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ABSTRACT 

Civil unrest has become a feature of South African society and has 
resulted in varying degrees of social disruption. Health services, 
particularly those located in residential areas, have been affected. As 
nurses constitute the largest group of health care professionals in South 
Africa, and often live in the communities in which they work, they serve 
as useful indicators both of community dynamics and the health services. 

This study describes the effect of civil unrest on nursing personnel and 
determines the short term and long term effects on health and nursing 
services. 

A self-administered questionnaire was distributed to all community based 
nurses working in two major health services in the Cape Peninsula in 1986. 
In addition, routinely available health data directly related to nursing 
services were collected on a monthly basis for the period 1984-1988 
(inclusive). 

For purpose of analysis the Cape Peninsula was classified into areas of 
high, medium and low impact violence evident in 1986. 

The nursing questionnaire had a response rate of 76.9%. Problems 
associated with civil violence that were identified were the need for 
nurses to ensure the safety of their own children; transportation to and 
from work; identification as nurses; security; curtailment of nursing 
services (particularly home visits); disruption of ancillary services; 
employer attitudes; political and police activity. 

Health data relating directly to nursing services revealed disrupted 
antenatal dinics, an increase in the number of women booking antenatally 
following a time of disrupted booking clinics, an increase in deliveries 
associated with interrupted family planning clinics, a decrease in 
treatment of ophthalmia neonatorum and umbilical sepsis associated with 
curtailed home visits. 

The study indicated that nurses wer:a not adequately equipped to cope with 
the changing demands mad1:1 upon them during periods of political 
instability; that civil unrest negatively affects nursing personnel and 
nursing services; and further, that disruption of a service impacted other 
services. 

It is recommended that in areas of violence it is essential to have a 
single management team co-ordinating all health services; education and 
in-service training must address the needs of nurses.and health care in 
situations of civil violence; nurses must strive to be accepted as 
universal carers and be committed to justice and peace; and the 
professional association must be proactive in providing guidelines to 
nurses who are affected by civil unrest. 



T O  M Y  P A R E N T S  

J E A N  A N D  G O R D O N  



ACKNOWLEDGEMENTS 

A multi-focussed study of this nature is only feasible when 
support is provided from several sectors. The assistance of the 
following I acknowledge with thanks: 

The Medical Superintendents of the Peninsula Neonatal & 
Maternity Service and the Day Hospitals' Organisation for access 
to their staff; 

The Matrons of the Groote Schuur Maternity Centre and Day 
Hospitals' Organisation for assisting in the co-ordination of 
the nurses' survey, and later for verifying information; 

All the nurses involved with the nurses' survey for their 
participation; 

The St John's Ambulance Brigade, the National Cancer 
Association, SHAWCO for access to their staff; 

The assistance of the late Mrs E Jacka and Dr D Yach in the 
formulation of the questionnaire; 

Monica Spiro for fieldwork assistance; 

The Cape Times, The Argus, Progressive Federal Party for access 
to their library facilities; 

The Family Planning Association, The International Red Cross 
Association, nurse managers in the Eastern Cape for background 
information; 

Secretarial staff of the Department of Nursing, University of 
Cape Town, and the Institute of Biostatistics, Tygerberg for all 
their assistance with the nurses' survey; 

Dr S Fisher, Acting Medical Officer of Health, Western Cape 
Regional Services Council, for permission to use health data, 
Mr W Lombard for his assistance in accessing the data required 
and the staff in the Health Information section for their 
helpfulness and friendship. Also to Mrs S Beukmann and 
Mrs F von Nieuwholtz of the Western Cape Regional Ser. ices 
Council, for supplying information about events and policy
changes which had an impact on the health data; 

Dr R Simpson, Chief Medical Superintendent, Red Cross War 
Memorial Children's Hospital, for permission to use health data, 
and the Department of Neonatology, University of Cape Town for 
access to neonatal health data; 

The Medical Informatics Departments of Groote Schuur and Red 
Cross War Memorial Children's Hospitals for accessing health 
data; 

The Medical Research Council, King Edward VII Trust Fund and the
Florence Nightingale Committee for financial support; 



Mrs P Crosoer, Mrs E Lipshitz, Ms C Walters and Mr S Gouws for major assistance 
with literature searches and retrieval; 

Mrs L Hardy for Artwork; 

Associate Professor D L Woods, Associate Professor P Bowerbank, Mrs J Dick and 
Ms S Haegert for valuable criticisms of earlier drafts; 

My colleagues in the Department of Nursing for their friendship which I value, 
and for the many ways in which they have assisted me to complete this project; 

My friends for their forebearance and support and especially Mrs T Ferrandi 
for proofreading; 

Mrs Y Hardie for her cheerfulness and stamina during the typing of this 
dissertation; 

My co-supervisors: Dr D Yach who was initially my project leader and later 
co-supervisor, for his leadership, encouragement and critical observation. 
Professor R Thompson who, as my Head of Department, has enabled me to have 
space when it was needed most and as co-supervisor has helped keep my focus 
clear and guided me along new paths of learning; 

My parents for their constant love and support. 



TABLE OF CONTENTS 

List of Illustrations, Tables and Figures 

Definitions 

Abbreviations 

CHAPTER 1 INTRODUCTION 

1.1. Background to the civil unrest 

in the Cape Peninsula in 1986 

1.2 Organisation of health services 

in the Cape Peninsula 

1.3 Need for the study 

CHAPTER 2 LITERATURE REVIEW 

2.1 Political violence 

2 .1.1 Pol it i ca 1 violence and disasters 

2 .1. 2 Political violence and the health 

of the population 

2 .1. 3 Political violence and health 

service delivery 

2 .1. 4 Political violence and the health 

professional 

2.2 Conceptual frameworks 

2.2.1 Nursing practice 

2.2.2 Disaster dynamics 

2.2.3 Epidemiologic action 

Page Number 

(v) 

(x) 

(xii) 

1 

4 

7 

16 

20 

20 

20 

22 

31 

37 

41 

41 

54 

57 



CHAPTER 3 

CHAPTER 4 

CHAPTER 5 

CHAPTER 6 

( i i ) 

METHODOLOGY 

3.1 

3.2 

3.3 

FINDINGS 

4.1 

4.2 

4.2.1 

4.2.2 

4.2.3 

4.2.4 

Literature search 

Nurses' survey 1986 

Health data 1984 - 1988 

Nurses' Survey 1986 

Health data 1984-1988 

Midwife Obstetric Units 

Red Cross Hospital 

Community Health Services 

Summary of findings 

DISCUSSION 

5.1 Nurses' .Survey 1986 

5.1.1 Methodological problems and limitations 

5.1.2 Implications of the findings 

5.2 Health data 1984-1988 

5.2.1 Methodological problems and limitations 

5.2.2 Implicat ons of the findings 

FURTHER IMPLICATIONS AND CONSIDERATIONS 

6.1 

6.2 

Ethical considerations 

Role of the profession 

59 

59 

59 

63 

69 

78 

78 

86 

89 

97 

106 

106 

106 

110 

116 

116 

124 

129 

129 

144 



( i i i ) 

CHAPTER 7 RECOMMENDATIONS 151 

7 .1 Management 151 

7 .1.1 Immediate arrangements 152 

7 .1.2 Advance Planning 154 

7 .1.3 Co-ordination across health services 170 

7.2 Education 174 

7.2.1 Basic diploma and degree programme 176 

and post basic diploma 

7.2.2 Post graduate degree programme 185 

7.2.3 Education for enrolled nurse categories 186 

7.3 Role of the Professional Association 187 

7.4 Future research 190 

CHAPTER 8 CONCLUSION 193 

CHAPTER 9 EPILOGUE 195 



REFERENCE MATERIALS 

Tables 

Figures 

References 

(iv) 

Additional sources consulted 

Appendices 

Appendix A - Nurses' Questionnaire 

Appendix B - Nurses' Survey - Non-Response 

Appendix C - Nurses' reasons for feeling unsafe 

on the way to work 

Appendix D - Nurses' suggestions for future situations 

Appendix E - Antenatal Attendance Schedule 

Appendix F - South African Nursing Council policy document 

Appendix G - South African Nursing Association position paper 



(v) 

LIST OF ILLUSTRATIONS, TABLES AND FIGURES 

1. ILLUSTRATIONS

MAPS

1. Map of the Cape Peninsula showing its location in

South Africa and indicating uninhabited areas.

2. Map of the Cape Peninsula illustrating location of

the violence and its intensity.

3 

8 

3. Map of the Cape Peninsula indicating Cape Town City 12 

Council and Western Cape Regional Services Council 

(formerly Divisional Council of the Cape) 

service boundaries 

4. Map of Cape Peninsula indicating Midwife Obstetric 13 

Unit boundaries within the Peninsula Maternal and 

Neonatal Service. 

5. Map of Cape Peninsula with the locations of 

Day Hospitals 

DIAGRAMS 

1. The Individual System

2. An organisational system

3. Intersystems Framework for Nursing in Situations

of Political Violence

4. Conceptual model for the organisation of

epidemiologic action in wartime

15 

48 

49 

51 

57 



2. TABLES

(vi) 

1. Response to Nurses' Survey

2. Domestic characteristics of nurses

3. Alternative arrangements required during 1986

4. Nurses' perceptions of their safety en route to,

and at work

5. Services offered by each health service

6. Curtailed services

7. Summary of the effects of disrupted community nursing

services during civil unrest (See Pages 98 - 105)

3. FIGURES

1. Nurses' locations by service/impact area

2. Usual mode of transport to work

3. Nurses' assessments of the service offered

4. Retreat MOU Antenatal clinic - ittendances _.

and booking visits

5. Retreat MOU Deliveries

6. Retreat MOU Deliveries and Babies Born Before Arrival

7. Retreat MOU Deliveries in relation to home visits

8. Retreat MOU Perinatal Mortality Rate

9. Hanover Park MOU - Antenatal Clinic - Attendances

and Booking Visits



(vii) 

10. Mitchell's Plain MOU - Antenatal clinic - Attendances and

Booking Visits 

11. Hanover Park MOU and Mitchell's Plain MOU - Combined Antenatal

12. Hanover Park MOU - Deliveries

Clinic Attendance Totals 

13. Hanover Park MOU - Deliveries and Babies Born Before Arrival

14. Hanover Park MOU - Deliveries in Relation to Home Visits

15. Hanover Park MOU Perinatal Mortality Rate

16. Heideveld MOU - Antenatal clinic - Attendances and Booking

Visits 

17a Heideveld MOU - Antenatal clinic - Attendances at the MOU and 

Satellite Clinics (Guguletu & Crossroads) 

17b. Heideveld MOU - Antenatal clinic - Attendances at the MOU and 

Satellite Clinics (Khayelitsha & Langa) 

18. Heideveld MOU - Deliveries

19. Heideveld MOU - Deliveries and Babies Born Before Arrival

20. Heideveld MOU - Deliveries in Relation to Home Visits

21. Heideveld MOU - Perinatal Mortality Rate

22. Hanover Park MOU and Mitchell's Plain MOU Combined Delivery

Totals 

23. Mitchell's Plain MOU - Deliveries

24. Khayelitsha MOU Antenatal Clinic - Attendances and Booking

Visits 

25. Heideveld MOU and Khayelitsha MOU Combined Delivery Totals

26. Khayelitsha MOU - Deliveries

27. Neonatal Jaundice



(viii) 

28. Ophthalmia Neonatorum

29a Ophthalmia Neonatorum - Admissions and Outpatient Attendances

29b Rate of Ophthalmia Neonatorum

30. Gonococcal Ophthalmia Neonatorum

31. Non-gonococcal Ophthalmia Neonatorum

32a Umbilical Sepsis

32b Rate of Umbilical Sepsis

33. Constantia - Tuberculosis Attendances

34. Constantia - Child Health

35. Constantia - Family Planning Clinic Attendances

36. Hout Bay - Tuberculosis Attendances

37. Hout Bay - Family Planning

38. Hout Bay - Child Health Clinic Attendances

39. Grassy Park - Tuberculosis Attendances

40. Grassy Park - Child Health

41. Grassy Park - Family Planning Clinic Attendances

42. Constantia - Tuberculosis Notifications

43. Hout Bay - Tuberculosis Notifications

44. Grassy Park - Tuberculosis Notifications

45. Retreat MOU - Home Visits

46. Constantia - Home Visits

47. Hout Bay - Home Visits

48. Grassy Park - Home Visits

49. Philippi - Tuberculosis Notifications

50. Philippi - Tuberculosis Attendances

51. Philippi - Child Health Attendances

52. Philippi - Family Planning Clinic Attendances

53. Philippi - STD Clinic Attendances

54. Philippi - Home Visits



(ix) 

55. Nyanga - Tuberculosis Notifications

56. Nyanga - Tuberculosis Attendances

57. Nyanga - Child Health Attendances

58. Nyanga - Family Planning Clinic Attendances

59. Nyanga - STD Clinic Attendances

60. Nyanga - Home Visits

61. Crossroads - Tuberculosis Notifications

62. Crossroads - Tuberculosis Attendances

63. Crossroads - Child Health Attendances

64. Khayelitsha - Child Health Attendances

65. Crossroads - Family Planning Clinic Attendances

66. Crossroads - STD Clinic Attendances

67. Khayelitsha - STD Clinic Attendances

68. Crossroads - Home Visits

69. Khayelitsha - Tuberculosis Attendances

70. Khayelitsha - Home Visits

71. Khayelitsha - Family Planning Clinic Attendances

72. Heideveld MOU - Home Visits

73. Hanover Park MOU - Home Visits

74. Mitchell's Plain MOU - Home Visits



accessibility
(to work) 

civil unrest 

civil violence 

domestic situation -

effect 

ethical dilemma 

long-term 

needs 

nurse 

nursing personnel 

political violence -

professional nurse -

short-term 

(x) 

DEFINITIONS 

the physical ability to reach work, e.g. 
with reference to transport, roadblocks 

community disruption resulting from
security force/sectarian clashes which
forms one portion of the spiral of
violence (see political violence, 
below). It may be ill-defined, 
intermittent, of varying intensity and 
unpredictable. The term is used 
interchangeably with civil violence. 

see civil unrest 

information regarding household 
occupants especially elderly relatives, 
infants and scholars who might require 
the attention of the nurse-member of the 
household 

any deviation from the normal pattern 

a discrepancy between personal/ 
professional code of conduct and 
conduct/information required by the law 

a 2-year period following documented 
heightened civil unrest 

the solution to any factor which impedes 
the nurse's ability to fulfil her role 

any nurse registered or enrolled with 
the South African Nursing Council in 
terms of the Nursing Act No. 50 of 1978. 
As the majority of nurses in South 
Africa are female, the feminine personal 
pronoun is used for nurses throughout 
this dissertation. 

see "nurse" above 

refers to discriminatory legislation, 
which adversely affects the lives of 
certain groups of peop 1 e, and leads to 
violent reaction, repression and 
counterviolence viz spiral of violence 

a nurse registered with 
African Nursing Counc i 1 
completion of a three or 
nursing programme 

the South 
following 
four year 

the time of the documented heighted 
civil unrest, i.e. May - July 1986 



standard of care 

subprofessional
nurse 

(xi) 

as defined in the Conduct of Midwives 
R1886, 1974 and with reference to the 
Scope of Practice R2598 of the Nursing 
Act No 50 of 1978. 

a nurse enrolled with the South African 
Nursing Council fo 11 owing completion of
a two year or six month nursing
programme 



BBA 

CERSA 

CTCC 

DIVCO 

IMR 

MASA 

MOH 

MOU 

oph. 
neon a to rum 

PMNS 

PNMR 

RSA 

RSC 

RXH 

SAIRR 

SANA 

SANC 

SHAWCO 

STD 

TB 

UCT 

(xii) 

ABBREVIATIONS 

(Babies) Born Before Arrival 

Centre for Epidemiological Research in South 
Africa 

Cape Town City Council 

Divisional Council (of the Cape) 

Infant Mortality Rate 

Medical Association of South Africa 

Medical Officer of Health 

Midwife Obstetric Unit 

ophthalmia neonatorum 

Peninsula Maternal & Neonatal Service 

Perinatal Mortality Rate 

Republic of South Africa 

(Western Province) Regional Services Council 
(previously Divisional Council of the Cape) 

Red Cross War Memorial Children's Hospital 

South African Institute of Race Relations 

South African Nursing Association 

South African Nursing Council 

Students' Health and Welfare Community
Organisation 

Sexually Transmitted Disease 

Tuberculosis 

University of Cape Town 



- 1 -

CHAPTER 1 INTRODUCTION 

C i v i l  violence has become a characteristic of South African 

s o c i e t y  and has resulted in  varying degrees of soc i a l  

disruption. Although some of the violence can be blamed on 

criminal elements which are present in any society, the roots of 

the endemic violence can be found in the po l i t i ca l  violence 

which i s  widespread in South Africa. Such violence, whether 

overtly m i l i tar i st ic  or occurring in the less obvious forms of 

control  through repression, torture and disenfranchisement, 

provokes a violent response from its victims. This in turn i s  

answered with further repressive violence and counterviolence of 

the oppressed. The term, "spiral of violence" (Camara, 1971) i s  

apt and indicates the potential for ever increasing confl ict ,  

which i s  apparent in South Africa today. 

In some areas of the country, the impact of c i v i l  violence has 

resulted in devastation on the scale of a natural disaster but 

i t  has an added dimension for the victims - that of the 

adversaries' intent to harm (Logue et a l ,  1981). "The health 

impact of p o l i t i c a l  v i o lence  can be measured by deaths, 

d i sab i l i t i es  and injuries.  The indirect effects include the 

destruction of communities and their displacement (to areas 

which may be impoverished, lacking infrastructure, food and 

supplies) disruption of services and economic stresses resulting 

from disproportionately high mil itary expenditure" (Zwi and 

Ugalde, 1989). 



- 2 -

Over a period of time ever increasing levels of violence, from 

oppressors and the oppressed a l ike,  become accepted, although 

not acceptable, as the norm. Armenian considers war a disease 

at the societal level and thus an important problem that needs 

to be addressed by epidemiologists (Armenian, 1986). The c i v i l  

violence present in various areas of South Africa today, and 

specif ica l ly  in the Cape Peninsula in 1986, (Map 1) has had 

effects akin to those of c i v i l  war, seriously affecting a l l  

aspects of health. It thus requires to be studied so that the 

impact on health and health services can be minimized and 

ultimately the "anti-health" forces supporting the violence are 

eliminated (Hindson, 1985). 

This i s  the responsibil ity of the state. "Everyone without 

distinction as to race, colour or ethnic or ig in ,  has the right 

to secur ity  of person and protection by the State against 

v i o l ence  or bod i l y  harm, whether i nf l i c ted  by government 

off ic ia ls  or by any indiv idual ,  group or institution" (Centre

for Human Rights, 1988). 

It might not be without significance that since the promulgation 

in 1984 of the Republic of South Africa Constitution Act No 110 

of 1983, which must be considered non-neutral with regard to 

government pol icy ,  there has been an escalation, and in some 

areas almost continuous state, of c i v i l  unrest. In any society 

when changes take pl ace there is  a degree of uncertainty and 

feeling of insecurity which may be expressed v io lent ly .  This 

has been apparent· in Eastern Europe in the past twelve months as 

well as in South Africa in 1990. 
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This chapter wil l  introduce the subject of this dissertation by 

presenting an overview of the factors contributing to the c i v i l  

unrest in the Cape Peninsula in 1986. In addition, the 

responsib i l i ty  for the provision of health services in this  

region i s  discussed and the necessity for such a study to be 

undertaken i s  motivated. 

1.1 Background to the c i v i l  unrest in the Cape Peninsula in 1986 

In spite of The Black (Urban Areas) Consolidation Act No 25 

of 1945 which restricted the movement and settlement of 

blacks in areas close to c i t i e s ,  many people, when faced 

with the accelerating impoverishment of the area of their 

birth, sought their fortunes in the c i t i e s .  For some this  

meant moving to the mining cent re of the country. Others, 

particularly from the Transkei and Ciskei,  moved south to 

the metropolitan area of Cape Town. I n i t i a l l y  i t  was the 

men who sought work and in terms of the provisions of The 

Black (Urban Areas) Consolidation Act No 25 of 1945, 

referred to as The Influx Control Act, they were required to 

renew their contract annually. 

Against this  background, i t  was not long before their wives 

and families tried to move nearer to them. The existing 

hostels for male migrants, particularly in Nyanga (a suburb 

of Cape Town), were not able to accommodate the number of 

people immigrating to Cape Town. In 1975 Old Crossroads was 

established as a "temporary" settlement by these women and 

squatters from other parts of the Peninsula, and in 1978 
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l i m i t e d  b a s i c  s e r v i c e s  were p rov ided .  The continued

existence of  these res idents  was precarious as they were

considered t o  be residing i l l e g a l l y  in terms of  the  Influx

Control Act. Three groupings emerged in the community but

the  t h r e a t  o f  removal from t h e i r  homes forged an a 11 i ance.

They made va r ious  a t t empts  t o  secure  r i g h t s  f o r  a l l  

Crossroads res idents  t o  remain in Cape Town. However, the

government policy was to  allow only as many Black people in

t h e  Cape Town metropolitan area as necessary t o  f u l f i l

labour requirements (Dewar e t  a l ,  1 990) . The government

a t t e m p t e d  t o  r e l o c a t e  thousands  o f  people  t o  t h e i r

respect ive  homelands 1 and proposed reform i n i t i a t i v e s  t h a t

excluded many of  those l iv ing  in Crossroads. When the

community r e s i s t ed  these measures, the  s t a t e  unleashed i t s

repress ive  potent ia l  by conducting frequent r a ids  in the

a r e a ,  depor t ing  " i l l ega l  res idents" ,  detaining community

leaders ,  and destroying large numbers o f  dwellings (Cole,

1 987) . In 1 980 the  f i r s t  families moved t o  the  housing t h a t

was b u i l t  a t  New Crossroads. There was some res i s t ance  t o

t h i s  because of  high r en t a l s ,  and a number o f  these  famil ies

who had had "lodgers" in t h e i r  homes a t  Old Crossroads were

no longer able t o  accommodate them. Thus the  former lodgers

s e t  up t h e i r  own dwellings a t  Old Crossroads occupying space

e a r m a r k e d f o r " d e v e l o p m e n t " . 

1 Homelands: "Traditional set t lement areas o f  the  d i f f e r e n t  
South Af r ican  Black ethnic  groups. The ten 
comprise s ix  self-governing areas while four  are  
f u l l y  independent, v iz  Transkei, Bophutatswana, 
Venda and Ci skei" (TBVC countr ies)  (Department o f  
Health and Population Development, 1 988) . All 
t h e s e  a r e a s  a r e  f inanc ia l ly  dependent on the  
Republic o f  South Africa.  
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The population was highly mobile and continued to grow. 

E v e n t u a l l y  the s t r u g g l e  f o r  power and control in the 

Crossroads community led to d iv is ion.  The victorious 

l e a d e r s h i p  e x e r t e d  t h e i r  c o n t r o l  along t r a d i t i o n a l

"chieftain" 1 ines, changing the nature of Crossroads from a 

community t h a t  d e f i e d  and r e s i s t e d  removal i n t o  a 

"mini-Bantustan" (Cole, 1986). This,  coupled with the 

unful f i  11 ed promises of the government, resulted in a 1 oss 

of  c r e d i b i l i t y  among many residents. After the repeal of  

the Inf lux  Control Act in 1985 and the adoption of  The Black 

Communities Development Act No 4 of  1984, there was a huge 

inflow of  people and large numbers set up informal dwellings 

at Old Crossroads. However, the plan of  the government was 

to relocate squatters to a new township, Khayelitsha, ±30 km 

from Cape Town. This divided the community further as 

d ist inct ions  were made between those entit led to be in Cape 

Town, and those who were not. 

With i n c r e a s i n g  pressure on space and f a c i l i t i e s ,  the 

simmering violence that had erupted in 1984, which was l a t e r  

fuel led by the education and shop boycotts in 1985, and by 

d issat is fact ion with the a c t i v i t i e s  of  those in positions of  

power in the community, erupted into violent clashes in 

1986. The l ines  were drawn generally between the more 

recent  and younger residents, "comrades", and the more 

e s t a b l i s h e d  r e s i d e n t s ,  v i g i l a n t e s  or "witdoeke" (white 

s c a r v e s ) ,  who were supported by the s e c u r i t y  f o r c e s  

( C o l e ,  1987). Destruction of  property, arson and the 

dis location of  an estimated 60 000 people characterised the 
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May - July 1986, which prompted a State of Emergency to be declared on 12 

June 1986 (Yach, 1987). This State of Emergency which was renewed in 

1987, 1988 and 1989 was finally lifted in February 1990 in most areas of 

South Africa, excluding the Natal/Kwazulu region. During this time major 

restrictions on information were imposed, but it was clear from the 

official unrest reports issued by the South African Police that high 

levels of violence and police/defence force activity were present in many 

areas, including the Cape Peninsula. 

The focus of the violence therefore was Crossroads, with a spillover 

effect into the neighbouring black residential areas of Nyanga, KTC and 

Guguletu {Map 2). 

1.2 Organisation of Health Services in the Cape Peninsula 

Health services in the Cape Peninsula are offered by a number of 

authorities. Prior to the implementation of The Republic of South Africa 

Constitution Act No 11 o of 1983 (referred to as The Constitution Act) the

following levels of care were identifiable: 

(i) local authorities, i.e. Cape Town City Council and the Divisional

Council of the Cape, were responsible for preventive and promotive

health which includes personal & environmental services, and for

ambulance services delegated by the provincial authority.

(ii) provincial authorities, i.e. Cape Provincial Administration, had the

responsibility for personal public sector hospitals, curative

clinics

(e.g. Day Ho�pitals and the Peninsula Maternal and Neonatal

Service): and ambulance services
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(iii) central authority, i.e. Department of Health � and Welfare, was

responsible for activities not covered by the other two levels, 

although where there was a local authority, central government often

delegated these functions which it subsidized and supervised. These

included chronic psychiatric services, medico-legal services,

infectious diseases control, and the provision of various services

to areas not served by a municipal authority (de Beer, 1988). 

(iv) Other services delivering health care elsewhere in the country

include the mining houses, South African Defence Force, 

·self-governing states·, the private sector, and voluntary

organisations. 

The contribution of (iii) and (iv) to health care in the areas of the Cape 

Peninsula affected by the civil violence are minimal and so further 

discussion will be limited to (i) and (iQ above. 

The implications for health of The Constitution Act No 11 o of 1983 were

elucidated by a new health policy announced in August 1986. This did not 

change the status of local authorities. 

(i) Regional Authorities - A new concept of Regional Services Council,

which would provide a multi-racial tier of government embracing the

various •own affairs• 1

Own Affairs: 
• 14) Matters which specially or differentially affect a

population group in relation to the maintenance of 
its identity and the upholding and furtherance of 
its way of life, culture, traditions and customs are 

own affairs in relation to such population 
group.■ e.g. health, education (Department of 
Foreign Affairs and Information, 1983). 
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local authorities, was introduced. The previously named Divisional 

Council of the Cape, which had been unique, metamorphosed into the 

new Western Cape Regional Services Council. There was little change 

in the type of health service offered, but now ambulance services 

fell under the control of the Emergency Health Services directorate 

of the Provincial Administration which in turn delegates the 

function to the local authority. 

(ii) Provincial Authorities - The intention was for this level of

government to disappear. The elected councillors were replaced by 

officers appointed by the State President. They continue to

administer hospitals on behalf of •own affairs• and •general

affairs• 1 Departments of Health and have been given the additional

responsibility for certain psychiatric and tuberculosis hospitals.

The impact of this in the area of this study is that the previously

existing Day Hospitals' Organisation which provided a network of

outpatient-based curative care clinics (Smith, 1981), was fragmented

and became subject to a number of •own affairs• authorities. The

Peninsula Maternal and Neonatal Service which consists of five

midwife obstetric units, three base hospitals and one referral

hospital, by virtue of its link to Groote Schuur academic hospital

(i.e. general affair), continued to be managed as previously. The

Red Cross War Memorial Children's Hospital (general affair) was

General Affairs: 
"15) Matters which are not own affairs of a .population 

group in terms of section 14 are general affairs•. 
(Department of Foreign Affairs and Information, 1983) 
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originally planned to provide tertiary paediatric -care. However, in 

the past decade escalating numbers of children requiring basic 

attention have stretched the resources available to the limit as 

primary, secondary and tertiary levels of medical, surgical and 

nursing care are needed (Red Cross Hospital Annual Report, 1989). 

Map 3 indicates the boundaries of the services supplied by Cape Town City 

Council and the Western Cape Regional Services' Council (formerly the 

Divisional Council of the Cape). Their clinics, which are staffed by 

nurses and sessional medical officers, offer a comprehensive health 

service which includes screening for, and treatment of tuberculosis, 

screening for, and treatment of sexually transmitted diseases, child 

health assessment and immunization, family planning, geriatric services 

and home visits. 

Map 4 indicates the boundaries of the midwife obstetric units (MOU) within 

the Peninsula Maternal and Neonatal Service. These units are staffed by 

registered midwives who provide an antenatal clinic service, care during 

labour, birth and the first 6 hours after delivery, and a home visiting 

service for the 7 days following delivery. Some units .. have satellite 

clinics attached to them, e.g. Retreat MOU - Lotus River c,iinic, Heideveld 

MOU - Nyanga (NY3) clinic. These clinics offer an antenatal clinic 

service only. Pregnant women have access to medical care as 
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medical officers are available for certain sessions. In the case of 

abnormalities arising in the pregnancy or difficulties being experienced 

during labour, the midwife must refer her patient to the base hospital to 

which her unit is attached (SANC, 1974 : 12). Likewise, neonates at risk 

must be transferred via the obstetric and neonatal flying squad to a 

referral hospital. 

Map s shows the locations of the Day Hospitals in the Cape Peninsula which

were included in the 1986 study. These offer routine curative services 

for acute and chronic disease conditions, e.g. hypertension, diabetes 

mellitus; and basic casualty and trauma services with minor surgery, e.g. 

vasectomy/tubal ligation at limited centres. Pharmacy and radiography 

services exist and physiotherapy services are available at certain day 

hospitals. Most day hospitals are open on weekdays betwee,1 08:00 and 

17:00, but two offer a 24-hour service. 

Emergency services, as mentioned earlier, are administered by a 

directorate of the provincial administration. This assumes responsibility 

for the planning and training of paramedical personnel by the Medical 

Emergency Treatment and Rescue Operation (METRO) unit, and provides a 

control centre for ambulances in the Cape Peninsula. 

Each local authority should have a civil defence service which is 

answerable to the provincial administrator, and whose actions fall under 

the provisions of the Civil Defence Act No 67 of 1977. 
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Voluntary organisations, e.g. St John Ambulance Brigade and the Red Cross 

Society are able to assist in providing First Aid and relief in disaster 

situations. 

There is, however, no apparent mechanism available to co-ordinate the 

functions of the various agencies involved in health care in the case of 

large scale disruption as was experienced in the Cape Peninsula in 1986. 

Prior to the adoption of the present Civil Defence Act, in the case of a 

disaster being declared, authority was given to the army to mobilize 

whatever help was necessary. However, since the implementation of the 

Civil Defence Act No 67 of 1977, this co-ordinating function is no longer 

defined. 

1.3 The need for this study 

1 

Nurses constitute the largest group of health professionals in South 

Africa. At 31 December 1989 there were 70 118 nurses on the register of 

the South African Nursing Council (professional category) and 74 346 

nurses on the rolls (subprofessional category) (SANC, 1990). At the same 

date there were 22 260 medi\;al doctors on the register of the South 

African Medical and Dental Council 1 (SAMDC, 1990). 

This does not exclude those doctors who have emigrated or 
who do not practise in South Africa Therefore, the ratio 
of doctor:population should be considered to be at the 
maximum possible level. 
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T h i s  r e p r e s e n t s  a r a t i o  o f  1 :430 r e g i s t e r e d  

nurse:population, 1:209 nurse (a l l  categories):population, 

and 1:1 356 doctor:population. Nurses are more available 

not only numerically, but also by their geographical 

distribution. They are predominantly responsible for the 

health services that are located in the community, but are 

also required to f i l l  in for the shortages due to the 

maldistribution of other health professions (de V i l l i e r s ,  

1984). Unlike doctors in the public sector who tend not to 

l i ve  in the communities in which they work, nurses often 

l ive  and work in the same community. Nurses, therefore, 

serve as a good indicator of community dynamics. 

During periods of c i v i l  disruption a different pattern of 

health needs may emerge. Other health professionals who do 

not reside in these areas are l i k e l y  to withdraw or be 

withdrawn (Halbert et a l ,  1988), leaving nurses to cope 

with additional responsibil ities and possibly an increase 

in the number of patients requiring a greater diversity of 

treatment. I t  i s  also possible that the demands for the 

services they routinely offer are diminished in the face of 

the population's d i f f i cu l ty  in reaching the c l i n i c s ,  and 

replaced with demands of an entirely different nature. 

The short-term effects of the pol i t ical  violence in the 

Cape Peninsula during 1986 have been documented by Yach, 

who states in his conclusions that "further studies are 

urgently required to aid health planners in their decisions 
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regarding adaptations required to routine health serv ices 

du r i ng  o r  f o l l o w i n g  outbreaks o f  p o l i t i c a l  v io lence" 

(Yach, 1987). To provide such guidel ines f o r  health 

p 1 anners i t  i s  necessary to consider not on 1 y the short 

term e f fec t s  o f  c i v i l  d isrupt ion but a lso the long-term 

impl icat ions o f  disrupted health serv ices.  

Although current negotiat ions between the South Af r i can 

government and the Afr ican National Congress o f f e r  some 

hope f o r  peace in South A f r i ca ,  i t  i s  ant ic ipated that 

c i v i l  v io lence may continue to be a feature o f  t h i s  soc ie ty  

f o r  some time. Further outbreaks in the Cape Peninsula 

occur red  i n  September/October 1989 shor t l y  before the

parliamentary e lec t ions and in August 1990, whi le in the 

Natal/Kwazulu area on the outsk i r t s  o f  Pietermaritzburg 

there ex i s t s  a war- l i ke  s i tuat ion  between r i v a l  p o l i t i c a l  

groups o f  Inkatha supporters and members o f  the Af r i can 

National Congress/United Democratic Front/Congress o f  South 

A f r i c a n  Trade Unions a l l i ance ,  compounded by a v i c i ous  

cr iminal  element. 

As nurses working in c lose geographical locat ion to each 

other may be employed by one o f  at l eas t  four health 

au thor i t i e s ,  i t  i s  believed that more e f f i c i e n t  use o f  

a v a i l a b l e  p r o f e s s i ona l  and o the r  resources  cou ld  be 

ach ieved i f  a co -o rd ina ted  po l i c y  f o r  health serv ice 

prov is ion were implemented. This i s  e spec i a l l y  important 

during periods o f  c i v i l  c o n f l i c t .  
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Therefore this project proposes to: 

1. describe the effect of civil unrest on nursing personnel

employed in community health services in the Cape

Peninsula

1.1 ascertain their domestic situations in relation to

their ability to continue attending work 

1.2 describe their accessibility to work 

1.3 determine the presence/absence of 

intimidation/violence 

2. describe the short-term effects of civil unrest on

nursing services in relation to:

2.1 the continuity/curtailment of services

2.2 the nurses' assessments of the standard of care

3. determine the needs of nurses for maintaining existing

services and offering emergency care during periods of

civil unrest

4. describe the potential long-term effects of civil unrest

on nursing services and health care

5. make recommendations for managing a community-based

primary nursing care service during periods of civil

unrest

6. examine the role of the professional association in

assisting nurses during periods of civil unrest

7. discuss the ethical and moral dilemmas confronting nurse

practitioners during periods of civil unrest.
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A review o f  the l i t e r a t u r e  per t inent  t o  t h i s  study will  be 

presented in t h i s  chapter.  The re  1 a t  i onsh i p between po 1 i t  i ca 1 

violence and d i s a s t e r  i s  considered and the e f f ec t s  o f  po l i t i c a l  

violence on physical,  psycho-emotional, social and sp i r i t ua l  

aspects o f  health are discussed. In addition the e f f ec t s  o f  

po l i t i c a l  violence on health services and health professionals  

a r e  p r e s e n t e d .  Ex i s t i ng  models fo r  nursing prac t ice  are 

considered in re la t ion  to  po l i t i ca l  violence, but are found t o  

be inadequate. A new conceptual framework i s  proposed. A model 

f o r  t h e  organisation of  epidemiologic action in wartime i s  

presented. 

2.1 Po l i t i ca l  Violence 

2.1.1 Po l i t i ca l  Violence and Disaster 

The concept o f  a "disaster"  may be understood by 1 

people in many d i f f e r en t  ways. Skeet gives a broad 

def in i t ion  " . . .  an occurrence o f  such magnitude as 

t o  crea te  a s i tua t ion  in which the normal pa t terns  

o f  l i f e  within a community are suddenly disrupted 

and peop le  a r e  plunged i n t o  h e l p l e s s n e s s  and 

suffer ing,  and as a r e s u l t ,  may urgently need food, 

she l t e r ,  clothing,  medical a t t en t ion ,  protect ion and 

other l i f e - sus ta in ing  requirements" (Skeet, 1977:1). 

I t  i s  p o s s i b l e  t o  consider  the  impact o f  both 

natural d i sa s t e r s ,  e .g .  meteorological, topological ,  
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t e l l  u r i c / t e c t o n i c  and b i o l o g i c a l ,  and man-made 

d i s a s t e r s ,  e . g .  a c c i d e n t s ,  c i v i l  d i s t u r b a n c e ,  

warfare and refugees, in t h i s  context. 

Unlike other forms of d i sas te r  which are specif ic  

and l o c a l i s e d  in r e l a t i o n  t o  time and space, 

p o l i t i c a l  v i o l e n c e  i s  u s u a l l y  c h r o n i c  and 

i 11-defi ned in nature, with intermit tent  periods of  

heightened intensi ty .  I t  r e f l ec t s  the p o l i t i c a l ,  

social and economic climate (Gibson, 1989), there i s  

o f t en  a high level of  personal involvement, and

victims may experience an adversary's in tent  to  harm

(Logue e t  a l ,  1981). I t  d i f f e r s  from conventional

warfare in tha t  c iv i l i ans ,  including children, may 

be involved in d i rec t  violent ac t iv i ty  (Fraser 1974;

Chi kane, 1986).

In South Africa, repression of groups of  people by 

s t a tu t e  has occurred regularly since the l a t e  19th 

cen tu ry ,  but  s ince 1948 the policy o f  separate 

development has become entrenched in every s t a tu t e .  

However, d e t e n t i o n s  without  t r i a l ,  bannings of  

people and organisations, censorship of  news and 

p u b l i c a t i o n s  became more widespread with t h e  

introduction of  the f i r s t  State of  Emergency in July 

1985. Violent  clashes between groups o f  black 

people of  d i f fer ing persuasions i s  termed "black on 

black  violence and implies t h a t  i t  i s  not connected 

to  the actions of  the State .  However, in the Cape 
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Peninsula in 1986 there was a perception of 

collusion between the security forces and the 

vigilantes (Cole, 1987; CERSA, 1990) and in 

Pietermaritzburg in 1988 between the security forces 

and Inkatha (Aitchison, 1989). 

In both these societies people have become 

socialised into an acceptance of violence, a 

phenomenon where a certain level of violence becomes 

the norm (Zwi and Ugalde, 1989; Armenian, 1989). 

This can be seen in the local newspapers which 

publish daily "unrest" reports supplied by the 

police (Cape Times, 1990). 

2.1.2 Political Violence and the Health of the Population 

1. White:
2. Asian:

Health patterns amongst the major racial groupings 

in South Africa vary considerably. Using the 1984 

mid-year population estimates Bradshaw et al (1987) 

project the life expectancy for males and females 

as follows: 

White l
"Asian " 2
"Coloured" 3 

Male 

66.6 
62.3 
54.3 

Female 

74.2 years 
68.4 years 
62.6 years 

3. Coloured:

people of European descent 
people mainly of Indian descent 
people of mixed parentage 

Due to the maldistribution of health resources, it is necessary 
to consider the health parameters of the different population 
groups. A further important factor in the distribution of 
health resources is that of the place of residence, viz. urban, 
peri-urban, rural. 
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Due to the lack of reliability of the 1980 census 

information for Black people life expectancies have not 

been published, however, Bradshaw et al suggest that 

these lie between 50-55 years for males and 55-60 years 

for females. 

During the period 1981 - 1985 the average Infant 

Mortality Rate (IMR) (per 1000 live births) was: 

12 .3 
17.9 

White 
"Asian" 
"Colour1d11 

Black l·: 12 42

(Bradshaw et al, 1987:34) 

During the same period the average IMR for black 

infants in ten urban areas was between 2 7/1000 and 

83.3/1000 (Yach, 1988) with the exception of 

Grahamstown (203.7/1000) which borders on Ciskei. 

While these figures may compare favoura ly with the 

rest of Africa, they do highlight the inequality of 

heal th that is experienced by the various groups of 

people in South Africa. The impact of political 

violence on health will be discussed under four broad 

categories - physical, social, psycho-emotional and 

spiritual. 

Black: lndi genous African people 

Excludes black people living in the "independent" states 
of Transkei, Bophutatswana, Venda and Ciskei, and includes
black people living in "self-governing" states. 
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1. Physical health. Hoffman et al ( 1986) l abe 11 ed 

' unrest '  as a v i t a l  community health issue and 

highlighted the six-fold increase in the number of 

patients admitted to the Groote Schuur Hos pi ta l Trauma 

Unit between August and November 1985 many of whom were 

ch i l dren .  Injuries from birdshot, used in crowd 

control, and from plastic buliets, used in riot control 

are reported (Hil l  & Peart, 1986; Cohen, 1985).

The South African Institute of Race Relations reported 

128 people k i l led  as a result of po l i t ica l  violence in 

the Cape Pen insu la  and Boland areas during 1985 

(SAIRR, 1986). This included c i v i l i a n s  k i l l ed  by 

security forces, security force personnel k i l l ed  by 

c i v i l i a n s ,  and c i v i l i a ns  k i l led  by c i v i l i a n s .  Also in 

1985 a study of ninety-three deaths from gunshot 

injuries as a result of security force action reported 

that s ix  were due to routine law enforcement and 

eighty-seven occurred during c i v i l  unrest situations 

(Duflou, 1986). By February 1986, national ly  over 1 000 

people were estimated to have died in the unrest 

(Haysom cited in Cole, 1987 : 103). 

The impact on physical  health i s  not limited to 

incidents of trauma. Patients on long term medication, 

e .g .  for hypertension and tuberculosis w i l l  be affected 

(Hoffman et a l ,  1986). Disruption of anc i l l a ry  

services, e .g .  water, sanitation and distribution of 

food could have a negative impact, particularly on 
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children. In a study on the endemic war in West 

Beirut, although attention was focussed on notifiable 

diseases, a surveillance of hospitals and dispensaries 

revealed that the most common medical conditions 

t r e a t e d  were gas t r  o enter i t i  s ( 3 0%) , resp i ra t  or y 

infections (18%) and t o n s i l l i t i s  (8%) (Armenian, 1989). 

The same author reports that, although typhoid i s  an 

endemic disease in Lebanon, the number of cases in 1982 

(during massive disruption due to the Israel i  invasion) 

was surprisingly lower than in 1980 despite interrupted 

fuel and water supply and sanitation. These reports 

suggest that unanticipated health effects may become 

evident due to the highly volati le nature of endemic 

war. 

2. Socia 1 hea 1th. Socia 1 bonds that weave the fabric

of society may be destroyed in times of c i v i l  unrest.

Children cope better with stress when the family

environment i s  harmonious and supportive (Garmezy,

1983; Robertson, 1990). Heskin's work in Northern

Ireland suggests that the increase in anti-social

behaviour amongst the youth i s  more closely related to

d e t e r i o r a t i n g  s o c i a l  conditions associated with

p o l i t i c a l  violence than with the violence per se 

(Heskin, 1980). In their study of mothers and children

in Beirut, Bryce et al (1989) found that mothers with

1 ow 1 eve 1 s of education and income reported more 1 i f  e

experiences with a greater negative impact, than

mothers with a higher 1 eve 1 of education. These women 
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in  turn exhibited higher leve l s  of symptoms of 

depression. I t  should be remembered that war related 

events do not occur in isolation, but as a part of 

ongoing everyday l i f e .  This leads to overloading the 

resources of the individual  and the society, and 

i n e v i t a b l y  these resources decrease as the war 

continues. 

Violence outside a country's borders may also impact on 

social health. The c i v i l  war in Chad has resulted in 

more than 500 000 refugees seeking safety in Nigeria. 

Not only have they brought communicable diseases, but 

as v ict ims of violence they threaten the social 

s t a b i l i t y  and disrupt the economies of the receiving 

countries (Ogba, 1989). 

3. Psycho-emotional health. The term "Post traumatic

stress disorder" has been applied to many veterans of

the Vietnam war, yet Straker suggests that a more 

appropriate term for South African children exposed to

p o l i t i c a l  violence i s  "continuous traumatic stress

syndrome" (Straker, 1987). She describes this  as the 

exposure to a series of stressful events occurring

within the context of violence in the community. 

Acute reactions to stress may be marked by shock 

accompanied by anxiety which may last  a few days, 

where as ·chronic reactions may present with more 

debil itating symptoms lasting for a longer period of 
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time. In the child these would include age-appropriate 

symptoms o f  s t r e s s  whereas the adult may show 

characteristics of the post traumatic stress syndrome. 

Events which may become foci  for  psychological 

responses include the assault or witnessing of an 

a s s a u l t ,  the detention of a family member and 

accompanying family dysfunction. Gibson (1989) 

suggests  t h a t  c h i l d r e n  may incorporate certa in  

experiences into a general pol i t ical  understanding of 

the event and similarly McWhirter (1983) hypothesizes 

that chi ldren are able to maintain a distinction 

between violence for a just  cause and that which i s  

perceived as unjust. 

4. Spiritual health. "Cris is  situations bring

one face-to-face with the ultimate issues in l i f e  - the

limitations of one's humanness, the loss of personal

and env i ronmenta 1 cont ro 1 , and the meaning of pain and 

suf fer ing  in the overal l  purpose of  l i f e .  The 

questions of why and when events occur raise the issue

of a God who does or does not exist and i s  or i s  not 

involved with one's l i f e "  (Sto l l ,  1979 : 1575). Cr i s i s

can be an opportunity for growth in faith and an 

a b i l i t y  to l i ve  fu l l y .

Friedlander (1964) defines sp i r i tua l i ty  as "the l i f e  

p r i n c i p l e  that pervades a person's entire being, 

i n c l u d i n g  v o l i t i o n a l ,  emotional, moral -ethica l ,  

intellectual and physical dimensions and generates a 
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c a p a c i t y  f o r  transcendent v a l u e s .  The spi r i  tua 1 

dimension o f  a person i n t e g r a t e s  and t ranscends  

b io log ica l  and psychological nature, g i v i n g  access to 

t h e  n o n - p h y s i c a l  r e a l m s  o f  p r o p h e c y ,  a r t i s t i c  

insp i rat ion ,  love and healing act ions".  

But what, or who, i s  the focus o f  t h i s  f a i t h ?  I t  i s  

necessary to acknowledge a person's concept o f  a higher 

being, t h e i r  perceived re lat ionship  to t h i s  being and 

the way ' in  which a person bel ieves that t h i s  higher 

being a f fects  his/her 1 i fe .  Jourard states  that "man 

needs reasons for  l i v i n g  and i f  there are none, he 

begins to die man i s  incurably r e l i g i o u s .  What 

var ies  about men i s  what they are r e l i g i o u s  about." 

Whatever a person acknowledges to be the highest value 

in l i f e  can be regarded as h i s  God, "the focus and 

purpose of  h i s  time and l i f e "  (Jourard, 1974 : 305-7).  

However, although a l l  people possess a s p i r i t u a l i t y ,  

that s p i r i t u a l i t y  may not be founded on a b e l i e f  in a 

higher being. "Every man needs a purpose in order to 

g ive  h i s  l i f e  meaning, and meaning i s  a personal ly  

perce ived  phenomenon, whether i t  i s  related to a 

persona l  r e l a t i o n s h i p  with  God or  a n o n t h e i s t i c  

act ivat ing  force" ( E l l i s ,  1980 : 8 ) .  Although Martha 

Rogers defined nursing as a humanistic science she 

acknowledges that human behaviour r e f l e c t s  the merging 

o f  p h y s i c a l ,  b i o l o g i c a l ,  p s y c h o l o g i c a l ,  s o c i a l ,

cu l tura l  and s p i r i t u a l  at t r ibutes  into an i n d i v i s i b l e
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whole (Rogers, 1970). Lingley, in reviewing nurse 

theorists' perspectives, found that while some directly 

addressed the spiritual dimension, others did not deny 

the truth that man is a spiritual being and none of the 

models would inhibit spiritual care (Lingley, 1984a). 

When addressing the spiritual dimension of health, 

Kiening (1978) defines spiritual needs as "the 

thinking, feeling, motivating forces which influence us 

• in our search for meaning and our inner strivings

toward these goals in life which hold the deepest

values for us".

It is clear that these authors consider spirituality as

divisible from religion. For some people their

spirituality may be expressed through their faith in a

deity, e.g. the Judea-Christian God, but for others

that which gives meaning to their lives may be power,

social status, or material wealth, among others.

Many parts of South African society are in crisis, and

other sectors of the community are facing the

inevitability of change which might become a critical

issue for that community. People who live in a society

that is experiencing crisis and change may find that

the focus of their spirituality is threatened. This

may 1 ead to a lterat i ans in spi ritua 1 hea 1th as defined

by the National Committee for Classification of Nursing

Diagnoses and O'Brien. Examples include:



Spi ritua 1 
concerns 

Spiritual 
distress 

Spiritual 
pain 

Spiritual 
loss 
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Et i ol ogv

anticipated role changes 
concerned about relation-
ship with God 

search for more meaning 
or purpose in existence 

anger towards God 
disrupted spiritual trust 
sense of meaninglessness, 
purposelessness 

discomfort/suffering 
related to one's human/ 
transcendent relationships 
as well as one's 
transcendent values and 
beliefs 

feeling of having lost 
hold of those aspects 
of life which give 
ultimate and transcendent 
meaning and purpose 

Defining characteristics 

verbalises inner conflicts 
about beliefs 

questions meaning for own 
existence 

mild anxiety, bewildered 

disturbance in concepts or 
perception of God or 
belief system 

moderate to severe anxiety 
depression, preoccupation 
psychosomatic manifestations 
expression of anger/guilt 

(Lingley, 1984 b) 

lack of spiritual fulfilment 
inability to come to terms 
with one's reason for 
existing 

discomfort with relationship 
to God, fellow human beings 
and/or transcendent values 
and beliefs 

expressions of fear that 
one's faith in a spiritual 
being has been misplaced 

listlessness with regard to 
things that previously 
were meaningful 

(O'Brien, 1982; Labun, 1988) 
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In South Afr ica ,  where the majority of  the population are 

d i s e n f r a n c h i s e d ,  s o c i a l  s t a t u s  may be achieved by 

involvement in l o c a l  community p o l i t i c s  or through 

membership of  a gang. When i t  i s  t h i s  power that 

integrates one's l i f e ,  vocation and relat ionships and 

g i v e s  meaning to what i s  important ( S t o l l ,  1979), 

violence, intimidation and corruption may follow in order 

to retain the power that accompanies t h i s  status.  

I t  i s  therefore quite possible to consider the violence 

in South Afr ica  in a sp i r i tua l  dimension. The quest for  

power has led to structural violence, repression and 

torture, a l l  of  which accelerate the spira l  of  violence. 

One can blame structures and systems, but these were 

created and maintained by people (Boesak, 1979). St  

Paul, in h is  l e t t e r  to the Ephesians, states:  "For we 

w r e s t l e  not a g a i n s t  f l e s h  and blood, but a g a i n s t  

p r i n c i p a l i t i e s ,  against powers, against the ru lers  of  the 

darkness o f  t h i s  world, against sp i r i tua l  wickedness in 

high p laces"  (Holy B ib le) .  To ignore the impact of  

s p i r i t u a l  i l l  health in South African society i s  to 

ignore a major contributor to the spira l  o f  violence. 

2.1.3 P o l i t i c a l  Violence and Health Services 

Ityavyar and Ogba (1989) examined the impact o f  

incessant violence and p o l i t i c a l  c o n f l i c t s  on the 

development o f  heal th serv ices  in Af r i ca  and 

conclude t h a t  i n  wartime, health p o l i c i e s  o f  
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African states become narrow and unidimensional 

e.g. both the rural and the urban poor are ignored 

or given only very basic services while soldiers 

and members of the privileged classes have greater 

access to better services. This causes further 

isolation of the disenfranchised people, thus 

fuelling the fire of further conflict. 

The withdrawal of health services may also be used 

as a weapon of control by government in the case 

of civil war. Volunteer medical movements such as 

three Paris-based organisations - Medecins sans 

Frontieres (MSF), Medecins du Monde (MOM), and 

Aide Medicale Internationale (AMI) - believe that 

medical care should be placed above affairs of 

state. They insist that when diplomacy fails and 

government backing is not given to an organisation 

like the International Red Cross, they have an 

obligation to bypass official channels and bring 

medical assistance to those in need (Johnson, 

1989). 

When the conflict subsides the response of 

governments to health care have not necessarily 

redressed the imbalances of access to adequate 

health care. For example, following the civil war 

in Nigeria in 1970, the health policy during the 

reconstruction and reconciliation phase 

concentrated on the renovation of hospitals and 
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c l i n i c s .  I t  was only a f t e r  1 975 that the Basic 

Hea l th  Serv ices  Schemes, target t ing the health 

needs o f  the rura 1 and urban poor, was introduced 

(Ityavyar and Ogba, 1 989) . Had i t  not been f o r  

the p o l i t i c a l  c on f l i c t ,  community based health 

p o l i c i e s  encompass ing  immun i z a t i on ,  hea l t h  

education including oral rehydration, and t r a i n i ng  

o f  community heal th workers cou ld  have been

introduced f a r  sooner. 

Woolhandler and Himmelstein ( 1 985) show a strong 

cor re la t ion  between in fant  mor ta l i t y  rates and the 

proportion o f  the gross nat i ona 1 product spent on 

defence. These authors suggest that the emphasis 

on m i l i t a r y  spending d ive r t s  attent ion from soc ia l  

and development p r o j e c t s .  Oppor tun i t i es  f o r  

s o c i o - econ om i c and he a 1 th advancement o f  the 

general population are minimized and thus the most 

vulnerable o f  the population - the ch i ld ren - are 

placed at r i s k .  

During the 1 988/ 89 f inanc ia l  year 1 5.2% o f  the 

nat i ona 1 budget o f  South A f r i c a  was a 11 ocated to  

defence and 4,3% to health 1 (SAIRR, 1 989) . 

1 . The budget f o r  the Department o f  National Health and 
Popu l a t i on  Development i n c l ude s  we l f a r e  and pensions. 
Addi t ional  funding f o r  health comes from the budgets o f  the 
A d m i n i s t r a t i o n s  o f  the three parliamentary houses, v i z  
Assembly, Delegates and Representatives, i . e .  "own a f f a i r s "  
and from the budget o f  the Commission f o r  Administrat ion. 
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In addition, although 5.7% of the gross national 

product (GNP) was spent on health in 1988, the 

proportion spent on white people was equivalent to 

13-14% of the GNP while that spent on black people 

was equivalent to 3-3.5% GNP - well below the World 

Health Organisation target of 5% (McIntyre and 

Dorrington, 1990). The infant mortality rates 

presented e a r l i e r  suggest that the findings of 

Woolhandler and Himmelstein are true for  the 

majority of South Africans. 

The percentage increase in mil itary expenditure in 

selected African countries experiencing c i v i l  war 

compared to the increase in hea 1th expenditure for 

the period 1972-1978 i s  revealing, e.g. 

State Defence Health 

Chad 28.2 3.9 

Ethiopia 42.6 4.2 

Nigeria 14.6 2.0 

Somalia 17.9 5.3 

(Ityavyar & Ogba, 1989) 

In South Africa during the _1988/89 financial year 

the percentage increase in the defence and heal th 

budgets over the previous year was 23% and 5% 

respectively (SAIRR, 1989). 

The a b i l i t y  to render a service during c i v i l  unrest 



- 35 -

may be cal led into question. In times of peace the 

t r a d i t i o n a l  three-t ier  system of referral  allows 

e f f i c i e n t  use o f  the scarce human and other 

resources, but in times of conf l i c t  t h i s  system i s  

vulnerable. Base hospitals are e a s i l y  isolated, 

transport and communication to more remote areas i s  

dangerous or discontinued, and lower level hea 1th 

workers unused to taking respons ib i l i ty  and using 

t h e i r  i n i t i a t i v e  are i l l -prepared and unable to 

function ef fect ive ly  (Halbert et a l ,  1988). S k i l l e d  

and profess ional  personnel often emigrate from 

unstable regions (Halbert et a l ,  1988, Summerfield, 

1 9 8 8) ca us i n g par al y s i s o f  di rec  t health ca re 

d e l i  very and further col l  apse of health service 

management 

As a r e s u l t ,  s p e c i f i c  s t r a t e g i e s  have to be 

developed to meet the emerging demands on a hea 1th 

service.  In Nicaragua a greater emphasis was placed 

on primary levels  of care when the Sandanista party 

came to power in 1979. However, when m i l i t a r y  

a c t i v i t y  increased in 1982 in response to the 

'contra army', the increased demand for  surgical  

intervention due to war in jur ies  ensured that a 

g r e a t e r  p r o p o r t i o n  o f  the health budget was 

allocated to curative, physician-centred health care 

from 1983. Three ongoing health campaigns have been 

developed to reduce the harmful effects  o f  war, e .g .  

f i r s t  aid training of  25 000 volunteers from the 
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population, the bui lding of refuges to provide 

p r o t e c t i o n  a g a i n s t  a t t a c k ,  and f i r e  control 

education to reduce the damage caused by sabotage or 

attack. In addition there has been a reorganisation 

of c l in ica l  services and referral systems with the 

army taking greater r e s p o n s i b i l i t y  for  health 

services in war zones (Garfield, 1989). 

As a result of the c i v i l  war in Mozambique different 

hea l th  s e r v i c e  needs have emerged, notably  

rehabilitation (and access to prosthetic 1 imbs) and 

control of epidemics, e.g. polio, cholera, neonatal 

tetanus (Summerfield, 1988), while in Central 

America measles, malaria and polio require control 

in the areas of confl ict (Garfield et a l ,  1987). 

In order to make rational decisions for health care 

delivery ·and plan for the future, rapid and val id 

information i s  necessary. With his experience in 

Lebanon, Armenian suggests that one needs to 1 ook 

beyond the usu a 1 war re 1 ated research, and conduct 

active surveillance of health conditions, monitor 

d i s e a s e  contro l  programmes, and a s s e s s  the 

u t i l i z a t i o n  of serv ices ,  as well as inst itute

e p i d e m i o l o g i c  systems in  the affected areas

(Armenian, 1989). He describes the deve 1 opment of a

survei 11 ance programme which was designed to supply

informat ion on major health problems in the

community to international agencies and local public
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hea 1th au thor i t i e s  so t h a t  appropriate and t i  meous 

i n t e r v e n t i o n  and a s s i s t a n c e  could  be g i v e n .  

Armenian a l s o  e m p h a s i s e s  t h e  n e c e s s i t y  f o r  

documenting the work of  d i s a s t e r  r e l i e f  agencies. 

As a r e s u l t  o f  such documentation i t  was evident 

t h a t  one o f  the major problems encountered was t h a t  

o f  adequately managing both ver t i ca l  and horizontal  

communication (Armenian, 1989). 

2 .1 .4  Po l i t i ca l  Violence and the Health Professional 

The d e s t r u c t i o n  o f  h e a l t h  f a c i l i t i e s  and t h e  

vic t imisat ion of  health personnel i s  a p a r t i c u l a r l y  

v indic t ive  form of  terror ism.  Despite t h i s  there  i s  

evidence t h a t  in many countries health workers and 

h e a l t h  f a c i l i t i e s  are spec i f i ca l ly  t a rge t t ed  f o r  

des t ruc t ion ,  e .g .  Chile, Guatemala (Zwi and Ugalde, 

1989), Afghanistan (Halbert e t  a l ,  1988), Nicaragua 

(Garfield e t  a l ,  1987), Honduras and El Salvador 

(World Council o f  Churches,  1989), Mozambique 

(Summerfield,  1988). A physician in Nicaragua, 

l a t e r  t o  become governor o f  North Zelaya s t a t ed

"In a poor country l i k e  Nicaragua, t o  
b e t t e r  the  level o f  l i f e  o f  the  people you 
c a n ' t  t a  1 k too much about housing. I t  i s  
too expensive. We are t ry ing  t o  improve 
t ranspor ta t ion ,  but t h a t  a lso i s  not so 
easy. A road t o  Managua was opened in 
1982, but because o f  the  war you cannot 
t ravel  safe ly .  But health i s  something 
you can do in every vi 11 age. I t  i s  a way 
f o r  the  revo 1 u t  ion t o  ge t  t o  everybody, 
every  v i l l a g e ,  anywhere in  Nicaragua. 
T h a t ' s  why t h e  h e a l t h  personnel  a r e  
t a rge t s  of  the  contras" 

(Garfield,  1989 : 669). 
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Health professionals may face s i tuat ions f o r  which / 

they are not adequately prepared which w i l l  require 

creative responses (Johnson, 1989; Waddy, 1986; 

Halbert et a l ,  1988). 

An issue of  s p e c i f i c  import to researchers who are 

c l i n i c i a n s  i s  raised by Gibson. She questions the 

value of  research as opposed to the value which 

could be offered by a c l i n i c i a n  who intervenes in a 

c r i s i s  s ituation p a r t i c u l a r l y  in the context o f  

p s y c h o l o g i c a l  and e m o t i o n a l  d i s t u r b a n c e  

(Gibson, 1989). However, the work o f  a researcher 

ought to be directed towards the remova 1 o f  the 

or ig in  of  c r i s i s ,  whereas by addressing only the 

ind iv idua l ' s  need, the researcher/c l in ic ian would 

send such an individual back into the environment 

that precipitated the c r i s i s .  

Epi demi ol ogi s ts  undertaking research into the area 

of  p o l i t i c a l  violence are faced with a number o f  

pro bl ems. Persona 1 factors inc 1 ude anxiety about 

personal safety and security  while carrying out the 

f i e l d  work, maintaining a s c i e n t i f i c  detachment, 

and b e i n g  c o n f r o n t e d  w i t h  s t r o n g  p o l i t i c a l  

polar izat ion (Armenian, 1989). The motivation f o r  

undertaking research should be c a r e f u l l y  examined 

and answers to the following questions sought. I s  

i t  useful to focus on t h i s  subject? Will i t  a s s i s t  
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the society or will it further the aims of those 

perpetrating the violence by legitimizing their 

action? Will the research findings be readily 

accessible, in presentation and location, to those 

who need to use them or will they be dressed in 

academic respectability that accentuates the gulf 

between the researcher and those who experience the 

conditions being researched? (Gibson, 1989). 

In addition to the personal problems as soc i ated with 

the provision of health care in civil unrest, there 

are specific methodological problems unique in the 

field of political violence: 

1) the time lapse between the disaster impact and

the implementation of the research

(Logue et al, 1981);

2) political and military sensitivities associated

with data collected during wartime;

3) the lack of centralized power which causes

difficulty in obtaining permission to undertake

research;

4) the dynamic nature of the population, or the

absence of a reliable census resulting in

unreliable denominators (Armenian, 1989).

How can health related individuals and groups respond 

to violence? Zwi and Ugalde answer .their own 

question by suggesting that one could educate the 

general community by raising awareness and 
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encouraging governments and the media to focus 

attention on political violence and its ill effects 

(Zwi and Ugalde, 1989). Armenian recognizes the 

possible dilemmas facing the epidemiologist including 

the need for scientific objectivity. He notes the 

fact that the individual in his or her personal 

capacity may be politically active. He highlights 

the following as options for action in wartime: 

Political Action + 

Relief Action 

+ 

A 

C 

B 

D 

A Combines political action with relief 

B Involvement in political action with no 
participation in relief operations 

C Providing relief with no involvement in 
political action 

D No involvement in the problem of war 

Further, Armenian states that: 

"considering that war is a disease at the 
societal level affecting the health of 
millions of individuals every year, it 
behoves us, as public health professionals 
to be activists rather than bureaucrats. 
We sh 01,11 d be concerned as much with 
prevention as with relief in dealing with 
this problem" (Armenian, 1989 : 646). 

Bryce and associates reiterate this sentiment by 

suggesting that all research relating to the 

consequences of war should be directed towards 

the goal of peace (Bryce et al, 1989). 
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A number o f  writers  campaign strongly f o r  more than 

p a l l i a t i v e  action. Paul Hindson, in h i s  pres ident ia l  

address to the World Health conference on Health 

Education in 1985, stated that in order f o r  a l l  

peoples o f  the world to atta in  a level  o f  health to 

permit  them to lead a s o c i a l l y  and economically 

productive 1 i fe ,  heal th profess i ona 1 s should support 

the strateg ies  for  health adopted at Alma Ata. 

However, he emphasised t h a t  one al so needed to 

"eliminate certain aspects o f  our world c i v i l i s a t i o n  

which w i l l  always stand in the way o f  health f o r  a l l "  

v i z  war, suppression - which i s  i n t r i n s i c a l l y  e v i l  

and b e g e t s  v i o l e n c e  - poverty ,  dehumanization 

(Hindson, 1985 : 8 ) .  

2.2 Conceptual models 

2.2.1 Nursing Pract ice 

Although Florence Nightingale and V i r g i n i a  Henderson 

were pioneers o f  modern nursing, the deve 1 opment o f  

nursing models only emerged in the 1960's. Some o f  

the e a r l i e s t  o f  these were the Johnson Behaviour a 1 

System (Johnson, 1961), Peplau's Developmental Model 

( P e p l a u ,  1952),  and the patient-centred approach 

(Abdellah et a l ,  1960). 

The need f o r  nurses to develop t h e i r  pract ice  beyond 



- 42 -

the r e f l e x i v e  or responsive reactions within the 

medical model led to the generation of conceptual 

models f o r  n u r s i n g  p r a c t i c e .  These were 

systematically constructed, sc ient i f i ca l l y  based, and 

log ica l ly  relate a set of concepts which identify the 

essent ia l  components of nursing practice together 

with the theoretical bases for these concepts and the 

values required in their use by the practitioner 

(Riehl and Roy, 1980). Further impetus was gained 

when the  N a t i o n a l  League f o r  N u r s i n g  s e t  

accreditation cr i ter ia  requiring nursing programmes 

to be based on a conceptual framework. 

Ultimately the cr i ter ia  of a model's usefulness are 

whether i t  stimulates new observations and insights, 

and generates predictions of relevant events that are 

subsequently confirmed (Berthold, 1968). Thus the 

impact of such models should be f e l t  in education, 

service and research. 

Two of the conceptual models taught and implemented 

most commonly in North America - Orem's Self-care and 

Peplau's Developmental (R ieh l ,  1980) - wi l l  be 

considered in relation to nursing in the context of 

pol i t ica l  violence. 

In the Orem self-care model, nursing i s  defined as 

"the giving of direct assistance to a person when 
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he 1 i s  unable to meet his own self-care needs. 

Requirements for nursing are modified and eventually 

eliminated when there i s  progressive favourable 

change in the state of hea 1th of the ind i vi dual , or 

when he l ea rns  to  be s e l f - d i r e c t i n g  in da i ly  

self-care. The nurse ( i) works directly with the 

needs of the patient in close relation to his total 

living situation; ( i i )  provides for the direct need 

f u l f i l m e n t  - p h y s i o l o g i c ,  i n t e r p e r s o n a l  and 

socio-cultural - insofar as the patient is  incapable 

of self-care; and ( i i i )  functions on a basis of a 

holis t ic  philosophy in assessing the areas of need, 

i d e n t i f y i n g  and u t i l i z i n g  resources for  need 

fulfilment" (Caley et al ,  1 980) . 

' T h e r a p e u t i c  s e l f - c a r e  demand' i s  a s e t  o f  

requirements which will ass is t  an individual to 

maintain the present state of well-being or progress 

towards a more desirable health status. 'Therapeutic 

s e l f - c a r e  demand' i s  subdivided fu r t he r  into 

universal self-care, which includes the essentials 

fo r  daily living, and health deviation self-care, 

which i s  required only in the event of injury, 

i l lness and disease (Coleman, 1980). 

After assessing the pat ient 's  health status, the 

nursing system employed may be wholly compensatory, 

partly compensatory or educative-developmental. 

1. The masculine personal pronoun is  used in relation to a
pa t i en t  or c l i e n t  throughout this  dissertation. The 
feminine personal pronoun is  used in relation to a nurse,
as the majority of nurses are female.
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I t  must be acknowledged that this model i s  designed 

for nursing at the level of the individual. Health 

and well-being are also discussed at this  level 

(Orem, 1985). This makes i t  d i f f i c u l t  to translate 

Orem's model in terms of a community, although aspects 

of  universal self-care at a community level would 

hold, e.g. adequate a i r ,  water, food; care related to 

excrements; prevention of hazards to l i f e  and 

well-being. I f  one were to measure the usefulness of 

the Orem self-care model against Berthold's c r i ter ia ,  

v i z  stimulates new observations and insights and 

generates predictions of relevant events that are 

subsequently confirmed, i t s  usefulness would be 

limited to nursing at the level of the individual 

patient and not at the level of communities in turmoil 

due to pol i t ical  violence. 

The Peplau Model introduced in 1952 focuses on the 

developmental potential of man (Blake, 1980). 

Nursing i s  regarded as an interpersonal process which 

focuses on support processes, or self-repair  and s e l f  

renewal which ult imately w i l l  r e s u l t  in growth 

(defined as the learning of more positive behaviours) 

of the patient and the nurse. The goals, therefore, 

are to meet the phys i o logical and interpersonal needs 

of the organism ( i . e .  man) within the context of the 

individual, family or community. Peplau suggests that 

the role adopted by the patient (and therefore the 
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nurse) i s  dependent on the patient's maturity in 

coping with tension ( i . e .  i l lness) .  For example, he 

may exhibit behaviour characteristic of a child even 

though prior to the tension he appeared to be a f u l l y  

functional adult. The nurse would then adopt an 

attitude of unconditional acceptance or a mother role. 

The planned outcomes of Peplau's model are ( i )  the 

positive use of the energy created by the person in 

stress in order that change and self-actualisation may 

o c c u r ,  and ( i i )  the increase of potential  for

intervention as knowledge about change i s  increased

(Peplau, 1952). In her discussion of Peplau's model, 

Blake highlights the unintended outcomes of the model 

as ( i )  i t s  indistinct mission for nursing, and ( i i )

the dependency of the goals of action on value systems

(Blake, 1980).

The model recognises the growth potential for both the 

patient and the nurse, emphasising relationships and 

personality development. 

In attempting to establ i sh  the a p p l i c a b i l i t y  of 

Peplau's model to nursing during pol i t ica l  violence, 

the following should be considered: 

1) I t  may be possible to sh i f t  the focus of this  model 

from the individual to the community. One would 

then need to assess the growth potent i a 1 of the

community. 
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2) Professional closeness could then be redefined as

" . . .  involvement with a [community] that requires

the nurse to observe the [community] and her own 

part ic ipat ion in the situation - the end resu l t

being a c l i n i c a l  judgement that would most l i k e l y

benefit  the [community] (my own substitution of

community in place of  patient in the def in i t ion

given by Peplau).

3) The context within which t h i s  model was developed

was the hospital setting at primary, secondary and 

t e r t i a r y  levels  of  care, the emphasis being on 

primary care. There i s ,  therefore, no structure in

the model which could accommodate non-health forces

that would impinge on health care.

4) P r a c t i c e  wi th in  t h i s  conceptual framework i s

dependent on the value systems of  the players,  and 

where these are not shared or understood, as in the

c a s e  o f  c i v i l  u n r e s t ,  the progress  towards

resolution w i l l  probably be slow.

5) The usefulness of  the model in predicting behaviour

i s  minimal,  due to the non-specif ic  nature of

behavioural outcomes.

The South A f r i c a n  Nursing Counci l  adopted the 

S c i e n t i f i c  Process of  Nursing (referred to as the 

nursing process) in 1979 and requires that t h i s  be 

t a u g h t  in a l l  nurs ing  education programmes and 

u t i l i z e d  in c l i n i c a l  practice.  In R i e h l ' s  survey o f

conceptual models taught in baccalaureate programmes,
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the nursing process was found to be taught in theory 

by ten percent of nursing schoo 1 s, used in c 1 in i ca 1 

practice by seven percent and used by ten percent of 

academic nurses. However, Orem and Pep 1 au discussed 

above, as we 11 as many other proponents of nursing 

models, support the methodology of the Nursing 

Process, which i s  primarily a problem-solving process 

(Riehl & Roy, 1980). Orem views nursing as a process 

of actions related to nursing goals. This series of 

actions i s  the nursing process, but the goals are 

determined by the model employed which, in the case of 

Orem, r e l a t e  t o  u n i v e r s a l  s e l f - c a r e  and 

health-deviation self-care. 

I t  can be seen that the conceptual models discussed 

also incorporate aspects of the systems model. These 

have been found to be deficient when applied to 

nursing during c i v i l  unrest. The systems model has 

been found to have application in the physical and the 

social sciences and so i t  would be useful to consider 

key features which would enable one to design a model 

that would describe, explain and predict community and 

nursing actions in times of c i v i l  stress. 

A system consists of a number of components which are 

interdependent and interact with one another. A 

boundary defines the system or subsystem under 

scrutiny. Tension wil l  occur as a result of variables 

react ing d i f ferent ly  to change and may result in 
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confl ict .  A system i s  assumed to tend towards ba 1 ance 

- either equilibrium (balance at a fixed point) or

steady state (balance independent of a fixed point).

Feedback refers  to input and output across the

boundary, and transformation within the boundary

(Chin, 1980 : 23-28).

A simple system focussing on the individual could be 

diagrammatically represented thus: 

INDIVIDUAL SYSTEM 

OUTPUT to 
Physical Psycho- 1 ) community -- o f  

subsystem emotional origin e.g. 
subsystem contributing 

member of t t society ' 
2) wider

community -- labour e.g. 

DIAGRAM 1 THE INDIVIDUAL SYSTEM 
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The individual functions in an open system which impacts on 

him, and in turn can be affected by him. However, this 

ignores the imp act of other forces. Buche 1 e represents an 

organisational system in this way. 

To the environment 
Inputs from the environment: 
'Market' information, needs, 

competition. P(----------- 
t Legal and social restraints. 

Human, financial, and Products 
knowledge resources PROCESSING: and 

Inputs from inside 
the organisation 
People - talents 
Money 
materi a 1 
Equipment 

Goals and Values serv·ces 
Psycho-soc i a 1 

subsystems 
Technical 

subsystems 
Structural 

subsystems
Manageri a 1 

subsystems 

To the organisation 

In or-
mation 
and money 

DIAGRAM 2 AN ORGANISATIONAL SYSTEM (Buchele, 1977 : 29) 

In relating Buchele's model to an individual, the organisation 

could refer to the immediate community in which the individual 

functions, and the environment would be the wider society and 

the controls placed on societal functioning e.g. legislation. 

Thus far one can describe and define the individual's 

relationships with the society in which he functions. The 

health of the individual is implied by the inclusion of the 

four components of health (discussed previously) as subsystems 

i.e. physical, psycho-emotional, social and spiritual. 
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However, the relationship between the individual and 

the health care service i s  not apparent. This service 

in i t s e l f  i s  a system, and wi 11 have greater or lesser 

impact on the community and the individual depending on 

the individual's health status. I t  i s  inadequate to 

regard this  as one of the component parts designated 

"input", and i t  needs to be accommodated as a system 

with a number of subsystems, e.g. human resources, 

management, education, non-human resources. 

I t  i s  p o s s i b l e  to develop t h i s  further as an 

Intersystem model. This enables one to "examine the 

interdependent dynamics of interaction both within and 

between the units and provides a tool for diagnosis 

that retains the virtues of system analysis, adds the 

advantage of c lar i ty ,  and furthers our diagnosis of the 

influence of various connectives, conjunctive and 

disjunctive on the two systems" (Chin, 1980 : 29). 

Chin postulates that t h i s  model i s  applicable to 

problems of leadership, power, communication, and 

c o n f l i c t  in organisations, intergroup relations and 

international relations. I t  would appear that this  

framework could be helpful in the context of nursing 

and pol i t ical  violence. 

By combining the att r ibutes  of the frameworks of 

Buchele and Chin, the Intersystems Framework i s  

proposed (Diagram 3). 



HEALTH CARE SYSTEM 

N-HUMAN
SOURCES ,....._. 

-

DIAGRAM 3 

/ 

EXTERNAL ENVIRONMENT 

legislation 
structural violence 
economy 
justice 
power 
security 

health supply 

health demand 

/ 
INTERNAL ENVIRONMENT 

social structural support 
employment 
housing 
non-formal power 
personal transport 
community values 

VOTE 

INDIVIDUAL HEALTH SYSTEM 

8-8 
I X I

- 1  SPIRITUAL

contributing 
member to the 

community 

INT[RSYSTEMS FRAMEWORK FOR NURSING IN SITUATIONS OF POLITICAL VIOLENCE 

U1 .... 
I 
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I t  has been named "Intersystems" as opposed to 

"Intersystem" because not only i s  the relationship 

defined between the two focal systems, v i z .  the 

individual, and the health care system (as described by 

Chin) ,  but i t  also acknowledges the effect of the 

external and internal environmental factors on the 

individual and on the health care system. 

This framework also acknowledges factors that might 

lead to c i v i l  violence, e.g. legis lat ion,  just ice and 

differing values, which may impact on individual and 

health care systems al ike.  In fact i t  would be 

possible for each of the focal systems to stand cl ear 

of each other while retaining their relationships with 

the internal and external environments. This would 

s t i l l  explain those factors in i t iat ing and maintaining 

pol i t ica l  violence in relation to each focal system. 

In attempting to explain factors  that affect an 

i n d i v i d u a l ' s  a b i l i t y  to receive health care in a 

society characterized by pol it ical  violence, i t  i s  also 

necessary to study the relationship that exists between 

the individual system and the health care system. This 

i s  indicated in the Intersystems framework by two 

connectives named 'health supply' and 'health demand'. 

I t  i s  suggested that the strength of the connectives 

wi l l  be related to the individuals perception of his 

health. The strength of the relationship between the 
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individual  and health care systems i s  determined by the 

level  o f  the health demand, e .g .  any deterioration in 

the i n d i v i d u a l ' s  system w i l l  strengthen the health 

demand connective. S i m i l a r l y ,  any improvement in the 

health care system w i l l  strengthen the health supply 

connective. 

Orem states that the goal o f  health care service i s  the 

h e a l t h  and wel l  -being o f  ind iv idua ls ,  fami l ies  and 

communities (Orem, 1985 : 184) and so the major output 

from t h e  h e a l t h  care  system i s  d i r e c t e d  a t  the 

i n d i v i d u a l  who in turn w i l l  impact on the internal 

environment system, v i z .  the local  community. The 

health care system also has a d i rect  output to the 

community in the form of  sett ing acceptable standards o f  

heal th care pract ice through management, education, and 

human resources  i n  the form o f  health professions 

including nursing. The output o f  the individual  to the 

internal environment i s  as a contributing member to h i s  

community and h i s  output to the external environment i s  

effected by h i s  exerc is ing h i s  r i g h t  to vote. The f a c t  

that Black peop 1 e in South A f r i c a  have no voting power 

in parliamentary elect ions (and that t h i s  r i g h t  was only 

extended to "Asian" and "Coloured" people in 1984 a f t e r  

the implementation of  the Constitution Act o f  1983) 

indicates that t h i s  i s  a weak feedback mechanism. This  

has meant that changes in the external environment, and 

u l t i m a t e l y  the i n t e r n a l  environment, have not been 

responsive to indiv iduals .



- 54 -

Using Berthold's c r i t e r i a  regarding a [framework's] 

u s e f u l n e s s ,  t h i s  framework does s t i m u l a t e  new 

observations and insights, and generates predictions of

the effects of change by focussing on the relationships

that exist.  This conceptual framework, therefore, i s

used in this  study.

Further analysis i s  required in two major areas: 

1) analysis of the connectives between the individual

system and the health care system - their nature in

the beginning, how they change and how they are

terminated.

2) at the operational level of interaction between the

change agent (e.g.  nurse) and the c l ient  (e.g.

individual) a theory of change i s  necessary. In

previous discussion some theories have been found 

wanting because they do not transl ate well to the

community level,  but their application at th is  level

would be appropriate and r e a l i s t i c ,  e.g. Orem. 

2.2.2. Disaster Dynamics 

In order to minimise the effect of a disaster, i t  i s  

usefu l  to be able  to p r e d i c t  the probable

development of the situation, and then pl an to

minimise i t s  consequences. When considering the

imp act and effect of disasters there are two models 

t h a t  a r e  u s e f u l .  The temporal  model i s

characterised by the following phases:
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1. stable 4. isolation

2. warning 5. salvage and rescue

3. impact 6. rehabilitation

(de Villiers, 1980)

Similar stages are suggested by Powell and Rayner 

(Logue et al, 1981) and could be applied to 

meteorological and topological disasters, 

e.g. hurricane, earthquake, volcanic eruption. 

The second mode 1 is the spat i a 1 mode 1 advanced by 

W a 11 ace (de V i 11 i er s , 19 8 0) w h i ch des c r i bes a 

disaster geographically in five concentric rings 

extending from the zone of greatest impact 

outwards. These are the:-

1. total impact zone 4. organised community zone

2. marginal zone 5. organised national and

3. filtration zone international zone 

and could be applied to a bomb blast, declared war, 

nuclear accident. 

These both off er we 11 -defined, recogn i sab 1 e stages 

which progress sequentially, either temporally or 

geographically, towards an ultimate resolution or 

cone 1 us ion. The tempora 1 mo_pe 1 has an imp act phase 

which is acute, and a final rehabilitation phase 

which may vary from weeks to years before the 

community is restored. On the other hand the 

spatial model also has an impact phase that is 

finite, but its effects diminish towards the 
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periphery. In some disaster situations both models 

may be applied in order to identify possible problem 

areas and to intervene timeously so that the effects 

can be minimized, e.g. hurricane leading to floods. 

Some disasters that may be caused by political 

violence, e.g. bomb blast in a high density area, 

relocation/migration of refugees, may be described 

by the spatial model. The initial two phases of the 

temporal model may not be as easily i dent if i able, 

but the impact phase and post impact phases would be 

valid in a situation of massive damage to property, 

as was the case in the Cape Peninsula in 1986. 

Although aspects of disasters as a result of 

political violence can be explained in these ways, 

there are traits which are unique and this is not 

covered by these models. 

Political violence is often insidious in nature, 

taking place over prolonged periods with no progress 

towards resolution, e.g. the South African migratory 

labour system. Neither of these models is able to 

accommodate the chronic nature of political violence 

and so their value is limited to specific incidents. 
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2.2.3 Epidemioloqic Action 

When considering the needs of epidemiologists in 

wartime, it is necessary to have a framework so that 

epidemiologic action can take place rapidly and in 

the most effective way. Armenian proposes a 

conceptual model of a three-dimensional matrix to 

assist in organising epidemiologic action. 

w 
Q. > ... 

Clinical• 

Curative 

Prevention 

LEVELS 

/,t- - -
, , I 

/ I 

, , 

DIAGRAM 4 CONCEPTUAL MODEL FOR THE ORGANISATION OF 

EPIDEMIOLOGIC ACTION IN WARTIME 

(Armenian, 1986 : 31) 
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1. The level of action

- ecologic - e f for t s  should be made to  change policy and

influence government action

- personal - concern for  prevention and rehabi l i t a t ion

2. Type o f  ac t ion  - prevent ion ,  c l in ica l -cura t ive  and

rehabi l i ta t ion  a l l  require at tent ion in wartime.

3. Timing o f  ac t ion  - the  three phase approach i s  a

modi f ica t ion  o f  t he  temporal model reported by de

V i l l i e r s  (1980) and presented by Power and Rayner

(Logue e t  a l ,  1981) as i t  includes only the impact,

post-impact and long term time frame. Armenian suggests

i t  should also include a pre-impact phase for  prevention

(Armenian, 1986).

The type of action chosen by the epidemiologist i s  

dependent on the  nature of the war, e .g .  formally 

dec l a r ed ,  g u e r i l l a  a t t a c k s ,  i t s  progress v i s -a -v i s  

timing, and the country in which i t  occurs, and so t h i s  

framework does not indicate the direct ion the research 

should take. 

T h i s  f r a m e w o r k  i s  h e l p f u l  i n  o r i e n t a t i n g  an 

epidemiologist, or preferably a mult i -discipl inary team, 

to  the nature of the work. As has been s ta ted  in 

Chapter 2.2.2 the ef fec ts  of  po l i t i ca l  violence do not 

necessari ly follow a sequential pattern and therefore 

the orientat ion offered by t h i s  model i s  most useful t o  

apply in the context of po l i t i ca l  violence. 
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CHAPTER 3 METHODOLOGY 

The methodology for the three phases of this study is presented, 

i.e. literature review, nurses' survey (1986), and health data 

(1984-1988). 

3.1 Literature Search 

A number of literature searches were done with the 

assistance of the Biomedical Communication Unit at the 

Medical Research Council, Parow, using the Medl ine 

Database and through the University of Cape Town Library 

Service using the Social Sciences Citation Index, 

Sociological Abstracts, and Nursing and Allied Health 

Databases. As there is very little published 1 iterature 

specific to this subject, access to literature across 

disciplines in Medicine, Law, Arts, Social Sciences and 

Humanities was sought. 

The inter-library loan facility locally and 

internationally, as well as the assistance of the Document 

Supply Centre in the United Kingdom, was invaluable in 

tracing literature required. 

3.2 Nurses' Survey 

Originally this study formed part of a wider study by the 

Medical Research Council (MRC) which investigated the 

impact of political violence on health and health services 
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in Cape Town in 1986 (Yach, 1987). The protocol f o r  the 

over a 11 study was approved by the Ethics  Committee o f  the 

Medical Faculty of  the Univers ity  o f  Cape Town. Permission 

was a l so  obtained from the Medical Superintendent and 

Chief  Nursing Service Manager o f  the Peninsula Maternal 

and N e o n a t a l  S e r v i c e  (PMNS),  t h e  Day H o s p i t a l s  

Organisation (OHO), the National Cancer Associat ion,  the 

S t  John Ambulance and the Students' Hea 1th and We 1 fare 

Centres Organisation (SHAWCO) to survey a l l  nurses working 

in these organisations.  

In  order  to  a s c e r t a i n  the degree o f  disruption that 

occurred  i n  communities in the Cape Peninsula, press 

reports and o f f i c i a l l y  published pol ice  reports r e l a t i n g  

to each area were studied and an overal l  view o f  the 

unrest a c t i v i t y  obtained. 

The most d i r e c t l y  affected areas, Old Crossroads and KTC, 

were ident i f ied  as high impact areas. Although Guguletu 

i s  a neighbouring township, f o r  the purposes o f  t h i s  study 

i t  was regarded as a high impact area because the day 

hospital  i s  d i r e c t l y  opposite KTC store which g ives  i t s  

name to one area o f  high impact violence.  Other areas, 

although experiencing high l e v e l s  q f  police/defence force 

act iv i ty/presence,  were l e s s  affected,  e . g .  Retreat and 

M i t c h e l l ' s  P la in ,  and were defined as low impact regions 

(Map 2) .  

A l l  nurses working in Midwife Obstetr ic  Units (MOUs), Day 
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Hospitals and voluntary organisations in affected areas of 

the Cape Peninsula during 1986, and whose employing 

authority had granted permission, were included in the 

survey. Any nurse who had not been employed as a 

community based nurse in the Cape Peninsula at this time 

was excluded. 

When this survey was conducted in November 1986 there were 

three MOUs in the Peninsula at Heideveld, Hanover Park and 

Retreat. Hei deve l d and Hanover Park were in the affected 

areas. Retreat was the only MOU unaffected by the unrest, 

and it was therefore used as a control. The Retreat and 

Mitchell's Plain Day Hospitals acted as control Day 

Hospitals. 

It was decided that the most appropriate method of data 

collection for this potentially sensitive subject of study 

would be a self-administered questionnaire. This method 

facilitated complete anonymity of the participants, which 

was an important consideration at a time of social 

tension. A self-administered questionnaire is far more 

efficient with regard to time and personnel resources than 

is an interview, and it reduces the risk of bias that may 

be introduced by an interviewer. 

Prior to formulating the questionnaire, unstructured 

interviews were conducted with various individuals who had 

been present in the unrest-affected areas during the 

course of their work or everyday life, i.e. voluntary 
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workers, health motivators, educators and lay people; none 

were nurses and none were i nvo 1 ved in the survey. In 

attempting to ensure that the questionnaire was as 

comprehensive as possible, contact was made with various 

nurse managers in Port Elizabeth and the Eastern Cape, an 

area that had had recent experience of heightened civil 

unrest, to obtain information relating to the experience 

of nurses in those areas. 

The questionnaire covered the following broad categories: 

access to work, presence/absence of intimidation/violence, 

continuity/curtailment of services and nurses' assessments 

of the standard of care during the unrest (Appendix A). 

In order to reduce error, and increase the validity and 

the reliability of the questionnaire, questions were short 

and covered single concepts. Clear instructions were 

given regarding which portions of the questionnaire should 

be omitted. Most questions were direct but space was also 

available for qualifying answers which allowed for the 

collection of both quantitative and qualitative data. 

A pilot study was conducted at the Hanover Park Day 

Hospital. This clinic was selected as it was in an area 

of high impact unrest and, because it borders the Hanover 

Park MOU, similar information would be forthcoming in the 

survey and would not be 1 ost because of the pilot study. 

As there were only three MOUs in the survey, it was 

unreasonable· to conduct the pilot study at an MOU and 

diminish the surveyed population further. 
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The questionnaire included an introduction to the survey 

and assured the respondent that permission to administer 

the questionnaire had been obtained from their employing 

authority and that the individual responses would be 

anonymous. An envelope which could be sealed after the 

questionnaire had been completed was supplied with each 

questionnaire. This was then placed in a locked cabinet 

until collection. 

The questionnaires were distributed over a period of four 

days and suitable times for their collection were arranged 

with the sister-in-charge after consulting the off-duty 

roster. The interval was usually 3-4 days. In order to 

ensure as high a response rate as possible, repeated 

visits were made if the questionnaires were not all 

available at the arranged time. In one instance (Guguletu 

Day Hospital) 5 extra visits were made until it was 

established that no more questionnaires were forthcoming. 

The data were coded manua 11 y and this was checked. 

Comparisons were made between the experiences of nurses in 

control and affected clinics within both services as well 

as across the services. 

3.3 Health Data 

Following the completion of the nurses' survey for the MRC 

project, it was decided to examine the short and long term 

implications for health when nursing services have been 
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disrupted, thus expanding t h i s  section o f  the pro ject ,  and 

to submit the d issertat ion  f o r  the degree o f  MSc (Nursing).  

A revised protocol was submitted to the Eth ics  and Higher 

Degrees Committees o f  the Medical Faculty o f  the Univers i ty  

o f  Cape Town and permission was granted to continue with

the expanded study.

Permission f o r  access to unpublished but a v a i l a b l e  health 

and health serv ice  data was sought and obtained from 

- Th e N u r s  i n g Eth i c s  Co mm i t tee  - Groote Schuur

Hospital

- Professor H A van C de Groot, Department Community

Obstetr ics  and Gynaecology, Univers i ty  o f  Cape Town 

- Miss L J du Preez, Deputy Director:  Nursing, Groote

Schuur Hospital Region

- Dr R O Simpson, Chief  Medical Superintendent, Red 

Cross War Memorial Ch i ldren's  Hospital

- Professor C Karabus, Department o f  Ch i ld  Hea 1th and 

Paediatr ics ,  Univers i ty  o f  Cape Town 

- Dr S F i s h e r ,  A c t i n g  Medical O f f i c e r  o f  Health,

Regional Services  Council

- Permission was sought from Dr M Popkiss,  Medical

O f f i c e r  o f  Health, Cape Town C i t y  Counci l ,  but t h i s

was withheld.

The annual reports o f  the Medical O f f i c e r  o f  Health o f  the 

Cape Town C i t y  Counci l ,  the Medical O f f i c e r  o f  Health o f  

the D iv i s iona l  Council o f  the Cape (and l a t e r  the Western 

Cape Reg ional  S e r v i c e s  C o u n c i l ) ,  the Red Cross War 
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Memorial C h i l d r e n ' s  Hospi ta l  and the Department o f  

Obstetrics and Gynaecology, University o f  Cape Town, for  

the period 1984-1988 inc lus ive were used. This  time 

period was chosen so that the health data o f  two complete 

years before and after  the unrest o f  mi d-1986 could be 

scrut inised and baseline patterns ident i f ied.  

Health data re lat ing  d i r e c t l y  to services offered almost 

exc lus ive ly  by nurses or midwives were selected so that 

the impact o f  nurses '  a c t i v i t i e s  on health could be 

assessed. As doctors are act ive ly  involved in the service 

offered by the Day Hospitals,  i t  was not appropriate to 

i n c l u d e  these data even though the nurses in  that 

organisation had participated i   the i n i t i a l  survey o f  

nurses. 

The following monthly data for  the period 1984-1988 were 

col lected:  

Midwife Obstetric Units - antenatal booking and c l i n i c  

attendance 

- babies born before a r r i v a l

- de l iver ies

- perinatal deaths

- home v i  s i t s

- infants requiring phototherapy

The number o f  women booking antenatal ly each month i s  

included in the total  antenatal c l i n i c  attendance f igures  

f o r  each month. This  i s  al so ref lected as a f ract ion o f  

the total  antenatal c l i n i c  attendance data. 
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The perinatal  morta l i ty  rate f o r  each MOU was ca lcu lated 

as fol lows 

number o f  s t i l l b i r t h s  and e a r l y  neonatal deaths x 1000 

tota l  number o f  d e l i v e r i e s  1 

where s t i l l b i r t h  i s  defined according to the World Health 

Organisation v i z .  a mass o f  1000g or more (WHO, 1974). 

( T h i s  contradicts  the d e f i n i t i o n  o f  s t i l l b i r t h  in  the 

B i r t h s ,  Marriages and Deaths Reg ist rat ion  Act No 18 o f  

1963 which defines s t i l l b i r t h  as "v iab le  but showed no 

s igns  o f  1 i f e  a f t e r  complete b i r th"  and v i a b i l i t y  as "at 

1 east  s i x  months o f  intrauter ine existence" (Ta i t z  & 

Clow, 1988), but does allow f o r  information to be more 

r e a d i l y  compared i n t e r n a t i o n a l l y ) .  S t i l l b i r t h s  that  

occurred a f t e r  the mother was transferred to the base 

hospita l  are excluded. Ear ly  neonatal death i s  defined as 

death occurr ing in the f i r s t  week o f  l i f e .  

I t  was planned to c o l l e c t  weekly data on home v i s i t s  and 

d e l i v e r i e s  during the periods o f  major d i s rupt ion ,  but 

t h i s  information was not ava i lab le  as i t  was destroyed 

a f t e r  being c o l l a t e d .  

I t  was poss ib le  to check the r e l i a b i l i t y  o f  the MOU data 

as  r e c o r d s  are  kept by both m i d w i f e r y  and medical 

personnel. 

Data were c o l l e c t e d  from each MOU and considered i n  

r e l a t i o n  to the level  o f  v iolence in  that  community. 

Trends over the f i v e  year period were observed. When 

n e c e s s a r y ,  c l a r i f i c a t i o n  was obta ined  from n u r s i n g ,  
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obstetric or paediatric records, or in discussion with 

appropriate maternity service personnel, for any 

significant alteration in the pattern. 

Community Services 

- TB notifications and clinic attendance

- STD clinic attendance

- family planning

- home visits

- well baby clinic attendance (includes immunization)

Home visits included all aspects of the service that took 

place outside the clinic, i.e. TB domiciliary treatment, 

TB contact follow up, STD contact follow up, services 

delivered from mobile vehicles on farm runs. Well baby 

clinic attendance figures include physical assessment, 

immunizations and creche visits. 

Data on children up to the age of 5 years were included as 

the hea 1th of these children is monitored by the "we 11 

baby" clinic service and any disruption of these services 

might be reflected in an altered pattern of health data. 

Data relating to the community health clinic services of 

the Western Cape Regional Services Council were collected 

from seven clinics. These serve an area to the south of 

the Bellville South (industrial) railway line (Map 3), 

which approximates the area studi d in the nurses' survey 

and the service boundaries of the MOUs in the Peninsula 

Maternal and Neonatal Service. Trends were observed over 
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the five year period and related to the level of violence 

in that community. 

The data of these comprehensive health clinics and of the 

midwife obstetric units were compared in order to 

establish if effects in one service were reflected in the 

other service. 

Red Cross Hospital - neonatal jaundice ) outpatient 

- ophthalmia neonatorum) and admission

- umbilical sepsis ) figures

Data regarding infants requiring phototherapy were 

co 11 ected from Red Cross Hospital and from the community 

neonatologist in the PMNS, in order to present a 

comprehensive picture. 

The data on Ophthalmia Neonatorum and Umbilical Sepsis 

were expressed as rates in relation to the total number of 

births in the PMNS each month, i.e. MOUs and referral 

hospital births included. 

Neonatal data from the Red Cross Children's Hospital were 

considered in relation to the MOU health visiting data as 

the majority of neonatal problems are usually referred to 

Red Cross Children's Hospital from the MOUs when midwives 

do follow up home visits in the seven days after birth. 

The areas defined earlier as high and low impact in the 

nurses' survey were retained in this section of the study. 
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CHAPTER 4 FINDINGS 

4.1 Nurses' Survey 1986 

4. 1. 1 Response

226 questionnaires were distributed and 174 returned - an overall 

response rate of 76.9%. Of these, thirteen nurses were unable to 

complete the forms because they were newly employed in the Cape 

Peninsula. The analysis is, therefore, based on a total of 161 

respondents. 

Since the questionnaire was anonymous it was impossible to 

establish which individual nurses were non-responders. Information 

regarding response is given in Table 1. The response rate for the 

MOUs (95.7%) was higher than that obtained in the Day Hospitals 

(68.4%). Figure 1 indicates the responders' locations by service 

and impact area. Further detailed information about non-responders 

is contained in Appendix B. 

4.1.2 Domestic Characteristics of Nurses 

131 nurses were mothers who had their children living with them. 

Of these, fifty-two had children of preschool age (i.e. less than 5 

years old) and ninety-nine had school-going children. This 

information is summarized in Table 2. 
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Of the fifty-two mothers of pre-school children, 

twelve {23%) required alternative arrangements to be 

made for their children's care in 1986. As these 

alternative arrangements were made throughout the 

year and cannot be linked to civil disruption, it is 

considered to be not significant to this study. 

Of the ninety-nine others with school-going children 

twenty-two had a total of thirty-five children who 

were unable to get to school during 1986. 

Twenty-six of the thirty-five children did not 

attend school because their mothers perceived that 

there was a danger due to unrest, while four 

children were at schools involved in the schools' 

boycott. I 11 ness accounted for most of the 

remaining five children who were unable to get to 

school during months other than May and June 1986. 

4.1.3 Travel Factors 

Twenty-five (15%) respondents stated that they had 

had to make alternative travel arrangements during 

1986. Seven of these were unrelated to unrest. The 

remainder stated that the need for these 

arrangements occurred in May, June or July. Table 3 

indicates that most nurses requiring alternative 

arrangements worked at Heideveld/Hanover Park MOU or 

Guguletu Day Hospital. 
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The information gathered regarding normal modes of  

transport to work i s  most interesting.  (Figure 2) 

40% use the i r  own car and 37. 7% walk at least  part 

of  the way. A total of 28.2% are normally r e l i a n t  

on p u b l i c  t r a n s p o r t .  When personal safety i s  

endangered and normal modes of  transportation are 

unreliable during periods of  c i v i l  disruption, the 

journey to work might be undertaken with great 

d i f f i c u l t y .  

One respondent stated that because there was no 

transport avai lable from her pl ace o f  residence to 

place of  work, she had gone to work at the c l i n i c  

nearest to her home. 

Of the twenty-two nurses who had stated that they 

had been discouraged from going to work during 1986, 

f o u r  were from the Retreat  c e n t r e s .  Further 

questioning regarding safety at work revealed that 

only the MOU s t a f f  of  Hanover Park and Heideveld 

were unanimous in stating that they f e l t  safe at 

work. 

I t  i s  noteworthy that twelve of  the twenty-two 

respondents discouraged from attending work f e l t  

e ither unsafe or very unsafe both on the way to work 

and at work. Of the remainder more f e l t  a greater 

degree of  safety at work than on the journey to 

work. Only three f e l t  safe in both s i tuat ions.  The 

information i s  summarised in Table 4. 
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Comments regard ing  nurses '  perception of  t h e i r  

safety en route to work can be found in Appendix C. 

4 .1.4  Personal Factors 

Only those nurses working in voluntary organisations 

such as S t .  John Ambulance and SHAWCO had provided 

care from home. Two of  the four respondents had 

given help with f i r s t  aid and nursing a s i c k  person 

at home. 

Following the p i l o t  study i t  was f e l t  that there 

might be s p e c i f i c  health problems related to the 

c i v i l  disruption which might a f fect  an i n d i v i d u a l ' s  

a b i l i t y  to cope with t h e i r  work. When asked, nine 

respondents (5.5%) s a i d  t h a t  there had been a 

reason, other than personal i l l n e s s ,  that made them 

stay away from work. However, no temporal pattern 

could be es tab l i shed  as the months stated were 

scattered throughout the year, and f i v e  reported the 

i l l n e s s  o f  t h e i r  c h i l d  being the reason f o r  staying 

away. 

Nurses are e a s i l y  recognisable by t h e i r  uniform. 

Given the f a c t  that there was a stayaway proposal in 

June 1986, the nurses were asked i f  they ever f e l t  

i t  was necessary not to wear t h e i r  uniform. Ten 

nurses, a l l  from Heideveld/Hanover Park or Guguletu, 

gave pos i t ive  answers indicat ing that t h i s  decis ion 
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was made during June and July. The reasons given 

were intimidation during stayaway (6), 

i dent if i cation as government workers ( 3) , while one 

nurse supported the stayaway. 

Twenty-two (13%) recorded that they were discouraged 

from going to work during the year. Of these, 

seventeen stated that this occurred during June. 

Most were from Heideveld/Hanover Park or Guguletu. 

4.1.5 · Work Factors 

Having given information regarding the effect of 

civil unrest on nursing personnel at home and en 

route to work, the respondents were asked questions 

pertaining to their situation at work. 

Of the eleven (7%) respondents who answered that 

there were difficulties entering the pl ace of work 

during 1986, most referred to difficulties in 

getting to work, e.g. transport limited, burning 

tyres blocking the roads. 

4.1.6 Disruption to Nursing Services 

The questionnaire established which services were 

offered by the various organisations. Some offered 

more than one service and the details are recorded 

in Table 5. 
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Twenty-eight (17%) nurses reported some aspect of 

their nursing services was stopped during 1986 with 

home vis it i ng being the most affected. The reason 

for this was the situation prevailing in the 

residential areas, as other services offered from 

the clinic or MOU were able to continue. 

Sixteen of these twenty-eight respondents stated 

that June had been the month when services were 

curt a i 1 ed and with the exception of two nurses, a 11 

were satisfied with the decision made by the 

employing authority to stop services. The NY3 

satellite antenatal clinic in Nyanga (serviced by 

staff of this MOU) was closed during periods in May 

and June 1986 and therefore those patients were seen 

at the MOU. Four of the ten respondents from 

Guguletu Day Hospital reported that clinics and 

well-baby clinics were stopped, and one stated that 

the sexually transmitted diseases clinic service had 

been curtailed. 

It was also important to ascertain if additional 

work pressures were pl aced on the nurses who 

maintained services throughout the period of 

heightened unrest. As nurses in the emp 1 oy of the 

local authorities (Cape Town City Council and the 

Divisional Council) were precluded from 

participating in this study, information about 

disruption of these services was obtained from 

nurses working in proximity to them. 
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At Ret rea t  MOU, f ive  nurses answered t h a t  o ther  

heal th services had been cu r t a i l ed .  Two o f  these  

r e f  erred t o  other  services offered by the  MOU. The 

o t h e r  t h r e e  s t a t e d  t h a t  c l i n i c s  and well-baby

c l i n i c s  were cu r t a i l ed  fo r  short  periods and the

impact on the  MOU was t h a t  o f  having t o  provide care

outs ide the  normal service offered by the  MOU. This

was borne out by the  comments o f  the  nurses a t  the

Retreat  Day Hospita 1. One respondent pointed out

t h a t  they had t o  " t r e a t  pa t i en t s  who were on d a i l y

tuberculos is  regime."

The responses from Heideveld MOU were s imi la r  t o  

those from Retreat  MOU. 

I t  was p o s s i b l e  t o  e s t a b l i s h  t h e  l e v e l  o f  

functioning o f  the  Cape Town City Health Department 

and Divisional Council o f  the  Cape Health Department 

when the  annual . repor ts  became ava i lab le .  Deta i l s  

o f  Divisional Council c l i n i c  function can be found

in Chapter 4 .2 .  The Cape Town City Council Medical

Off icer  o f  Health, in h is  1986 annual r epor t ,  s t a t e d

"The f i r s t  6 months o f  1986 was a tu rbulen t  period

with c i v i l  unrest  continuing unt i l  June, when the

S t a t e  o f  Emergency (which had been l i f t e d )  was

d e c l a r e d  anew. No c l i n i c  s e s s i o n s  were ever

abandoned (my emphasis), however, though sometimes

s t e p s  had t o  be t a k e n  t o  p r o t e c t  l i f e  and

proper ty ."  (Cape Town City Council Medical Off ice r

o f  Health, 1986)
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4.1. 7 Ancillary Services 

Certain services are essential to the smooth functioning of a 

,built-up area whether residential or industrial. Were any of these 

interrupted during the year? At Retreat, where there was minimal 

civil disruption, four nurses at the MOU reported electricity cuts

during August and September. One nurse at the Day Hospital 

reported disruption of the refuse removal and ambulance services, 

but gave no details. The information regarding curtailed services 

is summarized in Table 6. Heideveld/ Hanover Park MOUs and the 

Guguletu Day Hospital experienced the most disruption to a range of 

ancillary services particularly during June and July. 

4.1.8 Nurses' Assessments 

With curtailment of essential services, difficulties relating to 

their home situations, personal danger en route to and at work, and 

an increased and unexpected workload, were the nurses able to 

maintain their usual standard of care? 115 of the 161 respondents 

(71 %) said that they were able to do so. 

Superficially this appears to be a satisfactory situation. 

However, forty-seven respondents (29%) 
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f e l t  they were unable to maintain t h e i r  usual 

standard of care. Of these, twenty-five (53%) were 

from the midwives' o b s t e t r i c  units (Figure 3) .  

Undoubtedly t h i s  was due to the fact  that nurses 

were unable to f u l f i l  the i r  normal duties,  i . e .  home 

v i s i t s  to new mothers and neonates - duties which 

are perceived by the midwives to be a v i t a l  service.  

The four nurses from Retreat MOU who confirmed that 

c l i e n t s  were prevented froril attending the service,  

referred to the incomplete home v i s i t i n g  programme 

following discharge of the mother and infant a f ter  

del ivery.  The only nurse from the Day Hospital at 

Retreat to respond s imi la r ly  was a senior member of  

s t a f f  who stated, "During May, June and J u l y  1986 

patients were too scared to leave t h e i r  homes to 

come to work" ( s i c ) .  Of the nineteen respondents 

from Heideveld/Hanover Park MOUs (high impact area) 

who stated that t h i s  had been the case, twelve were 

from Heideveld c losest  to the violence. Three 

respondents of  the ten from Gugul etu Day Hospital 

c o n f i r m e d  t h a t  p a t i e n t s  were prevented from 

attending the service.  

(Detailed information regarding MOU home v i s i t s  can 

be found in Chapter 4 .2 . )  

Of th·e remaining Day Hospitals'  respondents, eleven 

s t a t e d  that  p a t i e n t s  had been prevented from 
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attending the service offered, and o f  these, eight 

stated that June was the affected month. 

Figure 3 records the responses o f  nurses to the 

qual i ty  of  service offered during t h i s  time. 

4.1.9 General Comments 

Suggestions made by nurses regarding measures that 

could f a c i l i t a t e  t h e i r  work, should the unrest 

s i t u a t i o n  occur aga in ,  were made by 70.4% o f  

respondents. They range from the very pr act i cal to 

the i d e a l i s t i c  dream of  peace. 

Q u o t e s  t h a t  a r e  t a k e n  d i r e c t l y  f r o m  t h e  

questionnaire are recorded in Appendix D. They 

pertain to Emergency Planning/ F a c i l i t i e s ,  Secur ity  

and T r a n s p o r t ,  I d e n t i f i c a t i o n ,  Commitment/ 

Communication, P o l i t i c a l  and Pol ice A c t i v i t y ,  F i r s t  

Aid, Employer Attitudes.  

4.2 Health Data 1984-1988 

4.2.1 Midwife Obstetric Units 

Low impact area - Retreat 

The antenatal c l i n i c  attendance pattern (Figure 4) 

i l l u s t r a t e s  the protocol  f o r  antenatal  c l i n i c  
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attendance introduced i n  October 1985 (Chapter 

5 . 2 . l ;  Appendix E) .  The booking rate remained 

unchanged wh i 1 e the tot  a 1 attendances pattern took 

several months to re-establ ish  an equil ibrium. 

The number o f  de l iver ies  (Figure 5) decreased over 

the 5 year period from 130 - 110 per month. There 

were r e g u l a r  peaks i n  August/September o f  each 

y e a r .  T h i s  corresponds to  ( i )  a n ine month 

gestation following the end o f  year holidays and 

( i i )  the s i g n i f i c a n t l y  lowered attendance at the 

related RSC family planning c l i n i c s  o f  Constantia 

(Figure 35), Hout Bay (Figure 37) and Grassy Park 

(Figure 41) in December ( t h i s  i s  in part due to the 

number o f  public  holidays in December when c l i n i c s  

would be closed).  The proportion o f  infants  born 

before a r r i v a l  (BBA) i n  r e l a t i o n  to the tota l  

d e l i v e r i e s  i s  constant (Figure 6 ) .  

Midwives are expected to attend women f o r  seven days 

f o l l o w i n g  the b i r t h  (SANC, 1974). One would, 

therefore, expect the number o f  home v i s i t s  to be 

proportional to the number o f  d e l i v e r i e s .  However, 

patients delivered in a base or referra l  hospital  

would be d ischarged to the MOU f o r  postnata l  

f o 11 ow- up unt i 1 the comp 1 e t  ion o f  the 7 days. 

Therefore, the r i s e  in home v i s i t s  (Figure 7) in the 

face o f  a constant del ivery  rate,  i . e .  March, June, 

September 1984 i s  not n o t a b l e .  However, the 
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opposite pattern evidenced in September 1985, J u l y  -

August 1986 and February - Apri l  1987 requires 

explanation. 

The perinatal mortal ity rate i l l u s t r a t e d  in Figure 8 

i s  not unexpected. In view of  the small denominator 

(beween 110 and 170) a change of  1 or 2 deaths in 

the numerator would resu l t  in a large change in t h i s  

rate as can be seen in June and December 1987. 

High impact area - Hanover Park 

The antenatal c l i n i c  attendance pattern (Figure 9) 

i 11 ustrates the amended attendance protocol,  but a 

s t a b l e  baseline i s  not established p r i o r  to the 

opening o f  Mitchel l ' s  Plain MOU in November 1986. 

Decreased attendances in January and September 1985 

and a sustained low level J u l y  - October 1986 are 

noteworthy. When one considers the growth o f  the 

Mitche l l ' s  Plain MOU service (Figure 10) i t  appears 

that a functional baseline i s  established by June 

1987. When viewing the combined operations o f  

Hanover Park and Mitchel l ' s  P la in  (Figure 11), t h i s  

i s  confirmed. 

The number o f  d e l i v e r i e s  ( F i g u r e  12) remained 

constant between 250-300 per month. However, the 

l a r g e s t  number occurred between June and August

1986. This  may be explained by the p a r t i c u l a r l y  low
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attendance at the re lated RSC fami ly planning c l i n i c  

at Ph i l i pp i  in September 1985 and the fo l lowing two 

months (Figure 52). The number o f  babies born 

be fo re  a r r i v a l  (F igu re  13) remained r e l a t i v e l y  

constant with minor increases in Ap r i l  and September 

1985. 

When considering postnatal home v i s i t s  in r e l a t i on  

to de l i v e r i e s  (Figure 14), there i s  a dramatic drop 

in home v i s i t s  September - November 1985. This was 

due to  the fac t  that the Peninsula Maternal and 

Neonatal Service (PMNS) management decided to  stop 

home v i s i t s  f o r  large port ions o f  t h i s  time due to  

unrest and the perceived danger to midwives. During 

May - Ju l y  1986, there i s  a constant leve l  in  the 

number o f  home v i s i t s  in the face o f  a small 

increase in de l i ve r i e s .  I t  was not poss ib le to  get 

any fur ther  de t a i l s  o f  the number o f  v i s i t s  each 

week as those records were no longer in existence. 

The per inatal  mor ta l i t y  rate i s  o f  l i t t l e  value f o r  

the same reasons as discussed prev ious ly and no 

major change i s  apparent over the 5 year period 

(Figure 15). 

High impact area - Heideveld 

The impact o f  the revised antenatal protocol i s  l e s s  

o b v i o u s  here  than a t  the o the r  two c en t r e s .
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However, the  baseline fo r  attendances in 1987 i s  

lower than in preceding years and in 1988 a f u r t h e r  

1 oweri ng due t o  the opening o f  Khaye 1 i t s  ha can be 

seen (Figure 16). The number o f  bookings has some 

v a r i a t i o n ,  but i s  reasonably constant .  However, 

the re  i s  one three  month period where the  bookings 

are  depressed, May - July 1986. In the  th ree  months 

f o l l o w i n g  t h e r e  i s  an a s s o c i a t e d  i n c r e a s e ,  a 

" c a t c h - u p "  e f f e c t  on bookings .  Other  months 

indicat ing low leve ls  o f  booking r e l a t e  t o  the  end 

o f  year  holiday period and closure o f  c l i n i c s ,  i . e .

December 1984-1987 inclus ive .  This i s  a l so  apparent

in the  antenatal  v i s i t s  - December 1984, 1986, 1988

(December 1987 i s  confounded by the  opening o f

Khayelitsha MOU in November 1987.)

There i s  a marked decrease in antenatal  attendance 

( in  s p i t e  o f  constant booking l eve l s )  in Ju ly  1984 

and August 1985. In July 1984, both population 

g roups  se rved  by t h i s  MOU had a d e c r e a s e  in  

attendance o f  50%. This was a t  the  MOU i t s e l f  and 

n o t  a t  t he  s a t e l l i t e  c l i n i c s  (Figure 17a). In 

August 1985 the decrease was apparent a t  each cen t re  

and was due t o  the  f a c t  t h a t  t he  c l i n i c s  were 

closed.  In June and July  1986 the re  was a sus ta ined 

low level o f  antenatal  a t tenders  seen - t h i s  was 

evident  a t  a l l  th ree  centres  in June (Guguletu was 

closed· f o r  periods,  as was Crossroads) and a t  t he  

MOU i t s e l f  in July .  The population d i s t r i b u t i o n  
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shows that only 20% of the monthly average of  Black 

women attended at th i s  time. Unlike booking v i s i t s ,  

i t  i s  not possible to "catch-up" antenatal v i s i t s  

which have been los t  due to curtai led services.  The 

drop in the number of  women attending the antenatal 

c l i n i c  in November and December 1987 (Figure 17b) 

rel ates to the transfer of women in the Khayel i t s  ha 

MOU in November 1987 who had previously attended at 

Heideveld MOU. The antenatal c l i n i c  attendance 

f igures soon increased when a s a t e l l i t e  c l i n i c  was 

commenced at Langa and a s imi lar  number of  women 

attended t h i s  as had attended the Khayel i tsha c l i n i c  

offered at Heideveld. 

The del ivery data (Figure 18) show a marked drop in 

del iver ies  from November 1987 which corresponds with 

the opening of Khayelitsha MOU. The anticipated 

peaks in September 1984 and 1985 are apparent, but in 

October and November 1986 and February 1987 there i s  

a d i s t i n c t  drop in d e l i v e r i e s  which cannot be 

accounted for.  The low attendance at the related RSC 

family planning .c l inic  at Crossroads in March 1984 

( F i g u r e  65) may e x p l a i n  the unusual peak in 

del iver ies  in December 1984 and January 1985. 

The pattern of  babies born before arr iva l  (Figure 19) 

f luctuates  throughout the f i v e  year period. Any 

major change could be s i g n i f i c a n t  - a greater  

proportion than usual would be anticipated when 
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transport and access to the MOU is difficult. A 

lower number coup 1 ed with a fa 11 in de 1 i veri es might 

indicate that babies are being born at home and then 

not being brought to the MOU. October 1985, 

September and October 1986 might indicate problems 

existing in the community. 

By contrast, the home visits undertaken by the 

midwives at Heideveld MOU show major decreases in 

July 1984, August - October 1985, June - August 1986 

and March - April 1987 (Figure 20). In July 1984 

both population groups served by this clinic had a 

drop of 40% in home visits. In 1985 (despite the 

seasonal peak in deliveries) visits to "Coloured" 

women were slightly increased and visits to Black 

women were reduced by 20% in August; in September 

visits to "Coloured" women decreased by 70% and 

visits to Black women by 80% and in October visits to 

both groups were 50% be 1 ow the average. The nursing 

records indicate that during each of these periods 

home visits were restricted due to the level of 

violence in these areas. 

The Perinatal Mortality Rate (Figure 21) is 

reasonably constant 1984-1987, but illustrates an 

increase in 1988. In this case the denominator 

decreased as women moved to Khayelitsha MOU for their 

de 1 i veri es but the same number of peri nata 1 deaths 

were occurring at Heideveld MOU resulting in the 

increase in the perinatal mortality rate. 
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Units commissioned since 1986 survey 

Mitche 11 ' s  Plain 

Th i s  u n i t  r e l i e v e d  Hanover Park MOU o f  a l a rge  

population which was geographically f a r  removed from 

Hanover Park. 

The antenatal  c l i n i c  became es tab l i shed  quickly and 

h a s  e x h i b i t e d  a c o n s i s t e n t  and s t a b l e  booking 

attendance (Figure 10). When viewing the  number o f  

p a t i e n t s  d e l i v e r e d  e a c h  month a l o n g s i d e  t h e  

d e l i v e r i e s  undertaken by Hanover Park, i t  can be seen 

t h a t  the re  was no period when p a t i e n t s  were " lo s t "  

(Figure 22). The seasonal peaks (August - September 

1987 and 1988) a r e  present  (Figure 23), but an 

unexpected slump occurred in April 1988 and can al so 

be found in the  antenatal  at tendances.  There i s  no 

corresponding heal.th da ta  ava i lab le  t o  t h i s  study as 

Mi t che l l ' s  Plain f a l l s  under the  j u r i s d i c t i o n  o f  t he  

Cape Town City Health Department. Home v i s i t s  follow 

de l ivery  r a t e s  i n . a  logical  and appropr ia te  manner. 

Khayel i t s h a  

This un i t  re l ieved  the  Heideveld MOU o f  p a t i e n t s  who 

had previously had t o  t rave l  long d i s tances  t o  obta in  

midwifery  c a r e .  Like M i t c h e l l ' s  Plain MOU the  

previous year ,  t h i s  un i t  was soon operat ing a busy 
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service. April 1988 showed a marked drop in 

antenatal clinic attendances (Figure 24) as did the 

figures for Mitchell's Plain. Deliveries initially 

complemented the data of the Heideveld MOU 

(Figure 25), but within a year of opening, both units 

were delivering a similar number of babies each 

month. The expected peak in September 1988 occurred 

(Figure 26). 

4.2.2 Red Cross Hospital 

Neonatal jaundice 

Data were collected on neonates whose condition 

required phototherapy treatment. Until the end of 

1986, this was offered exclusively by Red Cross 

Hospital. From Figure 27 it can be seen that there 

was a sustained decrease in the number of infants 

receiving phototherapy at Red Cross Hospital, 

particularly from October 1985 onwards. 

In January 1987 Hanover Park and Mitchell's Plain 

MOUs commenced a phototherapy service, and a similar 

service was started at Khayel itsha MOU when it was 

commissioned in November 1987, which accounts for the 

reduced demand on Red Cross Hospital. 

Ophthalmia Neonatorum 

Prior to 1986 the diagnosis coding system for 
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outpatients was broad (refer to Chapter 5.2. 1) and was therefore 

excluded for the purpose of this study. Hence the changed pattern 

for ophthalmia neonatorum from January 1986 can be noted 

(Fi9ure 29a) when the same coding system was used, and both 

inpatient and outpatient data were included. There are 2 peaks in 

the number of patients seen with this condition (February/March and 

August 1986) and there is generally a greater number in 1986 than in 

the following two years. This pattern is also apparent in Figure 

29b which illustrates the rate of ophthalmia neonatorum per 1000 

neonates. The rate is particularly increased in August 1986 

following a lower level in June and July than normal. Such a low 

level was not evident until a year later at a time when the baseline 

was moving downwards. 

A noticeable drop can be seen during June and July 1986 of patients 

admitted to hospital and those treated in the outpatient department 

(Figure 29a). More detailed information regarding the type of 

ophthalmia neonatorum (gonococcal or non-gonococcal) is available in 

Figures 30 and 31. The apparent inversion of the figures of the two 

types in the data for outpatients in 1988 is partially exp:ained by 

the introduction of improved transport media . resulting in an 

increase in diagnosis of gonococcal over non- gonococcal ophthalmia 

neonatorum. 
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Umbilical Sepsis 

Outpatient data i s  recorded from 1986 (Figure 32a) 

and shows a s 1 i ght downward trend throughout 1986, 

with the except ion of  June and August when 

s i g n i f i c a n t l y  fewer i n f a n t s  were treated for  

umbi 1 i ca 1 sepsis in the outpatient department. There 

was no corresponding change in the pattern of 

admissions for this condition during the same time 

period. 

During 1987 and 1988 the numbers of infants requiring 

treatment was lower than in 1986, and a new feature 

i s  that a number of months show no admissions for 

treatment, only outpatient treatment. The data 

indicate that fewer than f i v e  infants  received 

outpatient treatment for umbilical sepsis during 

February 1987 (this coincides with curtailed home 

v i s i t s  from two MOUs) and September 1987 as well as 

January and October 1988, for which no relationship 

to the MOU service can be established. 

The same features are found in the rate of umbil i ca 1 

sepsis (Figure 32b). Months during which lower rates 

are evident, i . e .  January/February, June, August 1986 

and February 1987 are followed by a sharp increase in 

March, July,  September/October 1986 and March 1987, 

and correspond to months when the level of c i v i l  

violence was high and home v i s i t s  were curtailed. 
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The var ia t ion  in rates from the end o f  1987 through 

1988 are l ess  extreme. 

4.2.3 Community Services 

In order to maintain a pattern in the way data are 

presented, part i cul a r l  y f o r  readers unfami l ia r  with 

the Cape Town area, community serv i ces '  data w i l l  be 

presented to approximate the areas serviced by the 

Midwife Obstetr ic  Units ,  with due regard f o r  those 

experiencing high impact or low impact v io lence. 

Low Impact Area 

The area covered by the Retreat Midwife Obstet r i c  

U n i t  encompasses the Regional S e r v i c e s  Counc i l  

c l i n i c s  o f  Constantia, Hout Bay and Grassy Park. 

In December there are three pub l i c  hol idays resu l t i ng  

i n  decreased c l i n i c  a c t i v i t i e s .  This pattern i s  

shown c l a s s i c a l l y  at Constantia - TB, c h i l d  health, 

fami ly  planning (Figures 33-35), Hout Bay - TB, c h i l d  

health, fami ly planning (Figures 36-38), Grassy Park 

- TB, c h i l d  health, fami ly  planning (Figures 39-41).

The exception i s  the c h i l d  hea 1th c l i n i c  attendance 

at Hout Bay which does not exh ib i t  t h i s  pattern in  

1987 and 1988. 

Gene r a l l y  TB n o t i f i c a t i o n s  are r e l a t i v e l y  low, 
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p a r t i c u l a r l y  in view o f  the f a c t  that  the Western 

Cape has one o f  the highest incidences o f  TB in  the 

c o u n t r y  (RSC MOH 1987). No s i g n i f i c a n t  pattern 

emerges from these three c l i n i c s  (F igures  42-44).  

A pattern o f  peaks in TB attendances i s  noted at  

Constantia f o r  May 1984, 1985 and 1986 and at  Grassy 

Park in May 1985 and 1986. At Hout Bay there i s  

genera l ly  a higher attendance between May 1985 and 

October 1986, than at other t i  mes during the period 

under review. Grassy Park shows TB attendance to  be 

gradual ly  increasing.  

C h i l d  health attendances (which include immunization 

and creche  v i s i t s )  do not r e v e a l  a c o n s i s t e n t  

pattern.  Grassy Park reveals  a s l i g h t  increase over 

the f i v e  year period. Hout Bay shows a marked drop 

i n  attendances  between December 1987 and October 

1988. Constantia a lso  e x h i b i t s  a decrease over the 

same period, although the pattern i s  not as marked as 

Hout Bay. 

Family planning attendances remained f a i r l y  constant 

at  Constantia and Hout Bay, _but there was a marked 

decrease at  Grassy Park during the period August 1985 

- August 1987. A drop in attendances in  December o f

each year was noted at each centre and had an impact

on the d e l i v e r y  pattern at  Retreat MOU ( r e f e r  to

C h a p t e r  4 .  2 . 1 ) .  A t t e n d a n c e  a t  the  S e x u a l l y
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Transmitted Disease c l i n i c  i s  r e l a t i v e l y  low and the 

data are non-contributory. 

Home v i s i t s  include follow-up v i s i t s  for  TB and STD 

contacts, domicil iary TB treatment, mobile farm runs 

and newborn v i s i t s .  There i s  no correlation between 

home v i s i t s  from Retreat MOU (Figure 45) and those 

co-ordinated by the three c l i n i c s  in t h i s  area 

( F i g u r e  46-48) .  Unl ike  MOU v i s i t s  which are 

s t ructured in relation to de l iver ies ,  these home 

v i s i t s  are of a more dynamic nature. "Farm run" 

routes change from time to time result ing in changes 

in attendances. No pattern emerges from the f igures 

c o l l e c t e d  f o r  these three c l i n i c s  which would 

indicate strategic  events. 

High Impact Area 

The area served by Hanover Park Midwife Obstetric 

Unit includes that of  the Regional Services Council 

P h i l i p p i  c l i n i c .  The area of  the most intense 

p o l i t i c a l  violence affected the north eastern parts 

of  Hanover Park whereas Phi l ippi  f a l l s  into the south 

eastern corner of  the Hanover Park MOU area (Map 4) .  

The Heideveld Midwife Obstetric Unit serves the area 

of  Nyanga, Crossroads and Khayelitsha. The two areas 

w i l l  be discussed separately to enable comparisons to 

be made with MOU data. 
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Philippi 

Over the 5 year period TB notifications (Figure 49) 

generally remained between 5 and 15 per month. There 

is a dip in each December which is not unexpected. 

TB attendances (Figure 50) show a tendency to peak in 

midyear. Although this occurs in July 1986 there is 

a marked decrease in attendances in June 1986 as well 

as in September 1984. 

From August 1984 the baseline for child health 

attendances lowered (Figure 51) to a new level in 

1988. Apart from the dips in December each year, low 

levels of attendance were recorded in September 1985 

and June 1986. Family planning figures (Figure 52) 

show some fluctuations - a generally low level from 

September 1985 to August 1987 fo 11 owed by an upward 

movement of the baseline. Apart from the increase in 

deliveries at Hanover Park MOU between June and 

August 1986 (Figure 12) due to the low level of 

family planning clinic attendances in September 1985, 

the genera 11 y 1 ow level of attendances does not 

appear to have had any major impact on the number of 

deliveries. 

Nyanga, Crossroads and Khayelitsha 

From March 1985 - December 1986 TB notifications in 

Nyanga (Figure 55) exhibit a "see-saw" pattern within 



- 93 -

the range of 60-90 per month with some exceptions, 

and thereafter f luctuates. Months during which there 

were fewer n o t i f i c a t i o n s  were June, J u l y  and 

September 1985, June 1986 and J u l y  1987. These 

c o i n c i d e  with periods of c i v i l  disruption. The 

expected drop in December occurred in 1985, 1986 and 

1987. 

TB attendances (Figure 56) were depressed from August 

1985 - February 1987, part icu lar ly  August - November 

1985 w h i c h  c o i n c i d e s  w i t h  the  drop i n  TB 

not i f icat ions.  

C h i l d  Health attendances (Figure 57) exhibit  the 

opposite with a sustained r i s e  May 1985 - February 

1987. S l i g h t l y  depressed figures evident in each 

December are not unexpected. The attendance f igures 

o f  May - August 1986 are noteworthy as being

depressed with in  a normally high leve l .  These 

coincide with the period of  increased violence in 

1986. 

Family planning c l i n i c  attendances (Figure 58), 

although reasonably constant,  show f l u c t u a t i o n s  

during the disrupted period March - September 1986 

with marked slumps in  March, June, August and 

September. The effects of  t h i s  can be seen in the 

number of  del iver ies  at Heideveld MOU nine months 

l a t e r  (Figure 18).
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The record of STD c l i n i c  attendances (Figure 59), 

exhibits an extraordinary fluctuation with no pattern 

being evident. Slumps are apparent in December 1984, 

1985, 1987 and 1988. Other months that show a sudden 

drop in attendance are September 1985 and June 1986 

which correspond to the periods of major violent 

disruption. Although i t  i s  not possible to indicate 

such a d i rect  re lat ionship  between STD c l i n i c  

attendance and ophthalmia neonatorum as one can 

between family planning c l i n i c  attendance and the 

number of infants delivered, two of the three peaks 

in neonates requir ing treatment for  ophthalmia 

neonatorum occurred in February/March and August 1986 

(Figure 28) and may bear some relationship to the 

decreased attendances mentioned above. 

Home v i s i t s  in the Nyanga area (Figure 60) do not 

display a recognisable pattern. However, the number 

done during 1985 and 1986 are low particularly during 

September 1985 - January 1986 and June 1986. As home 

v i s i t s  include the follow-up of TB contacts which 

would lead to TB n o t i f i c a t i o n ,  these depressed 

figures for September 1985 and June 1986 correlate 

with the decrease in TB notifications. 

As at Nyanga, the TB notifications at Crossroads 

(Figure 61) are very low during 1984. Thereafter no 

specific trend can be identified, but there was a 

sustained drop from April - August 1986. From 
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January 1984 - April 1986 the TB c l i n i c  attendance 

(Figure 62) showed a gradual increase except for the 

three month period J u l y  - September 1985. The 

attendance during May, June and J u l y  1986 was 

diminished and from January 1987 a new baseline i s  

establ ished showing an increase in 1988. C i v i l  

violence and major relocation of people could account 

for these changes. The sol itary peak in December 

(unusual) may be due to an influx of v is i tors  to the 

area, but this i s  not borne out by other parameters 

measured. 

Child health attendances (Figure 63) exhibit the usual 

December drops. Generally the levels are depressed 

from February 1985 - January 1988. This can be 

explained by the establishment of health services at 

K h a y e l i t s h a ,  p a r t i c u l a r l y  c h i l d  health serv ices  

(Figure 64). However, at Crossroads the leanest 

periods in terms -of child health c l i n i c  attendance 

were June 1986 and May 1987. One i s  aware of the 

dynamics in the community during June 1986, however in 

May 1987 there was a period of one week when there was 

a lot of "activity" in the Gugul etu area bordering 

Crossroads, and public transport was ni l  (RSC records 

unpub 1 i shed) . Although new sett 1 ers moved into the 

area during 1987 (RSC MOH, 1987) their use of services 

i s  not apparent until 1988 (Figures 62 and 63). This 

would indicate that i t  takes time for settlers to 

become orientated to the services available and to 

become users. 
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The pattern exhibited by the family planning figures 

(Figure 65) i s  the opposite of any other figures 

emanating from Crossroads. There are mi nor dips in 

December of each year and a sustained decrease June -

September 1986 which i s  consistent with other 

findings. I t  matches that of Nyanga (Figure 58) and 

a 1 so supports the ef fect  on the He i de v el d MOU 

d e l i v e r i e s  (Figure 19). The marked increase in 

Figure 65 from January 1987 onwards i s  remarkable. 

The Sexually Transmitted Diseases c l i n i c  attendance 

at Crossroads (Figure 66) shows a dramatic drop 

June - September 1986 and thereafter establishes a 

new baseline. C iv i l  disruption and relocation could 

account for these changes. The STD c l i n i c  attendance 

at Khayelitsha (Figure 67) i s  complementary. One 

should al so note the decrease in STD c l i n i c  

a t t e n d a n c e s  a t  C r o s s r o a d s  f o r  t h e  p e r i o d  

July  - October 1985 which would reflect the previous 

per iod o f  d i s r u p t i o n  and, as suggested when 

considering figures from Nyanga, may contribute to 

the increased need for treatment of infants with 

ophthalmia neonatorum. 

Home v i s i t s  did not form a major part of the work at 

Crossroads (Figure 68). I t  was noted in the Annual 

Report for  the Div is iona l  Council of the Cape 

(1986:136) that i t  was d i f f i c u l t  to trace TB or STD 

contacts because of the destruction of homes and the 

fleeing population. 
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Although one would expect an overall increase in 

attendances in Khayelitsha once people had moved 

there, this is not the case in STD or TB clinic 

attendances (Figures 67 and 69) although child health 

attendances (Figure 64) did increase. One needs to 

consider factors of orientation and trauma due to the 

nature of relocation. Although the clinics continued 

operating in Khayelitsha throughout this time, nurses 

reported that they had to get out and tell the 

community that the services were being offered 

(Figure 70) (RSC unpublished). A combination of fear 

and ignorance probably led to the inconsistencies in 

the levels of clinic attendance. 

4.2.4 Summary of Findings 

The goal has been to describe the effects of civil 

violence on nursing services and in accordance with 

the definition this means any alteration from the 

normal pattern. 

A summary of the data presented above is set out in 

Table 7. This isolates the indicators of a disrupted 

service in each area with reasons for the disruption 

where possible. This information has been taken from 

nurses' reports. The effect of this disruption on 

health is also given with cross-references to the 

text and the data. 



TIME 

Dec 84-88 

Dec 84,85,87,88 
84,86 
85,86,88 

Dec 86 

Dec 84,86,88 

1984 

March 

July 

September 

PLACE 

Constantia 
Hout Bay RSC 
Grassy Park 

Crossroads 
Nyanga RSC 
Khaye l i tsha 

Philippi RSC 

Heideveld MOU 

Crossroads RSC 

Heideveld MOU 

Philippi RSC 

TABLE 7 SUMMARY OF THE EFFECTS OF DISRUPTED COMMUNITY NURSING SERVICES DURING CIVIL UNREST 

REASON 

Public holidays 

Public holidays 

Public holidays 

Public holidays 

INDICATOR 

1fami ly planning 

ifamily planning 

tfamily planning 

iantenata l 
attendance 

i family planning

i antenatal 
attendances (MOU)

i home visits 

i TB attendance

REFERENCE/ 
FIGURE 

4.2.3/35-37 

4.2.3/65,58,71 

4.2.3/52 

4.2.1/17 

4.2.3/58 

4.2.1/18 

4.2.1/72 

4.2.3/50 

EFFECT 

1 deliveries R MOU 
Aug/Sept 85-88 

't deliveries HV MOU 
Sept 85,87, Jul-Sept 88 
K MOU Sept 88 

1 deliveries HP MOU 
Aug-Oct 87 

1 deliveries HV MOU 
Dec 84/Jan 85 

REFERENCE/ 
FIGURE 

4.2.1/5 

4.2.1/19 

4.2.1/26 

4.2.1/12 

4.2.1/19 

- I> co r-
1"1'1 

...... 

I 

I 



TIME PLACE REASON INDICATOR REFERENCE/ EFFECT REFERENCE/ 
FIGURE FIGURE 

1985 

January Hanover Park MOU 1antenata l 4.2.1/9 
attendance 

June Nyanga RSC lTB notifications 4.2.3/55 1 TB notifications 4.2.3/55 
"catch-up" Oct 85 

July Nyanga RSC !TB notifications 4.2.3/55 1 TB notifications 4.2.3/55 
"catch-up" Oct 85 

I.O 

i TB attendance I.O 
Crossroads RSC 4.2.3/62 I ,1. STD attendance 4.2.3/66 t oph neonatorum 4.2.2/28 

Feb/March 86 

August Nyanga RSC TB screening ! TB attendance 4.2.3/56 
Crossroads RSC facilities unavailable i TB attendance 4.2.3/62 

emergencies only 
transported to 
distant clinic t oph neonatorumi STD attendance 4.2.3/66 4.2.2/28 

March 86 

Hanover Park MOU civil strife J. antenatal 4.2.1/17 
- clinics closed attendance 
- visits restricted  home visits 4.2.1/72 

Heideveld MOU civil unrest antenatal 4.2.1/17 
- clinics closed attendances 



TIME PLACE REASON INDICATOR REFERENCE/FIGURE EFFECT REFERENCE/ 
FIGURE 

1985 
(continued) 

September Philippi RSC Threats to property J, family p Janning 4.2.3/52 'i deliveries HP MOU 4.2.1/12 
- roads closed June-Aug 86 

i chi l d heal th 4.2.3/51 

Retreat MOU boycotts i home visits 4.2.1/45 
[school and consumer] 

Nyanga RSC facilities unavailable iTB notifications 4.2.3/55 t TB notifications 4.2.3/55 
emergencies only trans- "catch up" Oct 85
ported to distant clinic. i TB attendance 4.2.3/56 
transport difficult 

  TB attendance 
Sept-Nov 85 

stone throwing - 4.2.3/56 
no bus service J, STD attendance 4.2.3/59 1 oph neonatorum 4.2.2/28 ..... Feb/March 86 C 

C 
Clinic vandalised h o m e  visits 4.2.3/60 J TB notifications 4.2.3/55 

Sept 85 

Crossroads RSC Transport difficult i TB attendance 4.2.3/62 
't oph neonatorum stone throwing J, STD attendance 4.2.3/66 4.2.2/28 

l antenatal attendance
Feb/March 86 

Hanover Park MOU civil violence 4.2.1/9 
ban on home visits ihome visits 4.2.1/73 

Heideveld MOU civil violence ihome visits 4.2.1/72 
home visits restricted 

October Heideveld MOU i BBA 4.2.1/19 
J, home visits 4.2.1/72 

Nyanga RSC Facilities unavailable i TB attendance 4.2.3/56 
Transport to distant clinic 

Transport difficult i home visits 4.2.3/60 
Clinic closed 23/10 



TIME PLACE REASON INDICATOR REFERENCE/FIGURE EFFECT REFERENCE/ 
FIGURE 

1985 
(continued) 

October Crossroads RSC No staff, few patients t STD attendances 4.2.3/66 f oph neonatorum 4.2.2/28 
(continued) no transport, Feb/March 86 

area "on fire" 8/10 

Hanover Park MOU Civil violence - 1home visits 4.2.1/73 
ban on home visits 

November Hanover Park MOU Civil violence - ihome visits 4.2.1/73 
ban on home visits 

t-' 

i TB attendances t-' 
Nyanga RSC Facilities unavailable - 4.2.3/56 

I Transport to distant clinic ! home visitsi Cllolc ,,odallsed 4.2.3/60 
- no thoroughfare
Funeral marches 

December Mobile clinics targetted ihome visits 4.2.3/60 



TIME PLACE REASON INDICATOR REFERENCE/ EFFECT REFERENCE/ 
FIGURE FIGURE 

1986 

January Nyanga RSC District service curtailed thane visits 4.2.3/60 t oph neonatorum 4.2.2/28 
end January Feb/Mar & Aug 86 

March Nyanga·RSC Situation tense 1family planning 4.2.3/65 

April Crossroads RSC Public transport unsafe }TB notifications 4.2.3/61 tTB attendance May 86 4.2.3/62 
District service curtailed 

iTB notifications May Crossroads RSC Shooting in Crossroads 4.2.3/61 
staff sent home i TB attendanceClosed for various periods 4.2.3/62 
during this month. No clients 
Staff to help at Red Cross I v
tents 

Nyanga RSC Public transport unsafe ichi ld hea 1th 4.2.3/57 
Youths continue fighting 
through clinic. Curative 
service required 

Hanover Park MOU l hane visits 4.2.1/73 tumbilical sepsis 
June 86 4.2.2/32 

Heideveld MOU ibooking visits 4.2.1/16 j booking visits 4.2.1/16 
"catch-up"Aug-Oct 86 

June Heideveld MOU f Ooly 20% of the ,,,al Black hooking visits 4.2.1/16 i booking visits 4.2.1/16 
wanen attenders - suggesting

iantenatal attendance 
"catch-up"Aug-Oct 86 

trouble in residential areas 4.2.1/17 

ihane visits 4.2.1/72 1 oph neonatorum 4.2.2/28 
June/July 86 

Philippi RSC i TB attendances in 4.2.3/50 
spite of usual mid-year 
(May-Sept) increase 

i Child hea 1th 4.2.3/51 



TIME PLACE REASON INDICATOR REFERENCE/ EFFECT REFERENCE/ 
FIGURE FIGURE 

1986 
(continued) 

June Nyanga RSC Few patien1s arrive. !, TB notifications 4.2.3/55 1 TB notifications 4.2.3/55 
(continued) iChild health 

'catch-up' July 86 
staff had to vacate clinic 42.3/57 
on various occasions � Family planning 4.2.3/58 1 deliveries HV MOU 

March-Aug 87 4.2.1/19 

!srn 4.2.3/59 1 oph neonatorum Aug 86 4.2.2/28 i home visits 4.2.3/60 i TB notifications 4.2.3/55 

Crossroads RSC Very few patien1s arrive & i TB notifications 4.2.3/61 i TB attendance 4.2.3/62 
staff sent home early on i TB attendance 

June/July 86 
various occasions 4.2.3/62 
Staff stopped in Council car l child health 4.2.3/63 
and searched by 'Witdoeke" l family planning 4.2.3/65 ' deliveries HV MOU 4.2.1/19 

h r n  
Mar-Aug 87 

4.2.3/66 0 

July Hanover Park MOU Major disruption � home visits In the 4.2.1/73 i oph neonatorum 
throughout the month face of a rise in July 86 4.2.2/28 
(Cole, 1967) deliveries 

.J,.antenatal attendance 4.2.1/9 

Heldeveld MOU I ! booking visits 4.2.1/17 f booking 'catch-up• 
Aug-Oct86 tantenatal attendance 4.2.1/17 l oph neonatorum Jul 86 4.2.2/26 

home visits 4.2.1/72 t umbHical sepsis Aug 86 4.2.2/32 

Crossroads RSC I � family planning 4.2.3/65 1 deliveries HV MOU 4.2.1/19 

lsrn 
Mar-Aug 87 

4.2.3/66 i TB attendance Jui 86 t TB notifications 4.2.3/61 4.2.3/62 
TB attendance 4.2.3/62 

Nyanga RSC I J Child health 4.2.3/57 

Retreat MOU } home visits 4.2.1/45 i oph neonatorum 4.2.2/28 
Jui 86 + umbilical sepsis 4.2.2/32 
Aug 86 



TIME PLACE REASON INDICATOR REFERENCE/ EFFECT REFERENCE/ 
FIGURE FIGURE 

1986 
(continued) 

August Retreat MOU 1hane visits 4.2.1/45 tumbilical sepsis 4.2.2/32 
Aug 86 

1 oph neonatorum 4.2.2/28 
Aug 86 

Nyanga RSC i child hea 1th 4.2.3/57 1 deliveries Heideveldi family planning 4.2.3/58 4.2.1/19 
MOU Mar-Aug 87 

Crossroads RSC i TB notifications 4.2.3/61 
't deliveries HV MOU i family planning 4.2.3/65 4.2.1/19 
Mar-Aug 87 

hrn 4.2.3/66 
I-' 

Hanover Park MOU i antenatal attendance 4. 2 .1/9

Heideveld MOU i hane visits 4.2.1/72 1umbilical sepsis 4.2.2/32 
Aug 86 i oph neonatorum 4.2.2/28 
Aug 86 

September Nyanga RSC Jfami ly planning 4.2.3/58 1 deliveries HV MOU 4.2.1/19 

ifamily planning 
Mar-Aug 86 

Crossroads RSC 4.2.3/65 1 deliveries HV MOU 
Mar-Aug 86 

i STD 4.2.3/66 

Heideveld MOU t booking visits 1 booking visits "catch-up" 4.2.1/16 
May-July 86 i SBA 4.2.1/19 

Hanover Park MOU i antenatal attendance 4.2.1/9 

October Hanover Park MOU t antenatal attendance 4 .2 .1/9 
Heideveld MOU i booking visits

deliveries 4.2.1/19 t booking visits "catch-up" 4.2.1/16 
May-July 86 

  BBA 4.2.1/19 

November Heideveld MOU } deliveries 4.2.1/19 



TIME PLACE REASON INDICATOR REFERENCE/ EFFECT REFERENCE/ 
FIGURE FIGURE 

1987 

February Heideveld MOU t deliveries 4.2.1/19 1hane visits Mar 87 4.2.1/72 

Mitchell's Plain MOU t home visits 4.2.1/74 }umbilical sepsis 4.2.2/32 

i home visits Feb 87 
Retreat MOU 4.2.1/45 iumbilical sepsis 4.2.2/32 

Feb 87 

i home visitsMarch Retreat MOU 4.2.1/72 I 
Heideveld MOU i home visits 4.2.1/72 

April Heideveld MOU ihome visits 4.2.1/72 

Retreat MOU } home visits 4.2.1/45 

May Crossroads RSC civil violence ichild health 4.2.3/63 
- no public

transport 

1988 

Mitchell's Plain MOU   deliveries 4.2.1/23 
i antenatal attendances 4.2.1/10 

Khaye l i tsha MOU t antenatal attendances 4.2.1/24 
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In this  chapter the methodological problems, limitations and 

implications of the findings are discussed in relation to the 

1986 Nurses' Survey, and the health data c o l l e c t i o n  of 

1984-1988, which r e f l e c t s  the functioning of the nursing 

services. 

5.1 Nurses' Survey 1986 

5.1.1 Methodological Problems and Limitations 

This survey aimed to gather information from a l l  

nurses employed on a regular basis in the Cape 

Peninsula. Those who had been called upon to work 

in a r e l i e f  c a p a c i t y  were, in  some c a s e s ,  

interviewed while the questionnaire was being 

formulated. However, i t  was f e l t  that the i r  

experiences would not translate adequately in terms 

of the "normal" situation that had prevailed prior 

to the social ly  disruptive events of 1986. These 

nurses were therefore not included in the survey. 

In view of the target population envisaged, i t  was 

unfortunate that the Medical Officers of Health for 

the Cape Town C i t y  Council and the Divisional 

Council of the Cape withheld permission for their 

nurses to be surveyed. The reason given was that i t  

was f e l t  that participation by their s ta f f  in such a 
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study could jeopardise their safety in the future. 

Furthermore, the Department of National Health and 

Population Development considered i t  unnecessary to 

part i c ipate  as they had information available to 

f a c i l i t a t e  the co-ordinated functioning of their 

nursing services during this period of c i v i l  unrest. 

In spite of this non-participation the survey was able 

to cover the same affected geographi ca 1 areas as are 

serviced by a l l  health authorities (Maps 3, 4 and 5). 

Due to the sensitive nature of this  survey, and the 

tension that existed in many areas of the Cape 

Peninsula at the end of 1986, i t  was necessary to 

implement this study rapidly. There was therefore 

1 imited time in which to establish sophisticated 

measures of va l id i ty  and r e l i a b i l i t y .  In addition to 

the attempts made in t h i s  regard mentioned in 

Chapter 3.2, the following should be considered:-

!) content val id i ty  was established by ensuring that 

the concepts being investigated were defined and 

that the information gathered was relevant to 

these. The p i l o t  study demonstrated that the 

questionnaire was rel iable and valid at th is  level .  

2) criterion val id ity  was more d i f f i c u l t  to establish

as there was not a known val id instrument against

which to measure the concepts under scrutiny.

How ver, although multiple measurement has not

occurred, trends could be identified within and 
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between centres involved in the study as well as 

between the pilot study and the survey. 

3) In the original project co-ordinated by the Medical

Research 

conducted. 

Council, a community survey was 

This is not included in the methodology 

of this study, but it is possible to ascertain that 

information submitted by the nurses was often 

repeated by the householders who were included in 

the community survey (Yach, 1987). This 

establishes a measure of reliability. 

It is acknowledged that the value of this study would 

be enhanced with greater attention to these aspects of 

the methodology. However, the urgency surrounding the 

implementation of this study precluded this. A repeat 

survey was considered at the end of 1989, but study 

leave and year-end vacations of nursing staff would 

have resulted in a diminished population. The 

benefits of establishing criterion validity and 

reliability would have been outweighed by the 

unavoidably small population. 

Later on, during the study of health data, records of 

the Western Cape Regional Services Council ( formerly 

Divisional Council of the Cape) were made available 

detailing periods of civil violence that had disrupted 

nursing services. This information is included in the 

summary of health data (Table 7, page 98). 
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The very reason for t h i s  survey imposed a l imitat ion.  

In certain areas there was pressure to conform to the 

community mores and subsequent pressure on individuals  

who continued working. Part ic ipating in t h i s  survey 

might have been viewed as "informing" against the 

community and so in a rea 1 sense some nurses might 

have f e l t  vul nerab 1 e. The 1 eve 1 of  response from the 

nurses working at the Gugul etu Day Hospita 1 supports 

t h i s  explanation as t h i s  centre was in the area most 

seriously affected for prolonged periods in 1986. 

S i  nee there were repeated reminders to s t a f f  to 

complete and return the questionnaires and repeated 

v i s i t s  to each centre, i t  i s  unreasonable to assume 

that  forgetfulness contributed to the low response 

rate from Guguletu Day Hospital. 

Many of  the respondents from the MOUs did not make use 

of  the anonymous nature of  the data co 11 ect ion and 

l e f t  the i r  envelopes unsealed. I t  i s  possible that

t h i s  high response rate from the MOUs (96%) was 

because the person who distributed the questionnaires

t o  t h e s e  c e n t r e s  had e s t a b l i s h e d  p r o f e s s i o n a l

re 1 at i onsh i ps with many of  these s t a f f  and a measure

of  enthusiasm for  t h i s  study resulted in t h i s  t rust ing

response.

For reasons of  conf ident ia l i ty  the study could not 

include a longitudinal survey to assess r e l i a b i l i t y  or 

v a l i d i t y  in the same nurses. 
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I t  i s  apparent that the disruption due to the 

schools' boycott and the more diffuse c i v i l  unrest 

prevented a few children from attending school. 

This affected a l l  areas in this  study including the 

"control" groups at Retreat as the schools' boycott 

was more widespread than was the c i v i l  unrest. 

I t  can be seen that the special problems facing 

epidemiologists during endemic war as discussed by 

Armenian (1989), v i z .  d i f f i c u l t y  in maintaining 

detached p r o f e s s i o n a l i s m ,  the l o g i s t i c a l  and 

methodological problems and dealing with pol i t i ca l  

polarization, were also features of this  study. 

5.1.2 Implications of Findings 

5.1.2.1 Work factors 

Home vts i ts  were the aspect of services 

most often affected by the unrest. 

Midwives who were forced to curtai l  th is  

particular service expressed great concern 

for the welfare of . the mothers and babies 

who had been delivered at MOUs and whom 

they were unable to follow up and care for 

once they had been discharged (± s i x  hours 

after delivery). The South African Nursing 

Council Regulations regarding the practice 
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of midwives state that a midwife "shall 

nurse a mother and her infant for seven 

days following the birth." (SANC, 1974). 

This is a crucial time for the mother, the 

infant and the family in establishing 

emotional bonds and for fulfilling basic 

physical needs, and the midwife's 

facilitating and caring role as well as her 

role as a primary (i.e. first contact) 

health practitioner are of great 

importance. 

5.1.2.2 Ancillary service 

The disruption of these services is 

disquieting. All are necessary for the 

smooth functioning of a clinic or health 

service - a service that is already trying 

to cope with an unexpected increase in 

work. Bearing in mind the fact that 10 

staff members from Guguletu Day Hospital 

responded, the replies are noteworthy. 

Most of the respondents stated June and 

July to be the months of disruption. 

Telephone disruption was mentioned by 

twelve respondents from all areas. This 

communication link was essential to summon 

help or advice to cope with the situation. 
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There was no explanation as to why i t  was 

curtailed. 

El even of the fourteen nurses who reported 

ambulance service disruption were working 

at Heideveld and a number of them mentioned 

the problems encountered by the ambulance 

getting into the Black residential areas. 

Many ambulance crews were encouraged to 

accept pol ice escorts when entering unrest 

areas. Verbal communication with ambulance 

crews at that time gives the impression 

that escorts made the ambulances more 

vulnerable to stone throwing and attack. 

The d a t a  represented under Hanover 

Park/Heideveld  MOUs mainly refers  to 

Heideveld although answers regarding water, 

e l e c t r i c i t y  and sanitation were equally 

distributed. I t  i s  worth noting that in 

spite of the major damage at Heideveld as a 

result of a burst water pipe (April 1986), 

the respondents do not mention this  as a 

problem with respect to water supply. 
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5.1.2.3 Nurses' Assessments o f  the Services Offered 

There was anxiety on the part  o f  nurses 

that pa t i en t s / c l i en t s  were prevented from 

a t tend ing  the nurs ing  serv ices of fered. 

The reasons given f o r  pat ient  stayaway from 

Hei deve l d/Hanover Park MOU were l a ck  o f  

t r a n s p o r t ,  f i g h t i n g  i n  t h e  a r e a ,  

i n t i m i d a t i o n ,  ( e s p e c i a l l y  on s o - c a l l e d  

"stay-away" days) and unava i l a b i l i t y  o f  the 

serv ice (NY3 antenatal c l i n i c  was c losed).  

Most stated that May, June and J u l y  were 

the pro bl em months and they al so confirmed 

tha t  the ambulance serv ice had t r i e d  to  

ease the t r a n s p o r t  problem by fe r ry ing  

pat ients requir ing help, out o f  the problem 

areas by bus. 

In view o f  what has been stated e a r l i e r  

regarding the low response from Guguletu 

Day Hosp i t a l  nurses, cognisance must be 

taken o f  t h e i r  r ep l i e s  regarding pat ients  

not seeking assistance. [Pat ients were] 

" a f r a i d  o f  being shot", "would t e l l  you 

t h a t  they were scared o f  coming to  the 

c l i n i c s " ,  "not prevented, but had to  g ive 

p r i o r i t y  t o  t h e  u n r e s t  v i c t i m s  and 

sometimes [ c l i en t s ]  could not be attended 

at a 11 . " 
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5.1.2.4 Nurses' suggestions for future situations 

As one assimilates all the information 

contained in this questionnaire one can 

appreciate the difficulties faced by 

authorities attempting to be responsible 

employers. Some centres perceive the 

immediate solutions differently from others 

and so, in formulating an overall plan for 

the Cape Peninsula, there would need to be 

consultation with nurses in each centre in 

order to achieve consensus. 

Some nurses found it difficult to make 

s u g g e s t i o n s a n d o t h e r s d e f y 

categorisation. It is quite clear that 

some experienced a terrible ordeal and have 

expressed a desperate pl ea for healing in 

the community. 

"I really don't know." [Retreat] 
11 I hope there wi 11 be no need to start 

again with the unrest." [Heideveld] 

"Everything possible was done." [Heideveld] 

"I wish that such a thing should never 

happen again as I felt it's unnecessary and 

should not be a 11 owed to happen again. We 

should listen to the Almighty and try and 

go along with it. 

experience." 

It was a terrible 
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"I think i t ' s  d i f f i c u l t  for  me to suggest 

in th i s  situation because th i s  affects us 

in the non-white areas. So whatever you 

t e l l  your employers at above or top they 

don ' t  know what you are talk ing about. 

They don't feel the pain. Not experiencing 

what you experience. Because they can 

'phone the police to scare while you are at 

work forgetting that you stay with these 

people in the location so you are not safe 

at a l l .  (sic) The only thing I can say the 

employers must understand." 

One i s  struck by the intensity o f  feel ings 

of these people, who have had to withstand 

enormous pressures from sever a 1 d i rect  i ans 

both at home and at work. Many expressed 

the i r  sat isfact ion verbal ly when to ld of  

th i s  survey. 

Nurses made sever a 1 suggest i ans as to how 

t h e y  and t h e i r  work  d u r i n g  c i v i l  

disruption, might be assisted and they were 

delighted that the i r  opinions were sought. 

These sugges t i ons  are summarised in 

Appendix D. 
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5.2 Health Data 1984 - 1988 

5.2.1 Methodological Problems and Limitations 

Health data included in this project had to meet one 

c r i t e r i o n ,  i . e .  which specific health parameters 

might have been affected i f  nursing services were 

curtailed? For this reason mortality rates (infant 

and adult) were not collected as the causes of death 

are many and do not reflect the specif ic impact of 

nurses. Therefore, most of the data i s  taken from 

community services, but neonatal figures for Red 

Cross Hospital are included as these could ref lect  

an impact from curtailed MOU, health c l i n i c  and day 

hospital services. 

I t  has been mentioned in Chapter 3.3 that the 

definitions of high and low impact violence areas in 

1986 were r e t a i n e d  f o r  the purposes of  the 

longitudinal study of health data. This has the 

potential for confounding results as patterns of 

violence may chang  in certain areas over time e.g. 

Philippi (RSC) i s  served by the Hanover Park MOU. 

Although the MOU i s  geographically close to the high 

impact violence areas and services areas direct ly  

affected by the violence, Philippi i s  far  removed to 

the south-east. The results obtained from Philippi 

lead one to conclude that i t  i s  mainly a rural area 

with a large amount of health care being delivered 
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from mobile c l i n i c s  at farms. Therefore c i v i l  

disruption result ing from schools or shop boycotts 

i s  not l i k e l y  to have had the same effect  on nursing 

services as an area closer to these f a c i l i t i e s  might 

have had. There does not appear to have been a 

major impact from t h i s  area on the midwifery service 

offered at Hanover Park MOU. 

Routinely collected South African health data often 

l a c k s  r e l i a b i l i t y .  Only registered births  and 

deaths can be used. In addition c l a s s i f i c a t i o n  of  

d i a g n o s e s  may be i n c o m p l e t e  as may be the 

c l a s s i f i c a t i o n  of the cause of  death, and the system 

of c l a s s i f i c a t i o n  may change. In order to calculate 

r a t e s ,  information i s  required from the census 

(Bradsaw et a l ,  1987). Population f igures for  the 

Cape Town Metropolitan area d i f f e r  by up to 400 000 

p e o p l e !  (Dewar et  a l ,  1990). A v a r i e t y  o f  

c o n t r a d i c t i n g  p o p u l a t i o n  e s t i m a t e s  f o r  the  

Crossroads settlement have been announced over the 

years (Cole, 1987). 

The problems associated with the data used for  t h i s  

study are as follows. 

General 

The · p o p u l a t i o n  census f i g u r e s  f o r  the wider 

metropolitan area of  Cape Town are regarded as being 
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conservative estimates (Dewar et a l ,  1990 : 6) .  In 

a d d i t i o n ,  the following recent h is tor ica l  events 

f u r t h e r  confound the establ ishment of workable 

baseline data. 

( i )  While the Inf lux  Control Act remained on the 

s t a t u t e  books, only  " l e g a l "  B l a c k  urban 

residents, i . e .  those who had attained urban 

residential  pr iv i lege through the provisions 

of Section 10 of the Act, could be included in 

any census. 

( i i )  With the removal of  the Inf lux  Control Act in 

1985, p r e v i o u s l y  " i l l e g a l "  B l a c k  urban 

r e s i d e n t s  were now included in population 

estimates. In addition, many inhabitants of  

rural areas and "independent states" joined 

the exodus to the c i t i e s .  Various estimates 

of  the imp act on Cape Town have been made. 

(Dewar et a l ,  1990:9-11). 

( i i i )  The dormitory township of Khayelitsha was 

established in 1984. However, as there was an 

inadequate  i n f r a s t r u c t u r e  a t  t h i s  t ime, 

residents made use of  services in other areas, 

e.g.  Khayel itsha women were assigned certain

days for  c l i n i c  attendance at Heideveld MOU 

p r i o r  t o  t h e  K h a y e l i t s h a  MOU b e i n g

commissioned. In 1986, when an estimated
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60 000 people were displaced from the informal 

Crossroads settlement, a second wave of  people 

were relocated to Khayelitsha (Yach, 1987; 

Cole, 1987). 

Midwife Obstetric Units 

( i )  P r i o r  to November 1986, there were three 

m i d w i f e  o b s t e t r i c  u n i t s  - a t  R e t r e a t  

( e s t a b l i s h e d  1978),  Hanover Park (1980, 

although t h i s  service was f i r s t  offered at 

Mains Avenue in 1974), and Heideveld (1974). 

In 1980 these f a c i l i t i e s  were incorporated 

i n t o  the Peninsula  Maternal and Neonatal 

Service (PMNS) which i s  j o i n t l y  administered 

by the Cape Provincial Administration and the 

Department of  Obstetrics and Gynaecology at 

the University of  Cape Town. Taking into 

consideration the increasing workload on these 

u n i t s ,  and the large new residentia l  areas 

b e i n g  e s t a b l i s h e d ,  two more u n i t s  were 

commissioned - at Mitchel l ' s  Plain (November 

1986) and Khayel i tsha (November 1987). These 

serve women who previously would have attended 

a t  H a n o v e r  P a r k  a n d  H e i d e v e l d  MOU 

respectively.  

( i i )  The p o l i c y  r e g a r d i n g  a n t e n a t a l  c l i n i c  

attendances changed during the period under 
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review. Previously the frequency of v i s i t s  

f o l l  owed the p ro toco l  suggested by the 

Ministry of Health in Great Britain in 1929 

and adopted by the South African Nursing 

Council .  i . e .  once a month until  28 weeks, 

once a fortnight until  36 weeks and weekly 

thereafter (SANC, 1974). The revised pol icy 

(Appendix E) introduced by the Department of 

Obstetrics and Gynaecology in 1985, resulted 

in fewer antenatal c l i n i c  attendances despite 

an ever-increasing number of pregnant patients 

seen, i . e .  a decrease in the average number of 

attendances per pregnant patient. 

Red Cross Hospital 

( i )  The introduction of phototherapy treatment at 

two MOUs in January 1986 and at a third MOU in 

November of the same year led to a reduction 

in the number of inf ants treated at Red Cross 

Hospital. In addition, the vigorous follow-up 

of neonates·  i n  the community resulted in 

increased detection and treatment of neonatal 

jaundice being underta_ken at the MOU. This 

was poss ib le  due to the appointment of a 

community neonatologist ( in  addition to the 

neonato l ogy  medical off icer)  as we l l  as 

i n c r e a s i n g  use being made of registered 

midwives with advanced diplomas in midwifery 

or the certificate in neonatal nursing. 
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(ii) Prior to 1986 outpatients seen at Red Cross

Hospital had their diagnoses coded according

to an internal coding system. As the

categories were very broad it was not possible

to equate these with the International

Classification of Diseases, Version 9 (ICD-9)

system introduced at Red Cross Hospital in

1986. It was decided not to include the data

prior to 1986 as the results would not be

sufficiently reliable to draw any conclusions.

(iii) It would have been interesting to have data on

diagnoses related to geographic areas. The

limitations, however, outweigh any anticipated

usefulness because:

(iv) 

a) postal codes may be entered incorrectly at

reception and are. not validated prior to

storing the patient record;

b) the most recent postal code is the only one

that is stored, e.g. a child who lived in

Crossroads in 1986 and moved to Khayelitsha

in 1987, w·ill have records reflecting only

the Khayelisha code.

In order to try and establish a causal link 

between curtailed MOU home visits and 

ophthalmia neonatorum and umbil i ca 1 sepsis it 

was planned to check the place of origin of 

the affected infant. However, as has been 
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elucidated in ( i i i )  above, th is  information 

would not be sufficiently accurate to verify 

this  link. 

(v) Although i t  would appear that conclusions are

being made on the evidence of a small data

base, i t  must be remembered that the three

parameters in this  section of health data,

i . e .  neonatal jaundice, ophthalmia neonatorum

and umbilical sepsis  are specific to the

neonatal phase. This, therefore, l imits the

population to infants within the f i r s t  month 

of l i f e .

Community 

( i) I t  was planned to co 11 ect hea 1th data from 

both t h e  Cape Town City Council Health

Department and the Western Cape Regional

S e r v i c e s  Counc i l  H e a l t h  D e p a r t m e n t .

Unfortunately permission was withheld from the

Cape Town City Council to use any of i t s

data. However, for purposes of th is  study

this  has not resulted in a major def ic i t  as

most of the violence under scrutiny took place

in areas serviced by the Western Cape Regional

S e r v i c e s  Council, with the exception of

Guguletu (see Map 3). All areas south of the

Bellville (South Industrial) ra i l  route were

included in the data collection.
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( i i )  During the period under review the res ident ia l  

area o f  Khayel itsha was being establ ished. 

Although Khayel i tsha i t s e l f  was not a centre 

of  c i v i l  violence in 1986, many o f  the new 

residents had been relocated there from the 

chaos o f  Crossroads. Some health f a c i l i t i e s  

were i n i t i a l l y  o f f e r e d  at  Crossroads  to 

Khayel i tsha residents,  and the Heideveld MOU 

service extended as f a r  as Khayelitsha unt i l  a 

new MOU was opened there in November 1987. 

Thus the people remained sens i t ive  indicators  

a f ter  t h e i r  move from Crossroads. Only at the 

end of  the period of  data co l lect ion  i s  a 

baseline established. Until  that time the 

data need to be considered in re lat ion  to 

those of  Crossroads and Nyanga. They can al so 

be viewed in tandem with the data co 11 ected 

from the Khayelitsha MOU. 

( i i i ) Data  were not  av a i l ab l e i n the format 

required. Once these were obtained there was 

found to be an· unexplained drop in a 11 areas 

for  a 11 services for  a 3 month period, October 

- December 1987. As a r e s u l t  o f  t h i s  study

t h e  gap i n  t h e  d a t a b a s e  was found and

corrected  before the or ig ina l  records were

destroyed.
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5.2.2 Implications of the Findings 

It is clear from the information summarized in 

Table 7 that community nursing services which 

promote health and seek to prevent illness have been 

affected during the violence which reached its 

height in mid 1986. An attempt has been made to 

indicate associations between health data, health 

service functioning and the prevailing level of 

civil violence. In some instances lag times are 

apparent, e.g. a woman infected with gonococcus who 

is prevented from attending an STD clinic because it 

is closed, might deliver a baby with ophthalmia 

neonatorum some months later. A causal relationship 

is difficult to prove using routine data, but an 

association of this nature exists on more than one 

occasion in the five year period. More 

sophisticated epidemiological studies are needed to 

quantify the true impact of the violence. Periods 

of violence have only been recorded in this table 

when such information was available in nursing 

records or in Cole's monograph (Cole, 1987). 

Although the data illustrate high levels of 

disrupted health services due to violence at 

Crossroads, Nyanga and Heideveld, it is also clear 

that over the five year period other areas also 

experienced 

Retreat/Philippi 

some degree of violence, e.g. 

- September 1985, and this does 

confound clear analysis. 
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A l l  aspects o f  the services offered at the Midwife 

O b s t e t r i c  Un i t s  and Regional S e r v i c e s  Counc i l  

c l i n i c s  were disrupted at various times during the 

period under review. This often had a 1 a ter  e f f e c t  

w i t h i n  the serv ice,  e.g. a decrease in Regional 

Council Services home v i s i t s  was often associated 

with a decrease in TB no t i f i c a t i on s  which in turn 

resul ted in a "catch up" period f o r  n o t i f i c a t i o n s .  

In addit ion,  some areas exhib i ted very depressed 

1 eve 1 s o f  TB c 1 i n i c a t t e n d a n c e  e . g . Ny an g a 

(Figure 56). This i s  o f  great concern and has 

impl icat ions both f o r  the workload o f  the c l i n i c  

s t a f f  and f o r  t h e  c o n t r o l  o f  t h i s  d i s e a s e ,  

p a r t i c u l a r l y  in view o f  the f a c t  that  the incidence 

o f  TB in the Western Cape i s  the highest i n  South

A f r i c a  (RSC MOH, 1987). 

The d is rupt ion o f  one serv ice often had i t s  e f f e c t  

f e l t  in another. serv ice,  e.g. an increase in  the 

number o f  de l i v e r i e s  was associated with a decrease 

in fami ly  planning attendances at the corresponding 

Reg iona l  S e r v i c e s  Counc i l  c l i n i c s  n i ne  months 

before. This could have long term imp l i ca t ions  f o r  

the community and nation f o r  �hich the b i r t h  ra te  i s  

g r e a t e r  than  22.5/1000 i n  t h r ee  o f  the  f o u r  

population groups (SAIRR, 1989). A l tered patterns 

are a 1 so apparent in the Red Cross Hospita 1 data. 

e.g. The photothe�py serv ice offered by the three

MOUs has reduced the demand on Red Cross Hos pi t a  1 , 
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but i t  i s  apparent that a greater number o f  infants 

are r e ce i v i ng  treatment than previously. This 

indicates that, in th i s  aspect o f  treatment, the 

appropriate use o f  the peripheral (MOU) service has 

reduced the load on the te r t i a ry  cent re, i . e. Red 

Cross Hospital. There i s  no dramatic change in 1986 

t ha t  would indicate a c lear  re lat ionship to the 

c i v i l  v i o l ence .  However, given the increasing 

numbers o f  i n f an t s  r e ce i v i ng  treatment in the 

community since 1987, i t  i s  f a i r  to assume that any 

future disruption o f  community midwifery services 

would resu l t  in decreased detection and treatment o f  

affected infants. 

The dramatic peak in August 1986 o f  infants with 

ophtha lmia  neonatorum may be a t t r i b u t e d  t o  a

"catch-up" e f fec t  with both admissions to hospital 

and outpatient attendance increasing sharply. This 

wou ld  appear  t o  be d i r e c t l y  a t t r i b u t a b l e  t o  

disrupted community midwifery services, pa r t i cu l a r l y  

home v i s i t s  (see Chapter 4.2.1 - a l l  MOUs), and 

part ly  attr ibutable to the increased population in 

t h i s  area fol lowing the abo l i t ion o f  the Inf lux 

Control Act. The places o f  o r ig in  do not provide 

good preventative disease cover (Yach, Coetzer et 

a l ,  1990) and with disruptions in the STD c l i n i c  

s e r v i c e s ,  t he  pool o f  s exua l l y  t r ansm i t t ab l e  

o rgan i sms  would have increased,  r e s u l t i n g  i n

neonatal eye infect ions. 



- 127 -

In some instances existing services were required to 

f u l f i l  a d i f ferent  function from usual, e.g. a 

curative/trauma unit function at Nyanga antenatal 

c l i n i c  in May 1986. During the nurses' survey the 

oppos i te  example was given, i . e .  routine TB 

medications usually administered by the Regional 

Services Council service had to be administered by 

the staf f  of the Gugul etu Day Hospita 1 when Nyanga 

c l i n i c  was closed due to security problems. 

This information has implications for the management 

of health services with regard to the delivery of 

health care and the eff ic ient use of s taf f .  

The demand for curative health care, part icularly 

those aspects w h i ch are . v i o 1 enc e - re 1 at ed, e. g . 

trauma, may increase dramatically in the short-term, 

but would be expected to resolve quite quickly once 

the l eve 1 of  c i v i l di s r up t i on had d i mi n i shed . 

However, the disruption of health services which aim 

to prevent disease and promote health wi l l  have 

long-term impl icat ions f o r ·  the health o f  the 

community and the health services. I t  i s  necessary 

for managers of health services to be acquainted 

with the extent of actual disruption of their  

services so that an immediate redressing of the 

problem can be made, i f  p o s s i b l e ,  e . g .  TB 

n o t i f i c a t i o n  "catch up" campaign or measles 

immunization "bl i tz" .  
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The individuals most vulnerable to a disruption of 

the community nursing service will be the low birth 

weight infants, non-immunized children and people 

with tuberculos is  and their  close re lat ives .  

C l a s s i c a l l y  t h e s e  p e o p l e  a r e  s e v e r e l y  

socio-economically disadvantaged, and i t  i s  within 

this community that the seeds of discontent are sown 

which bear the fruit of c iv i l  violence. This in 

turn leads to further impairment of health care 

d e l i v e r y  and deterioration of the health of 

individuals, and ultimately of the community. 

Aspects which forced the service to be curtailed, 

e.g. security, transport and identification, are 

s imi lar  to the problem areas identified in the 

nurses' survey, and obviously require special

a t t e n t i o n  from the managers o f  s e r v i c e s

(see Chapter 7.1).
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CHAPTER 6 FURTHER IMPLICATIONS AND CONSIDERATIONS 

6.1 Ethical Considerations 

When considering the ethics of nursing practice during 

ti mes of civil unrest, the nurse is faced with a number of 

conflicting obligations, which are evident in the 

Intersystems Conceptual Framework proposed in Chapter 2. 2 

as the nurse occupies roles in both the individual and 

health care systems. These obligations are: 

to the state 

to her employing body (which also may be a state 

or para-statal organisation) 

to her community (and/or society at large) 

to her patient(s) 

to herself as a professional and a citizen 

Which of these is primary and how does an individual arrive 

at this conclusion? Neither this dissertation nor any 

other authority can dictate to a professional what her 

decision will be in any given situation. It is for her to 

dee i de on her course of action, but in order to reach a 

decision about the appropriate conduct she has to weigh one 

moral principle against another - a major task of moral 

reasoning (Beauchamp, 1985). In doing so she must be able 

to justify why she arrived at her conclusion rather than 

stating what her conclusion was,   she should not be 

dependent on a positive outcome to justify her action. 
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A working knowledge of the nursing and allied health 

professionals' codes is required to guide her practice. 

Most nursing codes express the following: 

"I pledge myself to the service of humanity" 

(South African Nursing Association) (Vlok, 1983:5) 

These codes may be expanded to incorporate the 

responsibilities of the nurse: 

"to promote hea 1th, prevent i 11 ness, to restore hea 1th 

and to alleviate suffering" 

(International Council of Nurses, 1973) and 

"the nurse should participate and share with other 

citizens the responsibility for initiating and 

supporting action to meet health and social needs" 

(International Council of Nurses, 1973). 

How might these be achieved? In considering the first two 

clauses above, the undertaking "to promote hea 1th" would 

possibly assume greater importance during peacetime than 

during strife and the undertaking "to prevent i 11 ness" or 

harm and "restore healing" would possibly have a higher 

priority during times of strife. 

In addition it is helpful to study international agreements 

on human rights and medical/health practice. Some of these 

(Geneva Conventions I - IV) have been signed by South 

Africa, and yet those in which South Africa does not 

participate (e.g. Geneva Protocols I & II) offer useful 

guidelines for health personnel working in areas 

experiencing armed conflict. 
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However, many aspects o f  practice are not spec i f i ca l l y  

covered by these codes and so one must invoke moral, 

ethical and philosophical principles to reach just,  moral 

and defensible conclusions. Common principles in ethical 

decision making are those of: autonomy, non-maleficence, 

beneficence and just ice. 

Autonomy, 

regarded 

or the pr inciple o f  respect for  persons, i s  

as the pr imary moral p r i n c i p l e  by some 

phi losophers,  taking precedence over a l l  other moral 

considerations, whereas others consider i t  to be merely one 

important pr inciple among others (Beauchamp, 1985). 

To respect the autonomy o f  an individual means that "they 

must be accorded the moral r ight to have the i r  own opinions 

and act upon them, as long as those act i ans produce no 

s e r i o u s  harm t o  o t h e r s . "  (my emphasis) (Beauchamp 

1985:215). According to Gi l lon there may be certain 

circumstances in which the respect for  autonomy o f  the 

p a t i e n t  i s  not the centra l  moral issue,  e.g.  when

conf ident ia l i ty  may conf l i c t  with respect for  the autonomy 

o f  others (Gil lon, 1986). I f  th is  i s  the case one can 

weigh these  circumstances in  the balance o f  moral 

obl igation. The principles o f  conf ident ia l i ty,  privacy and 

truth arise from autonomy. 

Individuals who seek assistance and care from nurses (and 

any other hea 1th personnel) need to know that they can be 

trusted to give the best care possible without divulging 
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personal details to others. 

"I will hold in confidence all personal matters coming 

to my knowledge" (South African Nursing Association) 

(Vlok, 1983:5) 

"The nurse safeguards the client's right to privacy by 

judiciously protecting information of a confidential 

nature" (American Nurses Association, 1976). 

This is a basic tenet of the client-practitioner 

contractual relationship. Is this absolutely inviolable 

and if not, in what circumstances may it be infringed? 

Firstly, what information is confidential? 

In the ethical tradition, confidentiality rests on three 

premises: 

a) i n d i v i du a 1 autonomy i n the cont r o 1 of person al

information;

b) respect for the intimate content of personal

relationships;

c) the importance of keeping one's promises.

(Auster, 1985 : 341)

The roots of this tradition may be found in the Hippocratic 

school of thought which demands an all-encompassing 

obligation of confidentiality. 

"What I may see or hear in the course of 
treatment or even outside of the treatment in 
regard to the life of men, which on no account 
must be spread abroad, I will keep to myself 
holding such things shameful to be spoken about." 
(Auster, 1985 : 341), 
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Centuries after Hippocrates, Percival, who published in 

1803 what is generally accepted as the first formal code of 

ethics in Anglo-American medicine, limited the obligation 

for confidentiality: 

" ... Secrecy and delicacy, when required by 
peculiar circumstances, should be strictly 
observed. And the familiar and confidential 
intercourse, to which the faculty are admitted in 
their professional visits, should be used with 
discretion and with the most scrupulous regard to 
fidelity and honour." (Auster, 1985 : 342) 

Secondly, who may decide what the boundaries of 

confidentiality are? An appreciation of ethical codes and 

the oath taken on entering professional practice will serve 

as a guide to the nurse. However, some codes may allow a 

discretionary clause, which is congruent for an independent 

practice, but this forces the practitioner to take the 

responsibility for her decision(s) and action(s). The 

subprofessional category of nurse in South Africa makes no 

ethical declaration prior to commencing practice and so the 

responsibility for her respecting the confidential 

information of her patients would rest with her supervising 

professional nurse. 

There is another aspect of limit-setting on confidentiality 

and that is the legal constraint. -In South African law a 

relationship of privilege is recognised between attorney 

and client, and between spouses. However, a court can 

insist on information, regarded by a health professional to 

be confidential, being admitted in court. Rule 16 in the 

guidelines for practice issued by the South African Medical 
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and Dental Council states that t h i s  should only be done 

after  register ing protest (Schultz, 1987). 

Addressing the issue of conf ident ia l i ty  the General Medical 

Council (United Kingdom) states the following exceptions: 

" . . .  e) when there are statutory requirements to d isc lose 

c o n f i d e n t i a l  medical information; f )  when a judge or 

equivalent legal authority directs  a doctor to d isc lose 

c o n f i d e n t i a l  medical information;  g) when the public 

interest  overrides the duty of conf ident ia l i ty  such as, for  

ex amp 1 e, investigation by the po 1 ice of  a grave or very 

serious crime." (Br i t i sh  Medical Association 1984:12). 

T h i r d l y ,  i n  what way may c i v i l  u n r e s t  a f f e c t

conf ident ia l i ty?  

As a resu l t  of the violence which escalated in various 

parts of  the country from 1984, a State of  Emergency was 

declared in the Republic of  South Afr i ca  on 12 June 1986. 

This was renewed annually on three occasions and was only 

l i f t e d  in 1990. This gave wide-ranging powers to members 

o f  the po 1 ice force whose p r i o r i t i e s  for  law enforcement

were often in c o n f l i c t  with the p r i o r i t i e s  o f  health

p r o f e s s i o n a l s  f o r  treatment. An example of  t h i s  was 

reported in an ed i tor i  a 1 in the American Journa 1 o f  Pub 1 i c

Health re lat ing  to an incident that occurred at a c l i n i c  in

Alexandra township outside Johannesburg in 1986. By force

of  intimidation the police obtained the medical records o f

over 300 patients in order to get the names o f  gunshot
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victims. The records were returned within two hours and so 

i t  i s  more l i k e l y  that the purpose was to intimidate the 

hea 1th care workers than to obtain details of the 1 arge 

number of gunshot victims. 

The Geneva Protocols I & I I  signed in 1977, to which South

Africa was not a signatory, are additional to the Geneva 

Conventions I - IV of 1949, and apply to international and 

non-international armed confl ict  respectively. Chapter 16 

(Protocol I )  and Chapter 10 (Protocol I I )  refer to the 

protect ion of medical personnel and share the same 

Paragraphs 1 & 2: 

" l .  Under no circumstance shal l  any person be 
punished for  carrying out medical act iv i t ies  
compatible with medical ethics, regardless of the 
person benefitting therefrom. 

"2. Persons engaged in medical act iv i t ies  shall not 
be compelled to perform acts or to carry out work 
contrary to the rules of medical ethics or to 
other ru les  designed for the benefit of the 
wounded and sick or to the provisions of the 
Conventions or of this Protocol , or to refrain 
from performing acts or carry ing out work 
required by those rules and provisions." 
(Marriott 1978 : 571). 

These give very clear directions to those involved in 

health care regarding their obligations to those requiring 

their attention. They also give notice to law enforcement 

agencies that hea 1th care workers have an i nternat i ona l l  y 

acknowledged r e s p o n s i b i l i t y  to t h e i r  pat ients ,  and 

therefore the support of i nternat i ona l law in carrying out 

these responsibi l it ies.  
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Paragraphs 3 and 4 of Protocol I I  (non-international armed 

c o n f l i c t )  r e f e r  s p e c i f i c a l l y  to the protection of 

information. 

Paragraph 4 has particular significance as i t  refers to "no 

person engaged in medical act iv i t ies" .  This would include 

a l l  subprofessional nurses (who in many cases form the 

backbone of the service in the community, e.g. MOUs) a l l  

anci l lary workers, c lerical  staff ,  etc. and would mean that 

none of them could be penalised for refusing to give 

information. I t  i s  worth noting that paragraph 3 (Protocol 

I - International Conflict) from which these two paragraphs 

arose, includes the provisions: 

"[information could be withheld i f ] ,  in his 
opinion, [disclosure could] be harmful to the 
patients concerned or for their families" (my 
e m p h a s i s ) ;  and " R e g u l a t i o n s  f o r  the 
comp u l s or y not i f i cat i on of co mm u n i cab l e 
d i s e a s e  s h a l l ,  however, be respected." 
(Marriott 1978 : 571). 

However, although one might use these as guidelines, the 

words "subject to national law" in Protocol I I  would render 

these paragraphs impotent in the face of the Emergency 

Regulations (RSA Regulation Gazette,· 1985) even i f  South 

Africa was a signatory to these Protocols. 

The Declaration of Havana, of which MASA i s  a signatory, 

sets out rules and regulations covering the care of the 

s ick  and wounded in times of confl ict:  

Regulation 4 "In emergencies the physician must always give 

the required care impart ia l ly  and without 
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c o n s i d e r a t i o n  o f  sex,  race ,  n a t i o n a l i t y ,  

re l ig ion,  p o l i t i c a l  a f f i l i a t i o n  or any other 

s imi lar  cr i ter ion.  Such medical assistance 

must be continued as long as necessary and 

practicable." 

Regulation 5 "Medical conf ident ia l i ty  must be preserved by 

t h e  p h y s i c i a n  i n  the p r a c t i c e  o f  h i s  

profession." 

Rule 2.3 "The f u l f i l m e n t  o f  medica l  d u t i e s  and 

res pons i b i l  i t  i es sha 11 in no circumstances be 

considered an offence. The physician must 

never be prosecuted for  observing professional 

secrecy." 

(Medical Association of  South Af r i ca  1984:33) 

An area of  confusion i s  that of the reporting of  a l l  

gunshot (or s imi lar)  wounds to the pol ice.  South African 

law does not require t h i s ,  but the requirements o f  common 

law must be acknowledged. I f  i t  i s  believed that an 

individual who has received a gunshot wound in a c o n f l i c t  

s i tuat ion has committed an offence, then the withholding of  

t h i s  information may incriminate the treating professional 

as an accessory after  the fact  (Gluckman, 1985). Although 

i t  may seem from the h i s t o r y ,  taken by the health 

pract i t ioner,  that no offence had been committed, i t  may be 

extremely d i f f i c u l t  during a period of  c i v i l  unrest (and 

dur ing  a State of  Emergency) to determine whether the 

patient i s  an innocent victim of  unrest or a criminal who 

has committed armed robbery or murder under cover o f  the 
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prevai l ing confusion. I t  should be borne in mind that 

i n d i v i d u a l s  may sustain gunshot wounds as a resu l t  of  

security force action (Ouflou, 1986), and disclosure of  

information regarding such wounds would resu l t  in suspicion 

that the patient may have been engaged in an a c t i v i t y  o f  an 

unlawful nature. For t h i s  reason many people requiring 

treatment may be reluctant to seek assistance from the 

formal health service for fear of  being detained as pol ice 

have often detained peop 1 e who report to hea 1th services 

with gunshot wounds (Yach, 1988). 

Disclosure of  information which i s  received in the course 

of  one's professional a c t i v i t i e s  i s  a serious breech of  

t rust  between patient and health professional.  I t  i s  t h i s  

t rust  which undergirds the relationship between patient and 

professional and any breeches of t h i s  t rust  should be made 

only in exceptional circumstances. To answer the question 

posed regarding the nature of conf ident ia l i ty  and in what 

circumstances, i f  any, i t  may be infringed, the ICN Code 

f o r  Nurses gives useful guidance: "The nurse holds in 

conf idence personal information and uses judgement in 

s h a r i n g  t h i s  information" (my emphasis) (ICN, 1973). 

Therefore a good understanding of  the bases of  ethical  

thought,  and the a b i l i t y  to apply them in the local  

s i t u a t i o n ,  enables an individual to make a responsible 

d e c i s i o n  w i t h i n  a considered framework rather than an 

arb i t rary  one in a c ircumstantial ly  biased context. 

Non-maleficence - the pr inc ip le  of  not i n f l i c t i n g  e v i l  or 
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harm - has specific application for nurses working in a 

cl imate of c i v i l  s t r i f e .  This moral principle i s  a 

corollary of the principle of beneficence, which includes 

the prevention of evil or harm, the removal of evil  or 

harm, and the promotion of good. I t  i s  the nurse's task to

weigh the r i s k s  and benefits accruing from these two 

principles when determining her course of action. 

When one considers the powers of the police under security 

l e g i s l a t i o n  in South A f r i c a ,  a potential conf l ict  of

interests  a r i s e s ,  e .g .  A senior commissioned police

o f f i c e r ,  who has reasonable grounds for suspecting the

presence of an individual thought to have committed a

serious offence in terms of the Internal Security Act, i s

empowered to enter any premises at any time and arrest that

individual (RSA Statute, 1982). This includes a c l i n i c ,

operating theatre and casualty. Therefore, a policeman may 

remove a patient from direct hea 1th care and to prevent

this  would entail breaking the law.

Gluckman, in an editorial in the South African Medical 

Journal, suggested that a physician could protest in the 

strongest terms against such removal, and that should 

removal occur, a letter of referral should be addressed to 

the D i s t r i c t  Surgeon d e t a i l i n g  care given and the 

intentions for further care (Gluckman, 1985). In th is  way 

h e a l t h  care  i s  r e s p o n s i b l y  transferred to another 

professional  practitioner who wi l l  have access to the 

patient. Although the editorial i s  written for medical 
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practitioners, such actions would be entirely appropriate 

f o r  nu r s ing  personnel confronted with a comparable 

situation. 

The principle of just ice requires that equals be treated 

equally. Concepts of neutrality and impartiality would 

flow from this  principle. Practically this  would deny 

support to any form of discr iminat ion - r e l i g i o u s ,  

pol i t ica l ,  racial ,  economic etc. 

This sentiment i s  contained in various nursing codes 

(SANA-Vlok, 1983; ICN, 1973; RCN, 1976; ANA, 1976), but the 

focus is  usually the individual. I t  i s  vital that  nurses 

recognise t h a t  i f  an individual ,  by virtue of being 

classif ied as a member of a particular group (as is  the 

case in South Africa with the Population Registration Act) 

is  prevented from equal a cess to resources that  influence 

health, e.g. water, sanitation, food, finance, education, 

health care, that individual is being denied the right to 

be treated with just ice.  

The withdrawal of health and ancillary services as a method 

of exerting control has been discussed in Chapter 2.1. I t  

i s  the re fore  necessary for health service managers to 

question rigorously and carefully the need for withdrawing 

services l e s t  they breech this  moral principle of jus t ice .  

Although i t  may be d i f f icu l t  to be pol i t ica l ly  unbiased, 

nurses should s t r i v e  to  promote an understanding of 
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impartiality. There have been very disturbing reports of 

violations of neutrality of medical institutions from El 

Salvador (Publ ic  Health Commission, 1981). Since the 

adoption of the Geneva Conventions, doctors and nurses as 

well as the s i c k  and wounded have been regarded as 

neutrals. However, the Public Health Commission to El 

Salvador reports that: "traditional protection has been 

increasingly ignored as military and para-military gangs 

have assassinated, tortured and threatened hea 1th workers 

. . . . . mil itary and para-military personnel have f lagrantly 

entered h o s p i t a l s  and shot down patients  in cold 

blood . . . . .  Consequently health workers have been afraid to 

render services to patients who are or could be considered 

'oppositionists' ,  and inevitably this  has resulted in some 

pat ients  requir ing surgica l  or medical attention not 

receiving i t"  (Public Health Commission 1981 : 329-33). 

I f  a climate of c i v i l  s t r i fe  continues in South Africa and 

i f  the State of Eme.rgency i s  extended, th is  ghastly 

scenario may be one that nurses in this  country wi 11 have 

to face. To maintain their integrity and to be loyal to 

their pledge of service, they must be adequately prepared 

to manage such a situation, and they need the strong 

support of t h e i r  professional coJleagues and employing 

authorities (see Chapters 6.2 and 7.2). 

When considering the second qualif ication of duty to one's 

patient, i . e .  "the nurse should participate and share with 

other c i t i z e n s  the r e s p o n s i b i l i t y  for  in i t ia t ing  and 
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supporting action to meet hea 1th and social  needs" ( ICN, 

1973), i t  i s  cl  ear that nurses must confront the broader 

nature of  the i r  commitment to health. This does not only 

refer  to local ised i n i t i a t i v e s  in community health, but 

embraces i s s u e s  that  may impinge on the health o f  a 

community or nation. This i s  endorsed in the Code for  

Nurses prepared by the American Nurses' Association "The 

nurse collaborates with members of the hea 1th professions 

and other c i t i zens  in promoting community and national 

ef forts  to meet the health needs of  the public" (ANA, 

1976). The Royal College of Nursing Code of  Professional 

Conduct (1976) addresses t h i s  as i t  states that nurses as 

c i t i z e n s  and as private individuals should "act ive ly  

pursue those moral values to which the i r  profession i s  

committed namely . . . .  parity  of treatment and the pursuit 

of  health". This implies that nurses should be concerned 

with p o l i t i c a l  and social issues par t i cu lar ly  when these 

are relevant to the prevention of disease or the del ivery  

of  health care. 

F i r s t l y ,  the antecedents of  armed c o n f l i c t  are social  

disease and disruption which ultimately lead to loss  o f  

l i f e .  Such a climate undermines the noble aspirations o f

heal th  p r o f e s s i o n a l s ,  p a r t i c u l a r l y  nurses. Healthier

conditions of  l i f e  are delayed or deteriorate (espec ia l ly  

in developing communities), and advances in practice and 

research are impeded. (Lancet 1952 : 258) 

Secondly, i t  i s  c lear  from McEwan's discussion on areas o f  
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morality, i . e .  personal, social,  professional, that there 

i s  an interre lat ionsh ip  between these (McEwan, 1973). 

Therefore, i t  i s  not possible to endorse the sentiment 

expressed in a letter to the South African Medical Journal, 

"medical ethics has to do with the circumscribed situation 

in which an individual chooses to seek our professional 

advice and trusts us to do a good job" (Shulman, 1982). 

This appears to be a narrow interpretation and ignores 

one's responsibil it ies for health. 

Another view i s  that of Cousins who recognises the apathy 

of  the professional when individual or social morality 

supercedes professional morality and moral judgement i s  

suspended, when the term "national security" i s  invoked - a 

common phrase in South Africa today. He comments further 

that the training of physicians "should make them highly 

responsive to a l l  questions involving public health and 

safety"; and " i f  physicians are to regard themselves as a 

v i t a l  part of the l i fe-sustaining process and not as 

mechanical attendants on an assembly b e l t  o f  human 

breakdown, can they avoid moral decisions with implications 

for the health of the total community?" (Cousins, 1979 : 

271-12). These comments are equally pertinent for a l l  

nurses. 

There are various ways in which nurses may pursue this  

commitment. I t  may be to press for implementation of key 

s t r a t e g i e s  for  health as i d e n t i f i e d  in the Alma-Ata 

Declaration of 1978 i . e .  GOBI - FFF (Growth monitoring, 
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O r a l  r e h y d r a t i o n ,  Breast feeding,  Immunization, Food 

supplementation, Family spacing, Female l i t e r a c y ) ,  or to 

campaign a c t i v e l y  f o r  peace and use negotiation and 

mediating s k i l l s  at community leve l .  This need not, indeed 

should not, be ident i f iable  as a p o l i t i c a l  a f f i l i a t i o n ,  but 

commitment to the promotion o f  health in i t s  widest

context. 

I t  i s  not easy to do t h i s  in i so 1 at ion and therefore the 

conduct o f  the profess ional  association i s  c r i t i c a l l y  

important. 

6.2 Role of  the Profession 

When appraising the role of the profession during times of  

c i v i l  unrest, i t  i s  necessary f i r s t  to consider what i s  

cent ra 1 to nursing. The emphasis on practice has changed 

and deve 1 oped dramatically s i nee the turn of  the century 

(Gabrielson, 1976; Co l l ins ,  1981) and although the role o f  

the nurse d i f f e r s  according to the patient sett ing,  the 

e s s e n t i a l  element o f  c a r i n g  has always been present. 

Indeed the role of  the nurse must always be c lose ly  related 

to the needs of  the patients. 

In 1922 the President of  the American Nurses' Association 

(ANA), C l a r a  Noyes observed: " . . .  The work o f  nursing 

touches the ch i ld  in the home and in the schoo 1 ; i t  i s  

concerned not only with the care of  the s i c k  in the home 

and ins t i tut ion ,  but i s  concerned with the great quest i ans 
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o f  c a u s a t i o n  and prevention o f  disease, and therefore

touches the work o f  other groups, the physic ian,  the

nut r i t  i ona 1 worker, the teacher, the soc i a 1 worker. I t s

i n t e r e s t s  a r e  i n t e r w o v e n  i n  t h e  v e r y  f a b r i c  o f

c i v i l i z a t i o n "  (Gabrielson 1976 : 270).

The role  o f  nursing in the health care system i s  v i t a l  and 

p a r t i c u l a r l y  so when nurses constitute the la rgest  cadre o f  

health professionals in South A f r i c a .  

Therefore the profession has major res pons i bi 1 i t  i es to the 

publ ic  and to i t s  members. These are recognised in law and 

upheld by the South Afr ican Nursing Council (SANC) which i s  

a statutory body in terms of  the Nursing Act No 50 o f  

1978. Of i t s  t h i r t y  members, at l e a s t  seventeen (57%), 

with  a possible maximum of  twenty-five (83%), must be 

registered nurses. The objects o f  the Counc i 1 include the 

promotion o f  hea l th  standards and the control o f  a l l  

matters a f fect ing  the education and pract ice  o f  nurses, as 

we l l  as a d v i s i n g  the Minister o f  National Health and 

Population Development on any · matter within the scope o f  

the Nursing Act (Government Gazette, 1978). Thus the South 

Afr ican Nursing Council i s  c l e a r l y  a part ic ipant  in the 

management, education and human resources subsystems o f  the 

health care system in the Intersystems Conceptual Framework 

proposed in Chapter 2.2,  as well as having a r e s p o n s i b i l i t y  

f o r  input into the external environment. 

I t  was, therefore, most appropriate that the SANC prepared 
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a policy document entitled "A nurses' responsibil ity in 

c o n f l i c t  situations" (SANC, 1988a) (Appendix F). The 

following point i s  clearly made " the nurse must 

maintain a position of trust and impartiality and at a l l  

times have respect for the rights of the patient. The 

protection of the rights of a patient i s  inextricably 

linked to the duties and responsibility of the nurse to 

such a patient." 

I f  i t  i s  accepted that situations arising from c i v i l  unrest 

do not contribute to a healthy environment, the profession 

should use a l l  means at i t s  disposal to prevent or minimise 

the impact of these. 

As has been described before, the impact of c i v i l  unrest 

may be ·diffuse, i l l -defined and sporadic, and in some 

regions, e.g. Pietermaritzburg and Western Cape, i t  i s  

approaching a chronic scenario. In promoting health, the 

community nurse pays attention to the dynamics in families 

and communities. When the community i s  exposed to c i v i l  

unrest,  widespread s o c i a l •  pathology i s  evident, e.g. 

families fragmented through detention and death, escalating 

fear of gatherings even i f  these be for scholars at schools 

or adults attending community centres, increasing distrust 

of friends, strangers and those in uniform. 

I f  nurses are to f u l f i l  their obligation to the community, 

i . e .  to prevent i l lness ,  to restore health, to al leviate 

suffering and to promote hea 1th, they cannot afford to be 
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g u i l t y  of  the charge that "apartheid means separate 

development for South Afr ica's  race and applies in f u l l  to 

nursing" (Watson, 1986 : 18). 

How then should the nursing profession respond to a 

s i tuat ion  in which i t  i s  unable to offer i t s  optimal 

service? 

F i r s t l y  i t  i s  acknowledged that nurses' scope in hea 1th 

care i s  being limited because services are being curtailed 

due to the nursing shortage in South Africa at present. 

There are many reasons for this ,  which are beyond the scope 

of this  dissertation, but the profession has to address 

those aspects affecting recruitment and retention, i f  i t s  

aim i s  to offer an optimal service. 

Secondly, nurses must realise that dee i s  ions regarding the 

distribution of health care f a c i l i t i e s  involves pol i t i ca l  

thought and decisions.  In South Africa,  the medical 

profession i s  regarded as being the powerful health 

profession as i t  dominates policy-making, administration 

and research while nursing, which forms the backbone of 

health services, i s  regarded as occupying a subservient 

role. This i s  understandable when nursing in South Africa 

i s  seldom seen to take the in i t ia t ive  in matters relating 

to heal th, but rather i s  seen to defend or react to 

situations. 

In the matter of health care those most in need have the 
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1 east power to effect the necessary changes. Therefore, 

nurses must develop ab i l i t ies  in the c r i t i c a l  analysis of 

present day health service problems (Schrock, 1977), be 

sensitive to consumer needs and demands for hea 1th care, 

and be active in conducting research in these areas. 

The nursing profession has an exemplary model for this  

a c t i o n  i n  t h a t  e a r l y  n u r s i n g  p i o n e e r ,  F l o r e n c e  

Nightingale. During her sojourn at Scutari during the 

Crimean War, she had to overcome great resistance from the 

mil itary authorities. They resented the fact that her 

authority was independent of the armed services, that she 

was a c i v i l i a n ,  and that she was a woman (Donahue, 1985). 

She was i mmorta 1 i zed by Longfe 11 ow as the "Lady with a 

Lamp" in h is  poem "Santa Filomena" written in 1857 

( Longfe 11 ow), but i t  was her use of data that 1 ed to major 

reforms in mil itary and c i v i l i a n  hospitals. Cohen 1 auds 

her as "a pioneer in the use of social s t a t i s t i c s  and in 

t h e i r  graphical representation" (Cohen, 1984 98) and 

these were her strongest arguments to the policy makers and 

administrators which led to the massive reform in Br i t ish 

health care in the second half of the nineteenth century. 

Thirdly, the profession must recognise the need for i t  to 

be viewed as non-discriminatory and committed to the health 

of a 11 , and then must encourage nurses to promote th is  in 

a l l  interactions. In this  regard, the suggestions of two 

respondents to the questionnaire are very pertinent: 
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"To continue my service whether during the 
unrest and to work with the public so as to 
show teach (s ic)  the public that our duty i s  
to treat enemy and friend." 
11 Build a good rel at i onsh i p between you and 
the community by providing a good service. 
Always treat people with respect. Try to 
solve problems in a professional way. Stay 
open during c r i s i s . "  

Nurses need to be regarded and trusted as universal carers 

giving preference to no one. Although this  identif ication 

wi l l  not come overnight, nurses need to promote this  role 

actively and ensure that their behaviour as residents and 

care-givers in a community i s  consistent with th is .  

Therefore, the undertaking of the nursing profession during 

times of c i v i l  violence i s  twofold: 

1) to the profession

- in setting and maintaining standards of practice

appropriate to a society experiencing pol i t i ca l

change 

- in developing standards of education to meet these

requirements

- in offering guidelines for practice

2) to the public

in working for  equal i ty  in a c c e s s i b i l i t y  and 

standards of health care for a l l  

- in nurturing an attitude of impartiality

- in equipping the profession to intervene or react

appropriately to the health needs which arise from 

c i v i l  unrest.
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There is a need for nurses to achieve a greater 

understanding of the social, economic and political context 

in which nursing operates (Schrock, 1977). Nurses must be 

equal to the accolade of Dorothy Cornelius who in her 

presidential address to the ICN in 1970 stated: "Nursing is 

the conscience of the health care system. Through the 

years nursing has taken leadership among the professions to 

secure the rights of human beings to receive adequate 

health care. Many times nursing has stood alone to support 

the principle that health care is a right not a privilege" 

(Gabrielson, 1976 : 271). 

That should be the goal of the profession even in times of 

civil unrest. 
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CHAPTER 7 RECOMMENDATIONS 

The recommendations wil l  be discussed under the broad categories 

o f  management, education, the role of  the professional

association and the direction for future research.

7.1 Management 

Taking into account the endemic nature of c i v i l  violence in 

many areas of South A f r i c a ,  people charged with the 

responsibil ity of managing health services must identify 

i t s  impact, or potential impact, on t h e i r  serv i ce .  

Escalation of violence may be rapid and unpredictable and 

so those with the respons ib i l i t y  for administering a 

service must be prepared to act within both an immediate 

and a long-term time frame. 

The lntersystems conceptual framework discussed in Chapter 

2.2 highlights the relationships between the Individual's 

system and that of the Health Care system, as well as the 

external factors impacting on· these. I t  can be seen that 

management as a subsystem of Health Care has a close direct 

relationship with human and non-human resources as well as 

education. 

As a result of the situation experienced in the greater 

Cape Town area the following recommendations are made: 
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7.1.1 Immediate arrangements 

Immediate arrangements need to be made for nursing 

staff during times of conflict. In addition the 

security of hea 1th service resources, e.g. property 

and equipment, must be considered and maintained. 

An obvious omission in this set of priorities is 

that of the needs of patients. This is deliberate 

because the following discussion highlights the 

decisions facing nursing staff, one subject being 

safety, which includes that of patients. Other 

aspects affecting the patients' access to health 

care are discussed in Chapter 7.1.2. 

7.1.1.1 Human Resources 

From the responses given by nurses from 

various areas there can be no single plan 

that will be universally acceptable. 

Therefore close consultation with each 

group of nurses must be carried out to 

formulate the most appropriate measures. 

Factors that need to be considered include: 

Identification. It may be desirable in some 

areas for nurses to travel to and from work 

in civilian clothes while in other areas a 

nurses' uniform may_ afford more protection. 
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Transport. Transport in these loca l i t ies  i s  

often unreliable, even during periods of 

calm. The nurses, however, displayed 

resourcefulness in getting to work, often 

incurring great expense by using tax is .  

During periods of c i v i l  disruption i t  may 

be helpful to have certain "pick-up points" 

from where staf f  could be transported to 

work. The type of transport provided would 

have to be negotiated because in some areas 

a prov i n c i al author i t y c a r  may have 

untroubled access whereas in other areas i t  

might be the target of violence. 

A n o t h e r  s u g g e s t i o n  which  o c c u r r e d  

frequently and should be considered in 

r e l a t i o n  to  t r a n s p o r t a t i o n ,  i s  the 

adv ant age of working close to home. In 

such a period of unrest a co-ordinating 

group could authorize nursing personnel to 

report to the nearest c l i n i c  or hospital. 

From there they could be ut i l i zed wherever 

their service was required. 

Security. Most of the concerns regarding 

secur i ty  were expressed in relation to 

travel l ing to and from work. Decisions 

regarding security precautions at work need 
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to be devo 1 ved to the 1 oca 1 1 eve 1 . Such 

d e c i s i o n s  could be made by consultation 

between the s i s t e r - i n - c h a r g e  and senior 

medical o f f i cer .  

Compensation. A number of  s t a f f  appeared 

to have been working under great s tress .  

Financial compensation would be appropriate 

when extra duties have been necessary. In 

addition i t  i s  important that these s t a f f  

be compensated for t i  me. They need to be 

withdrawn from the  s t r e s s f u l  working 

environment, e s p e c i a l l y  when the unrest 

assumes a chronic rather than an acute 

n a t u r e ,  so t h a t  u l t i m a t e l y  they can 

continue to work over a 1 onger period of  

time. 

7.1.1.2 Non-human Resources 

S e c u r i t y  o f  health service property and 

equipment s·hould be ensured f o l l o w i n g  

ca r e  fu  1 advance p 1 ann i ng ( see Chapter 

7 .1 .2 .2) .  

7.1.2 Advance Planning 

Management practices have shifted from being r i g i d  

and authoritarian in nature, to being more f l e x i b l e  
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and consul ta t ive  with various l eve l s  within an 

organisation's structure. In South African ·society, 

where t h e  d i s e n f r a n c h i s e d  are stamping t h e i r

authority on many situations particularly in the work 

pl ace and where mass support has often attracted the 

a t t en t ion  of securi ty forces as a resul t  of or 

r e s u l t i n g  in  v i o l e n t  c l a s h e s ,  i t  would be 

particularly appropriate for the top management of 

h e a l t h  services  to  consult  c lose ly  with those 

i n t e r f a c i n g  d i r e c t l y  w i t h  t h e  v i o l e n c e .  

Co-operation, support and creative strategies for 

functioning in disturbed circumstances can be gained 

by building a strong two-way communication and 

decision-making process r a the r  than ut i l iz ing a 

passive top-down system of management. 

This could be strengthened further by establishing 

community l i a i son commit tees for each hea 1th cent re.  

Their functions could include c r i s i s  intervention 

co-ordination and they could be valuable in building 

a close relationship with the community. This could 

result  in the positive identification of that  centre 

as "belonging" to the community which, in the long 

term, might have a positive imp act on the hea 1th of 

that community. The need for a strong commitment to,  

and a closer relationship with, the community they 

serve was highlighted by a number of nurses in the 

survey, when they were invited to make comments 

(Appendix D). 
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· The Intersystems Framework proposed in

Chapter 2. 2 acknowledges the imp act of the

l o c a l  community ( internal  environment

system) on the hea 1th care system, and a

co-operative relationship would enhance the

functioning of both systems.

7.1.2.1 C l in ic  Staff  Development 

C l in ic  staf f  who form part of the human 

resources subsystem need to be ut i l i zed in 

the most eff ic ient way. A number appeared 

to be i 11-prepared to deal with the range 

of care and responsibil ity required in such 

a c r i s i s  s i tuat ion .  Recognizing that 

during periods of c i v i l  violence nursing 

personnel may feel vulnerable and be 

expected to perform duties beyond their  

normal s.cope, and perhaps capabil ity,  i t  i s  

n e c e s s a r y  t h a t  a p p r o p r i a t e  s t a f f  

preparation, training and development be a 

j o i n t  p r i o r i t y  f o r  c l i n i c  s t a f f  and 

management. 

Inservice Training 

Recognizing the existing fragmentation of 

s e r v i c e s  due to the r e p l i c a t i o n  o f  

p o l i t i c a l  structures,  and the increased 
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specialization within the services, nurses 

need to be exposed to new trends in nursing 

and have regu lar  updating of  current 

practices. Nurses wi 11 be able to identify 

areas in which they r e q u i r e  further  

teaching. I t  i s  obvious from the data that 

any programme should include f i r s t  aid, 

resuscitation and suturing. This would not 

be as cruci a 1 for the Day Hos pi ta 1 Staf f  

who already of fer  a casualty  serv ice .  

However, i t  might be useful for these 

n u r s e s  to have a midwifery  update, 

p a r t i c u l a r l y  f o r  those situations which 

require emergency care. 

Stress Management 

There are a number o f  f a c t o r s  that  

contribute to the stressful situation in 

which nurses find themselves, one of which 

i s  the p r e v a i l i n g  n u r s i n g  shortage.  

Another major problem i s  c lear ly  identified 

by the I ntersystems Framework. The nurse 

as a member of a subsystem of the hea 1th 

care system should not become completely a 

p a r t  o f  the c l i e n t  system. In h i s  

discussion of intersystem analysis, Chin 

states that the change agent, e.g. nurse, 

must remain separate to some extent, create 
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and maintain some distance between herself 

and the c l i e n t ,  thus standing apart in 

another system from which she re-relates 

(Chin, 1980 : 27). 

However, as the nurse i s  often a member of 

the community in which she works she also 

occupies  the place of  the indiv idual  

s y s t e m .  T h i s  may l e a d  t o  r o l e  

identification problems between herself and 

the internal environment system e.g. her 

professional role as a universal carer and 

her individual/civi l ian role with a certain 

pol i t ical  a f f i l i a t ion .  This may result in 

tension, particularly within her psycho-

e m o t i o n a l ,  s o c i a l  and s p i r i t u a l  

subsystems. The addit ional  s t r e s s  of 

d i f f e r e n t  demands and increased workload 

due to c i v i l  violence compounds t h i s  

situation. This may lead to "burn out" 

which would also include effects of a 

physical nature. 

T h i s  breakdown i n ·  the h e a l t h  o f  an 

individual who, as a nurse, also occupies a 

place in the human resource subsystem of 

the health care system, wi l l  impact on the 

health care system. The nurse impacts on 

the Intersystems not only as a careseeker 
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vi a the heal th demand connective, but al so 

by withdrawing as a caregiver. This wi l l  

have implications on the human resources 

and management subsystems. I t  i s  therefore 

essential  that nurses are ass i s ted  in 

acquiring necessary stress reduction and 

management s k i l l s .  They should be 

encouraged to form support groups which 

would enable them to evaluate  t h e i r  

experiences and to plan alternative ways of 

managing future situations. 

Management S k i l l s  

Although many nurses were satisf ied with 

decis ions taken by management on their 

behalf, e.g. to close the service, senior 

nursing s t a f f  expressed reservations 

"authorities should be f lex ib le" ,  and "you 

should be treated as adults and not ordered 

about by people not aware of the situation 

you are in". 

Although the senior c l i n i c  s ta f f  wi l l  be 

aware of the situation in their area, they 

may not have access to other information 

t h a t  m i g h t  i n f l u e n c e  r e s p o n s i b l e  

d e c i s i o n - m a k i n g .  E q u a l l y  those i n  

management may not have insight into the 
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l o c a l  s i tuat ion,  e.g.  "nobody interferes

with the Day Hospital because they know 

they got help from t h i s  c l i n i c . "  (Guguletu 

- Appendix D).

I t  i s  suggested that the senior s t a f f  at 

c l i n i c s  be given more scope for  exercis ing 

t h e i r  l e a d e r s h i p .  However, d e c i s i o n s  

cannot be made in a vacuum. I t  would, 

therefore, be appropriate for  these s t a f f  

members to have t r a i n i n g  in management 

s k i l l s  spec i f i c  to t h e i r  needs. In addition 

protoco ls  f o r  dec is ion-making  could be 

negotiated and agreed upon by s t a f f  and 

management. This would lead to responsible 

and supported decisions being made during 

c r i t i c a l  t i m e s  when t h e  e s t a b l i s h e d  

a u t h o r i t i e s  are unable to a s s e s s  the 

s ituation personally. This i s  p a r t i c u l a r l y  

p e r t i n e n t  when one r e c  a 11 s t h a t  the 

telephone service was one a n c i l l a r y  service 

adversely affected during 1986 (Table 6 ) .  

Communication S k i l l s  

Not only i s  i t  important that c l i n i c  s t a f f  

be able to communicate adequately with 

those responsible for  the management o f  

t h e i r  s e r v i c e ,  but i t  i s  even more 
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important that they be able to communicate 

s k i l l f u l l y  with patients and the wider 

community. The not unlikely situation of 

r ival  groups being confronted by each other 

in a c l i n i c  (Public Health Commission to El 

Salvador 1981:329) would require strong and 

competent negotiating s k i l l s  on the part of 

nursing staff .  I t  would be valuable for 

nurses to be equipped with c o n f l i c t  

resolution and formal mediation s k i l l s .  

These could be incorporated into the 

in-service training programme, so that over 

a period of time, a l l  nurses would have an 

opportunity to learn these s k i l l s .  

Community Support 

In the long-term i t  would be desirable for 

the nurses to have uni versa 1 acceptance in 

the communities they serve. Effective 

communication in therapeutic situations, as 

well as wider education for  involv ing 

people in the. care of their families, wi l l  

be key to attaining this  goal. 

"Patients and relatives should be educated 

as how to ( s i c )  care  f o r  the s i c k "  

(Appendix D). This comment from a nurse at 

Mitche 11 ' s  Plain i s  most perceptive. Many 
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.families could cope well with nursing i l l  or 

infirm relatives at home i f  they were given 

adequate guidance and were confident of 

receiving help when i t  was required. This 

approach could lead to empowering the 

community to participate in the care of the 

i 11 and lead to truly "community-based" care 

rather than the present system which i s  more 

"non-hospital based" care. 

I t  i s  nearly a century since L i l l i a n  Wald 

wrote "nurses have an organic relationship 

with the neighbourhood - in no sense i s  

nursing an isolated undertaking" (Bergman, 

1984 28). Nurses must demonstrate that 

t h i s  i s  true. This refers not only to 

curative care but al so to the role of the 

n u r s e  as d i s e a s e  p r e v e n t e r ,  e . g .  

immunization service, and health promoter. 

This  i s  not r e a d i l y  appreciated by the 

public. 

I n t h e s am e. way a s t h e n u r s  e has a 

r e s p o n s i b i l i t y  to promote health,  the 

community should have the responsibil ity for 

i t s  own healthy l i v ing  practices. This 

cannot al ways be done in i sol at ion as the 

provision of certa in  services which are 

necessary for the achievement of a healthy 
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environment e.g. refuse removal, provision 

o f  w a t e r ,  a r e  dependent  on l o c a l

author i t ies .  However, one of the major

points of the Alma Ata declaration of 1978 

i s  that "people have the right and duty to

p a r t i c i p a t e  i n  t h e  p l a n n i n g  and

implementation o f  t h e i r  h e a l t h  care"

(Bergman, 1984 28). Nurses are in the

ideal position to promote this  idea and to

encourage community participation in health

care.

Time invested by nurses in the community in 

such a c t i o n s  could prove to be very 

worthwhile. 

7.1.2.2 Management Responsibilities 

Human Resources 

I t  i s  clear from the foregoing discussion 

that  there are various areas in which 

community nurses need to develop s k i l l s .  

Some aspects translate into action mainly in 

the community situation while others, e.g. 

inserv ice  training and management s k i l l s ,  

should be effected in conjunction with those 

holding authority in the health service. 
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The nature of the management, therefore, 

merits attention. I t  i s  suggested that the 

following functions are key - those of 

in i t iator ,  fac i l i tator  and even creator. 

I n i t i a t i o n  of new systems, e.g. type of 

management structure, involvement of senior 

c l i n i c  staff  in policy and decision making. 

Init iat ion of staf f  development programmes 

where these do not exist.  

Faci l itation of s taf f  functioning during the 

orientation phase of new systems. 

C r e a t i o n  o f  o p p o r t u n i t i e s ,  e . g .  

communication s k i l l s  workshops. 

C r e a t i o n  o f  posts  where s t a f f i n g  i s  

inadequate or creation of a reserve of s t a f f  

who c o u l d  be u t i l i z e d  in emergency 

situations. 

Non-human Resources 

When h e a l t h  c e n t r e s  a r e  p l a n n e d ,  

consideration should be given to what might 

be required in a situation of c i v i l  s t r i f e .  

Additional accommodation may be needed and 

so advance planning for appropriating other 

buildings or extending existing f a c i l i t i e s ,  

e .g .  by using awnings, should be made. 

Attention to the incendiary capacity of the
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accommodation i s  important - one nurse 

s u g g e s t e d  t h a t  as her c l i n i c  was a 

pre-fabricated building i t  constituted a 

f i r e  hazard. 

As the scope of care required may be very 

different from the usual fun ct i ans performed 

at a particular centre, certain equipment 

and stock, e.g. f i r s t  aid and resuscitation 

packs, would be necessary. These could be 

stored at v a r i o u s  key areas and made 

available to the most appropriate location. 

I t  appears t h a t  d i s a s t e r  planning i s  

non-existent in some centres. Formulation 

of such pl ans by the s taf f  would need to 

take account of local s ituat i ans e.g. size 

of c l i n i c ,  structure of building - pre-fab 

( f i r e  hazard) or brick - s ta f f  complement, 

access  routes,  the need for  emergency 

r e s o u r c e s  a n t i c i p a t e d ,  communication 

systems. I t  would also be valuable for 

s taf f  of neighbouring c l i n i c s  who work in 

d i f f e r e n t  serv ices ,  to be involved in 

co-ordinating their proposals so that the 

most effective use could be made of a l l  

resources available. Ultimately these plans 

should form p a r t  o f  a Peninsula-wide 

co-ordinated disaster plan. 
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Part of d isaster  planning would have to 

include an understanding of the concept of 

t r i a g e ,  and an a p p r e c i a t i o n  o f  the 

circumstances which would make this  concept 

a p p l i c a b l e ,  i . e .  when the demand on 

resources  o u t s t r i p s  t h e i r  a v a i l a b i l i t y  

(MacMahon, 1986). In the context of this  

study the constraints would probably occur 

in respect of personnel with various levels 

of s k i l l ,  equipment, treatment and ambulance 

transport. 

During major c i v i l  disruption communication 

i s  i n d i s p e n s a b l e  t o  a s s i s t  i n  

decis ion-making,  to seek ass istance or 

equipment, and to summon emergency services, 

e .g .  ambulance. In some areas the only 

means of communication was by telephone and 

t h i s  was cut  o f f .  A back-up system 

organised in connection with the post 

off ice,  or an alternative system, e.g. radio 

should be investigated. This system i s  now 

in place in ce,rtain centres. 

All  resources, whether material or human, 

are precious and therefore attention to 

s e c u r i t y  i s  important .  Nurses gave 

d i f fer ing  points of view as to how they 

would estab l i sh  secur i ty  (Appendix D). 
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This area would need sensitive negotiation 

between clinic staff, management, the police 

and security consultants. 

Health Service 

Arising from the nurses' survey, it is clear 

that it is difficult to continue rendering 

an efficient service during periods of civil 

disruption. It is also apparent from the 

hea 1th data and supporting information from 

the respective divisions of health, that the 

health needs of the affected communities 

changed. Definite trends have been 

identified showing that the disruption of 

one service does have effects on other 

services. 

Using established parameters for assessing 

the health of a community, one can determine 

the long-term and short-term needs. These 

can be categorized into those that are 

essential or _of primary importance and those 

that provide supplementary health benefits 

and are of secondary importance. The 

criteria for this categorization would be to 

take into account the possible long-term 

health and economic effects if a certain 

service was withheld. 
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I t  i s  suggested that immunization, family 

p l a n n i n g ,  TB screen ing  and fo l low-up 

treatment, screening of sexually transmitted 

d i s e a s e s  and f o l l o w - u p  treatment and 

maternal and child health services would be 

regarded as pr ior it ies  for hea 1th. I f  such 

programmes are curtailed the repercussions 

could be ev ident  i n t o  the succeeding 

generation. 

From the data presented in Chapters 4 .1 and 

4.2 and the ensuing discussion in Chapters 

5.1 and 5.2 i t  i s  clear which aspects of 

health care were adversely affected and thus 

specific strategies should be formulated to 

counteract these. 

T h i s  does not mean that the e x i s t i n g  

s e r v i c e s  f o r  these would n e c e s s a r i l y  

continue in the same manner as during 

periods of calm, but having established the 

p r i o r i t i e s  f o r  c a r e ,  one could  then 

accommodate a .service within the limitations 

of  ava i lab le  s t a f f  and resources. e.g. 

Mobile services such as those operated by 

SHAWCO could relieve the c l ient  load on some 

centres. Routine and non-pivotal services 

could be deflected from the centres during 

times of c r i s i s .  
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I t  i s  therefore recommended that, as 1 ong as 

respons ib i l i ty  for health care delivery i s  

vested in a number of d i f ferent  services 

within the same geographic area, the managers 

o f  s e r v i c e s  should judge the extent of

disruption of their own services and inform

colleagues of the possible implications on 

their services. Thus nursing service managers 

would be better able to plan to accommodate 

the altered pattern by allocating s ta f f  and 

resources rationally. 

Research 

Any service should collect data that wi l l  

f a c i l i t a t e  future planning by identifying 

health patterns. 

As has been highlighted in Chapter 2.1.3, 

Armenian suggests that in addition to the 

information usually collected for war-related 

research (Armenian, 1986), the fol lowing 

should be cons i.dered: active survei 11 ance of 

health conditions; disease control programmes; 

assessment of the ut i l i zat ion of services; and 

e f f o r t s  d i r e c t e d a t  t h e  l o n g - t e r m

i n s t i t u t i o n a l  development o f  epidemiologic 

systems where these e x i s t  within the war 

affected areas (Armenian, 1989). 
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7.1.3 Co-ordination Across Health Services 

Thus f a r  discussion has centred on strategies  for  

management within one hea 1th service authority.  To 

leave the argument at t h i s  point would be to beg the 

question. 

The number o f  authorit ies involved in providing 

health services in the Cape Peninsula i s  discussed 

in Chapter 1.2. Not only do some services o f f e r  

s imi lar  health care, e.g.  Cape Town C i t y  Council and 

Western Cape Regional Services Council,  but some 

services cut across the boundaries of  others, e .g .  

Peninsula Maternal and Neonatal Service covers areas 

served by the two local authorit ies named above. 

Such a myriad of  authorit ies i s  not only wasteful o f  

personnel and f inancial  resources, but al so cannot 

make r a t i o n a l  decisions for  the whole Peninsula 

because too many aspects of  care f a l l  outside t h e i r  

individual j u r i s d i c t i o n s .  At present there seems to 

be no pl an for  dealing with a huge human emergency 

of  the nature that a·ffected the greater Cape Town 

area in 1986. I t  i s  suggested that the time has 

arrived for  a l l  services to be co-ordinated in such 

a way as to maximise resources avai lable  to them 

during such an emergency. With reference to the 

Intersystems Framework discussed in Chapter 2.2,  the 

present s ituation could be represented with the four 
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e x i s t i n g  health services as components in the 

management subsystem. Unless these work together, 

enormous tension i s  generated within the management 

subsystem resulting in fragmentation in the health 

care system. 

"What i s  clear i s  that the historical layering of 

diffuse and fragmented structures has produced an 

enormously complex conglomeration of  health 

systems. I t  i s  now the conventional wisdom that 

this  complexity results in ineffective, wasteful and 

unjust delivery of health care." (de Beer, 1988:71). 

The exper iences  o f  nurses working in other 

strife-torn communities, e.g. Beirut, have suggested 

that optimum use of medical personnel and services 

has been made in West Beirut because of  the 

co-ordinating role played by the Christian Aid Team 

(Weir, 1982). 

De Beer outlines certain functions of co-ordination, 

namely: co-ordination between component parts; 

developing standards. and policies within an overall 

plan; ensuring the eff ic ient and effective use of 

limited resources; data collection and monitoring 

the functioning of the system (de Beer, 1988). 

I t  would seem logical for the nursing and medical 

managers of health services in the Cape Peninsula 
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and the Metro Emergency Service to form such a 

management group to plan f o r  co-ordinated health 

care in an emergency s i tuat ion.  There are a number 

o f  community o r g a n i s a t i o n s ,  e . g .  SHAWCO, SACLA

(South Afr ican Chr is t ian  Leadership Assembly); and 

pr ivate agencies, e .g .  St John Ambulance, St  Luke's

Hospice, The National Cancer Associat ion,  and the

South Afr ican Red Cross Society,  that emp 1 oy nurses

in the Peninsula and i t  would be helpful i f  these

organisations chose to be involved with t h i s  group.

Although the recommendations o f  t h i s  d i s s e r t a t i o n  

are focussed on the local  s i tuat ion ,  such functions 

are equal ly  appl icable f o r  a national health plan. 

I f  i t  i s  acknowledged that the best way o f  ensuring 

optimum health provision to a l l  res idents  in  the 

Cape P e n i n s u l a  during a time o f  c r i s i s  can be 

achieved through c o - o r d i n a t e d  a c t i o n ,  then why 

should t h i s  system be abandoned once the c r i t i c a l  

phase has passed? 

I t  i s  v i t a l  that the decis ions made f o r  long-term 

planning and actual .implementation are pert inent  to 

providing the best health serv ice  f o r  the needs that  

p r e s e n t  themselves a t  t h i s  t ime,  r a t h e r  than 

i d e a l i s t i c  in implementing a health p o l i c y  which 

takes no cognisance o f  extraordinary circumstances. 

Th is  i s  as pertinent at national level  as i t  i s  at  

the 1 oca 1 1 eve 1 . 
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In d iscuss ing guidel ines for a national health 

system, Klekzcowski et al (1984) support the concept 

o f  d e c e n t r a l i z a t i o n .  

a u t h o r i t y ,  r e l a t e d

"Much decis ion making 

to  both p l a n n i n g  and 

implementation, i s  vested in the lower echelons, 

sometimes within broadly defined guidelines from the 

central authority." 

One of the features of decentralization that de Beer 

h i g h l i g h t s  i s  t h a t  there should be a c l e a r  

definition of the tasks and responsibil ity at each 

level (de Beer, 1988). This has been seen to be 

necessary within the individual services (Chapter 

7 .1 .2 .2 )  and t h i s  feature could become common 

throughout a l l  levels of the health service. 

Rebecca Bergman (1984 30) in addressing the 

challenge of primary health care for nurses and 

nursing states: " I t  i s  a cha 11 enge for us to take 

stock of ourselves as nurses and of the health care 

in our countries,  to be objective to be 

resourceful and creative." Nurses must be bold to 

claim the best possible health care for a l l  and 

should take note that Florence Nightingale i s  

"reputed to have spent much more of her t i  me in 

po l i t i ca l  act iv i ty  directed at the c i v i l  service 

mandarins of the Brit ish War Office, than in giving 

d i r e c t  tender loving care to wounded soldiers". 

(Journal of Advanced Nursing, 1981 : 163). 
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"What we have to maintain i s  Miss Night ingale 's  f irm 

sense of  purpose a 11 i ed to contemporary sc i  ent i f i  c 

kn owl edge." (Skeet, 1980). 

7.2 Education 

I t  i s  c lear  from the discussion in Chapter 2 that although 

the ef fects  of  p o l i t i c a l  violence may be s i m i l a r  to the 

ef fects  of  other d isasters ,  the d ist inguishing features are 

those o f  s o c i a l  d i s r u p t i o n  before and a f t e r  impact, 

suspicion and d i s t r u s t .  I t  i s  also c l e a r  that although 

there i s  a climate of  change in South A f r i c a  at present, 

the uncertainty that t h i s  engenders may r e s u l t  in v i  o 1 ence 

from d i f ferent  sources. 

This  i s  the milieu for  which nursing students must be 

prepared, and which educators must understand in order to 

enable the students to meet the challenge o f  providing 

hea l th  care  i n  a c l i m a t e  o f  profound s o c i o - p o l i t i c a l  

change. The Intersystems Framework proposed in Chapter 2.2 

i 11 ustrates that education must be responsive to the human 

resources subsystem, v i z .  the students and the profession, 

as wel l  as to the needs- ident i f ied  by the management 

subsystem. This wi 11 ensure that i t s  output through the 

profession to the individual and community i s  appropriate 

f o r  the demands made on the health care system. 

The most common form of  preparation for  nurse r e g i s t r a t i o n  

in South A f r i c a  i s  a four year diploma which leads to 
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r e g i s t r a t i o n  as a nurse (general,  p s y c h i a t r i c  and 

community) and midwife, with the South African Nursing 

Council. This programme was implemented nationally in 

1986. Prior to this nurses undertook a three year diploma 

in general nursing and could then do a one year diploma in 

a spec ia l ty  of their choice. 8,9% of student nurses 

prepare for registration through a baccalaureate degree 

programme (Thompson, 1988). In 1986 when the comprehensive 

diploma course was implemented nationally, 80% of nurses 

registered with the South African Nursing Council had a 

midwifery qualification. Only 11,7% of registered nurses 

were formally equipped for a psychiatric nursing practice 

and 8.6% for community health practice (Thompson, 1988). 

Nurses who wish to specialise in a specif ic area following 

r e g i s t r a t i o n  may study for  a post-bas ic  diploma, a 

post-basic bacca 1 aureate degree or a post-graduate degree. 

Recommendations for nursing education programmes wi l l  be 

proposed and wil l  include discussion of the educator's 

role. 

As the f i r s t  students of the four year programme only 

graduated in 1989, i t  wi l l  be assumed that most students 

undertaking post-basic courses have not had the benefits of 

the integrated programme. The subject matter w i l l  

therefore be the same, but the level of application 

required would be different depending on the maturity of 

the student. Since 1988 a l l  post-basic nursing diploma 

courses  whether in a c l i n i c a l  f i e l d ,  education or 

management have consisted of a common core curriculum (A) 
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and the specific discipline curriculum (B) (SANC, 1988b). 

I t  i s  suggested that the general understanding, attitudes 

and s k i l l s  required by nurses in times of pol i t ica l  

violence should be integrated in the core curriculum 

because many nurses have not been exposed to the 

pervasiveness of pol it ical  violence and i t s  impact on 

health. 

7.2.1 Basic Diploma or Degree and Post-Basic Diploma 

I t  i s  not possible to prepare a nurse for every 

situation that she wil l  encounter throughout her 

career. I t  i s ,  therefore, important that c r i t i c a l  

s k i l l s  of assessment and problem-solving be fostered 

during her nurse education programme. This approach 

can be introduced in the f i r s t  year curriculum, and 

i n i t i a l l y  need not be specific to nursing, but can 

b u i l d  on the common l i f e  experiences o f  the 

students. In the senior years greater degrees of 

insight and sophistication would be expected. This 

approach requires act ive p a r t i c i p a t i o n  of  the 

student and a f l e x i b i l i t y  in the educator which wi l l  

encourage a wide range of thought on the part of the 

student to some of the prpblems presented. The 

appl icat ion of these s k i l l s  i s  not limited to 

nursing during times of disaster, but can be used in 

a l l  c l i n i c a l  areas as well as in management 

situations. 
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I t  would be indulgent of the profession to admit 

only those students who have the a b i l i t y  to cope 

with c r i t i ca l  situations particularly in view of the 

serious shortage of nurses in the public sector 

today. However i t  i s  necessary to ensure that 

students who enter nursing programmes have their 

potential ab i l i t ies  recognised and developed so that 

growth can occur. The philosophy of the South 

Afr ican Nursing Council regarding education in 

nursing, v iz  " the development of the nurse on 

personal and professional levels . . .  " a n d "  . . .  the 

development of the ab i l i ty  for analytical,  c r i t i c a l ,  

evaluative and creative thinking and the stimulation 

of the exercise of independent judgement . . .  " (SANC, 

1984) encourages this in a l l  basic nursing education 

programmes. At post-basic level,  however, i t  should 

be possible to screen nurses to assess the i r  

su i tab i l i ty  for a particular f ie ld  of nursing. 

Students should be given the opportunity to consider 

the development of a personal philosophy and rel ate 

this  to their professional commitment. As one tests 

the va l id i ty  of assumptions and challenges values 

which are positively regarded, one i s  forced to 

consider the framework within which decisions are 

made. Seminars,  d i scuss ions  and group work 

encourage a 11 students to participate so that a 11 

are involved in teaching each other and in assist ing 

in the formation of attitudes. In this  way one i s  
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a b l e  to  a p p r e c i a t e  the b a s i s  f o r  e t h i c a l  

decision-making. I t  i s  clear from the discussion in 

Chapter 6. 1 that a good understanding of these 

ethical principles i s  needed when faced with unique 

and complex situations which may present during 

periods of c i v i l  violence. 

The aspect of pol it ical  violence that distinguishes 

t h i s  s i t u a t i o n  from other  d i s a s t e r s  i s  the 

s o c i o - p o l i t i c a l  one. The South African Nursing 

Council document regarding minimum requirements for 

education in relation to Community Nursing Science 

includes: "c) Factors which influence the physical, 

social and economic welfare of the community" (SANC, 

1984). In relation to Social Sciences the following 

i s  stated: 

" c) Basic social processes, social interaction, 

s o c i a l i z i n g ,  i n s t i t u t i o n a l i s i n g ,  s o c i a l  

s t r a t i f i c a t i o n  and mobi l i ty ,  social  change and 

c o n f l i c t  " ( m y  emphasis) (SANC, 1984). The 

minimum requirements for General Nursing Science 

include "d) Disaster Nursing" (SANC, 1984). 

While i t  i s  acknowledged that these are minimum 

requirements which serve as guidelines, po l i t i ca l  

influences on health and health care provision are 

omitted entirely from this  document. I t  i s  necessary 

at this  time in the development of South Africa,  for 

nurses  to be aware of  the overt and subtle 
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influences of pol it ical  act iv ity  on health. Input 

from policy makers, health service administrators, 

o p i n i o n  m a k e r s ,  n o n - g o v e r n m e n t a l  h e a l t h

o r g a n i s a t i o n s  as well  as p o s s i b l y  lawyers ,

psychologists, spiritual advisers and social workers

could foster a broad knowledge base. A greater

appreciation of the effects of pol i t ica l  violence on 

ind iv idua ls  and communities could be developed

through the use of f i l m  footage of s p e c i f i c

incidents and role-playing situations which are

everyday occurrences in the l ives  of many people.

Students, however, need to be exposed to the rea l i ty

of  the effects of pol it ical  violence on health.

Much theory can be learnt in the cl ass room, but the

real understanding only comes i f  the person has been 

able to l i ve  some of that experience. Cl in ical

placements during community health modules could

have some of these facets bui lt  into family study or

community profile projects.

This would lead to a better understanding of the 

dynamics in a community where pol i t ica l  violence 

manifests i t s e l f ,  thereby assisting the nurse to 

act, or react, in an informed, and hopefully wise, 

manner when conducting her professional l i f e .  

Having enabled the student to formulate frameworks 

within which to work, attention should be paid to 

c l in i ca l  s k i l l s .  Clearly the focus of the nurses' 
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work w i l l  a l t e r  according  to the s i tuat ion  

presenting and so a basic comprehensive/all-round 

competence i s  important. Ski 11 s related to trauma 

care are necessary as this became apparent during 

the review of 1 i terature. A knowledge of triage 

management (as discussed in Chapter 7.1) would be 

useful in the case of mass casualties. Additional 

c l in ica l  and management s k i l l s  are probably beyond 

the scope of the basical ly prepared nurse, but 

should be considered in a post-basic programme. 

As a l l  students in basic programmes complete an 

introductory course in psychiatric nursing, i t i s  

presumed t h a t  s k i l l s  for  counsel l ing,  c r i s i s

i n t e r v e n t i o n  and c o n f l i c t  r e s o l u t i o n  at  an 

indiv idual  level  w i l l  have been introduced and 

practised. These wou 1 d need to be deve 1 oped into 

the post-basic programmes. At every level i t i s  

essent i a 1 that the students are eva 1 uated on their 

understanding and ab i l i ty .  This could be done by 

t e s t i n g  s p e c i f i c  c l i n i c a l  s k i l l s ,  s imulating 

situations in which the nurse has to intervene, 

setting up a debating session, building into written 

assignments a section which requires c r i t i c a l  

analysis and interpretation. These methods can be 

used for many situations and serve only as i n i t i a l  

suggestions on which educators could build. 

Certain curricula B ( i . e .  specif ic disc ipl ine in the 
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post-basic  diploma programme) would require  fu r the r  

input in order t o  equip nurses in spec i f i c  c l i n i c a l  

spec ia l ty  areas t o  cope with p o l i t i c a l  violence,  e . g .  

community heal th ,  chi ld  heal th ,  midwifery, psychiatry ,  

trauma and emergency. From the nurses '  survey and the  

hea 1th data  presented in Chapters 4 .1 and 4. 2, i t  i s  

c l e a r  t h a t  demands on the health serv ices ,  and thus on 

the  nurses,  a l t e red  during periods o f  high l eve l s  o f  

violence which demanded d i f f e r e n t  responses both in 

the  short-term and the long-term. Nurses suggested 

t h a t  i t  would be appropriate t o  prepare the  community 

t o  give basic nursing care t o  r e l a t i v e s  a t  home and 

also t o  t r a i n  people t o  cope with c i v i l  unres t ,  e . g .  

b u i l d i n g  o f  s h e l t e r s ,  evacuation plans,  emergency 

communication. This devolves r e spons ib i l i t y  t o  the  

most immediate 1 eve l of  care and although i t  probab 1 y 

would not be appropriate f o r  nurses t o  implement a l l  

schemes, the  nurse would require  sk i l  1 s t o  motivate 

t h e  community and f a c i l i t a t e  the  implementation o f  

these  programmes, thus f u l f i l l i n g  her r o l e  in primary 

heal th care .  

Being aware o f  heal th·  needs o f  ch i ldren ,  women and 

c o m m u n i t i e s  du r ing  p e r i o d s .  o f  c i v i l  d i s r u p t i o n  

discussed in Chapter 2.1 (Bryce e t  a l ,  1989; Gibson, 

1989; Armenian, 1989; Heskin, 1980; Garmezy, 1983; 

St raker ,  1987; McWhirter, 1983), nurses undertaking 

p o s t - b a s i c  c l i n i c a l  courses should be prepared t o  

accommodate these changing needs within the  se rv ice  

f o r  which they are responsible.  
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Some specific suggestions for each of the courses 

mentioned above include: 

community health 

learn management skills including triage; 

gain a thorough understanding of the philosophy of 

primary health care; 

develop skills that can be used to empower a 

community; 

acquire the ability to recognise the needs of those 

who are vulnerable so that appropriate intervention 

takes place, e.g. strengthen coping mechanisms 

particularly among women with low levels of 

education and income; 

learn radio communication skills; 

child health 

be able to identify the effects of disrupted health 

or ancillary services so that these might be 

minimised; 

develop skills in order to foster supportive family 

and community structures in order to enable 

children to cope better with stressful situations. 

midwifery -

learn how to identify families under stress; 

develop motivation skills to encourage women in 

their role as nurturer; 

practice skills related to resuscitation and 

emergencies; 

trauma and emergency -

be able to cope with large scale casualties 
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part i cu lar ly  gun shot and blunt instrument wounds; 

learn how to manage emergency maternity care; 

know and p r a c t i s e  advanced t r iage;  learn radio 

communication s k i l l s ;  

psychiatry 

understand and be able to recognise post-traumatic 

stress  syndrome; 

be able to anticipate the level of  depression in 

affected communities and know how to recognise and 

treat appropriately; 

develop an appreciation of  the impact o f  assault  

and detention of  a close re la t ive .  

This l i s t  i s  not exhaustive, but h ighl ights  aspects 

that have presented in the l i te rature  and in t h i s  

study. Using Armenian's model (Chapter 2.2.3)  many o f  

these suggestions can be 1 ocated in the persona 1 -

c l i n i c a l / c u r a t i v e  - impact dimension. Some may be 

located in the long-term rehabi l i tat ion or prevention 

dimensions. However, as discussed in Chapters 2, 6 

and 7, there i s  a pl ace for  nurses to be more act ive 

in the ecological - prevention - pre-impact dimension. 

Nurses undertaking p o s t - b a s i c  studies  in nursing 

education and management should a 1 so be cha 11 enged by 

the presence of  p o l i t i c a l  violence in t h e i r  society.  

The foregoing  discussion i l l u s t r a t e s  the need for  

nurse educators to have a broad view o f  health so that 
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the guidelines for nursing curricula la id down by the 

South Afr ican Nursing Council can be interpreted 

c r e a t i v e l y  for  nurse education programmes. Their 

major task i s  to fac i l i tate  students' growth, which 

w i l l  r e s u l t  in professional nurses enabling the 

patients or cl ients they serve. 

In some cases nurse educators wil l  feel ill-equipped 

to handle this subject. I t  i s  suggested that they 

co u l d i n c l  u de co mm u n i t  y heal th nurses who have 

first-hand experience of trying to care for people 

during times of c i v i l  disruption. Members of these 

communities could a l s o  be involved in such a 

programme. I f  nurses are to respond to the hea 1th 

needs of the community they must l isten f i r s t .  I f  the 

community were to become involved in aspects of the 

l e a r n i n g  exper iences  o f  n u r s e s ,  p a t t e r n s  o f

co-operation would be established which could be 

continued throughout a nurses' professional l i f e .

This would then confirm that the direct relationship 

between the community and the health care system shown 

in the Intersystems Framework i s  valid and necessary. 

A nurse manager who has responsibil ity for a health 

service that i s  affected direct ly  by c i v i l  disruption 

needs to be multi-talented. Not only must she manage 

the s e r v i c e  i t s e l f ,  but she needs to enable 

subordinate colleagues to take responsibil ity for 

their defined area of practice. I t  follows that many 
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of the ski 11 s required by a nurse educator could 

well be utilized by a nurse manager and thus a 

programme for preparing individuals for th is  role 

should include these aspects. She would also need 

to be well-versed in progressive labour practices 

including mediation ski l l s  and conflict resolution 

not only for her service, but also for application 

to situations in the community. 

A 11 nurses undertaking post basic or postgraduate 

study need to be equipped with research sk i l l s  as 

well as ski l l s  relating to policy development and 

administration. I f  nurses develop in these areas 

they will be able not only to identify problems and 

ask pertinent questions, but will be equipped to 

f ind answers to the questions and in i t i a t e  any 

necessary changes. 

7.2.2 Postgraduate degree programme 

A number of postgraduate degree programmes are 

offered in university nursing departments in South 

Africa (Thompson,· 1988). These may lead to 

professional registration with the South African 

Nursing Council in one or more disciplines, and 

cognisance should then be paid to the relevant area 

discussed in Chapter 7.2.1 above. Postgraduate 

programmes that offer academic advancement only, 

have a r e spons ib i l i t y  to develop the body of 
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nursing knowledge, and thus may encompass research 

in the area of political violence and its impact on 

health. 

7.2.3 Education for enrolled nurse categories 

There are two options available for aspirant nurses 

who did not possess the equivalent of a 

matriculation certificate - a two year enrolled 

nurse programme or until recently, a six month 

enrolled nursing assistant course. The latter is 

no longer available but a one year enrolled nursing 

assistant course has taken its place. 

74 346 nurses who have completed one 

There are 

of these 

programmes, and they constitute 51.47% of all 

nurses registered or enrolled with the South 

African Nursing Council (SANC, 1989). Nurses who 

are enrolled at either level, however, may only 

work under the direct or indirect supervision of a 

registered nurse. It is recommended that 

responsibility for a specific direction to their 

practice, vis-a-vis civil disruption, should be 

planned by the management of the service which 

employs them, by means pf ongoing in-service 

training which is discussed in Chapter 7.1.2.1. 
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7.3 Role of the Professional Association 

The South African Nursing Association (SANA) to which all 

nurses are required to belong by law states in its objects 

the fo 11 owing: 

"1. 2 .1 promote the deve 1 opment of an adequate, efficient 

and effective nursing and midwifery service in the 

Republic of South Africa; 

"l.2.2 raise the status, maintain the integrity and 

promote the interests of the profession of nursing 

and midwifery" (SANA, 1986) 

This clearly makes an undertaking to the profession and to 

the public concerning the service offered by the 

profession. 

In addition SANA states, 

"l.2.3 consider and deal with any matters concerning or 

affecting the profession of nursing and midwifery" 

(SANA, 1986), and 

"l .  2. 4 safeguard and promote the dignity, 

interests and socio-economic status 

individual member 

rights, 

of the 

11 1.2.5 perform any act necessary for.or incidental to the 

attainment of the foregoing objects" (SANA, 1989). 

This implies an undertaking to monitor constantly all 

events that impinge on, or influence, nursing and nurses. 

How can the professional association meet its objectives in 

relation to civil unrest? 
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F i r s t  1 y ,  the con s t  i t u t  ion o f  an organisat ion ind icates  i t s  

i n t e n t i o n .  The SANA has, u n t i l  1989, fragmented i t s  

membership and leadership by race, and in so doing, has not 

been able to convince the wider community o f  i t s  commitment 

to the d i gn i t y  o f  ind iv idua l s ,  whi le i t s  cons t i tu t i on  has 

r e f l e c t e d  the cu r r en t  government p o l i c y  o f  separate 

development. (This i s  underlined by the f a c t  that  as an 

organisat ion defined in the Nursing Act No 50 o f  1978, i t

i s necessary  f o r  the M in i s te r  o f  National Health and 

Populat ion Development to approve any amendment to  the 

cons t i t u t i on . )  At a const i tu t iona l  congress o f  SANA in  

August 1989, i t  was resolved that there should be no 

reference to race in the const i tu t ion  (SANA 1989). While 

t h i s  i s  a pos i t i ve  development, i t  w i l l  be some time before 

the impl icat ions are rea l i sed  and understood by the pub l i c  

and before the wounds o f  the d i v i s i ons  in the profess ion 

are healed. 

Secondly, the organisat ion must speak on behal f  o f  nurses 

on matters o f  health organisat ion which lead to  i nequa l i t y  

and i n a c c e s s i b i l i t y  o f  care. This has been discussed in 

Chapter 6.2 as a r e spons i b i l i t y  o f  the profess ion, but i t  

i s  a l so the r e spons i b i l i t y  o f  the professional assoc ia t ion 

by v i r t ue  o f  i t s  object ives stated above. In add i t ion t h i s  

w i l l  ensure t h a t  i t s  a c t i o n s  are congruent with the 

u n d e r t a k i n g s  embodied i n  the South A f r i c a n  Nurs ing

Assoc ia t i on ' s  Nurses' Pledge o f  Service, v i z
11 • •  : • •  wi 11 not permit considerat ions o f  r e l i g i o n ,  

na t i ona l i t y ,  race or soc ia l  standing to intervene 

between my duty and my pat ient"  (Vlok, 1983 : 5). 
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As SANA withdrew from the International Council o f  Nurses 

(ICN) in 1973 (Harrison, 1973), i t  cannot expect to enjoy 

the support o f  the international community of  nurses. 

However, i t  would be possible for  SANA to indicate i t s  

stand in relat ion to resolutions made by the ICN, e .g .  The 

nurse's role in safeguarding human r i g h t s ,  Health Care and 

Quality of  L i f e ,  The Nurse's Role in Society (ICN, 1988). 

Th i rd ly ,  any organisation that represents a profession has 

an enormous respons ib i l i ty  in ass i s t ing  the professional 

development of  i t s  members. Through leadership i t  must 

o f f e r  g u i d e l i n e s  f o r  p r a c t i c e  and r e s o l v i n g  e t h i c a l

dilemmas.

The National  Medical and Dental A s s o c i a t i o n  (NAMDA) 

communicated with i t s  members through the regular media 

(Cole, 1987), while the Medical Association of  South A f r i c a  

(MASA) provided leadership by reminding i t s  members o f  i t s  

adherence to the World Medical Associat ion's  Declarations 

o f  Havana and Tokyo, and the Geneva Conventions ( E d i t o r i a l ,  

1986). I t  also advised members how to deal with s i tuat ions  

occurring during the State o f  Emergency e.g .  torture o f  

d e t a i n e e s / p r i s o n e r s  and the conf ident ia l i ty  o f  medical 

records (MASA Bul let in ,  1986). In addition i t  repeatedly 

made public the position of  the profession to p o l i t i c a l  

violence and i t s  negative impact on health and health care. 

Regrettably i t  took the SANA almost a year before advising 

nurses of  t h e i r  duties and ob l i gat i ans during peri ads o f  

c i v i l  unrest (SANA, 1987) (Appendix G). 
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Fourthly, it is encumbent on the association to support colleagues who are 

at the interface of civil unrest and health, in particular by wise 

management and ·safeguard[ing] ... the interests ... of the individual 

[nurse)" (SANA, 1989). 

It is not known how many nurses have been affected by civil unrest in 

South Africa whether in their personal or professional lives. However, it 

is clear from this study that at least 161 nurses were affected, and they 

need to receive the benefit of support from the association of which they 

are members. 

It is only when nurses have concrete and constructive ideas presented to 

them by their professional organisation that they will suppon the 

organisation to the extent which will give it the power to achieve its 

aims. 

7.4 Future research 

The respo11�ibility of nurses, as defined by the International Counc:! of 

Nurses, 1s i o  promote health, prevent illness, to restore healti, and 

alleviate suffering• and to that end ihe nurse should participate and 

share with other citizens the responsibUity for initiating and supporting 

action to meet health and social needs" (ICN, 1973). 

The emphasis in this study on the effects of political 
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violence on health has been on physical health. This 

should not be regarded as the only aspect of health that is 

affected because, as has been illustrated in the literature 

review (Chapter 2.1), all four aspects of health may be 

negatively affected. Although some community health nurses 

are involved in encouraging the formation of support groups 

within communities, the impact of these on social and 

psycho-emotional health has not been measured. The only 

data available regarding nursing services relate to the 

physical dimension of health. 

As can be seen in the conceptual framework proposed in 

Chapter 2.2 the nurse has a direct relationship with the 

individual. However, when that individual's total health 

is jeopardised by the situation in the local or wider 

community, the nurse has a res pons i bil ity to take action. 

Armenian's conceptual framework outlines what actions might 

be appropriate. Within this context nurses need to 

identify areas that require their attention - not only in 

the physical dimension, but also in the psycho-emotional, 

social and spiritual dimensions - by conducting needs 

analyses and then evaluating the impact of the programmes 

implemented in response to these analyses. 

Any evaluation of this kind should have its results 

communicated to the nurses concerned, so that they can use 

any recommendations made to improve their service and 

ultimately the health of the community. Nurses at the 

operational level are involved in compiling monthly reports 
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on the a c t i v i t i e s  in the ir  service and in co l lect ing  data 

f o r  various researchers, but complain that they seldom 

receive any feedback (Personal communication, 1986). When 

invited to part ic ipate in the Nurses' Survey in 1986 they 

responded pos i t ive ly  - as evidenced by the response rate o f  

over 75% - and expressed t h e i r  g r a t i t u d e  when each 

part ic ipat ing  centre received a summary of  the f indings and 

recommend at i ans. An interim report was sent to the nurse 

managers of  these services in ear ly  1987. Since that time 

the second phase o f  the study has been undertaken. 

Interaction with nurse managers has been pos it ive  and i t  i s  

p 1 anned to present the comp 1 eted study to a 11 community 

health and related organisations in the Cape Peninsula, 

with a view to encouraging the implementation of  the 

recommendations. 

One of  the l imi t ing  factors in t h i s  study was the necessity 

f o r  i m p l e m e n t i n g  the  r e s e a r c h  r a p i d l y  where no 

epidemiologic system existed. The long term inst i tut iona l  

development of  such systems, discussed by de V i l l e  and 

G o y e t  (Armenian ,  1 9 8 9 ) ,  c o u l d  be a t a s k  o f  t h e  

co-ordinating team proposed in Chapter 7.1. Ongoing act ive 

s u r v e i l l a n c e  o f  h e a l t h  c o n d i t i o n s ,  d i s e a s e  contro l  

programmes and assessment o f  the ut i 1 i sat ion of  serv ices,  

would form a part of  the database, and a c r i t i c a l  analys is  

would a s s i s t  health services to respond timeously and 

appropriately. 
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CHAPTER 8 CONCLUSION 

The study has shown that nurses have an important role to play 

in the heal th of the community by preventing i l lness  and 

promoting health. When their services are curtailed, there are 

measurable effects which are to the detriment of health. 

However, the reasons behind curtailed services may have an 

impact on the service i t s e l f  and the staff .  In the case of 

c i v i l  unrest the impact may be profound as has been documented 

in this  study. This touches individual l ives  and safety, the 

a b i l i t y  to function in one's professional capacity, and a 

fundamental loss  of trust between various sections of the 

c o m m u n i t y ,  l e a v i n g  j a g g e d  wounds o f  a p h y s i c a l ,  

psycho-emotional, social and spiritual nature which may take a 

long time to heal. 

Collectors of data may observe trends returning to s t a t i s t i c a l l y  

acceptable norms but the real i ty  i s  that Old Crossroads, KTC and 

parts of Nyanga are "no-go" areas for nurses. The rea l i ty  i s  

that as South African society i s  faced with the challenge of 

change, the dynamic of the c i v i l  violence may change, but i t s  

presence i s  l i k e l y  to persist in the forseeable future. 

Nurses, at a l l  levels,  must be prepared to meet the situation -

as c l in ic ians ,  educators, managers and professional leaders. 

Health professionals with the responsibil ity of running a health 

serv ice  must communicate with colleagues particularly while 
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fragmentation of health services exist. As individuals and as a 

profession they must strive to remove all factors which 

interfere with the health of the community adhering strictly at 

all times to an acknowledged code of ethics. 
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CHAPTER 9 EPILOGUE 

During h i s  address at the opening of  Parliament on 2 February 

1990, President F W de Klerk declared that the time had come for  

'a  new South A f r i c a ' .  

On t h a t  day he l i f t e d  the State o f  Emergency, which had 

o r i g i n a l l y  been declared on 12 June 1986, in a l l  parts o f  the

c o u n t r y  e x c l u d i n g  the Natal/Kwazulu r e g i o n .  Forty-one

proclamations of  the Internal Security Act No 74 of  1982 were

withdrawn, some of  which had been introduced as f a r  back as

1952. A further twenty-three government notices were withdrawn

(RSA Government Gazette, 1990). This  e f f e c t i v e l y  unbanned

people and organisations and paved the way for  normal p o l i t i c a l

a c t i v i t y .  Nine days l a t e r  - 11 February 1990 - Nelson Mandela,

a leader of  the African National Congress who had been sentenced

to l i f e  imprisonment in 1963, was released.

These developments were greeted with euphoria, dismay or 

incredu l i ty .  Since then pre-negotiation t a l k s  have been held 

between the P r e t o r i a  government and the Afr ican National 

Congress, the Separate Amenities Act has been repealed, the 

State o f  Emergency was f i n a l l y  l i f t e d  in Natal/Kwazulu on 18 

October 1990 and many changes· are taking place. 

circumstances render t h i s  study obsolete? 

Do these 

Changes may be viewed as too f a s t ,  too slow or cosmetic, 

depending on one's p o l i t i c a l  a f f i l i a t i o n .  In 1989 there were 

f i f t y - t h r e e  hunger s t r i k e s  i nvol v i  ng 1487 people (Human Rights 
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Commission, 1990a). In 1990 there have been two hunger s t r i k e s  

i n v o l v i n g  three people labelled as "r ight  wing t e r r o r i s t s "  

(Human Rights Commission, 1990b). 

Changes a r e  g o i n g  t o  have a profound impact  on the 

socio-economic fabr ic  of  society, and so the insecur i ty  and 

uncertainty that t h i s  time brings may herald further violence. 

We have witnessed t h i s  happening in Germany in the past twelve 

months. 

P o l i t i c a l  events may herald an upsurge in violence. In a recent 

study conducted in the area around Durban in Natal , the f i v e  

most v io lent  days in February 1990 (defined by reports in the 

press) followed major p o l i t i c a l  events (Karim & Andelman) and 

r e s u l t e d  in  an increased u t i l i z a t i o n  of  t e r t i a r y  hospital 

emergency s u r g i c a l  s e r v i c e s .  In a recent  Human R i g h t s  

Commission document i t  was reported that between 2 February and 

30 September 1990, 214 people were k i l l e d  and 2521 injured in 

d i r e c t  or  i n d i r e c t  police action (Human Rights Commission, 

1990b). 

However, much of  the l e g i s l a t i o n  that has led to p o l i t i c a l  

v i o l e n c e  remains on the s t a t u t e  books - the Populat ion

Registration Act which i s  central to the pol icy  o f  separate 

development, the Group Areas Act, the Al iens Act which was used 

t o  remove Crossroads r e s i d e n t s  to the Transke i  in  1981 

(Cole, 1987), and the Internal Security Act which includes the 

mechanism for  detaining or banning people and organisations.  

Until  these laws are scrapped (as opposed to being reformed in a 

d i f ferent  gu ise) ,  party pol icy  i s  distanced from the statutes,  
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and the j u d i c i a l  system i s  freed to administer just ice,  

p o l i t i c a l  violence and i t s  effects on the population wi l l  

continue. 

This study, therefore, i s  not obsolete. Regardless of the cause 

of  the p o l i t i c a l  violence, the recommendations outlined in 

Chapter 7 st i 11 apply and there i s  greater reason for their 

being considered carefully and implemented in various areas. 

Nurses, and other hea 1th professionals, must act with courage 

and commitment to f u l f i l  their responsibil it ies for promoting 

the health of a l l  people. 



TABLE 1 RESPONSE RA TE BY LOCATION 

ORGANISATION LOCATION NO. QUESTIONNAIRES NO. QUESTIONNAIRES 
DISTRIBUTED RETURNED 

RESPONSE RATE NO. RESPONDERS 
(PERCENTAGE) AFTER EXCLUSION 

----------------------------------------------------------------- '--------------------------------------

MOU Retreat 18 17 15 
Heideveld 29 29 26 
Hanover Park 22 20 17 
SUBTOTAL 69 66 95.7 58 

Day Hospital Retreat 15 14 13 
Heideveld 17 11 10 
Guguletu 25 10 10 
Mitchell's Plain 20 8 7 
Athlone (Dr Abdurahman) 20 12 11 
Bishop Lavis 15 14 13 
Elsies River 18 16 15 
Kensington 5 5 5 
Langa 13 10 10 
Ruyterwacht 4 4 4 
SUBTOTAL 152 1 0 4  68.4 99 

Voluntary SHAWGO 2 2 2 
Organisations 

National Cancer 1 1 1 
Association 

St John's Ambulance 2 1 1 

SUBTOTAL 5 4 80 4 
- --------------------------------------------------------------------------------------------------

TOTAL 226 174 76.9 161 
--- ------- -------------------------------------------------------------------------------------------

... 



TABLE 2 DOMESTIC CHARACTERISTICS OF NURSES SURVEYED IN 1986 

Total nurses 
(161) 

Median age 
of nurses 

Pre-school 
children 

School-going 
children 

Total children 

Children:nurse 
ratio 

RETREAT 

15 

40 (23) 

3 

20 

23 

1.5 

Median (interquartile range) 

MOU 

HEIDEVELD/ 
HANOVER PARK 

43 

35 (18) 

10 

39 

49 

1.1 

RETREAT/ 
MITCHELL'S 
PLAIN 

20 

41 (14) 

13 

21 

34 

1.7 

DAY HOSPITAL 

GUGULETU 

10 

44 (13) 

3 

13 

16 

1.5 

OTHER 

73 

39 (15) 

32 

84 

116 

1.6 

car-
rr, 
N 



TABLE 3 DIFFICULTIES EXPERIENCED BY NURSES DURING 1986 

RETREAT 

Nurses 
(161) 

Number of nurses 
who made alternative 
arrangements in 1986 
for: 

15 

- their children 8 
- their transport 1 
- wearing uniform o 
- entering workplace 1

Discouraged from 
attending work 

Reported own 
services stopped 

Not able to 
maintain usual 
standard of care 
May - June 1986 

1 

5 

8 

MOU 

HEIDEVELD/ 
HANOVER PARK 

43 

3 
9 
7 
6 

9 

16 

17 

RETREAT/ 
MITCHELL'S 
PLAIN 

20 

0 
4 
0 
0 

3 

1 

3 

DAY HOSPITAL 

GUGULETU 

10 

3 
5 
3 
3 

7 

2 

3 

----------------------------------------------------------------------------------

OTHER 

73 

8 
6 
0 
1 

2 

5 

16 
0CJ r-
rr, 
w 



TABLE 4 

Safety en · 
route to 
work 

RESPONSES REGARDING SAFETY 

Felt safe 

Felt unsafe 

Felt very 
unsafe 

Felt safe 

3 

1 

1 

Safety at work 

Unaware of 
any danger 

0 

2 

1 

Felt 
unsafe 

0 

9 

2 

Felt very 
unsafe 

0 

0 

3 

- - t> 
cc, "" 



TABLE 5 SERVICES OFFERED BY NURSES IN VARIOUS HEALTH AUTHORITIES, 1986 

% 

Clinics 37.2 

Home visits 33.5 

Maternity delivery 29.3 

Well baby clinic 2.4 

Casualty /Outpatients 33.5 

------------------------------------------------------------------------

n = 161 

cc, r-
r,, 



TABLE 6 THE NUMBER OF NURSES REPORTING DISRUPTED ANCILLARY SERVICES DURING 1986 

MOU 

RETREAT 

Water 0 

Electricity 4 

Telephone 0 

Refuse removal 0 

Sanitation 0 

Ambulance 0 

n = 161 15 

HEIDEVELD/ 
HANOVER PARK 

2 

5 

4 

7 

3 

14 

43 

RETREAT/ 
MITCHELL'S 
PLAIN 

0 

0 

0 

1 

0 

1 

20 

DAY HOSPITAL 

GUGULETU 

0 

5 

3 

7 

1 

6 

10 

OTHER 

3 

5 

6 

2 

11 

73 
r-.,, 



NURSES 1986 
LOCATION BY SERVICE/IMPACT AREA 

MOU-HIGH 
27% 

DAY HOSPITA.L-HIGH 
7% 

DAY HOSPITAL.-LOW 
12% 

Fl GURE 1 n= 16 1 
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MOU-LOW 
9% 

DAY HOSPITAL-OTHER 
45% ..., 

1 - t  
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USUAL TRANSPORT TO WORK 

TRAIN AND WALK 2% 
TR Al N 1 % 1 : · · · · · ·  . .  

FIGURE 2 n•161 

OWN CAR 41% 

BUS AND WALK 15% 

BUS 11% 

OTHER 6% 

TAXI 3% 
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