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styles and leadership; and concerns about the multi-disciplinary team approach. These sub-

themes, therefore, impacted negatively on care-giver’s role to be attentive to the needs of 

people using the health service. If a lack of attentiveness exists, how can good care practices 

be ensured?   

The first phase of care is that of caring-about, which requires that the carer be attentive to 

his/her own perceived needs, as well as those of others (Tronto, 2010). In addition, it also 

implies that the care worker needs to understand what is required to ensure that the basic 

human needs of clients are being met (Engster, 2005). Razavi (2007, cited in Reddy et al., 

2014: 398) suggests that the care system should be viewed as a ‘care diamond’ with four 

corners, which indicate the different strategies, institution and practices involved in the 

‘design, funding and delivery of care’. These include the: households; markets; public sector; 

and not-for-profit sector. 

 

4.3.1. Influence of health policies on attentiveness 

The public health management policy proposes that, in order to respond to effective and 

efficient quality health care services, it should include ‘quasi markets with separated 

service markets to compete for resources’ (Manning, 2001: 297). The 2030 Health Plan 

also further reinforces targets towards health care, arguing that the biggest impact on 

the desired outcomes will be prioritised with a strong culture and system of monitoring 

and evaluation, to ensure that staff deliver on these targets. Participants expressed 

concerns about this policy, as they felt that this hampered them in providing caring 

services to service-users. Some of the issues they highlighted were the outsourcing of 

services and the red tape involved in accessing these services for service-users. In 

addition, health policy also suggests that services should be quantified in terms of 

setting targets to provide quality patient centred services.  

 

According to the Department of Health, primary healthcare workers are expected to be 

caring and compassionate at the coalface, and yet becoming patient-centred and 

improving the quality of care in this context is a challenge (Mash et al., 2013: 459). 

When one considers quality of service, the focus is only on the care-receiver’s right to 

receive care – the care-givers’ right is totally dismissed, as in the clinics, the researcher 

has often witnessed how some service-users abuse their power, by being demanding 
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and treating health professionals with disdain. The following quotes highlight this sub-

theme: 

Interview 5:  (referring to supply chain) “The waiting period for a wheelchair 

was up to a period of 2 yrs. You know which is very sad because you phone the 

patient or the family and ask if this person is still alive and it is as if you’re 

bringing up memories...” 

Interview 8: “So in terms of procurement, I don’t feel that the patient’s needs 

are being met in terms of caring” 

Interview3: I think it is sometimes the pressure they put on us with regard to the 

stats working in the hospital setting the stats and I don’t like working with TOP. 

And the fact that there is a lack of resources which prevents you from doing 

more” 

Interview 4: “it is impossible for every single day for them to have the quota 

which they want sometimes” 

The participants were, generally, of the opinion that staff shortages at the facility 

impacted on their ability to provide quality service. Some even felt that staff was not 

adequately utilized, due to administrative overload, which, ultimately, affects care-

giving in a caring facility. A number of research studies internationally identified that 

challenges in the health sector are: shortages of skills; unequal distribution of resources; 

a desire for more structured and supportive supervision from managers; and an 

improved transparency in career development opportunities (Coovadia et al., 2009; Hall 

& Taylor, 2003; Kautzky & Tollman, 2008; Manongi et al., 2006; Magnussen et al., 

2004; Rowe & Moodley, 2013). The issue of staff shortages is, ultimately, linked to 

policies and leadership within the primary health care sector. Some participants felt 

frustrated as they were of the opinion that they were over-loaded with work, as 

indicated by the following quotations: 

Interview 8: (Referring to staffing) “It makes you frustrated in a certain sense 

because you know that there is more that you could be doing, much more. If the 

admin work was less and if it could be identified by the people who are actually 
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in posts who oversee this rehab......... And so you don’t practice your core 

function the whole day. You’re bogged down with a lot of administration” 

Interview 4: “......wait for so long and I’m not just talking about patients I’m 

talking about old people that have to wait. People in wheel chairs and 

unfortunately that can’t be solved overnight because it’s the problem of 

numbers and the amount of staff members that there are. You can only so much 

and that is the thing that I don’t like” 

Interview 5: “...because at PHC the influx of patients get more every year. You 

know if I look at my stats, my stats increased by between 50 -70 patients, which 

is a lot. You know the patients asked me now the other day why don’t I have 

help. She said she asked the manager and the manager said there are no money 

for another physio.” 

Interview 7: Staff ratio vs. the community is not balanced so we often have 

situations where people need to come back the following day or they are 

deferred.  Uhm...... simply because the demand is too high irrespective of the 

you know the measures that has been put in place to try and assist and to make 

help services accessible to everybody and all of those things 

Interview 1:  “I think if we had more staff there would be more care for 

patients”  

Research worldwide suggests that public hospitals are highly stressed institutions, due 

to staff shortages, unmanageable workloads, as well as management failures; and that 

public health outcomes are poor (Holdt & Murphy, 2007: 315). The researcher has 

personal experience of these problems mentioned by Holdt et al. (2007), while working 

at a PHC facility. Rumours about staff shortages and management being forced to 

employ locum nurses, medical officers and pharmacists are rife. These decisions by 

management could impact on the stress levels of staff in the facility, which was 

reflected in the analysis. 

4.3.2. Differing management style and leadership  

At the two centres under study, there were differences in opinion about the 

management style. At the one facility, the participants reported that the management 
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style was more laissez faire, while at the other; it was more a participatory leadership 

style. In addition, many of the participants had very limited confidence in management 

style, as they felt that management was not attentive to the needs of staff, which 

included, support offered by the manager.  

 

It has been suggested that a leader brings tasks, expertise, abilities and attitudes to the 

team that influence the group design and norm (Hackmann, 1990; 1992; 2002, cited in 

West et al., 2003), and through monitoring and coaching develops processes, which 

enables teams to achieve their tasks (McIntyre & Salas, 1995). However, if this is not in 

practice, it challenges the processes in the facilities, which was evident at the one of the 

facilities under study. Research suggests that within the health care sector, poor 

supervision and support of health care workers is of concern (Chopra et al., 2008: 668).  

 

One of the key aspects highlighted by the 2030 Health Plan is that leadership should 

demonstrate and represent the organisational values, and that they should have highly 

developed inter-personal skills, encourage innovation, draw on the capability of all 

employees and be visibly collaborative with staff and partners (Health Plan 2030). In 

addition, Moosa and Gibbs (2014) suggest that addressing management capacity at the 

district health level should be more of a focus, than that being offered in hospitals, 

currently. This is a shortcoming at the PHC facilities which is indicated in the quotes 

below:  

Interview 4: Management don’t put a foot in when people come late or people 

just do as they please, there is no communication... the problem there are no 

discipline at that facility, everybody just come there, yes they come and do their 

work, but everyone does it differently...” 

Interview 2: I just think sometimes that that direct line at this facility is a 

“bietjie slapgat” they take too long to get to something. We just came out of a 

meeting where we had with management and the same question that we asked 

when the hub was built e.g. when are the toilets going to be fixed?” 

Interview 8: “Everybody is frustrated because there are no systems in 

place......” 
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However, two participants felt that management was more attentive to their needs and 

suggest that not all staff experience the same leadership style. The examples below 

highlight a more democratic process:  

Interview 7: “I can speak to them, but what I say is that they can’t always 

identify with my needs, so would try and assist in their way because they ‘re 

not social service professionals they don’t understand, they don’t always 

understand the need, but they supportive in what it is that I do.”  

Interview 3: “I have a good relationship with her (Referring to her direct line 

manager). She works on an open door policy to you” 

There is of concern, however, that the required structure was not in place at one facility 

under study, and that staff were left to their own devices. Barnes (2012: 70) proposes 

that ‘managerial practices should include practices that concentrate on developing 

systems and procedures and rules’. All health care services, including social work 

services, should have procedures and processes in place that could guide them towards 

ethical care practices; however, management not taking their role seriously, will 

definitely impact the care process. While working at the PHC, the researcher observed 

that management do go for training, but questioned why management practices were, 

therefore, not comparable at all facilities. 

4.3.3. Concerns with the multi-disciplinary team approach 

At the two facilities there was again a difference of opinion about working in a multi-

disciplinary team. Some staff, especially the support staff, namely, the physiotherapists 

and social workers, felt that, at times, management failed to understand their needs, 

which hampered their care processes. PHC is also primarily nurse driven; therefore, this 

profession’s primary needs are being seen as a priority. Some participants were of the 

opinion that there was a lack of collegiality between nurses and other care-givers, 

which also impacts negatively on the team’s functioning.  

 

Research suggests that serious power issues are evident in primary health care, where 

senior managers were of the opinion that nurses were the ‘backbone of the primary 

health Care (PHC) services’ (Moosa & Gibbs, 2014: 152), which could hamper the 

implementation of effective multi-disciplinary teamwork. Nurses are perceived as the 
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primary driving force behind PHC. The 2030 Health Care Plan, however, stresses the 

importance of effective teamwork, and emphasises multi-disciplinary co-operation to 

be a key feature in service delivery (Health Care, 2030). The plan promotes multi-

disciplinary intervention, but as a social worker, the researcher often has to be assertive 

about the value a professional social worker adds in the team. A research study by 

Atwell & Caldwell (2005: 272) concurs and suggests that, if members in a multi-

disciplinary team do not communicate effectively and fail to value the contribution of 

each member in the team, it will hamper efficacy and efficiency. In the findings, 

concerns were raised about the multi-disciplinary team, as identified in the following 

quotes: 

Interview 1: (Referring to working in a multi disciplinary team) “ It is very 

poor....  amongst the staff members it generally is very poor... amongst staff we 

don’t work together” 

Interview 7:  Working with colleagues.......... it is good, I think, being the only 

social worker at this facility can become draining at times, because you don’t 

have that support from somebody working in the field that you’re working in” 

Interview 6:  Others are judgemental instead of worrying about their own 

professions more worried about what you do with yours. UHM.... I don’t like 

the slandering and the backbiting.” 

According to literature, ‘although it is widely accepted that no single discipline can 

provide complete care to patients with a long term condition, in practice inter-

professional working is not always achieved’ (Xyrichis & Lowton, 2008: 140), which is 

definitely the case with this current research. The challenge, therefore, is how a team of 

caring professionals, as a collective, can become attentive to the needs to the people 

accessing services at PHC clinics.  

4.3.4. Care workers’ attentiveness to their own needs  

Barnes (2012) proposes that it is important to be self-reflexive about our own needs for 

care and to ensure that the self is not subsumed in the caring. The data findings suggest 

that for some participants were constantly self-reflexive about the impact their caring 
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had on the self and put measures in place to address their own need for care. This is 

highlighted in the following quotations:  

Interview 2: “I’ll talk about it what upset me or what made me laugh today, but 

I don’t carry issues. I leave it at work it stays here behind the gates.” 

Interview 3: “No I quite welcome friends and family, in fact most of the times I 

have friends that pop in at my house, because it is relaxing to sit and to chat. “ 

Interview 8: “I’ve just come to the conclusion that I can only do so much and so 

I switch off.” 

Interview 6: “I try not to......... No, no, no, my home is my haven. I cannot be 

stressing at home about work, I’m sorry no.” 

The next theme that emerged as valid is responsibility within the health care 

sector.  

 

4.4. Responsibility in PHC Settings 

The second phase as proposed by care theorists is caring-for, which implies that someone 

assumes responsibility to meet a need that has been identified (Barnes, 2012; Engster, 2005; 

Tronto 1995, cited in Sevenhuijsen 1998). The political implication of the inclusion of 

responsibility within the ethics of care is that states should take responsibility for ensuring the 

care for its citizens (Barnes, 2012). 

 

The state does take the responsibility to provide a PHC service, but, in the findings, there 

were concerns that, even though the service is available, the community dynamics, as well as 

care-receivers’ attitudes toward the care-givers, impact negatively on the care process. 

Another sub-theme that emerged was the fact that care-givers should take responsibility to 

first care for themselves, in order to provide a caring service to others.    

4.4.1. Community power dynamics that influence responsibility of care  

The data findings suggest that community dynamics impact on the care process, as the 

community of Hanover Park and Heideveld are notorious for gang violence and crime. 

Gang violence related injuries are often treated at the Heideveld and Hanover Park 
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clinics, and, along with other social problems, have a serious impact on health care-

workers’ responsibility to care for care-receivers. Working at the two PHC clinics 

under study, the researcher’s consultations with clients are often linked to bereavement 

over the loss of a family member, due to gang violence, or family members, especially 

mothers, who are experiencing major problems with a family member abusing 

substances. 

 

The participants outlined concerns for their safety and the challenges that clients bring 

from their communities in the following quotes:   

Interview 2: Patient that is already poverty stricken comes to the facility, 

because the facilities are free right. Everything that they get here is free and 

provided by the government. And when people get things free they want more 

out of you. They never want you to say no to them. 

Interview 3: In Hanover Park there are a lot of deaths and violence in the area 

and I know people just want to come and talk about what is happening for 

bereavement counselling and trauma counselling, because they experience 

trauma everyday in that community and this impacts on the worker.” 

Interview 4: They verbally and sometimes even want to be physically abusive 

and that is the challenge that clinicians experience. And I don’t even think that 

people realise what we sacrifice to see patients. And in anytime your life is in 

danger, ja you might think that is being melodramatic, but (smirk) that is not 

melodramatic you know with drugs, violence and everything. 

Interview 7: You know in the community that I work in you deal with multi-

faceted problems so uhm.. Sometimes you just don’t know where to start or 

where to go with certain situations.... 

Interview 8: The resources are available, however not always accessible. For 

example there’s a computer available, but it’s not in my office uhm.............. I 

can understand why I don’t have a computer in my office because it’s not safe, 

it’s not ideal  
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The participants stated that, due to the high rate of theft in the area; the clinics’ 

resources are not safe, which also impacts on care-workers’ responsibility to provide a 

care-service. In addition, because of the gang violence and criminal activity in the area, 

health professionals are at risk for their safety. It is also not unusual for workers to be 

exposed to gun shooting, in and around the facility, which is a context that they are 

forced to contend with, impacting even more on their responsibility of care. The reality, 

however, is that violence and crime is systemic within the health sector and, therefore, 

needs macro investigation and intervention.  

 

Exposure to violence in the workplace is common in the health sector, as care-givers 

have direct contact with people, who are in distress. Nurses, however, are three times 

more likely, on average, to experience violence in the workplace (Di Martino, 2002). 

The facilities under study are in sub-economic areas, with various challenges, such as 

gangsterism, violence, substance abuse and theft, which impacts on care-workers’ 

responsibility to care.  

4.4.2. Care receivers’ attitudes impacts on responsibility 

The issue of power in the caring relationship is also outlined as, what care theorists’ 

term, privileged irresponsibility. This implies that male care-receivers exercise their 

power and perceive it as a position of privilege and therefore, treat care-givers unfairly 

or with total disrespect (Zembylas et al., 2010). The theoretical assumption is that care 

receivers attitudes towards female care givers are gendered. Barnes concurs (2012: 61) 

by adding that status attached with such female roles, and the extent to which they are 

acknowledged as professionals, could impact on their responsibility in the health care 

setting, as well as how they are respected socially. The findings however do not reflect 

this assumption. One challenge that the research was to specifically highlight gender 

issues taking into considering that all participants were females and the double role as 

care-givers in both home and the work. 

In the findings of this current study, some female participants expressed that they are 

not valued for the service that they provide, but it is not necessarily due to the fact that 

they are women.  
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Tronto (2010), however, in contrast, suggests that recipients of state care, who are 

clients attending the community health centres, are perceived to be dependent on state 

allocations, and in this way are not perceived as full citizens. This view, however, 

interrogates the following quotations: 

Interview2: Everything that they get here is free and provided by the 

government. And when people get things free they want more out of you. They 

never want you to say no to them. 

Interview 4: There’ll always be those days.............. patients have been rude to 

you. 

Interview7: a lot of people in the community are not interested in improving the 

service and therefore treat professionals disrespectful.  

Interview 6: I don’t have a support network (Researcher: Not at all?) So I fly 

below the radar and keep my mouth shut and I do what I got to do, that is how 

I get by (physiotherapist).  

Barnes (2012: 78), therefore, cautions ‘that the manner in which the care-giver becomes 

responsive to care can be seen as self-sacrifice and altruistic and this can lead to burn-

out of and manipulation from care-givers’. The Batho Pele Principles (Khosa et al., 

2011) encourage state employees go the extra mile; however, the problem is that, at 

times, care-receivers abuse this self-sacrificial act and place an extra burden on care-

workers. This then raises the issue of whether there is a discrepancy between the 

different professional statuses in the health care sector, namely, a medical officer, 

nurse, social worker, occupational- and physiotherapists’. Are the interactions with, and 

responses to, care in these various professionals different, if one should consider the 

value that people put on the profession.  

4.4.3. Responsibility towards the self  

Engster (2007, cited in Barnes, 2012) developed a ‘theory of obligation’, which is an 

essential element of the political ethics of care and implies that we should accept our 

moral responsibility for others, but should start by taking responsibility for one’s own 

care. There was a general consensus that the participants were always aware and 

ensured that they took care of themselves. They implemented self-care practices, which 
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they viewed as supportive. The researcher, while being self-reflexive as a female social 

worker at the facility under study, experienced difficulty, at times, to draw the line 

between work, home and studies. The researcher tried to be responsible towards self by 

implementing self-care practices and putting coping measures in place, however, the 

impact of the work, at times, still became overwhelming. This is often the fate of 

women, who work, and are also care-givers in the home. The following quotations are 

responses to whether care-workers are responsible towards their own self-care:  

Interview 1: “On a cold day a nice hot bath and a warm day like today a nice 

cold bath or just a massage” 

Interview 5: “I like laughing. I like to watch the Madea Movies they’re all 

Christian movies, but comedy movies.” 

Interview 8: “Yes that is how I de-tress, just being out in nature. Walking 

reading, just being out in nature. Watching a good movie sometimes.”  

Interview 2: “By walking, I take the dog and Mathew for a walk.” 

Most participants were also involved in other caring, on a voluntary basis, such as 

being involved in religious activities, working with youth and other charities. They all 

suggested that it was not a burden, but rather saw it as a means of ‘giving back’ as 

indicated by the following quotations: 

Interview 1: With religious activities I’m involved in the youth where I give 

classes to boost their self esteem and morals and to act as motivational speaker 

and to assist them with education....... I love it 

Interview 2: I still do nursing as part of church work, I take communion to the 

sick people and people that are unable to go to church......... supportive, it is 

something that gives me strength to carry on.  

Interview 4: I sometimes get involved in charity work, because my mother 

belongs to various organisations. I help her out here, try and see what I can 

do. That’s about ja.... that’s about it......... definitely helpful. 
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Interview 5: yes I’m involved with the youth at our church and the Sunday 

school.  

Consequently, it is important to take into consideration that these female professional 

health care workers are involved in paid care-work, but also involved in unpaid caring. 

It is also important to note, when considering the ‘care diamond’, that the boundaries 

between its different institutions are neither clear-cut nor static (Reddy et al., 2014). 

One care worker, however, felt that, even though voluntary work was helpful in her 

life, she also needed to put boundaries in place and although it could become daunting, 

she also believed that her faith carried her, as reflected in the following quotation:  

Interview 5: “But at the end of the day for me, for me I’m a person with strong 

beliefs and faith. I believe that is very uplifting for me, because at the end of the 

day you can ask somebody to pray for you. You can pray with somebody” 

Another aspect that was unclear in the participants’ responses was whether their role as 

women impacted on the care that they provided in the community. As proposed by care 

theorists, ‘privileged irresponsibility’ allow men to forego the caring in the community 

(Tronto, 2012).   

 

4.5. Competence in PHC Settings 

The third phase in the political ethics of care is care-giving, which from an ethics of care 

perspective, requires an element of competence (Engster, 2005; Tronto, 1998). Tronto (1998) 

proposes that care-giving requires that individuals and organizations perform the necessary 

caring tasks, as well as have the necessary knowledge about how to care. Competence also 

assumes that the person has the knowledge and resources to do a good job (Zembylas et al., 

2014). The sub-themes that emerged were: a lack of supervision and training; the ethos at the 

facility; and the lack of resources to be fully competent.  

4.5.1. Lack of supervision and training 

To ensure competence it is imperative that intervention should be multi-faceted, 

meaning, training plus supervision, as this will address multiple determinants of 

performance and might be more likely to improve performance (Coovadia et al., 2009).  

The question is, however, is supervision provided, as various literature supports the 

notion that supervision in PHC is a challenge (Coovadia et al., 2009; Hall & Taylor, 
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2003; Kautzky & Tollman, 2008; Manongi et al., 2006; Magnussen et al., 2004; Rowe 

& Moodley, 2013). 

 

With regards to supervision and training, the majority of the participants were of the 

opinion that there was a lack of oversight, in terms of competence on the part of 

management. The participants felt that they are not adequately supervised or did not 

receive the necessary training opportunities pertaining to their work. This was also 

highlighted by the allied health workers, namely, the physiotherapists and social 

workers. According to the researcher, as social worker at the facility, this is a major 

lack, as social work practice requires that social workers receive the necessary 

supervision, especially for debriefing. While being self-reflexive about personal needs, 

the researcher often felt overwhelmed and over-burdened, as the clients that use social 

work services have complex problems and, in the absence of supervision for debriefing, 

this impacts negatively on empathic engagement with service-users. Anecdotal 

evidence suggests that social workers are not always acknowledged for the work they 

do, as it is regarded as a profession that, predominantly, involves women and therefore 

has a lower value. This could be reason that management do not prioritise supervision 

for social workers in the hospitals. 

 

In addition, the fact that PHC is nurse driven also impacts negatively on supervision 

and support given to allied professionals. One research study suggests that senior 

managers were of the opinion that nurses were the ‘backbone of the primary health 

Care (PHC) service’ (Moosa & Gibbs, 2014: 152). The following quotations are 

indicative of the lack of training and supervision: 

Interview 2: Well initially when I got there, there wasn’t much (referring to 

training) 

Interview 6: I don’t have a support network (in terms of supervision). “I feel I 

want to take a transfer to another hospital, because I sometimes feel I’m the 

only physio here and especially the part where training is part of my 

development and as I told my manager it’s mostly the nurses that go on 

training” 
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Interview 8:  “you don’t have a supervisor on the premises that can support 

you (social worker)” 

Interview 4: they need to be your support, but sometimes they....they ... it’s a 

lost? everything to make them look good, to make the facility look good  and I 

mean that isn’t how you solve problems. That is where staff members loose out 

where they not get the support from or leaders for wanting to look good at the 

expense of staff being happy and contented.  

There has been a number of media reports of the lack of staff competence at a number 

of hospitals in South Africa (particularly in the Eastern Cape), which has led to cot 

deaths and other fatalities. This is likely due to the lack of training and supervision, as 

well as inadequate resources ((IOL News, 2013; News 24, 2015).  

4.5.2. Mixed competence in relation to Ethos of PHC  

When considering the ethos at a facility and how competent the staff and management 

are towards the service-users, there was a difference in opinion at the two facilities 

under study. The 4 participants from the first facility reported that they provide a good 

service to clients, but at the other facility it was to the contrary. The participants of the 

first hospital felt that the ethos was good, but that systems were not working 

effectively, which hampered the process of implementing a caring facility.  

 

The Department of Health in the amended National Health Act (2013), proposed the 

National Core Standards and established the Office of Health Standards on compliance, 

where it provided a legislative framework and mechanisms to ensure that the quality of 

health service standards are met (Healthcare, 2030). In addition, the Batho Pele 

Principles and values (Khosa et al., 2011) entrenched in Healthcare 2030; propose that 

health professionals should provide a quality patient-centred service. When considering 

these national core standards on care, compared with the quality of care and the ethos at 

the facilities under study, the findings suggest that the participants had a mixed view, as 

indicated in the following quotations: 

Interview 2: “I can’t speak for others, but in..  in my opinion people are just 

here because they must work, people are nurses because they must work”  
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Interview 7“I think our operational manager is quite high on you know 

rendering of ethical services, you know respecting clients, and you know not 

showing people away from the facility and things like that”  

Interview 8: “The ethos, ethos, is good, maybe it just need to be, more systems 

need to be put in place to make it work better. People are working, but systems 

hampering people to work optimally.  

Interview4: “Sometimes I feel the staff has no respect for authority, they 

sometimes just speak the way they want to even with the patients” 

Interview 3:” I think everybody is you know really trying to do their best you 

know at all times in terms of that 

The lack of respect for health care workers could also influence their commitment to 

the ethos of the facilities. This is often experienced by women workers in many 

settings, due to the patriarchal systems that pre-dominate worldwide.  

4.5.3. “Resources are available but not always accessible” 

There was a general consensus that the resources were available for the participants to 

provide a competent service, but not always accessible within the buildings. This is in 

contrast to earlier assertions that there was a lack of supervisors, which is also a 

resource(supervision as a resource is not readily available). The participants all 

concurred as they felt that the resources are inaccessible (computers are not available) 

due to theft, or the physical structure of the buildings (very hot and not well ventilated) 

does not allow for providing a competent service. Again, this suggests that women 

workers have less power to request that resources are accessible. 

Interview 1: “The structure that I work in is not conducive to work in... it is 

unbearable to work in... the conditions that we work in is totally unbearable.” 

Interview 3: “But for groups we don’t have the resources at the facility, 

therefore we have to make use of community structure such as the library.”  

Interview 7: “resources are available, however not always accessible. For 

example there’s a computer available, but it’s not in my office uhm......... so 

often obviously it hampers service delivery time-management and all of those 
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things become an issue, because now you need to wait before you can do things 

and....... I can understand why I don’t have a computer in my office because it’s 

not safe, it’s not ideal.” 

Interview 4: “Then in the room you need certain tools to examine patients, for 

example the Blood pressure cuff. One time it’s working, sometimes it not 

working, you give it in you get a new one, it works sometimes not. The basic 

tools are there, but I think the big lack of resources is the emergency room, but 

now that the Heideveld EC is there we don’t require that any more.”  

 

4.6. Responsiveness in PHC Settings 

The fourth phase is care-receiving, which involves the response of the client to whom the 

care is given (Barnes, 2012; Tronto, 1998). In the care-receiving phase, the care-giver 

engages with clients, in order to determine the nature of their need, and to monitor their 

responses to the care being offered (Engster, 2005). Responsiveness entails assessing whether 

care has been effective or not (Zembylas et al., 2014). In order for care-givers to be 

responsive, they also need to be responsive to their own needs.  

 

Considering that the facilities are focused on the quality of care, one of the primary 

components of PHC, it is crucial for the management of the facilities under study to know 

how responsive the care that they provide is. Health care 2030 proposes that quality of care is 

an important component in the provision of care, which also includes PHC. A sub-theme that 

emerged during data analysis is, care-receivers response to care as proposed by the 

participants. 

4.6.1. Care-receivers’ response to care as proposed by participants 

According to the participants, care-receivers respond positively to care as they feel that 

their needs are being met. One should, however, consider that care-giving and care-

receiving is a subjective process and the participants’ view might, therefore, be in 

contrast to that of the care-receiver (Reddy et al., 2014). This research study failed to 

consider interviewing care-receivers, for their view of the care that they receive at the 

various facilities. This could be a limitation in the research and, therefore, room for 

further investigation. The participants’ responses are as follows: 
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Interview 3: They always say that they have benefitted from the sessions and 

they always come back. Most of my clients come back. In fact they are all the 

time around.  

Interview 4: And you actually feel good about yourself like oh my word that 

person just came for a minor complaint and here it’s something big, something 

major that needs to be addressed and she would never have known if she never 

came to the hospital. If she hadn’t complained, 

Interview 7: I think people are generally grateful for the service that I 

render....... 

Interview 8: me in the passages they will always come running because most of 

the clients I see also you either give them a mobility assistive device to improve 

their mobility which means a lot for someone to be more mobile and have their 

pain reduced maybe you give them a brace to support that knee, but in 

supporting it you reduce their pain levels. So most of them are satisfied 

Interview 5: patients do get impatient, because I’m the only physio, but then at 

the end of the day they are grateful to have been seen eventually, because the 

waiting period at physio is 45 min 

Interview 3: They always say that they have benefitted from the sessions and 

they always come back. Most of my clients come back. In fact they are all the 

time around.  

4.6.2. Positive processes of responsiveness at facility level 

The Alma-Ata International Conference on Primary Care promoted the principle that 

people should play a role in developing policies and programmes that affect their health 

(De Vos, De Ceukelaire, Malaise, Pérez, Lefèvr & Van der Stuyft, 2009). Tronto (2010: 

60) concurs that care institutions need to have formal practices in place that will create 

the space for reviewing and evaluating how well the institution is meeting its caring 

obligations and how power is used within the organization. Healthcare 2030 further 

proposes that community governance structures (health committees, hospital boards) 

should engage with monitoring & evaluation information and support the collaboration 

between the services and communities for continuous improvement.  
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At a facility level, both facilities have systems in place for clients to raise their 

concerns, for concerns to be addressed and ultimately resolved. These systems also 

double as platforms for monitoring the service and hold the professionals accountable 

for providing a quality and caring service. At the facilities, there are also health 

committees that monitor the service and ensure a positive partnership, which is one of 

the principles of PHC. There was a general consensus among the participants that the 

clients use the process and, in turn, the facility takes heed of these concerns, which 

ultimately ensure responsiveness. The following are participants’ responses:  

Interview3“We have a grievance procedure and it actually works, because the 

clients know that”, “.....meetings about certain complaints the patients give 

and it gets addressed to the staff members” 

Interview 6: “There is compliments and complaints box, a help desk and 

complaint line. Patients can send email, so there is transparency and the no’s 

are all over the hospital where they can contact for what.”  

Interview 7: “We have a health committee, the members are from the 

community and they would flag you know problems needs and things that 

community would want to be either looked at the facility or added.” 

Interview 3: “they put the client first and we’re always looking for ways to 

improve our services like for the waiting time to be less they always come up 

with something and if the client has a query or maybe a grievance they know 

they can feel free to go to the manager’s office and put forth the grievance and 

they know that they’ll work on it.” 

Interview 6: “Ja, there is a process in place, there is a help line a help desk, a 

complaints line, a compliments and complaint box.”  

Again, it would have been interesting to get input from care-receivers on their 

experience of the monitoring and evaluation process, to ascertain whether their 

concerns are regularly followed up. However, that was not the focus of this research. 

 

4.7. Trust in PHC Settings 
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Caring with trust is the fifth phase of care that Tronto has recently added. It refers to the 

reiteration of the process of care, where habits and patterns of care emerge through time and 

where the moral qualities of trust and solidarity are developed (Tronto, 2010). Conditions of 

trust are created where reliance can be developed through the caring practices of others 

(Zembylas et al., 2014).   

 

None of the participants mentioned trust issues; however, they were implicit in some of the 

findings. There appears to be a lack of trust in the multi-disciplinary approach in the two 

settings, as highlighted in an earlier sub-theme. However, other participants stated that the 

ethos of the facilities was good, which suggests that there are elements of trust in the health-

care facilities. Lack of supervision and training may also influence trust between 

professionals in these settings. 

 

4.8. Conclusion  

During the research analysis process, it was noted that the four phases often overlap, and as a 

result it was complicated to analyse and synthesis the data, therefore, some of the sub-themes 

that emerged out of the values, also overlap.  

 

The research could identify all four values, however, trust and responsiveness requires a 

multi-facetted analysis, as one should also take into consideration the care-receivers 

perception of care practices that they receive. There was a general consensus that, when 

considering the political ethics of care, issues of management, policy and challenges within 

the multi-disciplinary team, negatively impacts on attentiveness to care. The research 

identified, though, that participants were attentive towards their own care needs.  

 

When exploring the value responsibility to care, it should be noted that the state provides a 

service, but this is influenced by the fact that the facilities are based in sub-economic and 

disadvantaged areas, characterised by violence, inequality and crime. In addition, care-

receivers’ attitudes towards the health professionals, who are predominantly women, are 

often negative, and as a result, impacts on their responsibility to provide care. The 

participants suggested that supervision and support are challenges, which was particularly 

highlighted by an allied worker. The participants were of the opinion that they are responsive 

to the needs of care-receivers, but it should be noted that care-receivers were not interviewed; 
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therefore, this view is potentially biased. A positive aspect that the research identified, in 

terms of responsiveness, is the fact that communities are encouraged to become actively 

involved in monitoring and holding health professionals responsible to provide a quality 

patient-centred service. The issue of trust was not explored, but inferences were made when 

exploring the multi-disciplinary team and the ethos, which was positive at both facilities. 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS & RECOMMENDATIONS 

5.1. Introduction 

This chapter will present a summary of the findings that developed out of the research, the 

conclusions and finally the recommendations. The aim of the study was to develop an in-

depth understanding on the care practices of health-care workers at two PHC Clinics on the 

Cape Flats. The aim was met by utilising the qualitative research approach. The research 

question (What are the experiences of professional health care workers providing care at 

CDC clinics?) was dealt with in Chapter Four that reported on the research findings. The 

objectives were to explore and describe care practices of health care workers at two CDC 

care facilities, and to explore and describe how health care workers’ values and ethics 

influence their care practices at two CDC facilities on the Cape Flats.  

 

The research was guided by the five values of the ethics of care theory, and the sub-themes 

that emerged out of the analysis, were discussed in Chapter Four. In addition, the values of 

the Department of Health, as proposed in their 2030 Health Plan, were also considered in the 

analysis, as it is in synergy to the values of the ethics of care theory. These values should be 

exercised at all health facilities, CDC’s included, and ultimately should be entrenched in the 

care practices of all workers employed by the DoH. The researcher will unpack the main 

findings, as well as outline realistic recommendations for the two PHC facilities under study 

in this research.   

 

5.2. Conclusions  

In this section, the researcher will present the conclusions of the research findings. 

Recommendations will also be made based on the relevant findings. However, it must be 

noted that these are tentative, as the sample was too small to generalize.  
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5.2.1. Attentiveness in the PHC setting 

The research highlights the care diamond, as proposed by care theorists, and how it 

relates to the double role that women care-workers, in particular, fulfil. The women 

care-workers were able to manage the double role, but are of the opinion; however, that 

the context in which they are expected to work, at times, challenges this balance. The 

research identified sub-themes, which are seen as the contextual factors that impact on 

their role to be attentive. These sub-themes are as follows; the impact of health policies, 

leadership and management styles, challenges with the multi-disciplinary team, and 

health care workers’ attentiveness to their own care.  

 

The research suggested that health care policies and processes guiding care practices in 

health often hampered health professionals in being attentive to service-users. The 

participants in this study highlighted concerns about their work context, as well as the 

required processes to enhance their attentiveness to the care needs of care-receivers. 

These contextual concerns were staffing shortages, challenges with procurement, and 

bureaucratic procedures, in general. Various research studies accessed concur that often 

health professionals are stressed, due to the work context they work in. In addition, 

policy also dictates that services should be quantified to provide quality person-centred 

services to patients.  

 

However, the health care workers were of the opinion that the emphasis is placed on 

targets and quality, at the expense of being attentive to professional health care 

workers’ needs and well-being. Literature reveals that the management styles and 

practices should fulfil the role of being attentive to care-workers and care-receivers. 

However, in this current study, the participants identified that the management style at 

the one facility was undemocratic. This impacted on the kind of attentiveness that staff 

required, but did not receive, and, consequently, impacted on services provided to 

service-users. The other facility was identified as more participatory, as the participants 

expressed that the senior staff were more open and accommodating.  

 

The current study also deduced that there were, at times, challenges to implement a 

multi-disciplinary team approach at the facilities under study. This was specifically 

highlighted by the support staff, who were of the opinion that power issues between 
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them and the nurses impacted on their role in the team. It is insinuated nurses are the 

‘backbone’ of PHC, as it is perceived that nurse ‘run’ the facility; however Healthcare 

2030 clearly states the importance of multi-disciplinary collaboration and intervention. 

This concern needs to be taken into consideration when making recommendations on 

teamwork and collaboration. In addition, there may also be power dynamics between 

the different professions that would impact on their teamwork. Even in hospitals, 

professions could work with a silo mentality, without considering the broader 

requirement to provide a quality person-centred service. Although the care-workers 

highlight these challenges, they are still attentive to their need for self-care, which 

enhances their attentiveness towards proper care practices, in terms of the ethics of care 

theory. 

5.2.2. Responsibility in the PHC setting  

The political ethics of care proposes that the state should take the responsibility of 

caring for its citizens. In South Africa, this is being done; however, this research study 

identified challenges that impacted negatively on this responsibility. These challenges 

were identified as follows: the community power dynamics; care-receivers’ attitudes 

towards care-givers; and the health care workers’ responsibilities towards themselves. 

As the findings identified, one of the factors that impacts on the value of the 

responsibility to care, was the community power dynamics that influences responsible 

care practices. The participants identified gang violence and theft among other 

challenges. The reality is that the CDC clinics are at the coalface of health care service 

delivery, where these dynamics are predominant in the Heideveld and Hanover Park 

areas. Due to these factors health workers, as well as the PHC clinics are challenged to 

provide the type of service that responds to the care needs of the community it serves.  

 

In addition, the participants conclude that the negative attitudes of the care-receivers 

towards the health care professionals impact on the care process. This is again due to 

power dynamics between the health care worker and the care-receivers. These power 

dynamics could be regarded as privileged irresponsibility, as some patients probably 

expect female care-workers to provide them with the type of services that they expect 

to receive at home. The Department of Health, therefore, needs to consider how they 

can address the relationship challenges between female care-providers and male care-

receivers in order to ensure responsible caring practices. The research suggested that 

 

 

 

 



72 
 

health care workers take responsibility to care for themselves, which could potentially 

ensure responsible care practices.  

 

5.2.3. Competence in the PHC setting 

The research concluded that competence in the clinics was a challenge. The data 

analysis highlighted the concerns that influence competence as follows: a lack of 

supervision and training; a mixed response to the ethos at the clinics; and the resources 

to execute their care practices were available, but not always accessible. The lack of 

supervision and training was particularly highlighted by the allied workers, which 

include social workers, physiotherapists and occupational therapists. The allied workers 

suggested that the lack of supervision and training impacted on their ability to provide a 

competent service. This finding is consistent with the research identified in the review 

of literature, which also suggest similar challenges. Anecdotal evidence suggests that 

this lack of supervision and training could be due to the fact that most of these workers 

are women, and that there professions may be devalued or under-valued. Healthcare 

2030, however, clearly articulates the importance of ensuring that processes are in place 

to compel health workers, irrespective of their role in the department, to provide a 

competent service.  

 

The research findings suggest that there was a mixed competence, in relation to ethos at 

the two PHC facilities under study. One thread that emerged was that a positive ethos 

adds value to providing a quality service. The participants, however, highlighted that 

even though the ethos could be a positive process, if proper management systems are 

not in place, it could create a negative work environment, which ultimately impacts on 

the competence of the whole facility. Challenging work conditions are also likely to 

impact on the ethos of the facilities. In later findings, the participants commented on the 

lack of resources and the unattractive building that accommodates the facility. Again, 

anecdotal evidence suggests that this could also be linked to the fact that care-workers 

are women. 

 

The political ethics of care theory, however, suggests that resources should be 

available, in order for health professionals to provide a competent service. This raises a 

concern about budgets and whether money is spent in an ethical way, so that staff are 
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content. The concerns are not only about salaries, but whether facilities are upgraded, 

or new buildings budgeted for. There has been an outcry over the closing of the GF 

Jooste Hospital in Manenberg that also serviced these communities, and talk of 

replacing it with a police training centre instead. This, further, highlights the 

complexities of working in Heideveld and Hanover Park, where crime appears to take 

precedence over health. These contextual aspects are likely to impact on the 

competence of staff.  

5.2.4. Responsiveness to care in the PHC setting  

Responsiveness, according to the ethics of care theory, proposes that care-receivers 

assess whether the services received were responsive towards their care needs. The 

research suggested that care-workers are responsive to the care needs of the people 

accessing the PHC clinics, however, this was proposed by the health professionals. 

According to the health professionals, their assessment was based on responses that 

they received from clients. Care theorists, however, propose that care is subjective; as 

the care-receivers might have a different view, which can be seen as a limitation in the 

research study, as care-receivers were not interviewed. The participants suggested that 

the PHC clinics introduce systems for clients to communicate their complaints and 

provide feedback to the clinic staff and management, on the services rendered. This 

process will ensure that the service becomes continuously responsive to the caring 

needs of clients. In addition, health committees have been established, which further 

ensure a process of monitoring and responding to clients needs. The research, however, 

failed to explore whether these processes are effectively implemented. Care-receivers’ 

feedback needs further investigation and exploration, but would to be a topic of another 

research project. The ethics of care highlight how people from a working class 

background may provide feedback, but their thoughts and ideas are less likely to be 

taken seriously. As most of the clients at these hospitals are from these backgrounds, 

this may be a concern that needs to be addressed.  

5.2.5. Trust in the PHC setting 

When considering trust in the PHC clinics, none of the participants mentioned trust in 

the PHC, but revealed the lack of trust in the multi-disciplinary approach at the two 

clinics under study. In addition, as reported earlier, the lack of supervision and training 

offered, especially to allied workers, also posed a threat towards developing trust in the 
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multi-disciplinary team. Trust and solidarity has deteriorated within the South African 

context, due to corruption and unethical conduct in Government. This could have an 

impact on the kind of trust and ethical conduct in institutions, such as hospitals. 

However, there were participants, who reported that the ethos at the one facility was 

good, which suggests that there is an element of trust in that particular health facility. 

The research again failed to consider care-receivers’ experiences of care, which could 

have indicated whether they trusted their care-workers or not.  

 

Having made conclusions about the values, and the impact thereof, on care practices at 

the two PHC clinics, individually, an understanding of what happens, when you situate 

all the values of the ethics of care together, is necessary. As the research suggested, 

there are challenges pertaining to the fact that the facilities are not always attentive to 

the needs of care-receivers, which could potentially impact responsibility. The reason 

for this statement is that care is subjective, and care-workers’ understanding of care 

needs, might be in contrast to that of the care-receiver. If the trust in the relationship 

between the care-giver and care-receiver fails, there could be challenges with being 

attentive to the needs of care-receivers. As indicated earlier, trust is also related to 

providing a competent service.  

 

5.3. Recommendations 

This section will consider recommendations concerning the qualitative research method used, 

as well as the research findings and finally, also include future areas for research. 

5.3.1. Recommendations pertaining to the research process 

 This research was only conducted at two primary health care facilities, it 

should, however, also be considered at other CDC facilities and possibly at 

other health facilities, as values and ethics in health care are central to care in 

any health setting.   

 This research just included the clinical staff, however, care in health also 

involve other stakeholders, such as the general workers, administrative staff, as 

well as the pharmacy. This will broaden the scope of the findings and will 

include marginalized staff.  
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5.3.2. Recommendations pertaining to the research findings 

5.3.2.1. In terms of attentiveness towards care practices 

 The District management team should ensure training opportunities for 

facility managers and operational managers across facilities, pertaining to 

management styles and practices and this should be done consistently with 

all facilities. 

 Support and mentoring should be given to managers, as this will create 

consistency in their management style at all facilities.  

 Constant team building activities should be encouraged, as this will 

encourage effective and efficient teamwork with the multi-disciplinary 

team. This should also be extended to support staff in the facilities and will 

ultimately ensure team collaboration and the provision of a caring service 

from the time that the care-receivers enter, until they leave the facility.  

 As the research concluded that health professionals do practice self-care, it 

can be recommended that the facilities also provide this, within the care 

package for staff. 

 5.3.2.2. “Towards creating responsible care practices” 

 The substructure should investigate the physical conditions that staff are 

working under and are exposed to, and endeavour to create a healthy 

physical environment that is conducive to health workers physical well-

being.  

 The violence and crime should be addressed at a macro level, therefore it is 

recommended that the facilities liaise with community structures in order to 

address some of the safety concerns of health workers and endeavour to 

create a positive and collaborative partnership. 

5.3.2.3. “Towards the creation of competent staff” 

Health care workers, as well as support staff, should be encouraged to be 

responsible towards the self. Workshops on burn-out and stress could contribute 

to staff being more responsible. This could be augmented by Wellness Days for 

staff. 
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5.3.2.4. The creation of a competent care service 

 Supervision and support should be provided, specifically for allied 

workers (social workers, physiotherapists and occupational therapists). 

This support and supervision should be specific to the professional needs 

of the respective allied health professionals.  

 The Department should look at creative ways to get all employees based 

at the PHC facilities on board, to adopt a positive ethos, which is 

entrenched in the values of Healthcare 2030. The C²AIR² Club is a move 

in that direction; however, there is a need to get all employees actively 

on board.  

  A systems analysis should be done in order to ensure that all systems 

within the PHC clinics are working in synergy and collaboratively, as 

this will ensure a competent care service.  

5.3.2.5. “Towards becoming responsive towards the care needs of care 
receivers” 

 Care-receivers should be encouraged to access the ‘compliments and 

complaints’ process; at some clinics it is clearly visible, whereas at others 

not. The management needs to find ways to promote this process among 

the care-receivers. 

 It could be recommended that basic questionnaires be given to care-

receivers, in order for them to assess whether the care offered at the 

facility is responsive to their care needs. 

 All CDC facilities should either start heath committees, or revive those 

that are defunct, in order to create a positive partnership and 

collaboration, while working towards becoming responsive, as well as 

working towards achieving one of the Alma Ata declarations towards 

partnerships in health care.  

5.3.2.6. Trusting relationships 
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 It should be recommended that training and support be offered to all staff 

irrespective of their role in the multi-disciplinary team, as this will create 

a sense of trust in the team. There could be team-building days, where all 

the different team members get together. 

 However, there were participants who reported that the ethos at the one 

facility was good, which suggests that an element of trust exists in that 

Health facility. A way to harness these positive feelings could be through 

a ‘Whats app’ group, which could support staff initiatives.  

 It would be recommended that confidential questionnaires to given to 

care-receivers, in order to establish whether they trust the service, while, 

simultaneously, evaluating whether the care service is responsive.  

 

5.4. Recommendations for future research 

 Explore whether the care service is responsive to care needs of clients. This should, 

however, be conducted from the care-users perspective.  

 Healthcare 2030 and the implementation of the core values that ultimately will assess 

the effectiveness of the C²AIR² CLUB challenge.  

 

5.5. Conclusion 

This chapter provided a synopsis of the research findings, made recommendations with 

regard to the research process and findings, and, finally, recommendations pertaining to 

future research in this field of study. Through the study, the researcher was able to attain and 

gain an understanding of health care workers experiences of caring for people accessing 

services at two CDC clinics on the Cape Flats.  

 

The aim of the study was obtained by focusing on the objectives of exploring and describing 

the care practices of health care workers at the two clinics under study, as well as how their 

values and ethics influenced their care practices. By gaining an understanding, the researcher 

was able to determine why there is a mixed response when one considers the ethical concerns 

of care and how they relate to care practices.  
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Appendix C: Interview Guide 

 

A.Demographics 

1. How old are you?  

2.  What is your relationship status? 

3. What is your job category at this facility? 

4. What are your qualifications? And what are the minimum requirements for your job? 

5. Where did you obtain your qualifications and when?  

6. In your opinion what do you understand as care in your profession?  

 

B.Work  

1. How long are you working as a health professional? How long at this facility? 

2. Tell me about a day in your work? What is your routine? 

3. In your opinion how would you describe the ethos at this facility?  

4. Explain what is it like working with your colleagues?  

5. How would you describe your relationship with your direct line manager?  

6. How are you coping with your clients? Do you sometimes feel overwhelmed? (add if 

necessary)  

7. Explain how your clients respond to your care?  

8. Does the care process, meet the client’s needs? 

9. Is there a process at this facility that pays attention to changes in client’s needs? Can you 

explain how it is done?   

10. If your needs are in conflict with your client, who resolves these conflicts? 

11. At this facility how would you describe is conflict resolved? 

12. What resources are required to execute your job?  

13. Describe your support network at work?  

14. What about your job do you like? 
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15. What about your job do you dislike? 

16. How often do you get supervision? 

17. WRT Training, do you ever get to go on training? 

18. Are you involved in any other activities at work apart from your job description? 

19. Do you take off often from work? If yes, why? 

 

C. Home 

1. When you get home after a busy day at work how do you respond to family or 

friends? 

2. How would you describe your relationship with your family and friends?  

3. Do you bring work issues home? 

4.  What do you do in your spare time at home?  

5. How do you de-stress? 

D. Other Areas  

1. Are you involved in other activities outside of home and work?  

2. Are you involved in sport, gym or religious activities? Tell me about it?  

3. Do you see them as supportive or stressful? 
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Appendix D: Transcription Interview 4 
 

 

TRANSCRIPTIONS 

Interview 4  

A.  Demographics 

1. How old are you? 31 yrs old 

2. What is your relationship status? I am married with 3 children.  

3. What is your job category at the facility that you are working at? A medical officer, 

permanent medical officer.  

4. What are your qualifications? MBchB.  What are the minimum requirement s for the job 

that you are doing?  That you must be registered as a medical officer with the HPCSA. You 

must have completed your internship and community service, because this is a permanent 

post. You must obviously have the clinical skills. If you have completed your community 

service you would have acquired the necessary clinical skills. You must be willing to work the 

hours and the terms that you have agreed to.  

5. Where did you obtain your qualifications and when? University of Stellenbosch in 2008.  

6. As I have indicated to you that the research is on care, what do understand as care in your 

profession? I think if you look at care it is not just the emotive that we commonly use in 

relationships. It is care that you will stand for certain things that your patients come with, 

that you are willing to listen to them without judgement, that you are willing to give your 

best clinical judgement on whatever the situation is. You will manage people correctly and 

you will keep things confidentially and use the best resources that you have available at your 

facility to make sure the client or patient gets the necessary management that is required.  

 

B. Work 

1. How long are you working as a health professional? Since 2008 so this will be my 7th year 

. Researcher: And at this facility? Participant: and at this facility 1yrand, obviously I am 

on maternity leave, one year and 7 months. Almost two years. 

 

2. Tell me about a day in your work, what is your routine?  Ok on an average day you come 

there at 7h30 and 8h00 you do sort of admin work. Maybe check results on patients that 

you have done yesterday that you’re really worried about. Or maybe sort out patients 

that are at the hosp at that day that doesn’t know where they need to be or they want 

to be seen that day and it is not possible, then you will guide them on where to be or 

obviously you need to start at 7h30, but if there are acute emergency cases then you are 

present to help the individual. Then at around 8h00 you will receive your patients that 

would be your chronic patients, your hypertensive’s, diabetics, asthma, epileptic 

patients. You’ll see them till about 13h30, 14h00 and then you will see the triage 

patients, the patients that come on the day, but they don’t have an appointment and 

you will see them. That is just an average day, but obviously you have an emergency 
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room that is divided amongst the other colleagues that are there. Two days out of the 

week you do call shifts, besides the patients that you see and the other responsibilities. 

Including you will see a patient, you will offer them pap smears, you’ll do what is 

required for your job. Researcher: And what would that be? Participant: for example pap 

smears, you have to ask them about STI, You have to make sure that patients are 

educated about their illness, make sure that they get the correct medication and also 

offer them other services for example physio, social worker, OT if it is available and refer 

appropriately.  

3. In your opinion how would you describe the ethos at this facility? The ethos I think it is 

individually based because collectively if you just look as a whole if one wants to get the 

job done in the time that is required, meaning you see the patients in the time that is 

required to get the job done meaning to see the patient in the time that is required time 

and not making any one unhappy. Obviously each one has their own ethos. But I say to 

see as many patients as we can in the time that is required and do justice to them 

meaning manage them correctly see them and get their medication and see them 

happy. Researcher: Is that what is happening at this facility? Participant: That is what we 

want what we would like it to be. Researcher: but how is it at this facility? Participant: 

But in essence there are many factors that, that make that impossible or maybe difficult. 

So most of the days I would say we please for example 70% of the patients in terms of 

getting their medication and managing them. How they are managed it depends on the 

resources that we have. Like obviously when referring  a patient, it’s obvious when you 

refer a patient that day, or the folder comes late and you see the patient that late clinics 

are close and you can’t make appointments, then it is difficult the patient must come 

back again and make another appointment, that means another bus another taxi fee. 

You know the pharmacy are sometimes full the patients are sometimes turned away. Or  

if a patient comes at 7 o’clock because of the delays, the barriers (Researcher: What 

would the barriers be? Participant: Staff coming late organisation of the facility, how 

things are being run, every day people are just doing their own thing instead of there 

being a firm leader that would said this is how it’s being done, everyone is just doing 

their own thing and i think that is a big problem. People have been here for 30/40 yrs so 

they feel they are entitled to do things their way. I’m not saying there is no order, but 

what I’m saying is that sometimes management’s orders are not carried though, 

because of certain personalities of certain individuals. Researcher: Are you referring to 

certain personalities at the facility? Participant: Yes I am referring to certain individuals 

personalities and maybe the approach on management is where its lacks, because they 

sometimes just leave it as it is. Like management they do have their protocols and they 

do want things on paper to get things better, but in reality it doesn’t happen. And I guess 

on their part  it is also difficult because of certain individuals in different departments  

that makes it difficult for them, but I still believe that if you have that leadership skills no 

matter the personality you’re dealing with there are supposed to be avenues no matter 

who you are even if you are there for 15 years or one day it should be the same. If you 

do that there will be discipline. That is the problem there are no discipline at that facility, 

everybody just come there, yes they come and do their work, but everyone does it 

differently. Some people walk around half of the time that they’re supposed to be there 

and then only they start seeing patients or start doing what they’re meant to do. Others 
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will be very dedicated on their cause and they get frustrated because there is only one 

person taking the load instead of a whole team.  Researcher: So there is inconsistency?  

Participant: Yes there is inconsistency in terms of individual staff. Maybe if you look the 

staff might also be unhappy so they don’t have that energy or that willpower or that 

wanting to do that extra or go that extra mile for the facility.  I mean I go there to do my 

work to do my job and do it to the best I can and to help where I can, but that basically it 

and then go home again. There are other people that have different ways of thinking 

and doing what their job description states.  

4. Explain what it is like working with your colleagues?  Uhm well it is, are you talking 

medical officer level or general? Researcher: General? Participant: Clinicians? 

Researcher: Maybe to start off with you medical officer colleagues and then the clinical 

staff and general staff. Participant: If I look at that clinicians, we are four clinicians and I 

think we reasonably work well together, there’s never going to be the perfect team. 

There’s always going to be issues and things that will never make it perfect. I don’t think 

you get the perfect teamwork, but generally we work well together. Like I say the things 

that don’t make us work well together is the same things. Management don’t put a foot 

in when people come late or people just do as they please, there is no communication. 

Like maybe if you can’t make it for the day or you can’t do something, there is just 

automatically the other people’s responsibility. There is just no communicating and we 

can make a plan for the few days and say this is what’s going to happen.   I think as 

colleagues you can’t address it at that level, because management are the ones to tell 

people, Look here these are the work rules and it applies to everyone and not to one 

person. Maybe you’ve been there for 20 years, a senior, it applies for everyone. But 

other than that I generally feel we work well together. In terms of the other clinicians 

the CNP’s and the nurse we sort of have a reasonable relationship. I think in the 

beginning it was rocky, because I was new, my other colleague was also sort of new and 

we had to get used to different personalities and how people work. Everyone work 

differently, but after we got over that hurdle we are on a level where we have respect 

for one another and know how we can work with one another. Like I say the same things 

that becomes negative is management, I can’t tell someone’s that’s been there for 20 

years, look here this is how you’re supposed to do your job. I can’t tell someone that 

because that is how you’re going to create friction amongst clinicians. Whereas if you 

are in a leadership role or head of department you can do that. You can tell the person 

look here this is your role nothing else, this is your role, even if you are so tired and 

you’re here for 50 years. Your role is to see patients your role is just that and if that 

happen everyone gets to do what they need to do. The bottom line is everybody do 

what they’re supposed to do. Besides clinicians people have leadership roles to do and  

they need to do that and take responsibility for that. That will ensure the smooth 

running of the facility. 

5. How would you describe your relationship with your direct line manager? Well there is 

an open door communication, the manager says you can always come to me if you have 

a problem and that has been done. You come with a problem and address the issue, but 

the problem is the resolution to the problem because that is where it gets stuck. What 

happens there is a problem it either takes a whole year for the resolution to take place 

or somehow it is forgotten in the air. As a manager it shouldn’t be, because as a 
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manager if someone comes to you it should be written down, it must be jotted down it 

must be recorded, but that does not happen. It is human nature to forget, but you don’t 

work with 5 or 10 people, there are 50 or 80 staff members and if that 50 or 80 staff 

members come to you on one day it is just human nature you’re not going to remember 

all the complaints. The management need to have a system in place on how to address 

these complaints, because if you’re not going to address these complaints or whatever 

it’s going to be people are not going to be happy, staff is not going to be happy.  They’re 

not going to want to listen to what you have to say and adhere to your rules, because 

you have listened, but have you truly listened to what they have to say you contemplate 

and reflect on what is said and come to a resolution. That unfortunately most of the 

time does not happen. That is the biggest problem between staff and management and 

that is why there is a continuous rift between staff and management. There is a big 

problem, because sometimes the resolution part is not much put into that.  

6. How are you coping with your clients? Uhmm well in general because the thing is you 

have to see the type of patient that you’re dealing with, you don’t just deal with the 

patient and their problem you also deal with the personality and character and 

sometimes it is very difficult because there are certain clients with unruly behaviour 

unruly manners and you as an individual will have to deal with that and have to get to 

the barrier where you can deliver the service but you try and avoid the conflict or the 

unruly behaviour of your patient, that is a big challenge. Researcher: Is it overwhelming? 

Participant: yes it is overwhelming, its very overwhelming, because sometimes you think 

to yourself should you retaliate in the same manner, what must you just be quiet and 

sometimes you try these different steps and sometimes none of that work and in the 

end you don’t manage the patient and I think that is a big obstacle for many clinicians 

that work there, because sometimes the patients that come there, yes the patient 

comes first, but what do you do when patients are rude to you or abusive towards you. 

They verbally and sometimes even want to be physically abusive and that is the 

challenge that clinicians experience. And I don’t even think that people realise what we 

sacrifice to see patients. And in anytime your life is in danger, ja you might think that is 

being melodramatic, but (smirk) that is not melodramatic you know with drugs and 

everything. You know how many patients come there that are using drugs and you know 

they can just snap one moment and then you there and then what do you do? You don’t 

even have security that is equipped to deal with situations like that so that is a big 

challenge. Another challenge with patients is that you see so many patients for the little 

time that you have and yet they want you to do the best quality of care for the patient... 

I mean that is impossible. You have a required pap smear or a certain amount of HIV 

testing that you have to do a day but then they overwhelm you with so many things, 

whereas rather the problem that the patient came with solve that and then get the 

management and in between where you can try and do what you  need to do, but it is 

impossible for every single day for them to have the quota which they want sometimes, 

sometimes it is possible, because sometimes you don’t  see so many patients but other 

times it is not possible and I think it is those times that management have to 

understand, because they’re there(smirk) they can see the load, the lack of... shortage of 

staff because of sick of leave or whatever it is. I mean they have to understand that you 

can’t do what is required of you to do. But also you have to acknowledge that there is a 
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bulk of patients which really where you feel that you’ve really done your work for the 

day and you’re happy that they were happy when they left your room. And.. and  that’s 

uhm on average if you look at that then the other bad things (Smirk) sometimes it just 

makes it better (smirk). Researcher (laughing) coping? Participant: It makes it cope I was 

....... I did want to... oh... I was looking for a word, but ja you cope. Researcher: Is that it? 

Participant: Ja.  

7. Explain how your clients respond to your care? Uhm.... Researcher: Just in your opinion. 

Participant: Uhm in my opinion I think on average they are reasonably satisfied with 

with... uhm you will get the individuals that are extremely happy about what you’ve 

done, maybe its just coincidence that you found something that  they’re always grateful 

that you’re the one that helped them and you give them that due ..... and you 

appreciate that they thank you for that. But on average I think that they are satisfied 

with my care, there will be a portion of people that will not be satisfied with the care, 

because you can’t always keep on to patients what patients want and you have to keep 

on to what they need and that is the biggest thing that we’re trying to drill through 

patients that you only need that, that you only need what I give you and obviously you 

will get patients that are unhappy and dissatisfied and unfortunately you have to take 

that. Researcher: Are you Ok. Participant had to stop to feed her baby. 

8. Does the care process meet the clients’ needs. In your opinion do you think that the care 

processes at Heideveld meet the clients’ needs?  Participant: Huhu (meaning no). 

Researcher:  Do you think that the care processes at Heideveld meet the clients’ needs? 

Participant: Um I think to a certain extent we have to say yes, but like I said that  if you 

fully wanna say that you care for a patient more needs to be done in order for one to 

fully say that we care for a patient and that we’re doing that responsibility. But to a 

certain point I would say yes, we are trying.... I’m not going to say, we are trying, well I’m 

not going to say our best, but we do try with what we have to deliver the service, but it 

can get better but it can be improved and that we need to realise the we can be better. 

Because I mean if you compare our facility the amount of patients to other facilities is 

not as many and yet we struggle to have a smooth running with you know and that is 

the problem, but in that process we still sort of deliver a service. Ja we’re going to 

neglect a few patients, a certain percentage of patients that come there, but I think the 

majority of the patients do sort of deliver that care to that patient.  

9. Is there a process at this facility that pays attention to in change to what client’s want? 

There is uhm a suggestion box  for patients and I think that they know about it that is 

how we get to know also at meetings about certain complaints the patients give and it 

gets addressed to the staff members... so ja the suggestion box and then obviously the 

office if the managers are there then they go there and sometimes I think patients 

misuse that, when they  directly go to the managers. The managers feel entitled to do 

what the patients said instead of listening to the problem and manage it objectively. 

They just do what the patient says they must do and I don’t think that is right. You don’t 

just do what the patient say, because now you just want to please the client and not 

look bad. You have to do what is right. 

10. & 11 Researcher: I think this question is linked to what you have started to explain. At 

this facility if there is conflict how is it being resolved? Uhm usually when there are 

conflict situations then we usually first approach the operational manager and uhm 
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afterwards we. Interruption with machine recording... The operational manager because 

she is like on the floor so then we can address it with her and if we feel that after a 

certain time that it hasn’t been resolved then we go a step up and we go to the facility 

manager, and if the facility manager don’t resolve it then she’ll take the matter up to 

substructure if it needs to be or she will try and resolve. Sometimes situations are being 

resolved, but like I say most of the time, that is the crux, that is the problem with staff 

coming to the manager to solve the problem, most of the time if the operational 

manager can solve the problem that is ok, but most of the time the problems that she 

cannot resolve that either it never gets resolved or it takes you six months to a year and 

that is what staff members don’t want. And sometimes you have to go above them, I 

mean you don’t want that because then it becomes a whole saga, a big issue an I mean 

ja..... 

12 What resources are required to do your job?  Required or do you mean available. 

Researcher: What is required and then you can talk about what is available. What is 

required for you are to be in a safe environment and so safety, what is available is there, 

is ok, they do have security that is there, but honestly on situation when we needed 

security they were just standing there and we literally had to shout at them to help, so 

safety is no 1. But I think 80% that is OK. Then in the room you need certain tools to 

examine patients, for example the Blood pressure cuff. One time it’s working, 

sometimes it not working, you give it in you get a new one, it works sometimes not. The 

basic tools are there, but I think the big lack of  resources is the emergency  room, but 

now that the Heideveld EC is there we don’t require that any more. But before the 

problem was there were not enough resources, the ECG is not working properly, the 

resus, the thing for resus (referring to resuscitation) was never there. The medication 

that supposed to be in the resus trolley is either expired. I mean those things should be 

on target if you want to have an effective emergency room, but like I say now that we 

have an emergency centre that is fully equipped. So at the moment I would say that our 

resources I would say is ok to manage the patients.  

13 Describe your support network at work? What they do have is this group I can’t recall. 

They say there is this ICAS that one can access for support whatever. Obviously the 

managers they offer to be the support for you, and basically your colleagues, but it 

depends on the relationship that you have with them. Researcher: And at the facility 

how would you describe it to be?  Participant: Like I say that is what they have to offer. 

Do you mean support for staff or for the patients? Researcher: for the staff. Participant: 

for the staff I don’t know if it is working,b ecause personally I haven’t used it beside my 

colleagues for support. I mean sometimes you are in situations and you’re noy going to 

phone ICAS there and then. And when you go to the managers, sorry for harping on 

about the managers, they need to be your support, but sometimes they....they ... it’s a 

lost everything to make them look good, to make the facility look good  and I mean that 

isn’t how you solve problems. I mean that is not how you solve problems that is not how 

the facility going to move forward. It must actually be good in order for ... That is where 

staff members loose out where they not get the support from or leaders for wanting to 

look good at the expense of staff being happy and contented.  

14 What about your job do you like? Uhm... grinning... well the fact that you sometimes, 

maybe not just you per say, but you can use your resources to figure out things, uhm, to 
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figure out things that they came there for something else, but now actually they now 

have a problem. And you actually feel good about yourself like oh my word that person 

just came for a minor complaint and here it’s something big, something major that 

needs to be addressed and she would never have known if she never came to the 

hospital. If she hadn’t complained, maybe if I  didn’t look at that area understand it is 

those surprises, it jogs the mind it makes you think out of the box, because it is not the 

usual everyday diabetic, Asthma thing, and that is the thing, the challenges are what I 

like. The emergency setting that you’re actually really going to help someone now and if 

you’re not going to do something right now it’s going to be to the detrimental, 

detriment of that patient. That is what I like about the job that you can actually be there 

and actually help someone. Yes a diabetic and helping and asthma patient, that is also 

helping, but in those acute situations you actually see what you are capable of, because 

sometimes you feel so despondent you know people don’t appreciate you, not that you 

need their appreciation, but you feel despondent that you’re never appreciated and in 

those situations it just lifts you up to move on and I think those are the moments for 

many clinicians that makes them feel good and see look here it’s worth it to be here.   

15 And what is it about your job that you dislike? Uh mi think it is the fact that patients had 

to wait for so long and I’m not just talking about patients I’m talking about old people 

that have to wait. People in wheel chairs and unfortunately that can’t be solved 

overnight because it’s the problem of numbers and the amount of staff members that 

there are. You can only so much and that is the thing that I don’t like. They come here 4 

o’clock 5 o’clock, hey only get seen later. I mean if that was me honestly I would have 

gone long time home. But I mean they sit there they dont have any other choice. They 

don’t have money to go to private, they don’t ... I mean this is it this is where they need 

to be and they will wait whether it is 6, 7, 8 hours. And then what I hate more and then 

they go to the pharmacy and they get told that sorry it is too full you must come back 

tomorrow that is what the worst possible thing to happen is for most staff members. I 

mean for patient sitting from 4 o’clock and then at 3 o’clock to be told that you must 

come the next day. And also the fact that you don’t have enough staff,   the shortage of 

staff. And I mean people think we are overstaffed. I mean if you want to provide a good 

service you need more staff, you need more clinicians, more CNP’s. Pharmacy, you need 

more pharmacists and I mean you need more in order for patients not to wait so long, 

for patients not to be turned away. I mean reception you need qualified people to work 

there, people with the right personality to work there. That is the problem the people 

that are at the front desk give a bad representation of the day hospital. That is what 

people take home. They take the front and they take that home and the middle part 

they seem to overlook and so it’s the front and the end Referring to pharmacy) which is 

the biggest crisis at this facility. I mean seriously being at reception you need to be at 

your kindest, even is you don’t want to be. I mean you’re representing the hospital and 

unfortunately that is nott what’s happening and it peeves people off.   

16 How often do you get supervision? Uhm how often do I supervise or how often do I get 

supervision. Researcher: How often do you get supervision? Participant: Well initially 

when I got there, there wasn’t much. We do have a family physician that supposed to 

have at least tutorials. Then we realised that we don’t have much supervision where do 

we go to when we have big issues or big problems in the facility in terms of clinical areas 
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and that is when we requested so now once per month he comes and give tutorials on 

case studies on how to manage certain things. On acute cases or cases that you need to 

find out on a higher level you call Grootte Schuur you call your colleague around what to 

do. But at the facility currently on the floor besides the colleagues that you have there 

isn’t much supervision besides the family physician that comes once per month. That 

was only after we requested that he comes. Other than that on clinical issues on cases 

that we can’t wait we call upon secondary hospitals and tertiary hospitals. 

17 WRT training. Do you ever get to go on training? Well it’s always said that the list is up 

everything is up, but when it comes to the book it’s already there people are already 

going on courses. So obviously when you have for example 4 doctors you can’t obviously 

have three doctor is going on a course on one day. So even if you want to go you can’t 

go because there’s always somebody in the medical group you can’t go during that time. 

You can’t go on courses that is just so by the way but that is suitable for you as a doctor. 

And you are given options, but there are not that many. Researcher: How often do you 

go?  Participant: for the year I’ve only gone on one formal training session for the year. 

The others are days training that we initiated at the facility other is training that we have 

once That is in-house training . Researcher: What would that training entail? Participant: 

that would be on certain topics like diagnosis of diabetes or we’ll have a rep coming in 

showing us the new insulin syringes or we’ll have some one talking about asthma and 

medical management on that. Researcher: Who arranges that? Participant: I used to, but 

now I’m on maternity leave some –one else gets to do it. I initiated this process.  

18 Are you involved in any other activities at work apart from your job description? Not 

really, there are so many things to do, your job description in its self will keep you busy 

till 4 o’clock or even after 4, and you don’t get time to do anything else.  

19 Do you take off often from work? Only when needs to be for example family 

responsibility or when you’re sick. I think that is the biggest problem because they would 

say when you’re sick are you really sick. I mean you work with people that are constantly 

sick and you are exposed to that. So it is sick days and it would be the odd days. So it is 

not like it is a regular thing.  

C. Home 

1. I’m going to ask you a bit about your home. When you get home after a busy day at work how do 

you respond to family and friends? Usually I pick the children up so, so they sort of de-stress you. 

They come up with stories about school and then you totally forget about work. Unless something 

really bad happen to someone really upset you. Then you’ll be in a motionless mood and then go 

home. But then you have your responsibilities, you cook food, husband gets home. We usually have 

an open communication, because when something bothers me I will talk to him and he would 

generally ease it out. But generally when I get home I try to forget about work.  

2. How would you describe your relationship with family or friends?  Ja I think I have a very 

good relationship with my family. I don’t have that many that one would call friends. The 

friends that I have  

3. Do you bring work issues home? Obviously If it is going to affect you personally and if it is 

issues that if people become personal or want to attack you then personally when you go 

home it affects you because then you just want comfort or advice from your partner. But 
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other than that I leave it at work, because when I come here I have children husband and I 

need to.... because when I bring it home it’s just going to make me a miserable person. 

Researcher: Does that happen often? No it doesn’t happen that often...Uhm maybe once a 

week. I don’t know if that is often or not often yes maybe once per week. You’ll actually 

come home and feel really down. There’ll always be those days when you know you’re 

either short staffed or staff members are rude to you like that or patients have been rude to 

you. That’s why it’s probably once per week.  

4. What do you do in your spare time at home? Well family and family and family. That is 

basically my spare time my hobbies my everything because they occupy my time most of the 

time.  

5. How do you destress? Well distress is probably a morning drive to Muizenberg way, Fish 

hoek way, take a walk with the children, I mean everything is with the family. But it is usually 

out of the house, take a drive that is basically what we do.  

D. Other Activities 

1. Are you involved in other activities outside of work and home? Like I say family takes up most 

of my time, but I sometimes get involved in charity work, because my mother belongs to 

various organisations. I help her out here, try and see what I can do. That’s about ja.... that’s 

about it.  

2. Are you involved in gym, sport or religious activities? Religious activities and sporting I used 

to do on a regular basis running, but probably with the pregnancy I needed to retract that 

but probably now I need to refocus on that. Because ja I need to do something that is 

suitable around the family. Like going to a gym I need to go a certain time. 

3. Do see these activities as supportive or do you see it as being stressful? No I think it 

destresses you, because if you run it you forget about everything you focus on trying to do a 

certain Km in a certain time. You focussing more on the present on what you are doing at 

the time. Researcher: So it’s helpful? No it is definitely helpful.  
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