ Yes 69 5347 3.359 2409 | 88 .018
activities  in
community No 21

3.381 2.974

The independent T-test was computed to test asgocizetween exposure to learning about

educational activities in a community and carrymg community-based learning projects

promoting community self-reliance and self-deteration. The T-test result value was

2.409,df: 88 andp-value of .018 , which indicated that there wasnsicant statistical

association between exposure to learning aboutagidnal activities in a community and

carrying out community-based learning project pstng community self-reliance and self-

determination. Thus, the study suggested exposueatning about educational activities in

a community was associated with carrying out comtgtbased learning projects promoting

community self-reliance and self-determination.
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4.6. Conclusion

This chapter four covered the presentation, armlymnd interpretation of findings.
Descriptive and analytical analysis was done apditidings were presented using tables and
figures. Analysis was done using various statiktiests such as the Mann-Whitney U test,
the Independent Test-test, the Chi-square and tliekil-Wallis Test to test associations
between variables. A significance level e£05 was considered as statistically significant.
The Kolmogorov-Smirnov test of normality was conguutto test normality of data
distribution that guided the choice of test to Isediin data analysis, where a value<d@fb
indicated skewed data, therefore use of non-paranests and value >.05 indicated use of
parametric tests. The association between demaograydriables and perceptions of
participants on CBE as a tool to promote primarglthecare philosophy, factors that affect
promotion of primary health care philosophy and pamity-based learning activities that
promote primary health care philosophy was doneitahds been shown that some variables
were associated and reported in this chapter, \akdh®se that were not associated were not

reported here.
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CHAPTER FIVE

DISCUSSION OF FINDINGS, CONCLUSION AND
RECOMMENDATIONS

5.1. Introduction

This chapter presents a discussion of the findimd) the conclusion, recommendations and
limitations of this study which aimed to exploreetBtudents’ perspectives regarding the
promotion of primary health care philosophy in amoaunity-based nursing education
programme at a selected School of Nursing in KwaN#tal. The discussion was guided by
objectives of the study, Kolb’s experiential leani theory that was the theoretical

framework followed in this study, the positivistradigm and literature.

5.2  Discussion of the findings

5.2.1. Socio-demographic characteristics of the resndents

The findings of this current study showed that thaejority of respondents were female
(80.2%), while only 19.8% were male. The findinge aongruent with findings of a study
conducted in South Africa where the majority ofsing students who were studying a four-
year nursing programme in 2006 were female, withema@onstituting only 20% of the

nursing students (Breier, Wildschut and Mggloza2@09). It is also similar to the study
conducted in United Kingdom (UK) by McLaughlin, Midon and Moutray (2010) where
they found that among 350 students followed inrthamgitudinal study, 318 (91%) were

female. The majority of the United Nations of Anoam nursing staff were also female (U.S.
Department of Health and Human Services; HealthoRegss and Services Administration,

2010) while in Rwanda, 66% of nurses are femald\WO, 2009).
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The dominance of female nurse students is not isurgr since the nursing profession has
historically been stereotyped as a profession ohamfrom the time of Florence Nightingale
(McLaughlin et al., 2010) and males tend to avdid profession due to the stereotypes
associated with a woman’s role in a patriarchalietgc(Loughrey, 2008; Evans, 2004).
Furthermore, the studies indicated that the imdga ourse portrayed by the media as a
physician handmaiden, someone without childrenngoand female, prevents males from
entering and remaining in a nursing career (McLéingkt al., 2010). If the nursing
profession continues to be considered as profesdimomen with little attraction to males,
it may decrease in status, which may result in femavoiding nursing as a career. This may
lead to the shortage of nursing staff and negativaffect the implementation and

sustainability of primary health care philosophy.

The current study revealed that the minimum ageespondents was 18 years old and the
maximum was 37 years old; the mean age was 21838 yand mode 22 years. This reflects
the traditional age of students attending univensitobtain a bachelor's degree. The findings
are similar with those of the study carried outSpall and Pretorious (2010), where they
found that the average age distribution of studers 25 years old. It is also similar to the
study conducted in UK by Watson, Gardiner, Hogstinson, Stimpson, Wrate and Deary
(2009), where they found that median age of nunsgesits was 22 years old. These studies
are similar in terms of age distribution of respent$ and revealed that nursing students are
generally young. This might be good news for nugsmmofession in South Africa, where
currently two thirds of nursing staff are over 4€ays and will be retiring in the next few
years (Breier et al., 2009). Therefore, the yourgpining nurses will take over and replace

those who retire. This may facilitate the implenagioin and sustainability of primary health
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care philosophy as most of their training programnh@ave been underpinned by PHC

philosophy.

5.2.2. Community-based learning activities that proote primary health
care philosophy

The study showed that 82.4% (75) did their comnydbésed learning activities in their first
year of study as practicals in an old age home2dn%s (22) did their first year practicals in
a creche. In the second year of study, the stadpatticipated in various community
learning programmes during the course of the y@aring January/February, 92.1% (82) of
the respondents were placed in a community set@oegamunity learning also took place in
April, involving 89.9% (80) of the students; in yuinvolving 87.6% (78); in September,
involving 64% (57); and in December, involving 5&751). In addition, 36.7% (33) of the
respondents did community learning at a psychiatnitc and 34.4% (31) did community

learning in a primary health care clinic.

This distribution showed that the university pragrae reflects community-based education
principles in terms of early exposure to commurégirning, continuity of exposure to
community learning and a variety of community leagn settings which include the
community itself and specialty learning environngenEarly exposure to community
education aims to familiarize the students withmaniy health care principles in order to
equip them with culture of primary health care pbsdphy principles with regard to health
promotion and disease prevention (Mtshali, 2005; QYH1987). The continuity of
community learning is crucial as it helps the shitdeo maintain and reinforce a spirit of
community practice and reinforce internalizationhefalth promotion and illness prevention

throughout the educational programme.



120

The current study showed that 97.8% (89) of thdesits participated in family assessment;
100% conducted epidemiological studies; 100% (9k)dacted community assessment to
identify the community health needs; and 95.6% (8iJ validation needs from the
community to identify the health need prioritieheTactivities the students were involved in
correspond with the concrete experience stage t'&experiential learning cycle, where

students are immersed in real situations and expegireal health problems of community.

During the stage of concrete experience, the stadengage in assessing critical health
problems in a community through community studigs different methods, either by
interviews with the community or any other methaddata collection (Lisko and O'Dell,
2010). This stage forms the basis of learning,re/tiiee learner understands the real world
through tangible information by taking part in whethappening and feels the reality of the
world by using their senses and immersion in thecoete experience (Schellhase, 2006).
From direct participation in community surveys, dadhily and epidemiological studies,
assisted by community members as sources of intammahe students reflect on what they
experienced, critically analyse and examine thgpeeence in the community, which are

complex encountered situations.

This reflection on community experience raises tlo@sciousness of both students and
community members about real issues in the commuwihile analysis of data obtained
from community studies and validation needs of ¢cbenmunity enables them to identify
available resources. Also, as a result of reflecta the information they have obtained, the
students learn and understand how multiple facsoich as cultural, socio-economic and
political factors are interrelated to determine trealth status of the population (Uys and

Gwele, 2005). Together, through discussion with teenmunity members, and in the
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reflection process, which takes place after the rmamty experience, the priority health

needs of the community are determined during thidatgon of needs process.

The results of this study are in line with litensuvhere Lalonde (2010) states that the
reflective process takes place after the concrepereence through discussion, debriefing
sessions, guides of experience and reflective gisrand logs. Dewey explained reflection as
way of interpreting and making meaning of expergetiwough discernment of facts of what
it is and what it was supposed to be, or the carssees of one’s own action, and also
thinking on what is perplexing in the communitytire light to make meaning (Bringle and
Hatcher, 1999; John, 1996). The validation needpea&s the principles of primary health
care philosophy, where it is stated that in comrydinased education, community members
participate in identification of their needs (WH®®87), which leads to their participation in

finding of solution and acceptability of services.

The findings of this study is consistent with fings of the study conducted by Bentley and
Ellison (2005) who found that out of 20 studentsowengaged in community-service
learning, 90% became aware of the health needseofdmmunity. It is also congruent with
the study carried out in the USA by Sullivan (20@@3d the study conducted by Lenz and
Warner (2011), who both found that the studentstiied the health needs of the

community before they implemented health intenargito address those health problems.

The learning activities the students participatedhis study are in line with the community
learning activities identified by the World Healt@rganization. This international
organisation identified community surveys and fgnmstudies as examples of learning
experience in community-based education aimed &gndise the health problems in the
community and plan actions to address them. They aso in line with the learning

experiences outlined by Mtshali (2005), who stateat community surveys, family
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assessments, epidemiological studies, and inteoverglanning are among the learning
experiences in community-based nursing educatios. skated by the WHO (1987),
community-based education enables the studentst&inoa clear understanding of the health
needs of the community and the different factorstr@outing to the health status of the
community. Findings in this current study reveatleat respondents participated in learning
activities that aimed to diagnose the health neétlse community and 90.1% of respondents
planned appropriate and relevant health intervast@mmed to address the health problems
that were identified by community members in thenownity. This is in line with literature
where it was stated that during the abstract cdneépation phase in Kolb’s experiential
learning cycle, in community-based learning, aggposure to real situations and making
meaning of experience by identification of commuriealth needs, the students identify
possible solutions and plan community health irgataons targeting to solve those problems

(Mtshali, 2005).

It was revealed in this study that 97.6% (87) inedl school teachers, 91.2% (83) involved
local leaders, 89% (81) involved community healtbrkers and 93.4% (85) involved
community members overall 69.9% of respondentslieebthe community members in their
community-learning activities . This embraces thienpry health care philosophy principle
where is stated that the community members shaalid\uolved in planning, implementation,
monitoring and evaluations of community-based mtsj@imed to address their health needs
(Australian Capital Territory, 2010). The findingeow that the principle of primary health
care philosophy with regard to community participatwvas covered through the community-
based nursing education programme at the Schodun§ing where 70.3% (64) of the
respondents were exposed to learning about comynuniblvement in a community and

51.6% (47) of them had covered it in the classrégaming environment.
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This is in line with recommendations of the WHO &I9 that states that community
members should be involved in students’ educati@xglerience, not only to provide the
support to foster learning, but also to ensure ¢batmunity needs are satisfied. The success
of community-based nursing education depends on dbhmmunity’s participation in
educational processes where the community helpsttitkents to identify the health problems
in the community to form the curriculum content andreturn benefit from the services
provided by the students (Mtshali, 2005). The comityuparticipation in learning experience
enhances ownership of the interventions implemeatsdl acceptability of the programme
which, in return, achieves the main objective opiaving the health of the population being

served.

This current study showed that 94.3% of the nursilnglents participated in fundraising for
community projects, 80.2% participated in PHC ppheof community mobilization to take
responsibility for their health and 85.7% parti¢cgghin the implementation of community
projects. It was indicated in this study that thedents were involved in mobilizing resources
for promoting community self-determination, whicha principle to be observed in primary
health care philosophy. Mtshali (2009) states thabmmunity-based education programme
should respond to the primary health care philogpphphilosophy which aims to improve
the health of the population through health proomtidisease prevention, self-reliance and
self-determination of community members with regaod their health, especially that,
according to the WHO and Health and Welfare Cand@&6), health is considered as a

resource for community development.

It was indicated in the current study that the camity-based projects of 89% of the
respondents focused on PHC component on promofibeaith. It was revealed that 90.1%

of their community-based projects focused on prgeanof illness, injuries and social
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problems. It was also shown that 45.1% of respotsdeonducted community-based projects
focused on rehabilitative care of patients withodeiities, elderly patients with chronic
illnesses and mentally ill clients in the communifyhis study revealed that 52.7% of
respondents conducted community-based projectséacan treatment of common ilinesses
and injuries at home, such as treatment of licasridoea and vomiting, flu and minor burn
injuries, and 76.9% of respondents carried out camty-based projects focused on
promoting community self-reliance and self-detemiion, such as identifying, accessing and
utilizing available resources within the communityaddressing health related issues. These

focuses reflect the components of primary health pailosophy.

These community-based learning projects that wemglemented by the students, reflect
active experimentation in Kolb’s experiential leagcycle, where the students implement
and evaluate learning activities that respond ¢onialth needs of community for the purpose
of betterment of that community while achieving ithkearning objectives (Villani and
Atkins, 2000). Dewey stated that learning take@lavhen the learner is actively involved in
meaningful learning activities that solve the comityiproblems, learning by doing where
the learner tests his hypothesis in relation topttodlems to be solved (Walters, 2005; Neill,

2005).

The findings of this study are congruent with teeults of the study conducted in USA by
Reising et al.,(2008) who found that the nurse ettsl in community-based learning
implemented a health education programme abodtetBa and heart disease after they
discovered the high rate of diabetes and hearasées@& community, and provided health
education on safe sexual behaviour to the Latingeafn -American adolescents, which
impacted positively on the adoption of a healttigstiyle by 62% of the community and

reduced sexuality among adolescents respectiviely. dlso consistent with the findings of
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the study by Sullivan (2009) in the USA who fourgttthe nurse students in community-
service learning provided Russian speaking refugeds$SA with a health promotion and
illness prevention programme which incorporated unimation, oral health, infant feeding,
hygiene product use, germ iliness transmission,tiveeacold preparation, healthy eating,

women'’s health issues and assessment of bloodupesfes adults.

The results of the current study are similar wité findings of the study by Eriskson (2004),
who found that in community-based learning, thesaustudents provided group health
promotion to elderly people in an old age homestooke prevention, stress reduction, blood
pressure screening, weekly medication regime assggsand instruction, fall prevention,
group exercise with music, education in nutriticor thealthy living, injury prevention
guidelines and prevention of isolation. It is atemsistent with the results of the study carried
out by Lashley (2007), who found that the nursedettis in community-based learning
provided a health programme that targeted homglesple which included health education
about HIV and AIDS, sexually transmitted infectipndepatitis, prostate cancer,
hypertension, diabetes, tuberculosis, foot carafalleare and smoking cessation and those

who were Tuberculosis positive were treated and 88#dpleted treatment.

The findings of the study are also in line with titerature where it is stated that community-
based learning activities enable the learnersstmime socially responsible and respond to
the needs of the community, especially the undeeseand vulnerable population (Vogt et
al., 2011; Lazarus et al., 2008; WHO, 1987). Therditure also invokes that a community-
based nursing education programme provides compseteelearning experiences that focus
on health promotion, iliness prevention, treatmeghabilitation and promotes self-reliance

and self-determination of the community as priresplof PHC philosophy that links
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education to primary health care philosophy asdiingng force of health care (Fichardt and

du Rand, 2000; WHO, 1987; WHO and UNICEF, 1978).

The findings of the current study suggest that anroonity-based nursing education
programme is in line with recommendations of theitS8oAfrican Department of Health,
Department of Education, the South African NursGwuncil and various other international
organizations stipulating that education of healtbfessionals should be responsive to the
community needs and achieve the learning objecaveéke same time by actively involving
students in learning experiences that bring abbange in the community (Whelan, Spencer
and Rooney, 2008; Department of Health, 1997; Niinisf Education, 1997). The students’
community-based learning projects focused on prawvisf health care services according to
the needs of the community, which made the hedathices accessible to the community,
therefore promoting equity in health care servigessision which is in accordance with the

social justice orientation of PHC philosophy.

The results are also in line with the primary healare philosophy of health care services
being accessible, acceptable and affordable sticay and technologically; encompassing
multiple determinants of health and eliminating sesiof diseases through health promotion
and illness prevention (Australian Capital Temtd®2010). Weil and McGill (1993); Henry
(1993) argue that community-based education isidered as a teaching approach of social
change and social transformation, where the stsdamblved in community-based learning
experience become autonomous, socially respongielglop consciousness about society
and take actions to change the inequality exisiimgsociety through problem-solving

processes.

It was suggested in this study that students paating in a community-based nursing

education programme do community assessments, nealiidations and implement
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interventions such as health education that rdisecbnsciousness of the community to their
own health issues. This is in line with Paulo Fsindea about education, stating that the
education should be transformative by raising cousness about prevailing inequality
through active participation of the learners invea social problems in partnership with

communities and thus move towards social changaré;r1921).

If the students were actively involved in learnimgjects that were relevant to community,
they achieved their learning objectives of becomimtependent learners by developing the
ability to control their learning process and, @arhing became meaningful and relevant to
them, benefiting the community by providing sergicdhis is congruent with literature
where Weil and McGill (1993) state that communiggsbd education is a teaching strategy
aimed to involve the learner in the learning precés make learning active, meaningful and

relevant to the real life situation as they chatigelife of society.

In carrying out the learning projects that respomdhe community needs by focusing on
prevention of disease, injury and social probleheslth promotion; treatment of common
illnesses and injuries at home; rehabilitation;npoting self-determination and self-reliance
of the community; and addressing the health probleich promote accessibility of health
care services to the community, they change tleealifd health of society in general. It was
shown that the community-based learning projectstodents made various health services
accessible to the communities as the principlésetaonsidered in PHC system. The current
study revealed that the community-based nursingadthn programme exposed the students
to learning about various educational aspectserctassroom, the community, health clinics
and hospitals. It is very important for studentsli® exposed to primary health care
philosophy during their educational programme, wWwhiwill make them competent

professionals in serving the population, especitityse living in poor regions, resulting in



128

progress towards attainment of health for all. Bbtedents who are trained in such an
approach become graduates who are responsive te#us of the community and individual

patients, thus enhancing the performance of thierhggstem of the country.

This study revealed that 71.4% of respondents vex@osed to learning about health
education to prevent diseases and promote hed@if%bwere exposed to learning about oral
rehydration methods for dehydrated children; 57\d&%e exposed to learning about the
importance of baby breastfeeding; 62.6% were exghts learning about family planning for
both males and females; 70.3% were exposed toihgpaiout prevention of malnutrition to
children through food supplementation; 58.2% wexposed to learning about first aid
measures at home; and 52.7% of respondents weresexpto learning about grow

monitoring of children.

Furthermore, it was indicated that 60.4% of resotsl were exposed to learning about baby
immunization; 70.3% were exposed to learning abeommunity involvement in
community-based projects; 38.5% were exposed tocding for vulnerable people; 50.5%
were exposed to learning about educating commuatiyut waste disposal; 56.7% were
exposed to learning about ways of keeping watemcitthere are no water taps; 51.6% were
exposed to learning about taking care of termingllipatients at home (home-based care);
57.1% were exposed to learning about women empogm@rnsuch as education about
women abuse, women’s rights and skills developrfanivomen; and 59.3% of respondents
were exposed to learning about collaboration witfepnsectors as nurses in addressing health
issues in community. These learning activitiesoadiog to WHO (1987) are PHC focus.
Students ‘exposure to PHC learning activities emgrswhe students with competences to
work in community and collaborate with multi-disktary teams to deliver and make

accessible health services to needy populationssd lare in line with the recommendations
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of lancet report 2010 stipulating that the curion of health professionals should equip
them with competences to practice in all levelbedlth care system in the country especially
at community level where they provide primary heatare services and learn to work in
team for effective team work since maintenance r@stbration of health depend on multi
skilled professionals, and for that that educati@xperiences of health professionals should
mainly focus on health promotion and preventiomtharative approach of teaching (Frenk

et al., 2010).

It is obvious that the nurse students are expaseduicational experiences that prepare them
to fulfil their role in primary health care settsigvhere they play their roles according to
Keleher, Parker and Francis (2010) as health prersohealth educators, community and
vulnerable group advocators, promoters of commusély-reliance and self-determination
and as member of interdisciplinary teams workingetber to improve health of individuals
and groups. These findings about the learning iiesv are similar to the educational
experiences identified in study conducted by Kalebe al.,(2010) in Royal College of
Nursing , Australia, in the curriculum of BachetirNursing designed to prepare competent
nurses for working towards promotion, strengthgniand sustainability of primary health

care.

The current study revealed that the community-basexsing programme exposed the
students to various learning experience in diffesattings such as classrooms, communities,
health clinics and hospitals. This is in line withe reflective observation, abstract
conceptualization and even active experimentatiages of Kolb’s experiential learning
theory. These stages are interrelated and theihgacan start at any stage. After the concrete
experiences, the students reflect upon their egpee to gain a deep understanding of

community health problems. In the reflective oba@ibn stage, the learners attend real
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situations where they watch, observe and draw asiais about their experience, which
directs them toward abstract conceptualization CB812). In this reflection, they interpret
findings and discover their knowledge gap in adslrgsthe health problems, which make
them to think, analyse, search for information gutah the learning activities needed to
address those problems. Abstract conceptualizabiok place in the classroom, where they

analysed the health problems identified in comnyuaitd learned how to solve them.

John Dewey argues that in the reflective procdss,léarners interpret and question their
experience, try to find out community needs andegate possible causes of those problems,
and then, after analysis, they plan and experinentest the best chosen hypothesis
(Rodgers, 2002). The nurse students make meanintheofexperience encountered in
community and reflect on health problems identifeedl after analysis; they plan learning
activities in relation to health promotion, illneggevention, and promotion of self-reliance
and self-determination of the community through GEM-F strategies in abstract
conceptualization and other various health intetiees. All of these stages may take at any

learning environment in process of community hepithblem solving.

This study is congruent with the study conductedauth Africa by Mtshali (2009), who
found that learning experiences in community-baseasing education consisted of
GOBIFFFF strategies aimed to promote and improwe htbalth status of the population,
especially those from underserved and poor grdussalso consistent with the study carried
out by Okayama and Kajii (2011), who found that386.0f medical students were involved
in health education and 89.9% involved in homestasare during their community-based
learning placement. Okayama and Kajii (2011) indidathat 38.9% of the respondents were
involved in vaccination, while this current studyosved that 60.4% of respondents were

involved in immunization. This difference with redato vaccination may be due to the
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difference in duration of the community placemeihticka was only 2 weeks in the study of
Okayama and Kijii. Furthermore it is probably dwethat the medical students are more

focused on curative interventions rather than hgaibmotion and prevention strategies.

The findings of this study showed that the educaticexperiences of the respondents are
consistent with the declaration of Alma Ata andoiporate essential elements of primary
health care philosophy (WHO and UNICEF, 1978), \wtace to address the health problems
in community by providing promotive, preventive,rative and rehabilitative health care
services through health education to prevent deseasd promote health. It includes the
promotion of food supply and proper nutrition tghfi against malnutrition, adequate supply
of safe water and basic sanitation, maternal headthchild health including family planning,
immunization against major infectious diseasesygmgon and control of locally endemic
diseases, appropriate treatment of common diseasksjuries, and provision of essential
drugs with community participation and collaboratiof multisectoral and multidisciplinary

teams.

The results of this study showed that the primaeglth care philosophy was covered in
different ways in various learning settings (classns, communities, health clinics and
hospitals) where it was promoted through GOBIFF&&tagies and other learning activities
that aimed to prevent diseases; promote healthiraatl minor diseases and injuries. It also
included rehabilitation learning activities and mation of self-reliance and self-

determination of the community; recognition of méationship and collaboration between
sectors, disciplines and institutions in deterngnthe community health status; advocating
for the community; and empowerment of the commutotgnable them to have control of
their lives (Australian Capital Territory, 2010)he study showed that, with a Chi-square of

4.669 andp-value of 0.031, students’ exposure to learninguébgrovision of health
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education to prevent diseases and promote heakhighaer in a community setting (51.6%)
than in a hospital (20.9% ). Thus, the findingshoé study suggest teaching health education
to prevent diseases and promote health shouldrréaghedone in a community than in a

hospital.

The study indicated that learning in a communititirsg was associated with carrying out
community-based learning projects that focused ealth promotion, with T-test value of
2.239 andp-value of.022; carrying out projects that focused grevention of illnesses,
injuries and social problems with T-test value of3®D andp-value of .036; carrying out
projects focused on treatment of minor illnessed iajuries at home with T-test value of
2.135 andp-value of .036; rehabilitative care with T-test3065 andp-value of .003; and
promoting community self-reliance and self-deteraion with T-test value of 2.409 amd
value of .018. These results suggest that a conigniearning setting provided a rich
learning environment where the students conduoteshaunity-based learning projects that
promote primary health care philosophy and bring hiealth services close to where the

people live, thus promoting equity in health cageviEe delivery.

It is evident that the community-based learningegigmces that the students were exposed to,
either in or outside the classroom, are based wnapy health care philosophy, which may
contribute to achievement of the three health teelanillennium development goals (MDGSs)
aimed to reduce the child mortality rate, improvatennal health, and combat HIV and

AIDS, Malaria, Tuberculosis and other diseasess tkesgulting to overall better health for all.
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5.2.3. The factors affecting promotion of primary lealth care philosophy in
community-based learning activities

The current study revealed that 64.9% (48.4% wheehand 16.5% who strongly agreed)
were in agreement that the level of safety in tbmmunity promoted their learning and
82.2% (64.4% who agreed and 17.8% who stronglyeajrevere in agreement that the
community leaders and members were available tpatgheir learning in community. The
safety of the students should be observed whensaimpoommunity-based learning sites and
is ensured by the community members guaranteegajealearning environment for students
(Mtshali, 2009). When the students feel safe iraaring environment, they maximize their
learning through full active participation in comnity learning activities, instead of wasting

their energy on how to protect themselves.

The results of the current study are incongruettt wie findings of a peer review conducted
by Reid and Cakwe (2011), who found that some conities did not get involved in

community-learning activities and some universitreSouth Africa had stopped community-
service learning in rural settings because of fearstudents’ safety. They were also
inconsistent with the findings of the study carrad by Rosing et al., (2010) who found that
some communities did not readily facilitate studetgarning in the community and safety

considerations were hindering factors to theirriea.

The study indicated that overall, 69.9% of partifs involved community members in
service-learning activities. The study indicatedttB6.8% (65.9% who agreed and 20.9%
who strongly agreed) were in agreement that suppodived from the community enhanced
their learning about health-related issues in tlwnmunity and their management.
Community participation is a PHC principle, accoglito WHO (1987), that should be

observed in community-based education, and theltsesdi this study are therefore in
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accordance with PHC philosophy. According to Msltah09), the communities provide a
rich learning context and assist the students byiging relevant information and resources
needed for knowledge and skills transfer throughrtlearning activities during community

surveys and other initiatives that constitute pathe curriculum.

Including the participation of community memberseiducational programmes may secure
the safety of students in the community, thus priimgothe achievement of their learning
objectives while addressing the community healtedse The tenets of community-based
nursing education are the involvement of the comitgun the learning experience and the
achievement of educational objectives, since CBER igaching method that is used to
achieve academic objectives (Mtshali, 2009; Lazatual., 2008; WHO, 1987). When the
community participates in the learning experiertbe, students are no longer considered as
outsiders, but rather as belonging to the commuiiitys will enhance their safety and they
will provide their contribution to the wellbeing tiie community through service provision
according to the needs of the community, and #ukseve their learning goals and make

accessible health services (Chrzanowski, Rans, peom Kretzmann and McKnight, nd).

The current study indicated that 85.7% (67% wheedrand 18.7% who strongly agreed)
were in agreement that support of lecturers asuacegperson was an enhancing factor to
their learning about health-related issues at anconity level. This is consistent with the
findings of the study by Pillay and Mtshali (2008) South Africa, who found that the
educators were supportive through provision ofségsce to the students in solving social
and academic issues as an empathetic person. IMEB@O) stated that in community-based
learning, the teacher acts as a resourceful anwikdgeable person who encourages the
students, directs them to where they can find selewnformation that might be useful in

their learning activities, and comes up with alégive suggestions when the students’ plans
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do not work effectively. The students may experenaoxiety and stress in an unfamiliar,
unsafe and uncomfortable environment, which magdrimquantity and quality of service
provision related to PHC principles.This may be roeene by support from lecturer.
Lecturers can provide emotional and academic sapaciras a role model and is available to
help the students clarify their expectations aradl lthe reflective process upon the students’
learning experience to stimulate thinking, therefoontributing towards the achievement of
learning objectives. According to Al Kadri et @011) facilitators who do not like teaching

and do not devote their time to the students hititkr learning.

The study showed that 85.7% (71.4% who agreed 4rPd who strongly agreed) were in
agreement that the orientation period gave a digevduction to expected outcomes from
their learning in the community. These findings ev@mconsistent with the findings of the
study carried out by Peters (2011) who reportedl $bane students were confused of what
they were expected to accomplish. Before startimgpramunity-learning programme at the
School of Nursing, the students are provided twekseof orientation to introduce them to
various aspects of community-based education, ascbtultural diversity, group dynamics,
primary health care, community entry, communitytiggration, how to do rapid appraisal
and epidemiological studies, learning contracoas$ promoting a self-directed learning and a
visit to a community settings (Mtshali, 2005). Theentation programme provides clear
expectations for students and familiarises therh wie learning objectives and competences
required to practice in PHC settings they needctoesve in their community-based learning

programme. This eliminates or reduces confusiars ttecreasing anxiety and stress.

The study indicated that 84.6% (69.2% who agreetl 1&n4% who strongly agreed) of the
participants were in agreement that the time aléxtao their programme was adequate to

allow them to execute their community learning\atiés. The findings of the current study
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are different with those of peer review conductgRieid and Cakwe (2011),who found that
time spent in the community ranged from 5% to 28B4he clinical placement curricula.
This difference may be due to different perceptimismeaning of community-based
education across the curriculum designers and dpge. The findings of the current study
are in line with the recommendations of World Hedaltrganizations that states that training
and education of health professionals should bedas a community and time spent in
community learning activities should be repetitteeenhance familiarity of students in the
community (Mtshali, 2005). When the students spemate time in a community, they
develop a sense of belonging in the community,thacefore increase number and quality of

service provided, and more learning takes placsi(ig) et al., 2010).

It was shown in this current study that 61.5% (%d.&%ho agreed and 9.9% who strongly
agreed) were in agreement that they had enoughuneeso to support their learning and
projects in community sites. The findings are irgruent with the findings of the study
conducted by Peters (2011) who found that lackagfistics was a hindering factor to
community-service learning. The findings were atsmngruent with another study by Abes
et al.,(2002), who found that community-based legymctivities are hindered by the lack of
logistics and funding to prepare, organize and dioate learning instructions and lack of
institutional support. It is evident in this curtestudy that there were enough resources to
support students’ community learning, which can deen as a promoting factor to
community-learning. When the resources are availdbl students in community-based
learning, learning takes place, while lack of reses and institutional support hinder

learning in a community which impact the promotaiPHC philosophy.

It was indicated that 59.4% (30.8% who stronglyadree and 28.6% who disagree) were in

disagreement that accessibility of community sigswot expensive and transport was easily
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available. It means that the accessibility of tbenmunity was slightly a hindering factor to
learning in a community. This finding is congruevith the findings of the study by Rosing
et al., (2010) who found that lack of transportatto the community sites was a factor that
hindered community-based learning. When the stgdeave transportation problems, they
may either lose the community experience altogethearrive at the community sites very
late and tired, which would hinder the learning exgnce. It may also be considered as a
burden which may demotivate students to commurageld learning activities. It
understandable that the various factors affect coniyn based learning which impact
negatively or positively the quantity and quality lkearning activities related to PHC

therefore affect the promotion of PHC philosophy.

5.2.4. Perceptions of respondents on community-baseducation as a tool
that promotes Primary Health Care Philosophy

The perceptions of students on community-basedagiducas a tool that promotes primary
health care philosophy may have impact on how tieyave in community-based learning.
This study indicated that 98.9% of respondents paditive perceptions (35.2% with

moderate and 63.7% with strong positive) and onll#d had negative perceptions on
community-based education as tool that promotesai health care philosophy. This study
is congruent with the study conducted in UgandaKgye et al., (2010) where they found
that the majority of medical students had positperceptions on community-based
education. The findings were also similar to firgeinof Barner (2000), who reported that

students had positive perceptions on community<bdsarning.

The current study showed that 88.9% (52.7% whoeagend 35.2% who strongly agreed)
had positive perceptions on community-based edutads a tool for promoting primary

health care philosophy, and they were in agreertiait placement in community settings
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prepared them as nurses to work anywhere, evdreindmmunities. It was also found in this
study that 82.5% (49.5% who agreed and 33% whoglyagreed) had positive perceptions
on community-based education where they were ieeagent that community-based learning
increased their interest to work in under-resourcethmunities, such as rural areas and

informal settlements.

These finding are similar to those of a study irsthalia by Eley et al., (2012), where they
found that 70% of medical students who were traimecural settings perceived that rural
training encouraged them to choose rural praclibey are also congruent with the findings
with the study conducted in Uganda by Kaye et(aD,10), where community-based training
experience of graduates significantly influenceeirtichoice to work in rural and underserved
communities in Uganda. The graduates were motivedigdke employment in rural health
care facilities and were confident about practiogfiggctively in the community. The results
of this current study are different, however, witie findings of the study conducted by
Critchley et al., (2007) where only 47% of studetdéveloped an interest to work in rural

communities.

The results of the current study show that the estted perceived that community-based
education enhance their interest to work in undereed areas. This is consistent with
findings of the study by Sheu et al.,(2010) whes@o8f students perceived that working in
immigrant and underserved community during commyuservice learning reinforced their

commitment and interest to serve that community.

It was suggested in this study that community-basgdcation has a positive impact on
students’ perceptions of choosing to work in unelersd communities, which is in
accordance with primary health care philosophy.séhgositive perceptions of respondents of

CBE as a tool that promotes primary health caréopbphy was associated with informal
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settlements as community learning settings, wit@ha-square of 16.957 anptvalue of
0.001. Various studies carried out in differergioas in the world, particularly Africa, sub-
Saharan Africa and South Africa, indicated the &g® of health care professionals and their
misdistribution within countries and between ruaad urban areas, which hinder access to
health care and promote inequity in health careie@(Reid and Cakwe, 2011; Larkins et al.,
2011; Nteta et al., 2010; Rawaf et al., 2008; Crisawanas and Sharp, 2008; Robinson and
Clark, 2008; Anyangwe and Mtonga, 2007; De Maeser@gllems, De Sutter, Van de
Geuchte and Billings, 2007). Therefore, if studemtsitively perceived that CBE helped
them develop an interest in rural community pragtjchey might be motivated to choose
their career in underserved communities, such asl @wommunities, which may reduce
misdistribution of nurses in countries and promtite principles of primary health care

philosophy by decreasing inequity in health cargise provision.

By working in primary health care facilities in alrareas, these nurses may provide health
services to the vulnerable population and contebtd attainment of health-related
Millennium Development Goals (reduction of child m@dity, improvement of maternal
health and combating HIV/AIDS, Malaria, Tubercutosind other diseases), especially in
view of the various reports that indicate that tmban regions are more likely to be

successful in achieving the MDGs than urban argds\{omen Watch, 2012).

Furthermore, this study revealed that there waereiice of perceptions on CBE as tool to
promote PHC philosophy across community-based ilegreettings. Informal settlement
learning environment was associated with the ister® work in under resourced
communities with a Chi-square of 13.363 gmdalue of 0.004, where those placed in
informal settlements were more interested to warkunder resourced areas than others.

These results are congruent with other studieswairad in different areas that indicated that
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learning experiences in under-resourced communitidisience the motivation of the
graduates to work in poor communities (Williamsarale, 2012; Larkins et al., 2011; Henry
et al., 2009; Dalton et al., 2008; Orpin and Gdpb&805; Curran and Rourke, 2004). The
current study suggested that community-based legexperiences have a positive influence
on perceptions of students with regard to primaglttn care practice; therefore it suggested

that nursing education should be based in disadgadtcommunities.

The current study showed that there was differarigeerceptions of students on CBE as a
tool that promotes primary health care philosoptripss year of study, with a Chi-square of
12.308 andp-value of 0.002. The results indicated that asstiuelents progressed from the
second year of study to the third, their perception CBE as a tool that promotes primary
health care philosophy increased. However, dutiegdurth year, their perceptions changed.
This is illustrated where the rank mean of secoral yas 44.63; the rank mean of third year

was 59.09, but the rank mean of fourth year wa6234.

Results also indicated that their positive perecei on working in under-resourced
communities increased from the second to the ty@ar, but decreased in the fourth year.
Statistics showed that the mean rank of the segead was 48.79; the mean rank of third
year was 53.02, while the mean rank of the fougarywas 35.5, with a Chi-square of 8.08
andp-value of 0.018. This decrease in the fourth yeay probably be influenced by the fact
that in their last year of study the students aainiy taught specialized aspects of nursing
and do their practice in specialized health caddifies. It is therefore suggested that some
aspects of specialized practice should be incotpdranto the community-based learning

programme in the last year.

As the students had positive perceptions that comiyrbased education developed their

interest to work in a community, it may be good wetion to choose rural practice which
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addresses misdistribution of health care profesésoand make health care accessible, and
reducing inequity in health care service througlivdang health care service to rural areas to
improve the health status of the underserved ptipanland promote better health for all,
which is one of the main aspects of primary headtte philosophy. This interest to choose a
career of community practice may be influenced gy $ensitivity developed by students
during their community-learning. When the studewtsrking closely with a vulnerable
population, they learn to understand their probledevelop social responsibility and civic
engagement and become willing to help disadvantagetmunities. This is in line with the
literature, where development of social responsgj@nd civic engagement were found to be
fostered by community-based education (Kielsmé&ed,1; Elwell and Bean, 2011; Govekar

and Rishi, 2007).

The study revealed that 89% (53.8% who agreed @&nd%3 who strongly agreed) had

positive perceptions that settings they were placeghve them a better understanding of the
social, economic, psychological, political and otdl issues that influence health. These
findings are similar to various other studies. fi8an et al., (2000), found that the students
perceived that community-based learning was anogpatte method of teaching and learning
psycho-social issues in the health field. Barn@0(® found that community-based education
was perceived by students as an approach to edndatit made them understand cultural
diversity and social issues and Eley et al.,(20fb2nd that the students perceived that
community-based learning made them aware of théegbrf rural community members

and their lifestyles which impact their health stat

The results of this study are aligned to the pupa$ community-based education.
Community-based education has the potential to remehdhe students’ understanding and

equip them with the ability to deal with socialoeomic, political and cultural factors that
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affect individual, family and community health iereral (Mtshali, (2011); Mtshali, (2009);
WHO, (1993) and WHO, (1987). This competence isladeby nurses in order to deal with
the complexity of health issues in the communityttsat they can promote the wellbeing of

community members and thus achieve a better hetiths.

The current study revealed that 89% (63.7% whoemhend 25.3% who strongly agreed) of
the respondents perceived that working with memifrer® other health teams or sectors
better prepared them for their role as nurses withose teams. It was indicated that 95.6%
(65.9% who agreed and 29.7% who strongly agreedeped that community-based

learning helped them develop skills they did notehbefore of managing and addressing
health issues in the community, while 90.1% (62%%® agreed and 27.5% who strongly
agreed) perceived that their community projectstrdauted in improving the health of the

community.

The results of this current study are similar with findings of the study carried out by Sheu
et al.,(2010) where the students perceived thatnoaomity-based learning had value to the
community and 65% of the participants perceived th&elped them learn collaboration
skills and learn the role of other professionaldnnproving the health of population. The
results are also congruent with the findings of shedy conducted by Chang et al., (2011)
where the students perceived that learning expsgi@m community made them experience

the real world context of the profession and dgvééam work skills.

It was evident that the students understood theevaf community-based nursing education
and perceived that it helped them develop collabmraskills. They therefore had a positive
perception of the relevance of community-learnisgaaneaningful approach to learning that
familiarized them with the real context of the hiatare environment early in their career.

This may be due to the fact that being in a comtgupmiovides nursing students with an
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opportunity to experiment in assessing the heakdeds of an individual, family or

community; plan the solutions; implement what thiel is best; and evaluate the
effectiveness of their actions. Students will de=itmpact of their actions on the community,
and then they may feel that they contribute to dvelhg of the community members. This is
in accordance with Dewey’s philosophy, which statbdt the learner learns best by
experimenting and finding the meaning of their caations and the consequences of their

taken decision (Gwele, 2005).

5.3. Conclusion

The study was conducted at a selected nursing kain@higher education institution and
was aimed to explore the promotion of primary Heattre (PHC) philosophy in a
community-based nursing education programme. Tihdests' perspective. To achieve this
purpose, the objectives of the study were to des@ommunity-based learning activities that
promote primary health care philosophy, to identdgtors affecting promotion of primary
health care philosophy in community learning atégé and describe the perceptions of
students about community-based education as athabl promotes primary health care

philosophy.

The study revealed that the respondents were yowitly,average age of 22 years old. The
study indicated that the nursing education progranexposed the students to community-
based practice early in their educational prograrantethat there was continuity of exposure
to community learning in health care facilitiesainghout the educational programme. It was
observed in the current study that learning expegs, such as GOBIFFFF strategies and
other learning activities were covered in the cl@ass, communities, health clinics and

hospitals. This study showed that community settipgovided the best additional learning
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experiences in relation to PHC philosophy outsidedlassroom, with a mean of 4.888. The
results also indicated that 90.1% of the resporsdbatame involved in community-based
learning projects that focused on prevention afetises, injuries and social problems, 89%
were involved in health promotion community-basedrhing projects while 76.9% became
involved in community-based learning projects faison promoting community self-
reliance and self-determination and 69.9% of thég@pants involved the community in their

learning activities while they were achieving themrning objectives.

The study indicated that learning in a communititisg was associated with conducting
community-based learning projects that focused eadth promotion with a T-test value of
2.239 andp-value of.022; prevention of illnesses, injurieslasocial problems with T-test
value of 2.130 ang-value of .036; treatment of minor illnesses anjdries at home with T-
test value of 2.135 anp-value of .036; rehabilitative care as focus omounity-based
learning projects with T-test of 3.065 apédralue of .003 ; and also community learning
setting was associated with promoting community-rglance and self-determination as

focus of community-based learning projects witte$ttvalue of 2.409 armvalue of .018.

The study indicated that support from communitypmut from lecturers, an orientation
period and sufficient time spent in community werted as influencing factors by 86.8%,
85.7%; 85.7% and 84.6% of the respondents resgdgtiwwhereas inaccessibility of

community site was cited by 59.4% of respondents laisdering factor to learning.

The study also showed that the 98.9% of respondblats positive perceptions on
community-based education as a tool to promote R#dosophy and 87.9% of the
respondents positively perceived that the CBE pespaurses to work in communities. The
perceptions of respondents on CBE as a tool to pierRHC philosophy were associated

with informal settlements as a learning environmeitih a Chi-square of 16.957 apevalue
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of 0.001. It was revealed in this study that 82.6P4espondents perceived positively that
CBE increased interest to work in under resourcaehrounities such as rural areas and
informal settlements. Informal settlements wereoeisded with perceptions on interest to

work in under-resourced communities due to CBE wit€Ghi-square of 13.333 amevalue

of 0.004. The study also showed that the perceptodrstudents on CBE as tool to promote
PHC philosophy were different across year of stwidip a Chi-square of 12.308 apevalue

of 0.002. The students became progressively mosgiy® about CBE until they reached the

third year of study and then became less posititbe fourth year. In conclusion, the results
of this current study suggested that the commusaised nursing education programme in the
selected Nursing School does promote primary healtb philosophy, which may contribute

to the achievement of better health for all.

5.4. Recommendations

In the light of the results of this study, the émlings recommendations are made to:

5.4.1. The Nursing School

» Provide continual opportunities for students toagegwith the community as a learning

environment throughout the entire programme tocweliapse of positive perceptions

» Provide assistance to the students in accessingoimmunity learning sites by providing

transport
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5.4.2. The Nursing School curriculum review committe

» The school curriculum review committee should revtee curriculum of the fourth year
to integrate the community settings into clinicedgiice instead of merely concentrating

on specialization learning experiences

5.4.3. Further research

» The study was focused on only one school of nursingwvaZulu-Natal. Therefore, there
is a need to explore how primary health care pbpby is promoted in community-based

education programme in other Schools of Nursin§anth Africa.

» Further research is needed that focuses on thetyquél community-based learning

activities that promote primary health care phifdsp

» There is a need to explore the views of nurse @édtecan community-based education as

a tool to promote primary health care philosophy

» There is also a need of a study to explore theagnpf a community-based education

programme on community health status as outcorpeifry health care philosophy.

> the use of focus groups to explore student nurgederstanding of the essence and
meaning of primary health care as applied

» The study used quantitative approach ,therefone tisea need for qualitative approach to
deeply explore that phenomenon

» The instrument used should be reused by othernas®a to refine it.

» Clarification of meaning of PHC philosophy by redev role-players
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5.5. Limitations of the study

» The study was limited to only one School of Nursatga higher education institution in
KwaZulu-Natal, so the findings cannot be generdliz® all community-based nursing

education programmes in South Africa.

» The research only collected data from studentggusiself-reported questionnaire. There
was no analysis of the curriculum design of the mamity-based nursing education

programme.

» Also, the quality of community learning activitighat promote primary health care
philosophy was not explored. The quality of thasarhing activities might provide other

aspects in relation with PHC philosophy.

» The findings of the study cannot be generalized tug¢he use of non-probability

convenience sampling
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APPENDIX 1 : INFORMATION DOCUMENT

Study title: The exploring the promotion of Primary Health €&hilosophy in Community-
Based Nursing Education Programme at a selectelaerigducation Institution in KwaZulu-

Natal: The students ‘Perspective.
Dear participant,

I, Innocent NDATEBA, Master student in Nursing amilkersity of KwaZulu-Natal, School

of Nursing and Public Health, am conducting theeaesh on “The exploring the promotion
of primary health care philosophy in a Communitys&ah Nursing Education Programme at
a selected Higher Education institution in KwaZMatal: The students’ Perspective,” am

inviting you to participate in this study.

This study is conducted on the undergraduate ryiisindents of 2, 3% and 4" year who

were exposed in community during their communitgdahlearning. This study will provide
information on how primary health care is promotecbugh community based education
program and the findings may help the school imiculum review process from which the

students and community may benefit.

Completing the questionnaire is voluntary and yauehright to withdraw anytime you feel

uncomfortable without fear of any negative consegas. Your responses will be kept
confidential and anonymity is guaranteed. You arerequired to write your identification on

the questionnaire (name or students numbers) alydcode will be used so that none can
identify whose the response belongs to. There idhaon for you and there are no any
negative consequences to participate in this stddypleting the questionnaire will take you
around 20 minutes and requires to complete it iarymonvenience time. Below there is

researcher and supervisor address you may conket you need it.

Thank you! Supervisor

Innocent NDATEBA Professor: NG Mtshali

Howard College campus 5" Floor, School of Nursing and Public Health
University of KwaZulu-Natal Howard College Campus, WKZ

Cell phone: 0838911633 mtshalin3@ukzn.ac.za

Email: 209522065@stu.ukzn.ac.za
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APPENDIX 2: INFORMED CONSENT

Declaration

lceoeeveiveenee..(initials of the participant), in signinghis document, am giving my
consent to participate in this study entitled “Eoxtplg the promotion of primary health care
philosophy in Community- Based Nursing Educatiomgoamme at a selected Higher

Education Institution at KwaZulu-Natal: The stutgerspective”.

| have read the information document, have beena@qud the purpose of the study and
understood the content and nature of the study,tlaen | agree voluntary to participate in
this current study. | have been explained thatpduicipation is voluntary and withdraw is
allowed if | feel uncomfortable during the compbetiof the questionnaire without fear of any

negative consequences.

It was agreed that my identification will not app@aywhere on the questionnaire and my

identification is not related to my responses.

Please, note that two copies of informed consent will be signed, one for the participant, and

the other for the researcher to file

Signature of participant...............ccccev i

Date..............ce 1o,
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APPENDIX 3: QUESTIONNAIRE Year of Study

ID Number

Research Title: Exploring Promotion of Primary Healh Care Philosophy in
Community-Based Nursing Education Programme at a dected Higher Education

Institution in KwaZulu-Natal: The students’ Perspedive.

Thank you for accepting to participate in this stuBlease read the following instructions
before completing this questionnaire.

* Please, complete the whole questionnaire

* Read instructions before responding to each secfidhis questionnaire and use a cross

(X) to respond.

SECTION ONE: SOCIO-DEMOGRAPHIC DATA

1. AQE. i in.years

2. Gender : Male 1 |:|

Female 2

3. What is your current year of study?

2" year N
3 year 2]
4" year -

4. Place of home residence

Rural area 1 |:|
Suburban area; Township 2 [ ]

Urban area 3 I:I

5. In which community are/were you based?

Informal Settlement e.g. Cato crest: 1 |:|
Suburban area e.g. Austerville 2 |:|
Urban area eg. Point area 3]

Rural community 4 I:I
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6. Have you ever been involved in any activity in coamity as volunteer, youth
development or other activity bef@re Yes 1

No 2 [

7. Was nursing your first choice? Yes 1 |:|

No ]

SECTION B COMMUNITY-BASED LEARNING

8. Indicate the periods in which you were exposeddmmunity-based learning in your
programme

Yes No

1% Year (Old age home practicals)

1% Year créche practicals

2" Yr January/February

2" Yr April Vacation

2" Yr June July Vacation

2" Yr September vacation

2" Yr December vacation

4™ Pyschiatry

Other (Specify, e.g. PHC Health Clinic)

9 Which of the following activities did you particifgin?

Yes No

Family assessment

Epidemiological studies

Community assessment

Validation of community problems {2Year April vac practicals)

Community Project planning

Fund raising for the community project

Community mobilization to take responsibility féreir health

Community Project implementation

Community Project evaluation

others (specify)
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10.Which community members were involved in your comitywbased learning activities?

Community Members Yes No

School teachers

Local leaders

Church leaders

Traditional healers

Youth leaders

Community health workers

Health clinic workers e.g.Nurses

Elder people committee

Community members

Other (specify)

The focus of our community-based project was on

Yes | No

11.Promotion of health (health education on nutrition, sexuality,

breastfeeding, environmental health, waste dispesdé and clean water

12.Prevention of illness, injuries and social problef@gy. immunizations,
family planning, health education on preventionSails, chronic illnesses
such as hypertension, teenage pregnancy)

13. Treatment of common illnesses and injuries at h@g treatment of lice,

diarrhea and vomiting, flue, minor burn injuries)

14.Rehabilitative carée.g. management of a patient with deformitiescan,
elderly patients with chronic illnesses, mentally clients in the

community)

15.Promoting community self-reliance and self-deteation (identifying,
accessing and utilizing available resources withthe community in

addressing health related issues)

16. Other (Specify)
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Indicate with a cross (X) the most appropriate oese. You may choose more than one
response.

1: Class 2: Community 3: Health Clinic
4: Hospital 5: N/A -means you did not learn about this.

Our community-based nursing programme exposed metlearning | 1 2 3 4
about:

Iltems

17 Provision of health education to prevent diseasas$ promote
health

18 Oral rehydration methods for dehydrated children

19 Importance of baby breastfeeding

20 Family planning for both males and females

21 Prevention of malnutriton to children through fopd
supplementation

22 First aid measures at home (e.g. burns, paraffjestion, fractures

23 Performing grow monitoring of children

24 Baby immunization

25 Community involvement in community-based projects

26 Advocating for the vulnerable people

27 Educating the community about waste disposal ,

28 Ways of keeping water clean if there are no waips t

29 Care of a terminally ill patient at home (home-luhsare)

30 Women empowerment (e.g. education about women abhode
women’s right, education and skills development feomen
survival)

31 Collaborating with others sectors as nurses in essiing health
issues in the community (e.g., working with busgggeople,
teachers, police officers, transport)
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What is your level of agreement with the followingstatements?

1. Strongly disagree: SD; 2. Disagree: D; Agree: A; 4. strongly agree: SA

Level of agreement

SD

D

A

SA

32 Placement in the community settings better prepanedas a

nurse to work even with the communities

33 The type of community setting | was placed in made
understand better the social economic, psycholbgpitical
and cultural issues that influence health

34 The distance between the university and the commywhere |
was place did not affect my learning in the comrtyuni

35 Accessibility of community site is not expensiveddransport is
easy available

36 The level of safety in the community promoted @arhing

37 Community leaders and members were available tpstpur
learning

38 Working with members from other health teams ot@edetter
prepared me for my role as a nurse within thesagea

39 The types of community-based learning experiencewab
exposed to, helped me develop some skills | didhagt before
of managing and addressing health issues in thencomity

40 Practical exposure in the communities allowed mebédter
understand the PHC theory were learning in class

41 Community based learning increased my interest tokwn
under-resourced communities such as rural aredsrmal
settlements, etc.

42 The support we received from the community enhanced
learning about health-related issues in the comiywamnd their
management

43 Support of the lecturer as a resource person eebacr
learning about health related issues at a commieust

44 Orientation period gave a clear introduction to eotpd
outcomes from our learning in the community

45 The time in our programme was adequate to allowo lexecute
our community-based learning activities

46 We had enough resources to support our learningpesjdct in
community sites.

47 Our community project contributed in improving thealth of

the community

Thank you for your time to participate in this stud
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APPENDIX 4: APPLICATION FOR PERMISSION TO CONDUCT A RESEARCH
PROJECT

Innocent NDATEBA
University of KwaZuNatal
School of NursingdaPublic
Health/ Howard CgiieCampus
Mob: 0838911633
E-maR09522065@ukzn.ac.za

"May 2012

To: Dean and Head of School of Nursing and Public Healt
University of KwaZulu-Natal

P.Box: 4041 Durban, South Africa

Dear Professor BP Ncama,
RE: Requesting a permission to conduct a researchrgject

| am a student at University of KwaZulu-Natal, Sehof Nursing and Public Health doing a
master’'s degree in Nursing Education. | hereby estja permission to conduct a research
project in the institution which responsibility entrusted to you. The title of proposed study
is “Exploring the promotion of Primary Health Care Rigbphy in Community-Based
Nursing Education programme at a selected Highandation Institution in KwaZulu-Natal:
The students ‘perspective”

Madam, in order to complete a course work mastitgee, | am required to do dissertation,
reason why | come to you requesting a permissionottduct my research project in the
School of Nursing and Public Health. The data vad collected after getting Ethical
Clearance from University of KwaZulu-Natal, ReséaEthics Committee. Here enclosed is
the research proposal

Hoping your favorable response to my request, ikhau!
Yourssincerely
Innocent NDATEBA SupervisoroRessor: Fikile Mtshali
5" Floor, School of Nursing and public Health, UKZN

Email:mtshalin3@ukzn.ac.za
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APPENDIX 5: PERMISSION TO CONDUCT A STUDY FROM HEAD OF SCHOOL

"
|}
<Taa INYUVESI

< UNIVERSITY OF ™
% KWAZULU-NATAL
. YAKWAZULU-NATALI

16" May 2012

Mr I Ndateba

c/o School of Nursing & Public Health
University of KZN

Howard College Campus

Durban

Dear Mr Ndateba

Support in _conducting research in the Discipline of Nursing

With reference to your request, to the Dean/Head of School, regarding permission to
conduct research on “Exploring the promotion of Primary Health Care Philosophy
in Community-Based Nursing Education Programme at a selected Higher
Education Institution in KwaZulu-Natal: The students’ Perspective”, kindly note
that this request is hereby supported.

»

We wish you all the luck in the completion of your studies.
Thank you

Sincerely

72V}
M2

Professor B P Ncama
Dean/HOS

School of Nursing
UKZN

School of Nursing and Public Health
Postal Address: University of KwaZulu-Natal, School of Nursing and Public Health, Howard Campus, Private Bag X 54001,
Durban, 4000
Telephone: +27 (0) 31 2602499 Facsimile: +?7 (0) 31 2601543 Website: www.ukzn.ac.za
Prof N G Mishali — Supervisor Al 510200
100 YEARS OF ACADEMIC EXCELLENCE
Founding Campuses mm Edgewood = Howard College Medical School mm Pietermaritzburg mm Westville
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APPENDIX 6: ETHICAL CLEARANCE APPROVAL FROM UNIVERS ITY OF KWAZUL-
NATAL

£ UNIVERSITY OF ™
H- KWAZULU-NATAL

'(* INYUVESI
o~~~ YAKWAZULU-NATALI

18 June 2012

Mr Innocent Ndateba 209522065
School of Nursing and Public Health

Dear Mr Ndateba

Protocol Reference Number: HSS/0361/012M
Project Title: Exploring Promotion of Primary Health Care Philosophy in a Community-based Nursing Education Programme
at a Selected Higher Education Institution in KwaZulu-Natal: The Students’ Perspective

In response to your application dated 7 June 2012, the Humanities & Social Sciences Research Ethics Committee has considered
the abovementioned application and the protocol has been granted FULL APPROVAL.

Any alteration/s to the approved research protocol i.e. Questionnaire/Interview Schedule, Informed Consent Form, Title of
the Project, Location of the Study, Research Approach and Methods must be reviewed and approved through the
amendment /modification prior to its implementation. In case you have further queries, please quote the above reference
number. Please note: Research data should be securely stored in the school/department for a period of 5 years.

| take this opportu!nity of wishing you everything of the best with your study.

Yours faithfully

Professor Steven Collings (Chair)
/pk

cc Supervisor Professor NG Mtshali
cc Academic Leader Professor M Mars
cc School Admin. Ms Caroline Dhanraj

Professor S Collings (Chair)
Humanities & Social SC Research Ethics Committee
Westville Campus, Govan Mbheki Building
Postal Address: Private Bag X54001, Durban, 4000, South Africa
Telephone: +27 (0)31 260 3587/8350 Facsimile: +27 (0)31 260 4609 Email: Ximbap@ukzn.ac.za / snymanm@ukzn.ac.za

Founding Campuses: mm Edgewood mm Howard College Medical School mm Pieterr i g -

mmu S

Inspiring Greatness
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APPENDIX 7: PROOF OF EDITING LETTER

Editing Declaration P O Box 531
Hillcrest
3650
KwaZulu-Natal

2012-12-03

TO WHOM IT MAY CONCERN

Thesis Title: EXPLORING THE PROMOTION OF PRIMARY HEALTH CARE
PHILOSOPHY IN A COMMUNITY-BASED NURSING EDUCATION PROGRAMME
AT A SELECTED HIGHER EDUCATION INSTITUTION IN KWAZULU-NATAL: A
STUDENTS’ PERSPECTIVE

Author: Innocent Ndateba
This is to certify that I have edited the above thesis from an English language perspective
only, and have made recommendations to the author regarding spelling, grammar,

punctuation, structure and general presentation.

A marked-up version of the thesis has been sent to the author and is available as proof of
editing.

I have had no input with regard to the technical content of the document and have no control
over the final version of the thesis as it is the prerogative of the student to either accept or
reject any recommendations I have made.

Therefore, I accept no responsibility for the final assessment of the document

Yours faithfully

! M/;

Margaret Addis
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