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ABSTRACT 

This study identifies the Integrated School Health Programme’s implementation 

constraints in (Ekurhuleni Metropolitan Municipality, Southern Region), and describes 

how these constraints have affected the implementation of school health services.  

This predominantly qualitative study employed the structured interview-based research 

design and focus group discussion approaches, with the target population consisting of 

school health nurses and educators working with them in Ekurhuleni Metropolitan 

Municipality, Southern Region. The criterion-referenced sampling strategy was opted 

for, because of the researcher’s knowledge of the research environment. The focus 

group discussions, structured interviews and participant observations complement the 

study’s data collection methods.  

The principal findings depicted the Integrated School Health Programme was not as 

effective as expected in its implementation. The main constraints were identified as lack 

of resources and knowledge; and poor teamwork of the Department of Health, the 

Department of Basic Education, and parents. Emanating from these findings, the study 

recommends innovative collaboration mechanisms between the two government 

departments, and that relevant and sufficient resources should be allocated for 

effectively implementing the Integrated School Health Programme. 

Key words: integrated school health programme, school health team, school health 

nurses, implementation constraints, collaboration. 
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CHAPTER SUMMARY  

The study’s six chapters are organised in thus: 

CHAPTER ONE: OVERVIEW OF THE RESEARCH PROJECT 

This introductory chapter outlines the study’s background, context and research 

problem itself. Further, the chapter also outlines the broad aim and objectives; 

associated research questions, the study’s value and definition of key concepts, 

followed by a synoptic outline of the design and research methods, including quality 

assurance mechanisms and ethics; concluding with the scope of investigation. 

CHAPTER TWO: LITERATURE REVIEW 

This chapter provides multiple intellectual perspectives on the international and South 

African environments of integrated school health programmes (SHPs) derived from the 

systematic search, identification and synthesis of various kinds of consulted sources. 

The chapter also provides an outline of constraints in the implementation of the 

programme, the impact of the identified constraints, and the experiences of school 

health nurses (SHNs) as derived from other studies undertaken elsewhere in the world, 

including some Sub-Saharan African countries.  

CHAPTER THREE: THEORETICAL FRAMEWORK 

This chapter posits and integrates the general systems theory into the study’s 

theoretical grounding, with its major principles presented for their thematic relevance or 

applicability in the research.  

CHAPTER FOUR: RESEARCH METHODOLOGY 

The critical research design is discussed, including reasons for its adoption. Qualitative 

data was obtained in the form of narrative statements obtained from interviewing the 

school health educators working with school health teams (SHTs). Focus group 

discussions (FGDs) with school health professionals and participant observations (with 

school health professionals, promoters and educators), complemented the study’s data 

collection approaches.  

CHAPTER FIVE: DATA PRESENTATION AND ANALYSIS 

A detailed analysis is presented, adding with interpretation of the findings, also 

discussing, comparing and substantiating their veracity or otherwise in the context of 

literature from other studies. 

CHAPTER SIX: SUMMARY, MAIN CONCLUSIONS AND RECOMMENDATIONS 

The main conclusions and recommendations find resonance in this chapter.  
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CHAPTER ONE: STUDY OVERVIEW  

1.1 INTRODUCTION 

An integrated school health programme (SHP) reflects a very important policy initiative 

aiming to advance school children’s health through interventions such as disease 

prevention, early case detection, referral for relevant intervention, and remedying 

specific health problems (Shung-King, 2013). These interventions facilitate inclusive 

health care activities required in addressing health social characteristics and influences 

(Mohamed, Struthers and Sanders, 2013). A school health programme advances 

children’s physical, mental and social well-being (ISHP, 2012). In the latter regard, an 

ISHP is pivotal in accomplishing Sustainable Development Goals (SDGs) 2 and 3, both 

of which respectively promote universal primary education and elimination of gender 

inequalities in the primary and secondary schools. Consequently, a concerted emphasis 

on sexual and reproductive health interventions inevitably impact on fighting HIV and 

AIDS and reducing high maternal mortality and teenage pregnancy prevalence rates 

(ISHP, 2012). Also, improved nutrition programmes in schools and social support 

services will benefit efforts to achieve Sustainable Development Goal 1 (ISHP, 2012).  

 

Childhood is a learning age and a time for children to start developing health practices 

and attitudes, which is one of the primary reasons for the ISHP being introduced by the 

DOH and DOBE in schools to enhance the general well-being of children in schools 

(ISHP, 2012). It has been argued that the success of the SHP demands effective co-

operation between the DOH, DOBE and DOSD (Shung-King, 2013.The ISHP highlights 

health problems among school children, such as audio-visual impairments, HIV and 

AIDS, poor oral health, as well as mental health issues induced by psychiatric disorders 

and risky behaviours that include substance abuse and unsafe sexual practices (ISHP, 

2012). Following is the background/ context of the problem being studied.  

 

1.2 THE RESEARCH PROBLEM’S CONTEXT 

According to the World Health Organization (WHO, 1996) a school health programme is 

a combined repertoire of services designed for learners’ comprehensive wellness. Also, 

such a programme maximises the learning capabilities of school children. Healthy 

children were more inclined to learn more effectively and more productively. 

Additionally, such a programme principally promotes holistic care and improvement for 

all learners’ health and education, from primary to high schools. Government has 

committed itself to the motto: “Put children first” by ensuring that the country upholds the 
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rights of children, and that every child develops to their maximum potential (ISHP, 

2012).  

 

In 2010, the South African government reiterated its commitment to reinstating health 

programmes in all government-funded schools. The commitment itself was consonant 

with providing primary health care (PHC) services to communities (ISHP, 2012). The 

latter approach encompasses all health care elements, with particular emphasis on 

health care prevention and promotion approaches. In its pursuance of broadening 

school health care access, it was also the intention of the ISHP to ensure all children’s 

educational rights by making South African schools safe learning centres providing 

support and care as well. It was observed that generally, many school children suffered 

from a range of preventable diseases such as poor or bad vision, dental diseases and 

hearing difficulties (Child, 2014). In concurrence, former Health Minister, Dr Aaron 

Motsoaledi mentioned that one third of Grade 1 pupils in the country experienced audio-

visual and speech impairment challenges. Such health problems impact adversely on 

the learning potential of school children, given that early childhood dental carries is a 

continuing pandemic globally.  

 

The occurrence rates of dental carries in children from three to five years of age differs 

among continents and countries. Some published studies depict a high occurrence rate 

of 38%-45% in Africa (WHO, 2016). Furthermore, Professor K Naidoo of the Brien 

Holden Vision Institute’s study conducted with the University of Kwa Zulu Natal (UKZN), 

reported that 5%-7% of all school-age children in South African were in need of eye 

spectacles (Williams, 2014). In addition, loss of hearing among the school-age 

populations was about 11.3%. Research that focuses on such prevalence rates in South 

Africa is scant, with the completed studies only limited to unrepresentative smaller 

groups of society’s macrocosm (ISHP, 2012). The South African ISHP also identified 

many social factors impacting negatively on children’s health and educational 

development, including poverty and households headed by orphans due to the death of 

parents dying from HIV and AIDS (HSRC, 2009). The ISHP also considered food 

insecurity, malnutrition (including under- and over nutrition) and aftermaths such as 

obesity and stunting (Mohamed et al., 2013).  
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Many Ekurhuleni school children are either infected or affected by the HIV/ AIDS 

epidemic. Latest statistics suggest that 450 000 people in this metropolitan area are 

HIV-positive, with 167 698 of them on ARVs, of whom 7 243 are children under 15 

years of age (Kempton Express, 2015). As a result, their ill health was most likely to 

cause further problems of dropping out of school or underperformance in their learning, 

psycho-social and mental health effects arising from being discriminated against and 

the death of an HIV-infected family member. Such a situation warrants that risk-

attracting behaviours such as substance abuse, unsafe sexual practices and violence 

should be addressed, especially during adolescence.  

 

School health teams (SHTs) constitute a pivotal aspect of the delivery of the ISHP in 

schools. These teams largely focus on holistically preparing children for healthier 

adulthood lifestyles. As such, they are involved in the physical, mental, emotional and 

moral development of children at school, healthy lifestyle promotion and addressing 

psycho-social and terminal health situations (Shung-King, 2013). Since 2014, the 

successes of the ISHP has been noted in areas such as delivering the human papilloma 

virus (HPV) vaccination. The HPV vaccine targets Grade 4 girls (9-12 years) for the 

prevention of cervical cancer (HPV Vaccination Field Guide, 2014). To date, the HPV 

vaccination programme has registered great success. Only a few misconceptions still 

need to be addressed through continued education and awareness by both the SHTs 

and the Department of Health. 

 

1.3 PROBLEM STATEMENT  

Researchers articulate problem statements by developing an argument which explains 

and justifies the need for the study to be undertaken (Polit and Beck, 2017:69). 

Accordingly, ISHP implementation constraints in this study – especially in Ekurhuleni 

Metropolitan Municipality - constitutes the most critical rootedness of the research 

problem. The ISHP is fundamentally premised on the holistic development, 

improvement and maintenance of the health of school children. Although the ISHP has 

been in existence for several years, its success and efficacy have not yet been fully 

realised. The research problem, therefore, is centrally located in the implementation 

constraints that have characterised some of the critical aspects of the ISHP since its 

2014 inception. Such constraints have the potential to deny the children of the full 

benefits accruing from this programme.  
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The range of ISHP implementation constraints in the Ekurhuleni Metropolitan 

Municipality are encapsulated by authors such as Mekgwe (2013) and Lerutla (2013), 

amongst others. Fundamentally, these constraints are embedded in human, fiscal and 

infrastructural resources. It has been established that resources required for SHTs were 

not considered according to annual school enrolments. In this regard, the current school 

health staffing norms were not adhered to (i.e. 1 (one) team per 4 000 learners 

annually), in observing ISHP directives and stipulations. This has caused acute regular 

health care service shortages delivery shortages to all schools in one year as the 

available school health teams were incapacitated to do so (Mekgwe, 2013). Therefore, 

the disproportionate distribution of SHTs and the schools themselves implies that not all 

SHTs in Ekurhuleni had an equal number of personnel required for the school health 

services.  

 

Lerutla (2013) emphasises that budgetary constraints have always been cited as the 

most profound reason for non-provision of health care services to the Ekurhuleni 

schools. Consequently, additional school health personnel could not be made available 

to the affected schools in the area, meaning that the implementability of the ISHP is not 

as effective as it should be. Similarly, fiscal challenges in the municipality’s budget 

allocations have had adverse effects on the much-needed infrastructure over the years. 

Trends in the growth of the population growth in Ekurhuleni means the need for more 

schools is irrefutable, as is the case with the refurbishment of existing schools. Khumalo 

(2017) illuminates that at provincial level, Ekurhuleni accounted for 1 289 of Gauteng 

Province’s 4 446 teenage pregnancies in 2015. The figures include the Kathorus area – 

the current study’s research setting.  

 

In order for the ISHP to achieve its objectives successfully, these constraints should be 

identified and addressed. The ISHP’s failure to address its constraints pose a barrier to 

key health and educational outcomes of school children. Healthy children are capable of 

utilising every learning opportunity provided to them, and this enhances the ultimate 

goal of producing healthy and productive citizens.  

 

As a professional involved in the ISHP’s implementation, the researcher has observed 

considerable disjuncture and constraints in the ISHP’s implementation in schools in the 

Southern district of Ekurhuleni Metropolitan Municipality (EMM). The researcher 

maintains that the study will help identify matters of concern about the programme and 
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its implementation, which will assist to engender positive change and improvement in 

the overall health of the children.  

 

1.4 PURPOSE OF THE STUDY  

Brink et al., (2013:65) allude to a conceptual difference between aim, purpose, and 

study objectives. A study purpose or aim is premised on the researcher’s general or 

broad intentions for conducting the study. In that regard, the research aim or purpose is: 

To identify ISHP implementation constraints in Ekurhuleni Metropolitan Municipality 

(Southern Region), and to describe or explain the impact of these constraints on optimal 

health services delivery for schools in this municipality. Since the ISHP’s 

implementation rests in the purview of SHTs, the exploration of the knowledge, 

perceptions and experiences of the SHTs in Ekurhuleni will facilitate the identification of 

any implementation constraints and their impact on health care service delivery.  

 

1.4.1 Study Objectives  

Unlike the generalistic approach of a study’s purpose, study objectives relate to specific, 

measurable, attainable, time-specific activities undertaken to manifest the researcher’s 

intentions and reasons for undertaking the study (Brink et al., 2013). Therefore, the 

objectives were articulated thus:  

• To identify the Integrated School Health Programme’s implementation constraints in 

schools in the Southern District of Ekurhuleni Metropolitan Municipality;  

• To describe impact of the identified implementation constraints on school health 

care services delivery in Ekurhuleni Metropolitan Municipality;  

• To describe the perceptions, knowledge, and experiences of school health teams in 

implementing the ISHP; and 

• To identify possible remedial interventions for improving health care service delivery 

and maximising the ISHP’s benefits to the children. 

 

1.5 RESEARCH QUESTIONS 

Each research question below, correspondingly addresses a particular study objective 

as sequentially listed above. 

• What are the Southern District of Ekurhuleni’s implementation constraints regarding 

the ISHP? 

• What is the impact of the identified implementation constraints or problems on the 

rendering of school health services in Ekurhuleni’s Southern District? 
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• What ISHP implementation experiences have school health had in Ekurhuleni?  

• How can these constraints be alleviated in order to apply effective ISHP 

implementation and improvement strategies to benefit learners? 

 

1.6 STUDY SIGNIFICANCE  

The study’s significance underpins its value or contributions in the field of knowledge 

pertaining to the investigation (Brink et al., 2013; Polit and Beck, 2012). In this specific 

investigation (in which some critical aspects of the ISHP are being investigated), the 

findings and recommendations of the study will serve as a helpful reference point for 

school health policymakers in addressing the implementation challenges and problems 

of the ISHP. It is envisaged that such an orientation by policymakers and experts in 

school health policy will ensure improved ISHP implementation and increased benefits 

to school children. It is also expected that the study’s value should be observable in the 

degree to which it brings more attention to the ISHP, thus ensuring more of support by 

the relevant national, provincial and local government authorities in a harmonious and 

collaborative manner. In this respect, effective partnership of the DOBE, DOH and 

DOSD is indispensable.  

 
This study could be of seminal value when taken as a starting point for other provinces 

in the country that encounter similar ISHP implementation challenges as those 

prevailing in Ekurhuleni. This will help other provinces identify the gaps they might be 

having in their respective areas, and therefore, be able to address such gaps to improve 

their systems as well.  

 

1.7 MAIN CONCEPTS 

Defining key concepts provided a context or framework of those core variables 

associated with the research topic or its identified theories (Marshall and Rossman, 

2011). The thematically linked key concepts listed below are sequenced alphabetically, 

which does not suggest any hierarchical importance in the study.  

 

AIDS: Abbreviation for the Acquired Immuno-Deficiency Syndrome, which is a terminal 

and potentially hazardous condition whose cause is the human immunodeficiency virus 

that destroys the body’s human immune system and ability to defend itself against 

pathogens (Van Dyk, Tlou and van Dyk, 2017).  

 

Constraint: Anything that imposes a limit, barrier or restriction, thus preventing an 

anticipated occurrence from taking place (Cordon, 2013). 
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HIV: Abbreviation for the Human Immunodeficiency Virus which infects and annihilates 

the immune cell system, resulting in impairment of its function. HIV infection 

progressively causes the immune system’s deficiency and deterioration. The immune 

system reaches “deficiency” when unable to defend the body against diseases and 

opportunistic infections that attack weak immune systems (WHO, 2017).  

 

ISHP: Abbreviation for the 2012 Integrated School Health Policy of the DOH and DOBE 

to improve health services in South African schools. The ISHP also constitutes the basis 

for school health programmes in the country (ISHP, 2012). 

 

Mental health: The state of an individual’s mental wellbeing as induced by 

psychological, physical and social factors and likely to necessitate a psychiatric 

evaluation (DOH, 2002).  

 

School children: In this study, “school children” shall refer to 6-12 year old children 

who are beyond the early childhood development (ECD) stage, and are attending 

primary school (Grades 1-7) in the General band stream of NQF level 1 (DOBE, 1996). 

 

School health programme: Combined services intended for learners’ general wellness 

(ISHP, 2012). 

 

Substance abuse: The inappropriate or unlawful indulgence in psychoactive 

substances, including alcohol and illicit drugs, resulting in harmful or hazardous effects 

to the user (Department of Social Development, 2013). 

 

Unsafe sexual practices: Unprotected sexual activity or intercourse without using 

female or male condoms outside of a single-partner, long-term relationship, especially 

before the age of 18 years (Human Sciences Research Council/ HSRC, 2009).  

 

1.8 DESIGN AND METHODS  

The study’s Chapter Four presents a more detailed discussion of the research design 

and methods. A research design entails the philosophical tenets that inform the 

approach adopted for the overall planning, management and execution of the study 

relative to the specific nature and type of the data collection instruments (Almalki, 2016; 

Burrel, 2017). The interpretivist qualitative research design approach has been adopted, 

supported by its exploratory and descriptive elements. The interpretivist research 

philosophy/ paradigm derives from the subjective worldview according to which the 
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research participants or informants provide an ‘insider context’ of the investigated 

phenomenon (Hesse-Biber and Leavy, 2011).  

 

Creswell (2013) contends that qualitative research occurs in natural settings in which 

research participants have directly experienced the investigated problem or issue, and 

the researcher assumes a primary role in the data acquisition process in observing the 

self-same participants’ non-verbal behaviour. In addition, qualitative methods are 

especially useful in exploring the full nature and magnitude of a phenomenon (or some 

of its aspects) that is/are least understood (Babbie and Mouton, 2010; Creswell, 2013). 

In this regard, exploratory qualitative research design facilitates more insightful 

understanding and meaning of a human or social problem from the perspectives of 

individuals or groups with the closest vantage or experience of the particular problem 

(Yin, 2016).  

 

1.8.1 Data Collection, Management and Analysis 

Adding to the review of literature for mainly theoretical and secondary data collection 

and information gathering, structured in-depth interviews for health educators 

complemented focus group discussions (for SHNs) and participant observations (for 

both these educators and nurses) that were enhanced with the researcher’s field notes. 

The interviews were held with educators allocated to the SHTs in each school within 

Ekurhuleni Metropolitan Municipality (Southern District). Kumar (2015:151) intimates 

that in-depth interviewing was a form of ’live’ conversations with the researcher and 

informants in which understanding of their perspectives and experiences was obtained. 

The latter perspective by Kumar coheres with the interpretivist perspective of 

participants as insiders whose views could not be ignored (Ehrlich and Joubert, 

2014:350).  

 

Meanwhile, school health nurses (SHNs) were involved in the focus group discussions 

(FGDs), during which the researcher concertedly observed their non-verbal behaviour 

as a means to detect their attitudes towards the issues being discussed. Kumar 

(2015:341) further clarifies that participant observation in qualitative research enables 

the researcher to understand the informants’ real living experiences and conditions. 
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Following collection of the audio-recorded data, the participants’ narrative statements 

were transcribed verbatim in an Excel sheet, after which it was categorised according to 

its recurring patterns (Babbie and Mouton, 2010; Creswell, 2013). Finally, thematic 

analysis was employed to organise and synthesise the recurring patterns of statements 

according to their main categories and themes in preparation for developing the study’s 

findings on the strength of the evidence that emerged from the input and perspectives of 

the participants themselves (Bryman, 2012).  

 

1.8.2 The Study Setting and Sampling Context 

The researcher held the study in ten schools of the Southern District in Ekurhuleni 

Metropolitan Municipality. It is also worth mentioning that the EMM’s Health Department 

is principally tasked with basic healthcare in 93 clinics (11 mobile clinics, 8 (eight) 

community health centres, 20 satellite clinics and 74 fixed clinics). The EMM is 

continuously striving for maximum provincial health services functional integration 

(Ekurhuleni Metropolitan Municipality, 2017).  

 

The sampled participants consisted mainly of two categories, namely: school health 

nurses and school health educators (with Life Orientation/LO teaching experience) 

allocated to work with SHNs in school health teams. The criterion-referenced sampling 

strategy was employed in this study, based on the variability of the participant 

categories, as well as the researcher’s understanding and experience of the Ekurhuleni 

Southern District’s research environment (Ehrlich and Joubert, 2014:491; Kumar, 

2015:348).  

 

1.9 DATA QUALITY TRUSTWORTHINESS AND ASSURANCE  

Data quality assurance underpins the process of monitoring, evaluating and ensuring 

trustworthiness in the research process and its findings. In this qualitative study, the key 

quality assurance measures of ensuring the study’s trustworthiness were the internal 

and external validity, objectivity and reliability. In the quantitative research context, 

measures to ensure trustworthiness are referred to respectively as credibility, 

transferability, dependability and confirmability (Creswell, 2013; Waliman, 2015).  

 

1.9.1 Credibility 

Credibility (internal validity) is largely premised on the researcher’s and participants’ 

confident validation of the results as an accurate and truthful reflection or account of 

analysed data (Creswell and Miller, 2000; Polit and Beck, 2017:559). Necessarily, the 
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researcher captured relevant information by strictly focusing the in-depth interview 

questions and discussions only on ISHP constraints. Furthermore, the researcher 

ensured that the research process and its results were subjected to external peer 

review. Accordingly, expert research methodology practitioners were consulted to 

review the study in its entirety. A data analyst was also consulted to check the veracity 

of the data capturing and data interpretation processes in order to establish the 

authenticity or otherwise of the findings, conclusions and recommendations. In addition, 

the researcher engaged with the three participant sub-groups to ensure that the findings 

were not a misrepresentation of their actual experiences.  

 

1.9.2 Transferability 

The study’s external validity (transferability) refers to the extent of the study findings’ 

applicability in other research settings or groups displaying similar features with those 

under which the initial study was conducted (Polit and Beck, 2017:560). This implies 

that the knowledge obtained in original context should be also relevant in another 

context, and researchers interested in the same phenomenon being investigated (i.e. 

ISHP constraints) should be able to use certain concepts which were initially developed 

and arrive at approximately similar conclusions replicating the original setting. A peer 

debriefing and audit trail mechanism were employed by formally detailing a written 

account of all steps, stages and decisions taken throughout the entire research process. 

A well-documented account of the study enables interested researchers to determine 

whether or not the findings could be applicable to other contexts (Donley and 

Graueholz, 2012).  

 

1.9.3 Reliability/ Dependability 

The study’s dependability or reliability ensures the research findings are repeatable, 

stable and consistent (Donley and Graueholz, 2012; Polit and Hungler, 2010: 243). The 

aspect of reliability/dependability was ensured by keeping a documented trail or audit of 

the study from its conceptualisation to the final report writing stage. Such an audit trail 

authenticates the research report and its findings as a true reflection of the investigative 

process. 
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1.9.4 Objectivity/ Confirmability 

Objectivity or confirmability is the degree of corroboration allocated to the study’s 

findings, accuracy and relevance as reflecting participants’ own perspectives (Polit and 

Beck, 2017:560). It is through objectivity that assurance is obtained that no distortion of 

any information took place in support of the researcher’s preconceived notions or 

worldview regarding some aspects of the findings. In this regard, objectivity ensures a 

degree of congruence between the collected data and the research findings. Objectivity 

was applied with the researcher’s involvement in prolonged engagements with 

participants to check whether or not they agreed with the study findings (Polit and Beck, 

2012:733). 

 

1.9.5 Authenticity 

Authenticity situates the findings as reflecting the researcher’s truthful and honest 

account of the participants’ knowledge, perceptions and range of experiences and 

realities (Streubert-Speziale and Carpenter, 2011:351). Accordingly, the researcher 

ensured authenticity by utilising an audio recorder for capturing the informants’ verbatim 

statements to ensure their originality and genuineness even before the interview 

transcription process. To ensure truthfulness and genuineness in this research study, 

the researcher authorised an external researcher to conduct a full assessment of the 

research process. 

 

1.10 ETHICAL CONSIDERATIONS 

Such considerations premise mainly on the moral, legal and professional etiquette and 

principles guide the nature of the researcher-participant relationship (Almalki, 2016; 

Polit and Beck, 2012:154). In this regard, the following ethical considerations were 

adhered to: informed consent; anonymity, privacy and confidentiality; beneficence and 

non-maleficence, as well as the principle of justice/ legal recourse.  

 

Before the study commenced and any engagement with the sampled participants at the 

selected research sites were undertaken, ethical clearance was applied for, from 

UNISA’s Research Ethics Committee (REC), after which the researcher then negotiated 

entry to the respective ten schools by means of formal letters of request to the relevant 

authorities under whose jurisdiction these schools were placed.  
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1.10.1 Informed Consent 

This is the participants’ confirmation and agreement of their voluntarily participation after 

the researcher fully disclosed every aspect of the study (Kendall and Halliday, 2014). 

Accordingly, every participant was fully informed about the study aim, about their rights 

during their participation in the study, and what their participation would involve. 

Participants who agreed to the fully disclosed study information were then requested to 

sign the designated form as proof of their consent (see Annexure 8). As autonomous 

beings, it was envisaged that the participants were capable of making decisions (on 

whether to participate or not) on their own, uncoerced by the researcher. Neither were 

they induced by any form of financial or other gain. It is in this regard that informants 

were notified of their right to withdraw from further involvement at any juncture of the 

interviews and FGDs, if they perceived any violation of their human rights either by the 

empirical process itself or the researcher herself.  

 

1.10.2 Privacy, Anonymity and Confidentiality 

These three above-mentioned ethical principles imply that none of the participants’ 

identities and personal details were publicly known or shared, especially those 

individuals who were indirectly affected by the proceedings of the study (Kendall and 

Halliday, 2014). The researcher ensured that the sampled participants’ names were not 

mentioned both in the draft and final reports of the study. Furthermore, their audio-

recorded statements were digitally stored soon after the transcription process, and only 

the academic supervisor and the researcher were privy to this information, which will be 

disposed of after a period of 5 (five) years.  

 

1.10.3 Non-Maleficence and Beneficence 

Non-maleficence implies that there should be no intention by the researcher to expose 

the participants directly or indirectly to any physical, emotional or psychological harm 

(Parahoo, 2006). In this regard, the researcher ensured that both the FGDs and 

interviews were held in pre-arranged safe and cordial staff rooms of the respective 

schools. In addition, structured interview questions were strictly focused on ISHP 

constraints. At no stage did the researcher veer into the personal lives of the 

participants, for instance.  
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In tandem with non-maleficence, the principle of beneficence implies ‘doing good’ to the 

beneficiaries of the study and society as a whole (Bryman and Bell, 2015). It is the 

intention of this research study to contribute to policy-related improvements in the 

implementation of the ISHP. Against this background, the researcher ensured the 

participants’ awareness of such benefit to school children being serviced by the SHTs. 

 

1.10.4 Justice/ Legal Recourse 

The principle of justice entails the fair treatment of the participants and observance of 

their human and natural rights as juristic persons, and not mere research subjects 

(Epstein and Carlin, 2012). As such, participants were treated fairly and equally, with no 

individuals or group receiving any preferential treatment on account of their position in 

society.  

 

1.11 SCOPE OF THE STUDY 

‘Scope’ or ‘boundaries’ premises on either the geographical, methodological or 

conceptual parameters within which the investigation is located or delineated (Babbie 

and Mouton, 2010; Creswell, 2013). Geographically, the scope of the study focused 

only on the Southern District of the Ekurhuleni Metropolitan Municipality, and not the 

entire Ekurhuleni area. Methodologically, the study confined itself to only a qualitative 

research design, and did not employ a mixed-methods approach. In the conceptual 

realm, the study focused mainly on the implementation aspect, and did not integrate the 

development aspect of the ISHP as a policy nuance. In the articulation of the study’s 

scope, the researcher also intimates that its scope is differentiated from the study’s 

limitations, which have been presented in Chapter 6.  

 

1.12 CONCLUSION 

The chapter presented a synopsis of the study’s most salient aspects, each of which is 

presented and discussed in greater detail in the following chapters. The constraints 

pertaining to the ISHP are conspicuous. Therefore, it is evident that the school health 

programme needs strengthening in order to facilitate effective delivery of health services 

to schools. The country has a responsibility towards the health and general welfare of 

school children and the youth, which can be achieved through strengthening of the 

ISHP. that the researcher envisages the study’s contribution to a positive change in the 

policy initiatives intended to improve the ISHP’s implementation and therefore, yield the 

greatest benefits to the school children and society in general.   
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CHAPTER TWO: LITERATURE REVIEW 

2.1 INTRODUCTION 

The preceding discussion highlighted a synopsis of the main research variables that are 

presented and discussed in more detailed emphasis in various chapters throughout this 

research study. The different research variables, or critical units of analysis, basically 

highlighted the general parameters of the study’s theoretical/ abstract and practical/ 

empirical domains (Zikmund and Babin, 2010). The literature review, on the other hand, 

provided a context and framework against which both the conceptual domain of 

integrated school health policy in its application and constraints in Ekurhuleni were 

viewed from the different perspectives of scholars, experts and practitioners in the field 

of school health policy (Clark, M.J. 2008; Polit and Beck, 2017:114; Yin, 2016).  

 
Various secondary sources of literature were consulted (searched, identified and 

analysed) in relation to their relevance to the research topic (Corbin and Strauss, 2008). 

Consulted literature sources included academic books in reputable libraries, academic 

conference proceedings, published and unpublished scholarly exegeses, peer reviewed 

scholarly papers in accredited journals, databases and search engines (e.g. Google 

Scholar, ResearchGate), as also including official policy documents and reports of the 

South African government (Burrel, G. 2017).  

 
In terms of the multiple scholarly perspectives derived from the reviewed literature, the 

current chapter is demarcated into a three-fold approach focusing on international, 

African and South African contexts of integrated school health policy. The international 

context was helpful insofar as providing a basis for comparing South African trends, 

practices, theoretical and methodological developments from which lessons could be 

learnt (Bogdan and Biklen, 2007). It is on the basis of different scholarly perspectives 

and studies that literature gaps were identifiable regarding the practice of integrated 

school health policies. In this regard, and for purposes of this study, the consulted 

literature projects a picture of some dissimilarities and commonalities in integrated 

school health practice or application (Ehrlich and Joubert, 2014:69). For instance, 

integrated school health programmes are linked to a human rights culture in most cases 

worldwide, and experience budgetary constraints as well, especially in developing 

economies (Christian, Todd, Davies, Rance, Stratton, Rapport and Brophy, 2015). 

However, every country applies its school health policy framework in accordance with 

its regulatory or legal imperatives (Adomowitsch, Gugglberger and Dur, 2014).  
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2.2 INTERNATIONAL CONTEXT OF INTEGRATED SCHOOL HEALTH  
As a concept or phenomenon, school health is recognised globally as a mechanism for 

advancing schoolchildren’s health and wellbeing in safe learning environments 

(Coombe, 2002). In its integrated form, school health is a means to advance and 

support the basic human rights of both health and education for school children. It is 

primarily for this reason that careful coordination of the health and education sectors is 

very important. Healthy and knowledgeable young people attending school are the 

scions of a healthy and knowledgeable nation, which carries huge socio-economic 

currency for the future of any particular country (Shung-King, 2013).  

 

Schools are generally viewed as relevant sites for health promotion because more than 

a third of young people’s time is spent at these institutions (Roux ,2013). Schools are 

also advantageous because of their potential to reach both the advantaged and 

disadvantaged sectors of the population of young people. Outside of the home, it is 

mostly in a school setting where the range of young learners’ attitudes and behaviours 

are significantly changed or influenced by well-trained personnel who are guided by the 

school curriculum or structured learning programmes as part of the school health 

promotion initiatives(SHE, 2013).  

 

Promoting health in schools entails upliftment of schools by means of coordinated 

activities that are specifically intended to protect and improve the entire school 

community’s health (Abedi et al., 2016; Coombe, 2002). Primarily, health promotion in 

schools also aims to empower young learners (who are future adults and leaders of 

their countries) with knowledge, skills and opportunities for making knowledgeable 

health decisions (Abedi et al., 2016; Gorman, 2017).  

 

Country-to-country definitions and practices of school health promotion are themselves 

reflective of the approach adopted to health and the agency by means of which the 

promotion of health in schools is expected to be executed (Armstrong and Rispel, 

2015). For purposes of this study, the UK and the US are particularly referred to, due to 

their longstanding and established traditions of professional nurses participating in the 

public schooling system (WHO, 2007). For instance, in the United Kingdom (UK), 

reference to ‘specialist community public health nurse’, ‘school health advisor’ or ‘public 

health nurse’ (instead of ‘school health nurse’) reflects the integrated public health 

system’s policy orientation (Royal College of Nursing/ RCN, 2012). Such a context 
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provides for school health promotion through the agency of the specialist, advisor, or 

public health nurse whose responsibilities reflect an integrated focus on schools and 

communities, rather than strictly on clinics and hospitals (Morse and Allensworth, 2015). 

Meanwhile, the United States (US), for instance, allocates a school health nurse as a 

professionally trained and registered nurse whose role and responsibilities are primarily 

to render health care services to children in schools (American Academy of Pediatrics/ 

AAP, 2016). In such a context, integrated school health promotion could be viewed as a 

professionalised health care service in terms of the professional health personnel 

providing this service in schools, rather than in public health institutions (e.g. clinics and 

hospitals) as well.  

 

A UK investigation by Christian et al. (2015) found health promoting interventions and 

services in schools as adversely affected by challenges such as inadequate funding and 

shortages of proper facilities and relevantly trained health care personnel in schools. A 

subsequent (qualitative) study undertaken by Hoekstra, Young, Eley, Hawking and Mc 

Nulty (2016) in the UK corroborates the earlier findings in Christian et al. (2015) as cited 

above. The latter study’s intention was to provide SHNs’ perspectives of how they 

understood their roles. The rationale of the study was premised further on proposing 

mechanisms to better support SHNs in health promotion and education delivery. Many 

challenges were identified by the study’s findings, including: insufficient time allocated 

for healthcare services in the school curriculum, lack of capacity induced by staff 

shortages, as well as technological and financial constraints (Hoekstra et al., 2016). 

Given the totality and impact of these challenges, the school nurses in Hoekstra et al.’s 

study explained their roles as wide-ranging, as they were stretched, over-burdened and 

under-resourced due to human resources challenges.  

 

The character of school health nursing in countries such as the UK integrates both 

school- and community-based health care (RCN, 2012). Accordingly, other aspects of 

the roles of SHNs (who are appropriately referred to as public health nurses) included: 

conducting required drop-in sessions, managing clinics, making referrals and 

responding to some referrals within their professional scope of practice, conducting 

immunisation sessions, supporting learners’ sexual health issues, arranging and 

providing sessions for health screening including the NCMP (National Child 

Measurement Programme/, supporting parents and families, and working with schools 
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to provide support to children and youth experiencing chronic health problems such as 

asthma, leukaemia and epilepsy.  

 

A case study conducted by Adomowitsch, Gugglberger and Dur (2014) to obtain in-

depth information regarding school health implementation practices in Austria, revealed 

that there was no political support for school health promotion at state, local or regional 

levels. Consequently, it was virtually impossible to achieve the desired integrated school 

health policy’s objectives across all schools. In comparison, it is clear that some 

international (e.g. UK, US, Australian) corollaries are still extant in South Africa, such as 

human, fiscal, infrastructural resource challenges, all of which reflect lack or failure of 

governments to support and prioritise school health services. To this effect, many SHNs 

involved in the current investigation reported that they were very willing to offer a better 

service, but were hindered by a continuing lack of resources, which showed policy gaps 

of implementation on the part of government.  

 

2.3 SUB-SAHARAN AFRICAN CONTEXT 

In this section, Tanzania, Botswana and Nigeria have been selected as examples or 

synoptic case studies to reflect on the conceptualisation and application/ practice of 

integrated school health policies in their respective African socio-economic contexts. As 

opposed to the UK and the US contexts, for example, in the African scenario (including 

Sub-Saharan and Southern African Development Community/ SADC regions), 

understanding of school health nursing and health care services is premised on 

community needs, existing practices and expectations of concerned role players 

(Ugochukwu, Uys, Karani, Okoronkwo and Diop, 2013: 117). Such a perspective 

presents the character of nursing and health care services on account of both their 

community-orientedness and professionally recognised norms and standards.  

 

The nascent structures of African economies has induced an integrated focus of nursing 

services and health care provision in communities, schools, hospitals and clinics. 

Generally, there are no specifically trained nursing professionals dedicated to schools 

only. It is against such a background that community members could be trained in PHC 

provision in local schools to work with professionally trained nurses who are largely 

based in the clinics and hospitals. Such a situation is aptly conducive to the 

development and functioning of SHTs in the absence of a dedicated cadre of SHNs 

exclusively for schools. Ugochukwu et al. (2013) argues that integrating community 
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needs and school health services was necessitated by the regular outbreaks of 

diseases which affect both communities and school children in most African countries. 

Consequently, school health nursing and services then embrace a pedagogic character 

as well, resulting in essential focus on inculcating health and safety education in the 

form of hygiene in schools (UNICEF, 2013).  

 

2.3.1 Tanzanian Context 

Arising from a cross-sectional qualitative study by Borge, Manongi, Masatu and Klepp 

(2008) in Northern Tanzania, the results showed a gap existed between actual school 

health programme practices and official school health guidelines (theory). This gap 

between theory and practice was exacerbated by the fact that nurses did not visit 

schools regularly. In addition, there was no systematic collaboration between health 

care workers and teachers, and cases of children with special needs or specific risks 

were not systematically followed. The main reasons cited by health care workers for not 

visiting schools were fundamental based on lack of resources and political leadership.  

 

2.3.2 The Botswana Context 

The results of an observation and interview-based evaluation study conducted by 

Shaibu and Phaladze (2010) in Botswana showed that in some districts, there was 

virtually no school health programme; while others had no identifiable appointment of 

school health coordinators. The study’s aim was to explore delivery of school health 

programmes and services. Overall, the SHP was not implemented in a comprehensive 

manner, with particular focus on limited expansion of the immunisation programme and 

introduction of some screening and surveillance programmes. Such a limited focus of 

the SHP was detrimental to the provision of other critical services, especially 

environmental health and education (Shaibu and Phaladze, 2010). Ineffective 

leadership at national and district levels is exacerbated at the local sphere by 

inadequate physical and human resources, SHP knowledge, stakeholder commitment 

and communication. For this reason, the development and implementation of a 

comprehensive SHP poses challenges that fundamentally reflect human resource 

constraints, and poor inter-ministerial communication.  
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2.3.3 Nigerian Context  

A Western Nigerian cross-sectional investigation by Kuponiyi, Amaron and Kuponiyi 

(2016) to assess the implementation and availability of school health services in all 

schools, showed health care provision was largely poor, compounded by inadequate 

school health care personnel. The afore-cited study’s findings resonate with those of 

Shaibu and Phaladze (2010) in Botswana. Both Botswana and Nigeria experience the 

perennial constraint of understaffing in the SHP; consequently, effective school health 

services delivery is constrained in both countries.  

 

Another Nigerian study by Continental and Idongesit (2010) also revealed that the 

current school health programme coverage was low. In addition, essential materials and 

facilities were in short supply, making it difficult for professionally trained nurses to carry 

out nursing activities in schools. A descriptive cross-sectional study conducted in 

Anambra State, Nigeria, by Di Chidiebere, Thomas, Joy, Stanley, Ikenna, Uchenna and 

Isaac (2016) also found that human resources challenges were prevalent, and public 

schools were overwhelmed by disproportionate pupil-to-teacher and pupil-to-nurse 

numbers. Also, there was insufficient attention to pupils receiving health care, and to 

inadequate state funding of educational infrastructure. The study undertaken by 

Ademokun, Osungbade and Obembe (2014) in South Western Nigeria, yielded similar 

findings of inadequate government grants provided by the government for the 

implementation of the SHP. The self-same study also showed that government 

participation and leadership in SHP implementation was minimal to total non-

involvement. These challenges are serious constraints in ISHP implementation by 

school health teams, who also could not implement effective school health services with 

limited financial resources. 

 

2.3.3.1 A comparative analysis  

A comparison of different studies from different countries show there were similar 

constraints confronting effective SHP implementation. These constraints negatively 

impact on children and adolescents in schools, therefore increasing the burden of 

diseases on the system and denying these children the right to be physically, mentally 

and socially healthy in order to enhance their learning outcomes (Olowokere and 

Okanlawon, 2016; Shaibu and Phaladze, 2010). Lack of resources is a serious 

constraint to school health services particularly, and the health system in general. Other 
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common challenges include lack of resources, inconsistency in visiting schools, and 

deficient collaboration of health care workers and teachers.  

 

Similar to other African examples cited above, the South African context also showed a 

resemblance of limited resources, confirmed in a Western Cape study by De Villiers, 

Steyn, Draper, Hill, Dalais, Fourie, Lombard, Barkhuizen and Lambert (2015). This 

study found that resources deficiencies (particularly in management, leadership and 

infrastructure), posed some challenges to the effective implementation of the ISHP. The 

situation’s seriousness was reflected by outsourcing of school health personnel 

(Hoekstra et al., 2016; Kuponiyi et al., 2016).  

 

2.4 SOUTH AFRICAN CONTEXT  

South Africa faces a four-fold burden of disease (Perez et al., 2013). One of the means 

by which this burden could be reduced (in order to address the socio-economic and 

health inequalities) is by means of school-based health promotion interventions such as 

the ISHP. School health promotion focuses mainly on preventing major causes of death 

in a country and promoting health education (ISHP, 2012). In any country, government 

plays a vital role in developing essential policies and programmes, as well as guidelines 

to ensure proper management of such programmes (Peu, 2015; Roux, 2013). It is in 

this context that the South African government (i.e. the DOBE, DOSD and DOH) 

developed programmes such as the ISHP for ensuring every South African child’s 

equitable health care access, whose principal aim is the amelioration of school-going 

children’s health and learning outcomes (ISHP, 2012).  

 

Health promotion provides health education to learners, and enhances their 

understanding of health factors, thereby helping them to make informed healthy and 

lifelong choices, attitudes and behaviours (Tegethoff, Stalujanis, Belaedi and 

Meinlschmidt, 2014). In their study, Perez et al. (2013) found there was cogent evidence 

concerning the health and economic benefits accruing from the allocation of resources 

to promote health; thus, reducing the disease burden by improving South African 

children’s health. Several health and learning problems (e.g. malnutrition, teenage 

pregnancy, risky sexual practices, behavioural maladjustment) do exist in school 

children. As a result, these problems need multiple stakeholder interventions, especially 

from the relevant ministries (Nies and McEwen, 2011).  
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In all schools, SHNs themselves promote health, or as a component of school health 

teams (ISHP, 2012). The SHNs are also leaders of each school’s health team. In 

secondary schools, health promotion is aimed at the reduction of risky health related 

tendencies that manifest among adolescents. For instance, alcohol and substance use 

and risky sexual conduct; while enhancing physical activity and nutrition-related 

choices. The ISHP (2012) asserts that health promotion in schools is important, mainly 

due to the intrinsic link between health and education.  

 

South Africa has a commitment and responsibility towards the general wellness of its 

youth and school-going children (Mohamed, Struthers and Sanders 2013). In 2010, 

former President Zuma’s administration reiterated its commitment to reinstating SHPs to 

redress school children’s unequal health outcomes (Mohamed et al., 2013). However, 

the objectives of the differently reinstated SHPs were not optimally achieved, as a result 

of which the programme did not successfully resolve other key barriers to health and 

learning (ISHP, 2012).  

 

2.4.1 ISHP Implementation Constraints and Impact  

The success of the ISHP and the health promoting schools’ initiative demands effective 

partnership of the Departments of Basic Education and Health (Shung-King, 2013). 

Currently, school health services are the purview of dedicated SHNs who constitute a 

PHC staff component. A review of the ISHP’s implementation showed nurses raising 

numerous concerns on quality health care service issues. These concerns included: 

lack of conducive classroom environments for children’s proper screening and 

examination; insufficient staff to visit schools frequently, which inhibited their ability to 

allocate the required time and attention to children; equipment shortages such as scales 

to weigh children; unavailability of transport; inadequate referral systems in response to 

the identified health needs; and irregular follow-up based on the minimum requirement 

for nurses’ annual visits to schools. The lack of proper infrastructure translates into 

privacy invasion; for instance, in mental health and other forms of assessment in which 

privacy is a non-negotiable priority. Furthermore, poor road infrastructure is an 

impediment to reaching schools, especially in rural areas (ISHP, 2012). Given such a 

state of affairs, the provision and effective implementation of the ISHP is severely 

limited, which inadvertently compromises the effectiveness of service delivery to school 

children (National Development Plan, 2012).  
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In addition to the various local perspectives emerging from the reviewed literature, this 

(current) study also found that lack of appropriately trained health care staff contributed 

to the present unrealistic nurse-learner ratios; inadequate leadership support and lack of 

stakeholder collaboration. Similarly, a study conducted by Peu (2015) aimed at 

exploring challenges experienced by school health care providers in Tshwane, found 

that their challenges included: inconsistent school health services provision, poor 

collaboration between multi-disciplinary SHTs, and scarce resources. In corroboration, 

another (qualitative) study by Mohlabi, Van Aswegen and Mokoena (2010) in 

Mpumalanga Province and Gauteng Province, found that implementation barriers such 

as these led to a decline of school health services in both provinces. Such barriers/ 

constraints included: government’s failure to prioritise school health services, poor inter-

sectoral collaboration, impractical nurse-learner ratios and poor management support 

due to their paucity of knowledge regarding school health promoting initiatives (Mohlabi 

et al., 2010).  

 

Given the range of constraints and challenges already mentioned above in relation to 

ISHP implementation and promotion of learning in schools, their concomitant impact 

was also noted in the context of poor academic performance (as manifesting in the high 

school drop-out rates); risky behaviours (as expressed by teenage pregnancy and HIV 

and AIDS); as well as nutritional and mental disorders.  

 

2.4.1.1 Poor learning outcomes and high drop-out levels  

School health services are primarily meant to address any existing obstacles to school 

children’s health and learning opportunities (ISHP, 2012). By its nature and conceptual 

orientation, school-based health service in South Africa premises on promoting health 

and preventing disease occurrence in the primary schooling system (Shung-King 2013). 

One of the key components of such a service is premised on health assessments in 

terms of which learner screening includes conditions like hearing, speech and vision 

impairment, and oral health. Such screening is imperative, considering that a third of 

grade one learners in the country experience speech, eye and hearing problems 

(Williams 2014). These problems are health barriers to learning and greatly affect 

academic performance of learners. Children who are visually impaired cannot read what 

is written on the board, and also struggle to read their books (WHO, 2014). Similarly, 

children with hearing impairment cannot hear what is being taught by the teacher in 

class, and children with speech impairment cannot communicate with the teacher and 
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fellow classmates. Collectively, these forms of impairments justify the need for 

protracted screening as they lead to poor academic performance (Muhammad, 2016). 

These services are ably provided by trained and professional SHNs functioning as a 

component of organised and integrated SHPs.  

 

As a segment of school health teams (which consist of SHNs and educators, particularly 

those offering Life Orientation), SHNs are aptly suited to complement and lead teachers’ 

health promotion efforts. Many young people (adolescents and teenagers) are affected 

by the scourges of early teenage pregnancy; anxiety and depression; mental health 

concerns (including substance/drug) abuse; and sexually transmitted infections 

(including HIV and AIDS). Risky behaviours such as drug abuse; trauma and violence 

and sexual behaviour are some of the contributory factors to high school drop-out rates 

(Chidiebere et al., 2016; HSRC, 2009).  

 

In their American study on increasing high school completion (HSC), Hahn et al.(2015) 

found that HSC rates were achievable through a combination of programmes. HSC is a 

reliable means to predict long-term morbidity and mortality. Additionally, the study cited 

above showed a link between educational attainment and long life health outcomes by: 

developing interpersonal and psychological strengths (e.g. a sense of social support 

and control); pursuance, adoption and maintenance of healthy behaviours and 

productive work and its health benefits. Based on their professional training and 

experience, the role of SHNs is indispensable in promoting healthy lifestyle from the 

early years of learner’s lives (ISHP, 2012).  

 

Developed cognitive and socio-emotional abilities are helpful precursors of healthy living 

conditions and outcomes (Hahn et al., 2015). These outcomes also reduce risky 

behaviours (unprotected sex and early teenage pregnancy), their contribution to poverty 

in families, and harmful effects to personal development from youth to adulthood. It is 

therefore important for health promoting initiatives such as the HSC to be integrated for 

instance, into the Life Orientation curriculum as integral to the ISHP. From this study’s 

stand-point, such a trajectory could contribute towards ensuring that South African 

youth do complete their high school education with undue concern to the perils posed 

by risky behaviours. In the meantime, educators and school health nurses could 

achieve this by working together.  
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2.4.1.2 Risky behaviours, teenage pregnancy and HIV and AIDS  

Youth studies have irrefutably established that health risk behaviours negatively affect 

their educational outcomes (Artz et al., 2016; Banfield, McGorm and Sargent, 2015; 

HSRC, 2009). Educational behaviours such as school attendance and student attitudes 

such as aspirations for post-secondary education, were most unlikely to be achieved if 

learners are not physically, emotionally, mentally and socially healthy and fit (Laura, 

Salazar, Crosby and DiClemente, 2015). Adolescence is an age-induced and risk-taking 

moment, characterised by behaviours such as: increased experimentation in drugs and 

alcohol; delinquency; unprotected sexual activity; suicidal antics; bullying and physical 

aggression; and anti-social activities. Collectively, these are some of the leading 

morbidity and mortality (Artz et al., 2016; Madlala, 2015).  

 

Notwithstanding its reported national and global stabilisation, teenage pregnancy is 

extant amongst school-going populations (Lavin and Cox, 2012). Deviant behaviours 

such as unprotected sex at a very young age (sometimes with multiple partners) 

exposes young people to STIs, HIV/ AIDS and teenage pregnancy. Drug and alcohol 

use have strong links to youth crime in South Africa (Madlala, 2015; Mabasa, 2012; 

Mnguni, 2014). Many young people are exposed to sexually perpetrated violence 

against their partners and peers. At the same time, they are particularly vulnerable to 

violence themselves. Young people exposed to this behaviour need help (e.g. 

counselling and referrals) from educators and SHTs alike. Therefore, effective health 

promotion services and programmes by properly trained health care personnel will 

vastly reduce such behaviours and further contribute meaningfully to the inculcation of 

the culture of healthy learning in safe environments (Jamal et al.., 2013; Nzimande, 

1996).  

 
Commensurate with their age, many adolescent young people find themselves 

exploring and experimenting in a range of risk-taking behaviours (Artz et al., 2016; 

HSRC, 2009). Despite Life Orientation’s incorporation in the official school curriculum, 

two thirds of grade six children did not know about HIV and AIDS (Moloi and Chetty, 

2011). That high numbers of young people are falling pregnant, is an indication of 

indulging in having unprotected sex, a dominant cause of contracting the HIV/ AIDS 

epidemic. In this regard, investing in the reproductive and sexual health of adolescents 

is of great importance (Banfield et al., 2015). Therefore, various methods should be 

explored to ensure that comprehensive sex and sexuality education is provided to 



25 

adolescents and youth. These efforts should eventually contribute to transforming 

young people into the country’s assets, which is in itself desirable for reducing teenage 

pregnancy and levels of maternal mortality amongst young mothers; increasing 

motivation for educational advanced, and lower HIV levels (Artz et al., 2016).  

 

2.4.1.3 Nutritional disorders  

Several South African studies undertaken with school children have shown that 

unhealthy eating and lack of physical activity constitute a developing public health 

challenge, which is more of a global phenomenon than a uniquely South African 

problem (Lloyd and Wyatt, 2015). Many children suffer from nutritional disorders, with 

childhood obesity manifesting among the foremost disconcerting public health concerns 

in recent times. Globally, this problem has gradually affected numerous low- to middle-

income economies, more so in urban environments (De Villiers et al., 2015). In 2010, for 

instance, about 42 million children below age 5 (five) were declared overweight. 

Approximately 35 million of these (overweight) children were to be found in developing 

countries.  

 

“The healthy lifestyles programme” study undertaken in UK schools by Lloyd and Wyatt 

(2015) was intended to serve as a positive intervention to promote the lifestyles of 

young people, their schools, and their homes. Overall, the results indicated that the 

healthy lifestyles programme was both acceptable and possible, with potential 

behavioural changes to ultimately influence or modify weight status. For purposes of the 

present study, the above-cited research initiative by Lloyd and Wyatt (2015) positively 

demonstrates that collaborative engagement of the school, children and their families 

positively contributed to the reduction of obesity-induced behaviours and attitudes. The 

innovative delivery methods of the healthy lifestyles programme were well 

conceptualised in that its implementation took into account the pre-requisite for trusting 

and supportive relationships between schools, children and their families as sine qua 

non to effective behavioural change. Therefore, this example demonstrates the positive 

effects of school health promoting programmes in changing young children and the 

youth’s obesity challenges and improving academic performance.  

 

Another (qualitative) study undertaken by Abedi, Abbaszadeh and Motaghi (2016) in 

Isfahan, Iran on factors that influence school health in primary schools, found that 

obesity and other nutritional disorders in school children were not untenable. They could 
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be resolved by means such as diet-focused trainings that promote healthy eating habits; 

and introducing physical activities and other related health improvement programmes. 

These programmes were instituted on the basis that most of the learners’ time during 

the day was spent at schools, which were valuable places for resolving such problems 

(Di Chidebere et al., 2016). It is instructive that both the study by Lloyd and Wyatt 

(2015) and Abedi et al. (2016) are interstitially connected by the extent of collaborative 

involvement of learners, their families, and SHTs in the education and promotion of 

healthy attitudes and lifestyles in order to enhance academic performance at the very 

early stages of children’s lives.  

 

Nearer home, the Western Cape study by De Villiers et al. (2015) in selected primary 

schools on interventions aimed at promoting healthy lifestyle and good nutrition, did not 

yield positive outcomes. The researchers used a situational analysis survey by directly 

observing the nutrition and physical activity, and sporting environment of the 

participating schools. The results showed no success in the specific objectives of 

promoting healthy nutrition, increasing regular physical exercise and developing and 

fostering a conducive school community environment for these objectives. The 

unsuccessful outcome of the above action planning process (APP) study showed the 

detrimental effects of stakeholder dislocation of parent involvement and failure on the 

part of the school’s stakeholders to fully understand what was expected from them. This 

further shows the Western Cape study lacked important elements, such as 

conceptualisation, parent involvement and proper explanation to the school role players; 

thus ensuring full understanding of the study aim, without which it would be difficult, nay, 

impossible to succeed in implementing something they do not have a full understanding 

of. 

 

2.4.1.4 Mental health disorders 

Mental disorders present great difficulties to any health care system as both children 

and adults are affected, with devastating implications on their quality of life and health 

(UNODC, 2011). The schooling system provides a major setting and contact point for 

adolescents and children presenting with behavioural, emotional and psychological 

challenges (Abedi et al., 2016). Most importantly, school settings are advantageous for 

young children since they are populated by professionally trained and qualified 

educators and SHNs who are able to provide referrals once an early detection of a 

particular disorder has been fully established (Redwood, Brangan and Leach, 2016). 
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Moreover, children and adolescents spend over one third of their day in school, which is 

enough time for educators to identify learners who present with any form of disorder 

(e.g. unsociable, bullying, uncooperative, always morose, aggressive and propensity for 

violence, and so on).  

 

A South African survey showed that 27% of pupils did not feel safe at school, with 

bullying or being physically threatened by others at school cited as the foremost 

reasons (Mpholo, 2015). Such situations are traumatic for children, and engender 

anxiety and stress syndrome, both of which are inimical to their academic performance 

(Pretorius, 2012). The (descriptive mixed methods) study by Olowokere and Okanlawon 

(2016) in Nigeria also endorses the importance of school mental health programmes in 

safeguarding the long-term educational, health and safety needs of vulnerable children, 

because government’s efforts were sparsely responsive to the needs and interests of 

vulnerable children. The vulnerability has been noticed in the form of the state of 

melancholy by different children, hyper anxiety, depression and suicidal predispositions. 

In such situations, early identification and support will result in prevention of children’s 

lifetime mental illnesses. Hence, the almost sacrosanct need for dedicated SHTs could 

not be overemphasised. The critical role of such teams is highlighted by the screening 

of children at risk of prolonged mental health problems and instituting appropriate 

interventions.  

 
A cohort study undertaken in the USA by Tegethoff et al. (2014) showed the relevance 

and importance of school mental health services, due to the high prevalence rates in 

schools and society collectively, and also due to the sustainability challenges of mental 

health disorders placed in the national health care system. The afore-mentioned cohort 

study focused on treating adolescents showing prolonged mental disorders in schools, 

and the outcome generally showed inadequate care, early detection and care of many 

mentally disordered children due to the disproportionate distribution of school 

psychologists against the numbers of learners in schools. For instance, Tegethoff et al. 

(2014) found that 3 656 (56.4%) of the 6 483 learners in their study were diagnosed with 

one form or other of lifetime mental disorder, which cogently proves the level of 

attention needed to be given to mental health in adolescents and children in schools. 

Overall, their findings further reflect the detrimental effects of the sparse or complete 

non-availability of school mental health speciality services. Consequently, many 
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learners could drop out of the schooling system and further compound the national 

burden of disease (Ulrich and Kear, 2014).  

 

2.5 ROLE OF SCHOOL HEALTH NURSES IN PROMOTING SCHOOL HEALTH  

Many PHC scholars, researchers and practitioners agree that health nursing in schools 

- as part of school health promotion initiatives - is indispensable to the national system 

of health care (Neale and Griffin, 2006). As such, in many developed countries, SHNs 

were professionally equipped and registered practitioners designated to render their 

services to learners in schools where health education was prescribed in the curriculum 

(Ugochukwu et al., 2013).  

 

In some developing countries, SHNs may be referred to as community health nurses 

whose tasks entail a ‘hybrid’ profession-oriented performance of clinical duties in 

hospitals or clinics and concurrently providing school health education in schools (RCN, 

2012). For South Africa, SHNs are full-time Department of Health employees in clinics 

or hospitals and only visit their allocated schools (a Department of Basic Education 

jurisdiction) on prearranged visits, which may be infrequent at times (ISHP, 2012). 

Therefore, the SHNs work as part of school-based health teams comprising health 

promoters and educators in the health stream (e.g. Life Orientation and Biology). For 

the present study, the roles and experiences of SHNs and SHTs are indispensable. It is 

on the basis of such experiences that the degree of implementability and/ or constrains 

of school health services could be determined.  

 

An Australian evaluation study undertaken by Banfield et al. (2015) demonstrated that a 

registered nurse could be successfully integrated in the school youth health nurse 

(SYHN) programme as part of promoting school health using individual and group 

sessions. The study further proved that nurses were reliable health information sources, 

based on their training and experience. As such, their perspectives were rated highly 

insofar as developing school health care as integral to the official curriculum of schools 

was concerned. Furthermore, this Australian example amplifies the efficacy of teamwork 

and collaboration within the broader school community, extending to SHN participation 

in activities like staff meetings and professional development activities of administrative 

staff and teachers. Beyond the school youth health nurse programme, there was also 

an observation that the programme positively contributed to improvement in school 
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attendance and academic performance of students who were at high risk of poor 

performance (Banfield et al., 2015).  

 

In their Austrian case study focusing on practices of promoting and implementing health 

in schools, Adamowitsch et al. (2014) found that there were divergent views between 

teachers and nurses regarding this important aspect. Teachers disregarded health 

promotion as part of their professional responsibilities. Instead, they were of the view 

that the government failed to recognise their teaching roles. Therefore, they needed to 

be incentivised in order for them (teachers) to recognise health promotion as an 

important service to children in schools. Such a ‘stance’ by educators seems unfair to 

school children, these are essential services for their growth and development, and they 

need these services. To some extent, this Austrian case study is resonant with SHNs’ 

experiences in Christian et al.’s (2015) UK study. In the latter (UK) study (see 1st 

paragraph, p. 18), SHP implementation was found to be constrained by government’s 

set of priorities and pressures imposed by curriculum demands to prepare learners 

academically within the limited time allocated for SHTs to perform their health-related 

services.  

 

Similar to Christian et al.’s (2015) UK study (reflecting on pressures experienced by 

school health teams), the study undertaken by Abedi et al. (2016) in Isfahan, Iran, 

reflects on the pressures exerted on schools to prioritise learners’ academic needs 

above health education. This, despite the significance of school health to learners and 

their families. Maximum attention was allocated to curriculum-based teaching and 

learning in compliance with government demands. This trend was also perennial in 

Hoekstra et al.’s (2016) UK study, whose principal findings (based on the perspectives 

of nurses) revealed that examinations and academic performance were prioritised 

above provision of important aspects of health education such as sex and sexuality 

education, substance and drug abuse, teenage pregnancy, and other relevant topics.  

 

Mohlabi et al.’s (2010) Mpumalanga and Gauteng study revealed an extremely 

polarised (nay, hostile) perception, understanding and attitude towards the integration 

and promotion of SHPs. The study referred to above, found that nurses were barred 

from entry to schools by some principals who vehemently protested that health services 

in schools were the primary domain of the DOH (employer of SHNs), and not the DOBE 

(employer of the teachers). It is impossible for SHTs to render health care in schools if 
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they are not even allowed in schools, which is also a blatant display of lack of support 

by senior management teams in the particular Mpumalanga and Gauteng schools - 

which may be a reflection of an even alarming national trend. It is for reasons such as 

these, that the 2012 ISHP reflects collaborative approaches by the DOSD, DOH and 

DOBE in developing and implementating the ISHP as a school health and education 

promotion programme.  

 

In contradistinction to the Mpumalanga and Gauteng experiences, the study undertaken 

by Tosin and Tshitangano (2016) on the evaluation of health education in the Limpopo 

Province found that concerted efforts were made to advance and promote school health 

education. Consequently, collaborative partnership and participation between the SHNs 

(as DOH employees) and teachers and principals (who are DOBE employees) ensured 

both primary and secondary school learners were not denied the opportunity to benefit 

from effectively implemented SHPs. Not only does the Limpopo Province example 

further demonstrate the importance of inter-ministerial and inter-professional 

collaboration. It also shows the salience of a conceptual understanding of the overall 

purpose of these school health promotion programmes and their concomitant initiatives, 

which are intended to change and improve learners’ health (ISHP, 2012). Such an 

initiative cannot be left to one sector only, due to its enormous socio-economic 

importance and implications for a healthy nation (Van Dyk, 2017; WHO, 2007).  

 

2.6 CONCLUSION 

Overall, the chapter presented multiple perspectives emanating from the reviewed 

literature. A comparative analysis of international, Sub-Saharan African, and South 

African contexts has shown similarities and dissimilarities in aspects such as: dominant 

trends in conceptualisation and implementation practices of programmes promoting 

school health. Common realities related to the disjuncture between policy development 

(at governmental or political level) and implementation (local/ school level). 

Furthermore, infrastructural, human and financial limitations were noted in varying 

degrees from developing and developed countries. 

 

School health programmes are an important assurance mechanism for school children’s 

general well-being. The roles of SHNs (also referred to as community school nurses) 

and SHTs are indispensable in executing school health policies. Various constraints and 

challenges noted in different countries have proved that implementing the SHP without 
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collaboration and cooperation, is a difficult proposition. Ultimately, various means need 

to be explored for the removal of these constraints, in order that learners are not denied 

(by adults) their right to quality health and education services. At any rate, school health 

promotion programmes are only the means for achieving the end of national social 

health justice and transformation in the long-term (ISHP, 2012; Thema and Singh, 2013; 

Thompson, 2011. The following chapter categorically locates the study’s theoretical 

framework.  
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CHAPTER THREE: THEORETICAL FRAMEWORK 

3.1 INTRODUCTION 

The preceding chapter essentially premised on systematically reviewing and 

synthesising diverse range of sources from which multiple themes were identified in 

terms of their relevance, particularly to the pivotal variables entailed in the research 

topic; namely, ISHP as superstuctural domain of school health promotion (Thompson, 

2011; WHO, 2016). The present chapter premises mainly on this research project’s 

theoretical framework. The literature consulted during both pre-implementation 

(conceptualisation/ incubation) and actual implementation phases was pertinently 

helpful (Marshall and Rossman, 2011). Amongst other advantages, the literature review 

enhanced understanding of the fundamental theoretical and conceptual tenets 

underpinning a study of this nature; that is, integrated health policy in the context of 

theoretical perspectives focusing on health care systems (Swanson, 2013; Taylor, 

Bogdan and De Vault, 2016). For purposes of logic and coherence, this chapter is 

demarcated according to the main tenets of General Systems Theory and its 

relevance/applicability to the study.  

 

A study’s theoretical framework premises on the philosophical principles or 

assumptions, paradigms or perspectives guiding the structure, arrangement or 

construction of abstract ideas or theories used by the researcher to conceptualise the 

main (literature-based) research themes in respect of their relevance to the 

phenomenon or phenomena being investigated, and the methods used in such 

investigative processes (Streubert-Speziale and Carpenter, 2011; Swanson, 2013). A 

theoretical framework emanates from the inter-connectedness of associated concepts 

that support a particular theory in order to explain, describe and provide understanding 

in relation to the predictability or prevalence of a particular state of affairs from a 

particular perspective or philosophically derived word view (Labaree, 2009; Redwood et 

al., 2016).  

 

Accordingly, a theoretical framework highlights the researcher’s assumptions (beliefs 

without proof) regarding the reality of the research problem (Kumar, 2012; Walliman, 

2015). According to Marshall and Rossman (2011), the researcher’s assumptions 

themselves could be epistemological, ontological, axiological, rhetorical or 

methodological. These assumptions could be expressed or manifest individually or 

collectively, depending on the study. For the current chapter, both epistemological and 
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ontological assumptions, not disregarding other assumptions expressed explicitly or 

implicitly in varying degrees as well.  

From an epistemological perspective, the study as whole makes the assumption of the 

ISHP as a product of knowledge generated by multi-professional and inter-departmental 

teams of experts in the health, education and social development fields (ISHP, 2012). 

Moreover, such knowledge is also a reflection of the indivisibility of knowledge insofar 

as its comparability with international trends and practices (Jamal et al., 2013).  

 

From an ontological point of view, the study makes the assumption that reality is best 

explained and described by those with a direct and immediate experience of such reality 

or view of the world. In this regard, the empirical aspect provided the means by which 

data was collected from the SHNs, health care educators, and health care teams who 

practically experienced the consequences of ISHP implementation constrains. It is 

against this backdrop that the General Systems Theory (GST) was deemed relevant in 

this study, insofar as both its epistemological and ontological embeddedness relates to 

the critical foundational concepts strongly associated with the ISHP particularly, and 

school health promotion generally. Therefore, the afore-cited relevance is resonant with 

the General Systems Theory’s main purpose, that of developing unifying principles 

across the natural and social sciences (Cordon, 2013; Glennnister, 2011).  

 

3.2 GENERAL SYSTEMS THEORY (GST) BACKGROUND 

The Austrian biologist, Karl Ludwig von Bertalanffy (1901-1972) is broadly credited for 

developing the GST, which originated from his 1969 seminal work investigating the 

inherent limitations in Newton’s closed systems based on a linearity of cause-and-effect 

concepts (Anderson, 2016). Von Bertalanffy was inspired further by his observation that 

all systems researched by physicists were predominantly closed (centripetal), rather 

than interactive (centrifugal) with the external environment (Bogdan and Biklen, 2007). 

To a very large extent, von Bertalanffy was arguing against epistemological 

fragmentation (i.e. disunity of knowledge/ reducibility of science) in support of the 

proposition of systematically open (unified or indivisible) propositions (Cordon, 2013; 

Hesse-Biber and Leavy, 2011). He argued that a physicist making a model of the solar 

system, for instance, immediately assumed the inclusivity/ internality of other composite 

forces or particles, which renders such a model conceptually incomplete since its 

constituent external factors were not considered in the initial development of the model. 

From a syllogistic point of view, it could be mentioned that the main pillar of von 
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Bertalanffy’s General Systems Theory rested on the philosophical perspective that 

systems do not exist in periphery of each other and/ or one another. Hence, systems 

theory is all about interdependence, relationships and working together of sub-systems 

and their superordinate or superstuctural domains to achieve the objectives of a 

particular system at a given point in time (Fetterman, 2010).  

 

Since its inception, the GST has since become known as the science of completeness 

or wholeness over the years. The notion of “wholeness” is cognate from von 

Bertalanffy’s initial contention that systems in general, are not reducible to segments of 

isolated parts; rather, the various composite parts or components were inter-related and 

constituted the wholeness of the system itself (Anderson, 2016). Growing from the 

various perspectives of GST proponents, a “system” is then defined as an 

interdependent, interactive and dynamic interaction or distribution of a network or 

networks of internal and external items or groups of items acting or behaving in unison 

and forming completeness or wholeness at a specific moment for a specific purpose 

(Carroll, 2016; Cordon, 2013). In concurrence, Anderson, 2016) submits that the 

fundamental essence of the General Systems Theory is premised on the relationship or 

‘working together’ of the most elementary units or variables (components of a sub-

system) forming a pattern of wholeness/ completeness in order to achieve a common 

purpose or goal.  

 

3.3 MAIN TENETS/ CHARACTERISTICS OF THE GENERAL SYSTEMS THEORY 

A theory is construed as a group of inter-related and philosophically grounded concepts 

or propositions that guide practice (LoBiondo-Wood and Haber, 2010; Saunders, Lewis 

and Thornhill, 2012). As indicated earlier, the General Systems fundamentally rests on 

the integrated-ness or unification of composite parts as inherent constitutive elements, 

rather than isolated parts of the external wholesomeness. Accordingly, and for this 

health care oriented study’s purposes, the GST’s main tenets or characteristics are 

defined in terms of its four ontological features or aspects, namely: its systems 

characteristics or typology, its process aspects, its people oriented-ness, and its 

characterisation of institutions (Anderson, 2016; Cordon, 2013).  
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3.3.1 The Systems Tenet 

The structures and functions of system are mainly characterised by typology as the 

common denominator in both closed and open systems. As indicated earlier, von 

Bertalanffy reacted against closed systems on account of their preclusion of the 

salience of the impact of the external environment. Such a perspective, held by 

physicists at the time, implied that science, ergo, knowledge, was divisible or reducible 

(Anderson, 2016; Heylighen, 1998). On the other hand, open systems, by virtue of their 

holistic orientation, are also goal-directed and self-organising (Cordon, 2013). An open 

system is constantly evolving (not static as closed systems), and such evolvement is the 

product of interaction with other external systems to produce a superstuctural or 

superordinate system. Through such interaction, balance (unity) is maintained in the 

plane or sphere of superordinate systems (Bryman and Bell, 2015; Clement-Stone et 

al., 2002). The interaction itself is facilitated through the five-fold agency of inputs, 

outputs, throughputs and feedback mechanisms. All of these five components are 

presented in more detail in Section 3.4 insofar as their relevance to both the current 

chapter and the research topic in its entirety. Figure 3.1 below is a representation of the 

five-fold agency/ components of an open system. 

 

 

Figure 3.1: Five-fold components of an open system 

Source: Amin, 2018:36 

 
In Figure 3.1 above, inputs, refer to the various elements entering the system from the 

external environment, such as time, human, financial, informational and infrastructural 

resources. Outputs refer to those elements leaving the system from within, which 

translate into all productivity aspects that finally result in a better health quality of life to 

all recipients of health as both an internal and external product of the healthcare 
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system. Throughputs relate to the process of transforming, converting or translating 

inputs into outputs within the system itself. Feedback, communication and interaction 

with the external environment could either be negative (indicating a problem to be 

corrected) or positive (indicating success). The external environment is the locus of the 

recipients of the services provided by the health system through its healthcare facilities 

(hospitals). In the latter regard, the patients’ satisfaction in the external environment is 

also a measure of the performance of the system itself.  

 

3.3.1.1 Wholesomeness/ Holistic view  

The wholesomeness/ holistic characterisation of open systems emanates from the inter-

dependence and relationship of inputs and outputs, as reflected in Figure 3.1. In this 

regard, the interaction of the parts renders the whole (superstructure) bigger than the 

various constituent parts or sub-systems themselves (Redwood et al., 2016).  

 

For this study, the mutual and reciprocal interaction between educators, the school 

community, SHTs, members of multidisciplinary teams and social workers in the DOH, 

DOBE and DOSD, working together is very important. The nature and levels of 

interaction and cooperation can either impact negatively or positively on the health care 

services rendered to children in schools. Poor relations and interaction between these 

internal and external stakeholders could negatively affect the school children, who are 

intended beneficiaries of the ISHP as observed in countries such as South Africa and 

Northern Tanzania.  

 

3.3.1.2 Goal directedness  

Goal directedness means that the components of the system are constantly imbued 

with the intention of working together to achieve common goals (Taylor et al., 2016. 

Systems are goal oriented and engage in feedback with the environment outside of 

themselves in order to achieve specific goals (Roller and Lavrakas, 2015). Accordingly, 

every segment of the system is interdependent with another, and work together towards 

achieving common goals with other systems and/ or superordinate systems.  

 

Linked to the current study, when individuals, groups of individuals, (public and private) 

organisations and departments share a common vision, they purposefully work towards 

something that is meaningful and greater – which is collectively achieving the effective 

implementation of ISHP in schools. Each member of the stakeholder collective shares 

responsibility for the whole, because that is what their vision represents. If the DOH, 
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DOBE and DSD would share the same vision and work to achieve the same goals, then 

better health promotion for children in schools would be achieved, which is currently at 

an impasse.  

 

3.3.1.3 Self-organisation  

Self-organisation or self-regulation implies the adaptability of systems to changes in the 

external environment, which leads to their flexibility and growth (Clemen-Stone et al., 

2002; Cordon, 2013). Notwithstanding the internal and external complexities in open 

and dynamic systems, the self-organisation aspect is fostered by the extent of balance 

(equilibrium) and organisation occurring by means of throughput processes (LoBiondo-

Wood and Haber, 2010). The dynamic effect of systems is evidenced further when a 

system influences the external environment, and is reciprocally influenced by it (Child, 

2010; Roller and Lavrakas, 2015).  

 

Surju (2018) asserts that self-organisation was not easily attainable in many systems, 

especially those displaying low levels of adaptability or changeability. The latter author 

intimates further that three critical factors were influential in determining the extent of 

self-organisation and changeability within and between systems, namely: praxis, 

practitioners and practices. These three factors were viewed as critical to directing 

strategies employed to achieving changeability of a system or organisation. Praxis 

premises on the flow and direction (top-down or bottom-up) of activities aimed at 

implementing the particular strategy at the micro (individual or group), meso 

(organisational), and macro (institutional) levels.  

 

3.3.2 The Processes Tenet  

As integral components of systems, processes or transactions refer to the specific 

actions opted for to accomplish specific goals (Clement-Stone et al., 2002). Processes 

determine the efficacy and functionality or otherwise of a system. There are basically 

four interrelated types of processes, all of which are considered pertinent to integrated 

school health policy. These are planning and control processes, quality processes, 

operational processes and quality processes. 

 

Planning processes relate to organisational activities intended to ensure systemic 

success and stability for achieving the very organisation’s strategic objectives, while 

control processes relate to the proper implementation and supervision of plans intended 

to stabilise the systems in the organisation (Bryman, 2015; Clement-Stone et al., 2002). 
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Poor planning and control lead to a disruption of an organised system, while proper 

planning and control produces effective organisational systems. Meanwhile, quality 

processes premise mainly on activities that are responsive to the external environment 

(e.g. community needs) and internal quality improvement within a system (Bryman, 

2015).  

 

Operational processes ensure the conversion or transformation of inputs to outputs 

(Bryman, 2015; Swanson, 2013). In addition, operational processes ensure that all 

activities embarked upon are directed at achieving the particular organisation’s strategic 

goals as part of the superstructure’s networks. Quality processes, on the other hand, 

ensure the quality of all constituent parts, services, units and sub-units advances the 

value of the whole structure.  

 

3.3.3 The People-Centric Tenet  

People in their various categories facilitate the internal and external efficacy or 

otherwise of a system by developing and implementing strategies that enhance the 

achievement of organisational goals (Child, 2010; Surju, 2018). Systems do not exist in 

a vacuum, their functionality occurs and develops within a particular organisational 

environment/ context populated by any number of people whose primary agency and 

tasks are to ensure the system’s viability and dynamism, both internally and externally 

(Nies and McEwen, 2011).  

 

By their (ontological) nature, systems are inherently complex organisms (Anderson, 

2016; Glennister, 2011). As such, the elements of wholesomeness, goal directedness 

and extent of self-regulation at different levels (micro, meso, macro) levels of the system 

affect people both within and without the system.  

 

3.3.4 The Institutions Tenet  

The institutions domain entails the physical and non-physical manifestations of a 

system’s network capacity with other systems (Mertens, 2014; Walliman, 2015). It is 

within institutions that particular cultures (i.e. beliefs, values, behaviours/ practices and 

attitudes) prevail and structure or develop the nature of relationships with other fraternal 

and non-fraternal institutions/ organisations (Lê and Jarzabkowski, 2015; LoBiondo-

Wood and Haber, 2010).  

 



39 

Different institutions provide different services to other fraternal institutions within the 

same system, or other non-fraternal institutions outside of their own system. It is in this 

regard that institutional changeability/ adaptability plays an important role, especially 

among institutions that respond proactively to external environments (Surju, 2018).  

 

3.4 RELEVANCE/ APPLICABILITY OF THE GST PRINCIPLES TO THE STUDY 

The General Systems Theory was deemed to be relevant in this study for two 

fundamental reasons. Firstly, it allocated a degree of conceptual unity, coherence and 

more insightful understanding on the core concepts relating to integrated school health 

policy in general; that is, as a world-wide phenomenon that is not sui generis to the 

South African context only. Secondly, the General Systems Theory’s inputs-

throughputs-outputs nexus allocated a degree of theoretical understanding of the most 

pivotal tenet of the research topic, namely: resource constraints.  

 

3.4.1 Conceptual Relevance 

Conceptually, the General Systems Theory - by virtue of its constitutive components: 

inputs, throughputs, outputs and feedback - is resonant with the notion of health care as 

a system of providing services that are commensurate with the psychological, physical 

and emotional well-being of society and its youth (LoBiondo-Wood and Haber, 2010; 

Zakus and Bhattachryya, 2007). As a health promotion aspect, the ISHP is then posited 

as a sub-system within the broader context of public/ community health services 

delivery as the superstuctural system (Clemen-Stone et al., 2002; WHO, 2007). 

Additionally, the health care system’s complexity at various micro (basic/ lowest), meso 

(intermediate) and macro (superstuctural) organisational and other levels encompasses 

networks comprising, for instance, policy and decision makers; primary and tertiary 

health care institution; the community; nurses of varying professional categories, 

educators and SHTs (through whose agency ISHP implementation and health 

promotion resides) (Mellish, Oosthuizen and Paton, 2010).  

 

Some studies from the reviewed literature clearly showed that both internationally and 

locally, the lack of conceptual clarity on the part of educators and school health teams 

inevitably constituted an implementation constraint; than if there had been a clear 

understanding of the relevance and significance of the ISHP. Meanwhile, the systems 

theory has over the years, been broadly applied in nursing and other disciplines.  
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Young, van Niekerk and Mogotlane (2003:16) assert the nexus between nursing theory 

and nursing practice. To that effect, the nursing fraternity has benefitted from systems 

theories, which engendered theories such as Imogene King’s theory; Newman’s system 

theory; Roger’s theory; Roy’s adaptation model; Orem’s self-care deficit theory and 

Johnson’s behaviour system theory. Therefore, theories of nursing could not prevail in 

the absence of concomitant developments in the nursing field. In that regard, nursing 

practice derives its benefits by implementing a theoretical model that allocates logic, 

communicability and direction to nursing process and their application (Meyer and 

O’Brian-Pallas, 2010). Accruing from systems theory, the quality of health care should 

be the main goal of the entire health care system.  

 

The General Systems Theory illuminates on degrees of complexity, expressed in the 

form or levels of its various constitutive parts Anderson, 2016; McFarland and Wehbe-

Alamah, 2015). Three levels of care dominate the health care system: the preventive 

care level, which is the primary care domain; secondary care level, which is the 

treatment of diseases; and rehabilitative care, which is provided at tertiary level 

(Jobson, 2015; Joubert and Elrich, 2014). In terms of the ISHP, preventive care 

constitutes the first (micro) level of care (i.e. primarily) through school health education 

and screening (ISHP, 2012). Since the ISHP principally aims at enhancing primary care, 

its focus is necessarily on detecting and preventing diseases, while supporting and 

maintaining good health. A systems approach to health care delivery entails 

understanding of the inter-connectedness of operational elements of care, and how 

such inter-connectedness can promote quality health care service to patients - school 

children and communities at large (Breier, Wildchut and Mgqololozana, 2009). 

Accordingly, primary care in the ISHP is interconnected with secondary and tertiary care 

through the referral system for those school children in need of such services or the 

next levels of care.  

 

3.4.2 Relevance to Resource Constraints 

According to Bryman and Bell (2015), resources are the wherewithal required to attain 

the objectives of an organisation or system. For this study, the wherewithal premises on 

non-material and material means such as human, financial and infrastructural resources 

required to attend to the intentions of the ISHP.  
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Resource constraints constitute the study’s foremost concerns, which is reflected 

variously in the investigated topic, research problem and research objectives. 

Therefore, the General Systems Theory is most relevant insofar as its conceptual 

dissembling (construction, reconstruction and deconstruction) of the various constitutive 

aspects of ‘resources” are concerned; namely. The totality of the required health care 

system resources includes human, infrastructural and financial resources.  

 

From the participants’ perspectives, inadequacy of resources has come out 

overwhelmingly as a contributory cause of poor ISHP implementation in the Ekurhuleni 

Metropolitan Municipality area. This major finding of the current study corroborates 

previous assertions by Lerutla (2013) and Mekgwe (2013). The same phenomenon 

(resource constraints) has been noted also in some international studies. For example, 

Austria (Adomowitsch et al., 2014), the UK (Christian et al., 2015; Hoekstra et al., 

2016), Sub-Saharan African context (Borge et al., 2008), in Botswana (Shaibu and 

Phaladze, 2010), Nigeria (Ugochukwu et al., 2013; Kuponiyi, 2016); and South Africa 

(Mohlabi et al., 2010; Perez et al., 2013; Peu, 2015). The sum total of failing to attend to 

the issue of under-resourced schools inevitably results in compromised health service 

delivery to school children, which is conspicuous by the disequilibrium in learner-school 

health nurse ratios experience by overburdened school health teams (Hoekstra et al., 

2016; Mekgwe, 2013).  

 

3.4.2.1 Relevance to human resource constraints 

Clemen-Stone et al. (2002) assert that in a self-organised or self-regulating health care 

system, the availability of adequate resources is reflective of the equilibrium of inputs, 

throughputs, outputs, and feedback. In the context of the ISHP, the internal (school-

based) human resource inputs include personnel involved in ISHP implementation, such 

as the SHNs and the multi-disciplinary health teams. In addition, the throughput 

elements in the ISHP would include aspects such as services provided by SHNs, as 

well as other factors that have an influence on delivering health services in schools.  

 

Furthermore, output elements in the ISHP include the outcomes or impact of services 

which SHNs provide. These include number of children seen per visit to schools; the 

number of schools visited per year; standards and quality of care provided; the 

satisfaction derived by children and the parents on account of the services received; as 

well as the school community at large. Lack of resources such as sufficient staff and 
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transport rendered some schools unable to be visited by SHNs, which means not all 

school children are able to access services that the SHNs provide. The latter yields 

compromised quality care.  

 

The feedback elements of the ISHP include the flow and nature of information and 

reports flowing between educators, parents and other stakeholders; performance 

indicators; and the quality of care given. Information produced can be used to evaluate 

and monitor the ISHP. Negative feedback indicates problems that need to be resolved, 

because their prevalence renders the SHNs unable to achieve their objectives. On the 

other hand, positive feedback indicates successful accomplishment of the SHNs’ 

objectives.  

 

Health systems entail a significant degree of interdependence and regular interaction 

from a group of people or departments forming a unified whole to achieve a common 

goal (Cordon, 2013; Thema and Singh, 2013). In this regard, attaining optimum care for 

the patients is of utmost importance in the health care system. High quality care is most 

possible in systems characterised by a great value of relationships. In organisations 

having a shared vision among individuals, valuable interpersonal relationships were 

most likely to grow as they regularly work towards something deeply and intrinsically 

entrenched; thus, ensuring the realistic achievement of a shared vision (Cordon, 

2013:20). For this study, the successful implementation of the ISHP demands an 

effective multiple stakeholder partnerships at all levels inside and outside of the schools.  

 

3.4.2.2 Relevance to fiscal resource constraints 

The health care system is the superstuctural means by which health care services are 

availed to communities (Gerrish and Lacey, 2010). National government provides these 

services to communities through budgetary allocations by various departments. In the 

case of the ISHP, the DOH, DOBE and DOSD collaboratively develop and implement 

this policy as component of the health care system in the country.  

 

During data collection, fiscal constraints emerged as the most dominant ISHP 

implementation constraint in the Southern Region of Ekurhuleni Metropolitan 

Municipality. In terms of the reviewed literature, this trend was not unique to the 

Ekurhuleni area, but was also observed in many other countries globally. Therefore, in 

the context of this study, the GST was helpful for allocating significant relevance to the 
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role of financial resources as an indispensable material factor in implementating the 

ISHP as a sub-system within the superstructure of the national health care system. 

Inadequate financial support to the ISHP translates in poor infrastructure and staff 

morale due to work overload in buildings/ schools that are not suitable for normal health 

learning (Meyer and O’Brian-Pallas, 2010).  

 

3.4.2.3 Relevance to infrastructural resource constraints 

The infrastructure of health care system consists mainly of buildings (e.g. laboratories, 

clinics, hospitals and schools), medical supplies and equipment. For SHNs and SHTs to 

render their services properly, schools ought to be refurbished accordingly. For 

instance, appropriately resourced consulting rooms are necessary for addressing or 

counselling learners in surroundings that do not infringe on their privacy prior to their 

referral for further treatment or concomitant actions outside of the school. Such 

consulting rooms should also be a private meeting place between parents, educators, 

SHN and learners whenever a traumatic incident has necessitated such consultation 

(e.g. abuse and violence incidents).  

 

3.5 CONCLUSION 

The General Systems Theory’s main tenets were presented, particularly emphasising 

on the relevance of its principles to the ISSP. From the GST perspective, the chapter 

derives and concludes that for the ISHP to succeed, as a sub-system within the national 

health care, there should be interdependence, relationship and interaction between the 

inputs, throughputs, outputs and feedback in the system. In that regard, collaboration 

between the DOH, DOSD, DOBE and the larger school community needs to be well 

organised and effective. The GST has illuminated on the challenges presented by a 

discontinuity or disequilibrium in the system. As such poor or non-existent collaboration 

poses a threat to the shared vision and common objective. Ultimately, negative 

outcomes begin, and perpetually manifest with resource constraints and poor standards 

of health care provision, to the detriment of school children - the eventual beneficiaries. 

 

The study’s design and methodology is the subject of the following next chapter.  
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CHAPTER FOUR: RESEARCH DESIGN AND METHODOLOGY  

4.1 INTRODUCTION 

The General Systems Theory was presented in the previous chapter as providing the 

theoretical grounding in this research. While the current chapter depicts the adopted 

methodology, it is instructive that such presentation preceded the methodology 

discussion. Such logical concatenation of the preceding and current chapter allocates 

the study’s thematically coherent structure, according to which the critical units of 

analysis/ variables pertinently integrated the researched problem and objectives, the 

questions, including data gathering and interpretation processes and procedures as 

composite and seamless units of the entire research process (Almalki, 2016; Babbie 

and Mouton, 2010).  

 

Therefore, for purposes of logic and coherence, the current chapter interfaces four 

crucial research aspects, namely: methodology; gathering of data; sampling context; 

including the data management and analysis contexts. All these four aspects and critical 

research variables are not peripheral, but central to both the theoretical/ abstract and 

practical domains of the investigation on ISHP implementation constraints in Ekurhuleni 

Metropolitan Municipality’s Southern District. While identification and description of the 

implementation constraints is of value to the study, it is stakeholder (i.e. SHNs, 

educators and SHTs) experiences which are even more critical, given the qualitative 

construction and orientation of the study and its attendant data gathering instruments. 

 

The current chapter presents a synopsis of of the design, methods of data acquisition, 

management and analysis opted for, research setting and sampling context, including 

the data quality assurance processes. The chapter concludes with the applicable ethical 

protocols and scope of the study. The chapter’s structure deliberately reflects logical 

connection or coherence between the research topic and its core units of analysis (Brink 

et al., 2013; Creswell, 2014).  

 

4.2 RESEARCH DESIGN 

Various conceptual contestations surround the definitions of the nuances, ‘research 

design’, ‘research methodology’, and ‘research methods’ (Kumar, 2012; Rani, 2016). On 

the one hand, the three terms are viewed as the same; that is, synonymous and 

interchangeable. On the other hand, these three terms are viewed as different (i.e. not 

interchangeable) but complementary. According to the latter perspective - which is 
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adopted currently – ‘design’ and ‘methodology’ are categorically posited synonymously 

and interchangeably, but relate to processes and procedures; whereas research 

methods are presented as the nature and typology of tools utilised in data gathering. 

This latter view, therefore, posits research methods as different from ‘design’ and 

‘methodology’.  

 

Therefore, design/ methodology posits a philosophically informed management plan or 

principles adopted to guide the research process as a whole (Mouton, 2013; Rani, 

2016). Implicit in this perspective is that the design/ methodology reflects a plan for 

managing the research process. In addition, such a plan operationalises and manages 

all processes for gathering, analysing and interpreting data (Kumar 2012). In tandem 

with the assertions by various authors above, the study has adopted the differentiation 

perspective for purposes of presenting the research processes and procedures as 

distinct from the instruments utilised to operationalise the very processes and 

procedures. As such, the current chapter presents the research philosophy and 

research approach/ paradigm as integral components or aspects in the seamless 

association and complementarity of designs/ methodologies and methods. 

 

4.2.1 Research Philosophy  

The philosophical terrain defines and reflects any conceptual parameters underpinning 

the scientific character and orientation of particular research studies in terms of their 

methodological approaches and interpretation of the nature of science and reality (Polit 

and Beck, 2017:9). It is on the basis of their philosophical orientation and underpinning 

that research designs and methods guide both the empirical and non-empirical aspects 

of research investigations (Matua and Van Der Wal, 2015). Most importantly, research 

philosophy prominently directs the research approaches that have been adopted in the 

study in respect of epistemological, ontological, methodological or axiological 

assumptions made by the researcher. Ontology is reflective of perspectives on aspects 

of reality, and epistemology interrogates the nature of knowledge; while axiology relates 

to ethical principles and values, and methodological assumptions premise on the range 

of methods applied to find answers (Wahyuni, 2012).  

 

In research, positivism and constructivism/ interpretivism are two of the foremost 

philosophical orientations to scientific investigations (Creswell, 2014; Polit and Beck, 

2017). The positivist perspective posits a monolithic form of realty that can be known, 
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quantified and interpreted objectively. In such contexts, researchers should be 

disconnected and independent from their studies by maintaining minimal interaction with 

their research participants during the execution of the study (Creswell, 2014:31). Due to 

its objective inclination and emotional dislodgement of the researcher from the 

participants, positivism relies on quantitative (statistical) analyses based on deductive 

reasoning.  

 

Contrary to positivism, the constructivist/ interpretivist philosophical orientation or 

tradition (also known as ethnographic, naturalistic, ecological), premises mainly on 

socially constructed forms of (subjectively constructed) multiple realities by the ‘insiders’ 

whose experiences are considered to be ontologically and epistemologically reliable 

and dependable versions of the truth (Edmonds and Kennedy, 2012). In such instances, 

the researcher facilitates broadened understanding by dissembling (deconstructing) the 

multiplicity and variability of insiders’ perspectives of their life and work environments 

(Polit and Beck, 2017). Accordingly, the constructivist/ interpretivist tradition has been 

opted for, given the range of research participants-as-insiders that needed to be 

engaged in the quest to establish the truth value relating to implementation constraints 

of the ISHP in the Ekurhuleni area. 

 

4.2.2 Research Approach 

The research approach is largely described on the philosophical perspective adopted by 

the researcher (Bogdan and Biklen, 2007:24). For instance, a study inspired by 

positivist thought would be mostly influenced by quantitative approaches to its data 

collection, since the objectivity requirement places a researcher-participant. Thus, 

interpretation of the data would adhere to numerical, rather than personal predilections 

(Rossman and Rallis 2012).  

 

For purposes of this study (supported by the constructivist/ ethnographic/ interpretivist), 

the researcher adopted an explorative qualitative design approach. The approach was 

influenced by the need to consult multiple categories of participants ‘in the field’, the 

ecological/ ethnographic environment in which the participants have had direct and 

immediate experiences regarding the inefficacy of the ISHP in Ekurhuleni.  
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Qualitative approaches are particularly relevant in the exploration of meanings 

individuals or groups allocate towards understanding a human or social problem 

(Creswell (2014:31). Donley and Graueholz (2012:39) explain further that qualitative 

approaches can produce a better understanding and exploration of the reasons 

motivating people’s behaviours, beliefs and perceptions as products of their lived 

experiences. This is the reason for the researcher’s decision to explore and understand 

issues relating to the ISHP and experiences of SHTs in Ekurhuleni.  

 

4.2.2.1 Advantages of the qualitative design  

Unlike quantitative approaches and their objectivity-inspired statistical orientation to the 

acquisition and interpretation of data, the ethnographically inspired qualitative 

approaches rely on an insider perspective of everyday experiences with the 

researcher’s interaction with the very people in their natural environment (Bryman, 

2012; Charmaz, 2006). It is by interacting with the participants that the researcher 

acquires ‘fist-hand’ knowledge of their perceptions and experiences by also observing 

their verbal and non-verbal cues (Donely and Graueholz, 2012:45). Accordingly, this 

approach was the best way to gain insight into the experiences of the SHTs, educators 

working with SHTs and the integrated school health programme in Ekurhuleni.  

 

Qualitative approaches in research approaches enable researchers to obtain 

participants’ unobstructed experiences, how they form cultural meanings (Corbin and 

Strauss, 2008). Additionally, new meanings and variable are discovered, rather than 

testing variables; the latter would imply that some answers are already known in 

advance (Yin, 2016:4). Therefore, the most fundamental aim of qualitative approaches 

in research is to obtain participants’ holistic views and perspectives without reducing 

these into mere statistical variables (Yin, 2016:4). Overall, the qualitative study of 

people enhances knowing them personally and sharing their daily experiences and 

struggles in society (Taylor, Bogdan and De Vault 2016:9).  

 

The exploratory aspect in this qualitative design complemented the descriptive and 

analytic aspects of the researcher’s engagement with the identified stakeholders for 

first-hand access to their daily experiences (Creswell, 2014). The first-hand access to 

the different experiences and perspectives of the participants provided an opportunity to 

the researcher for better and broader understanding of ISHP implementation 

constraints, which was the core phenomenon of interest to the researcher (Polit and 
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Beck, 2017). Since exploration is multi-faceted, it enabled the researcher’s broader 

understanding of the manifestation of the phenomenon of ISHP implementation 

constraints, as well as the underlying causes thereof in the Ekurhuleni schools.  

 

4.2.3 Research Methods  

As indicated earlier, this investigation has adopted a differentiation approach, which 

distinguishes research processes and procedures from actual research instrumentation 

employed in data gathering processes. Accordingly, the research methods pertain to the 

study’s structure in conjunction with the type and specific particularities of methods the 

researcher applied in collecting data as necessitated by the problem being resolved, 

and the study objectives to be achieved (Polit and Beck 2017:11). The specific 

particularities relate to the relevance and properties of the selected research tools in 

relation to the context/ environment in which they are used (Rossman and Rallis, 

2012:12).  

 

The adopted research methods were largely informed by the empirical and non-

empirical factors and contexts of the research. Kumar (2012:116) and Walliman 

(2015:69) agree that both the philosophical paradigm and research approach adopted 

by the researcher are informative reference points insofar as selecting a research 

method that relevantly addresses or responds to the empirical and non-empirical 

contexts or domains of the investigation on ISHP implementation constraints in the 

Ekurhuleni schools. Creswell (2014) asserts that the exploratory aspect of a qualitative 

investigation is further enhanced with the researcher’s direct engagement with the 

physical and social context in which the problem manifests.  

 

In addressing this study’s empirical domain, the collected data was personally collected 

in the field by the researcher through FGDs, in-depth interviews, and on-going 

participant observations; all of which facilitated conversations with participants and 

hearing their voices by dialogue and narratives (Fetterman, 2010; Flick, 2014).  

 

4.3 DATA COLLECTION 

Consistent with the exploratory qualitative approach, the data collection processes and 

procedures enhanced a seamless orientation of the empirical and non-empirical aspects 

of the research methods. The degree of seamlessness was also made possible and 

facilitated by the literature review’s systematic provision of the theoretical (abstract/ 

conceptual) perspectives regarding the research topic (phenomenon being explored 
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and investigated) (Creswell and Plano-Clark (2011). Furthermore, systematic search, 

collection and processing of the study’s non-empirical data provided the necessary 

background and context against which the veracity or otherwise of the empirically 

derived findings could be tested (Edmonds and Kennedy, 2012).  

 

4.3.1 Non-empirical Data Collection 

The review of literature provided the most fundamental aspect in the collection of the 

study’s critical non-empirical data. Non-empirical data is ontologically derived from the 

secondary sources of information that is characteristically abstract and impersonal since 

the researcher is mostly engaged in reading, rather than personal interaction with the 

people involved and affected directly by the problem being investigated (Glaser, 2001; 

Hesse-Biber and Leavy, 2011). The literature review was adequately addressed in 

Chapter 2, and provided various local and international perspectives concerning 

developments, trends and practices in school health policy and health promotion. In this 

regard, the researcher acquired more knowledge regarding non-empirical information 

that was immensely helpful in explaining, describing and interpreting developments and 

processes that unfolded during the in-depth interview and FGD phases. 

 

4.3.2 Empirical Data Collection 

Empirical data is basically generated from the researcher’s personal engagement with 

the insiders whose experiences, perceptions and knowledge about a phenomenon is of 

interest (Almalki, 2016; Aneshensel, 2015). Unlike the objectivity and statistically 

inclined engagement with respondents in quantitative approaches, qualitative designs 

are more appropriate for their participant engagement due to their personal attachment 

to the phenomenon of interest to them, rather than to the researcher. Hence, the 

phenomenological reference to qualitative research (Creswell, 2014). Empirical data is 

also distinguishable by its facilitation of participants’ verbal responses and participation 

in determining the outcome of their conversations and dialogues with the researcher. 

Due to the particularities of this study, which necessitated the actual voices/ views of the 

participants, empirical information was acquired principally with in-depth interviews, 

group discussions and observing participants to complement both the interviews and 

group discussions with the heterogeneous participant categories involved in the study.  
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4.3.2.1 Structured in-depth interviews with school health educators  

The structured in-depth interview is viewed a more prevalent form of collecting 

qualitative data, taking the form of discussions between the interviewee and interviewer 

on the research topic (Ehrlich and Joubert, 2014: 350). By their nature, interviews are 

systematic conversations and dialogues that the researcher has with the selected 

participants in order to qualitatively explore the prevalence of a researchable problem in 

conjunction with the study objectives (Polit and Beck, 2017; Silverman, 2013). For this 

study, structured interviews and FGDs were adopted, while selected SHNs and 

educators working in school health teams from ten different schools in Ekurhuleni 

constituted the primary participant category. These audio recorded in-depth interviews 

assisted the researcher to obtain detailed information from the participants.  

 

The FGDs facilitated an insightful understanding of the participants’ shared opinions, 

attitudes and perceptions concerning a specific topic (Creswell, 2014). Accordingly, 

groups consisting of educators working with school health teams, school health 

promoters and SHNs from selected Ekurhuleni schools were involved. In this regard, 

data acquisition occurred in the field among SHTs at the schools in the presence of the 

Life Orientation educators allocated to work with the school health teams, and at the 

facilities where the SHTs report. School boardrooms were used for the structured 

interviews as they were quiet and free from disruptions and any form of undue 

interference which would render the participants uncomfortable on suspicions of 

possible threats against their involvement.  

 

Since ten schools and different participant categories were involved in the study, the 

structured interviews necessitated a significant degree of focused execution. The 

boardrooms were also spacious enough to accommodate all participants during 

scheduled interview sessions, which involved numbers of individually assembled people 

meeting to communicate face-to-face with the researcher (Ehrlich and Joubert 

2014:351). These interviews generally involved few close-ended/ structured questions 

aimed at eliciting participants’ opinions and views concerning the school health 

programme (Creswell 2013). Interviews were held in local languages and English and 

for participants’ ease of clarity and self-express themselves clearly and fully. Data was 

also collected by observing the school health teams’ work in the school setting (Babbie 

and Mouton, 2010). Trained data collection assistants were involved to ensure a high 

quality of generated data.  
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The researcher scheduled appointments with concerned participants, also explaining 

the study’s purpose (Creswell and Plano Clark, 2011). The interview guide included 

core questions (see Annexure 6), augmented with probing questions during the 

structured interviews to the point of saturation. Additionally, no participant was 

prevented from asking questions of their own. The participants were not coerced to take 

part in the interviews, as compliant with all other ethical protocols indicated in Section 

1.10 of this study including their permission for audio recording of their oral involvement 

and contribution to the questions posed by the researcher (Ehrlich and Joubert, 

2014:350; Eriksson and Kovalainen, 2008:157).  

 

4.3.2.2 Focus group discussions with school health teams  

Groups become “focused” because of the researcher assembling a group or groups of 

individuals bound together by some common experiences or views pertinent to the 

study problem and objectives (Yin, 2016:141). The latter author propounds further that 

FGDs were desirable if some, or most participants were more comfortable expressing 

themselves in a group than in individual interviews with the researcher. The selection 

criteria (detailed later) also ensured the ten SHTs taking part in the focus group 

discussions shared common views regarding ISHP implementation challenges in their 

respective schools.  

 

Focused group participants were part of a school health team in Ekurhuleni Metropolitan 

Municipality, and were included in this data collection mode because the researcher 

intended to investigate the research problem’s multi-faceted manifestation through the 

SHT’s shared opinions, attitudes (Labaree. 2009). Since they were in a group, 

participants were more likely to be stimulated by discussions with their colleagues, and 

provide facts and views that would otherwise not have been revealed (Ehrlich and 

Joubert, 2014:351). The researcher organised three meetings with three different 

groups of school health teams ensuring that all the school health teams were provided 

the opportunity to share their experiences.  

 

The groups consisted of eight to ten members per session, representative of registered 

and enrolled nurses, as well as enrolled nursing assistants. Each session was of 40-50 

minutes long. Three different facilities were used as FGD sites for three different 

sessions; the first with 9 (nine) SHNs, the second with 8 (eight), and the third with 7 

(seven) SHNs. All the groups discussed the same questions. At the beginning of each 
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session, the researcher also acted as facilitator. She welcomed and introduced all 

participants to each other, followed by the study overview. The same ethical protocols 

applied for structured individual interviews were also applied for the SHNs’ focused 

discussions. For instance, the researcher-cum-facilitator requested duly granted 

permission to audio record the proceedings during the sessions. Further, participants’ 

voluntary involvement was the foremost consideration, preceding the signing of 

informed consent before each session commenced.  

 

4.3.2.3 Participant observations of school health teams and educators 

Observing participants is a central ethnographic data gathering strategy that enhances 

researcher experience of the internal dynamics of a research site as part of the group 

being studied (Eriksson and Kovalainen, 2008:156). In a sense, participant observations 

are a variant of primary data in that, the researcher acquires first-hand information on 

the scene regarding the behaviour and attitudes of the participants (who are the three 

nurse categories in this instance) (Yin, 2016:143). It is noteworthy that participant 

observation occurred concurrently with the focus group interviews and discussions 

respectively. The researcher relied on her daily field notes to record participants’ 

interactions that would not have been captured in the audio recordings (Mills and 

Ratcliffe, 2012). The researcher’s field notes served as an important reminder of the 

crucial details of events as they unfolded. Ehrlich and Joubert (2014:356) contend that 

the use of memos is important and should begin early in the empirical data collection 

stages, including the observations that were made during the analysis of data.  

 

Marshall and Rossman (2011) illuminate that field notes generally reflect the 

researcher’s documented observations, thoughts, experiences, including what s/he saw 

during the interview and focus group sessions. The field notes accruing from participant 

observation also served to compare and contrast the recurring themes during the data 

analysis stages, and also formed part of the conclusions of the empirical findings in the 

signed (Eriksson and Kovalainen, 2008:155). The observation of participants’ behaviour 

and attitudes in their ecologically familiar settings was combined with field notes and 

audio recorded participants’ verbatim responses in the course of the FGDs and 

interviews, subsequently transcribed and collated in terms of individual or groups of 

thematic categories serving as the seminal framework of the study’s findings or 

evidence (Babbie and Mouton, 2010; Padgett, 2012).  
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4.4 THE SAMPLING CONTEXT 

The sampling context further demonstrates the empirical data’s significance, in that the 

involvement of participants needed to be undertaken according to specific requirements 

and expectations that were pre-stated by the researcher (Parahoo, 2006; Roller and 

Lavrakas, 2015). The sampling process itself defines the selection or recruitment of 

representative individuals or sub-groups according to whose traits generalisations 

concerning the study population could be made (Ehrlich and Joubert 2014:109; 

Saunders et al., 2012:64). Therefore, a proper participant sampling should necessarily 

be guided by the homogeneity (similarity) of traits exhibited by the sampled sub-group 

as a principal measure of their degree of representativity.  

 

The degree of representativity ensured that the sample addressed the full range of 

possible qualities of interest (de Vos et al., 2012). Based on the study’s participant-

oriented sampling framework, the most important variables were: the research setting, 

population, sample size, sampling strategy and criteria. From the researcher’s 

perspective, these variables could also be viewed as precursors to the actual 

investigative process whose final outcomes are presented in Chapter 5 of this study. 

They are precursors, also because they present definitive processes and procedures 

applied before the empirical data acquisition stages. 

 

Accordingly, broader participant groups were sampled from representative teams 

delivering school health services to Quintile 1 (one) schools in the selected Ekurhuleni 

informal settlements, to the Quintile 5 (five) schools in the selected Ekurhuleni suburbs. 

The rationale for the diversification of schools was to capture different SHT experiences, 

different communities’ socioeconomic status, and impact on service delivery.  

 

4.4.1 Research Setting/ Site and its Context  

In itself, a setting encapsulates a number of factors associated with the actual physical 

environment or place where the empirical data collection was undertaken with the 

people (sampled school health teams, SHNs, and LO educators) (Creswell, 2013; De 

Vos et al., 2012). Research setting also includes institutions affected directly by the 

study (i.e. schools), as well as the timing of the study with regard to developing 

economic, political, or historical circumstances at the time when the research was 

conducted (Bloch, 2014; Mouton, 2013).  
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This study was conducted in the EMM’s Southern District. “Ekurhuleni” means “place of 

peace” in the Xitsonga language. The EMM constitutes one of the five major municipal 

jurisdictions in Gauteng Province, as shown in Figure 4.1 below. The researcher 

collected data from the school health teams in the Southern District of Ekurhuleni 

together with the Life Orientation educators allocated to work with the school health 

teams visiting their schools for health assessments on their pupils.  

 

 

Figure 4.1: Map of Gauteng Province showing Ekurhuleni Metropolitan 

Municipality  

Source: City of Ekurhuleni Geographic Information Website 

 

The map above shows Ekurhuleni’s physical location in Gauteng Province, which is 

demarcated into five regional municipalities, namely: Johannesburg, Tshwane (Greater 

Pretoria), Ekurhuleni (Greater East Rand), West Rand and Sedibeng Municipality. 

Ekurhuleni is a metropolitan municipality forming local government of Gauteng 

Province’s East Rand region, which constitutes the current site of the investigation.  

 

Whereas Figure 4.1 above depicts Ekurhuleni’s physical location in Gauteng Province, 

Figure 4.2 below specifically shows the Northern, Eastern and Southern Delivery 

Regions. Ekurhuleni has experienced rapid population growth of 2.47% in 2011, from 

3,178,470 (78.7% Black African, 15.8% White, 2.7% Coloured, 2.1% Indian/ Asian, and 

0.6% of other racial categories) (Statistics South Africa/ StatsSA, 2019).  
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Figure 4.2: Map of the City of Ekurhuleni 

Source: City of Ekurhuleni Geographic Information Website  

 
Figure 4.2 above shows the Southern District (Southern Service Delivery Region) and 

the areas collectively known as KATHORUS (Katlehong, Thokoza, Vosloorus), as well 

as Germiston, which are the areas in which the ten schools of interest were located by 

the researcher. As a whole, the EMM’s population of 3,178,470 had 1,015,465 

households. Germiston is also included in the Southern District. It is important to note 

that those aged 0-14 years (the cohort of interest, the major intended ISHP 
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beneficiaries) constituted 24.3% of the entire EMM population just seven years ago 

(2011).  

 

4.4.2 Study Population 

When conducting a study, explicit identification and articulation is important for the 

group from which pertinent information will be gathered to serve as a reference point for 

drawing conclusions. Such a group is known as the study (target) population (also 

known as universe), and should be distinctively articulated in conjunction with other 

factors pertaining to the study setting (Ehrlich and Joubert, 2014:98; Etikan and Bala, 

2017:2).  

 

Accordingly, the target group/population comprised the universe of school health teams, 

that is, SHNs in all their different categories employed by the DOH, school-based health 

promoters, also including Life Orientation educators allocated to work with SHTs in the 

employ of the DOBE during the period in which the study was conducted (October 

2018-March 2019). 

 

4.4.3 Sample Size  

The size of a sample actually defines precise or total participant numbers chosen for 

involvement due to the researcher’s criteria (Babbie and Mouton, 2010; Bogdan and 

Biklen, 2007). The size of the sample was constituted by 34 members, comprising 24 

school health nurses, promoters and teams consisting of different nursing categories; as 

well as 10 Life Orientation educators, 1 (one) each from the 10 sampled school health 

teams from ten different secondary and primary schools in various informal settlements 

and suburbs in Ekurhuleni. Table 4.`1 below represents the sample size and its 

representative sample categories. 

 

Table 4.1: Representation of sample size and participant categories 

School Educators Working with 
School Health Nurses 

School Health 
Nurses 

Total 

Primary School A 1 2 3 

Primary School B 1 3 4 

Primary School C 1 3 4 

Primary School D 1 2 3 

Primary School E 1 2 3 

Primary School F 1 2 3 

Primary School G 1 2 3 

High School AA 1 2 3 

High School BB 1 3 4 

High School CC 1 3 4 

Total 10 24 34 
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A sample size larger than 34 would have presented the researcher with untenable 

logistical challenges. At the same time, the same number of 34 members  could be 

argued not to be appropriately representative of the socio-economic and other dynamic 

variables stipulated by the researcher (De Vos et al., 2012; Ehrlich and Joubert, 

2014:107).  

 

In each of the ten SHTs shown in Table 4.1 above, the composition ranged between 2 

(two) and (three) members per team. In addition, Table 4.1 also depicts 6 (six) teams 

comprising 3 (three) members each, while 4 (four) teams were composed of 4 (four) 

members each. This showed an uneven distribution of teams, translating in workload 

disparities within, and between schools. The latter fact is important, and has been  

significantly captured in Chapter Five. 

 

4.4.4 Sampling Strategy/ Method  

Sampling strategy is the technique or method used in selecting individuals for study 

participation (Holloway, 2005; Howell, 2013). In this research study criterion-referenced 

sampling was employed, based on the researcher’s own pre-determined requirements 

or criteria for eligible cases or people/ individuals to include when obtaining empirical 

information (Vasileiou, Barnett, Thorpe and Young, 2018; Polit and Beck, 2017:495).  

 

4.4.5 Criteria for Sampling Considerations 

Sampling considerations or criteria is premised on a variety of norms, standards or 

factors consideration as the most salient determinants of participants’ involvement or 

non-involvement (Brink et al., 2013; Creswell, 2014). In addition, sampling criteria 

inform the extent of a participant’s experience of the investigated phenomenon (Ehrlich 

and Joubert 2014:491; Hussein, 2009). Therefore, it is on the basis of that 

phenomenologically experienced process that the participants (school health teams and 

LO educators) became part of the interviews and FGDs.  

 

4.4.5.1 Eligibility considerations 

Key informants were considered for eligibility/ inclusion on account of their ‘compliance’ 

with the following criteria or pre-requisites: 

• Be school health team members in the Southern District of the Ekurhuleni 

Metropolitan Municipality (EMM) for at least two years; 

• Be Life Orientation educators working with school health teams in the District for at 

least two years;  
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• Be professionally trained and experienced nurses working in the EMM for more than 

two years; and 

• Be resident anywhere in Ekurhuleni, to understand its broader educational and 

other socio-economic dynamics. 

 

Any prospective participant who did not comply with at least four of the above-stated 

pre-requisites was not considered for inclusion in the empirical stage of the research. 

The participants were “prospective” because the researcher pre-determined the criteria 

before the empirical acquisition of data. It was only after their actual inclusion that they 

were no longer “prospective”.  

 

4.4.5.2 Ineligibility criteria 

In contradistinction to the inclusion or eligibility considerations, the ineligibility or 

exclusion criteria focused on those factors or traits/ attributes whose possession 

rendered any prospective participant ineligible for participation. Therefore, the 

researcher applied the following exclusion criteria:  

• Anyone not resident in the Ekurhuleni Metropolitan Municipality (EMM); 

• Any school health team member not from any of the ten schools in the Southern 

District of Ekurhuleni Metropolitan Municipality; 

• Any nurse without any school health-related professional training and experience of 

at least two years; and 

• Educators from any of the ten Southern District schools who are not in the Life 

Orientation stream. 

 

Any prospective participant to whom any of the above criteria applied, was not 

considered at all as part of the study’s predominant data gathering processes; that is, 

the interviews and group discussions.  

 

4.5 DATA MANAGEMENT AND ANALYSIS  

‘Data’ relates to a body of raw or unprocessed information that has not yet undergone 

systematic analysis (Aneshensel, 2013). It is only after its systematic or methodical 

deconstruction and reconstruction (synthesis and analysis) that the raw data is 

convertible and translated as reliable information and knowledge from which 

conclusions could be drawn for making well informed decisions (Bogdan and Biklen, 
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2007). Against this backdrop, data management could then be viewed as the initial or 

foundational stage in the conversion process.  

 

For instance, the raw audio-recorded statements of the in-depth interview sessions, 

together with the researcher’s field notes and group discussion statements remain ‘non-

knowledge’ or ‘non-research’, until translated into intelligible meaning for the study in 

terms of organised and categorised themes linked to critical variables; that is, the 

investigated problem, its objectives, questions and study’s worth (Babbie and Mouton, 

2010; Creswell, 2014).  

 

For its management, the raw data (participants’ oral statements) were audio-recorded 

and digitally stored in compact discs and also in the researcher’s password-restricted 

computer (De Vos et al., 2012). The statements were subsequently transcribed for 

meaning-making or generation, because raw data is inherently without any meaningful 

comprehension (Aneshensel, 2013). Therefore, an analysis of data is actually a process 

for organising, categorising, reducing and classifying the self-same data into smaller 

and more manageable units according to its recurring patterns in order to make sense 

of it and ultimately resolve problems that necessitated its generation in the first place 

(Eriksson and Kovalainen, 2008; Polit and Beck, 2017:530). No translation was 

effected, because the interview questions were in English, which was also the medium 

of conversation during the group discussions. Thematic data analysis was adopted, 

most dominant or frequently occurring participant statements were grouped individually 

and in groups of global themes in order to generate appropriate themes for analysis 

congruent with their relevance or otherwise to the research objectives (Flick, 2014; 

Kendall and Halliday, 2014).  

 

In its broadest sense, the data analysis process is concurrent/ simultaneous with data 

collection, because researchers start looking for themes and relevant (theoretical and 

empirical) ideas from the very conceptualisation/ incubation and pre-investigative stages 

while reviewing the literature (Fetterman, 2010; Kumar, 2012). In essence, then, this 

simultaneous/ concurrent is four-phased (McFarland and Wehbe-Alamah, 2015). During 

the first phase, raw data was collected, described, and audio-recorded. In the second 

stage, the main descriptors were identified and categorised. Thirdly, data were analysed 

to discover contextually repetitive or recurring patterns by using the similarity principle 

(similar content, symbols and meanings) advocated by Polit and Beck (2017:535). 
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Lastly, the main categories of themes were translated according to the study’s overall 

aims, after which the findings were presented (in Chapter Five) (Padgett (2012).  

 

4.6 CONCLUSION 

The present chapter presented and discussed the theoretical/ abstract terrain preceding 

the actual collection, presentation, analysis and dissemination of data. In a sense, the 

chapter encapsulates both the theoretical and empirical domains; that is, the pre- and 

actual implementation parameters of the study. Since research is about processes 

(methods) and legitimacy of outcomes (Laura, et al., 2015; Rani, 2016), this chapter 

was of significant usefulness insofar as detailing both the methods and instruments 

used for both acquiring and analysing valuable data before its eventual conversion into 

meaningful knowledge as proof (evidence) of how the information was generated. As 

the most central and crucial stage in qualitative research, the data analysis phase is 

also the seminal base or framework of the evidence/ findings/ results as detailed in the 

next chapter (Van den Hoonaard and Van den Hoonaard, 2008:187).  

 

In the following chapter, the findings are presented and discussed as accrued from 

interaction with all of the participant categories referred to in the current chapter.  
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CHAPTER 5: DATA PRESENTATION AND ANALYSIS 

5.1 INTRODUCTION  

The major focus of preceding chapter was on the theoretical/ abstract parameters of the 

approaches and methods adopted in preparing for the gathering of empirical data. In 

this regard, the preceding chapter becomes a precursor of the current chapter, which 

logically and sequentially presents discussions relating to the very data whose modes of 

analysis were presented and discussed in the previous chapter (Chapter Four). In other 

words, whereas Chapter Four discussed how data was to be obtained and analysed, 

the data is already obtained and analysed in Chapter Five (Babbie and Mouton, 2010).  

 

5.1.1 Structure of the Chapter 

For logical concatenation and coherence of conclusions (which are indispensable in 

Chapter Six), the main (thematically organised) ideas presented in Chapter Five are 

structured, discussed and analysed according to two mention worthy ‘logics’: the logic of 

participant categories, and logic of data acquisition methods. Both of these ‘logics’ are 

interstitial to each other, and their collective outcomes have important impacts on the 

researcher’s attempt to accurately present the findings as a reflection of the participants’ 

own perspectives and consistent with the purpose of an ethnographic research design 

(Matua and Van Der Wal, 2015; Creswell, 2014).  

 

The logic of participant categories implies that the thematically constructed discussions 

posit the dominant views of a particular group or category of participants and define a 

particular aspect of the findings. On the other hand, the logic of research methods 

implies that any of the two main data gathering methods could impact the outcomes of 

the statements made by the specific participant category that was involved and 

engaged by the researcher during that particular process (Almalki, 2016). Accordingly, 

then, a presentation and analysis of school health nurses’ demographic information/ 

details is followed by a presentation of school health educators’ perspectives as 

emanating from the structured in-depth interviews.  

 

The modus operandi applied in this chapter entails that the participants’ narrative 

statements are referred to according to their thematic importance, rather than their 

quantitative value (Babbie and Mouton, 2010). In this regard, the qualitative value of the 

statements supersedes the number of participants making those statements 

(Fetterman, 2010). Also, each participant has been allocated a pseudo identifier 
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corresponding to the data collection mode used by the researcher with the particular 

participant category. For instance, ‘FG1’ indicates the first narrative statement from the 

focus group discussion as it (statement) pertains to the particular issue or theme under 

discussion. On the other hand, ‘SIV1’ signifies the first narrative statement of the 

structured in-depth interviews as it relates to the particular issue or theme discussed; 

and ‘SHT1’ signifies a response of a particular SHT member.  

 

Following the school health educators’ perspectives and experiences obtained through 

the in-depth interviews, the experiences of school health teams are discussed as they 

emanated from both the FGDs and the researcher’s own participant observations. 

Given the inseparability of research methods and their outcomes, together with the 

participant categories in each method, it is of critical necessity that the fundamental 

description of school health teams be understood as comprising both school health 

nurses and school health educators (ISHP, 2012). Such clarity is relevant, considering 

that there are significant areas of convergence between both research methods 

(interviews and group discussions) and participant categories (educators and school 

health nurses).  

 

A school health team is a singular entity consisting of two participant categories: 

professionally trained nurses - who are full-time DOH employees visiting schools on 

scheduled days - and school-based educators in the Life Orientation and health 

education stream - and are DOBE full-time employees. Accordingly, the notion of 

“health teams” and their associated inputs (in the form of narrative statements) is 

interspersed and dispersed throughout the various main sections in this chapter, but 

cohesively united by the principle of similarity (of content, symbols and meanings) as 

advocated by Polit and Beck (2017:535).  

 

5.2 SCHOOL HEALTH NURSES’ DEMOGRAPHIC CHARACTERISTICS  

Owing to the indispensability of the SHTs as pivotal implementation agents of the ISHP 

and its other associated interventions, the demographic characteristics of SHNs were 

then of particular interest to the researcher than those of other members of school 

health teams (e.g. school health educators working with SHNs). Amongst other factors 

considered, the latter are more professionally trained, qualified and experienced to lead 

school health teams in implementing the ISHP. They are also more knowledgeable on 

health care issues than other members of school health teams (ISHP, 2012).  
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In addition to their professional categories and educational qualifications, relevant 

demographic characteristics of SHNs in this study also included their work experience 

and workload allocation/ distribution. However, the study does not disregard the critical 

role school health teams, without whom the SHN would not succeed in the 

implementation of the ISHP.  

 

5.2.1 School Health Nurses’ Professional Categories 

In accordance with the ISHP stipulations, health promotion and its implementation at 

district level is mandated to school health teams. At school level, a professionally 

qualified and experienced SHN leads each team and is supported by other team 

members consisting of health care promoters (whose roles appear to have diminished 

radically in recent years), as well as educators with Life Orientation and health care 

credentials. The demographic characteristics reflected in Figure 5.1 below derives from 

the ‘pool’ of 24 SHNs shown in Table 4.1 (see sub-section 4.4.3) of this study.  

 

 

Figure 5.1: SHNs’ professional categories (n=24, 100%)  

 

From the sample size of 24 SHNs from the ten school health teams, 15 (64%) were 

registered nurses, 6 (24%) were enrolled nurses, and 3 (12%) were enrolled nursing 

assistants. It is clear that registered nurses constituted the largest SHT participant 

category. No school health team in this study was led or supervised by either an 

enrolled nurse or enrolled nurse assistant. This shows there is a potential for efficient 

leadership, only if other human resources-related constraints were more efficiently 

resolved in the Ekurhuleni Metropolitan Municipality area.  

 

64%

24%

12%

Registered Nurses Enrolled Nurses E.N. Assistants
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5.2.2 School Health Nurses’ Qualifications 

Similar to other professions requiring both theoretical knowledge and practical skills 

application and experience, the SHNs educational background and qualifications is of 

essence; it is a crucial determinant of their level of contribution insofar as SHP 

implementation is concerned (Armstrong and Rispel, 2015). In terms of SANC’s 

requirements, a Registered Nurse (R/N3) undergoes a four-year diploma, degree, or 

postgraduate programme and another nursing qualification at a higher education 

institution. A Registered Nurse (R/N2) undergoes training for the four-year 

degree/diploma), while a Registered Nurse (General Nursing and Midwifery) undergoes 

a four-year diploma or degree training programme. An Enrolled Nurse/EN undergoes a 

two-year diploma programme, while an Enrolled Nursing Assistant undergoes a one-

year certificate training programme (South African Nursing Council/ SANC, 2015). 

Figure 5.2 below depicts qualifications of the 24 SHNs in the study.  

 

 

Figure 5.2: SHNs' qualifications (n=24, 100%)  
 

In tandem with their professional status, the SHNs’ qualifications are a useful tool to 

‘measure’ whether or not an association existed between qualifications and efficiency 

(Redwood et al., 2016). In Figure 5.2 above, the highest qualification (44%, n=11) is 

from R/N2s, followed by ENs (24%, n=5), and 16% (n=4) RN3; ENAs (12%, n=3), and 

ENs (4%, n=1). In addition to their four-year diploma/ degree and the knowledge and 

skills of the most qualified (RN3s) is enhanced by the additional year of study to 

advance their primary health care through programmes such as Clinical Assessment, 

Diagnosis and Treatment. All the ENs and ENAs have equal training, but only 4 (four) of 

the sixteen Registered Nurses had additional training in Clinical Assessment, Diagnosis 
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and Treatment. This is an indication that significant numbers of Registered Nurses still 

need to undergo some further training and skills development. Such training will be of 

further assistance in motivating them to perform their PHC duties in consonance with 

the stipulations or requirements of the ISHP (2102).  

 

5.2.3 School Health Nurses’ Work Experience  

The work experience of SHNs is regarded as relevant for the purpose of determining 

whether or not any association existed between such experience and delivery of quality 

school health services in the Ekurhuleni area. Below, Figure 5.3 depicts the participating 

SHNs’ work experience.  

 

 

Figure 5.3: SHN work experience (n=24, 100%)  

 

Figure 5.3 above shows that the work experience of the SHNs ranged from one month 

to twenty-five years for R/Ns; two to five years for ENs. and three to six years for ENAs. 

The work experience of ENAs (n=3, 12%) was between 3-6 years, that of ENs (24%, 

n=6) ranged from 2-3 years; while that of R/Ns (64%, n=16) ranged from 1 month to 25 

years. The newest members in the school health programme were two (2) registered 

nurses with only one month of work experience, and the oldest member had twenty-five 

years’ work experience. Five (5) of the enrolled nurses have been on the school health 

programme for three years, and only one (1) had two years’ experience. One of the 

enrolled nursing assistants has been on the school health programme for six years; one 

for five years and another one for three years. It was apparent that all the sub-

categories are well familiarised with their duties, but the two R/Ns who had just joined 
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the programme were still adjusting, as far as their duties are concerned, and still 

needed assistance from the other R/Ns.  

 

5.2.4 Workload Allocation of School Health Teams  

Workload allocation is a critical factor, as it links performance to human resources 

capacity (Child, 2010). Whenever PHC facilities encountered personnel shortages, 

SHNs were withdrawn from their school health care commitments in order to address 

the shortage. The latter type of response negatively affected quality and continuity of 

health services to school children.  

 

The review of literature has aptly demonstrated that an imbalance between SHNs and 

learners allocated to them, posed a human resources overburden; for instance: Banfield 

et al. (2015), Christian et al. (2015), Lerutla (2013), Ugochukwu et al. (2013), and Peu 

(2015). In the Ekurhuleni area, each SHT is allocated certain numbers of schools based 

on catchment area. Teams with lesser schools are allocated schools from other teams 

that have more schools for the purpose of sharing the workload. The ten school health 

teams in the Southern District deliver services to 168 schools in the larger EMM. These 

(168) schools are then distributed to other school health teams according to their 

capacity. Those with fewer schools have taken over some schools from the teams that 

had more schools. Figure 5.4 below depicts the workload distribution/ allocation of 

school health teams.  

 

 

Figure 5.4: SHT workload allocations (n=24, 100%)  
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Figure 5.4 above reflects that collectively, 7 (seven) of the 10 SHTs (teams 1-7) were 

responsible for school health care service delivery in 56% (n=94) of the 168 schools; 

while 1 (one) team (team 10) was allocated 32% (n=54) of the schools, and 2 (two) 

teams (teams 8-9) were responsible for 12% (n=20) of the schools. Despite that the 

allocation was based on the demands of the catchment areas, the unevenness of 

workloads for each school health team still illustrates human resources capacity 

constraints as mitigating against successful implementation of the ISHP.  

 

5.3 STRUCTURED IN-DEPTH INTERVIEWS: PERSPECTIVES OF SCHOOL EDUCATORS 

WORKING WITH SCHOOL HEALTH NURSES  

The logic of the structured in-depth interviews is centrally focused on their perspectives 

regarding various elements of health care entailed in the ISHP. All 10 educators working 

in the respective SHTs under the leadership of the SHNs at the respective primary and 

high schools were interviewed, and seven questions were asked to them. As indicated 

earlier, each participant response is represented as ‘SIV’. Also emphasised earlier, was 

that the participants’ responses are thematically pared, rather than quantitatively 

oriented. Therefore, it is the thematic substance, rather than the number of responses, 

which was of utmost importance to the researcher (Yin, 2016).  

 

5.3.1 Critical Variables Concerning Educators’ ISHP Knowledge  

In this sub-section, the main thrust is on school health educators’ knowledge of the 

salient aspects of the ISHP. To that effect, the school health educators responded to 7 

(seven) questions posed to them at different stages of the in-depth interview sessions 

(see Annexure 6). Table 5.1 below depicts the seven main themes and key focus areas 

accruing from the in-depth interview questions with school educators working with 

school health nurses.  

 

Table 5.1: Main themes derived from educators working with SHNs  

1. Availability of the ISHP and Knowledge of its Contents 

2. Orientation for ISHP Implementation  

3. Educators’ roles in ISHP Implementation  

4. Extent of Inter-Departmental Collaboration  

5. Extent of ISHP Benefits to Learners  

6. Extent of ISHP Effectiveness 

7. Possible ISHP Improvements 
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5.3.1.1 Availability of the ISHP and knowledge of its contents 

For the 1st question, the educators were asked whether the 2012 ISHP was available in 

their schools, and whether they were conversant with its contents. Table 5.2(a) reflects 

their responses to the first part of the question (i.e. availability of the ISHP document).  

 

Table 5.2 (a): Availability of the 2012 ISHP in schools  

Response Frequency Percentage 

Yes 3 30% 

No 6 60% 

Do not know 1 10% 

Total 10 100% 

 

Above, Table 5.2(a) above shows that most educators (60%, n=6) confirmed the ISHP’s 

unavailability in their schools, which is startling, and only a minority 30% (n=6) 

confirmed ISHP prevalence in their schools. That there was even a single educator 

(10%) who did not know whether or not such an important policy document existed in 

the school, raises many more questions. Notwithstanding that reasons for the ISHP’s 

unavailability were not explored, it is unacceptable that such a seminal health care 

policy document was not available to the very people expected to advance its contents. 

Table 5.2(b) below illustrates the follow-up responses concerning the educators’ 

awareness (or lack thereof) of the contents of the ISHP.  

 

Table 5.2 (b) Awareness of the ISHP’s contents  

Response Frequency Percentage 

Yes 0 0 

No 0 0 

Not aware 10 100% 

Total 10 100% 

 

Table 5.2(b) reflects that all 100% (n=10) educators were not aware of the contents of 

the ISHP document. Such a situation corresponds with the reflection in Table 5.2(a), 

that only 30% (n=3) were aware of the availability of the policy in their schools but were 

also unaware of its contents. Overall, both the unavailability and unawareness factors 

reflect poorly on the internal and external dynamics affecting ISHP implementation. The 

reviewed literature has indicated lack of knowledge as one of the detrimental factors in 

poor implementation of the ISHP (Lerutla, 2013; Peu, 2015).  
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5.3.1.2 Orientation for ISHP implementation  

The 2nd question sought to find out whether educators received any orientation 

concerning the ISHP when they were assigned to work in school health teams. 

Orientation is an important factor in employee productivity (Roux, 2013) Table 5.2 below 

depicts the educators responses.  

 

Table 5.3: Orientation to the ISHP  

Response Frequency Percentage 

Yes 2 20% 

No 8 80% 

Not aware 0 0 

Total 10 100% 

 

Table 5.3 highlights the majority of participant educators (80%, n=8) were not formally 

oriented to the ISHP and its programmes; and only 20% (n=2) received formal 

orientation to the ISHP and its contents. They (80%) were assigned to work in school 

health teams mainly because they were in the Life Orientation stream, and were also 

part of the welfare and wellness committees in their respective schools. One of the two 

educators who were oriented to the ISHP indicated that she was going to hand over to 

the Life Orientation educators to continue working with nurses, as she was just assisting 

them, following a request from the principal.  

 

Overall, the total effect of non-orientation, non-availability and unfamiliarity with the 

contents of the ISHP places the implementation of school health programmes in 

jeopardy. It means educators are expected to make their own means to obtain the ISHP 

document and know its content. It could also imply that the DOBE does make formal 

provision, but some educators simply ignore the ISHP as a serious and official 

Departmental programme in schools. 

 

5.3.1.3 Educators’ roles in ISHP implementation 

The 3rd question focused on the educators’ roles in the implementation of the ISHP in 

schools. The two excerpts below, as few as they are, capture the virtual unanimity of the 

educators’ views: 

 

SIV1: We are not even sure of what’s expected from us when the nurses get here, 

hence I said I don’t even know the school health policy and [its] contents …  
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Firstly, the above-cited educator’s reference to “we” (which was unchallenged/ 

unopposed by the rest of the educators’ group) reflects the general ambiguity of roles 

between the school health educators and SHNs, yet both are members of the same 

school health teams in each school. Secondly, virtually all ten educators ascribed their 

roles to the administrative side of health care, indicating their role as distributors of 

consent forms left by SHNs for learners to submit to their parents to sign, and then 

return the signed forms to school. These forms were critical of SHNs’ assessment roles. 

Only two of the educators indicated that their primary role was to identify children with 

health problems for referral to the SHNs on their visits to schools.  

 

5.3.1.4 Extent of inter-departmental collaboration 

The 4th question focused on educators’ perceptions regarding the extent of DOH-DOBE 

collaboration concerning the ISHP’s implementation, and also provides reasons for their 

responses, some of which are presented below.  

 

SIV2: If the nurses can come to schools to see learners, there should be some sort of 

an agreement between the two departments.  

SIV3: Nurses don’t just arrive at the school, we get communication from the Department 

informing us that nurses will come around a certain time, we must allow them to 

conduct their programmes.  

SIV4: If the nurses come to schools to see the learners, there should be some sort of an 

agreement between the two Departments. 

SIV5: The deworming campaign disrupts the educator because they are expected to 

give the tablets. Deworming tablets should be given to the nurse, more especially 

because we were not consulted as educators before the campaign that we must 

give the tablets.  

 

The educators’ responses above reflect a degree of ambiguity regarding DOBE-DOH 

collaboration. While the SHNs’ role is unambiguous, it is the educators’ health 

education/ promotion roles that appear unclear. On the other hand, inter-departmental 

collaboration is confirmed on the basis of regular communication received through 

circulars concerning expected school health activities. However, circulars may be sent 

late to schools, resulting in the nurses becoming the dominant sources of the 

information (on health activities) when they come to the schools to book for learner 

assessments. There was also the view of minimal or no DOH-DOBE collaboration, and 

no clear communication from DOBE informing them about the school health activities 

such as the deworming campaign.  
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5.3.1.5 Extent of ISHP benefits to learners 

The 5th question focused on the educators’ views concerning the benefits of the ISHP to 

learners, and reasons for their answers. Responses in that regard were: 

 

SIV6: Most of the problems affecting learning such as eye sight problems and hearing 

problems, are discovered by [SHTs] and most of the time, you find that the 

parents and the teachers were not even aware of those problems. 

SIV7: It is beneficial and most of the time the parents and some teachers are happy 

because learning challenges are detected early, more especially with the Grade 

Rs and Grade Ones. 

SIV6: Some of these learners come from disadvantaged families and their parents or 

care takers cannot afford certain services like eye screening and spectacles; 

hearing screening or occupational therapy, but the school health programme 

offer these services for free”. Others were grateful for the HPV vaccination 

because parents would not afford paying for it privately if it was not offered by the 

school health programme. 

SIV8: Sometimes we as educators think that a learner is a slow learner or not coping 

with the work only to find that the child has an eye sight problem or a hearing 

problem, such cases are identified by the nurses.  

 
All of the educators’ statements above, generally reflect satisfaction with the ISHP 

benefits to learners as spearheaded by the SHN. Educators believed that a school’s 

health programme was beneficial to the learners’ health, as learning problems were 

identified by the SHNs during their assessments, and referred to the relevant places so 

that they could get help.  

 

5.3.1.6 Extent of ISHP effectiveness 

For the 6th question, were asked whether they thought the school health programme 

was effective and give reasons for their answer, which are encapsulated as follows:  

 

SIV7: It is not as effective as it was envisioned to be, it can be more effective, why am I 

saying that? We are bringing the service to the children so that they do not miss 

a day of school but then you are giving a referral letter, and what does that letter 

do? It means the child must miss a day of school because they need to go to the 

clinic. 

SIV8: Normally, when you refer a child to the dentist or rehabilitation department, when 

they get there they are booked for another day, then they have to make means to 

go again on that date and sometimes it becomes difficult for them to go back 

because of not having money for transport. 
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SIV9: Sometimes it’s the parent’s fault that the programme may seem like it’s not 

effective because parents fail to take their children were the nurses referred the 

children to, some parents are so irresponsible.  

SIV10: Sometimes the challenge is with schools, I believe that schools make it very 

difficult for nurses to provide proper service. When the nurses get to the school 

and you ask for periods, teachers are very adamant and they feel that it’s a waste 

of time, because most of them are not informed about the [SHP’s] importance. 

SIV11: Eye care services are no longer as effective as they used to be, children wait 

longer to be seen by Optometrists at the clinics and they wait long before 

receiving spectacles.  

SV12: Our children received the first HPV dose during the first round and when they 

were supposed to get the second dose during the second round, there were no 

vaccines. 

 

Collectively, all of the above statements do not reflect the ISHP as a very successful 

initiative in its totality. However, most of the educators agreed that the school health 

programme was effective in certain specific areas. For instance, learners were 

eventually receiving the necessary help from the clinics and hospitals through referrals 

made by the SHNs, particularly credited with de-escalation of teenage pregnancy in 

some of their schools. The SHNs’ health talks and open question-and-answer session 

with learners were found to be very useful.  

 

5.3.1.7 Possible ISHP improvements 

For the 7th question, educators were asked whether they thought the school health 

programme needed improvement. If so, what needed to be improved. The following 

statements reflect the educators’ responses:  

 

SIV13: The referral system is not working, because what is the point of us giving the 

referral letters now if the child is going to be booked and given a date of six 

months after you have referred them. 

SIV14: When it comes to minor ailments, you refer a child to the clinic only to be 

scolded by our colleagues in the clinics who tells us that we are ignorant 

because the ailment you referred is not an issue or was not there, so, our 

colleagues undermine us and what we do a lot because we wouldn’t refer 

something that’s no there. For the fact that we referred it, it means it’s an issue. 

SIV15: I think it depends on different facilities, there’s a facility that prioritizes learners, 

they always try to put them in front of the queue, even when they make 

bookings, they give them nearer dates, so I believe they are doing their best.  
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SIV16: We need a full time nurse allocated in the school who will always be available to 

attend to children who need emergency care and assist with health problems 

full time, I feel that the Department should deploy nurses to the schools.  

 

Overall, there is unanimity among educators that there was room for improvement, 

though they understood that some problems were beyond the nurses’ control, such as 

the shortage of the HPV vaccine and the time it took for learners to be treated after 

referrals. Some of the suggested improvement measures include: teachers’ access to 

the school health programme because they also needed health care services; full-time 

employment of SHNs; and the referral system to fast-track health services to learners.  

 

5.3.2 Discussions on Educators’ Knowledge of ISHP Variables 

In this section, the discussions mainly relate to an interpretation of the educators 

responding to the broader study processes, including its objectives (Flick, 2014; Kendall 

and Halliday, 2014). In this regard, all of the seven questions responded to in the 

previous section serve as the point of reference.  

 

5.3.2.1 Availability of the ISHP and knowledge of its contents 

The first problem identified during the in-depth interviews with the educators working 

with SHNs was that only 3 (three) schools had the ISHP, but the educators themselves 

were not aware of its contents. The other 7 (seven) schools did not have the ISHP at all. 

Consequently, the educators in those schools would not have been aware of its 

contents. This shows that as much as these educators have been working with the 

SHNs, they were doing so obliviously. They did not have the knowledge of the 

programme itself, only what they have seen the SHNs do at their schools. This reflects 

on the lack of knowledge, which greatly impedes on successful ISHP implementation 

(Peu, 2015).  

 

5.3.2.2 Orientation for ISHP implementation 

Nine of the educators expressed that they were not formally oriented to the ISHP, but 

just assigned because they teach Life Orientation as an examinable subject. It is 

evident that educators working with SHNs were introduced to the programme by the 

nurses themselves, and they had to learn about the programme when they were already 

allocated its implementation. This may have caused problems for SHNs because they 

were expected to work with people to whom this ISHP was a new experience with no 

formal preparation. This may have caused problems for the educators as well, because 
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they were expected to implement without proper background preparation. Such a 

situation shows some discord between expectations and preparations in the policy 

domain, and poses threat to the seamlessness of the ISHP’s implementation as a 

necessary intervention for the school children’s benefit (Pretorius, 2012).  

 

5.3.2.3 Educators’ roles in ISHP implementation 

A significant majority of the educators lamented that their roles seemed more 

administrative than those of the SHNs, whose school health responsibilities cohere with 

their professional training and background. This shows how important it was for 

educators to be well informed about the ISHP, so that they could function beyond the 

level of consent forms to the level of assisting learners who need help from nurses 

because they (educators), and not SHNs, largely spend more time with those learners. 

In a study they conducted in Nigeria, Olowokere and Okanlawon (2016) discovered that 

school children suffer from a number of health problems, including mental health 

problems. These authors concluded that it was important for school health teams and 

educators to identify these children and offer support as early as possible.  

 

5.3.2.4 Extent of inter-departmental collaboration 

Overall, there was consensus on prevalence of minimal DOH-DOBE collaboration, a 

factor which seemed to extend also between parents and the schools. In their study, 

Shaibu and Phaladze (2010) have identified that lack of, or poor stakeholder 

collaboration, commitment and communication between the relevant government 

ministries was one of the foremost constraints of effective ISHP implementation. In the 

above statement it was clear that the educators would not commit to the deworming 

campaign hence they refused to administer the tablets and their concern was that they 

were not consulted before the decision was made, meaning there was no 

communication between themselves and the DOBE as their employer. There is 

evidence of some collaboration, but the educators and SHNs are not properly consulted 

prior to decision making, which causes confusion and reluctance from educators, 

compounded by the opacity of roles resulting in both educators and nurses experiencing 

work overloads.  

 

It is evident that there are two perspectives of collaboration. Although most of the 

educators received communication from their HODs about the school health activities, 

some did not, and this caused confusion in some of the schools. Most of the educators 
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were unhappy with administering deworming tablets to learners. They felt it was not 

their duty, but that of the nurses. Hence, they refused to administer those tablets. On 

the other hand, nurses felt overwhelmed by conducting the HPV and deworming 

campaign and conducting health assessment during the campaigns. Such a situation 

reflects a human resources overburden and uneven distribution of workloads. Hoekstra 

et al.’s (2016) study revealed the overburdening effects of under-resourced schools on 

SHNs and poor training and skilling of school health teams.  

 

5.3.2.5 Extent of ISHP benefits to learners  

Generally, the SHP is viewed as a beneficial health intervention to learners because 

SHNs have helped in detecting and identifying learning and health problems through 

screening and referrals, which could still be improved. Educators also appreciated the 

programme because many of their learners came from disadvantaged families or 

background, which makes it impossible for them to afford certain services such as eye 

and hearing screening. The SHNs’ early detection of learners’ vision and auditory 

problems was highly acclaimed by educators, although the service still needed 

improvement. Vision problems among primary school children was a serious threat to 

their future well-being (Ambika and Nisha, 2013).  

 

5.3.2.6 Extent of ISHP effectiveness 

Programme effectiveness is determined and evaluated by numerous factors, including 

seamlessness of systems, processes, procedure and the people expected to implement 

the expected (health care) change (Park and Jones, 2010). In the case of the ISHP 

implementation, it emerged that several factors characterised the prevalence of different 

challenges which de-escalated programme effectiveness (Peu, 2015). For instance, the 

opacity of roles, poor communication and collaboration produced weaknesses at 

different levels of the ISHP’s implementation end-point. This has resulted in the 

researcher concluding that there were gaps in the health system as far as other 

services are concerned; for instance, eye care services and vaccinations.  

 

There are also gaps in educators’ lack of ISHP knowledge and availability at schools, 

resulting in the programme being taken for granted. There are also responsibility gaps, 

with parents/ guardians not fully ensuring that they took their children for referrals as 

recommended by the SHNs. This may also be due to lack of knowledge or just being 

irresponsible. Similar to the holistic orientations of the General Systems Theory 



76 

(Anderson, 2016; Cordon, 2013), the effectiveness of the ISHP warrants that all gaps 

within the entire school community and health teams should be addressed holistically 

(American Academy of Pediatrics, 2016; Coombe, 2002).  

 

5.3.2.7 Possible ISHP improvements 

Change and changeability is regarded as the only constant factor in any modern 

situation, and organisations and systems were not immune (Surju, 2018; Swanson, 

2013). It is beyond doubt that the current ISHP state is not very conducive to the 

demands of a growing population, as imposed by factors such as uncontrollable 

urbanisation trends. As a sub-set of the superordinate health care system, especially 

the ISHP – given the range and magnitude of identified challenges and gaps – 

improvements in many internal and external areas were deemed necessary. However, it 

is the degree of responsiveness that would determine the direction and pace of the 

ISHP’s improvement potential.  

 

All participating educators posited that the ISHP could be improved. They were also 

aware that some of the improvements and changes required were beyond the SHNs’ 

control, such as the shortage of HPV vaccines and increasing the number of school 

visits to be quarterly rather than annually. Such an increase would enhance follow-up on 

learners presenting with health and learning problems. Borge et al.’s (2008) exegetic 

investigation revealed nurses’ irregular school visits as an indication of unsystematic 

collaboration between health workers and school teachers, with detrimental effects on 

the special needs of children.  

 

5.4 FOCUS GROUP: EXPERIENCES OF SCHOOL HEALTH TEAMS 

The previous section discussed school health educators’ interview-based perceptions, 

experiences and knowledge on various important aspects relating to the implementation 

of the ISHP in their schools. The current discussion emanates mainly from the 

researcher’s focus group discussions with representatives of the respective school 

health teams. It is worth mentioning that SHTs are not as professionally trained and 

qualified as SHNs. They are more like interfacing between SHNs and health educators. 

Each of the ten sampled schools was represented by 1 (one) school health team 

member in the FGDs. The overarching issue was their experiences in relation to 

schools and their (SHT’s) own health facilities.  
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5.4.1 Experiences Concerning Schools and Health Care Facilities 

Eight questions were posed to the school health team members, focusing on:  

• how they are generally treated or received at schools (in the field); 

• how they are treated or received at their own facilities;  

• how they are treated or received at schools when assessing school children; ; 

• extent of inter-departmental collaboration; 

• extent of the ISHP’s benefits to learners; 

• extent of the ISHP’s effectiveness; 

•  extent of referrals system’s effectiveness; and 

• possible improvement of the ISHP. 

 

Concomitantly, Table 5.4 below depicts the main themes/ key focus areas arising from 

the eight questions focusing on the experiences of school health teams in their 

engagement with the researcher during the focus group discussions.  

 

Table 5.4: Main themes derived from experiences of school health teams  

1. Overall Experiences/ Treatment at Schools  

2. Experiences at own facilities  

3. Experiences During School Visits for Learner Assessment  

4. Extent of Inter-Departmental Collaboration  

5. Benefits of the ISHP  

6. Effectiveness of the ISHP 

7. Effectiveness of the Referral System  

8. Possible ISHP Improvements  

 

Similar to the logic applied in the in-depth interviews, the emphasis is on the responses/ 

narrative statements themselves, rather than the individual making the particular 

statement. For that reason, ‘SHT1’ would be a representation of the first response or 

statement of the school health team’s input. 

 

5.4.1.1 Overall experiences/ treatment at schools 

For the first question, the school health team was asked about their experiences 

(treatment by others) in the schools they visited, and the responses were:  

 

SHT1: There are school teachers and principals who take us seriously, and see the 

value in what we do but there are those that don’t take us seriously, who don’t 

even provide proper space for us to work in. 
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SHT2: It depends on the schools, other schools recognise and appreciate what we do, 

in some schools they just see people who are there to disturb them and that 

doesn’t sit well with us because we know how crucial our programme is. 

SHT3: We as school health nurses are taken for granted, we are undermined. It’s like 

we are just going out and enjoy driving these heavy cars, whether it’s cold or 

hot, they don’t care and they don’t know the challenges that we experience out 

there.  

SHT4: Other staff members sometimes have this attitude that school health nurses 

don’t work, they go to the field to gallivant. There’s a perception that school 

health nurses don’t work, it goes back to the disconnect between us and the 

facility. 

SHT5: They only see that we work when we bring the TD statistics to the clinic. We are 

not received well, they call us “school kids” and we are told straight that we are 

dodgers. People will say “You guys work nicely neh, it’s nice out there”, so they 

don’t take us seriously. As it was said, we are not taken seriously and I feel like 

part of it is because they don’t know what we do. 

 

From the excerpts above, it is clear that SHT members were mostly unhappy with how 

they were treated on the field (i.e. when they visited schools) as part of their health care 

promotion in schools allocated to them. The maltreatment included (but not limited to): 

lackadaisical or scant regard to the work of the SHTs induced by lack of knowledge and 

understanding; unfounded perceptions of the SHT’s work ethic; and unprofessional 

attitudes by their colleagues.  

 

5.4.1.2 Experiences at own facilities  

For the second question, they were asked about the manner of treatment or 

experiences in their own facilities by their professional colleagues, rather than in the 

schools by the educators. Their views were captured thus:  

SHT6: I feel that in the facilities there isn’t a relationship between us and the facilities 

we work in, we sort of feel like we don’t have space and the only relationship 

with them is the off-duty book. They don’t view school health as an important 

programme.  

SHT7: Some of our colleagues don’t even know what we do, to them it’s like we are 

going outside and letting them experience shortage of staff in the clinic for 

nothing, maybe if they can be given information about how we work and what 

we do in schools, it would make things better.  

SHT8: Other managers don’t understand what school health is, it should be explained in 

their meetings. Maybe if we can take our equipment to their meetings and 

present our programme to them, it will have some weight.  
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SHT9: We don’t have space, when we come back from the schools, we want to 

complete our paper work and do our statistics, you find that there are people 

here who own the place, it’s like we are street kids. 

 

The SHT’s experiences and treatment by their own colleagues at their facilities was 

almost the same as in the schools they visited according to scheduled allocations. 

Amongst others, they felt ‘disowned’ in their own offices, isolated, their work is not 

recognised in serious manner, and un-collegiate conduct and attitudes shown by their 

colleagues who did not even bother to know what they were doing in the schools during 

their scheduled visits.  

 

5.4.1.3 Experiences during school visits for learner assessment  

For the third question, they were asked about their experiences at the schools they 

visited mainly to assess learners. Their views were captured thus:  

 

SHT10: In some schools more especially those in town or suburbs, we find it difficult to 

go and assess, we are chased away and told that we are delaying the 

curriculum, in another school the principal refused that we go into the school to 

give the children the deworming tablets.  

SHT11: We deal with a vast diversity of quintiles. Different schools have different 

challenges. In as much as they know we are coming and we exist but 

sometimes you find schools that don’t have space for us, not that they don’t 

want you. You can also see when they take you around that there isn’t space, 

it’s sort of beyond them. In some schools they do have space but when you get 

there they dump you in a deserted dusty area or space.  

SHT12: Most of the challenges we receive from the front desk, we get a bad attitude at 

the front desk which sometimes is transferred to the teachers we are allocated 

to work with.  

 

Almost similar to the manner of treatment they received on general school visits, the 

SHTs were still subjected to the same disdainful treatment at the schools when they 

went specifically for conducting learner assessments. In some cases, they were 

completely refused entry and access to some schools by principals and educators who 

scornfully undermined their health care capabilities. Their visceral sense of belonging 

was completely asphyxiated, as they were viewed as time wasters, therefore, 

insignificant.  
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5.4.1.4 Extent of inter-departmental collaboration 

For the fourth question, they were asked whether they perceived any DOBE-DOH 

collaboration. Their responses were mostly ambiguous, expressed in “Yes and No” 

answers. It meant they perceived some schools as welcoming, and some as unfriendly 

or even ‘hostile’. If unwelcome, it meant to them inter-departmental collaboration and 

communication was either non-existent or poor. They expressed that some schools 

were so welcoming and will make sure that all the consent forms are signed by parents 

and ready for submission to the nurses. They would prepare well for the arrival of the 

SHT’s and even ensure their privacy. The following excerpts depict the positive 

receptive side of the schools, which they viewed as an important determinant of inter-

departmental collaboration:  

 

SHT13: If some teachers and principals feel that the school health programme is a 

waste of time, this shows that there is no collaboration.  

SHT14: I’m quite happy with the reception I get in the schools I visit, when they see us 

they identify us with the HPV campaign and the foundation learners. 

 

Meanwhile, the following excerpts show the “No” version of the SHTs’ responses as an 

indication of poor communication between departments at the micro (district) and meso 

(regional) levels:  

 

SHT 15: At the same time some schools will not welcome you well, every time you go 

there you have to re-introduce yourself and explain the school health 

programme again and again, and on top of that every time they misplace the 

consent form and you have to reschedule again which is a time waster.  

SHT15: Despite making the necessary booking, you get to the school and they give you 

a dirty room to work at, you must see how you get it cleaned up, and during 

the time you are cleaning the room, time is running out and the foundation 

phase learners normally come out earlier than the other phases and the 

transports collect them early. It disrupts our programme.  

SHT16: What I’ve experienced in the facility is that we are not taken seriously, and we 

feel we are not part of the team in this facility.  

 

The remarks of the SHTs largely resonate with those of the school health educators on 

collaboration. Both stakeholder categories (educators and SHTs) have shown that there 

are communication and collaboration challenges at all levels, from national to district 

level spheres of ISHP implementation.  
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5.4.1.5 Benefits of the ISHP 

For the fifth question, the SHT were asked whether, in their view, the school health 

programme was beneficial to the learners, and give reasons for their answers. All team 

members believed that the programme was beneficial to the learners, as confirmed that 

by the following statements:  

 

SHT17: Most of the problems affecting learning such as eye sight problems and hearing 

problems, are discovered by the school health nurses and most of the time, you 

find that the parents and the teachers were not even aware of those problems.  

SHT18: It is beneficial and most of the time the parents and some teachers are happy 

because learning challenges are detected early more especially with the Grade 

Rs and Grade Ones. 

 

The above statements are generally reflective of the benefits associated with the ISHP, 

which include the early detection capabilities and advantages resulting from the SHNs’ 

professional background, experience and knowledge. In this regard, the SHNs are 

credited with having contributed to learners’ well-being by closing the gap for parents 

and educators. 

 

5.4.1.6 Effectiveness of the ISHP 

For the sixth question, they were asked whether or not they thought the school health 

programme was effective to the learners, and give reasons for the answer. Their views 

in that regard were:  

 

SHT19: It is not as effective as it was envisioned to be, it can be more effective, why am 

I saying that? We are bringing the service to the children so that they do not 

miss a day of school but then you are giving a referral letter, and what does that 

letter do? It means the child must miss a day of school because they need to go 

to the clinic.  

SHT20: Normally when you refer a child to the dentist or rehabilitation department, 

when they get there they are booked for another day, then they have to make 

means to go again on that date and sometimes it becomes difficult for them to 

go back because of not having money for transport. 

 

Generally, there was consensus on the positive contributions that the ISHP has made to 

the learners’ learning and health care needs. It is this regard that it was viewed as 

potentially effective, but a number of areas still required to be improved. For instance, 

concerns were raised by the SHTs in the area of referrals, which was also raised by 
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educators previously. Learners’ time was consumed by the periodic referrals for 

professional health care assistance outside of the school.  

 

5.4.1.7 Effectiveness of the referral system 

For the seventh question, they were asked whether or not they viewed the referral 

system as effective, and give reasons for their responses, which are indicated below:  

 

SHT21: We refer learners with eyesight problems and you find that by the time that 

learner gets spectacles it’s almost the end of the year so sometimes it’s not so 

effective.  

SHT22: I doubt the referral system works, because what is the point of us giving the 

referral letters now if the child is going to be booked and given a date of six 

months after you have referred them.  

SHT23: When it comes to minor ailments, you refer a child to the clinic only to be 

scolded by our colleagues in the clinics who tells us that we are ignorant 

because the ailment you referred is not an issue or was not there, so, our 

colleagues undermine us and what we do a lot because we wouldn’t refer 

something that’s no there. For the fact that we referred it, it means it’s an issue.  

SHT24: I think it depends on different facilities, there’s a facility that prioritizes learners, 

they always try to put them in front of the queue, even when they make 

bookings, they give them nearer dates, so I believe they are doing their best.  

 

Different perspectives were presented regarding the referral system. On the negative 

side, referrals were viewed as a source of conflict between the clinic staff and the SHTs, 

and also a booking system that keeps learners on exceptionally long waiting lists. On 

the its positive side, the referral system was viewed as an effective intervention for 

detecting learners’ learning and health problems early before further damage occurs.  

 

5.4.1.8 Possible ISHP improvements 

For the eighth question, improvement suggestions were asked based on school health 

services provided to learners. Their responses were articulated as indicated below:  

 

SHT25: We need more staff; teams were structured for small and few schools, but we 

see a lot of schools with big numbers. We are doing more than what the policy 

requires, which is two thousand learners per nurse in a year. We see way 

beyond that, so human resources must be increased. 

SHT26: Equipment such as ENT sets are also an issue together with the stationary 

such as assessment forms, we need to have enough working equipment and 

enough stationary, we can’t deliver services properly without equipment and 

stationery.  
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SHT27: Our equipment should be kept well and safe but we still don’t have office space 

to put them as a result, equipment is kept in the cars and those cars we drive 

leak when it’s raining, so our equipment and stationery becomes wet and not 

usable afterwards. We need office space or Park-Homes, that way we will also 

have a place to do our paper-work”.  

 

Generally, there was consensus that the ISHP could still improve. For instance, there 

was a need for increasing the staff complement, in order to balance the schools’ 

learner-health personnel ratios. The maintenance of failing and aging equipment was 

alco cited as an area for improvement.  

 

5.4.2 Discussions Concerning Health Care Facilities 

The ensuing discussions are entirely based on the thematic presentation of the school 

health teams’ responses to the 8 (eight) questions that were posed to them by the 

researcher.  

 

5.4.2.1 Lack of ISHP knowledge  

During the group discussions with the school health teams, it emerged that the school 

health programme was not as known as it should by other nurses and managers in the 

facilities. This fact was noticed in the various statements by these senior officials. Such 

a serious health care intervention – considered a flagship intervention by both the DOH 

and DOBE – should be well known by all stakeholders in the value chain, from national 

to district, to school level. This gigantic lack of knowledge of the programme (even by 

some teachers) is tantamount to poor collaboration as well. That colleagues at the 

facilities were unaware of their fellow colleagues’ work in the schools, also reflects a 

gross form of dereliction, unprofessionalism, and un-collegiate conduct that is not 

conducive to a healthy staff morale (Surju, 2018).  

 

The SHNs and their teams felt this lack of knowledge in their facilities may be a result of 

negative experiences to which they have been subjected to in their facilities. They felt 

that if their colleagues and managers knew what they were doing in schools, that would 

change the situation for the better for them. On the whole, this observation is congruent 

with findings of Mohlabi et al.’s study (2010), which revealed inadequate knowledge and 

support by management as causing poor delivery of health promoting schools initiative 

such as the ISHP.  
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5.4.2.2 Non recognition of the ISHP and the school health nurses 

The SHNs and SHTs felt that the school health programme was not recognised by their 

colleagues and the managers. As a specialised programme, the ISHP was supposed to 

be very well known. That it is condescendingly unrecognised by their own colleagues 

and other stakeholders, coheres with the above views concerning lack of knowledge 

about its contents and availability, even by managers and professionals in schools and 

in clinics. Such a state of affairs coheres with Adamowitsh et al.’s (2014) findings, which 

revealed school health services rendered by professionals being disregarded by even 

those from whom support was most expected. Furthermore, Mohlabi et al. (2010) found 

that some principals in Mpumalanga and Gauteng even went as far as physically 

disbarring SHNs from entering ‘their’ schools, contending that health services in schools 

were not a DOBE responsibility, but that of the Department of Health.  

 

Further afield, Hoekstra et al.’s (2016) study in England also revealed health care 

services in schools were hamstrung by the prioritisation of academic lessons above 

health promotion services (including sexual health) being offered. In different group 

discussions with different groups it emerged frequently that the SHNs experienced the 

same problem, notwithstanding that they reported at different facilities in different areas; 

and working at different schools with different people. This was a demonstration that the 

SHP was generally unrecognised in clinical facilities by colleagues and some schools.  

 

5.4.2.3 No sense of belonging 

The school health teams expressed that they were made to feel as not belonging in 

their facilities. Such a situation was not conducive to healthy relationships among 

colleagues. The fact that the SHTs were also not allocated space to work, whilst 

everyone else had a proper place to work, made them feel like isolated and unwanted, 

because those who ‘belonged’ there were accommodated in terms of working space 

and were also included in every decision-making in the facilities. The overall sense is 

that SHNs and their teams appeared to be a separate entity and profession from the 

staff in the facilities. Such a situation was likely to cause stress, burnout and anger, 

particularly by those against whom unfair criticism were levelled (Van Dyk, Tlou and van 

Dyk, 2017; Welding, 2011).  
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5.4.2.4 Extent of inter-departmental collaboration 

Collaboration among all personnel at all organisational levels or systems is a critical 

factor for evaluating the extent of collaboration within the organisation or the system 

itself (Child, 2010). In addition, SHNs viewed collaboration between the DOH and 

DOBE was only ’moderate’. This was based on the conducive working relationship 

between some schools and SHNs. At the same time, there were those schools who just 

had no regard for the school health programme. The latter view shows more work still 

needed to be done to improve the situation in those schools. 

 

A study conducted by Tosin and Tshitangano (2016) in the Limpopo Province also 

showed that secondary school principals understood the importance of collaboration, 

and that health promoting education could not be achieved by one sector alone. An 

Australian study by Banfield et al. (2015) also showed that health promotion in schools 

was delivered successfully through collaboration between SHNS and the broader 

school community. Contrarily, lack of collaboration was detrimental to health care 

services in any system or organisation (Borge et al., 2018).  

 

5.4.2.5 Benefits of the ISHP 

All the SHNs and their teams unanimously agreed that the ISHP was beneficial to the 

school children. Amongst other benefits, the ISHP addressed most of the challenges 

affecting learners, such as hearing and vision problems that were identified by the 

SHNs. In such cases, the educators and parents were not even aware of those 

problems. It was evident from the testimonies of the SHNs and their teams that some 

educators and parents were highly appreciative of the programme and its service to 

learners, especially those from socio-economically underprivileged families and 

communities such as informal settlements. The early identification factor and support 

was of high value in the prevention of illnesses that were a potential lifetime threat to the 

well-being of children and adolescents (Muhammad, 2016; Olowokere and Okanlawon, 

2016).  

 

5.4.2.6 Effectiveness of the ISHP  

The effectiveness of the ISHP is an important element in determining both its objectives 

and implementability (ISHP, 2012). The overall impetus of the programme was viewed 

favourably by the participants. However, it is only in some specific aspects that its 

effectiveness was rendered questionable. For instance, the referral component was 
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lamented for causing learners to miss some school time or days because they needed 

to go to the clinic, where they had to wait in long queues.  

 

As much as the health care service is brought to the schools for the benefit of the 

school children to make their lives better, there were still gaps in the expected 

implementation value chain. Such gaps included equipment challenges, human 

resources inadequacies, poor collaboration and lack of knowledge by different 

stakeholders at different delivery levels and stages. Christian et al.’s (2015) study 

identified that factors such as work overload induced by inadequate school health 

personnel, constrained effective ISHP implementation. If there were specially employed 

personnel (e.g. dentists and rehab teams) for the ISHP, services to school children 

would be quicker and more effective.  

 

5.4.2.7 Effectiveness of the referral system 

The overall effectiveness of the ISHP in the sub-section above was appreciated, but 

certain specific aspects, especially the referral system, were discredited. The SHNs 

were of the view that the referral system was not really working due to the booking 

system and backlog in the clinics and the booking system. In this regard, the system 

was failing them in that after assessment at school, they still had to wait in long queues 

at the clinic before receiving relevant services from the system. For instance, a learner 

assessed in June and referred with poor eye sight for spectacle wear may receive the 

spectacles in December or later. This means the school child would continue 

experiencing the difficulty until the end of that academic year ,which would result in the 

child failing a grade that year because of the poor eye sight. This shows gaps or failure 

in the system.  

 

Christian et al.’s (2015) study revealed further that overloaded facilities (or lack thereof) 

hindered successful health interventions. The very facilities at which school children are 

booked, also provide services to the public. There are no dedicated facilities and service 

providers for school children only, resulting in delayed treatment for children. The 

referral system, as a sub-set of the broader domain of the ISHP, then tends to be ‘a fly 

in the ointment’.  
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5.4.2.8 Possible ISHP improvements 

The SHNs unanimously agreed that the SHP needs some improvements in order to 

enhance its benefit to learners. The SHNs alluded to the programme’s recognition 

because that would attract more resources to the programme, such as: more staff to 

reduce the overburden (and likely burnout) of many schools allocated to them; more 

working equipment; more health promoters to deliver much needed health talks to the 

school children; enough stationery (e.g. assessment forms); staff development and in-

service training and courses to sharpen their skills; as well as school health mobile 

clinics accompanied by other multi-disciplinary team members for on-site delivery of 

services to school children, instead of acting like a referral agency.  

 

Hoekstra et al.’s (2016) study reported nurses’ demand for more human and financial 

resources for improving the quality of their services. Kuponiyi et al.’s (2016) Nigerian 

study reported similar findings. Every programme needs enough resources to function 

properly and appropriately. The SHP needs enough resources in order to function as it 

should, in order for school children to benefit as they should from the programme. Lack 

of resources is the source of the many identified gaps in the implementation of the SHP, 

as shown in many previous studies conducted internationally and locally.  

 

5.5 PARTICIPANT OBSERVATIONS OF SCHOOL HEALTH TEAMS 

The observations in this section emanate from what the researcher saw and heard 

(which may not be captured in the audio recorder) during her engagement with 

educators, SHNs, and school health teams, (Fetterman, 2010; Flick, 2014). In addition 

to the audio-recordings, these observations were captured in the field notes, and pertain 

mainly to facilities used by schools and their health teams.  

 

5.5.1 Observations Concerning SHT Facilities 

The first observation was that SHTs, based on their colleagues’ condescension, had no 

working space or an office to plan and organise their work in the mornings before 

heading for the schools each day. On their return from the schools in the afternoons, 

they still had loads of administrative work to do, such as finishing off their referral letters, 

compiling lists of children with different ailments, and doing their filing. Office space was 

a huge challenge, leading to them working in the duty room or their government cars. 

Their work equipment was also kept in the government cars because there was no 

storage space in the facilities. Their assessment forms; referral letters and equipment 
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would often become wet on rainy days because the canopies of the government cars 

they were using were in disrepair.  

 

The second observation made was the unprofessional and un-collegiate conduct of their 

colleagues, who would sometimes refer to them as “school health kids”, and not as 

fellow colleagues and professionals. Such besmirching comments even extended to 

situations in which SHNs would often be asked to excuse themselves from staff 

meetings or discussions. It would often be said: “This does not affect you. It affects the 

staff that works inside. You are outside people, so you can excuse yourselves from the 

meeting”. Not only are these besmirching and denigrating statements, they also 

contribute to declining staff morale and divisive attitudes among co-professionals under 

the same employer, the Department of Health.  

 

5.5.2 Observations Concerning Schools 

The observations relate to all ten schools. At School A, the school health team was 

received well at the front desk and the educator allocated to work with them was called, 

and they were attended to promptly. They were then accompanied to a well prepared 

room in which to assess the learners. The educator had already collected all the signed 

consent forms from the learners, and the educator was facilitating the movements of 

learners from the classes to the nurses, and from the nurses back to their classes to 

minimise any form of disruption. There was order, and work progressed well. 

 

At School B, the school health team was not received well at the front desk. The team 

had to explain who they were, where they came from, and what they were there for, 

irrespective of the appointment made in time. They were kept at the reception for a long 

time, waiting for the educator who was allocated to work with them. After waiting for a 

long time, the educator had misplaced the consent forms the nurses left for the learners’ 

parents to sign. Nurses had to reschedule and give consent forms again to be given to 

the learners to give to their parents to sign, again.  

 

At School C, the nurses were well received, but there was no proper room for them to 

assess the learners with a modicum of privacy. The room ultimately allocated to them 

was not conducive for health assessments. It was small, they could not count six meters 

to perform visual acuity, and there was no privacy. The teacher was willing to assist the 

nurses, and the small room was all the best she could do.  
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At School D, the school health team was allocated a filthy and unhygienic classroom for 

learners’ assessments. The health team had to first sweep the classroom and dust the 

spartan furniture before they could begin with their work. This was time consuming 

indulgence, which could disrupt the school’s activities for the day.  

 

All of the observations made, show three types of schools, attitudes and leadership. 

Firstly, some schools are receptive of SHNs and the school health programme, and are 

willing to assist the SHNs in every way possible, which makes the work of the SHNs 

tenable. Learners from such schools benefit optimally, despite some of the already 

mentioned challenges associated with the ISHP. There are also schools that appreciate 

the school health programme, but are adversely affected by circumstances beyond their 

control, such as conducive spaces for SHNs to conduct screening and referral sessions. 

Such schools would offer the library or science laboratory, which only made it difficult for 

SHNs to even count six meters necessary for conducting required visual acuity tests. In 

some cases, sick bays would be used, but were very small for screenings. Such 

infrastructural challenges rendered the implementation of school health programmes 

difficult, if not impossible (Continental and Idongesit, 2010). 

 

In the third kind of schools, both the SHNs and school health programme are completely 

disregarded, to the detriment of learners. Consequently, SHNs would often not prioritise 

such schools. In such schools, various means are employed to frustrate the nurses, and 

flimsy reasons are given. For instance, the health programme would be regarded as a 

preserve of the DOH. Educators would often misplace the consent forms left by the 

nurses at school for parents to give their consent for their children to be assessed by 

nurses. Nurses would not be allocated proper working space for them to conduct their 

assessments, or they would even be physically turned away under the pretext that 

educators needed time to ‘push the curriculum’, and that the school health programme 

was not part of the official curriculum. All of these tendencies are in accord with Abedi et 

al.’s (2016) Iranian study, which reported some schools prioritised academic learning, 

and did not pay the requisite attention to learners’ health. Attention was focused on 

teaching and learning the curriculum. 
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5.6 CONCLUSION  

This chapter provided qualitatively obtained information concerning the experiences of 

school health nurses and their teams based at their own facilities, as well as educators 

working with SHTs in Ekurhuleni Metropolitan Municipality (Southern District). The 

researcher sought to obtain a true or authentic description of the ISHP through first-

hand contact with the individuals and institutions and schools that were directly 

involved. In this regard, this chapter provided more insight from the real-life 

perspectives of the school health teams and the educators working with these teams as 

the primary means to obtain a clearer picture of the health programme in Ekurhuleni 

schools.  

 

The main findings (obtained through FGDs, structured in-depth interviews and 

participant observations) revealed a number of issues/ challenges that the school health 

teams viewed as impacting negatively on quality health care provision to learners. The 

reviewed literature was utilised for contrasting and comparing the current findings with 

others emanating from studies conducted locally and internationally in school health 

care education and promotion. 

 

In the South African context (as represented by the various participant categories), the 

school health programme is generally accepted, despite many challenges that still have 

to be resolved in order to enhance its benefit to all learners – especially those from poor 

backgrounds. The identified challenges include: insufficient staff, resulting in only a 

single school visit per year and other problems; follow-up failures; insufficient working 

equipment and related infrastructural problems; as well as a poor referral system and 

lack of a supportive collegiate environment. Arguably, the most conspicuous challenge 

rested on poor DOH-DOBE collaboration. For Ekurhuleni Metropolitan Municipality to 

achieve the best ISHP implementation results, all the identified issues and challenges 

should be resolved jointly with other stakeholders at district, regional, provincial and 

national level.  

 

The study is concluded in the next chapter by summarising the main conclusions and 

findings, and pertinent recommendations.  
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CHAPTER 6: SUMMARY OF KEY FINDINGS, CONCLUSIONS, RECOMMENDATIONS AND 

STUDY LIMITATIONS  

6.1 INTRODUCTION 

The preceding chapter holistically presented and discussed the findings as the 

cumulative outcome of the researcher’s empirical interaction with educators through in-

depth interviews, the school health teams through FGDs, and observations of both 

participant categories. Whereas the previous chapter focused on the actual findings as 

evidence of the entire research process (Angrosino, 2007; Corbin and Strauss, 2008), 

the current chapter (Chapter Six) premises mainly on the summary of key findings, 

conclusions, the researcher’s recommendations, as well as possible limitations inhered 

in this study. Since the key findings are already presented in greater detail in the 

preceding chapter, they are only referred to in this chapter since they constitute a 

significant framework and major determinants for achievement of the study objectives 

(Lewin, 2011). Meanwhile, the recommendations were also proposed in the realm of 

both the objectives and findings (Brink et al., 2013).  

 

6.2 ACHIEVEMENT OF STUDY OBJECTIVES 

In essence, and to a greater extent, the study’s optimal achievement or attainment of its 

originally stated objectives (for answering research questions and resolving the 

investigated phenomenon), is also reflective of both the efficacy of the processes and 

significance of this investigation (Creswell, 2013; 2014; Fetterman, 2010). The primary 

study purpose was to identify ISHP implementation constraints in the Southern District 

of the Ekurhuleni Metropolitan Municipality, and to describe the effect of these 

constraints on optimal delivery of health services in schools under this municipality. 

Given the symbiotic link of study objectives and questions, the following necessarily 

defined the core research purpose as well:  

• What are the Southern District of Ekurhuleni’s implementation constraints regarding 

the ISHP? 

• What is the impact of identified implementation constraints or problems on the 

rendering of school health services in Ekurhuleni’s Southern District? 

• What ISHP implementation experiences have school health had in Ekurhuleni?  

• How can these constraints be alleviated in order to apply effective ISHP 

implementation and improvement strategies to benefit school children? 
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Given the symbiotic link of research objectives and their concomitant questions, the 

fundamental research purpose centred on the following objectives:  

• To identify the Integrated School Health Programme’s implementation constraints in 

schools in the Southern District of Ekurhuleni Metropolitan Municipality;  

• To describe impact of the identified implementation constraints on school health 

care services delivery in Ekurhuleni Metropolitan Municipality;  

• To describe the perceptions, knowledge and experiences of SHTs in the 

implementation of the ISHP; and 

• To identify possible remedial interventions for improving health care service delivery 

and maximising the ISHP’s benefits to the children.  

 

6.2.1 Achievement of Objective One: Identification of Implementation Constraints 

The first objective was: To identify the Integrated School Health Programme’s 

implementation constraints in schools in the Southern District of Ekurhuleni Metropolitan 

Municipality.  

 

A range of literature-based perspectives from other socioeconomic and geographic 

environments (e.g. UK, Australia, USA) enhanced achievement of this objective by 

providing, amongst others a background of implementation constraints in different 

international contexts. Furthermore, the empirically obtained evidence from educators, 

school health nurses, and school health teams indicated that a significant number of 

factors presented constraints to the effective implementation of the SHP in the Southern 

District of Ekurhuleni Metropolitan Municipality. Among these constraints were: 

unavailability of the SHP document in schools; lack of knowledge and 

acknowledgement of the programme from nursing managers, other nurses, educators 

and school principals; deficient human, financial and infrastructural resources, including 

stationery); and poor collaboration between relevant government departments (i.e. 

DOH, DOBE, and DSD) nationally, provincially and at district and local levels. Poor 

collaboration and communication also extended to the parents and educators, and 

among the health care professionals and practitioners themselves. These factors were 

identified as SHP implementation constraints whose incremental effect could not be 

ignored, especially to the extent that the school children were not deriving maximum 

benefit.  
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6.2.2 Achievement of Objective Two: Impact of Implementation Constraints  

The second objective was: To describe the impact of identified implementation 

constraints on school health care services delivery in the Ekurhuleni Metropolitan 

Municipality. 

 

This objective was achieved through the centralisation of some aspects of the referral 

system as presenting unintended consequences viewed as inimical to the effective 

implementation of the SHP in Ekurhuleni. On the positive side, the referral system was 

highly credited with the early detection of children’s learning and health problems (e.g. 

visual and/ or auditory impairments) by school health nurses, which would not have 

been easily noticed by both educators and parents. Notwithstanding such significant 

success factors, there was general lamentation against the referral system for its 

‘contribution’ to some of the poor academic performance of the children as they 

continued to miss classes due to referrals to health facilities for specialised services 

such as dental, eye care and rehabilitation services. Together with long queues at 

clinics following referrals, the booking system was blamed for the long time it took for 

children to receive services such as eye spectacles on time. Parents were also blame 

worthy for their failure to take children to the health facilities referred by SHNs.  

 

The study has identified poor coordination at all levels resulting in loss of confidence 

and possible deterioration of staff morale among the very SHNs who generally have to 

perform their professional responsibilities in defensive mode at both their facilities and in 

schools. Lack of knowledge among educators imply that additional resources were 

required to minimise this disjuncture in the system. This objective was then realised.  

 

6.2.3 Achievement of Objective Three: Experiences of School Health Teams 

The third objective was: To describe the perceptions, knowledge and experiences of 

school health teams in the implementation of the ISHP.  

From an ethnographic perspective, this objective was achieved by involving the main 

people involved in the SHP implementation in schools, that is: school health nurses, 

educators working with school health nurses and these nurses themselves working 

together with educators and health promoters in schools as part of SHTs. The SHNs’ 

knowledge was observable by the positive aspects and outcomes of their work, rather 

than through ‘box ticking’ their official job descriptions. Doing so would have an afront to 

their professional integrity. However, the experiences of school health nurses at both 
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their facilities and in schools were mixed. Their experiences were different, based on 

the different schools they visited. For instance, there were schools that were openly 

receptive of school health nurses, to the point of even providing additional assistance in 

the absence of the requisite resources. Contrastingly, other schools were very 

unwelcoming and physically prevented them from entering their school premises. 

Meanwhile, these school health nurses were subjected to unprofessional behaviour by 

their own colleagues and managers, resulting in a sense of not belonging. Such 

experiences were most likely to lead to burnout, high turnover, stress and the depletion 

of the school health care personnel.  

 

6.2.4 Achievement of Objective Four: Possible Remedial Interventions  

The fourth objective was: To identify possible remedial interventions for improving 

health care service delivery and maximising the ISHP’s benefits to the children. 

 

This objective was achieved with the identification of ISHP implementation constraints 

and ameliorative interventions for SHNs to implement the SHP effectively. 

Recommendations have been proposed to address these constraints (see Section 6.4). 

These recommendations include: recognition of the ISHP; orientation to conceptual and 

practical aspects of the ISHP; more training of SHNs and educators; allocation of 

resources; restoring promotion of health in schools; strengthening of inter-departmental 

collaboration; and social mobilisation/ community participation.  

 

6.3 MAIN CONCLUSIONS 

The main conclusions derive from both the objectives and main findings, both of which 

provided a cogent framework of the resultant recommendations (Corbin and Strauss, 

2008; Creswell, 20130. In this regard, the main conclusions also hinge on the extent of 

ISHP implementation in Ekurhuleni Southern District. For this study, the extent of 

implementation was largely premised on the constraints themselves, their impact, and 

experiences of SHNs through whose agency the pivotal aspect of implementation or 

non-implementation was determinable.  

 

6.3.1 ISHP Implementation Constraints  

Arising from the accumulated perspectives of participants, it is then the study’s 

conclusion that the scale and scope of constraints to ISHP implementation are 

remarkably significant. As such, lack of knowledge and acknowledgement of the role 

and importance of the ISHP could compound the situation. Equally, lack of resources 
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and poor collaboration have similar impetus as lack of knowledge and 

acknowledgement concerning the ISHP.  

6.3.1.1 ISHP knowledge and acknowledgement deficiencies  

In itself, the lack of knowledge of the contents of the ISHP by many educators is a 

reflection of serious implementation gaps in the system. The ISHP is considered as a 

critical intervention by at least three government departments. Its neglect already 

increases the disease burden for future adults; therefore, threatening the majority of 

citizens’ socio-economic development, especially urban township and informal 

settlement communities (National Planning Commission/ NPC, 2012).  

 

6.3.1.2 Lack of resources 

Resource shortages constituted one of the principal findings. This negatively affects 

availability of health services to schools. All forms of resources are a catalyst for any 

institution’s progress. The untenable workloads experienced by sections of school 

health teams, were likely to increase the nurse-learner ratios. The expanding urban 

populations (planned or not) necessitate proactive health care policy innovation, 

including increasing the capacity of schools (infrastructure), budgets, and SHTs to 

function in more collaborative ways (ISHP, 2012).  

 

6.3.1.3. Poor collaboration 

Poor collaboration and communication reflect a laissez faire policy implementation 

environment, and simultaneously inimical to system-driven implementation in the mould 

of the general systems theory. Therefore, the implementation gaps were more likely to 

widen, rather than decrease or narrow (Bryman and Bell, 2015).  

 

6.3.2 Impact of the Constraints 

The apparent failure to effectively apply the ISHP could become a policy failure of 

monumental financial proportions (Burrel, 2017). For school health nursing as a 

profession, the ISHP implementation constraints could engender lack of confidence in 

government’s people-centredness in all decisions affecting previously marginalised 

communities. Moreover, disjointedness in the coordination and communication 

processes of the ISHP have the potential of weakening its initial goal of providing health 

access and redress to all learners in all schools.  
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6.3.3 Experiences of School Health Nurses 

The generally disheartening SHN experiences may discourage aspiring SHNs to join 

the current complement allocated to schools. As such, the challenges they experience 

in schools and at their own facilities show the need to acknowledge and infuse the ISHP 

as an integral aspect of both teaching in schools and learning at the basic levels of 

nurse and teacher training (Coombe, 2002).  

 

6.4 RECOMMENDATIONS 

These recommendations arise from the findings, aimed at contributing towards 

betterment of current implementation strategies of the ISHP.  

 

6.4.1 Recognition of the ISHP  

The ISHP should be recognised and prioritised as a specialised service, and be treated 

as such by allocating all human, infrastructural and financial resources needed to 

ensure proper and effective implementation of the programme. Christian et. al. (2015) 

affirms that success of health interventions rests on prioritisation and concomitant 

funding of the educational mandate to support such interventions from national to local 

level. Similarly, the prioritisation of the programme by government will ensure the 

programme’s prioritisation by all the departments concerned with the programme. As a 

result, the Departments of Social Development, Health and Basic Education and all their 

employees will recognise it, since it will be recognised by the respective heads of these 

departments.  

 

6.4.2 Orientation to the Integrated School Health Policy and Programme 

Knowledge and education are instrumental in positively changing the behaviour and 

attitudes of individuals (Continental and Idongesit, 2010). The attitudes and knowledge 

of both the nursing professionals and educators are key factors in ensuring effective 

implementation of the ISHP. ISHP orientation should be provided to nursing managers, 

nurses in the facilities and educators in schools so that they understand the critical 

significance of the programme. They should also be provided with copies of the 

Integrated School Health Policy of 2012, to acquaint themselves with its contents. 

Nursing managers should also visit schools together with SHTs, in order that they too 

are familiar with the work of school health teams and the challenges they experience in 

schools. This will help them to value the work the SHTs are doing, and change the 

misperceptions which they and other health professionals have about the ISHP. Also, 

educators’ knowledgeability on the ISHP, will enhance more collaboration and 
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cooperation with the SHNs because they will be knowing how vital the programme is, 

and how vital it is for it to be implemented effectively. 

 

6.4.3 Training of School Health Nurses and Educators 

SHNs should receive continuous training on the early identification of children 

presenting with diverse learning, psycho-social and mental health issues, and how to 

manage these. For instance, training educators in the deworming programme could 

lessen more work on SHNs. RNs (who are also SHT leaders) work as independent 

practitioners when they are at schools. It is therefore very important that they are highly 

knowledgeable and skilled, being continuously trained and updated with the latest 

information in regards to their work. Educators should also be taught how to identify 

children who have problems that need the intervention of the SHNs so that they can 

refer these cases to the nurses. It is easier for educators to identify children with 

problems because they spend more time with them, and they can observe their 

behaviour more than nurses who meet these children only once in a year for a short 

period.  

 

6.4.4 Adequate Allocation of Resources 

For every programme to run effectively, resources are needed (Christian et al., 2015). 

The ISHP should be fully budgeted for. More SHNs are still required to fully meet 

acceptable levels of pupil-nurse. The current number of SHNs is utterly inadequate in 

respect of the number of schools to which they should render services. Health facilities 

also do not have the capacity to handle the additional workload of school children 

referred to them by SHNs. As a result, services to school children are delayed, agitating 

the community to lose confidence in the ISHP. Since it is a special programme, the 

ISHP should be fully supported with its own infrastructure (special rooms for 

assessments) and work equipment for SHNs, including school health mobile clinics to 

ensure that health services are accessible to children on site even in remote areas with 

no proper roads and facilities. Educators should also be included in health assessments 

as some of them are on chronic medication and would benefit from on-the-job health 

assessments and treatment where possible.  
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6.4.5 Restoration of Health Promotion in Schools 

Promoting health in schools is vital because it offers the opportunity to make informed 

health-related choices, especially to adolescents and teenagers. School health 

promoters should be re-institutionalised as part of the SHTs, to intensify the current 

health education initiatives of the SHNs. Teenagers face many situations, including peer 

pressure at school and in the community, engaging in unsafe sexual practices leading 

to teenage pregnancies and HIV/AIDS infection; tobacco; alcohol and drug use leading 

to high school drop-out rates; crime; as well as physical inactivity leading to obesity, 

disordered nutrition habits and spiralling non-communicable diseases in the country 

(Mnguni, 2014; Hahn et al., 2015). Overall, school-based activities that promote and 

prevent diseases are in themselves catalysts of holistic approach to learning in healthy 

and safe environment from an early age in life.  

 

6.4.6 Strengthening of Inter-Departmental Collaboration 

Health programmes that are successful in schools are also dependent on coordinated 

and strong partnerships among relevant departments entrusted with operationalisation 

of a functional health care system at all levels (WHO, 2007; 2011). The ISHP’s progress 

and performance should be firmly located in The Presidency’s Department of 

Performance, Monitoring and Evaluation (DPME), while the DOH, DSD and DOBE 

retains implementation. The DPME would ensure that these three government 

departments work in collaboration with one another solely on the implementation aspect 

of the ISHP, while the DPME continuously monitors and evaluates their performance in 

accordance with the ISHP’s own objectives and strategies. It is important for all the 

relevant departments to realise that the wellbeing of school children cannot be achieved 

by one sector only.  

 

6.4.7 Social Mobilisation and Community Participation 

Mobilising community participation is an important aspect of implementing the ISHP. 

This could be achieved through health promotion education and messages in the 

community using the health facilities, school governing bodies, parents’ meetings, 

awareness campaigns in community gatherings and meetings, as well as print and 

electronic multimedia platforms. Social media is also available to engage the youth in 

particular on school health issues. When families and the community are informed and 

engaged in health issues and their responsibilities in regards to those health issues, 

they become empowered (NDP, 2012). Positive attitudes and behaviours and a sense 



99 

of responsibility towards the health of others, would render the work of educators, SHTs 

and SHNs more tenable, imbued with a sense of multiple stakeholder co-responsibility  

 

6.5 STUDY LIMITATIONS AND STRENGTHS  

The strength rests largely on its qualitative research design approach to directly access 

the views of the very people experiencing the problem, such that both the people and 

the problem itself are not reducible to mere statistical variables (Creswell, 2014; Yin, 

2016). Meanwhile, the study’s reach and scope could possibly be limited by its 

concerted focus on the Southern Sub-district of Ekurhuleni. The Eastern and Northern 

Sub-districts were not included due to logistical and other constraints on the part of the 

researcher.  

 

6.5.1 Further Study 

It is evident that the ISHP is a broad and multifaceted project in terms of the range of 

resources required to fully implement it (Mohamed et. al., 2013). Irrefutably, the ISHP’s 

success demands functional partnership and collaboration of all relevant government 

departments and society. Further studies should be undertaken on the specific roles 

that the non-government sector should play in advancing the ISHP as a national health 

care project, and not a mere intervention whose survival is dependent on the preference 

of any particular school.  

 

6.6 CONCLUSION 

The whole research was concluded in this chapter with particular reference to how the 

study objectives were achieved. Various points of reference were provided as evidence 

of the achievement of all objectives. Centrally, the thematically derived experiences of 

the SHNs and the educators working with SHNs were instrumental in establishing the 

study’s main findings, conclusions and its recommendations. The study’s view is that 

the ISHP still has great potential. Only its implementation constraints and challenges 

ought to be addressed comprehensively, in order that school children derive maximum 

benefit from it as they are entitled to.  
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ANNEXURE 2: STUDY TIME FRAME 

Activities Time for task 
performance 

Key 
responsible 
person(s) 
/body 

Staff needed Duration 

Approval of the 
proposal 

July 2017 to 
September 2017 

Supervisor and 
Ethics 
committee 

 3 months 

Literature review 
and thesis 
development 

January 2018 to 
June 2018 

Candidate and 
Supervisor 

Two 6 months 

Ethical clearance July 2018 to 
September 2018 

UNISA  3 months 

Data collection October 2018 to 
March 2019 

Candidate with 
other data 
collectors 

Three 6 months 

Data analysis April to May 2019 Candidate and 
fieldworkers 

Three 2 months 

Finalisation of 
the report 

June 2019 Candidate and 
Supervisor 

Two 1 month 

First complete 
report review  

July 2019 Candidate and 
Supervisor 

Two 1 month 

Professional 
language control 
and editing 

July 2019 Editors  1 month 

Final proof 
reading 

August 2019 Candidate and 
Supervisor 

Two 1 month 

Duplication and 
binding 

September 2019 Candidate and 
Supervisor 

Two 1 month 

Final submission 
of the 
dissertation 

October 2019 Candidate and 
Supervisor 

Two 1 month 
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ANNEXURE 3: STUDY BUDGET 

No. Activity Quantity Unit cost Total cost Remarks 

1. Unisa annual fee   2017=R3840.00 
2018=R4000.00 
2019=R4200.00 

 

2. New laptop, 
printer and paper 

One laptop  
One printer. 
500 hundred 
sheets of 
paper 

R4999. 00 
R599. 00 
R59. 99 

R5, 657.00  

3. Stationery 
Exam pad 
Pens 

Five 
Five sets of 
five pens per 
set 

R32. 99 
R19. 99 

R164. 95 
R99. 95 
Total: R264. 90 

 

4. Tape recorder Two R250. 00 R500. 00  

5. Printing costs  R1500. 00 R1500. 00  

6. Transportation 
and travelling 
costs 

 R5, 000.0 0 R5000. 00  

7. Training and 
payment of field 
workers 

Two field 
workers 

R500. 00 
per 
session-per 
person 

R10, 000. 00  

8. Professional editor One R5000. 00 R5000. 00  

9. Photocopying and 
binding 

 R1 000. 00 R1, 000. 00  

10. Professional typist One R3500. 00 R3500. 00  

11. Additional copies  R500. 00 R500. 00  

12. Airtime  R2, 500. 00 R2500. 00  

13. Binding of final 
copies and CD –
ROM copy 

 R800. 00 R800. 00  

14. Grand total   R48, 261.90  
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ANNEXURE 4: REQUEST LETTER TO RESEARCH SITES 

Sir /Madam 

Request for Permission to Conduct Study 

I am a Master of Public Health candidate at UNISA. I request your permission to involve 

school health teams in my research study to fulfil my master’s degree requirements on 

“Integrated school health programme implementation constraints: an inquiry into the 

Ekurhuleni health and education system”. 

The participants will be required to help the researcher with relevant information 

regarding their experiences in their field of work, so as to assist with descriptions or 

meaning of the research topic. All ethical protocols will uncompromisingly be observed 

throughout this research, including your confidentiality and privacy requirements. 

I trust you will allow me to enter the research site and gain access to participants. 

Yours Sincerely 

Nonhlanhla Mojapelo 
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ANNEXURE 5: PERMISSION LETTER FROM RESEARCH SITE 
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ANNEXURE 6: INFORMED CONSENT FORM 

Consent Form 

The ISHP is a very important programme because it is intended to promote health in 

schools by reducing barriers to health learning and improving learners’ performance to 

their optimum abilities. The programme is designed to improve academic performance 

of the learners, improve their health and well-being as well as address the social 

problems they are faced with. It is therefore important that this programme is 

implemented successfully. 

I kindly ask you to participate in my information-gathering pursuit on integrated school 

health programme implementation constraints in the health and education system in 

Ekurhuleni. This study explores the entire school health programme, and seeks to 

identify constraints that hinder successful implementation of the programme. The 

information obtained will benefit the school health programme as a whole in Ekurhuleni, 

enhanced by the results to develop improvement mechanisms.  

Your views and experiences will be obtained by means of one-on-one interviews and 

observations with me in your work setting. 

Participating in this exercise is not obligatory. No one will entice or coerce you to be 

involved. You can ask questions if you decide to be involved. Please also note that you 

can withdraw from this exercise at any time and report any physical, psychological or 

emotional violations you experience.  

I _(Participant’s Full Names) confirm that all the information relating to the research has 

been disclosed fully to me, and give my consent to participate in the study based on the 

information the researcher disclosed to me.  

 

Signature: _____________________ 

Date: _________________________ 
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ANNEXURE 7: IN-DEPTH INTERVIEW QUESTIONS FOR SCHOOL HEALTH EDUCATORS 

WORKING WITH SCHOOL HEALTH TEAMS 

1. Do you have the school health policy (2012), and are you aware of the contents of 

the policy? 

2. Was there an orientation given to you regarding the school health programme/ policy 

and your expected duties? 

3. What is your role as educator insofar as ISHP implementation? 

4. Is there effective cooperation between the Ministries of Basic Education and Health? 

(Please explain).  

5. Is the school health programme beneficial to the school children? (Please explain).  

6. In your view, does the school health programme need to be improved? (Please 

explain).  
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ANNEXURE 8: ZULU TRANSLATION OF IN-DEPTH INTERVIEW QUESTIONS FOR SCHOOL 

HEALTH EDUCATORS WORKING WITH SCHOOL HEALTH TEAMS 

ISIVIVINYO SEMIBUZO ESIMAYELANA NOTHISHA BESIKOLE ABASEBENZISANA 

NAMAQEMBU EZEMPILO ZEZIKOLE 

1. Do you have the school health policy (2012), and are you aware of the contents of 

the policy? 

➢ Ingabe ninayo inqubomgomo yesikole yezempilo ka 2012, futhi ingabe unalo ulwazi 

oluqukethwe yinqubomgomo na? 

 

2. Was there an orientation given to you regarding the school health programme/ policy 

and your expected duties? 

➢ Ingabe uyewaziswa ngohlelo olumayelana nenqubomgomo yesikole yezempilo 

kanye nomsebenzi olindeleke kuwena na? 

 

3. What is your role as educator insofar as ISHP implementation? 

➢ Iyini indima yakho njengomfundisi mayelana nokufezwa kohlelo lwe ISHP? 

  

4. Is there effective cooperation between the Ministries of Basic Education and Health? 

(Please explain).  

➢ Ingabe kukhona insebenziswano enhle phakathi komnyango wezemfundo 

eyisisekelo kanye nowezempilo na? (Ngicela uchaze). 

 

5. Is the school health programme beneficial to the school children? (Please explain).  

➢ Ingabe uhlelo lwezempilo zesikole luwusizo nenzuzo ezinganeni zesikole na? 

(Ngicela uchaze). 

 

6. In your view, does the school health programme need to be improved? (Please 

explain). 

➢ Ngokubuka kwakho, ingabe uhlelo lwezempilo zesikole ludinga ukuthuthukiswa na? 

(Ngicela uchaze). 
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ANNEXURE 9: IN-DEPTH INTERVIEW SESSION WITH AN EDUCATOR WORKING WITH 

SCHOOL HEALTH NURSES  
 

Date: 12 November 2018 

Question 1: Do you have the school health policy (2012) and are you aware of the 

contents of the policy? 

Answer: No I’ve never seen the school health policy, where do we get it from? So, I’m 

not aware of the contents of the policy. 
 

Question 2: Was there an orientation given to you regarding the school health 

programme/ policy and your expected duties? 

Answer: No, there was no orientation. When the health professionals come they are 

thrown to the life orientation department. What I think is good and will benefit 

the learners, I definitely accept and do. I’m just here to ensure that the learners 

get the best services or whatever the health department offers. 
 

Question 3: What is your role as an educator insofar as ISHP implementation? 

Answer: I’m a life orientation HOD and life orientation is all about orientating the learner 

to life, I think that’s why the school or principal would send all the people 

coming to the school to me or life orientation department to deal with them. I 

play many roles; I’m everything to the learners. Regarding the school health 

itself, whatever is beneficial to the learner, I will definitely accept and 

implement. 
 

Question 4: Is there effective cooperation between the Ministries of Basic Education 

and Health? (Please explain).  

Answer: I think there is, because if the nurses can come to schools there must be 

some sort of an agreement between the Department of Basic Education and 

Health. My concern is the way it’s communicated because the programme is in 

schools but as the life orientation teacher, the department knows that when we 

have such activities, that life orientation takes up the activity but we are not 

consulted on such matters. We are not taken and told or informed about 

what’s expected from us, hence I say I don’t even know the contents of the 

policy. 
 

Question 5: Is the school health programme beneficial to the school children? (Please 

explain).  

Answer: The programme is very important. For the past two or three years that I’ve 

worked with health professionals, there is a difference. Learners have learning 

barriers and they are quick to identify the barrier, even the learners that we as 

teachers were not aware of; such as eyesight. Some learners fail and we think 

that they are slow learners only to find that they have eyesight problems. So, 

since working with the school health team, they’ve identified those problems 

and I was shocked that we missed such an important issue or point. They are 

able to assist them because some come from very disadvantaged 

backgrounds or families, some parents are not employed and they cannot 
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even afford to buy their children spectacles. So the intervention of the health 

professionals is very vital because these children are given an opportunity in 

life by giving them spectacles, this even boosts their self-confidence. We are 

thankful for that intervention. 
 

Question 6: In your view, does the school health programme need to be improved? 

(Please explain).   

Answer: Yes, it needs to be improved. As I said, there’s always room for improvement. 

We need to sit down with the health workers and state the needs of the school 

because when they come, they come already with their plan which doesn’t 

involve any of the teachers. So, if we sit down and relate the needs of the 

school it will be improved. They come with their intentions because it was 

communicated to them by the Department of Education without contacting 

relevant stakeholders, people who have information of what could be the 

needs and what could be the barriers of learners. Some educators are not 

given a chance or platform to engage with the health workers but we need to 

meet and sit together as health workers and teachers and identify the needs of 

the learners it will be effective and they-the nurses will be given the opportunity 

to service the school.  
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ANNEXURE 10: FOCUS GROUP QUESTIONS FOR SCHOOL HEALTH TEAMS/ NURSES  

1. What have you experienced as school health team members in the field (schools)? 

2. Please tell me how you are you received in your own facilities? 

3. How are you received in the schools you visit to assess children? 

4. Is there sufficient DOH and DOBE cooperation in providing school health services to 

learners? (Please explain).  

5. Is the school health programme beneficial to the school children? What are your 

reasons for saying so?  

6. Is the school health programme effective? (Give reasons for your answer).  

7. Does the referral system serve its purpose? How so?  

8. What could be the solution to improving health services rendered to learners? 
 
  



125 

ANNEXURE 11: FOCUS GROUP QUESTIONS FOR SCHOOL HEALTH TEAMS/ NURSES  
 
ZULU TRANSLATION: IMIBUZO YEQEMBU LOKUQXILA YAMAQEMBU NOMA 

ABAHLENGIKAZI BEZEMPILO ZESIKOLE 

1. What have you experienced as school health team members in the field (schools)? 

➢ Kuyini enihlangabezane nakho njengamalunga eqembu lezempilo zesikole uma 

nisensimini (ezikoleni) na? 
 

2. Please tell me how are you received in your own facilities? 

➢ Ngicela ningitshele ukuthi namukeleka kanjani ezindaweni zenu enisebenzela 

kuzona na? 
 

3. How are you received in the schools you visit to assess children? 

➢ Ingabe namukeleka kanjani ezikoleni enizihambelayo ukuyohlola izingane na? 
 

4. Is there sufficient DOH and DOBE cooperation in providing school health services to 

learners? (Please explain).  

➢ Ingabe kukhona ukusebenzisana okwanele phakathi kwe DOH ne DOBE 

ekuhlinzekeni usizo lwezempilo zesikole kubafundi na? (Ngicela uchaze). 
 

5. Is the school health programme beneficial to the school children? What are your 

reasons for saying so?  

➢ Ingabe uhlelo lwezempilo zesikole luwusizo nenzuzo ezinganeni zesikole na? Ingabe 

ziyini izizathu zokusho kwakho kanjalo? 
 

6. Is the school health programme effective? (Give reasons for your answer).  

➢ Ingabe uhlelo lwezempilo zesikole lusebenza kahle na? (Nika izizathu zempendulo 

yakho). 
 

7. Does the referral system serve its purpose? How so?  

➢ Ingabe indlela yokuthumela phambili iyayifezekisa inhloso yayo na? Kanjani na? 
 

8. What could be the solution to improving health services rendered to learners? 

➢ Ingabe siyini isixazululo sokuthuthukisa indlela ezempilo zinikezelwa ngayo 

kubafundi na?  
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ANNEXURE 12: FOCUS GROUP SESSION WITH SCHOOL HEALTH NURSES  

Date: 23 October 2018 

Number of Participants: 9  

Question 1: What have you experienced as school health team members in the field 

(schools)? 

Participant 1: It depends with the schools, other schools recognise and appreciate 

ukuthi we are there, and appreciate i resource esiyilethile. Kwezinye 

izikolo they see us as abantu abazoba disturba, and that ayisiphathi kahle 

because we know how crucial is our programme to the kids. 

Participant 2: It depends on the schools; mostly we get challenges from the front desk, 

the admin clerks. 

Question 2: Please tell me how are you received in your own facilities? 

Participant 1: They don’t view school health as an important programme, now recently 

it has become a little bit better. When we go to schools it’s like we are 

going to play there, they don’t see it as i programme e important. 

Participant 2: We as school health nurses or teams are taken for granted. We are 

undermined, it’s like we are just going out and enjoy driving these heavy 

cars. Whether it’s cold or hot, they don’t care and the challenges that we 

experience outside, they don’t know. I wish we could invite everybody, 

they must come and work with us so that they can see what we go through 

or what’s going on, because they think school health is a useless 

programme. They think people who are doing school health don’t know 

anything and they are forgetting that all of us when we were going through 

training, we went through all the processes and departments so we know 

what’s going on. To them it’s like we are clueless, we don’t know how to 

treat patients. It’s as if they think they are better than us because they 

work in the clinic and we are useless, and it’s not only the nurses but 

everybody, it has spread. 

Participant 3: Some of our colleagues don’t even know what we do in schools, so they 

need to be given information about what we do in schools, because to 

them it’s like we are going outside and letting them experience shortage of 

staff in the clinic, whereas they would use us in the clinic. Maybe they can 

be given information as to how we work and what we do in the schools.  

Participant 4: Other managers don’t understand what is school health, so in their 

meetings it should be explained. Maybe if we can take our equipment to 

their meetings and present our programme to them, it will have 

isisindonyana.  

Participant 5: We are being undermined by our colleagues, but if they and the 

managers can value school health they will be able to see how valuable 

we are because without us they won’t be able to see those kids. If our 

colleagues and managers can stop undermining us, then we can achieve 
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a lot and if the resources can be there for school health teams then we’ll 

do wonders. 

Participant 6: A couple of weeks ago I invited one of our managers to accompany us to 

the school to see exactly what we do, I was once a learner myself and 

nurses used to visit our school and I know exactly what they used to do, 

it’s totally different from what we do now, there’s a huge difference. So I 

invited our manager and told her that “on such and such a day I’d love for 

you to come with us to school, so that you can see our challenges”, but I 

didn’t get a positive response. Sometimes you work the whole day without 

having tea or lunch, the last tea you drank was at your house at 06:30 in 

the morning because by 07:00 you have to be at work. You work very hard 

and no one values your work, so I wanted her to come and see so that 

they can respect our work or what we do, because they complain that we 

take the car and go out as if we are going to play and not doing anything. 

We are even risking our lives when we go into those cars because 

anything can happen whilst we are driving those cars. We are not amused 

by the free petrol or driving “G” cars. I need to do my job and that car is 

there to take me from point A to point B. We see a whole lot of children in 

school than the numbers seen in the clinics. We as school health nurses 

are intelligent as well, we are not stupid, we are doing our best and if the 

undermining can stop, we can excel.  

Question 3: How are you received in the schools you visit to assess children? 

Participant 2: It’s a challenge, most of the challenges we receive from the front desk. 

You find that we make an appointment in advance and we are received 

well at the school, definitely our work will be easy but if we are received by 

someone who is reluctant to work with us, who thinks that we are there to 

waste time, who thinks that we are so useless then it’s gonna be a 

challenge because when the message gets to the teacher that we work 

with- because we leave the message with front desk because we cannot 

bypass them when we go and book to see the children. By the time we go 

to the school, the message wasn’t received by the teacher or it was 

miscommunicated which is a challenge, so it depends on the front desk. 

Some schools are okay but some are not. 

Participant 5: It all starts with the reception you receive from front desk. If you received 

a bad reception from front desk then it will be a bad reception from the 

teacher allocated to work with you. When you get there and you are 

supposed to work with the learners, while you are assessing for example; 

when using an audiometer there must be silence, you’ll find that you are 

assessing and the teacher is teaching at the same time of which in that 

case, nothing good is going to be achieved. 

Participant 6: Sometimes that same teacher that you are working with is okay, 

sometimes indawo esisebenzela kuyo ayina privacy, umntwana akekho 

free ukukhuluma inkinga yakhe or you need ukumu assesser , akunama 
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screens, or sometimes uthi usa screener kanjalo kube ne up and down 

yama teachers, so ubone ukuthi they don’t value umsebenzi eniwenzayo. 

Participant 7: Space. Uthola ukuthi uyafika, angithi wenze I booking earlier, niyafika 

nithola ukuthi indawo eniyinikiwe ukuthi nisebenzele kuyo ingcolile, kumele 

nibone nina ukuthi niqoqa kanjani lapho, kugcwele ne dust and at that time 

nesikhathi siyahamba, nithi nisasebenza kanjalo, uthisha anitshele ukuthi 

abantwana sebayaphuma or bayahamba kumele niba release because 

bahamba ngama transport, banitshele ukuthi kahle kahle kumele ngabe 

nifakwe kwi yearly plan yabo. 

Participant 3: In schools they don’t communicate when we come and book the schools 

for assessments, most of the time the people we come to at first are the 

clerks and some of them will tell you that they will take the message to the 

teacher when he or she is done. Sometimes you know the person you deal 

with or who assists you when you come to the school but find that when 

you come to the school that person is busy in class with a lesson, 

sometimes they – the clerks don’t even do that or they fail to do that. 

Sometimes you tell the teacher which fails to even tell the principal, they 

don’t share information amongst themselves.  

Question 4: Is there sufficient DOH and DOBE cooperation in providing school health 

services to learners? (Please explain).  

Participant 1: There’s no collaboration, when you go to schools every time you have to 

introduce yourself because when you go there bayakumangalela ukuthi 

ungubani, you have to explain yourself every time, they don’t even know 

what is school health, but these people sisebenza nabo every year, they 

are supposed to know us. Another thing, when they go for trainings and 

workshops they don’t share information amongst each other, if they shared 

information they would know when we go to schools ukuthi who we are 

and what are we all about. Even the Department of Education don’t 

understand the role of school health nursing. 

Participant 8: I beg to differ ukuthi there’s no collaboration at all. It’s not all the schools 

that don’t know anything about us, it’s some of the schools, for example: 

we went to a certain school and the principal called us and showed us that 

there was a document that was sent to them as a school and he wanted 

us to work together with them. He showed interest in what we are doing. 

There are some schools whereby you see that they are interested in what 

we do and they want us to work together, and some would even invite us 

to come to school meetings with parents so that we can explain our 

service to the parents. It’s unlike in the earlier years, there was no 

collaboration at all but now there’s improvement in terms of recognising 

us. 

Participant 3: Some schools know what is school health, some because they benefited 

from the services when you were there previously but I don’t know up to 
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what extent because each and every month we send monthly statistics to 

the Department of Health, I don’t know if do they also get it – the 

Department of Education because we are assessing their learners. I think 

that the challenges that we come across, they must also know the 

problems that are experienced by their learners so that at least something 

can be done, because you find that in one school there are common 

problems that you get every year when you go there. I think if they were 

giving each other the report, something was going to be done to correct 

the situation. 

Participant 9: Kwezinye izikole uthisha uzokubuza ukuthi yimaphi ama problems 

esiwatholile awabhale phansi because izofuneka leyo report phezulu but 

ezinye izikole they don’t care ngezinto esizitholayo. 

Question 5: Is the school health programme beneficial to the school children? What are 

your reasons for saying so?  

Participant 3: Yes, it is indeed. In one of the schools there was a boy that was 

identified by school health nurses to be having cardiac problems and they 

referred and did a follow up, and this year you can see the difference 

emntwaneni. In another school there was a child who was also assisted to 

attend a special school who was found by the school health nurses in a 

mainstream school and follow ups were made and at the end we found 

that the child was admitted ku special school and the child is coping well, 

we even saw the child playing with other children there. So, school health 

is benefiting the children. 

Participant 9: Umsebenzi wama school health nurse ezikolweni mkhulu ngoba abanye 

abazali basuke bangekho aware ukuthi umntwana wakhe une problem but 

uma umntwana efika ne referral letter, umzali uyaqala aphakame amyise 

lapho okudingeke khona bese umntwana uyasizakala. 

Participant 8: Especially with eyesight problems, sometimes parents ignore this 

problem, they turn to think children are lazy to read or to study but once 

they see this referral letter that the child has an eyesight problem, because 

to some they think it’s only older people that experience that problem not 

children. I remember one parent was so happy and grateful because the 

school nurses identified that her child had an eyesight problem whilst she 

wasn’t even aware of it. So, I think it’s very beneficial. 

Question 6: Is the school health programme effective? (Give reasons for your answer).  

Participant 3: I think we are trying but somehow, we have too much limitations when 

we are supposed to deliver our services. I think school health can do more 

than what we are doing if things can be done the right way or resources 

and equipment can be added to the service or programme. There was a 

pilot study being conducted in Tshwane, apparently when school health 

nurses were going to schools, they were supposed to be accompanied by 

a mobile which will have Dentists and Optometrists so that when the 
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nurses have identified a problem in a child, that child can be attended to 

immediately, so that we avoid the child loosing time away from school 

when they have to consult at the clinic. So, if such things were done the 

programme was going to achieve more than what we are achieving, so if 

they were to be serious about the implementation the way they planned it, 

but it’s not done that way so it puts limitations to how we deliver our 

service. 

Participant 5: Other challenges, we assess, we refer but we don’t get feedback, 

especially the delay with the school psychologist. We have learners who 

repeat grades because they have learning disabilities and then the push-

push system is used; the learner is pushed forward without receiving the 

help they need. To the teachers, it’s like; school health nurses come here, 

see the children with problems and do nothing about them. You will see a 

learner in 2016, in 2017 when you come back you still see that learner, in 

2018 you still see that very same learner because the push-push system is 

used. 

Question 7: Does the referral system serve its purpose? How so? 

Participant 2: In a way it is, but the challenges that we experience is where do we refer 

the learners, for example, if you want to refer a child with a learning 

disability, if you refer to rehab sometimes you are told that they don’t take 

kids from school, when you have assessed the learner, refer the kid to the 

teacher who will talk to the SGBT that will refer to the psychologist, which 

is a waste of time. This pulls us backwards and our goals are not achieved 

at the end of the day. There was a letter that was sent which didn’t allow 

us to refer learners to our rehab team. 

Participant 3: With eyesight problems, it used to work very well when we were using 

private Optometrists, now of late since starting to use the Optometrists at 

the clinics, we are not even sure of any children who have received 

spectacles. We don’t even have the stats telling us how many children or 

learners have been seen by them, but in the past when we used private 

Optometrists we used to get the stats of how many learners were issued 

with spectacles, but since it went back to our clinics the eye care services 

is not working right. 

Participant 8: Even managers don’t understand how the referral system works because 

they come back to us to ask if learners get their spectacles and how many 

received spectacles, it becomes difficult for us to get hold of the 

Optometrists and when we do, they don’t like to be asked by us about the 

number of spectacles they issued to the learners or how many learners 

have they seen. I don’t think it’s effective when it comes to eye care. When 

it comes to minor ailments, you find that you’ve identified a problem when 

you assessed the child or learner and you refer the learner to the clinic; 

our colleagues will say that we don’t know what we are doing because 

there’s nothing wrong with the child. Remember we work as a team and if I 
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see a problem, I ask one of my colleagues to confirm the problem that I 

saw, so the problem is that we are being undermined by the registered 

nurses in the clinics. The goal is one, and that is for these learners to get 

the help they need but now it’s not like that, it’s like we are fighting 

amongst ourselves. Sometimes you want to refer the child but become 

scared because the registered nurses at the clinic, they see us as 

incompetent nurses. So our referral system is sometimes questionable, 

unless if we can have a meeting with our colleagues so that they can 

understand that we see things as they are and refer quickly, it may be that 

parents don’t take their children immediately, they wait for a while before 

taking their children to the clinics. 

Participant 1: Another thing that makes our referral system not as effective is that our 

colleagues have a negative attitude towards us, so when the learner goes 

to the clinic with a referral letter from us, it’s like “Oh they have started 

again”. 

Participant 4: The referral tool that they gave us that we use to refer school children is 

a three paper tool, when the learners arrive at the clinic with the referral 

letter, they will just shout at them because they don’t want to read and fill 

in the feedback part. They then shout at the mothers of those learners, so 

the parents don’t trust us anymore and won’t take the time to go to the 

clinic with their child when they are being referred because it’s as if we are 

fighting amongst ourselves forgetting that there is a client in there. Can the 

department give training to our colleagues at the clinics when they have 

designed referral tools so that they can also understand those letters, not 

us only. 

Participant 6: The other service that is difficult for us to access when we refer children 

is the Social Department. The integrated school health is consisting of 

Department of Health, Education and Social Development, but Social 

Development is not there at all or accessible. They don’t even attend 

meetings especially the ones we have at the beginning of the year, they 

won’t even send a representative in any of the meetings. So when we 

have children with social problems we experience a lot of problems and 

you’ll find that as much as physical problems are there but they are not as 

serious as social problems. When we go to the social workers they will 

send us from pillar to post saying “I don’t work with this problem” and refer 

you to another social worker who will also send you to another one. 

There’s a lot that is supposed to be done in the Department of Social 

Development because their service is lacking and we are supposed to be 

pulling together. 

Question 8: What could be the solution to improving health services rendered to 

learners? 
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Participant 4: Recognition and respect should be given to school health because they 

are doing wonders. Give them resources to do their job. We need to work 

as a team. 

Participant 3: I think school health should be re-introduced to the managers of facilities 

that have school health teams and be re-introduced to the schools and 

community so that they can understand the reason for the service of 

school health nursing. I think there was something that was seen or 

recognised by our government when they decided to make this service 

and draw up the policy. 

Participant 7: Upgrading of human resources which is staff, when you go for PHC 

training- managers must stop saying that when you come back from 

school you must work at the clinic because it’s a waste of resources to 

take a PHC trained nurse to school health, going back to the issue that 

they don’t see the importance of school health. When you are a school 

health sister you find that in a team it’s one professional nurse, so you 

need to be well equipped, and when you are at a school; you can come 

across any kind of a problem and the teachers don’t know what kind of 

training you have, they expect you to know everything and multi-task, so 

you need to be equipped for that. We also need resources such as 

equipment, for example, ENT sets. The cars were small we asked for 

bigger cars and they gave us big cars but worse in other ways. When we 

don’t have enough human resources and other resources it makes it hard 

or difficult to deliver the services that we should. So we should be 

equipped with skills and provided with enough equipment. 

Participant 5: Human resource. Teams were structured for small and few schools but 

we see a lot of schools with big numbers. We are doing more than what 

the policy requires- as far as numbers of children are concerned, and 

since we are doing more than what the policy requires, they need to look 

at the numbers of the teams, add numbers in the teams. According to the 

policy we have to see two thousand learners per year, so we see way 

beyond that number, so this says human resources has to be increased, 

so we are not enough. I don’t even want to talk about the issue of health 

promoters, they took health promoters from school health and according to 

the policy, school health teams should have their own health promoters. 

When you are at schools you must give health education, so we don’t 

have health promoters anymore. 

Participant 6: We as professional nurses in the school health teams we need to be 

equipped because we need to see children in totality, so we need skills. 

Those skills will be used on these children. Things are spoken about at the 

top level but they are not implemented on the ground. 

Participant 1: Equipment needs to be kept well and safe but we still don’t have office 

spaces or park homes to put our equipment. Our equipment is kept in the 

cars. Sometimes there’s confidential information about learners, we don’t 
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have space to put our documents. We are placed in a postnatal ward and 

sometimes when we are working and compiling a report as we are 

expected to , the nurses at labour ward and postnatal will be asking us 

“when are you leaving?” in the morning because they also want to use the 

postnatal ward. We can’t even keep our equipment and paper work there 

because it’s not our space and sometimes you want to discuss something 

related to work or a case of a learner before you go to that school, you 

can’t because the nurses working at postnatal keep on asking you “when 

are you leaving?”, and there’s nothing you can do about that because you 

don’t have working space allocated to you, it’s their space. You don’t have 

working space and we take our work seriously.  
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