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ABSTRACT 

Background  

Health promotion constitutes a priority in the World Health Organization’s agenda of health for 

all (WHO, 2014b). Therefore, nursing students should be introduced to the principles of health, 

illness prevention and health promotion early in their course of training. They need to develop 

competencies required for their career as well as to improve the health and wellbeing of the 

community. 

Purpose  

The purpose of this study is to explore nursing students’ experiences of a community-based health 

promotion and illness prevention programme in a selected school of nursing in KwaZulu-Natal. 

Methodology  

A qualitative, exploratory, descriptive research design is used to investigate the experience of 

seventy second-year nursing students in the Bachelor of Nursing programme at a selected school 

of nursing who were exposed to a community based health promotion and illness prevention 

programme. Data was collected through focus group discussions and content deductive analysis 

was used to analyse data.  

Findings  

The findings of the study are presented and discussed according to the four main themes that 

emerged during the data analysis: (1) community accessibility (2) safety in the community 

environment (3) learner support, and (4) skills development. Each of these themes have sub-themes 

that are presented and discussed, facilitating a full insight into the experiences of the participants 

in this programme.  

Conclusion  

Satisfying personal experience enhanced students’ clinical skills, especially in building the 

confidence and expertise required by health promotion and illness prevention programmes. 
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Students’ participation in this programme developed capabilities such as: creativity; the 

identification of community health issues; the promotion of a greater sense of community 

responsibility; the ability to engage in group discussions; the envisaging of professional goals and 

the encouragement of a sense of connection with the community. 

Keywords: Health promotion, illness prevention, community participation, community-based 

education  
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CHAPTER ONE: INTRODUCTION 

1.1 Introduction to the study 

Health promotion activities are community-based and, as such, it is the responsibility of health 

care professionals, especially nurses, to introduce community members to these activities 

(Whitehead, 2011). The scarcity of human resources in health has permeated the wall of the health 

care profession, especially with the shortage of nurses, leading to a global crisis (Crisp and Chen, 

2014). The shortage has been especially evident in most African countries, including South Africa 

(Uta, Francoise and David, 2012). In view of this crisis the incorporation of nursing students into 

community-based health promotion, has become imperative as a means of clinical or practical 

experiences for nursing students.  

In South Africa, the participation of nursing students in health promotion activities is important 

not only for learning purposes, but because of the national benefit which the country stands to gain 

from the alleviation of the double burden of communicable and non-communicable diseases 

threatening the country’s health system (Motsoaledi, 2011). To meet this challenge the South 

African health department has emphasised the urgency of promoting population health through 

community participation in partnership with health care professionals at every level (National 

Department of Health, 2013; National Department of Health, 2012).  

In order to achieve community participation in health promotion activities, the Department of 

Nursing, at selected schools of nursing in KwaZulu-Natal has, over the years, developed and 

implemented a diversity of creative and valuable community experiences for nursing students 

enrolled in the Bachelor of Nursing undergraduate degree (Mtshali, 2005; Uys, 1998; Gwele, 

1997). By dividing the students into three groups which are allocated to three different 

communities in the surrounding areas, where they are required to undertake health promotion 

projects, the school is able to engage students in the task of health promotion (Adejumo and Ganga-

Limando, 2000; Gwele, 1997). Among other activities, the students under their facilitators’ 

guidance are required to conduct a community assessment and an epidemiological study. Each 

group is also expected to identify and prioritise health problems in that community, and then plan 

and implement an appropriate project to address priority problems in consultation with the 
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stakeholders. At the end of the year, these groups present their projects to an audience consisting 

of fellow students, staff members and respective community members and stakeholders (Mthembu 

and Mtshali, 2011). On this platform, students also reflect on the effect their participation has had 

on their personal and academic growth.  

Literature reveals that health promotion interventions, carried out at the local levels by nursing 

students, provides a service to the community, while allowing students an opportunity to develop 

their health promotion knowledge and skills (Kushner, Van Horn, Rock, Edwards, Bales, 

Kohlmeier et al., 2014; Bronstein, Anderson, Terwilliger and Sager, 2012; Kulbok, Thatcher, Park 

and Meszaros, 2012). Furthermore, nursing students learn to make independent decisions during 

community-based learning experiences. Several studies of student perception of community 

participation have been conducted at various settings giving a range of reports which may not be 

generalised to all curricular contexts (Okoronkwo, Onyia-pat, Agbo, Okpala and Ndu, 2013; 

Walton and Blossom, 2013; Karp and Bork, 2012; Walthew and Scott, 2012; Mtshali, 2009; Uys 

and Gwele, 2004). This prompted the researcher of this study to explore nursing students’ 

experiences of the community-based health promotion and illness prevention programme in a 

selected school of nursing in KwaZulu-Natal. 

1.2 Background to the study 

Health promotion constitutes a priority in the World Health Organization agenda of health for all 

(WHO, 2014b). As a result of the need for a new universal public health movement, in 1986 the 

First International Conference on Health Promotion took place (WHO, 1997; WHO, 1986). Health 

was acknowledged as a resource for social, economic and personal development. Thus, it serves 

as an indispensable aspect of quality of life because health promotion is a process which enables 

people to improve their health. Through the varieties of actions involved, health promotion can 

also develop and change life styles. 

The WHO (1997) adopted and acknowledged five crucial health promotion actions: (a) building 

healthy public policy, (b) creating supportive environments, (c) development of personal skills, 

(d) strengthening community actions, and (e) changing present health care systems from a curative 

to a preventive focus. The concerted effort of health promotion implementation through 
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comprehensive approaches to health development is therefore considered largely efficient when it 

is implemented in settings such as mega-cities, islands, cities, municipalities and local 

neighbourhoods (O’Neill, Simard, Sasseville, Mucha, Losier, McCue et al., 2012; WHO, 1997; 

WHO, 1986). 

Health promotion and illness prevention actions can also be facilitated in community settings such 

as schools, hospitals, workplaces and residential areas; they also need to be built into all health 

policies which provide guidance to health promotion. Equity-focused health policy provides a 

realistic approach to attaining better equity in health (Makaula, Bloch, Banda, Mbera, Mangani, 

de Sousa et al., 2012; O’Neill et al., 2012; WHO, 1997; WHO, 1986).  

Furthermore, Bircher and Kuruvilla (2014), note that the central tenet of health promotion is to 

consider people, not as isolated entities, but as part of a wider environment, with the defining 

characteristics of an environment as the “setting” in which people live, work, recreate, and engage 

in health related activities like grooming, cleaning and cooking. Therefore, any approach to health 

promotion and illness prevention should take into account all the elements of an environment, and 

seek to change those negative aspects which could undermine health (Bircher and Kuruvilla, 

2014). In this regard, since nurses are the most numerous group of health professionals, working 

in the community, they are viewed as fundamental to achieving this goal (Mendenhall, Harper, 

Henn, Rudser and Schoeller, 2014; Propp, Apker, Ford, Wallace, Serbenski and Hofmeister, 

2010).  

Studies conducted in different parts of the world point out that nurses have important roles to play 

in the operation of health promotion programmes (Mendenhall et al., 2014; Kemppainen, 

Tossavainen and Turunen, 2013; Labarthe and Dunbar, 2012). It is, therefore, strongly 

recommended that before performing any role in health promotion, illness prevention or primary 

health care, nursing students should be introduced to the principles of health, illness prevention 

and health promotion early in their course of training (Healy and Sharry, 2011). Consequently, the 

numerous teaching strategies, including community-based education (CBE) and problem-based 

learning (PBL), should be used to improve nursing students’ competence by linking the theory to 

the practice in the community setting (Koch, 2013).  
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Nursing education programmes should aim to support all learning that allows nursing students to 

meet professional entry-to-practice competencies (Valaitis, Schofield, Akhtar-Danesh, Baumann, 

Martin-Misener, Underwood et al., 2014). Community-based education is the process by which 

nursing students learn to respond to community needs, through self-involvement and engagement 

with health care activities or practices in the community (Bassi, 2011; Vogt, Chavez and Schaffner, 

2011).  

While implementing community-based health promotion and illness prevention programmes, 

students should develop a deep understanding of the course content as well as a sense of social 

responsibility (Millican and Bourner, 2011). It is argued that through community-based 

programmes, students will gain an understanding of the health needs of the community (Vogt et 

al., 2011). 

In order to respond to the health needs of the population, nursing students in their different 

community settings should carry out a mixture of consistent community learning activities, such 

as community health promotion and illness prevention projects, as they attain their learning 

objectives in partnership with community members and other sector representatives operating in 

the community (Bassi, 2011; Millican and Bourner, 2011; Vogt et al., 2011). Students should also 

develop significant knowledge related to this experience and learn how several problems have an 

important influence on an individual, a family and entire community.  

By using the community as a learning environment, students can understand the complexity of 

health issues, and how various factors determine the health status of individuals, families and the 

community as a whole, and develop multidisciplinary skills to solve health problems and 

determine which skills are needed in dealing with complex individual and community health 

problems. According to Mtshali (2009), this approach has been adopted by higher education 

institutions to replace the traditional way of teaching, that was criticised for not equipping students 

with sufficient skills to address social problems, and for not being responsive to the population’s 

needs, especially in rural and under-resourced settings. Students were being trained in 

sophisticated and technological ways, which were not always applicable in the environments in 

which they were required to work (Mtshali, 2009) Therefore, students should be equipped to solve 

the multitude of health problems they encounter in the community.  
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The problem-based learning (PBL) should be recommended as a teaching strategy in community-

based education. PBL is a student-centred teaching strategy in which small groups of students 

work in collaboration on real problems and learn how to solve them (Uys and Gwele, 2005; Uys 

and Gwele, 2004). Through the process of working in groups, students are called on to identify 

and solve real problems which consequently permit them to gain knowledge and acquire skills 

such as problem solving, communication, decision making and effective team work. These are 

required skills in health professions and enlarge the student’s knowledge base. Furthermore, PBL 

intensifies friendships among students and encourages closer contacts between students and 

teachers (Schmidt, Rotgans and Yew, 2011). Students also develop the competences required in 

dealing with the persistent changes and challenges of real-world situations. 

A study conducted by En, Koh and Lim (2011) where nursing students conducted a health 

screening programme during a home visit in an under-served community acknowledged that 

nursing students developed professional skills such as communication, teamwork and critical 

thinking. By interacting with the people in their living setting, nursing students gained a better 

understanding of the community needs and learned how to respond appropriately to those needs. 

This had a positive effect on nursing students learning experience which was beneficial to both 

students and the community. A related study conducted by Babenko-Mould, Ferguson and Atthill 

(2016) of nursing students experiencing a neighbourhood as a community of practices and its 

impact on their learning process, stated that nursing students involved in such community settings 

learned how to be more independent and become more self-directed. Students developed a team 

spirit and become more knowledgeable regarding community needs and thus more creative in 

responding to them. Students highlighted that through creative collaboration they were able to link 

theories learned in the community health class with this practical environment, which benefited 

both them and the community.  

A study conducted in America by Walton and Blossom (2013) reveals that nursing students 

believed that the experience in the community setting is fundamental to their nursing education 

since it provides opportunities for them to learn about the clinical context, to listen, and to develop 

a therapeutic relationship through creativity and innovation. Another study conducted by Pfaff, 

Baxter, Jack and Ploeg (2014), in Canada noted that a community-based health promotion and 
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illness prevention programme emphasises close collaboration between nursing students and 

community members and therefore develops new graduate nurses’ knowledge and experiences in 

terms of collaborative practices. 

These views are supported by Bentley (2013), who suggests that such knowledge ensures that 

students are well prepared to work in the fields of preventive and rehabilitative care. Such care 

continues to be important, as it extends beyond the care setting in the community. Furthermore, 

students experienced gratification in their role as nursing students as they recognised that working 

with the community catered for their clients’ health needs within the context of their lifestyle and 

culture (Karp and Bork, 2012; Walthew and Scott, 2012). 

The findings of an Australian study conducted by Merritt and Boogaerts (2014), showed that 

intervention in the community focuses more on helping people make decisions that enable a more 

comfortable and appropriate lifestyle. Besides, students felt satisfied with themselves in their role 

as nursing students and recognised that working with the community covers the person and their 

health needs as well as their lifestyle and their culture (Karp and Bork, 2012; Walthew and Scott, 

2012). Similarly, another study by Walthew and Scott (2012) conducted in New Zealand found 

that while most of the nursing students focused on individuals and used an approach based on a 

traditional approach to health promotion and providing information, other nursing students 

embraced empowering and interactive approaches in their health promotion and illness prevention 

activities. 

A study conducted by Kaye, Mwanika, Burnham, Chang, Mbalinda, Okullo et al (2011b) in 

Uganda concluded that the community setting offers to the nursing students contextual and 

experiential expertise which leads them to improve their collaborative and clinical skills, 

teamwork, and learning assessment methods. Students working in the community setting should 

assess and diagnose the community needs and thereby create a community consciousness of 

common diseases, and also conduct disease prevention and health promotion activities (Kaye et 

al., 2011b). Community participation in health programmes therefore improves their sustainability 

and affordability. Similarly a study conducted by Naidu, Zweigenthal, Irlam, London and 

Keikelame (2012) in South Africa highlighted the appropriateness of the students’ feedback and 

its significance in providing them with an opportunity to comment on the outcome of the processes 
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involved and to understand the students’ challenges. The same authors revealed that nursing 

students acknowledge the pivotal role the community setting contributes in enhancing their 

knowledge and giving them the opportunity to work in teams with others and, therefore, procuring 

significant advantages such as time for practical experience, and a closer understanding of the 

community needs and culture. Students emphasised that the community enhances their sense of 

personal achievement and also provides valuable cultural exposure (Naidu et al., 2012). 

Despite the active interaction of the students with the community and the appreciation by the 

community of the student involvement, it was unfortunately noted that students frequently do not 

provide feedback to the communities (Kaye et al., 2011b). This has made communities hesitant 

and unconvinced about any communities-learners partnerships (Kaye, Muhwezi, Kasozi, 

Kijjambu, Mbalinda, Okullo et al., 2011a). Besides the fact that the community-based programme 

involves more improvisation and is more unrestrained than in hospitals, nursing students seem to 

be uncomfortable when they do not have enough knowledge, and are facing a situation in which 

they lack skills or appropriate resources (Moyer, 2012). Furthermore, students expressed their 

views on the need for creativity with community engagement and carefulness in choice of words. 

This in essence implies that the manner in which students are taught in class, with the complexity 

of lecturer’s language and medical terms, may require a student to be creative when attempting to 

communicate with a community that has no understanding of technical terms (Daniels, Adonis and 

Karuguti, 2013; Hawala-Druy and Hill, 2012). This scenario can be of significance to South 

Africa, which is a multi-racial country. 

1.3 Problem statement 

Although the use of community-based health promotion and illness prevention programmes has 

been highlighted, several challenges encountered by nursing students, have been reported that 

hinder the overall expected outcomes of these interventions. These challenges include lack of time, 

lack of resources, including lack of transportation and lack of accommodation and facilities for 

research such as the internet (Okoronkwo et al., 2013). Added to this are lack of communication 

and collaboration between the university and the community, resulting in communities being 

unaware of the learning objectives of the students. Mabuza, Diab, Reid, Ntuli, Flack, Mpofu et al. 

(2013), point to the problems encountered when communities do not fully, engage in the 
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intervention while Choi, Hui, Lee and Chui (2010) emphasise the problems that arise due to 

cultural and language barriers and the students’ lack of knowledge of local context. The longer the 

time nursing students spend in an appropriate community, the more they acquire a sense of 

belonging and the belief that they are having a beneficial impact on the community. This results 

in a deeper the intensity of learning for both students and the community (Betony, 2012; Rosing, 

Reed, Ferrari and Bothne, 2010). 

Despite the great impact of community-based health promotion and illness prevention programmes 

being implemented in various Bachelor nursing programmes, it is still not clear how the students 

perceive their participation in such programmes. While community-based health promotion and 

illness prevention programmes are being carried out by nursing students at selected schools of 

nursing, the information about the experience of the students in the community-based programme 

is limited. Therefore, the purpose of this study is to explore the experiences of nursing students in 

community-based health promotion and illness prevention programmes.  

1.4 Purpose of the study 

The purpose of this study was to explore nursing students’ experiences of the community-based 

health promotion and illness prevention programme in a selected school of nursing in KwaZulu-

Natal. 

1.5 Research objective 

 To explore nursing students’ experiences in a community-based health promotion and 

illness prevention programme. 

1.6 Research question 

 What are nursing students’ experiences of community-based health promotion and 

illness prevention programmes?  
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1.7 Significance of the study 

Involvement in community-based health promotion and illness prevention programmes represents 

a comprehensive approach to bringing about social change in order to improve health and 

wellbeing (Bircher and Kuruvilla, 2014; Raingruber, 2014). The literature reveals that health 

promotion and illness prevention programmes carried out at the local level, by nursing students, 

provides a service to the community, while giving students an opportunity to utilize their health 

promotion knowledge and skills (Kushner et al., 2014; Bronstein et al., 2012; Kulbok et al., 2012). 

Literature supports the fact that the crucial goal of nursing research is to change the practice and 

improve the welfare and the health of the people in the community (LoBiondo-Wood and Haber, 

2013; Polit and Beck, 2013). The findings from this study would be useful to nursing students, 

community members, nursing administration, nursing education, nursing programmes and 

research.  

To nursing education programmes: The findings from this study may provide a body of 

knowledge to the students for a better understanding of community based health promotion and 

illness prevention programmes and their implementation. They will also help the administration 

of the selected School of Nursing to transform the teaching and learning of nursing community 

health skills. Furthermore, it may lead to changing or updating the existing curriculum. The study 

will highlight the gaps in terms of nursing students’ preparedness to deliver health promotion and 

illness prevention activities. 

To the community: Given the importance of the involvement of the community in all community-

based health promotion and illness prevention programmes, it is hoped that the findings from this 

study will reveal how students perceive community-based interventions and what they expect from 

the community. This study might also reveal the challenges encountered by the students in the 

community. This will assist community members to better work in collaboration with the nursing 

students.  

To research: The findings from this study will provide important information to the existing body 

of knowledge of community-based health promotion and illness prevention programmes, and will 

serve as a basis for further studies. 
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1.8 Operational definitions of concepts 

For the purpose of this study, the following concepts were defined operationally.  

Experience: Cohen et al. (2007) describe experience as narratives of an encounter, or a series of 

encounters, something which has been participated in or lived through. In this study, experience 

refers to feelings and observations arising from student participation in community-based health 

promotion and illness prevention programmes. 

Nursing Student: In this study, a nursing student refers to a person who is studying at a nursing 

education institution and is registered as second year nurse student in a programme leading to a 

Bachelor qualification in nursing. 

Community-based nursing programme: Also called community-based education/learning, this 

is a way of achieving educational relevance to community health needs and a manner of 

implementing a community-oriented educational programme (WHO, 1987). In this study, it refers 

to the programme designed for second year nursing students in their practical experiences. Nursing 

students are located in the community to learn from everyday life, experience the real-life problems 

of that community and be allowed to practice by solving these problems. 

Health promotion: Health promotion is a process of enabling people to increase control over their 

health and its determinants, and thereby improve their health (WHO, 2005). For the purpose of 

this study, the definition by the WHO (2005) was adopted.  

Disease prevention: In this study, disease prevention refers to any approach which prevents or 

reduces the risk of disease.  

1.9 Conclusion 

Community-based education is used in various health disciplines, including nursing education, to 

ensure adequate and relevant nursing training and education. It aims to produce nurses who 

develop the ability to solve community health problems, especially in rural, poor and under-served 

areas, as they achieve their learning objectives. Community-based education was adopted in 

response to recommendations of the WHO and the South African government in the promotion of 
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primary health care. The National Commission of Higher Education (NCHE), recommended 

equipping nursing students with the comprehensive knowledge, competency and attitudes to 

respond to the health care needs of the population of South Africa (Fitcards & Rand, 2000). The 

literature showed that community-based education is very important in health promotion and 

illness prevention, where the students provide different health services in under-resourced and 

underprivileged areas. Furthermore, community intervention provides an opportunity for the 

students to apply the knowledge they have acquired during class interactions, which allows them, 

at the end, to reflect on their experiences and how those experiences have facilitated their personal 

and academic growth. 
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CHAPTER TWO: LITERATURE REVIEW  

2.1 Introduction 

A literature review involves the identification and location of information on a particular topic or 

topics (Briner and Denyer, 2012; Bryman, 2012; Machi and McEvoy, 2012). Similarly Furseth 

and Everett (2013) argue that a literature review is a survey of progress in a particular aspect of a 

subject over a given period, and may range from a bibliographical index or a list of references, to 

a general critical review of original publications.  

In this literature review, the topic that directed the systematic search of information was exploring 

nursing students’ experiences about community-based health promotion and illness prevention 

programmes. Extensive information was collected on the concept of community-based learning, 

community health promotion programmes, the implication of community-based health promotion 

and illness prevention programmes in nursing education, nursing students’ participation in 

community-based health promotion and illness prevention activities in the community, their 

experiences in the community-based health promotion and illness prevention programmes. 

Information was also collected on the challenges encountered by nursing students during their 

participation in community-based health promotion and illness prevention programmes. The 

literature search included the following computer-assistance and data-based bibliographies, 

namely; MEDLINE (Medical Literature Online), Academic Search, Premier, Nexus, CINAHL 

(Cumulative Index to Nursing and Allied Health Literature), and Google Scholar. 

2.2 The concept of community-based education  

According to Elwell and Bean (2011), community-based-education is also recognized as 

community learning or community-based service learning, and all these expressions can be used 

interchangeably . Thus, community-based education (CBE), as an educational approach, is based 

on experiential learning and students are actively involved in a real situation where they are 

required to respond to community needs (Vogt et al., 2011). Consequently, students will acquire 

professional competencies in the community of practices which help them to build a sense of 

connection with their communities.  
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Relevant studies have recognised that nursing students’ participation in community intervention, 

through health promotion and illness prevention programmes, is a significant contribution to the 

health and well‐being of the whole community (Bahar, Beşer, Özbıçakçı and Haney, 2014; Blout, 

Rose, Suessmann, Coleman and Selekman, 2012). Community policy mostly focuses on health 

promotion, disease prevention, and wellness (National Nursing Centers Consortium [NNCC]. 

2011). Therefore, in order to address health issues, a holistic approach will be used by empowering 

individuals and communities to take action for their health, promoting actions for building healthy 

public policies in all sectors (Laverack and Mohammadi, 2011).  

According to the WHO (1987), community-based education is an approach to education that 

focuses on the needs of the community in which the students use the community as a learning 

environment. It is understood that while applying theories they learn about in the classroom to real 

situations, students also meet explicit community needs (Mtshali, 2005; WHO, 1987). Thus the 

community learning activities are performed anywhere people reside and work and everyone is 

involved including students, teachers, community members and other multidisciplinary and multi-

sectorial teams.  

According to Frenk, Chen, Bhutta, Cohen, Crisp, Evans et al. (2010), and Jones, Higgs, de Angelis 

and Prideaux (2001), the use of community-based education is recommended and has been 

recognised as a criterion for the design of health professionals’ curricula. Thus, students in a 

community-based curriculum convert to self-directed learning and become more confident. They 

are required to provide quality health service at all levels, including community, district and 

primary health care facilities, and general and tertiary hospitals. Community-based-education, 

according to Thompson and Bucher (2013), offers an experiential learning approach which focuses 

on health promotion, illness prevention, treatment of occurred diseases and rehabilitation. 

The literature emphasises that community-based education also provides an extensive learning 

avenue for the students in a number of areas, bridging the gap between learning and practice by 

bringing together what is taught with an emphasis on health promotion, illness prevention, and 

treatment and rehabilitation. This approach encompasses all forms of health care delivery, 

inclusive of the primary health care systems which are the global focus for the attainment of 

improved universal health by 2000 (Mthembu, Mtshali and Frantz, 2014; Fichardt and Du Rand, 
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2000; WHO, 1987; WHO and UNICEF, 1978). In addition, students should be well informed about 

the organisation and the role of the health care systems which will help them to develop those 

skills and competences recommended for an integrated health service to the population.  

According to Mariam, Sagay, Arubaku, Bailey, Baingana, Burani et al. (2014), community-based 

education as a learning approach is a component of the curriculum of numerous African medical 

schools. It focuses on preparing students to deliver high-quality primary care to the community in 

general and especially to under-served rural populations. It is believed that this approach may 

prepare students to work in this environment after completing their studies. The South African 

government has suggested that higher education institutions (HEIs) focus on responding to the 

needs of the community through an intensive use of community-based learning (Department of 

Health, 1997). Thus, Medical and Health Sciences students in South Africa are required to 

undertake CBE. 

Mtshali (2005), reported that numerous nursing education institutions in South Africa adopted 

community-based education programmes, including the University of KwaZulu-Natal in which 

the School of Nursing was the first to implement CBE in 1994, followed by the School of Nursing 

at the University of the Witwatersrand in 1995, the School of Nursing at the University of the Free 

State and the University of the Transkei in 1997. The Frere College of Nursing piloted CBE in 

1997 and adopted it by changing the curriculum in 1998. CBE is also offered at the University of 

the Western Cape, and the Transkei College of Nursing and its seven satellite campuses. Other 

institutions also show signs of adopting CBE (Mtshali, 2005). 

Mtshali (2009), advocates that everyone, including communities, health education institutions and 

government, work jointly and in partnership to implement community-based education 

programmes. The above author emphasised the fact that stakeholders such as the community 

members should have a say on the character of the curriculum as well as the required skills for 

nursing students and the clinical environment. Thus, resolutions for any transformation should be 

taken conjointly for it to succeed (Mtshali and Gwele, 2016). Furthermore, nursing students have 

to be allocated to a clinical setting which allows them to practice what they learned in class in real-

world situation and facilitate the acquisition of necessary competencies. Thus, after completion of 

the study programme, graduates should be able to work in any team to meet the needs of the South 
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African community in general, and specifically in the rural and underprivileged population. 

Mthembu and Mtshali (2011), observe that students increased their sense of responsibility while 

resolving community health problems which decrease the disparity of health care and encourage 

its accessibility to all. Thus, nursing education in particular should aim to produce a sufficient 

number of highly qualified health professionals who can serve the community and meet the health 

needs of the nation at community level and produce community-oriented health professionals who 

are able to serve their communities and deal effectively with their health issues.  

2.2.1. The case of the selected School of Nursing in KwaZulu-Natal.  

The second year training of bachelors of nursing undergraduates at selected schools of nursing is 

the beginning of the primary health care component. The students deal with the family and the 

community and focus on the health promotion and illness prevention component. Nursing students 

mainly acquire practical knowledge acquisition through community-based nursing education (Uys 

and Gwele, 2004).  

Therefore at the beginning of the second year of the programme, students receive an introduction 

to epidemiology study and community-based learning which provides them with knowledge and 

skills such as community needs assessment and critical analysis of collected data. Later on, 

students are divided into three groups and allocated to three different communities where they are 

required to undertake health promotion projects (Adejumo and Ganga-Limando, 2000; Gwele, 

1997). Thus, students have a chance to observe and get involved in the activities in the clinical 

community setting (Mtshali, 2009; Mtshali, 2005; Uys, 1998; Gwele, 1997). The placement of the 

students in the community takes place during the vacations (university holidays).  

During the first two weeks of the January vacation, students are exposed to concrete experiences 

in the community. The students in collaboration with their facilitators and the community 

members, conduct an assessment of the community and determine the health needs that require 

nursing interventions (Mthembu and Mtshali, 2011). After the needs have been identified and 

prioritised, the students design a relevant community intervention project, and address the 

community health needs in the April vacation. Based on the priorities, preventive and promotional 

interventions are planned in consultation with the community. Students share their plans with, and 
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receive feedback from, their peers, facilitators, and the community. After the top priority 

intervention to be executed has been agreed upon, the project is implemented in collaboration with 

the community during the winter vacation.  

During the September vacation students evaluate and present the report to their fellow students, 

members of staff and community members (Mthembu and Mtshali, 2011; Gwele, 1999). Students 

provide honest feedback on the positive and negative aspects of their experiential activities, as well 

as strategies to modify the process. It is understood that, throughout community-based education, 

nursing students make an essential contribution to the wellbeing of individuals, families, and 

communities. Therefore, they may contribute to the quality of life in a specific community.  

2.3 Health promotion programmes in the community 

Health is one of the main factors that contribute to a nation’s development, especially in this age 

of globalisation, where the health of a population is considered to be the key to better productivity 

and efficiency in the society as a whole (Lomazzi, Borisch and Laaser, 2014; Wanless, 2004). The 

WHO (2014a), notes that a healthy individual should be able to achieve an optimal level of 

functioning in all spheres of life and that the achievement of the health of each individual is pivotal 

to the global health. Health promotion is described as the process of enabling people to increase 

control over, and to improve, their health (WHO, 1986). It represents a comprehensive approach 

to bringing about social change in order to improve health and wellbeing (Bircher and Kuruvilla, 

2014; Raingruber, 2014).  

The Ottawa Charter remains a source of global guidance and continues to shape the development 

of health promotion, in conjunction with other important documents such as the Jakarta 

Declaration (WHO, 1997) and the Bangkok Charter (WHO, 2005). In recent years growing 

attention has been given to health and the development of health promotion and illness prevention 

programme within the clinical community setting (Heath, Parra, Sarmiento, Andersen, Owen, 

Goenka et al., 2012; King, Gill, Allender and Swinburn, 2011). This is in order to confront the 

climbing medical costs and embrace health improvement in the community (Busza, Walker, 

Hairston, Gable, Pitter, Lee et al., 2012; Edwards, 2012; Braveman, Egerter, Woolf and Marks, 

2011). 
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In the Ottawa Charter (1986), the WHO (1986) defined five health promotion action areas for 

achieving better health. These areas include: building healthy public policy; creating supportive 

environments; strengthening community actions; developing personal skills and reorienting health 

services. Makaula et al. (2012), reported that health promotion action is facilitated in community 

setting such as schools, hospitals, workplaces and residential areas and needs to be built into all 

the policies. Similarly Bircher and Kuruvilla (2014), noted that the central tenet of health 

promotion is to consider people not as isolated entities, but as part of a wider environment. This 

environment is the “setting” in which people live and work, and has a profound effect on people’s 

health. Therefore, any approach to health promotion should take into account all the elements of 

an environment, and seek to change those negative aspects which could undermine health. 

The literature reveals that the primary objective in the community setting is to implement health 

promotion and illness prevention programmes which will allow and empower all communities to 

have influence over factors that affect their health (Macfarlane, Wood and Campbell, 2014; 

Allender, Gleeson, Crammond, Sacks, Lawrence, Peeters et al., 2012; Richard, Gauvin and Raine, 

2011). The National Nursing Centers Consortium (2011), also points out that in the community 

environment, the focus is mostly on health promotion, disease prevention, and the wellness of the 

population. Furthermore, Bauer, Briss, Goodman and Bowman (2014), note that although disease 

prevention is difficult to measure and to demonstrate empirically, this approach is less costly than 

crisis intervention and treating disease and disabilities after they have occurred . Moreover, several 

studies have revealed that disease prevention is better than cure (Parrott, Peter McGill, Ward and 

Cooper, 2013; Daunton, Puig, Taniere, Forde, Alderson and Tucker, 2012; Srivastava and Fatima, 

2012). Merritt and Boogaerts (2014), assert also that intervention at the community focuses more 

on helping people make decisions in a way that makes their life more comfortable and more 

appropriate to them or generally improve their quality of life. 

According to Healy and Sharry (2011), nurses play a crucial part in community health promotion. 

Their practices may therefore have a positive impact when they are counselling patients on issues 

related to their health. Given their unique relationship with communities, nursing students may be 

regarded as improving community health (Grealish, Bail and Ranse, 2010). Furthermore, 

professional bodies and global organisations have recognised the impact of nursing students in 
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achieving improved health for the community, and recommended that the training of health 

professionals be targeted towards meeting the health needs of the population in a community-based 

manner (WHO, 2011; International Council of Nurses, 2009; American Association of Colleges 

of Nursing, 2005; Department of Health, 1997; WHO and UNICEF, 1978). Other studies have 

also emphasised the significance of student participation in promoting a country’s health through 

community-based health promotion and illness prevention programmes (Peters, McInnes and 

Halcomb, 2015; Mabuza et al., 2013; Inman, van Bakergem, LaRosa and Garr, 2011).  

According to Luthy, Beckstrand and Callister (2012), nursing students’ experiences in the 

community consist of assessing the community health needs and planning, implementing and 

evaluating the interventions. Students are likely to conduct family studies, pay home visits and 

deliver health education as components of health promotion and illness prevention. This helps 

students to understand that economic, political, psychosocial and cultural factors may affect health 

status at individual, family and community levels (Schaffer, Cross, Keller, Nelson, Schoon and 

Henton, 2011). Walthew and Scott (2012), found that most nursing students still focused on 

individuals and principally used an approach in keeping with traditional attitudes to health 

promotion, while other students embraced more empowering and interactive approaches. 

However, whichever approach the student used, Bindels et al. (2014), argue that the successful 

launching of a health promotion programme is possible only if the participation and motivation of 

the community remains sustained at a high level. Furthermore, Merritt and Boogaerts (2014), have 

pointed out that nursing students acknowledged that making concessions to the community can 

result in good intervention outcomes; therefore, the use of more flexible approaches to traditional 

practices and collaboration with the community seem to be an effective way of responding to the 

community’s choice for the way they want to live their lives. Moreover, Bindels et al. (2014), also 

note that the successful launching of a health promotion programme requires the participation and 

motivation of the community. Therefore, health promotion activities need to be in line with the 

setting and needs of those who utilise these services (O’Neill et al., 2012).  
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2.4 Implication of community-based health promotion and illness prevention in nursing 

education  

The acquisition of competences for future nurses is vital for safe, ethical and legal nursing practice. 

Therefore numerous teaching strategies should be used to improve nursing students’ competence 

by linking theory to practice in the community setting (Koch, 2013). Nursing education 

programmes need to support all learning that allows nursing students to meet professional entry-

to-practice competencies (Valaitis et al., 2014). Thus, while implementing a community-oriented 

educational programme, students should develop a deep understanding of course content while 

also developing a sense of social responsibility (Millican and Bourner, 2011). It is argued that 

through community-based programmes, students will achieve educational relevance to community 

health needs (Vogt et al., 2011). According to the above authors, nursing students placed in 

community-based health promotion programme better understand the community and become 

responsive to community needs.  

According to Fillingham, Peters, Chisholm and Hart (2014), training in undergraduate nursing 

education provides a great opportunity for assisting nursing students to develop their skills and 

confidence by working positively with the community members. Similarly, Yang, Woomer and 

Matthews (2012), assert that community clinical experience enables nursing students to be better 

equipped for future employment within the community setting. The above authors also claim that 

having more graduate nurses with a wide understanding of the role of the community health nurse 

is essential to addressing the need for nurses within any community care settings. Although the 

universities are devoted to exposing students to community-based programmes, other aspects 

should also be catered for, such as the links between the university and the clinical staff at the 

community setting (Betony, 2012). Community-based education is established on primary health 

care and therefore the needs of the community are a component of a health worker’s education 

(Kronfol, 2012).  

While in many countries community-based education aims to develop the capacity of individuals 

and groups of all ages through their actions, the central capacity of communities to improve their 

quality of life and maintain their health is their ability to participate in democratic processes 

(Marmot, Allen, Bell, Bloomer and Goldblatt, 2012). Evidence in nursing education supports the 
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practice of active learning strategies such as community-based learning as a method of promoting 

nursing student engagement that has positive effects on problem solving, critical thinking, and 

persistence (Kicinski, 2014; Macklem, 2014). Likewise, in recent years in South Africa, service 

learning and community engagement have been acknowledged by higher education institutions. 

Consequently, service learning through community engagement is producing potent 

transformative effects for all including teachers, schools, universities, communities and policy-

makers (Rowe, 2011).  

A study conducted by Ramson (2014), states that service learning brings together the knowledge, 

skills and experiences of learners in a way that allows them to perform and respond to social needs 

and engage with communities. Thus, community-based learning related activities should be based 

on the following principles: (1) Empowerment: increasing the ability of individuals and groups to 

influence issues that affect them and their communities; (2) Participation: supporting people to 

take part in decision making; (3) Inclusion, equality of opportunity and anti-discrimination: 

recognising that some people may need additional support to overcome the barriers they face; (4) 

Self-determination: supporting the right of people to make their own choices; and (5) Partnership: 

recognising that many agencies can contribute to community-based learning to ensure that 

resources are used effectively (Klunklin, Subpaiboongid, Keitlertnapha, Viseskul and Turale, 

2011). 

The WHO (2010), describes community-based education as a learning activity which utilises the 

community as a learning environment in which the achieving of education is related to community 

needs and the implementation of a community-oriented programme. It involves active 

participation of not only the students, but also the teachers, members of the community, and 

representatives of other sectors throughout the partnership process. In community-based education 

in nursing programmes, students are expected to provide health services that meet the population’s 

needs, mainly those who are disadvantaged. According to Carr (2012), nursing students 

participating in community-based learning are mainly involved in basic activities including 

community diagnosis, family health, epidemiology, research methodology and management skills 

for health services. As a result, nursing students enhance their communication and teamwork skills, 

and increase their confidence levels. Conversely, a qualitative study conducted by Zanchetta, 
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Taher, Fredericks, Waddell, Fine and Sales (2013b), analysing students' performance and self-

criticism of their roles in promoting health literacy in order to facilitate health promotion and care 

revealed that nursing students suggested more socially inclusive and experiential learning 

initiatives related to health teaching to address education gaps in classrooms and practice. Students 

reported that this experience helped them to link theories to concrete practice. Steinhubel (2012), 

states that nurses take an active role in all facets of healthcare and are expected to possess critical 

thinking and communications skills. Therefore, nursing students need to be taught in a way that 

emphasises the use of the information that they collect in the classroom so that they can be more 

engaged with the content in the community site. 

A study conducted by Okoronkwo, Onyia-pat et al. (2013), asserts that, as the community-based 

programme is realised not by imposition on people but with them, nursing students should be 

thoroughly prepared for the work they will have to practice in different clinical community 

settings. This means that to become competent nurses they must have an effective community 

clinical teaching experience founded on community-based learning which allows them to 

participate actively in the health care team and to see solutions to real-life problems and to learn 

by doing while intervening in the community. Nursing students attested that this experience 

equipped them with professional skills, allowing them to develop self-directed behaviour and 

interpersonal abilities (Okoronkwo et al., 2013). These thoughts are supported by Bentley (2013), 

who argues that such knowledge prepares nursing students to work competently in the fields of 

prevention and rehabilitation. Another study by Luthy et al. (2012), pointed out that nursing 

students participating in community-based programmes were exposed to cultural life and practices, 

and were thus enabled to comprehend the link between such practices and life style of the 

community members. This experience promoted cultural responsiveness in nursing students and 

consequently determined the success of community-based programmes. 

A study conducted by Lai, Chan, Wong, Fung, Pang, Fung et al. (2015), examined a project in 

which nursing students visited disadvantaged underprivileged elderly people consistently over a 

period of two years. The students gained valued skills from this project. Students improved their 

teamwork and communication skills. This experience enhanced personal knowledge and 

professional development. Furthermore, community-based programmes allow nursing students to 
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acquire knowledge which is applicable in professional practice and useful in practical situations 

(Crookes, Crookes and Walsh, 2013). Thus, nursing students become well prepared for their future 

roles and responsibilities at all levels of and in particular in the community environment (Shinnick, 

Woo and Mentes, 2011; Balen, Rhodes and Ward, 2010). Therefore, the above authors emphasised 

that community-based education programme promotes nursing students learning while 

concurrently contributing to the community. Thus, schools of nursing are required to provide 

students with both theoretical and clinical opportunities in the community, thereby expanding the 

scope of nursing.  

2.5 Nursing students’ participation in community-based health promotion and illness 

prevention programme 

The WHO “Health for All by the Year 2000” movement emphasised that nurses should be leaders 

in health promotion (Kickbusch and Nutbeam, 1998; WHO, 1997). The literature reveals that 

nursing students’ learning practices in the community are mostly based on assessing community 

health needs, planning for interventions, and implementing and evaluating the interventions 

(Applin, Williams, Day and Buro, 2011; WHO, 1987). Mendenhall et al. (2014), at the University 

of Minnesota, stated that nurses are at the forefront of community care and continuity of care can 

only be achieved through their efforts. Their participation in community intervention is gratefully 

appreciated since this experience may develop responsibility to serve the community. The same 

authors point out that community-based health promotion and illness prevention programmes may 

take place in diverse settings including prisons, public health departments, schools, home care, 

rural hospitals and community health centres. Therefore, nursing students should be involved in 

various activities oriented towards health promotion, illness prevention and rehabilitation such as 

immunisation, surveillance and health education. They also promote healthy practices such as 

smoking cessation programme, evading of substances of abuse, use of safety belts in cars, reducing 

use of saturated fats and engaging in daily exercise (Prohaska, Trites and Scott, 2014; Tebes, 

Kaufman, Connell, Crusto and Thai, 2014; Thistlethwaite, 2011). 

A study conducted by Walthew and Scott (2012), in New Zealand asserts that while most nursing 

students focused on individuals and used an approach in keeping with a traditional approach to 

health promotion such as education meetings, other nursing students did embrace empowering and 
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interactive approaches such as being involved in outreach activities and participating in smoking 

cessation programme. Furthermore, non-judgemental discussion with the community is a great 

way of understanding and empowering them. For example, nursing students in Uganda are 

assessing and diagnosing community needs and creating a community consciousness of common 

diseases. They also conduct disease prevention and health promotion actions (Kaye et al., 2011b).  

 

A study conducted by Wang, Chen, Lai, Chen and Chen (2014), showed that nursing students who 

were involved in different health promotion projects for rural communities focused on different 

concerns, including how to maintain oral hygiene, choose a healthy diet, prevent falls, engage in 

physical activity, be responsible for health, self-protect and manage stress. 

Several other studies reveal that students are expected to work in partnership with the community 

members, stakeholders and their academic clinical instructors during their activities in community-

based health promotion and illness prevention programmes (Mothoagae, 2013; Carr, 2012; Yang 

et al., 2012; Tucker, Lanningham-Foster, Murphy, Olsen, Orth, Voss et al., 2011). Nursing 

students in partnership with all the stakeholders ensure the involvement of the community in 

identifying priority health issue for each community and to address the nominated health issue. 

Students are also expected to develop a plan and identify the strategies for the implementation on 

the health promotion intervention. The last phase of the intervention is the evaluation phases done 

at the end of the year. Thus, in order to be evaluated, students should expose their intervention 

project to other students, members of staff, and also to community members (Mothoagae, 2013).  

According Car (2012) nursing students during a health promotion intervention are principally 

involved in basic activities such as community need assessment and diagnosis, family health, 

applying epidemiology, research methodology and management skills for health services. These 

activities focus on health issues and the needs of the community such as immunisation 

programmes, smoking cessation campaigns, hygiene, infant feeding, assessing blood pressure, 

giving education on healthy eating, physical exercise, and preventive measures related to weather 

conditions (Walthew and Scott, 2012; Carr, 2012).  
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2.6 Nursing students’ experiences of community-based health promotion and illness 

prevention programmes 

The experiences of students regarding community-based health promotion and illness prevention 

programmes helps them to link theoretical knowledge to practice, thus developing the academic 

and professional competences basic to their future careers. A number of researchers acknowledge 

the diverse benefits of community-based health promotion and illness prevention programmes to 

the community as well as to the nursing students. However, others concede various negative 

experiences. 

A quantitative study conducted by Naidu et al. (2012), in South Africa examined medical students 

who had conducted community-based health promotion programmes during their public health 

training, and it was found that 52 per cent of 64 students acknowledged the benefit of working in 

the community setting. A third of the students believed that working in the community setting 

helped them to enhance their understanding of the course content, better than memorizing in the 

class context and some students testified that the community setting offered them the opportunity 

to work in teams with others and this enabled significant advantages, such as time for practical 

experience, and an understanding of the community’s needs and culture. Students emphasized the 

fact that the community learning experience helps them in terms of personal achievement and 

cultural exposure. However, students had unpleasant experience and pointed out some challenges 

including time constraint; obstacles in communication; insufficient settings; financial limitations; 

long travelling distances; location facilitator challenges; challenges in working in teams and poor 

involvement of stakeholders (Naidu et al., 2012). In a contrary set of conclusions, a mix of 

qualitative and quantitative study conducted on community rotations for several community-based 

programmes by (Kaye et al., 2011a), in Uganda assessing several features of community-based 

education activities reported that students had a pleasant experience. These students confirmed 

that the community setting offer them a good contextual and experiential learning experience, 

which led to collaborative and clinical skills, a sense of teamwork, and performing learning 

assessment methods. However, the findings of a study carried out by Jain and Langwith (2013), 

revealed that students reported that community intervention involves more hesitation and that, 

nursing students feel uncomfortable when they do not have enough knowledge and when they are 
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faced with insufficient or inappropriate resources. Nursing students expressed the need for medical 

language to be adapted to the community level of understanding and called for the use of creative 

intervention in the language of instruction. They noted that the way things were taught at the 

university were not always applicable in the practical setting, since they were sometimes 

constrained to conform to the environment and to improvise the needed resources (Daniels et al., 

2013; Jain and Langwith, 2013; Hawala-Druy and Hill, 2012). These negative experiences 

possibly influenced how they embraced community intervention and consequently the level of 

their expectations. 

An inclusive evaluation of community-based education by Kaye et al (2011b), in Uganda stated 

that nursing students involved in community-based programme in numerous settings such as rural 

hospitals, community health centres, and general practice in the community develop an 

understanding of community health problems, especially the socio-economic and environmental 

factors that are determinants of health, health promotion and illness prevention capacities. 

Therefore, students reported having learned both thinking strategies and domain knowledge and 

developed flexible knowledge, effective problem-solving skills, self-directed learning, effective 

collaboration skills and intrinsic motivation. 

The literature, both local and international, points out that a community-based programme 

emphasises close collaboration between nursing students and community members (Yang et al., 

2012; Walthew and Scott, 2012; Applin et al., 2011). Therefore, students became conscious of the 

needs of the community and developed a responsibility to serve the community. Students 

interacting with the community members practiced in a real situation, which allowed them to link 

theories learned in class to the practical environment. Thus, students increased their understanding 

of community needs and developed some professionals’ skills such as belonging to the community 

and responsibility for serving the community. According to Ziglio, Simpson and Tsouros (2011), 

the fundamental conditions and resources for health are: peace, shelter, education, food, income, 

a stable ecosystem, sustainable resources, social justice and equity. Consequently, health 

promotion is not just the responsibility of the health sector, but goes beyond healthy lifestyles to 

wellbeing, thus the participation of all remains crucial (Majee, Maltsberger, Johnson and Adams, 

2014).  
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A systematic review identifying studies that have assessed educational interventions in 

undergraduate nurse training concerning obesity and investigating the interventions' efficiency 

carried out by Fillingham et al. (2014), revealed that 187 out of 207 nursing students had a good 

experience because they testified having increased their understanding of concerns related to 

childhood obesity. In addition, nursing students valued community-based education as it allowed 

them to see and to demonstrate a greater improvement in client health behaviour and student 

clinical performance. Community participation in health programmes improved their sustainability 

and affordability. Thus, students recognised that they were well prepared for working in different 

fields related to the community, such as the fields of prevention and rehabilitation. They also 

recognised the value of health care being extended outside of the acute care setting (Fillingham, 

Peters, Chisholm and Hart, 2014).  

A quantitative study conducted by Mendenhall et al. (2014), in America strongly supported the 

use of community intervention in nursing education and pointed out the importance of the 

community participation in the entire intervention, from the conceptualisation of the problems and 

the formulation of solutions, to design, implementation and evaluation. Nursing students in 

opposition to nicotine and tobacco addiction in a community-based programme in partnership with 

local medical and mental health providers increased the knowledge of the population about the 

stress attributed to smoking behaviour and other health issues associated with nicotine dependence 

(Mendenhall et al., 2014). About one third of respondents were nicotine dependent at the 

beginning. After education on smoking cessation programmes, participants decided to adopt a 

healthy lifestyle and almost half (48 per cent) planned to stop within one month and 74 per cent 

intended to stop within six months. Furthermore, nursing students expressed that the view that 

community intervention becomes a way of achieving crucial knowledge to assist them in the future 

(Mendenhall et al., 2014; Schwindt, McNelis and Sharp, 2014). 

According to Wang et al. (2014), in a quasi-experimental study examining the outcome of a 

community-based health promotion programme on change of lifestyle, physiological indicators 

and depression score among older retired agriculturalists in two rural areas showed positive results. 

They stated that the benefits from the community-based health promotion programme seem to be 

shared between both students and the older groups. Nursing students who worked with one of the 
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groups reported they also adopted a healthy life style through participating in the community 

activities, practising self-promotion and increasing health responsibilities. The study also 

highlighted the fact that with little resources, the intervention was successfully realized and led to 

great results for wellbeing at individual, family and community levels (Wang et al., 2014). 

In the study conducted by Brewin, Koren, Morgan, Shipley and Hardy (2013), nursing students 

acknowledged that health education about sexual risk behaviours they provided to adolescents 

during their community intervention programme had absolutely changed sexual behaviours among 

those who received the health education. However, students were not comfortable with this 

intervention because they did not have adequate information on this topic (Brewin et al., 2013). 

Furthermore, nursing students recognized the fact that the community intervention develops the 

feeling of belonging in a group and the recognition of being themselves the mediator of change 

within the community (Vogt et al., 2011).  

Students participating actively in a camp for children with chronic diabetes consequently espoused 

a diabetes daily life by doing certain routines themselves, including monitoring their blood glucose 

levels, checking on the effects of diet and activity and doing self-injections with a placebo product 

replacing of insulin. These students expressed that they worked hand in hand with children and it 

was very hard for them to leave the camp at the end of the intervention (Vogt et al., 2011). 

Likewise, participating actively in a community health promotion and illness prevention 

programmes, nursing students acknowledged reframing and readdressing real-life situations, and 

being given a great opportunity to offer each other appreciation and support. These activities 

improved their health promotion knowledge, while developing critical thinking as well as the 

facilitation of their intellectual development (Kazemi, Behan and Boniauto, 2011). Students also 

had an opportunity to enhance their cross-cultural awareness and to learn about the unique health 

needs of a particular community especially when they were involved in various community 

settings including international ones (Loewen, Underwood and Thompson-Isherwood, 2014). 

Furthermore, service learning through health promotion practice also lead to the development of 

critical thinking insofar as students identified the risk factors of a unique population and used the 

nursing interventions that they had learned to influence positive outcomes (Henderson, Cooke, 

Creedy and Walker, 2012). 
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In a study conducted by Kazemi et al. (2011), during the community intervention, nursing students 

attested learning more about the specific health needs of a given community under circumstances 

in which they learned to influence outcomes, and benefited by increasing their multicultural 

consciousness. The study also acknowledged that the involvement of students in public health 

initiatives helps them to achieve broad spectrum and effective intervention through coaching 

delivered by students. Another study conducted in America noted that nursing students believed 

that experience in the community setting was fundamental in their nursing education since it 

provided opportunities for them to learn about the clinical context by listening, by developing a 

therapeutic relationship, and by employing creativity and innovation (Walton and Blossom, 2013). 

In addition, students felt contented with themselves in their role as nursing students and recognised 

that working with the community covers people and their health needs as well as their lifestyle and 

their culture (Karp and Bork, 2012; Walthew and Scott, 2012).  

In a qualitative study conducted by Merritt and Boogaerts (2014), on nursing student learning in 

community nursing, students acknowledged that intervention in the community focuses more on 

helping people making decisions. “Just simple things that make their life more comfortable, more 

applicable to them. Yeah, that is definitely what I learned” (Merritt and Boogaerts, 2014, p 229). 

Further, nursing students admitted that community health promotion intervention allowed greater 

creativity, enhanced their understanding of community health issues, and developed a sense of 

community responsibility (Lindsey and Hawk, 2013). Therefore, students felt satisfied with their 

interactions and their sense of belonging in the community.  

Another study conducted by Kaye et al. (2011a), in Uganda stressed that students had positive 

experiences during community intervention They expressed the opinion that working in rural or 

disadvantaged environments through conducting community assessments and implementing 

programmes which addressed the problems identified helped them to increase their health 

promotion and research skills. A qualitative study conducted by Walton and Blossom (2013), 

exploring nursing students experiences during their health promotion activities in rural community 

settings showed that the nursing students valued community intervention as it allowed them to be 

sensitive to the individual needs as well as to respond by listening and asking questions. Students 

believed that learning how to listen should make a change in an individual life. They had positive 
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perceptions about community service, saying that visiting older adults living in rural communities 

and working with them was pleasurable and beneficial in helping them to grow as professional 

practitioners and they would recommend their colleagues to undertake it as the community 

benefited from the service as well (Walton and Blossom, 2013). The same authors revealed that 

the students’ experiences were summarized by the following student statement: “I learned a lot 

about how people age and the things they go through. It helped me understand that aging doesn't 

have to be a horrible thing and that prevention is key throughout life. It also helped me learn to 

be comfortable with the older adult and just be able to sit and talk with him. It was a very beneficial 

experience.” (Walton and Blossom, 2013, p 248). 

A study carried out by Thistlethwaite (2011), showed that students perceived community 

intervention as a very fascinating and beneficial undertaking. Nursing students felt that being part 

of community expanded their ability to work with others in groups for a shared project and helped 

them to develop social interaction skills, particularly connection with others. The study also 

acknowledged that the involvement of students in public health initiatives helps to achieve broad 

spectrum and effective intervention through coaching delivered by students, through screen time, 

and through nutritional pattern assessment in a study conducted on child obesity (Tucker et al., 

2011). Nursing students reported that community health promotion intervention allows creativity, 

enhances understanding of community health issues, and encourages a greater sense of community 

responsibility. Other factors cited were the importance of group discussions, the development of 

professional goals and an enhanced connection with the community (Lindsey and Hawk, 2013).  

However, a study conducted by Steele, Wu, Jensen, Pankey, Davis and Aylward (2011), revealed 

that nursing students, participating in the prevention of childhood obesity faced difficulties in the 

implementation phase of a community health promotion interventions such as the finance from the 

community, and the lack of importance and time that the community gave to the intervention. They 

expressed the view that resources were insufficient and time for the families to accomplish 

children’s physical activities was restricted. They also noted that the changing of eating practices 

was a major obstacle to their health promotion practice. In the same study, students also reported 

that community cultural factors such as habits and perceptions related to health issues constitute a 
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significant barrier to their health promotion efforts. This was particularly the case when a 

community has a different culture from their own. 

2.7 Challenges encountered by the students during community interventions 

Several factors can influence and contribute to the success or failure of a community intervention. 

According to Hoffman (2011), the most important contributory factors to the achievement of the 

community-based education through health promotion intervention include institutional support 

from the concerned school or university, a well-built partnership with the community and students’ 

motivation concerning community health promotion practices. The same author argued that nurses 

as good role models could also influence the practice of health promotion and illness prevention 

programmes in the community. However, numerous factors can inhibit the community 

intervention such as non-supportive preceptors, outdated preceptor knowledge, the task-oriented 

nature of the setting, lack of opportunity, lack of time, and a lack of resources including 

accommodation and transport and a lack of communication between the institution/faculty and the 

community setting (Zanchetta et al., 2013b; Walthew and Scott, 2012; Motlhale, 2012). 

Furthermore, cultural and language barriers, students’ lack of knowledge and confidence, student 

levels of maturity, perceived staff attitude, non-receptive communities, unavailable clients 

(geographic isolation), the personal values of the nurses and the unknown outcome of health 

promotion activities could negatively influence nursing students’ community interventions 

(Motlhale, 2012; Edwards, 2012). 

In a study carried out by Mabuza et al. (2013), nursing students highlighted  poor communication 

among the universities and community facilitators and lack of financial support for community 

interventions as significant issues which restrained their learning experiences and the quality of 

their practice. Similarly, in another study conducted by Okoronkwo et al. (2013), at the University 

of Nigeria, students pointed out a deficit in the financial support for accommodation and transport. 

Other challenges encountered included administrative constraints regarding students’ supervision, 

and a lack of adequate library facilities and internet provision. Evidence available suggests 

students used their personal money for transport or were limited to community settings which were 

closer to their families, even though it was important for them to experiment in other locations. 

Therefore, families of students were burdened to provide financial support for transport and 



 

31 

 

accommodation, and the situation was embarrassing to some students from families with limited 

resources (Kaye et al., 2011b). 

Another study found that after an awareness session, students were overwhelmed by the fact that 

some people had difficulty changing unhealthy behaviour and for whom it was even impossible to 

move forward due to funding problems (Walthew and Scott, 2012). As one student expressed 

himself, “I felt that I was banging my head against a brick wall” (Walthew and Scott, 2012, page 

231). Another student explained, “But there are a lot of cases that you can give them information, 

nothing is going to happen with it because they don't know what to do next. Yeah sure this is good 

to eat but where do I get it at the supermarket …it is expensive?” (Walthew and Scott, 2012, page 

231). 

Furthermore, students pointed out the fact that, having supervisors who are not up to date could 

have a negative impact on the health promotion events (O'Connor, 2012; Walthew and Scott, 

2012). Moreover, some students commented on the fact that they did not have enough supervision, 

so they felt insecure and lacked self-confidence (Manninen, Scheja, Henriksson and Silén, 2013). 

A study on obstacles encountered by students in a health promotion practice regarding childhood 

obesity exposed numerous challenges. These challenges included poor facilitation and 

communication, administrative deficits, insufficient knowledge regarding nutrition, exercise and 

other prevention approaches. Other challenges included lack of students’ participation during the 

selection and prioritising of the health issue as well as the limited time allocated to the 

implementation of the intervention (Steele et al., 2011). Furthermore, nursing students in the same 

study reported that discussing some health issues such as weight management with community 

members and families was sensitive and problematic as some of them were themselves overweight.  

Although the interaction was appreciated by the community, it was unfortunately noted that 

students frequently did not have enough time for their health promotion practices, hence they did 

not provide feedback to the communities (Kaye et al., 2011b). Consequently, communities are 

hesitant and sceptical about any communities-learners relationships (Kaye et al., 2011a). In 

contrast, a study conducted by Naidu et al. (2012), in South Africa, emphasised the appropriateness 

of the students’ feedback to the community and subsequently provided an opportunity for them to 

comment on the outcomes of all the processes and to assess challenges. Nursing students in this 
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study indicated that the preceptors were mostly available for evaluating and were good role 

models.  

In a study conducted by Hoffman (2011), nursing students attested that staff attitudes discouraged 

their engagement in health promotion activities and negatively affected their confidence due to the 

limited knowledge and practical skills. A study conducted in Uganda by Kaye, et al. (2010), 

revealed that some students had experienced challenges during community intervention, regarding 

the absence of facilities such as the internet and libraries to promote self-directed learning, 

inadequate support from the faculty and being cut off from friends and colleagues. These negative 

perceptions might have influenced how they embraced community health promotion and illness 

prevention programmes and their future careers. However, in a study conducted by Tucker et al. 

(2011), nursing students attested that during their community intervention placement, the 

university provided for their needs such as transport, accommodation and they were satisfied with 

the levels of support. 

2.8. Conclusion 

This literature review covered the concept of community-based learning, health promotion 

programmes in the community and the social implications of community-based health promotion 

and illness prevention programmes in nursing education. Also covered were nursing students’ 

participation in community-based health promotion and illness prevention activities in the 

community, nursing students’ perceptions and their experiences during community-based health 

promotion and illness prevention programmes. Attention was also paid to challenges encountered 

and levels of support offered in the course of these programmes. 
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CHAPTER THREE: RESEARCH METHODOLOGY 

3.1 Introduction 

Research methodology is the application of all the steps, strategies and procedures that a researcher 

uses for gathering and analysing the raw data that emerges from an investigation, in a logical and 

systematic way (Burns and Grove, 2009). This chapter describes the research paradigm and gives 

details of: research approach; research design; research setting; population; research sampling 

strategy; methods of data collection, the process of data collection, data analysis; academic rigour 

of qualitative data and plans and ethical considerations followed while conducting the study. For 

each of the above mentioned aspects, explanations of how they are applied to this study were 

provided.  

3.2 Research paradigm 

A research paradigm is a set of fundamental assumptions and beliefs as to how the world is 

perceived (Wahyuni, 2012). It reflects the beliefs the researcher embraces in answering the 

question of interest in the study and the way the research is designed, how data is collected and 

analysed, and how the results are presented. This study is underpinned by a constructivist 

paradigm. 

The constructivist or naturalist view is that knowledge is established through the meanings 

attached to the phenomenon studied; researchers interact with the subjects of study to obtain data; 

investigation changes both researcher and subject; and knowledge is context and time dependent 

(Creswell, 2013; Krauss, 2005; Johnson and Onwuegbuzie, 2004). Furthermore, the 

constructivism paradigm was chosen because the researcher believes that it is an appropriate model 

to describe the nursing students’ experiences which quantified textual data would not convey. The 

researcher aims to explore the nursing students’ experiences of community-based health promotion 

and illness prevention programmes in a selected school of nursing in KwaZulu-Natal. 
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3.3 Research approach 

In the current study, a qualitative approach was used. The literature revealed that qualitative 

researchers are interested in understanding complex phenomena, and allows the compilation of 

narrative information from participants, in a detailed and holistic manner (Polit and Beck, 2013). 

(Burns and Grove, 2016; Isaacs, 2014; Creswell, 2009). In the current study, qualitative approach 

allowed the researcher to get close to the experiences and activities of nursing students’ 

experiences of community-based health promotion and illness prevention programmes which 

would be difficult to quantify because of its subjective nature (Brink, van der Walt and van 

Rensburg, 2012; Grove, Burns and Gray, 2012; Morgan, 1997; Nyamathi and Shuler, 1990). 

3.4 Research design 

According to Brink et al. (2012), the research design is the set of logical steps taken by the 

researcher to answer the research question. It forms the blueprint of the study and determines the 

methodology used by the researcher to obtain sources of information, such as participants, 

elements and units of analysis, to collect and analyse the data, and to interpret the results. For 

qualitative studies, the design detailed how the subjects were selected and assigned to groups, the 

way the intervention was applied and a plan for data analysis (Polit and Beck, 2010). Suppleness 

in design, data collection, and analysis of research is necessary to achieve “profound” 

understanding and suitable illustration of the participants’ viewpoints (Creswell, 2013). 

This study adopted exploratory descriptive design that makes use of focus groups to generate the 

feeling of nursing students involving in community-based health promotion and illness prevention 

programmes. Furthermore, this best fits the purpose of the study and is compatible with the 

resources available to the researcher, such as limited time, sources of information, ethical 

considerations and personal preferences (Brink et al., 2012).  

The anonymity of the focus group could embolden participants to provide truthful responses 

(Steinmetz, 2013). By choosing this design, the researcher believes that the data gained could be 

used to objectively explain the phenomenon, which is the students’ experience of community-

based health promotion and illness prevention programme at a selected school of nursing in 

KwaZulu-Natal. 
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3.5 Research setting 

The study was conducted in a School of Nursing and Public Health, at a higher education 

institution in KwaZulu-Natal. The school falls under the College of Health Sciences. The school 

offers various undergraduate programmes, such as a Diploma in Nursing that is offered in two 

semesters for full time students and three semesters for part-time students. A Bachelor of Nursing, 

advanced practice, that is offered on a three years basis for full time students and not less than ten 

semesters for part- time students and a Bachelor of Nursing, offered on a four year basis for full 

time students. The selection of the setting was determined by the availability of the second year 

cohort of the Bachelor of Nursing undergraduate degree, who were exposed to community-based 

health promotion and illness prevention programme. They provided the information related to the 

study. 

3.6 Population 

A population refers to the entire group of people, events or things of interest, that the researcher 

wishes to investigate and is sometimes referred to as the target population (Polit and Beck, 2013). 

According to Brink et al. (2012), descriptive designs are concerned with gathering information 

from a representative sample of the population. Joubert and Ehrlich (2010), claim that, when 

conducting a study, it is important to clearly define the group or target population about which the 

researcher wants to gather information and draw conclusions. The population for this study was 

composed of the 70 registered nursing students at the second year level of the Bachelor of Nursing 

programme at a selected school of nursing. 

3.7 Sampling and sample size 

According to Polit and Beck (2013), sampling is defined as the process of selecting a portion of 

the population, which is sufficient to represent the entire population, so that inferences about the 

population can be made. In a qualitative study, the sampling strategy is aimed to enable the 

researcher to get a deeper understanding of the phenomenon being studied. In this study, a non-

probability purposive sampling method was used to recruit the participants.  

Burns and Grove (2011), explain purposive sampling as selecting participants that have deep 

experience of the phenomenon under study. Thus, non-probability purposive sampling was used 
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to select those participants with knowledge of community-based health promotion and illness 

prevention programmes, and participants selected had a recent experience of at least 6 months in 

these programmes. The researcher was supported by the facilitators from the selected school of 

nursing to recruit the participants.  

Researchers advise a sample size of six to ten for a focus group discussion (De Vos, Strydom, 

Fouché and Delport, 2011; Den Oudsten, Lucas-Carrasco, Green and Whoqol-Dis Group, 2011; 

Howard, Hubelbank and Moore, 1989). For this study, three focus groups were conducted and 

each group had six second-year nursing students. Participants in each focus group were from three 

different communities of practice (two per each community of practice).  

Authors on qualitative studies, in general, recommend from two to five groups per category of 

participants. With a homogenous groups, it takes more than one focus group on any one topic to 

produce valid results – usually three or four. The researcher usually knows they have conducted 

enough groups (with the same set of questions) when they are not hearing anything new anymore, 

that is, have reached a point of saturation (Carlsen and Glenton, 2011). In the current study, data 

collection continued until, after three focus group discussion, as no new data was uncovered, as in 

qualitative research sample size is determined by data saturation, whereby new data does not 

contribute to the development of new themes or categories as pointed out by different authors 

(Polit and Beck, 2012; Hancock, Ockleford and Windridge, 2009).  

3.7.1 Inclusion criteria 

According to Polit and Beck (2010), these are the criteria that specify population characteristics 

and they are referred to as inclusion criteria. The following criteria were considered by the 

researcher:  

 All second year nursing students registered in an undergraduate nursing program for the 

2015 academic year  

 Those who had experienced community-based health promotion and illness prevention 

programmes for at least a period of 6 months 

 Those who showed a willingness to participate in this study 

3.7.2 Exclusion criteria 

 Students not registered in the health promotion and illness prevention module.  
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3.8 Research instrument 

A focus group discussion guide was developed, related to the research objective. The guide was 

submitted to the supervisor and co- supervisor who are expert in qualitative studies for validation 

of the instrument (Annexure3). 

3.9 Process of data collection 

In this study, after getting the permission to conduct the study (Appendix 6) and the ethical 

approval (Appendix 7), the co-ordinator of the Bachelor of Nursing Programme was contacted to 

obtain permission to recruit the participants. Then the lecturers were contacted to arrange a suitable 

timetable to avoid disturbing the class and permission was requested to speak to their students. 

After obtaining permission, participants met in a neutral, silent, private and relaxing space as 

recommended for focus group discussions (Gagnon, Jacob and McCabe, 2014; Liamputtong, 

2011).  

In this study, the nursing discipline boardroom was supposed to be used but because of exam 

preparation time, participants were met at their living place. Thus, nursing students were 

approached at their university residence, the Florence Powell Residence where they were 

accommodated. The Residence Assistant was contacted and the TV room of the residence was 

requested as the venue for the focus group discussions. Since students were preparing for their 

examinations this was the most appropriate venue because it was accessible to the students and the 

researcher. In the interest of the research, the participants suggested the dates and times which 

were convenient for them.  

Then, the researcher explained the purpose of the study and their rights such as anonymity, 

confidentiality, being able to withdraw from the study without any consequence. The participants 

were given the opportunity to ask questions related to the study. Thereafter, participants’ 

permission to record the focus groups discussion was requested and they were invited to participate 

in the study.  

Those who accepted were given a written informed consent form to sign (Appendix 2). It was also 

explained to the participants that each focus group discussion would take about forty five to sixty 

minutes. A focus group interview guide was used for facilitating the discussion and clarification 
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was given to participants where there was a need (Appendix 3). The focus group discussions were 

recorded with the permission of the participants. Thus, participants were committed to participate 

and share their experiences. During the Focus Group discussions, the researcher facilitated the 

process and was supported by a note –taker. In this study, the note –taker took precise notes and 

paid attention to the non-verbal language of the participants, which the researcher has missed out 

when conducting focus group discussions (Burns and Grove, 2010). 

During the focus group session, the following subjects were discussed in regard to students’ 

experiences during community-based health promotion and illness prevention programmes. The 

first section explored participants’ personal experiences and views during these programmes. 

Secondly the discussion focused on the activities students participated in and thirdly the group 

discussed the perceived benefits, advantages and challenges encountered during their involvement. 

Focus group discussion continued until saturation occurred, meaning no new information was 

forthcoming. At the end of each focus group session, gratitude was expressed to the participants 

for sharing the information which was very interesting and informative.  

During the Focus group discussion sessions, the researcher encouraged participants to tell their 

story and occasionally used probes according to the interview guide as recommended by (Burns 

and Grove, 2016). The literature indicates that while using interview guides during data collection, 

the interviewer is free to probe the interviewee to elaborate on an original response (Hancock et 

al., 2009). Charles, Moebus, Beechinor, Pearce and Putney (2014) and Ryan, Coughlan and Cronin 

(2007) say that in qualitative interviews, as a result of probing, participants may discuss personal 

information that they had not planned to reveal. In the current study, probing allowed the research 

to collect more information regarding the nursing students’ experiences in community based health 

promotion and illness prevention programmes. Important information related to all the processes 

of data collection were recorded. 

3.10 Data analysis 

This study used content deductive analysis by which themes and sub-themes emerged from the 

data collected (Elo and Kyngäs, 2008). The content analysis procedure started by preparation of 

the data, followed by a development of the themes and sub-themes and ended up with recording 

the findings in a report.  
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Step 1: Preparation of the Data: The audio recorded focus group discussions were transcribed 

by the researcher using verbatim transcription. . The researcher read and re-read the transcripts 

line by line to achieve data immersion and deeper understanding of the data collected. An 

independent co-coder who was familiar with qualitative research, assisted in the data coding and 

analysis procedures.  

Step 2: Developing themes and a Coding Scheme: The topics were condensed, coded and written 

next to a suitable section of the text. There was also constant checking for new ideas. Codes were 

assigned to comparable topics, and the keywords for the topic were turned into sub-themes. Linked 

topics were clustered together and these illustrated inter-relationships. The researcher identified 

persistent words, phrases and sub-themes and grouped these into themes. Initial analysis focused 

on each theme by assembling them in one document. Then, themes were grouped together and 

separated from each focus group discussion. Thus, the researcher rearranged data through 

comparing and contrasting the pertinent information (Elo and Kyngäs, 2008). 

Step 3: Reporting phase: This phase focused on the analysis process and the findings which 

described the significance of the themes (Elo and Kyngäs, 2008). Once the final report is 

submitted, the recoded documents are stored by the researcher’s supervisor according to the 

university policy. The data saved on the researcher’s computer will be deleted and the recycle bin 

emptied (Burns and Grove, 2010). 

3.11 Academic rigour for qualitative data 

Trustworthiness ensures the quality of the findings and enhances the readers’ confidence in the 

results (Elo, Kääriäinen, Kanste, Pölkki, Utriainen and Kyngäs, 2014). Thus, there should be 

rational links along with a range of steps in the research progression, since analysis and 

rationalisation is the purpose throughout the study. There are four components of the 

trustworthiness: credibility, transferability, dependability and conformability. 

Credibility relates to an accurate picture of the information and how the research findings 

harmonise with reality (Shenton, 2004). In this study, during the discussion, the information was 

tape-recorded and the researcher took notes to ensure that all relevant information was captured 
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correctly. The researcher constantly checked the data and asked the external moderator to validate 

the correctness of the data and the data analysis.  

Transferability: Transferability in qualitative research relates to the concept of external validity 

in quantitative research (Finlay, 2006). Thus, it refers to the extent to which the findings of one 

study can be transferred to another situation or applied in another place or group (De Vos et al., 

2011; Shenton, 2004). To determine transferability, the original context of the research must be 

described sufficiently so that judgements can be made. It is, therefore, the responsibility of the 

researcher to provide extensive descriptions, enabling the reader to make informed decisions about 

the transferability of the findings to their specific contexts (De Vos et al., 2011). The researcher 

provided extensive descriptions on every phase of the research process, from the research question 

to the data coding and interpretation processes, thereby enabling the readers to assess the 

transferability of the study. 

Dependability: According to Bitsch (2005), dependability connotes the constancy of data over 

time. Therefore, in order to determine the dependability of the data collected the correctness and 

reliability of the data is imperative. Thus, the method used for data collection and analysis in this 

study was validated by the researcher, the external moderator and the supervisors. The audit of the 

process was also crucial to ensure dependability (Brink et al., 2012). Focus group discussion was 

conducted based on the focus group discussion guide; recorded information was transcribed and 

verified by the researcher. All these procedures were constantly checked by the supervisors of the 

study.  

Conformability refers to the degree to which the findings are supported by the data. Thus, the 

researcher at the end of each focus group gave a summary and then replayed the audio recordings, 

so that the participants could listen and confirm if the information was well captured, or if there 

was any clarification required. Furthermore, after the transcription, the researcher requested the 

participants to verify their words against the written texts (Brink, Van der Walt and Van Rensburg, 

2006). 
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3.12 Ethical considerations 

Ethical framework for research in developing countries must provide more than broad principles 

(Emanuel, Wendler, Killen and Grady, 2004). Additionally, Emanuel et al. (2004), argue that an 

ethical framework for multinational research should minimise the possibilities of exploitation. 

Research ethics is referred to as a system of moral values that are concerned with the degree to 

which research procedures adhere to the professional, legal and sociological obligations of the 

study participants (Polit and Beck, 2004).  

Ethical considerations in relation to the protection of the human rights were adhered to in this 

study. Brink et al. (2012), state that essential ethical values, such as respect for persons, 

beneficence and justice should guide the researcher throughout the study research process. Ethical 

clearance was sought from the University of KwaZulu-Natal Research and Ethics Committee. The 

researcher also applied for permission from the Registrar to submit the proposal to the Ethics 

Committee and permission from the Head of the Discipline (Nursing) to conduct this study. These 

letters of permission are attached to the dissertation. The research study started once it had been 

approved by the ethical committee and permission provided from a selected research setting. The 

researcher adhered to all ethical considerations throughout the study. 

Informed consent and information sheets which included detailed information about the study were 

distributed to the participants. The researcher guaranteed that the participants understood the 

contents of the information sheet and gave them time for questions. Furthermore, students were 

informed that participation in the study was voluntary and that they had the right to participate or 

to refuse without fear of any negative consequences. Participants were also told that they had the 

right to withdraw at any time if they felt uncomfortable, also without fear of negative 

consequences. The anonymity of the participants was guaranteed as no name or anything that 

would identify them would be mentioned in this study. In addition, the researcher ensured that no 

personal information is shared with anyone outside the research project, and during the publication, 

no personal information connecting the participants with the data collected would be mentioned, 

thus the principle of confidentiality was respected. Thus, participants have the right to voluntarily 

decide whether or not to participate in the study and are able to do so without any risk of penalty 
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or prejudicial treatment. The principle of respect was adhered to. The principle of beneficence 

ensures that the wellbeing of the respondents is maintained.  

The researcher confirmed that no discomfort or inconvenience would occur during the data 

collection process. Students were informed that they could withdraw at any time from the study if 

they felt uncomfortable about it. Thereafter, those who agreed to participate were asked to sign 

and return the informed consent as well as the information sheet. Furthermore, the participants 

were assured that no sensitive information would be divulged during the publication of the study 

results. Also, the name of the institution would not be used in any publication that may arise from 

this research as recommended by Brink et al. (2012).  

3.13 Data management 

The data are stored by the researcher on a software with a password known only to the researcher 

and the supervisor to ensure the confidentiality of the stored information. The hard copy is kept in 

a secure place with a key locker, which is only available to the researcher, and on request accessible 

to the supervisor. At the end of this study, the final data were communicated to the supervisor as 

well as to the Head of the selected school of nursing. In adherence to the school policy on the data 

management of research, primary data will be collected, recorded and stored for a period of 5 years 

and under certain circumstances be made available for review. The report of the findings was 

submitted to the selected School of Nursing and Public Health, Faculty of Health Sciences and to 

the University Library. 

3.14 Data dissemination 

The researcher will submit one hard copy thesis to the selected school of nursing and send two 

copies to the library of the same school. A date will be arranged for feedback to the respondents. 

Findings will be published in an accredited academic journal. 

3.15 Conclusion 

This chapter covers the methodology. This includes: the research paradigm; the research approach 

and design; the study population; the sampling and a sample of the study; the research instrument; 

the process of data collection, the data analysis, the qualitative academic data, the ethical 

considerations for the study, and the data management and dissemination. The next chapter covers 

the findings of this study.  
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CHAPTER FOUR: PRESENTATION OF THE FINDINGS  

4.1 Introduction 

This chapter presents the findings of this study which used a descriptive exploratory qualitative 

research approach aimed at exploring the nursing students’ experiences of community-based 

health promotion and illness prevention programmes. Thus the researcher, using an exploratory 

approach, explored nursing students’ experience by compilation of narrative information from 

participants, in an in-depth and holistic manner (Polit and Beck, 2013). The goal of the analysis 

was to describe qualitative patterns in terms of themes developed from the data. 

To reiterate the research objective was :To explore nursing students’ experiences in a community-

based health promotion and illness prevention programme in a selected school of nursing in 

KwaZulu-Natal. 

The findings from this study came from three focus group discussions (FGDs) which were held 

with nursing students who participated in the community-based health promotion and illness 

prevention programme (CBHP&IPP). Each FGD comprised of six second year nursing students 

and lasted approximately an hour. The FGDs were guided by the following main questions:  

 What were your experiences when you were involved in the community-based health 

promotion and illness prevention programme? 

 What are some of the activities you carried out during the community-based health 

promotion and illness prevention? 

 What have been the challenges you experienced during your exposure to the community-

based health promotion and illness prevention programme? 

In this study, based on the responses from the participants, a number of probing questions were 

asked in order to acquire more information about the phenomenon under investigation. This study 

used conventional qualitative content analysis whereby coding categories were derived directly 

from raw data; themes emerged from the data collected (Elo and Kyngäs, 2008). The purpose of 
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the content analysis was to classify, summarise and tabulate data. The aim of the content analysis 

was to categorise verbal data for classification, summarisation and tabulation. No meaning was 

directly derived from data analysis. Deductive content analysis was used.  

According to Kyngas and Vanhanen (1999) cited in Elo and Kyngäs (2008), deductive content 

analysis is used when the structure of analysis is operationalised on the basis of previous 

knowledge. The process starts by analysing the transcripts from the participants, line by line from 

which a number of codes emerge. Later, those codes are grouped into sub-themes. The sub-themes 

are then grouped to produce larger categories (Themes). Content was organised and presented in 

a tabular form, and thereafter the results were interpreted. A total number of 18 nursing students 

were involved in this study.  

4.2. Social demographic data  

The socio-demographic data included the gender, age and race of the participants. The second year 

nursing students who participated in this study were predominantly female. Among the 18 

participants, 16 were female, and two were male and their ages ranged between 18 and 23 years 

old. In terms of ethnic distribution, 14 of the respondents were Black South African, two Indian, 

one Coloured, and one White.  
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Table 4-1 Socio-demographic data 

Focus group discussion one  

Gender  Females  6 

Males  0 

Age group  18 -20 4 

21-23 2 

Race  Black South African  6 

Coloured  0 

Indian  0 

White  0 

Sub- Total   6 

Focus group discussion two  

Gender  Females  5 

Males  1 

Age group  18 -20 5 

21-23 1 

Race  Black South African  6 

Coloured  0 

Indian  0 

White  0 

Sub-Total   6 

Focus group discussion three 

Gender  Females  5 

Males  1 

Age group  18 -20 4 

21-23 2 

Race  Black South African  2 

Coloured  1 

Indian  2 

White  1 

Sub-total   6 

Overall total   18 
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4.3 Overview of emerging themes  

Four themes emerged from the focus group discussions. These themes are: (1) Community 

accessibility; (2) support for nursing students; (3) safety in the community (4) skills 

development. 

Table 4-2: Themes emerging from the study 

Themes Sub-themes Codes  

Community accessibility 

 

Geographical access of the 

communities 

Walk long distances 

Fatigue 

Expensive cost of 

transportation to the 

community of practice 

No transport offered by the school 

Self-funded transportation  

Access to community 

resources 

Easy access of information 

Establishment of a relationship of trust 

with the community 

Safety of environment 

 

Safety instructions 

 

Working, and walking in groups 

Avoidance of the designated dangerous 

areas 

Communicating their movement in 

community 

Safety uncertainties 
Fear of crimes 

Unsafe working environment 

Learner support 

 

Support from the 

community 

Hospitality from the community members 

Willingness to assist 

Support from the discipline 

Allocation of the clinical facilitator in the 

community 

Facilitator support 

Guidance and supervision 
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Themes Sub-themes Codes  

Financial challenges for 

community Intervention 

programmes 

Availability of funds 

Helplessness 

Skills development 

 

Team work 

 

Peer learning  

Professional growth 

Group dynamics issues 

Community engagement 

Collaboration with community members 

Detection of community health problems 

Responsiveness to community problems 

Integration of theory into practice 

Participation in community-based 

activities 

Community improvement following the 

intervention 

Enhanced practical 

facilitation 

Effective community accompaniment 

Variations of the community of practice 

The following section provide an in-depth discussion of each theme and sub-theme highlighting 

the nursing students’ experiences and the challenges which they outlined.  

4.3.1 Theme 1: community accessibility  

Participants described their experiences of the accessibility of the community to nursing students. 

Points raised included geographical access to the communities, the cost of transportation to the 

community practice and the accessibility of community resources. 

4.3.1.1 Sub-theme: Geographical access to the communities 

The findings of this study revealed that geographical access to the communities was limited by the 

remoteness of the community.  
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Walking long distances: In this study participants reported that some communities were 

geographically inaccessible for them as they were far away from their residences. Participants had 

to make a long and difficult journey on foot to get to the community centres. The following 

statements represent some of the participants’ experiences: 

“…We had to walk long distances to reach the community…” (FGD1). 

“...my first encounter, the community was very far, we walked, walked... so long 

distance. It was not funny at all, we really suffered because of that, you cannot 

imagine…” (FGD2). 

“…What we can say, we use to walk long distance. So long; the community setting 

was very far.... Yeah, not good experience. We were so discouraged about it, so 

tired…” (FGD3). 

4.3.1.2 Sub-theme: Transport cost 

Transport to the community of practice was viewed by the participants as a challenge to the 

effective progress of practical training. It emerged that no transport was offered to the participants 

by the school and they had to self-sponsor themselves in order to get to the community of practice. 

No transport offered by the school: The findings of this study revealed that students faced a 

transportation problem because transport arrangements were not provided by the school. 

Participants reported that it was not easy for them to reach the community setting. This is evident 

in the following statements: 

“…It was difficult to get to the community; some people could not make it because 

there was no transport...” (FGD3). 

“...We were not provided with transport and it was hard to get to the community…” 

(FGD1).  

“…Transport was the main issue, we were never provided the transport…. there was no 

person that has a transport from the university…” (FGD2). 
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Self-funded transport: The participants experienced a number of logistical problems including 

lack of transport to the community settings. The participants had to self-fund for transport due to 

delays in transport arrangements taking them to these communities. As a result, some of the 

participants did not visit the communities as scheduled because they could not afford the 

transportation fees. This was evident in the following excerpts:  

“…Also for transport it was R50 a day. Two taxis are very expensive in a way. R50 

a day for 7 days imagine, and we had to go there for two weeks, sometimes for three 

weeks and we also had to prepare lunch...in terms of cost it was very costly for us…” 

(FGD1). 

“...we used our own money to go to the community….so some of us we have to skip 

some days because we couldn’t afford to go there every day due to the money 

issues…” (FGD2). 

“…We had to found out our own way to get to the place, yes, so expensive because 

the duration was long…” (FGD3) 

4.3.1.3 Sub-theme: Accessibility of community resources 

In the sub-theme of access to community resources, two main experiences emerged: (i) easy access 

of information; (ii) establishment of a relationship of trust.  

Easy access of information: Participants reported that it was easy in some of the communities for 

members to willingly share information relevant to the programme. The participants shared their 

experiences of access to information and other community resources while in the community. 

Some of the participants related their experiences as follows: 

“…we went to the police …they were welcoming and in terms of asking for direction, 

they were directing us where to go. So they gave us all the information we needed…” 

(FGD1). 
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“…First of all the first day we did the community entry where we worked around the 

community, looking, assessing the environment, housing, and asking questions… all 

the staff were very kind to us and communicate easily with us…” (FGD2). 

“…At the community, in our first day, it was just community entry, we went there, we 

went to the counsellor and the counsellor welcomed us…he was ready to 

communicate with us and so were others like the clinics managers, staff members, 

principal of the school and some teachers … yes, all of them communicated well…” 

(FGD3). 

Establishment of a relationship of trust in the community: In this study, participants reported 

that in some communities it took a long of time to establish a relationship of trust that enabled 

members of the community to share relevant information with the participants. This is evident in 

the following participants ’comments:  

“…It was very difficult to be able to communicate with everyone...they saw us and 

they felt very intimidated…you could spend more than a week but could not get any 

relevant information from them, only when they started getting to know us and see 

us coming every day to the community, they started opening up and talking to us…” 

(FGD3)  

“…People in the community were not the same like before we entered in the 

community …after a certain time, they started to communicate with us, trusting us, 

and they were more opened in terms of communication...” (FGD2). 

“…In my community, it was very difficult to communicate with everyone because 

they look like people from outside who did not understand the situation and the area 

they live in; 30 per cent of them are not originally from South Africa...” (FGD3). 

4.3.2 Theme 2: safety of environment  

Participants described their experiences in terms of safety in the community environment. 

Participants received some safety instructions and described their experiences of safety 
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uncertainties. These safety instructions and safety uncertainties formed the sub-themes of this 

theme. 

4.3.2.1 Sub-theme: Safety instructions 

The findings from this study indicated that safety issues in the community were addressed by 

providing effective instructions to the participants. Participants were instructed to work, and walk 

in groups; to respect forbidden dangerous zones and to comply with provided instructions. This is 

evident in the following participants’ remarks: 

“…For our safety, the supervisors recommended us to move around in the 

community in groups of at least two and make sure that our group members always 

know where we should be and when they may expect us back…” (FGD2). 

“…We went to the police station where they told us about the boundaries of the area 

which are very dangerous....they told us that when we want to go to that place we 

have to tell them so that they have to accompany us to those areas...” (FGD1). 

4.3.2.2 Sub-theme: Safety uncertainties 

In this study safety uncertainties was experienced by participants. This was reflected in fear of 

criminal activity in an unsafe working environment. 

Fear of crimes: Participants described how they were afraid for their lives since they had to walk 

along lonely roads to get to the community centres. They reported that they were informed of some 

concerns regarding safety in some communities which had a high population of homeless people 

and substance users. As a result, participants were advised to request that they be escorted by police 

into the communities. However, the police station did not have an adequate number of staff to 

cater for that and so they had to do away with the needed escort. Participants resorted to walking 

in groups so as to feel safe. This is evident in the following statements by some of the participants: 

“…In our community they were crimes so I fear a lot to go around...Also the home 

visits were much tensed, because of risk, we were very scared. We could not know 
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what to expect when you go alone. So some opted to go to the clinic or they just asked 

another group to go with them so they know that they were safe...” (FGD1). 

“…In the community; the teenagers were using drugs; so we were like afraid. If they 

have been using drugs what can we expect them to do to us?...” (FGD1). 

“…One day I had an experience, when we were working around the community, one 

young boy sprayed water on me but I have no idea why….hey….and the all his friends 

laughed about it....It was not that much of the shock because we were told about that 

community. But I was scared; I couldn’t go there again alone...” (FGD2). 

Unsafe working environment: Participants indicated that they did not feel safe while working in 

some communities and were in fear of being robbed. Participants reported that they were limited 

in their movement within the community since there were some restricted places where it was not 

safe to go. Further restrictions were experienced due to vandalism, violence and other threatening 

activities as revealed in the following excerpts: 

“…The community that we went in was not safe. Yeah, not safe. There were street 

kids and homeless people in the street. When we worked there, we had to carry our 

bags tightly because you never know what can happen. They can even steal your 

phone...” (FGD 1). 

“…Firstly we were scared; the area was unsafe because there was a lot of vandalism, 

violence, something like that. So when we went there we were scared…. most of the 

community members told us that it is unsafe here there is vandalism, while we should 

take care of our cell phones because they may take them. They could even steal our 

stuff. Not safe at all…” (FGD2). 

“…We were restricted, we should go that side, not that side because it was not safe, 

there were places we couldn’t go because it was not safe, and there was a risk of 

being attacked…” (FGD3). 
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4.3.3 Theme 3: learner support 

This theme relates to the support that the participants received from both the community as well 

as from the discipline of nursing. Financial challenges are also considered.  

4.3.3.1 Sub-theme: Support from the discipline 

Participants in this study experienced support from the supervisor insofar as the supervisors were 

present during the community entry and gave them timely feedback. However, insufficient 

guidance and supervision were also experienced in one of the community setting. Participants also 

reported experiencing a lack of financial support from the school for transportation. 

Allocation of a clinical facilitator in the community: Emerging data from this study indicated 

that the school ensured that nursing students were properly supervised through allocating 

facilitators in each community setting. The participants experienced support from some 

facilitators, as they were together during the community entry. This was echoed in the following 

statements: 

“…We had also our facilitator to introduce us to the community, we went with them 

to the authority to ask for the permission to enter in their community, we were happy 

to go with our facilitator to the police station so they know that we were around. It 

was so supportive...” (FGD2). 

“…We were with our facilitator like the first day when we went to the community … 

it was so nice to be with them, they went with us for the first contact with community 

members, the clinic staff and to the school where we did our intervention...” (FGD3). 

“…The supervisors were there, they do introduce us to the community and show us 

what we need to do, which place we can go to, I thing that was enough for us because 

we couldn’t on our own do it and we just needed some helping hand to show us and 

how to do everything…” (FGD1). 

Facilitator support: The participants also mentioned that at school, the facilitators were always 

ready to assist them as well as to give feedback regarding their school assessments such as 
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assignments. Participants reported that they shared the information collected from the community 

with their facilitators, and collaboratively analysed the collected data as well identifying the main 

issues. Facilitators also guided them during the implementation and evaluation of interventions. 

Furthermore, the facilitators assisted the students to write and finalize the report related to 

community activities. The reassuring presence of the facilitator helped them to continue despite 

the obstacles they faced. This is evident in the excerpts from the following participants: 

“…So it was enough support that we got from the institution because when we come 

back, like for example we went to our facilitator, showing them what we have got, 

and the information and how we went about doing and writing it and put it together 

and they were very helpful throughout the entire year…” (FGD3). 

“…The school was very supportive because we went every time to see the supervisors 

when we need them and they will never send you back without assisting you…” 

(FGD3). 

“…Our facilitators were supportive in the fact that they were giving us the feedback 

for our assignments and also they were helping us when we needed recommendations 

letter for the sponsorship for our interventions…” (FGD2).  

Guidance and supervision: Participants reported that sometimes they were on their own without 

a facilitator to supervise and to guide them. This was perceived as problematic because the 

supervision was not consistent in fostering cooperation among the group members. Participants 

also reported that there was no consistency in the allocation of facilitators, which also resulted in 

poor supervision. This is reflected in the following extracts:  

“…We faced a really difficult time without a facilitator; we disagreed a lot during 

our interventions, because one will come with a point and we would not agree with 

the point, and so we would disagree. We did not have a facilitator; we had to ask 

other groups; other facilitators and the fourth year students…” (FGD1). 

“…limited guidance, the supervisor was not there all the time and it was so hard 

being there without his help…” (FGD2). 
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“...In our intervention, we were limited….with limited suggestions or direction we 

could not do much…” (FGD3). 

4.3.3.2 Sub-theme: Support from the community 

The participants from this study reported that they received t support and hospitality from those 

community members who showed a willingness to participate in in the community programme. 

Hospitality from the community members: Participants indicated that the communities were 

welcoming and supportive. Such support gave them a sense of satisfaction while working within 

the community. This is highlighted in the following statements: 

“…When we got to the community, everyone was so welcoming…very supportive. It 

was nice to get the feedback and responses … they participated in everything we 

did…” (FGD3). 

“…People were friendly even if thought there was crime but most of time they were 

friendly and welcoming… so supportive...” (FGD2). 

Willingness to assist: The findings of this study revealed that the community members were 

willing to assist the participants. Participants reported that the community members participated 

in the programme either physically or financially. Some community members funded the 

intervention, while others participated actively in some of the activities such as painting and 

cleaning toilets. Furthermore, the participant reported that the community members cooperated 

during family assessment. This is evident in the following participants’ statements:  

“…They were students in the secondary school who were so supportive, they helped 

us in cleaning the toilet and the other students went to look for help outside from 

their family who were helping us to clean the toilet…” (FGD2). 

“…We got some people to sponsor, to assist in painting the toilets, we got a 

sponsorship in printing posters, as well as sound equipment for the day, and even 

meals for the day were sponsored…” (FGD3). 
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“…For the family assessment, they allowed us to investigate with their babies when 

we were doing family assessment…” (FGD2). 

4.3.3.3 Sub-theme: Financial challenges for community intervention programmes 

In the sub-theme of financial challenges for community intervention programmes, two main 

dimensions emerged: insufficiency of funds and helplessness. 

Insufficient of funds: The findings of this study revealed that the financial cost of community 

practice was a challenge to those participants who had no funding for the awareness programme 

and who encountered costs that they had not planned for. Participants felt that this challenge had 

hampered their interventions in the community setting because they did not complete all the 

planned interventions. Participants declared: 

“…Our intervention was a challenge because the students used their own money in 

order to do the intervention…” (FGD2). 

“…The intervention was hard because we had to take money from our own 

pockets…” (FGD1). 

“…Before the intervention we had problems with money because you cannot do an 

intervention without money and we tried getting support but there was none so we had to 

turn on our own pocket which was not deep enough. So we did not do what we wanted, the 

entire package that we wanted. We just went and did limited things...” (FGD3). 

Helplessness: Participants in this study reported feeling helpless because they could not do 

anything much to change the situation. During the intervention, some of the community members 

revealed that they had financial problems among other problems. They expected the participants 

to help them overcome these problems either by doing something or referring them to the 

authorities for help. In other cases, homeless people requested money to pay for their 

accommodation at the shelters. Data from the three focus group discussions reveal that participants 

were frustrated by these community expectations. This is highlighted in the following statements: 
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“…during the intervention we had to take out money from our pockets to do the 

intervention and that was a large sum of money paid. Some had to pay R300. 

Remember we were doing it for the mark, so we cannot just say no we don’t have 

money, so we have to look for that money…” (FGD1). 

“…In my community the challenge of money arose because the area has a lot of 

homeless people. Some of the streets kids were asking for money from us to just go 

and pay for the shelters they are in…some community members thought we were 

going to help them with something or we will take their case to somewhere else to 

get help but we couldn’t do nothing…” (FGD2). 

“…The people are very much underprivileged in terms of maybe standard of living. 

The community has a lot of homeless people living in the streets ….It was difficult to 

perform some interventions with them especially when there was need of money, it 

was beyond our control…” (FGD3). 

4.3.4 Skills development  

The findings revealed that the community-based health promotion and illness prevention 

programme was beneficial in many ways. This section emphasizes how the participants thought 

the programme was beneficial. By doing so, it highlights how students benefited from community 

engagement, from working with each other in a team as well as offering an example of how to 

enhance practical facilitation. 

4.3.4.1 Sub-theme: Team work 

The findings of this study revealed that team work was experienced through peer learning and 

professional growth. However, participants reported group dynamic issues during their work in 

teams. 

Peer learning: It emerged from this study that one of the experiences emphasized by the 

participants was being able to meet, interact and work with their fellow students. This gave them 

an opportunity to get to know each other since they did not know each other before the programme. 
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Participants reported that while working in team they were able to consider other opinions and to 

understand others as well. Furthermore, participants expressed the opinion that working together 

enhanced research capability and critical thinking. Thus, they accomplished a lot of activities 

which may not have been possible without team work. For example, some of the participants had 

the following to say: 

“…We learnt to gather alone information and at the end to combine a community 

profile in team. We benefited on how to make the profile as a group and how to 

research and to think critically … I got a chance to interact with my group mates and 

know a lot about them and to understand each other…” (FGD2). 

“…The good thing with group work is that you get ideas from everyone. So if you 

have a perception of a specific thing in the community, your perception comes at a 

point that someone else perception can change your mind or can enable you to see it 

in different way…” (FGD3). 

“…Academically, in my community, I was the group leader, so I learned a few skills 

in terms of working in team and equipping myself for the future and also how to go 

in terms of planning, getting the people to work together... (FGD1). 

Professional growth: The participants in this study reported that experiencing a team work 

environment enabled them to develop leadership, management, academic and fundraising skills. 

Furthermore, findings revealed that the participants learned certain skills such as team work, doing 

research, critical thinking, planning, organising and profiling. For instance, a participant indicated 

as one of the positive experiences that they learned how to work as a team with fellow students. 

This is highlighted in the following narratives:  

“…Working with colleagues makes us grow as well because we had to be assertive 

and able to control what was happening...as a group leader I gain some skills such 

as leadership, management skills and academic writing because I had to edit a lot, 

we have to edit and read over and over again, referencing and all of that…” (FGD3). 
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“…During our intervention to stress the issue of hygiene, we just collected money 

within our group members and we bought teeth brush, combs and other things for 

more than 200 students in the school. Yes, we did like a fundraising between us…” 

(FGD2). 

“…They are several skills that we learned by working with others and taking in 

account everybody attitude, opinions. So we do learn from each other in team and 

we learned how to plan, to organize together...” (FGD3). 

Group dynamic issues: Findings from this study revealed that some of the participants were not 

enthusiastic about working with others, which disturbed team work and communication, especially 

when some individuals were obliged to accomplish all the work, while others were less involved. 

Bringing everyone to work together was not easy, even for the group leaders. These difficulties 

are evident in the following narratives:  

“…In terms of working in groups, some members were not willing to work, some 

were willing. We also have a problem of communicating with each other. So we were 

not all willing to work...” (FGD1). 

“…Sometimes working with others was hard; .there was unbalance in terms of the 

work that has to be done as a group. People sometimes want others to do everything 

for them…” (FGD2). 

“…I was the group leader and it was difficult to work with everyone, trying to put all 

things together, even if we all knew that we had to reach a common goal but my 

colleagues could flip their attention to something else and forget about what we are 

doing at the end, so it was very difficult...” (FGD3). 

4.3.4.2 Sub-theme: Community engagement  

It emerged from this study that through community engagement, students acquired the following 

competences in terms of collaboration with community members: detection/ identification of 

community health problems; responsiveness to community problems; the integration of theory into 
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practice; participation in community-based activities and community improvement following the 

intervention. 

Collaboration with community members: The finding from this study demonstrated that 

community practices promoted collaboration with community members. This is achieved through 

students’ exposure to the community environment and collaborative learning with members of the 

community. It emerged from this study that students acquired competences in terms of 

communication, particularly with new people, and with various health needs. This is evident in the 

following statements: 

“…I got a chance to meet new people in the community, learn about their problems and 

try to help them. I learned to speak to people on HIV and AIDS and I did it very well...” 

(FGD2). 

“…The community was welcoming....one day there was a subscription for people 

who do not have food. So we helped, we were happy to help people...” (FGD1). 

“…It taught us how to speak to people…. What I liked is that I learned not to judge, 

that you have actually to understand the place before placing judgment on that place 

because what I thought did not actually become the reality…” (FGD1). 

Detection /Identification of community health problems: It emerged from this study that 

nursing students, identified a number of community problems. This was achieved through a joint 

collaborative effort with the community members. Participants demonstrated skills in problem 

identification and prioritization through community engagement. This helped the students to 

prioritize the problems identified by the communities themselves rather than impose their own 

perceived problems as outsiders. Further, participants emphasized that they gained insight into the 

underlying causes of community problems and learned that nursing practice should not focus only 

on providing care at the workplace, but that the nurse should expand his/her imagination to the 

extent of identifying the probable cause of an occurrence of any disease. This will enable timely 

interventions and prevent the consequences. The following extracts act as evidence of this:  
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“…having proper facilities, for example toilets, is a necessity, because you may find 

that those facilities were destroyed, people were doing their business where ever 

outside of the toilet something like that. So, it is very important to look at the need of 

the community, discuss and decide with them what is the most important for them…” 

(FGD3).  

“…We have to go to the community in order to prevent, or decrease the number of 

people coming to the clinic or hospital. We have to start with the community like 

identifying together the main issue and doing the intervention...” (FGD1). 

“…I learned that even though there was high rate of teenage pregnancy, it is not like 

all of them were looking for sex or for pleasure. They were from poor family so they 

needed sugar daddies to get money and boom! They became pregnant…” (FGD1). 

Responsiveness to community problems: The findings from this study indicated that, 

participants took a number of approaches as a solution to the identified problems. Furthermore, 

the findings demonstrated that participants realized how some of the community members lived in 

poverty. It was also noted that participants developed a conceptual intuition in their field of study, 

resulting in empathy for, and changed attitudes towards, the community. This had a beneficial 

impact on their attitudes towards the underprivileged. This is highlighted in the following 

narratives: 

“…We went to the crèche and the person in charge promise to take care of 

plantations. We went there, we did some planting, vegetable planting, we bought the 

seeds for them and then we did the planting…” (FGD3)  

“…in the intervention, we talked about hygiene… hand washing and pollution 

because the area was polluted …” (FGD2) 

“…for teenage pregnancy, we, we did an intervention on condom use. We talked to 

them to control the problem by informing them on how to use condom and 

contraceptives; and about the consequences of teenage pregnancy…” (FGD1). 



 

62 

 

“…It was very shocking to see the way some people live. So it has just opened up a 

new light for us and made us appreciate the difficulties other people are going 

through...” (FGD3). 

Integration of theory into practice: It emerged from this study that participants incorporated the 

acquired knowledge, attitudes, and skills into their practice while they were in the community. It 

was clear that the integration of theory into practice promoted clinical judgement and professional 

development. This is expressed in the following extracts: 

“…We were very happy because we had to apply all our knowledge that we learned 

in class or all our theory into practice. And we were very happy that we could do 

that like health educate people, not just learning in class about teenage pregnancy 

or all that...” (FGD2)  

“...It was good to put in practice the community assessment, it helped a lot and 

opened our mind in terms of reflection which is important even for the future. Yeah, 

we gained some knowledge in communication, planning…some skills…” (FGD1). 

Participation in community-based activities: It emerged from this study that participants were 

involved in a number of community activities. Participants reported that they participated in the 

immunization programme. It was reported that participation in this programme helped the 

participants to gain knowledge and skills in the administration of vaccines and the immunization 

programme in general. This facilitated their understanding of the link between theory and practice 

in a real clinical setting. In addition, participants revealed that while conducting home visits and 

community assessment, they entered into discussions with community members and got 

opportunities to hear numerous voices from the community which allowed them to acquire 

knowledge and skills in analysing and planning health issues. The following comments reflect this 

community involvement: 

“…Together with the community we discussed the main issue like teenage 

pregnancy, drug abuse and we felt that we learned a lot. We were able to reflect and 

to plan for the interventions...” (FGD2). 
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“…Being in clinic is totally different setting than in the hospital. We learned how to 

do child vaccination and after the practice we did it very well and we were able to 

connect what we learned at school in practice.…. So we learned quite a lot…” 

(FGD3). 

“…Yes, we discussed with people in the community to decide what issue to address 

and while we were discussing with others, we discovered that we were able to 

determine what to do and this was because of that, otherwise myself maybe I 

couldn’t…” (FGD1). 

Community improvement following the intervention: The findings of this study revealed that 

a positive experience of participating in the awareness programme was evident after working with 

the community. Participants observed a number of improvements and changes in the community 

since the first intervention. These changes included better hygiene, new gardens and better 

municipal services. Further, some of the participants highlighted improvements in healthcare 

access. For instance, teenagers were asking for contraceptives and condoms from the clinic while 

children who had missed immunisation had gone for their immunisation. This is revealed in the 

following narratives: 

“…Also there was an improvement, like the municipality does provide the black big 

plastics for hygiene…” (FGD1). 

“…We went back to the school for the evaluation and some of the kids, a lot of them 

remembered the points we talked about to them which was encouraging. We assumed 

that they have taken home some of the information that we presented to them...” 

(FGD3). 

“…In September we went to the community, the sisters told us that there is a very big 

change, the teenagers came to the clinic asking for condoms, and others even wanted 

the contraceptives, like pills… in terms of the garden, we could see that it was 

growing because we brought seeds initially and now they were already planted...it 

was very good...” (FGD1). 
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 4.3.4.3 Sub-theme: Enhanced practical facilitation  

Participants in this study suggested that effective community accompaniment, and variations of 

the community of practice, were indispensable to the improvement of community clinical work. 

Effective community accompaniment: It emerged from this study that some of the participants 

experienced insufficient clinical facilitation and recommended that this aspect of their work 

receive more attention. This was highlighted in the following statement:  

“…For the supervision I think the school should improve the facilitation system…, 

yeah, this will help us a lot and their guidance will make our work more effective...” 

(FGD2). 

Variations of the community of practice: Participants in this study pointed out that the School 

of Nursing uses the same communities for the interventions year after year. This, according to the 

participants, is problematic as the same questions are asked year after year and the communities 

give the same responses. As a result, participants recommended that the School secures other 

communities to conduct the awareness programme. The following narrative reflects this criticism: 

“…The community is used to having nursing students visiting there for years, asking 

the same questions and we end up bringing the same information to the school…it 

becomes the same community profile, you can even copy the last years’ community 

profile and make it your own because it is the same community. I will recommend 

that they find other communities where we would be doing this like for the first 

semester. Maybe changing the community can be a solution…” (FCD2). 

4.4 Conclusion 

This chapter dealt with the experiences of nursing students who participated in community-based 

health promotion and illness prevention programmes. The students’ general experiences were 

highlighted, providing context for their experiences of community accessibility and the safety of 

the environment as well as learner support and skills development. Chapter 5 will discuss the 
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findings using the existing literature. It will also provide the conclusion, an assessment of the study 

limitations and recommendations.  
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CHAPTER FIVE: DISCUSSION, CONCLUSION, LIMITATIONS, AND 

RECOMMENDATIONS 

5.1 Introduction  

This chapter provides a discussion of the study results presented in chapter four of this dissertation. 

The discussion will form the foundation for a discussion of the conclusions and their 

contextualisation with the relevant literature. The purpose of this study was to explore nursing 

students’ experiences of community-based health promotion and illness prevention programme in 

a selected school of nursing in KwaZulu-Natal. This study was guided by the following research 

question: What are nursing students’ experiences of community-based health promotion and 

illness prevention programmes?  

This chapter discusses the implications of the themes that emerged from nursing students’ 

experiences of these programmes. Lastly, conclusions are drawn, limitations to this study are 

stated, and relevant recommendations are made, based on the research findings. The students’ 

experiences were explored during focus group discussions. The data from these focus groups were 

analysed using content analysis by which themes and sub-themes emerged from the data collected 

(Elo and Kyngäs, 2008).  

The four main themes that arose from the data analysis were: (1) community accessibility; (2); 

safety of environment (3) learner support; (4) skills development. Each theme was elaborated 

through specific sub-themes disclosed by the data set. This facilitated a thorough insight into the 

experiences of the participants in the programme. Further extensive discussion on the experiences 

of the participants is presented in the next sections. 

5.2. Socio-demographic characteristics of respondents 

The findings of this study showed that the participants were mainly females, that is, 16 of the 18 

participants, while there were two male participants. These demographics were representative of 

nursing demographics in South Africa. According to the South African Nursing Council (2007) 

cited in Hollup (2014), females remain the majority of all categories of student nurses. Nightingale 

(1969) cited in Loughrey (2008), asserts that nurses, through caring, were only doing what came 
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naturally to them as women and mothers. Nursing is considered as an expansion of women’s 

household roles and nursing itself as a predominantly female profession from which men are 

largely excluded.  

The findings are congruent with findings of a study conducted in United Kingdom by McLaughlin, 

Muldoon and Moutray (2010), where the majority of nursing students who were studying a four 

year nursing programme were females. According to the above authors, men tend to avoid careers 

such as nursing due to their stereotypical association with women. Similarly, the (US Department 

of Health and Human Services), notes that even though the number of male nurses has doubled 

over the last thirty years ago, not more than five to seven per cent of the total nursing population 

is male. Contrary to Nightingale’s assumption, Codier and MacNaughton (2012), assert that both 

male and female nurses should have the same opportunities in the nursing profession. However, 

they should be aware of its caring nature which should be an instinctive talent to both genders. 

The current study revealed that the minimum age of respondents was eighteen, and the maximum 

twenty-three. Similarly a study conducted by Codier and Odell (2014), showed that most of the 

nursing students in their second year of a Bachelor degree were between eighteen and twenty five 

years old. This may be based on the fact that nursing students generally joined the bachelor 

programme as soon as they completed the secondary programme and this reflects the conventional 

age of students attending university to obtain a bachelor’s degree. Thus, it is clear that many 

participants are still teenagers and may feel insecure when they are left alone or when they are 

asked to take care of themselves and to be responsible for their own transport. Furthermore, 

requesting them to solve community issues may be too overwhelming an experience.  

Although South Africa is a multi-ethnic society, 79.5 per cent of its population consists of black 

South Africans. The majority of the students who participated in this study were black South 

Africans, which is in line with the demographics of the South African population and the 

population of nursing students in general. Similarly a study conducted by de Villiers, Mayers and 

Khalil (2014), on nursing students' perceptions and experiences of violence at school at the 

University of Cape Town in South Africa, revealed that the majority of the participants were black 

South Africans (52.41 per cent ) while mixed race comprised 46.9 per cent, Indian 0.17 per cent 

and White 0.51 per cent. 
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5.3 Student experiences 

The discussion of the student nurses’ experiences is guided by the four main themes that emerged 

from the community-based health promotion and illness prevention programme: (1) community 

accessibility; (2) safety of environment; (3) learner support; (4) skills development. 

5.3.1 Community accessibility 

In this study access to the community emerged as a theme describing the nursing students’ 

experiences in relation to their geographical access to the community, the expensive cost of 

transportation to the community practice and the geographical remoteness of the communities. The 

main finding in this theme was that students experienced difficulty walking long distances to 

communities far from the universities. This finding is in line with the findings of a study by Naidu 

et al. (2012), which aimed to evaluate community placements as a learning experience from the 

perspectives of the students and community stakeholders. It was found that participants did not 

appreciate walking long distances during the community health promotion interventions period. 

They argued that walking long distances impacted negatively on their performance and often 

resulted in extreme fatigue and absence of students during the planned period. Similarly, in a study 

conducted by Ndateba (2013), it was found that the students also faced transportation challenges. 

This finding was, however surprising, since most communities are in the range of ten kilometres 

or less from the university. It must be assumed that there was a lack of transport at that time which 

led to students using their own money. These findings are consistent with Kaye et al. (2011a), who 

noted that transport within and to the community settings was a problem. Students were not 

provided with any transportation by the school, thus they were using their money or money from 

their family members. Consequently, students’ activities were limited as they were going into 

communities near their home locations which might have enriched their experiences. Similarly, 

Kaye et al. (2011a), state that nursing students were constrained to reduce their community 

placement duration because the school did not organise transport to the community of practice, 

and students were supposed to deal with the problem in their own way. Mariam et al. (2014), 

argued that lack of transport and finance distract students from contributing effectively to the 

practice of health promotion and illness prevention in the community. Thus, for instance, students 

could not cover the outreach planned in all sites because of limited funds for transportation. Codier 
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and MacNaughton (2012), also noted that insufficient or even complete lack of transport has been 

reported as a major limitation on student access to the community setting. However, in contrast to 

these findings Visovsky, McGhee, Jordan, Dominic and Morrison-Beedy (2016), assert that 

students self-sponsored their transport, food, and accommodation during their community practice 

period and that the university ensured the safety of the students. .  

It was interesting that the current study found that some community members willingly shared 

information relevant to the programme. This was a very positive finding in that it showed the 

willingness of community members to participate in the health community programme. According 

to Linda, Mtshali and Engelbrecht (2013), the success of a community-based education 

programme depends on the involvement of the community. This involvement includes the 

willingness of community members to inform and guide the nursing students during the 

community practice. Furthermore, a study conducted by Olajide and Otunla (2015), noted that 

during their clinical practice in the community students got easy access to information, especially 

from the libraries in the community setting. This is further supported by the findings of Marcus, et 

al. (2011), who reported the active contribution of the community members in providing relevant 

information to nursing students. 

The findings from this study indicated that the establishment of a relationship of trust in the 

community remained a challenge. Participants reported that in some communities it took a long 

time to establish a relationship of trust that enabled communities’ members to share relevant 

information with the participants. According to Wenger (1998) cited in Jørgensen and Hadders 

(2015), one of the main conditions of learning success in the community is that, at the beginning 

of the process, people should interact on the basis of a commitment to established relationships 

and rules for communication. Christopher, Watts, McCormick and Young (2008), have also argued 

that partnership is important and can mutually benefit and foster relationships t. In addition, 

relations of trust should be established during the initial periods of any community project, and 

then maintained in the ongoing process. 

Linda et al. (2013), state that communication is imperative because it provides guidance and 

assistance to learning monitors about students, and this contributes to the success of their activities. 

Furthermore, when there is not good communication, the learning process of the nursing students 
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may be jeopardised as they are unable to obtain sufficient information for them to make informed 

decisions (Linda et al., 2013; Marcus et al., 2011). According to the US Department of Health and 

Human Services (2007), communicating effectively with people from varied backgrounds, 

cultures, education levels and ages, and decision making in partnership with community members, 

is crucial to developing meaningful community engagement and the expansion of nursing 

knowledge and skills. It is therefore understandable that while participants are communicating 

with community members they might identify strengths and areas for improvement within the 

community. This provides an opportunity for deep understanding of community issues related to 

health promotion and illness prevention and consequently the success of their interventions.  

5.3.2 Safety of environment  

Safety of environment emerged as a theme which described participants’ experiences in the 

community environment. The findings indicated that while participants received some safety 

instructions during their orientation, they still experienced safety concerns such as fear of crime. 

It emerged from this study that while learners were instructed to work and walk in groups, to 

respect forbidden dangerous zones and to comply with provided instructions, they still felt very 

unsafe due to the violent incidents that take place in these communities. These findings resonated 

with the finding by Codier and Odell (2014), that the university should provide students with a list 

of safety recommendations which included getting directions, moving in groups, avoiding isolated 

spaces, carrying a cell phone and calling for help should problems arise. It is therefore clear that 

formal safety sensitisation programmes and guidelines for students and risk reduction approaches 

are required for the success of the community programmes.  

In this study participants reported fear of crimes and described how they were afraid for their lives 

since they had to walk along lonely roads to get to the community centres. They reported that they 

were informed of some concerns regarding safety in some communities which had a high 

population of homeless people and substance users. As a result, participants were advised to 

request that they be escorted by police into the communities. However, the police station did not 

have an adequate number of staff to cater for that and so they had to do without the needed escort. 

Participants resorted to walking in groups so as to feel safe. These findings are supported by Ross, 

Mahal, Chinnapen, Kolar and Woodman (2014), who noted that students were not comfortable in 
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the community setting. Students explained that they were scared because the site of the community 

practices was very unsafe and known as a place connected to drug abuse and frequent crime. These 

findings are also supported by Chavez, Bender, Hardie and Gastaldo (2010), whose participants 

reported that safety issues distressed nursing students during their community experiences. Gillis 

and MacLellan (2010), also reported that students felt discomfort in a community setting notorious 

for its high incidence of crime.  

Participants from the current study reported a fear of being robbed while working in some 

communities. They attested that outreach was limited since there were some prohibited places 

which were not safe to enter. Thus, safety issues hampered their community activities as well as 

their learning. It is also clear that when students feel unsafe their participation suffers because as 

they are more concerned about their own protection measures than the community programme. 

These findings are supported by Chavez et al. (2010), whose participants reported that safety issues 

related to the working environment which was known to be unsafe led to feelings of distress during 

their community experiences. The results of the current study are also congruent with the findings 

of Reid and Cakwe (2011), who reported that a number of universities in South Africa had stopped 

allocating nursing students in rural community settings because of fears for students’ security. 

However, the majority of South Africa’s population live in cities and towns where vulnerability to 

violence is even more extremely experienced due to consistent risk factors such as unemployment, 

substance and alcohol abuse, the availability of arms, disjointed family structures and high levels 

of inequality as well as social exclusion (Wakefield and Tait, 2015).  

Despite significant improvements over the last two decades, high levels of violence and crime 

continue to be one of the major growth challenges in South Africa (Wakefield and Tait, 2015; 

Hadland, 2008). Furthermore, in South Africa, everyone is affected by crime, and the sense of 

insecurity that comes with living in fear. Some encounter it directly, others through the experiences 

of friends and family or through news media (Silber and Geffen, 2016). It is understandable that 

all efforts should be mobilised to improve safety and security for all, in order to enhance the 

outcomes of community practice. 
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5.3.3 Learner support  

Participants’ experiences on support from the school as well as from the community were explored 

in this study. The allocation of a clinical facilitator in the community of practice was perceived as 

useful by the participants. They received guidance during the community entry, and familiarised 

themselves with those who were going to be involved in their community practices. These 

community members included the clinic and hospital managers, clinics’ staff, principals and 

teachers, counsellors, as well as community agents. Furthermore, the facilitators from the school 

were always ready to assist them with questions from the community activities as well as to give 

timely feedback on assignments submitted. Thus, facilitators guided the students during the whole 

year of the programme. These findings are supported by (Naidu et al., 2012), who stated that 

participants experienced good supervision by receiving prompt responses from their facilitators. 

This created a good learning environment and increased knowledge in health promotion and 

disease prevention. Likewise, Vogt et al. (2011), reported that nursing students in the diabetic 

children's camp were supervised not only by school supervisors but also by a whole team of 

specialists including qualified health care professionals and licensed medical practitioners. 

Students expressed their enjoyment and they attested increasing their knowledge on the disease 

and its management. This may be due to the fact that students and the team of supervisors slept in 

the same camp during the whole period. Thus, the supervisor had enough time to concentrate on 

the students. Similarly, Thompson and Bucher (2013), note the advantages of nursing students 

being well supervised in different community settings by facilitators from the community as well 

as from the institution.  

It emerged from this study that insufficient guidance and supervision were also experienced in one 

of the community settings. This was very often perceived as problematic because the supervision 

was not consistent, and fostering cooperation among the group members was challenging. The 

insufficient guidance was viewed as a hindrance to the use of the collected information, and the 

ability to solve adequately the community problems. This is supported by the findings of Manninen 

et al. (2013), who stated that participants reported that being without sufficient supervision and 

guidance affected their learning. Thus, they felt apprehensive and did not have the self-confidence 

to fully engage themselves in health promotion practices. Furthermore, Chavez et al. (2010), noted 
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that, despite the presence of supervisors, nursing students sometimes experienced negative 

relationships with their supervisors and their presence impeded their progress. It is understandable 

that students may experience anxiety and stress in an unfamiliar surroundings and that these 

negative factors may also be present in the supervisor relationship.  

Participants from the current study reported that the communities were welcoming and supportive 

and facilitated their easy integration with community members and facilitated each step in the 

whole programme. This gave them a sense of satisfaction while working with them. These findings 

are supported by the study conducted by Ross et al. (2014), which revealed that students felt 

welcomed in the community setting. Students attested that the community setting had been a great 

experience since they felt wanted and well received and everyone was friendly and supportive. 

This made them more willing participants in the community practice and increased their sympathy 

for people. Thus, they developed a deep awareness of people’s life in general and especially the 

life of the underprivileged. These findings are also supported by Baglin and Rugg (2010), who 

documented that the community setting was a favourable environment for the enrichment of 

nursing students’ learning experiences. In a study conducted by Brynildsen, Bjørk, Berntsen and 

Hestetun (2014), it was found that nursing students valued the fact that the community site 

welcomed them and incorporated them into their environment. This facilitated the integration of 

students into the community and their effective participation in community practices.  

It emerged from this study that members of the community were willing to assist the students and 

participated in the programme either physically or financially. Some community members funded 

the intervention, while others participated actively in activities such as painting as well as cleaning 

the toilets. It is also reported that community members cooperated during family assessment. 

According to a study conducted by Marcus et al. (2011), community members participated actively 

in the whole learning process. Thus community members, together with nursing students, 

identified substance abuse and obesity as the main health issues in the community. Therefore, 

preventive measures including physical exercise, avoidance of substance abuse and healthy eating 

were introduced. Community members were also actively involved, together with nursing 

students, in educating other members of the community. 
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In this study, financial cost of community practice appeared to be a challenge, as some of the 

participants had no funding for the awareness programme and costs they had not planned for. 

Participants felt that this challenge had hampered their involvement in the community setting 

because they did not complete all the planned interventions. These findings are echoed by Kaye et 

al. (2011b), who stated that participants in their study could not implement all the interventions 

planned since they did not get any financial support either from the community or from the college. 

Thus, the resources needed for effective community interventions were insufficient. This is further 

supported by another study conducted by Mariam et al. (2014), who indicated that nursing 

students’ participation in the community was not effective because of logistical issues such as a 

lack of funding for the intervention, poor internet connections and insufficient or inadequate 

accommodation.  

It emerged from the current study that participants felt helpless because they could do little to 

change the situation. During the intervention, some community members revealed that they had 

financial problems and expected the participants to help them overcome these problems either by 

doing something or by referring them to the authorities for help. In other cases, homeless people 

were requesting money to pay for their accommodation at the shelters. Data from the three focus 

group discussions reveal that participants were frustrated by these community expectations. 

Similar sentiments were expressed in a study conducted by Zanchetta, Schwind, Aksenchuk, 

Gorospe and Santiago (2013a), when students expressed annoyance over their inability to respond 

to imperative community needs such as food and safe havens. The findings are also consistent with 

the findings of Walthew and Scott (2012), where participants reported that some communities have 

difficult changing unhealthy behaviour not because they do not want to move forward but because 

of lack of financial capacity. The participants felt particularly helpless because they could not do 

anything about the situation. This is further supported by the finding by Steele et al. (2011), that 

nursing students faced difficulties in their implementation phase of the intervention, such as the 

finance from the community. They complained that there were insufficient resources for the 

families to encourage children’s physical activities and the shifting of their eating practices. 
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5.3.4 Skills development 

It emerged from this study that skills development was related to the participants experiences of 

working in teams and to their involvement with community engagement. Team work allowed 

participants to develop leadership, management, academic and fundraising skills. Furthermore, 

findings revealed that the participants learned further skills such as doing research, critical 

thinking, planning, organizing and profiling. This resonates with findings from preceding research 

by Fillingham et al. (2014), which notes that nursing students valued the learning opportunities 

they were exposed to in the community setting. These findings are also confirmed by Yang et al. 

(2012), who argued that undergraduate nursing students, while engaging in group work, polished 

their teamwork skills, developed critical thinking skills, and became creative in funding projects 

in the community. Thus, students became more effective through collaboration. The above authors 

also noted that student collaboration with other colleagues prepares them for future tasks. 

Similarly, a systematic review by Stone, Cooper and Cant (2013), showed that by participating 

actively in peer learning, nursing students learned from each other and become more innovative. 

Students took responsibility for their own learning, expanded self-confidence and considered 

themselves part of a working team. This collaboration enabled them to acquire knowledge which 

may not have been possible if they were learning individually. Mennenga and Smyer (2010), 

stressed the importance of implementing team-based learning among nursing students. Team work 

generally engenders communication and critical thinking, planning and organising skills and 

encourages professional and inter-professional teamwork. Lapkin, Levett-Jones and Gilligan 

(2013), argue that university-based health professional education programmes should produce 

graduates with valuable teamwork and communication skills, to improve the results of the 

activities they are involved in.  

Fundraising is an important skill that not only provides students with opportunities for creativity, 

but also helps them develop communication skills. This fosters professional development through 

the acquisition of specific knowledge, skills and experiences. Therefore, teamwork is fundamental 

to the nursing curriculum (Cranford and Bates, 2015; Ehnfors and Grobe, 2004). Furthermore, 

Brynildsen et al. (2014), point out that in community setting, nursing education is characterized 

by the fact that nursing students learn with others in teamwork, especially in peer learning where 
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they learn with and from one another, and collaborate and share thoughts, experiences and 

knowledge. This experience enhances their self-confidence in the community setting, improves 

their knowledge and further develops their attitudes and skills (Stables, 2012).  

It emerged from this study that some participants experienced group dynamic issues. It was 

reported that some group members were not enthusiastic to work with others, which disturbed 

team work and communication. This was especially the case when some individuals were 

supposed to accomplish all the work, while others were less involved. Bringing everyone to work 

together was not easy even for the group leaders. These findings are confirmed by the findings of 

Yang et al. (2012), where nursing students reported some group dynamics issues while working in 

teams with their peers such as difficulties in communication and the coordination of times of 

meetings. Some of the students also reported being penalised by those with poor participation 

records. According to Griebler, Rojatz, Simovska and Forster (2014), the effective participation of 

all is considered indispensable to health promotion and contributes substantially to its success. 

Thus, each participant should have an impact on judgements and activities related to the health 

promotion programme. Students should therefore be encouraged to participate actively in 

teamwork and to resolve problems which may negate the expected outcome of the programme. 

The finding from the present study shows that community practices promote collaboration with 

community members. This is achieved through students’ exposure to the community environment 

and collaborative learning with the members of the community. It emerged from this study that 

students acquired competences in terms of communication, particularly with new people, and by 

being exposed to various health needs. These findings are supported by a study conducted by 

Nielsen, Noone, Voss and Mathews (2013), which revealed that nursing students working in 

collaboration with the community developed their communication skills, especially when the 

community was understanding and non-judgemental. Montgomery and Johnson (2015), also 

explored the experience of nursing students engaged in health promotion programmes and noted 

that nursing students ‘participation in community-based health promotion activities enhanced their 

health promotion and communication skills. As a result, nursing students become more confident 

when giving health promotion information in diverse communities. 



 

77 

 

Similarly, Kaye et al. (2011b), evaluating community-based education for health training colleges 

claimed that nursing students engaged in community interventions, developed skills for team work 

and improved their communication skills. In agreement with these findings, many researchers, 

such as Lindsey and Hawk (2013), Walton and Blossom (2013), and Naidu et al. (2012), state that 

through participating in community work, nursing students become more motivated, connected to 

the community and better able to respond to community health needs.  

Findings from the present study revealed that nursing students identified a number of community 

problems. Identifying these problems was achieved through joint collaborative efforts with 

community members. Students demonstrated skills in problem identification and prioritisation 

through community engagement. This helped the students to prioritise the problems identified by 

the communities themselves, rather than as outsiders impose their own perceived problems. 

Furthermore, participants reported that they gained insight into the underlying causes of 

community problems and learned that nursing practice should focus not only on providing care in 

the workplace, but extend to identifying the probable cause of disease occurrence, thus enabling 

timely interventions. These findings are supported by Ladhani, Scherpbier and Stevens (2012), 

who are of the opinion that community assessment affords participants an opportunity to reflect 

upon the processes and priorities of health needs. Thus participants, in partnership with the 

communities, were able to prioritise community health needs, then to plan and implement health 

promotion intervention to address the identified needs. This approach is further supported by 

Baglin and Rugg (2010), who noted that participation in community assessment expanded the 

critical thinking abilities of students. 

It emerged from the current study that participants took a number of approaches towards the 

solution of identified problems. While they were in the community, participants incorporated the 

acquired knowledge, attitudes and skills into their practice. Community engagement provided 

them with significant opportunities to deliver health promotion and illness prevention programmes 

and to apply knowledge gained in the classroom to real-world settings. Thus, by working with the 

community, students developed the ability to apply theories learned in class to real situations. This 

is consistent with Mtshali (2005), and the WHO (1987), who note that community health 

awareness programmes are aimed at exposing students to the real-world practice of nursing, where 
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theories are translated into practice. This therefore shows that the learning process of participants 

was enhanced through their participation in the awareness programme. Karp and Bork (2012), and 

Walthew and Scott (2012), also found that nursing students in community health practices acquired 

new and relevant understanding and improved technical skills, as they gained confidence in 

applying class learning outcomes to real-world situations. These findings are further supported by 

Montgomery and Johnson (2015), who claimed that nursing students experienced a positive 

reception from people in different places during their community-based engagement. This 

enhanced their opportunities to apply theories learned in the classroom to real situations in the 

community settings. In agreement with these findings, Marmot et al. (2012), stated that in 

community settings, students practice in an authentic situation which leads to improving positive 

health practices and prevention of disease. 

Participants in this study revealed that while conducting home visits and community assessment, 

they got opportunities to hear numerous voices from the community which allowed them to acquire 

knowledge and skills in analysing and planning health issues. Students developed their 

professionalism, acquired a deeper understanding of nursing practice and realized the importance 

of the role they played in the community. This was rewarding, and a satisfying personal experience, 

because it enhanced students’ clinical skills. It especially enabled them to build the confidence and 

skills necessary to the implementation of health promotion and illness prevention programmes and 

consequently helped them to measure their interest for the nursing profession. These findings 

concur with Lindsey and Hawk (2013), who pointed out that nursing students felt satisfied after 

their participation in community-based health promotion interventions. The students reported that 

the intervention promoted creativity, an understanding of community health issues, the 

development of professional goals and the encouragement of a sense of connection with the 

community. This is further supported by the finding by Montgomery and Johnson (2015), that 

nursing students involving in community engagement interacted with people of diverse lifestyles 

and backgrounds. Through this interaction, students were able to recognise the factors that 

influenced health from a community view, and identify and address community needs. Thus, this 

experience gave them an opportunity to use their knowledge, which increased their community 

responsiveness and their communication skills. 
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Participants in this study were satisfied to observe some positive changes in the community during 

the evaluation period. These changes included better hygiene, new gardens and better municipal 

services. Further, some of the participants highlighted improvements in healthcare access. For 

instance, teenagers were asking for contraceptives and condoms from the clinic while children 

who had missed immunization had gone for their treatment. The empowerment of community 

members lead to improved health outcomes. These finding corroborated a study by (Merritt and 

Boogaerts, 2014), who are of the view that collaboration with the community can result in good 

intervention outcomes. Therefore, the use of more flexible approaches to traditional practices and 

collaboration with the community seems to be an effective way of valuing the community’s choice 

for their lifestyle and health practices. This is further supported by the finding by Zanchetta et al. 

(2013b), that nursing students interacting with the community discerned simple ways to encourage 

the local community's responsiveness to their conditions and promote change in the community. 

Also in agreement with these findings were Wright, Giger, Norris and Suro (2013), who noted that 

nursing students’ involvement in educating and advocating for changes in obesity prevention 

programmes in school districts promoted a healthy lifestyle for all and lead to successful results 

including decreased Body Mass Index z-scores, decreased TV use and improved daily physical 

activity.  

In the current study, enhancing practical facilitation was viewed as essential for future community 

placements. Effective community accompaniment and variations in the community of practice 

were suggested by participants from this study for the improvement of community clinical 

practices. According to Mabuda, Potgieter and Alberts (2008), an encouraging and supportive 

learning environment for nursing students is determined by support systems such as supervision, 

interactions between the faculty and nursing students and student nurses and clinical setting staff. 

Thus, learning in a practice location necessitates an environment which is beneficial to learning, 

and offers suitable support from skilled practitioners and educators. Furthermore, the lack of a 

supportive environment discourages the learners from pursuing experience and impacts the 

learning process and professional growth.  

According to van Iersel, Latour, de Vos, Kirschner and op Reimer (2016), nursing students 

practising in various community settings offers an important experience which allows them to be 
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effectively oriented to their future profession. Furthermore, the community practices offer further 

motivation to be connected to a professional team (Murphy, Rosser, Bevan, Warner and Jordan, 

2012). Likewise, community practice experience, which enables nursing students to meet their 

expectations, may influence their future profession choices. Thus, high-quality community 

practice is progressively acknowledged as an imperative recruitment approach to source potential 

workforces (Lamont, Brunero and Woods, 2015). According to Philibin, Griffiths, Byrne, Horan, 

Brady and Begley (2010), nursing students in community settings connect with diverse people and 

develop a wider expertise than in the hospital, as they are dealing with different community issues. 

Furthermore, varied community settings permit students to respond to the needs of the vulnerable 

population (Thompson and Bucher, 2013). 

5.4 Conclusions 

Community-based health promotion and illness prevention programmes experienced by nursing 

students in different community sites in KwaZulu-Natal were predominantly positive despite the 

various challenges they faced. 

In this study, four main themes emerged as central to students’ experiences in the community-

based health promotion and illness prevention programme: (1) community accessibility; (2) safety 

of environment; (3) learner support; (4) skills development. 

It emerged from this study that access to the community was related to the geographical access of 

the communities, the cost of transportation to the community practice and the accessibility of 

community resources. Lack of transport to the community settings was viewed as a hindrance to 

effective community practice.  

The findings demonstrated that easy access to information and the establishment of a relationship 

of trust with community members was a cornerstone to the community-based programme. It 

emerged that guidance and assistance provide information which allow students to identify areas 

for improvement within the community and help them to make informed choices for their 

intellectual development and community benefit, thus an effective clinical facilitation was viewed 

as a necessity.  
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It emerged from this study that safety instructions were essential to community practice. This is 

because students experienced safety uncertainties due related fear of crime and working in unsafe 

working environments Students may feel discomfort regarding the community settings which are 

not safe and may be limited in space of practice.  

In this study, it was found that practical training in the community promoted skills development. 

The finding revealed that through community-based health promotion and illness prevention 

programme, students benefited from working with each other in a team and from the engaging 

with the community. Through community engagement, students acquired competences in terms of 

collaboration with community members and identification of community health problems. These 

included: responsiveness to the community problems; integration of the theory into practice; 

participation in community-based activities and community improvement following the 

intervention. In addition, the study demonstrated that many of the essential tasks of the programme 

were undertaken by the nursing students and that they expressed satisfaction with their ability to 

meet their leaning objectives.  

The programme proved to be an effective teaching strategy since it resulted in a positive experience 

for both the nursing students and the community. However, transport, as well as financial 

challenges experienced by the students, had an impact on the implementation of the interventions, 

and this was related to an insufficiency of funds to perform all planned activities which led to 

feelings of helpless by the students. Furthermore, it emerged that insufficient guidance and 

supervision may affect students learning and that as a result student participation may not be 

effective.  

In this study, enhancing practical facilitation was viewed as essential for future community 

placements. Effective community accompaniment and variations of the community of practice 

were also suggested by participants from this study for the improvement of community clinical 

practices. An encouraging and supportive learning environment for nursing students is determined 

by a network of support systems, such as supervision, interactions between the faculty and nursing 

students and collaboration with members of the community. 
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5.5 Research limitations  

The study encountered some limitations, the identification of which may help researchers in the 

future. For example, the current study used a qualitative study with a limited number of 18 

students, hence the findings of this study cannot be generalised to other settings. The participants 

in this study came from one selected school of nursing in KwaZulu-Natal that is located in urban 

area. Thus, the findings do not represent the experiences of nursing students in all KwaZulu-Natal 

nursing institutions.  

Despite these limitations, the researcher believes that the study achieved its purpose. The 

researcher selected to study this topic in a qualitative way because a qualitative approach could 

embrace a wider understanding of students’ experiences in such programmes. This research has 

broadened understanding of nursing students' experiences and the importance of community 

programmes for nursing education and for the wellbeing of the community, especially those in 

underprivileged areas. 

A number of recommendations were made, drawing upon the data from this study and are 

discussed next. 
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5.6 Recommendations 

This section provides recommendations based on the findings of this study. The recommendations 

presented here are intended to improve the experience of nursing students participating in 

community programmes. 

5.6.1 Procedural support  

Three main recommendations related to procedural support are proposed as outlined below: 

5.6.1.1 Expansion of community settings  

It was found that students were allocated in urban and suburban community settings. Therefore, a 

limited target community benefited from the health promotion and illness prevention programme. 

In concurrence with the South Africa Health Department policy which emphasises the necessity 

to promote population health through community partnership with care professionals at every 

level, it is recommended that the area of training should be expanded to disadvantaged 

communities in the rural areas. Thus, students would have a wider experience of community-based 

problems, and increase their knowledge and skills in problem solving. Many more communities 

as well will benefit from the programme.  

5.6.1.2 Developing funding system 

It was reported that financial limitations negatively affected both transport and interventions in the 

community settings. Establishing a sustainable funding system may be required to meet any 

ambitions of intensifying community-based health promotion and illness prevention programme. 

Therefore, it is recommended that the school of nursing provide assistance to the students in 

accessing the community learning sites by providing transport and some financial support that 

assists the implementation of identified interventions.  

5.6.1.3 Provision of proper supervision 

Students who experienced insufficient supervision felt uncomfortable. This study therefore 

recommends more clinical facilitation. In addition, students in the communities should be regularly 
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visited by supervisors to assist them in guiding families and individuals to actively participate in 

interventions identified to have positive health outcomes. 

Although participants from all focus groups provided positive comments on the support received 

from the supervisors, comments that reflect on the absence of supervisors and requirements from 

participants for further supervision time, indicate that the supportive function of supervisors 

requires improvement.  

5.6.2 Team work  

The findings of the study revealed that some students did not display appropriate interactive skills 

when working with colleagues, thus leading to overwhelming workloads and some unpleasant 

experiences with fellow students. As a recommendation, therefore, good teamwork skills should 

be emphasized to the nursing students before and during their community practices. 

It emerged from the present study that most nursing students faced serious funding limitations 

during the community-based health promotion programme and students felt it was challenging 

because they could not complete the package of planned interventions. However, other students 

were able to raise funds on their own initiative, which eased their financial burdens during the 

community programme. It is therefore recommended that an understanding of the fundraising and 

the financial structures of the university should be emphasized. This will equip students with 

fundraising skills as part of their preparation for the community learning placement. 

5.6.3 Community 

Findings from this study indicated that some of the communities’ members were reluctant to 

communicate with the students. It is therefore recommended that community members should be 

encouraged to actively participate in the community practice programme and increase the 

opportunity to improve their health. It is recommended to create an awareness for few weeks about 

the program to the community members few weeks to prepare their minds and carry them along 

in the planning of the programmes.  
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5.6.4 Future research 

Following the students’ experiences in the community, it can be said that participating in the 

Community-Based Health Promotion and Illness Prevention Programme was beneficial to the 

community as well as the students. However, more work needs to be done with regard to the impact 

of these programmes on both students’ learning and community health outcomes. This will further 

strengthen the use of community-based education/service learning in nursing as a pedagogical 

approach which necessitates more accurate evaluation of research to advance knowledge and to 

inform developments in nursing programmes (Newton, Bettger, Buchholz, Kulak and Racey, 

2015; Magnussen, Niederhauser, Ono, Johnson, Vogler and Ceria-Ulep, 2013). Furthermore, 

future studies could meticulously measure the impact of Community-Based Health Promotion and 

Illness Prevention Programmes in the development of specified competences and influence the 

choosing of careers in under-served areas such as rural areas. 

Also recommended is a quantitative study which could be undertaken to determine what learning 

strategies students use during community practice. Additional information can be collected on 

future groups to determine certain quantitative traits of the participants such as age, gender, marital 

status, family background and all other demographic factors which might influence the community 

experience. Because the research was conducted at only one school of nursing, it therefore 

recommends that future studies be conducted at other geographically dispersed private and public 

schools of nursing in urban and rural settings. The use of h more nursing student populations will 

enable the generalization of the results. Separately, in the current study participants reported fear 

of crimes; thus they were afraid for their lives since they had to walk along isolated roads to get to 

the community settings. It is recommended that future studies explore incidents of crime directed 

at students while in the community. 
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APPENDICES  

Appendix 1: Information Sheet 

Date:     20 September 2015 

Name of research student:   Agathe Uwitonze (Telephone: 0719016967) 

E-mail:    213570302@ukzn.ac.za 

Name of supervisor:   Ms E.N. Pakkies (Telephone: 0312601783) 

Name of co supervisor:  Professor G. Mchunu (Telephone: 0312601421) 

Name of department:   School of Nursing & Public Health 

Name of institution:   University of KwaZulu-Natal 

 

Dear Participant, 

I am completing a research project as part of the requirements for the Masters Degree through the 

College of Health Sciences, School of Nursing & Public Health. 

Title of the research: an exploration of nursing students’ experiences of a community-based 

health promotion and illness prevention programme in a selected school of nursing in KwaZulu-

Natal 

Purpose of the research: the study is aimed to explore nursing students’ experiences of the 

community based health promotion and illness prevention programme in a selected school of 

nursing in KwaZulu-Natal.  

Day, time and venue will be convenient to avoid disturbing the classes. Three focus groups 

discussion will be conducted, two on the first day and the third on the second day. Each focus 

mailto:213570302@ukzn.ac.za


 

104 

 

group will require 1hour; your involvement will be highly appreciated and respect for each 

person’s opinion is recommended in order to avoid any group threat. 

Ethical aspects 

Please note that confidentiality and anonymity will be assured. Your identity is not requested; 

signature alone will be required for the consent form. 

The sessions will be taped recorded, but all recordings and transcriptions will remain with the 

researcher and stored in the confidential custody of the research supervisor’s office for duration of 

the study. After scanning, written copies of transcripts will be destroyed by fire and tapes will be 

stored in the researcher supervisor’s office for a period of five years according to UKZN policy. 

Please feel free to ask any questions you may have so that you are clear about what is expected of 

you. Please note that: 

 you are free to not participate 

 you are free to withdraw at any stage without repercussions 

 your name will not be used nor will you be identified with any comment made when the 

data is published 

 there will be no risks attached to your participation 

Advantage to you as a respondent: 

The findings of the study will be made available on completion.   

 

Thank you. 
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Appendix 2: Informed consent form 

Researcher:    Agathe Uwitonze   

Student Number:  213570302    

Cell Number:    0719016967   

E-mail:   213570302@ukzn.ac.za     

Title: Students’ experiences perceptions of a community-based health promotion and illness 

prevention programme in a selected school of nursing in KwaZulu-Natal. 

 

Declaration 

 

In regards to the information l have received, I hereby confirm that I understand the contents of 

this document and the nature of the research project, and I consent to participating in the research 

project.  

I understand that I am at liberty to withdraw from the project at any time, should I so desire.  

 

 

Signature of Participant:______________________________________ 

Date and Time: _________________________ 
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Appendix 3: Focus group interview guide with nursing students 

Date: 

Venue: conference room of school of nursing 

Time:  

 

Welcome 

Thanks for agreeing to be part of the focus group. We appreciate your readiness to participate. 

Introductions 

Student researcher; personal assistant. 

Purpose of focus groups 

We have been asked to conduct the focus groups. 

The reason we are having these focus groups is to find out your feeling and experiences on 

community based health promotion and illnesses programme  

We need your input and want you to share your honest and open thoughts with us. 

Ground rules 

1. We want you to do the talking. 

We would like everyone to participate. 

I may call on you if I haven't heard from you in a while. 

2. There are no rights or wrong answers 

Every person's experiences and opinions are important. 
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Speak up whether you agree or disagree. 

We want to hear a wide range of opinions. 

3. What is said in this room stays here. 

We want individuals to feel comfortable sharing when sensitive issues come up. 

4. We will be recording the group 

We want to capture everything you have to say. 

We don't identify anyone by name in our report. You will remain anonymous. 

General experience of nursing students: 

1. Tell us about your experience in the community setting (real situation) 

2. What have been your experiences when you were involving in the community based health 

promotion and illness prevention. 

3. What are some of the activities you carried out during the community based health 

promotion and illness prevention. 

4. Can you tell us some of the challenges you experienced during the community based health 

promotion and illness prevention. 

 

 

Thank you for participating in this research. 
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Appendix 4: Focus Discussion One 

Focus group One, 07 November 2015 

Date: 7 October 

Venue: TV room 2, Florence Power Residence. 

Time: 10:00 – 11:00 Am 

INTRODUCTION 

My name is Agathe Uwitonze, Welcome and thank you for agreeing to be part of the discussion. 

I appreciate your readiness to participate in this discussion. I am a master degree student in 

Community Health Nursing at UKZN. 

Reason for conducting the focus group discussion 

The reason why we are having this discussion is to find out your feelings and experiences on 

community based health promotion and illness prevention programme in your school. I need your 

input and I will be very grateful if you can share your honest, open thoughts and opinion with me. 

Participants were given the information sheet and the researcher explained the title, purpose and 

the significance of the study to them. 

Written Inform consent forms were signed and given back to the researcher. 

Participants are acquainted with rule of the discussion 

These are the grounded rules 

1. Participants were encouraged to be involved in the discussions, hence everyone should 

participate actively. (I would like to hear from everyone) 

- You may be called to contribute if found not participating. 

2. There are no right or wrong answers 
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- Everyone’s experiences and opinions count and are very important in this study. 

- Speak up whether you agree or disagree. 

- In respect for each other, only one person will speak at a time in the group.  

- Hope you would be accept it even when your responses are not be in agreement with the rest of 

the group. 

3. Confidentiality (What is said in this room stays here). 

- Everyone should feel comfortable and be free in sharing when sensitive issues come up and all 

Responses given by participants must be kept confidential. 

4. Documentation (I will be recording proceedings). 

-Everything you say will be captured and nobody will be identified by name in the report. You 

will remain anonymous. Each participant was then given a code. 

They were six participants in number so the following codes were given to them: A1/P1-F1/P6 

(A1, B1, C1, D1, E1 and F1). Before we start our discussion do you have a question for the 

researcher? 

Participants responded: No question. 

R: Thank you. So I think now we can enjoy our discussion. Isn’t it? 

R::Okay, so I would like you to tell us about your experiences in the community setting. Yes, your 

experience during your community based health promotion and illness prevention programme. 

Silence.... 

R: Yeah, I would like you to tell us about your experiences, yeah......, tell us about your community 

intervention starting from the beginning of the year up to September  

Silence...... 
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R: Yes 

FGDs1-P5 (E1). My experiences during the community.at the beginning we were not provided 

with transport and it was hard to get to the community. (Speaking softly)        

R: Can you please speak loudly so that we can hear you clearly? 

FGDs1-P5 At the beginning, there was no transport. We had to walk long distances to reach the 

community. 

Finally we went; we had to wait for long time, we went toooo, community...., what is that? 

Interrupted by C1: Community entry  

FGDs1-P5 E1:.Yes, community entry. And for the community entry we have to meet with the 

counsellor. The counsellor was not there. We have to wait.., we have to wait…for long time and 

they even delayed us. 

R: Okay  

FGDs1-P5 E1: Yeah.......Do we have even to mention the good things?  

R: please - Feel free to express yourself  

FGDs1-P5 E1:.Okay no problem. My community has a higher crime rate 

R: Okay  

FGDs1-P5 E1:.Yeah......., students in the community were smoking, and we were scared to work 

around, they had to appoint someone to go with us round the community. Hee!! We had the 

problem of transportation, we had to walk to the community on foot and that was so challenging.  

R: Humhum 

FGDs1-P5 E1:.Some people in the community were welcoming, some not welcoming. 

R: Okay  
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FGDs1-P5 E1:.Yeah. ..it was a good thing, good experience, I learned how people live and how 

people try to overcome the problems they have, I also learned to know about different cultures. 

R: Can you help me to understand what you meant by understanding other cultures? 

FGDs1-P5 E1:.For me, I am a Swazi, and working here in KwaZulu-Natal, people here are Zulu. 

In our culture…. Like in our culture, the spirit of ubuntu, like rules within the community.  

R: Humhum Yes 

FGDs1-P5 E1:.When we were doing the interview, some people said they are not even ever 

speaking to their neighbours 

R: Okay... 

FGDs1-P5 E1:.Yeah....of which this does not happen in my community we have Christian and 

traditional, Swazi traditional. Here they have got Christianity; they have Muslim, and Nazareth. 

Yeah, of which I do not know. It was my first experience. Yeah... 

R: Okay, thank you. What do other people think? Silence. Yes, your experience? 

FGDs1-P2 B1, Yes, my experiences... (Softly) 

R: Can you speak loudly please? 

FGDs1-P2 B1,Yes, my community, in our community they were crimes so I fear a lot to go around 

R: Okay 

FGDs1-P2 B1, When you go around in our community, they were some part where we were not 

allowed to go through, and they were small part where we were allowed to go through. And with 

the small part, they are some information we also wanted but we did not get them all. And we did 

not know what to do; there was no one to guide us. 
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FGDs1-P5 E1: To add, in our intervention, the information were limited because we could not go 

everywhere and.... without any helpful suggestions or direction we could not do much, and for the 

transport we have to take two taxis. 

R: Humhum 

Yeah. We did not have money, we are all students. Yeah the good experience is that... well, the 

community is very helpful, yeah, and that is it. Yes, I think hee, how people lives limited our 

information. Yeah, it should be much easier if we were able to go and get the information 

everywhere, because we could not just get there and say we need the information. 

FGDs1-P3 C1: And they were so scared to let us go to the flat. Yeah......Haaaaa, the problem that 

we encountered, haaa, they was sanitation, they were a very poor level of sanitation, high level of 

crime, teenage pregnancy, heeee, some people were welcoming in the community, some people 

were not. But, we.......(C1 trailed off) 

R: Come again 

FGDs1-P3 C1But we managed. 

R: Okay  

FGDs1-P4 D1: Heuuu, before my experience, I have different perception of the place. 

My perception was mostly coloured based, knowing about the coloured, I thought it was very, like 

crime related. Very rude in norms in the community, so I was very scared to even enter in the 

community. We all the same had the problem in terms of transport, so, we really felt to locate the 

place and we did not even know about it. So that was my first encounter. 

R: Okay  

FGDs1-P4 D1: Then we went to the police obviously and then the people were very welcoming. 

I was even surprised. So that was the first good thing about that community. They welcomed us. 

And in terms of religions, it was very religious community. 
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R: Yes. 

FGDs1-P4D1: They valued religion. And in terms of poor...... There was very poor sanitation 

because of industry area surrounding. So the industry area is the first cause of poor sanitation.  

R: Okay. 

FGDs1-P4D1: And heee, yeah..that the first think about... the good thing about,.. they were 

welcoming and in terms in asking direction, they were directing us where to go. And yeah, they 

are also the social problems; we identified the teenage pregnancy, HIV, diabetes yeah. And also 

drug abuse even between students. Yeah a good thing is the community has many NGO, yeah, in 

term of support. 

R: Okay. Any comment? 

FGD1-P6F1: Yeah, as she said the community were welcoming but there was very higher rate of 

violence, we were scared. 

But the think that make me happy, the series in the community. Because we went there one day 

there was a subscription for people who do not have food. So we helped and like give us like we 

were happy to help people. During the community as we were going to the community it help me 

a lot, like how to work as a group, yeah.  

R: Okay any other comment? 

FGD1-P5 E1: I would like to add to what they said, also in the community they were no good 

area, and it was very dangerous. The other thing, there is..., during our intervention, we, we, 

we…wanted to do the intervention with to students from grade 7 to grade 9. But, we were limited. 

which grade were we given ?  

FGD1 P3C1. Grade 7 and 8 

FGD1-P5 E1: Grade 7 and 8. Of course, Yeah, the information we had we were not sure if it was 

like over help to them because our target group was grade 7 to 9. Because we were doing teenage 

pregnancy, hygiene, condom uses.. We have to start by the lower grade. Yeah  
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FGDs1-P4D1: I also like to add in terms of our community, heee, our facilitators were not really 

available, and were not there for us so we encounter another problem of auto understanding of the 

work that seems to be done. 

R: yes 

FGDs1-P4D1: So we had to go and ask other facilitators or other groups in term of ideas or what 

to do because our facilitator was not there, was not available. So that was also the encounter we 

had. In terms of our facilitators they need to work with us. 

FGD1-P5 E1: Another challenge, I think we had the same challenge in groups, when, heee, during 

our intervention we had to take out money from our pockets to do the intervention and that was a 

large sum of money paid. Some had to pay R300. Remember we were doing it for the mark, so we 

cannot just say no we don’t have money, so we have to look for that money, and doing this for a 

while you cannot. And I think the school of nurse should have, like, should find the funds. 

FGD1 P3C1 and FGD1-P5 E1: Responded at the same time: like contribution 

FGD1-P5 E1: And they (school) told us that we have to go to the company to ask for donation. 

That is so difficult for us, the people they do not trust you at all. And even if you want the letter 

from them (school), it takes time for them to give you the letter. The letter that you are supposed 

to take to these companies to ask for donation. Yeah… 

R: Okay.  

FGDs1-P4D1: In terms of working in group members, some members were not willing to work, 

some were willing. We also have a problem of communicating with each other. Let say you want 

to further go to the community but some doesn’t have time. So we were not all willing to work. 

R: Humhum 

FGDs1-P4D1: So also participation among the group was different. Some also they do not catch 

up. 
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R: Humhum 

FGDs1-P4D1: Some came. 

R: Okay. 

FGDs1-P4D1: So they were unbalance in terms of the work that has to be done as a group. 

R: Okay. 

FGDs1-P5E1and FGDs1-P4D1: at the same time: Yeah, when at the end the day we had the same 

mark. 

R: Okay, I can understand. So I hear you talking about teenage pregnancy, and you had mentioned 

some issues in the community including drugs abuse, alcohol and diabetes. So I would like to 

know if there is an intervention you did related to these health problems. Yes? I want to know the 

activities you did exactly during your community intervention. 

FGDs1-P5E1: Hummmm, like for teenage pregnancy, we, we did an intervention on condom use. 

We talked to them about....Because you cannot in our days to tell kids to abstain because they want 

too, like they want to experiment. So we found that better for us too, like to control the problem 

by equipping them on how to use condom, equipping them on contraceptives use and telling them 

about the consequences of teenage pregnancy.  

R: Okay.  

FGDs1E1: Yeah. 

R: Okay, any other activity? 

FGDs1-P4D1: In terms of social environmental problem,  

R: Yes. 

In terms of prevention, there is an NGO, heuuu, an active NGO, in the community, an 

environmental NGO that is working and is always doing much and talking to the nearby the area 
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industries to try and change or find programs that will be let arm to the environment and also to 

the people . So what we did, we tried to participate with them in talking and heinnnn, in the work. 

R: Okay. Yes D? 

FGD1-P6F1: Heuuu, from Teenage pregnancy in our intervention we were doing with grade 8. 

So we really encourage abstinence, as they are young people. But we also encourage the 

contraceptive but the abstinence was our real point because they need to abstain. Yes, in order to 

prevent HIV, pregnancy, STI and all other things.  

 

R: Humhum. 

FGDs1-P4D1: Yes, at the young age it is still not actually aware of what is going on. So we tried 

to inform them at their young age to abstain, so that they were more aware of what it is going to 

happen if they do not abstain. So they tried and prevent so that in terms of primary prevention. But 

we could not believe to tell them about contraceptive methods because they were from primary 

school. So we just told them the effect of teenage pregnancy, having to care for a baby. So we used 

an example of eggs. In term of when they come in, they cannot do anything. They have to carry 

the egg forever. That was part of our intervention. The egg symbolise the baby. So we tried to use 

that analogy to try to explain them teenage pregnancy and effects of it. That what we did in terms 

of prevention. 

R: Okay. 

FGDs1-P1A1. Yeah, because we were given the students from grade 7 and 8, which was not our 

target group but we were.....some were forced to accommodate them. Heuuu, what we did, hee, 

we had to teach HIV, like the mode of transmission, heee, hygiene, bullying. And what limited us; 

there was no high school nearby so we did not do anything about teenage pregnancy. I fill like we 

had to do it, but, there was no school, yeah 

R: Okay, can you explain us more on what you did relate to the hygiene you have mentioned? 

What did you do exactly? 
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FGDs1-P1 A1: Heuuu, just the basic things like before eating you have to wash your hands, after 

eating washing hand, going to the toilet, heuuu brushing teeth correctly, the importance of brushing 

teeth correctly and also after playing to wash hands, things like that, yeah  

R: Okay. Yes? Addressing to B 

FGDs1-P2 B1: Yeah, and also their toilets were not clean we told them how to wash them. And 

we gave them teeth brush. 

R: Okay. So you did a fundraising to provide the teeth brush 

FGDs1-P2B: Yeah 

R: Others activities?.Silence........... Yes?...... You were there from January to September, any other 

activity? 

FGDs1-P4D1: The, heuu, in our own we also went to crèche, we did a garden for them, we started 

planting carottes, cabbage, onions and other vegetables, so that was part of our intervention.  

R: What social problem pushed you to do that garden? I would like to know the reason of the 

garden.  

FGDs1-P4D1: Because we went there for, just toward to see the crèche, heuu, when we were 

working around the community, we decided to go to the crèche and we saw the crèche needed 

equipment and also like, no garden and we decided us a group to intervene. We talk to the person 

in charge, heuuu, about garden ideas and she was also aware in terms of garden, to do the garden 

because she has experience in the past in term of garden and because of working in a place like 

that she was happy too and willing.  

FGDs1-P1A1: In our intervention, in the high school, we cleaned the toilet and we provided 

money and we painted the toilet because it was very dirty and the hall was written.  

R: Wow!!!!!. Okay. That is really wonderful. 
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FGDs1-P5 E1: Yeah, that was like encouraging hygiene even if the students were rude. We 

painted the toilet today and the next day the hall was written.  

R: Ooh  

FGDs1-P5 E1: Yeah that was sort of against to us because we tried to help and they even told us 

in the face that they are going to write. I think the mentality of the community they leave that they 

have. And also in terms of hygiene we also printed posters on hand washing, sleeping plenty 

because since they were students yeah, sleeping plenty, and like also the food they were supposed 

to eat in order to be healthy and being more productive in their studies 

R: Can you explain us more about that? Like the food they were supposed to eat. 

FGDs1-P5 E1: Heuuu, we talked to them about the food they can eat when they are studding, like 

we told them to avoid fatty food, when you are talking about food they were supposed to eat? Like 

fruits, fish. During our intervention, we found the community has a poor background, we talk to 

them and gave condoms and education we gave them also pamphlet on HIV and also we invited a 

guest speaker who talked to them about HIV, Teenage pregnancy, like concluding all the activities 

that we were doing during our intervention. 

R: Okay. Thank you. So related to what you said I can see that so many activities were based on 

illness prevention. I would like to know what you did on health promotion. Okay of course you 

did a part of health promotion, like telling them eating healthy food, like to avoid fatty food, eating 

fruits, sleeping enough. But, I would like to know if you did like home visit and what activities 

during home visit. 

FGDs1-P2B1: I did home visit. It was also part of our assignment. 

R: Yes  

FGDs1-P2: And in that home visit we did family history, in term of helping and from there we 

had to do also health assessment and we did some kind of health promotion because we had to tell 

them to change a few things in doing it correctly. 
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R: Like what for example?  

FGDs1-P2: Heuuu. Maybe in term of eating any meat meal with any other like vegetable .Also 

Like to prepare the food in term of boiling to avoid oil and to do some exercises at home.  

FGDs1-P5 E1: In term of nutrition, they could not afford like to buy like vegetable and all the 

staff. So we encouraged them to have a healthy nutrition and we taught them how to do the garden 

and plant vegetable and fruits because they have space. 

R: Okay. Did they do that? 

FGDs1-P5 E1: Some did. Some did not.  

R: Yes? Health promotion activities (no answer). Okay, others? (No answer)You did not do home 

visit? 

All: We did  

R: The home visit was it individual task or you went per group? 

All: Individual.  

R: Okay, so what did you do during the home visit? I think everyone has to say something. 

No answer 

R: Our College told us that she use to explain how to cook nice food, to eat healthy food like 

vegetable, to do some exercises, another explained that she helped them to understand the 

importance of healthy food and helped the family to do a garden. So I think you did also something 

else. What did you do? Can you explain to us? 

R: Yes? 

FGDs1-P1 A1: In addition on what she has done, I also checked the health line of the baby if it 

was update. Checked if the child got all the immunisation, if not, I advised to....., to go to the clinic. 

Okay. (Road to health guide)  
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R: That what you did? Okay. Thank you 

FGDs1-P3 C1. In our community we were not allowed to go to the flat so we end up interviewing 

people in the clinic. 

R: Okay. So since you didn’t do home visit, what did you do in the clinic? Can you explain to us? 

FGDs1-P3 C1: We asked family about family history and we were targeting the mother on health 

of their child. We checked for the baby, if the baby is getting all the vaccination 

R: Yes? 

FGDs1-P3 C1. And we found out that some (immunisation) they were missing and some not. 

Silence 

R: Okay . And what did you do? Others? 

FGDs1-P3 C1.Yes, I encouraged the mother to go to the clinic to get those vaccinations for the 

baby. Yeah 

R: Okay 

FGDs-P2 B1: For the family assessment likely I went to one flat. Heuuuuuu. What I did it is almost 

the same like others. Yeah. I just told them about. Heuu about the good way for preparing food for 

under five years.  

R: Yes 

FGDs-P2 B1: Sometime the baby does not want to eat. I encouraged them to give to the baby in 

small proportions at different time maybe an apple, and heuuuu, for the community where I was, 

there was no space for garden so I encouraged them to go to the market to buy. Where they can 

buy food and get a discount. 

Yeah, what I can say is that flat is not a good environment to raise a child. Yeah. There is no place 

for a child to play. That is it. Yeah. 
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FGDs-P6F1 In the family I did the home visit, people were able to get food for their children. So 

what I did, I encouraged them for the under-five, I encouraged them to give water, and on the 

hygiene. Like they have to bath the child maybe twice a day, and for preparing the food they need 

to wash their hands. Yeah. 

R: Okay. Is there any activity you did? 

FGDs-P6F1: Heuuu. The family that I went to, they were no waste disposal, they were just 

throwing things around the place.  

R: Humhum. 

FGDs-P6F1: Yeah, and I encouraged them like to buy these black plastics and to put inside 

everything because they have this travel collector trucks twice a week. Yeah, I encouraged them 

to put the waste in the plastic. 

R: Yeah. Remember you said that you did health assessment, family assessment and some 

interventions. So I would like to know if you went back in the community after a certain time. If 

so, can you explain what you did and how was it? 

FGDs1-P1 A1...........Yeah we went in September to do the evaluation. Okay. 

R: Okay. 

FGDs1-P5E1. Some people have changed.  

R: Humhum 

FGDs1-P1A1. Yeah, they were not the same like before we entered in the community. Some they 

used the knowledge to their own benefit. 

R: Humhum 

FGDs1-P5 E1Yeah. Like the part of the garden, some have done the garden. And for the children 

who had missed the immunisation, some were updated 
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For their hygiene, there was improvement.  

R: Okay. 

FGDs1-P6 F1. Yeah, during September we went in to the community, the sisters told us that there 

is a very a big change, the teenagers came to the clinic asking for condoms, and others even want 

the contraceptives like pills. We were very happy.  

In terms of the garden, we could see that it was grown up because we brought seed which was 

already seated. Yeah, it was very good.  

R: Okay Yes? What about others? You didn’t do the evaluation? Smiling and ask to A1: Was it 

positive or negative?  

FGDs1-P1 A1: Positive. 

R: Can you explain more when you say positive? Laughter (all moderator and participants. Yes? 

FGDs1-P1 A1: Well, heuu, our intervention was positive, because heuuuuu, we saw that things 

have changed. Also they was an improvement, like the municipally does provide, you know those 

black big plastics?  

R: Yes  

Yeah for some people in some areas. Some people just put things everywhere. Yeah.  

FGDs1-P2 B1. Yeah, at first teachers were complaining that the toilets were not clean. But now 

learners have changed and even spend more time in the toilet because it was clean. More laughter. 

R: Yeah. Thank you very much. You have mentioned some challenges like the problem of 

transport, the facilitator who was not there. So I would like to know if there are any other 

challenges you experienced during the community based health promotion and illness prevention 

programme 

FGDs1-P4D1. Lack of safety. 
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R: Lack of safety. 

FGDs1-P1A1:.Heuu. The community that we went in was not safe, not safe. Yeah, not safe. They 

are street kids or people in the street. When we worked there, we had to carry our bag tightly 

because you never know what can happen. They can even steal your phone. Yeah, that what I can 

say. 

FGDs1-P6 F1:. In our community, we face a really difficult time without a facilitator; we 

disagreed a lot during our interventions. Because one will come with a point and we will not agree 

with the point so we would disagree and I blame the facilitator because we got a low mark. We 

did not have a facilitator; we had to ask other groups, other facilitators and the fourth years. Yes  

FGDs1-P4D1: There was no guidance. Even when we were appointed a new facilitator and then 

the new facilitator had no idea on what happen, it was also like we all do not know. It was very 

hard for us. It was very very hard. 

R: Okay 

FGDs1-P4D1: So, it was very hard in terms of understanding all the procedures. We had the 

information but we did not know how to apply the information. So we have to ask assistance 

elsewhere. In terms of the facilitator, when it was time for intervention, the facilitator appointed 

for us was not there, she went back. I do not know, for some personal problems. So she went back. 

And also in terms of crime, let say they told us to go to the police because of the security, we 

should also always be accompanied by the security. We went to the police station on the first day. 

But during the whole period they were no police so we went there on our own risk. So we travelled 

on our own risk. So we had to go in groups so we know that we were safe. Otherwise we were not 

protected.  

So also the home visits were much tensed, because of risk, we were very scared. We could not 

know what to expect when you go alone. So some opted to go to the clinic or they just ask another 

group to go with them so they know that they were safe.  
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So safety and our facilitator in terms of assistance was our huge, huge problem that we faced in 

our community. 

R: Okay 

FGD1-P5 F1: And the substance abuse, in the community; the teenagers were using drugs; 

so we were like afraid. If they have been using drugs what can we expect them to do to us? 

R: Okay. Others? Any challenges? 

FGDs1 A1, Safety and transport. Yeah 

FGDs1-P4D1. And also for transport it was R50 a day. 

R: 50Rands? 

Yes, it was R50 a day, because our community setting was very far from (school). So we had to 

take 2 taxis. 

R: Humhum 

FGDs1-P4: So those 2 taxis are very expensive in a way. So they were not around so we had to 

connect and connect. So it was R50 a day so for 7 days imagine, and we had to go there for 2 

weeks, sometime for 3 weeks and we also had to prepare lunch. So had also to go back to town to 

have something and come back, so in terms of cost it was very costly for us. Others did not want 

to participate, because they did not have the money. Some were willing to go back but they were 

issue with money. So transport did cause pain like that. So in the future they should try to organise 

transport for the students. Our other alternative we did, we went with the medical school bus. 

R: Humhum 

FGDs1-P4D1: So we know that they do pass around the community. So we ask them to give us 

lift.  

R: Okay. 
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FGDs1-P4D1: So there was another alternative but in terms of time you become late because of 

the bus. 

R: Okay  

FGDs1-P4D1: Yeahhhhh. 

R: Another challenge? No? Silence…So what were the benefits now? Yeah, one of our college 

said that she gain a lot because she was happy to work in group. So what are others benefits did 

you gain during your community based health promotion and illness prevention programme? 

FGDs1-P4D1: In terms of the community, I learned to work with the different style. There was a 

mix, in terms of group. So when one is not willing to work you got another person to work. So I 

leaned that. And in term of my work, I learned to be more active, and also I became more aware 

of the fact that, I should not judge. And I’m actually experienced because, heuuu, previously before 

I experienced, I had a different perception of what the community was like. So when I did get 

back, I got a different perception. So yeah, that was the good experience I gain. For me that what 

I liked, I learned for me not to judge, you have actually to understand the place before I could 

actually put on judgement of that place because what I thought did not actually become the 

outcome. 

R: Okay. Others 

FGDs1-P2 B1. 

In the point of judgement, I learned that even though they were like heee, higher rate of teenage 

pregnancy, it is not like all of them they were looking for sex or for their pleasure. Some of them 

they got the sugar daddies so that they get money. They were from poor family background. So 

they needs sugar daddies to get money and boom they became pregnant. 

R: Humhum 

So that what I leaned there, the things that let them get pregnant and other things that they are 

doing. Okay (drugs, prostitution, and alcoholism) 
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FGDs1-P4D1. 

Another thing, heee, is not always the person that doing a certain thing. It is the circumstance that 

caused them to do certain things like prostitution because there was also a higher rate of 

prostitution. Also alcoholism caused by pear pressure. So sometimes it was the situation that 

caused them to do certain things. 

R: Humhum.  

So what we did, we tried to keep them out, showed them other ways to get things done, the way 

things must be done. 

R: Humhum. Okay. Other benefits? Yes? .......... You didn’t gain anything? What about you? 

Moderator addressing to C1. 

FGDs1-P3 C1: Laughing. I learned.  

R: Yes 

FGDs1-P3 C1: I gained how to approach people 

R: Yes, 

FGDs1-P3 C1: I learned how to talk to them 

R: Okay, that is positive. Others? Academically for instance? 

FGDs1-P4D1: Academically, in my community, I was the group leader of the group, so I learned 

a few skills in terms of equipping myself for the future and also how to go in terms of planning, 

getting the people to work together, and also, yeah, I think that what I learned.  

R: She said that she gained some skills in term of planning, leadership skills because she was the 

group leader. So anyone else? 

No response...... 
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FGDs1-P4D1: Also working with the group members. Not only beneficial from the top but 

benefiting all of us benefiting from each other. 

R: Okay. Yes, other one? You wanted to say something? 

FGDs1-P3 C1: No, I just wanted to add we learned the importance of working in a team  

R: Humhum. So, what is the importance of working in a team? 

FGDs1-P4D1: To respect to each other? 

FGDs1-P3 C1: It helped you to understand other people’s views, like haaa, this one the approach 

like you know is like useless; we learned to respect each other. 

R: Others? Any other comments? 

FGDs1-P4D1: But we also learned the bad effect of working in group.  

All participants, laughing 

FGDs1-P4D1: That is the negative effect of working in the group. In terms of...,.it also made me 

not to want to work in the group. I just prefer individual. Because group members, 80% of them, 

they are just not willing to work. This like, they just want to get the benefit but they do not want 

to work. So I also learned that in life some people are not just willing to work for things, some 

they want things being given to them some want to work. So it is up to you to integrate that and 

be a better person. 

R: Humhum. Wonderful! That was really a good experience. This will help you even in the future. 

So another one? B, you were saying something? 

Me? (B1.)  

FGDs1-P2 B1: Yes  

About the team work, I learned that we have to respect one another’s opinion.  
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R: Hum hum 

FGDs1-P2 B1:Yes. 

FGDs-P6 F1: And I learn to work hard. Yeah, we really worked hard in the group and we even 

raised money, even though if it was not easy but we did. Okay  

FGDs-P5 E:I also gained because before I did not know, I thought nursing is just seeing a patient 

at the..., carry to the clinic with different illnesses while nursing is not only all about that, it is like 

there is something outside of the health problem like the social, economic status of the people. So 

I learned that nursing is not a one way working of concentrating on nursing, we also have to go to 

the community in order to prevent, or to decrease the number of people who are coming to the 

clinic or to the hospital, We have to start to the community like doing intervention, to do talks. 

Yeah  

R: So you learned, so in short I can say you learned that health promotion and illness prevention 

is very important.  

FGDs-P5 E1: Yes, it is very vital. 

R: Okay, okay. Yes A? 

FGDs-P1 A1:. And I also learned that people in the community are very cultural. In our 

community they are Sangomas, they also do things like this, they do hee, illegal abortion.  

FGDs1-P4 D1: Because heuuu, in terms of the illegal abortion, also they are not prepared, not 

registered they are also practicing midwifery, they are not registered because they even do not live 

in to the hospital so they are illegal midwifery, so there is a lot of crime there. 

FGDs-P6 F1: They (illegal midwifery & Sangomas) even try to give treatment, the sisters at the 

clinic said that the people with TB do not take treatment at all. So yeah. 

Moderator: And what did you do with this information?  

FGDs-P6 F1:………..Sigh 
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FGDs1-P4D1: We tried to talk to them (Patients who likes to consult Sangomas or illegal health 

professional) to people at the clinic to receiving treatment. And what treatment actually does to 

you in the body and if you stop taking it this is what happen. So we just tell them about the effects 

of not taking treatment, so we tried to prevent the not taking treatment by telling them why they 

should take the medication. 

FGDs1-P6 F1: And we encouraged them (illegal health professional & health workers at the 

clinic) to wear the mask at the clinic health because we never know if you seat with people, person 

with TB. 

R: Did they do it? 

F FGDs1-P6 F1:1: I’m not sure because we did not ask about. They were ignorant.  

R: What did you feel when you saw that they were ignorant? Or maybe you did you be able to do 

something?  

FGDs1-P6 F1: Maybe weeeee.....did not tell them the required information or maybe sometimes 

you cannot change the perspectives and culture mentality. But there is something the people grew 

up with and still had; that the ’’young person, what do you know?’’ Even if you are health care 

profession, they still have it that this young person (nurse) does not know anything. So we may try 

but this ignorant perception would work. But we did try to change their perception.  

FGDs1-P5 E1: Yeah, and also in my community, having my Swazi culture background; it is only 

a culture that when somebody like loose a relative, or something that they will mourn, people will 

contribute money to help or will use anything that will help.  

In case of my group, the counsellor that we were given to go with around the community lost her 

dad during our community, yeah, like counsellor with low economic status, and I was so happy 

with my group members because we come to a decision that we have toooo, like contribute money 

and do something. So we bought vegetables and a lot of staff. Each of us gave like 1O to 15?... 10 

to 20Rands. That is maintaining so much to meeee. Yeah. 

R: Any comment? 
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Silence...... 

R: Thank you so so much. I really appreciate your participation which was very fruitful, good lack 

for your exam. Yeah thank you so much for your input and you will get the information in our 

report. If you have any question we are still around. Thank you. 

Participants: Thank you 
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