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ABSTRACT
Background

Primary Health Care is a basic mechanism that brings healthcare as close as possible to the people. In South Africa, it is seen as a cost effective means of improving the health of the population. It is provided free of charge by the government. This service should be accessible to the population so as to meet the millennium health goals.

Aims

The aims and objectives of the study were:

· To investigate whether Primary Health Care services were accessible to the communities of Tshwane Region.

· To determine the utilization of the health care services in the three Community Health Care centres of Tshwane Region.

Methodology

Data were collected at the three Community Health Care centres of Tshwane Region using self-administered questionnaires. A document review of the Community Health Care centres records was conducted to investigate the utilization trends of services. Descriptive statistics were used. The analysis was based on the information that was elicited from the questionnaires that the people who utilize the Community Health Care centres of Tshwane Region provided. The extracted data emanating from the records from the three centres were also used.

Results

The study demonstrated that in terms of distance, the Community Health Care centres of Tshwane Region are accessible as most participants lived within 5km. They traveled 30 minutes or less to the clinic. The taxi and walking was the most common form used to access the clinic.  The services were utilized with the Tuberculosis clinic being the most visited. Generally, people were satisfied with the service and their health needs are met. 

Conclusion

The Community Health Care centres of Tshwane Region are accessible and utilized effectively.
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CHAPTER ONE

1. INTRODUCTION

1.1 Introduction and background

Primary Health Care (PHC) is being adopted as a basic mechanism for the provision of health care in South Africa (SA). It is delivered through the District Health System. The government is the main service provider of PHC. This system brings healthcare as close as possible to where people live and work and it constitutes the first element of a continuing health care process. It was formally introduced in SA. in April 1994 (SA Department of Health 2001, p.7).
The International Conference on Primary Health Care at Alma-Ata, Kazakhstan (USSR) on the 12th Sept 1978 was organized in response to widespread dissatisfaction with existing health care services. It was at this Conference that a declaration was made that the main social target of governments, international organizations and the whole world community in the coming decades should be the attainment of a level of health that will permit all people to lead a socially and economically productive life by the year 2000. Primary health care was seen as the key to attaining this target. Each country was to formulate national policies, strategies and plans of action to sustain PHC as part of a comprehensive national health system (Hall & Taylor 2003, p.17). 
In addressing the previous legacy of apartheid in the health sector and in accordance with its recognition of fundamental human rights, the South African Constitution has, in Section 27 (1)(a) included the right of access to health care services. The principle of Batho-Pele (people first) was introduced. This principle governs public service delivery and promotes access to decent public services. Also the National Patients’ Rights Charter that is aimed at improving the quality of health care facilities was adopted in 2000. The implementation of Patients’ Complaints Procedures also helps to improve the service (Pillay 2002, p.1). 

The new South African health system adopted the PHC approach because it was seen as the most effective and cost effective means of improving the population’s health. Preventive care consequently leads to less costly medical care (Pillay 2003, p.6).

A comprehensive PHC service package was developed in September 2001 by the South African Department of Health (DOH). The purpose of this package, in the perspective of equity, was to define comprehensive PHC services, which within a period of 5yrs following implementation, will be common to the whole country. An integrated package of essential PHC services made available to the entire population will provide a solid foundation for a single unified health system. This package would contribute to greater social justice and promote equity by reducing the gap between those who have access to an appropriate level of care and those who do not. It also acts as guidance for provincial and district health authorities on how to provide these services, to assist them to assess the unmet needs of their population, and draw up plans to bring services up to national standards. The overall objective was to improve access to high quality effective care, to reduce inequalities between the PHC services and to help meet the millennium health goals. The services that should be provided include: immunization, mother and child care services, antenatal and postnatal care including family planning, sexually transmitted disease, treatment of minor ailments and curative services, mental health, school health services (early detection, correction and prevention of diseases from which school aged children can suffer), treatment of chronic disease, e.g. hypertension and diabetes, treatment of communicable diseases, e.g. tuberculosis and HIV/AIDS, oral health, rehabilitative services and provision of essential drugs. A clinic should render a comprehensive integrated PHC service using a one-stop approach for at least eight hours a day, five days a week (SA Department of Health 2001, p.11).

In 1994, two policies were implemented, namely ‘Free health for pregnant mothers and children under the age of 6 years’ and ‘Universal access to PHC for all South Africans.’ In this regard, the emphasis was on the improvement and development of clinics and essential health care programmes, like mother and child health care, nutrition, expanded immunization and management of communicable diseases. The introduction of the Termination of Pregnancy Act No 92 of 1996 provided women with the legal freedom of reproductive choices (SA DOH. PHC Progress Report 2000, p.3). 
According to the Department of Health, by 2002, over 400 clinics in South Africa were constructed and upgraded. This helped to improve the utilization rate of the primary health care services as communities now travel shorter distances to health care services, although there is shortage of equipment, staff and essential drugs (Pillay 2003, p.17). 

In 2003, Gauteng Province had 86% of facilities that open for five days or more per week, with a small percentage (5%) of the primary health care services providing 24-hour services. This is because the distribution of the population is clustered in big cities where hospitals provide emergency services for a number of neighbouring clinics (Pillay 2003, p.18). Despite positive measures, there were still significant numbers of people in S.A. who do not have adequate access to health care services due to geographical, physical, population growth and language barriers (Pillay 2003, p.13). Health care-system barriers that were identified include long waiting periods, unfriendly and uncaring behaviour on the part of health workers and poor health facilities. This resulted in patients with minor ailments trying self-care. It also had an impact on preventive and chronic disease treatment, and people defaulting on their follow-up appointments (Rispel et al.,1996, p.114).

1.2 Statement of the problem

A study by Rispel et al. (1996) has indicated that our Primary Health Care services were experiencing the following problems: 
                                       - overcrowding

                                       - long waiting times  

                                       - lack of resources, e.g. medication. (Rispel et al., 1996: p.113).

Despite positive measures of adopting a District Health System, health services have remained inaccessible in some respects, and have therefore affected utilization. (Pillay 2003, p.13).

1.3 Significance of the study

The problems of overcrowding, long waiting times and lack of resources like medication that impacted the utilization of primary health care services in South Africa has been identified before by the study of Rispel et al., 1996, p.114

This study is important to investigate whether the primary health care services in Tshwane Region are accessible and being utilized by the communities of Tshwane Region. The findings will be communicated to the South African Department of Health. The insights gained will help to improve the primary health care service delivery.

1.4 Aim of the study

The study aims at assessing the accessibility and rate of utilization of the Community Health Centres (CHCs) of Tshwane Region.

1.5 Objectives

· To investigate whether the PHC services are accessible to the communities of Tshwane Region. 

· To determine primary health care services utilization in the three CHCs of Tshwane Region.

1.6 Research questions

· Are PHC services at the Tshwane Region accessible?

· What is the extent of utilization of these services by the communities in this area?

1.7 Definitions

1.7.1 Primary health care

Primary health care is essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community, through their full participation, and at the cost that the community and the country can afford to maintain at every stage of their development, in the spirit of self-reliance and self-determination. It forms an integral part both of the country's health system, of which it is the central function and main focus, and the overall social and economic development of the community. It is the first level of contact of individuals, the family and the community with the national health system, bringing health care as close as possible to where the people live and work, and constitutes the first element of a continuing health care process (Hall & Taylor 2003, p.18).
1.7.2 Accessibility

 In general terms, “access” means the ability to get care or the ease of getting care Penchansky (2001, p.1) explained that access to health services must capture the relationships between supply/suppliers and demand/demanders in the following five dimensions: 

1. Availability – the quantity and types of population needs relative to the volume and type of existing services.

2. Accessibility – the relationship between the location of supply and the location of users, taking into account the user transportation resources and travel time, distance and cost. 
According to the Comprehensive Primary Health Care Service Package for South Africa (2001), geographical accessibility means that the distance, traveling time and means of transport must be acceptable to the community. Access is measured by the population of people living within 5km of a clinic.

3. Accommodation – the way resources are organized for entry – hours of operation, waiting time, scheduling systems, walk-in facilities and the existing client’s ability to be accommodated by these.

4. Affordability – the resources (income, health benefits) for purchasing care related to the price / cost of the supply.

5. Acceptability – the social/cultural concerns – attitudes on religion, gender, race, neighbourhood, tribe – of patients and providers as they relate to the attributes of each other. It is believed that all these factors affect supply and demand and have influence on utilization of health services (Penchansky, 2001, p.1).
1.7.3 Utilization

This provides the knowledge of whether the available services are being used.
1.8 Conclusion

Two factors will be assessed. These include the accessibility and utilization of the services within the community.

‘Accessibility’:

· This will involve looking at the existing services and resources relative to quantity of need or demand (availability).                   

· How far do people travel to the clinic (distance), travel time and cost of travel? Are the services within walking distance or are people compelled to use different modes of transport to reach the service?

· The organization of the healthcare system as it relates to the ease with which people can use care (waiting time and the length of waiting time for an appointment).

‘Utilization’ – if the different services provided are being utilized.

If the Primary Health Care services provide efficient care, it is presumed that the health of the community will be improved.

CHAPTER TWO

2. LITERATURE REVIEW

2.1 Introduction

In 1977, the World Health Assembly concluded that globally, governments and communities should work towards the attainment of a level of health for all peoples of the world that would permit them to lead a socially and economically productive life. This was later known as ‘health for all’. The International Conference on Primary Health Care (PHC) held at Alma-Ata in 1978 defined PHC (WHO/UNICEF, 1978) and was seen as the vehicle to achieving ‘health for all’. PHC in sub-Saharan Africa was seen not as a level of service provision, but as an overall health strategy. (Chatora &Tumusime 2004, p. 296).
According to literature (Tarimo & Webster 1996; Rispel et al.,1996; Pillay 2003; Chatora & Tumusime 2004), since its adoption (PHC), the health status of the world population has improved as indicated by lower mortality rates in most countries. Epidemiologically, childhood diseases, such as poliomyelitis, measles, tetanus and pertussis have decreased owing to rapid expansion of immunization programmes. There is overall decline in infant and child mortality. 

In the report written by The Health Department in 2000, it stated that: South Africa would enter the new millennium with one of the challenges being to provide good quality integrated health care to all South Africans. It was declared that PHC be delivered through the District Health System in order to achieve this goal. (Department of Health. Primary Health Care Progress Report 2000, p.3).
PHC was seen as the key element in the plan to transform the health services. The White Paper on Health specifically recognizes that services must be accessible to the majority of the population (Pillay 2003, p.10). 

For the purpose of this study, the literature review will focus on two main areas, namely accessibility of the service and utilization of the service.

2.2 Accessibility of the service 

It is reported that access to basic health services was affirmed as a fundamental human right by the Declaration of Alma-Ata in 1978. The World Health Organization (WHO) stated that access to health is everybody’s right and that the ethical basis of any country’s health policy should be “Health for all” (Hall & Taylor 2003, p.17).
Chatora and Tumusime (2004, p. 299) indicated that in some countries in sub-Saharan Africa, health centres should be set up so that each serves 5000 to 10 000 people, or such that those in the catchment area would not to travel more than 8 km or one hour travel time to reach the nearest facility. 

There were significant disparities in access to primary care in Washington by population and geography. In a study that was done in 2000 by the Washington State Department of Health, 86% of Washington residents reported that they had a usual place to receive primary care. Barriers to access included language, culture, geography, weather and lack of affordable public transportation, including medical transportation services. This inadequate access to health care contributed to an estimated 54 000 unnecessary hospitalizations in 1999. With respect to geographic access, rural populations can be isolated by weather-related closures and long distances to health care services. In urban areas, traffic congestion and complex public transport routings can be barriers to care. Many American Indian Health Service facilities provide coverage only during weekdays. People seeking for care after hours and during weekends must turn to the private sector (Washington State Department of Health 2002, p.1).
In the UK, 18% of teenagers stated that they were not aware of their local PHC clinic. Those who were aware indicated that the main barriers to accessing PHC were perceived lack of confidentiality, embarrassment and unsympathetic staff (Gleeson & Robinson 2002, p.186).

Zambia also suffers from inaccessibility of health services when it comes to the distance to the nearest health care provider. Individuals living in rural areas have approximately 7.95 km to the nearest PHC facility, while individuals living in urban areas only have to travel between 1.46 km and 3.18 km to reach a PHC facility. It is stated that 56% of households in rural areas perceived distance as a big problem, including poor infrastructure and lack of transport. The poor are much less likely to seek health care when ill than non-poor individuals. Cost of access is also a barrier to PHC service use (Hjortsberg & Mwikisa 2002, p.73). 

Hall and Taylor (2003, p.18) reported that in the 1960s and 1970s, China, Tanzania, Sudan and Venezuela initiated successful programmes to deliver a basic but comprehensive programme of PHC services. However, a problem of poor accessibility of health services still occurred, especially in poor populations. 
A few studies (Doherty et al.,1996; Pillay, 2003; Tlebere et al., 2007) conducted in South Africa regarding accessibility of health services indicated transport, distance to services and money needed for travel to services as the biggest problems. The negative attitude of nurses was also stated as a barrier. It has been observed that large numbers of people remain with no access to essential health care, even in developed countries and it is believed that access to essential health care can be achieved when facilitators exceed barriers (Penchansky, 2001, p.5).
Equity and access to health care were declared as the fundamental principles that were to strengthen the transformation of health services in South Africa. The government formulated norms and standards for health clinics so that all citizens should have equal access to health irrespective of geographical area (The PHC package for South Africa 2001, p.2).  It is suggested that PHC services should be accessible closest to where people live. In South Africa, it should be within 5 km. The doctor and other specialized professionals should be accessible for consultation, for support, referral and provide periodic visits. It should provide a multipurpose service. 
Governance, technology and transport combined with community partnership, hold the key to making this vision a reality (The PHC package for South Africa, 2001, p.12). 

In 1996, PHC services became free of charge for every South African and this helped to eliminate the cost of health care services as a barrier to access. There was an escalation of attendance in services, like antenatal care, family planning and immunization (Pillay, 2003, p.15). 

The survey conducted by Pillay (2003) in KwaZulu-Natal, South Africa showed that there was an increase in access to services, like antenatal care, from 50.5% in 1998 to 59.3% in 2000. Access to care of tuberculosis (TB) and sexually transmitted diseases (STDs) and the treatment for each disease increased marginally by less than 2% since 1998 (Pillay, 2003, p.18).  Magnani et al. (1996, p.569) conducted a study in which access to health services was defined in terms of geographical proximity, i.e. 
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5 km. It was revealed that there was an increased percentage usage of maternal and child care services. Women who reside near the health care services were more likely to receive antenatal care services in connection with their most recent births. Children were more likely to be immunized and to have a health card and those with recent episodes of diarrhea were referred to a health worker more often than children in far places.

A study conducted in KwaZulu-Natal, South Africa, by Tanser et al. (2006) indicated that, in accessing health care facilities, people often walked to service centres. It was indicated that about 60.8% of people walked to clinics in order to access to health services, < 38.8% reported using some form of public transport and few reported using their own vehicle. The average travel time was 1 hour to attend a clinic.

It is currently estimated that 23% of South Africans (and even fewer black South Africans) have access to the private health care sector on a regular basis due to advanced health care in the private sector and a large proportion of the population have to access public sector facilities (Doherty et al., 1996, p.395).

2.3 Utilization of the service

Penchansky (2001, p.2), revealed that utilization of services can be influenced by several factors, such as availability, accommodation and acceptability, where acceptability in turn influences utilization as much as it influences satisfaction.
Li (2003, p.3) claimed that Hong Kong provides a PHC service for a fixed number of patients on a daily basis and is often clogged up with patients with chronic illnesses who need a refill of their medication. Most of these clinics are closed during public holidays and none are open 24 hours a day. Only a few of those clinics are staffed with a qualified family physician.

STD services, in most countries like the United Kingdom (UK), are not utilized properly because the group designed to use them are mostly adolescents and young adults. A study conducted in Maryland, USA, by Gleeson and Robinson (2002, p.187) showed that young adults (11-21years) are at high risk of STD, but were reluctant in going to the service because they were concerned about the confidentiality of the service. They also felt uncomfortable with discussing sexuality, and especially when they were accompanied by parents, the youth was 72% less likely to have a discussion about sex.
In 2002, the Namibian government reported disparities between the patterns of utilization of the services and allocation of staff where the poorer localities were relatively underprovided. Utilization of services in Windhoek was said to be satisfactory as people travelled shorter distances to the clinic and the poor were exempted from user fees. Lack of staff and long waiting periods were found to be deterrents in using the nearest clinics (Bell et al., 2002, p.678).

A study by Chatora and Tumusime (2004, p.302) that reviewed the implementation of PHC in sub-Saharan countries, indicated that child immunization coverage has increased remarkably in most countries, with almost two-thirds of all children less than 1 year being immunized. 
Immunization programmes have improved accessibility to immunization through increased public education on the value of PHC. Regarding the HIV/AIDS strategy, success has been variable. The control of communicable diseases, for example (TB) using DOTS, have also shown improvement. . (Chatora &Tumusime 2004, p. 302).
It is said that immunization coverage in most parts of Nigeria remains low and this contributes to high morbidity and mortality among children due to the poor transportation system, ineffective cold chain, shortages of trained manpower and inadequate community support and involvement (Azubuike & Ehiri, 1998, p.363). It has been noted that over 50% of the sub-Saharan African population do not have regular access to the most basic essential drugs. 
Malison et al. (1987), in a study to estimate childhood morbidity and mortality and the utilization of health care services in Mbale District, Uganda, observed that high rates of mortality and low levels of utilization of PHC services were found despite easy access to the health facilities. This is related to a variety of constraints, for instance, severely limited budgets, shortages of supplies, unmet training needs and lack of transportation, which limit the effective delivery of health services, even to those who live in the immediate vicinity of health facilities. It was also reported that there was underutilization of preventive health services among households in immediate vicinity of existing health facilities. Basic PHC services, like immunization and treatment of diarrhea were poorly utilized, even in the homes very close to a health facility. This survey showed the need to improve the utilization of health services among populations who already have easy access to health facilities. 
It has been reported that geographical accessibility of health services has a direct bearing on utilization of services. Distance to a facility has been associated with increasing maternal and infant mortality, decreased vaccination coverage and decreased contraceptive use. Improving geographical access to PHC can help to improve these adverse health outcomes (Tanser et al., 2006, p.692).

According to Tlebere et al. (2007, p.346), transportation and distance were the biggest hindrances) to utilization of services, particularly in rural areas. A lack of financial resources for transport was the barrier most often cited by women who did not attend antenatal care. These factors include limited financial resources, influence of family members, family responsibilities, women not realizing they are pregnant and difficulty in obtaining time off from work. With regard to barriers to utilization of child health services, the following factors were stated: socioeconomic constraints (no money for transport to a facility) , beliefs about causes of illness (witchcraft), lack of awareness of danger signs (several mothers stated that they did not realize the seriousness of the child’s condition and therefore delayed seeking care), poor quality of care (improper diagnosis and treatment) and the role of traditional healers (several caregivers reported consulting a traditional healer if their infant’s condition did not improve following care at a clinic or hospital or if clinic was out of stock of relevant drugs). (Tlebere et al., 2007, p.346).

It has been shown that anti-retroviral service in South Africa is not utilized because of stigma; health workers negative behavior, and people were required to travel to a health facility frequently to collect their medication (Parikh & Veenstra, 2008, p.468). 

After removing user fees on attendance of PHC, attendance for curative services increased but subsequent clinic congestion and reduced consultation times may have discouraged some women from attending antenatal clinic and bringing their children for growth monitoring and immunization. A large sustained increase in health service utilization has been reported throughout South Africa (Wilkinson et al., 2001, p.667). Pillay (2003, p.17) stated that by 2002, over 400 clinics in South Africa were constructed and upgraded. This has helped to improve the utilization rate of the primary health care services as communities now travel shorter distances to health care services, although there is shortage of equipment, staff and essential drugs. There have been reports that utilization rates were uneven across services, e.g. antenatal care services being the most utilized service (Rispel, 1996, p.113).

Doherty et al. (1996, p396) stated that the location of clinics affects utilization. For instance, if clinics are located far away from the people, persons in need these clinics may not utilize them, especially for services that appear less urgent (such as preventive care, the treatment of mild illness or collection of medication for chronic disease). Such location may cause the neglect of mild and chronic conditions and the avoidance of preventive care which may have serious consequences in terms of ill health and the eventual cost of treatment for both the individual and the community.
A survey has shown that the utilization of services in Gauteng region has increased, although it differs according to the type of service. The antenatal clinic, immunization and family planning are the most utilized services. The service for chronic illness differs from one area to another (South African National Primary Health Care Facilities Survey, 2003, p.18).
Growth in utilization of Primary Health Care services in Tshwane Region has been reported to have increased by 43% in 2002.  This could be explained by the implementation of the district health minimum data set and hence improved reporting, but it also shows improved confidence in the clinic system. The increase in PHC utilization has resulted in the reduction of the utilization of hospital outpatient departments (South African Department of Health Report on performance of the delivery of services, 2002, p.16). 

                                                       CHAPTER THREE

3. METHODOLOGY

3.1 Study design

The study will employ a cross-sectional, descriptive survey design where self-administered questionnaires will be used to assess accessibility of services, and a document review of community health centres’ records (register book or electronic monthly statistics) will be checked to investigate utilization trends of services. 

3.2 Study setting

The study was conducted at three Community Health Centres of Tshwane Region because they are open for 24 hours and provide all PHC services. They are all provincial clinics. They are:
· Soshanguve CHC is situated in the Northern side of Tshwane. The population is reported to be 
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 310 000, mainly Blacks of low to middle socio-economic status.

· Stanza Bopape CHC is situated in the Central part of Tshwane. The population is reported to be 
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 256 000, mainly Blacks of low to middle socio-economic status.

· Laudium CHC is in the Southern part of Tshwane. The population is reported to be 
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 20 000, mainly Indians of middle to high socio-economic status. 
(Statistics S A 2007, p.1).
3.3 Sampling and sampling method 

A probability sampling method (a simple random sampling) technique was used for sampling. In this technique, all persons attending the clinic had an equal chance of being selected for the study. Using the register of the people who registered to utilize the clinic that day, 100 were sampled at each CHC. The CHC’s see ± 500 people per day on average and 100 of them (20%) were given questionnaires. The Fishbowl technique was used (placing numbers in a container and drawing out the numbers one at a time). The following steps were followed:

· A number was written from the sampling list, on a separate slip of paper.

· The slips were put into the container/fishbowl.

· The slip was drawn, the number noted, the slip replaced, the bowl shaken and the second one selected and so on until the required number (100) was reached. (Brink 2003, p.136). 

3.4 Data sources

For the survey, any patient that came to the clinic between 7am and 4pm, and who gave consent for the questionnaire would be included in the study. The researcher would stay at the clinic between 7am and 4pm.

Computerized demographic and medical records of people who utilized the clinic from 01 October 2007 to 31 May 2008 were examined. Monthly statistics of utilization of different services were captured.

3.5 Data collection

Two methods of data collection were used. Firstly, a self administered questionnaire was used for collection of quantitative data. The questionnaire was divided into two sections: the demographic data and the clinic information data.

Self-administered questionnaires were given randomly to people who utilized the clinic that day. The CHCs see 
[image: image6.wmf]±

 500 people per day on average and 100 people (20%) were given questionnaires. Secondly, a data extraction tool was used for scoring information regarding utilization of services at the three CHCs for a period of eight months, i.e. 01 October 2007 – 31 May 2008. The register book or electronic monthly statistics records were looked at using the data extraction tool to obtain the following information:

· Staff component

· Utilization trends by:

· Age i.e. total number of people < 5yrs, 16–25yrs, 26-35yrs, 36-45yrs & >45yrs.

· Number of patients seen by nurse per day.

· Number of patients seen by doctor per day

· Total number of patients seen at the CHC for that month.

· Total number of patients who utilized:

· Curative service (child health and minor ailments)

· Sexually transmitted diseases

· Immunization

· Preventive service (antenatal care, family planning and pap smear).

· HIV (VCT and ARV).

· Chronic diseases (hypertension, diabetes and asthma).

· Referrals (to the doctor, hospital or specialized services).

· Pharmacy (items being used).

3.6 Data analysis
Descriptive statistics were used to analyze the data in this study. The analysis was based on completed questionnaires and extracted data emanating from records at the three centres. In analyzing the data, an assessment of the monthly data on clinic attendance and utilization was conducted. Data were imported into SSPS software. Analysis included frequency distributions of different types of services utilized, demonstrated by pie charts, bar charts and tables.

3.7 Reliability and validity of study

A pilot study (small-scale version run of the major study) was done to test the instrument. By doing a pilot study, feasibility of the study was investigated (the validity of the measuring tools and the acceptability of the study to the study population) so that any problems could be identified early and information may be obtained for improvement.

The questionnaire was handed out to a small group of people (ten) at one of the CHCs.

The findings of the pilot study helped the researcher to remove questions that were vague.

3.8 Limitation of the study

Because of time and financial constraints, it was not possible for the researcher to conduct surveys on all the clinics in Tshwane region, i.e. 28 Local Authority Clinics and nine Provincial Clinics. The researcher selected the three Community Health Centres because they are open for 24 hours and provide all the Primary Health Care services.

3.9 Ethical considerations

The proposal was submitted to the following committees for ethical clearance:

· The School of Public Health, Research, Ethics and Publications Committee (REPC) &
· Medical Research, Ethics Committee (MREC), School of Public Health, University of Limpopo (Medunsa Campus).

Also because the study involves using self-administered questionnaire, informed consent was obtained from study participants. Participants were given information to enable them to make decisions to either participate in the study or not. The benefit of taking part in the study was explained in the informed consent document, i.e. to improve the quality of health care services. Participants were assured that their identity would remain anonymous and that all the discussions would be held confidential. 

Participants were expected to have read and understood the content and the purpose of the study before participating. Consent forms and questionnaires were in both English and Setswana to address language barriers. Also clinic records were reviewed. Sources of information were acknowledged and official permission to use clinics was obtained from the Department of Health. All records were kept confidential and used solely for the purpose of the study.
3.10 Conclusion

A quantitative and descriptive research approach was adopted by using a questionnaire to elicit information from people who utilize the Community Health Care centres in Tshwane region. The aim of the study was to investigate whether the PHC services are accessible to the communities of Tshwane Region, and to determine if primary health care services utilization in the three CHCs of Tshwane Region are adequately utilized. Findings of this study would be forwarded to the Department of Health for improvement of the services.

CHAPTER FOUR

4. DATA ANALYSIS AND INTERPRETATION
4.1 Data analysis and interpretation

The results of this study were analyzed using statistical software, namely the SPSS 14.0 computer programme. The information obtained is presented in frequency tables, pie graphs and bar charts for all variables in order to determine the distribution of variables.

Cross tabulation is also done to determine the relationship between the predictor variables and the response. The Chi-square test was also used to test if the PHC services were accessible to the community folks. Significance was put at p < 0.05. 

4.2 Demographic information

4.2.1 Participants

Three hundred questionnaires were distributed. Fifteen (5%) of them were not returned.

The total participants were 285 (95%). A large proportion were self respondents 235, of which 75 (26.33%) were males and 160 (56.2%) were females. Parents/guardians who responded on behalf of children below 5 years of age were 50 (17.46%), of which 15 (5.26%) were male and 35 (12.2%) female. Table 4.1 and figure 4.1 below summarizes the participants’ age and gender distribution.
Table 4.1: Distributions of Participants, Age against Gender.

	Variables

	Gender
	Male
	Female

	Participants
	 Age in years                               
	No.
	%
	No.
	%

	Parents/Guardian
	< 5 yrs
	15
	5.26
	35
	12.2



	Self


	16 – 25 yrs 
	3
	1.05
	39
	13.7



	
	26 - 35 yrs
	18
	6.31
	44
	15.4



	
	36 – 45 yrs 
	15
	5.26
	20
	7.0



	
	>45 yrs
	39
	13.7
	57
	20
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Figure 4.1: Distribution of Age by Gender (n=285)

4.2.2 Age

Ninety-six (33.7%) of participants were above 45 years of age, followed by 62 (21.8%) with age range of 26 to 35 years; 50 (17.5%) were below the age of 5 years, 42 (14.7%) ranged from ages of 16 to 25 years and 35 (12.3%) ranged from 36 to 45 years with the average mean age of 8.5 years. The standard deviation was 2.2 for 285 participants.

4.2.3 Gender

There were more female (195) than male participants (90). Among the females, those who were above 45 years were 57 (29.2%), followed by 44 (22.6%) who ranged from 26 to 35 years of age, 39 (20.0%) from 16 to 25 years, 35 (17.9%) were children below 5 years of age, and 20 (10.3%) were between 36 to 45 years of age. Among the males, 39 (43.3%) were above 45 years of age, followed by 18 (20.0%) with age range of 26 to 35 years; 15 (16.7%) respondents were less than 5 years of age and 15 (16.7) were 36 to 45 years old and 3 (3.3%) were 16 to 25 years of age.

4.2.4 South African citizenship

The respondents were asked to indicate whether they were South African citizens. The information that was obtained is reflected in Table 4.2 below.
Table 4.2: Distributions of South African citizens, Age against Gender.

	Variables

	Gender
	Male
	Female

	Yes
	Age in years
	No.
	%
	No.
	%

	Parent/Guardian
	< 5 yrs
	15
	17.6
	35
	18.5

	Self
	16 – 25 yrs
	3
	3.5
	34
	18.0

	
	26 - 35 yrs
	15
	17.6
	44
	23.3

	
	36 – 45 yrs
	14
	16.5
	20
	10.6

	
	>45 yrs
	38
	44.7
	56
	29.6

	Total      

	
	85
	29.82
	189
	66.32

	

	Gender
	Male
	Female

	No
	Age in years
	No.
	%
	No.
	%

	Parent/Guardian
	< 5 yrs
	0
	0
	0
	0

	Self
	16 – 25 yrs
	0
	0
	5
	83.3

	
	26 - 35 yrs
	3
	60
	0
	0

	
	36 – 45 yrs
	1
	20
	0
	0

	
	>45 yrs
	1
	20
	1
	16.7

	Total                                     
	
	5
	1.75
	6
	2.11


Out of 285 participants, 274 (96%) said they were South African citizens. Of these 189 (66.32%) were females and 85 (29.82%) males. Only 11 (3.86%) said they were not South African citizens (6 females and 5 males).

4.2.4 Distance

The distance travelled by the respondents to the clinic was one of the parameters used to assess accessibility as indicated by figure 4.2 below.
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Figure 4.2: Cross tabulation of Distance, Gender and Age

It can be observed from Figure 4.2 above that a significant proportion of the participants 129 (45.3%) traveled less than 5 km to the clinic, of which 67 were females, 35 males and 27 children. This finding is true irrespective of gender. Participants who reported to have traveled 5 to 10 km were 112 (39.2%), of which 63 were females, 30 males and 19 children. Those who traveled above 10 km were 44 (15.4%) of which 30 were females, 10 males and 4 children.

4.2.5 Traveling time 

The figure below indicates the time that the people took to reach the clinic.
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Figure 4.3: Distribution of traveling time 

Figure 4.3 shows that 202 (70.9%) of the respondents reported to have traveled for 30 minutes or less to the clinic. Those who traveled for 30 minutes-1 hour were 69 (24.2%) and those who traveled longer than an hour were 14 (5%).

4.2.6 Means of transport 

Participants were asked to specify the means of transport used to reach the clinic. It is indicated in the table below.

Table 4.3: Distribution of Age and Gender by transport

	Transport
	 
	Gender
	Total


	 
	 
Age in years
	Male               
	Female
	

	Walk
	< 5 years
	7
	15
	22

	 
	16 - 25 years
	2
	17
	19

	 
	26 - 35 years
	9
	18
	27

	 
	36 - 45  years
	10
	10
	20

	 
	> 45
	18
	17
	35

	Total
	
	46
	77
	123

	

	Taxi
	< 5 years
	7
	18
	25

	 
	16 - 25 years
	1
	21
	22

	 
	26 - 35 years
	7
	24
	31

	 
	36 - 45  years
	5
	10
	15

	
	> 45
	13
	28
	41

	Total
	
	33
	101
	134



	Bus
	26 - 35 years
	1
	0
	1

	 
	> 45
	1
	0
	1

	Total
	
	2
	0
	2

	

	Own Transport
	< 5 years
	1
	2
	3

	 
	16 - 25 years
	0
	1
	1

	 
	26 - 35 years
	1
	2
	3

	 
	> 45
	7
	12
	19

	Total
	
	9
	17
	26


Table 4.3 shows that many (just under half of the total respondents) people 134 (47%) used a taxi as a mode of transportation to go to the clinic. Forty-one respondents (43%) were above 45 years of age, 31 (50%) were 26 to 35 years, 25 (50%) below 5 years, 22 (52%) with an age range of 16 to 25 years, and 5 (14%) being 36 to 45 years of age. The second common mode of transport was walking 123 (43.2%). Those above 45 years 35 (36%), were the biggest group; 26 to 35 years were 27 (43.5%), 22 (44%) being below 5 years, 20 (57%) ranged from 36 to 45years and 19 (45%) ranged from 16 to 25 years of age. Twenty-six (9.1%) used their own transport and those above 45 years showed the highest frequency 19 (20%) followed by 3 both under 5 years (6%) and those between 26 to 35 years (5%) and 1 (2%) was in the age range of 16 to 25 years of age. Two people used a bus, one above 45 years and one between 26 to 35 years. 
4.3 Clinic information

4.3.1 Sick

Out of the 285 participants, children below 5 years of age were 50 (17%), 15 being males and 35 being females. The number of adults were 235 (83%), 75 males and 160 females (Figure 4.4).
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Figure 4.4: Sick respondents

4.4 Reasons for coming to the clinic

The respondents were asked to indicate the reason(s) for coming to the clinic and the different disease conditions for coming to the clinic is shown in Table 4.4. 
Table 4.4: Distribution of utilization of chronic disease services
	AGE                    (Years)
	DIABETES
	HYPERTENSION
	TUBERCULOSIS
	ASTHMA

	
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female

	< 5yrs
	0
	0
	0
	0
	0
	0
	0
	1

	16 - 25 yrs
	1
	0
	1
	2
	0
	0
	0
	0

	26 -35 yrs
	1
	5
	1
	2
	3
	1
	2
	3

	36 - 45 yrs
	5
	2
	4
	5
	4
	7
	2
	3

	> 45 yrs
	23
	22
	2
	3
	21
	36
	4
	3

	Sub Total
	30
	29
	8
	12
	28
	44
	8
	10

	TOTAL
	59
	20
	72
	18


4.4.1 Diabetes

People who came to the clinic because of diabetes were 59. Males above 45 years were 23 (76.7%), followed by 5 (16.6%) within the age range of 36 to 45 years, and 1 (3.3%) each for age 26 to 35 years and 16 to 25 years. Females above the age of 45 were 22 (75.9%), 5 (17.4%) for age 26 to 35 years, and 2 (6.9%) for age 36 to 45 years. 

4.4.2 Hypertension

Respondents who utilized the health care service because of hypertension were 20 (12 females and 8 males). Four males (50%) ranged from 36 to 45 in years, 2 (25%) above 45 years, and 1 (12.5%) in each between 16 to 25 and 26 to 35 years. Females between the ages of 36 to 45 were 5 (41.7%), 3 (25%) were above 45 years, followed by 2 (16.7%) each with age ranging from 16 to 25 and 26 to 35 years. 
4.4.3 Tuberculosis 

Of the seventy-two respondents who reported to the clinic due to tuberculosis 44 were females and 28 males. 36 (81.8%) females were above 45 years (highest number), 7 (16%) were within the age range of 36 to 45 years, followed by 1 (2.3%) from 26 to 35 years, while males above 45 years were 21 (75%). Four respondents (14.3%) were in the age range of 36 to 45 years, and 3 (10.7%) were from 26 to 35 years. 
4.4.4 Asthma

Those who reported to the clinic due to asthma were 18 (10 females and 8 males). There were 4 (50%) males above 45 years, and 2 (25%) respondents in the age range of 26 to 35 years and 36 to 45 years. There were 3 (30%) females above 45 years, and those in the age range of 26 to 35 and 36 to 45 comprised 3 (30%). There was 1 (10%) child below the age of 5 years. 
4.4.5 Immunization 

The figure below indicates the number of children who came to the clinic for immunization.
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Figure 4.5: Distribution of immunization among children <5yrs
There were 46 (16.1%) children who came to the clinic for immunization. The other 239 (83.9%) respondents came for different reasons.

4.4.6 Family planning

The figure 4.6. below indicates the number of females who reported for family planning.
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Figure 4.6: Females reporting to Family Planning 

Figure 4.6 shows the total number and percentage 24(8%) of females who reported to the family planning. The other 261 (92%) participants came for different reasons.

4.4.7 Pap smear 

The below figure shows the number of participants that came to the clinic for cancer test and the others came for other reasons.
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Figure 4.7 Females reporting for Cancer Test
Figure 4.7 above shows that out of 285 participants, only 20(7%) females reported to have come to the clinic for Pap smear. 

4.4.8 Antenatal care 

The number of females that utilized the clinic for pregnancy check-up is shown in figure 4.8. below. 
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Figure 4.8: Females using Antenatal Care

In Figure 4.8 above, it can be seen that a total of 34 (11.9%) females out of 285 participants utilized the clinic for antenatal care (pregnancy check-up). The other 251 (88.1%) participants came for various reasons. 
4.4.9 Voluntary counseling and testing

The table below shows the number, age group and gender of respondents that came to the clinic for voluntary counseling and testing.

Table 4.5: Distribution of Age, Gender and VCT 

	AGE                    (Years)
	VCT

	
	Male
	Female

	16 -25 yrs
	1
	12

	26 - 35 yrs
	8
	8

	36 - 45 yrs
	5
	2

	> 45 yrs
	2
	1

	Sub Total
	15
	23

	TOTAL
	38


Documentation records of the clinic showed that 38 respondents came to the clinic for Voluntary Counseling and Testing (23 females and 15 males) (refer to Table 4.5 above). Of the 23 females, 12 (92.3%) were 16 to 25 years old, 8 (50%) were 26 to 35 years old, 2 (28.6%) ranged from 36 to 45 years and one was above 45 years. There were 8 (50%) males in the age range of 26 to 35 years. Five (71.4%) ranged from 36 to 45 years and there was one male in the age group 16 to 25 years and 1 above 45 years.

4.4.10 Anti-retroviral treatment 

The number of respondents, age group and gender that reported to the clinic for anti-retroviral treatment is shown on the table below.

Table 4.6: Age Gender ARV Cross tabulation

	AGE                  (Years)
	ARV

	
	Male
	Female

	16 -25 yrs
	0
	2

	26 – 35 yrs
	5
	6

	36 – 45 yrs
	1
	1

	> 45 yrs
	3
	4

	Sub Total
	9
	13

	TOTAL
	22


According to Table 4.6 above, twenty-two respondents reported to the clinic for anti-retroviral treatment (13 females and 9 males). There were 6 (54.5%) females whose age ranged from age 26 to 35, 4 (57.1%) were above 45 years, 2 (100%) were in the range of 16 to 25 years and one (50%) was aged between 36 to 45 years. Five males (45.5%) ranged from 26 to 35 years, 3 (42.9%) were above 45 years and one (50%) was aged between 36 to 45 years.

4.5 Number of clinic utilization 

The figure below shows participants who utilized one or more services when they visited the clinic.
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Figure 4.9: Distribution of Clinic utilization 

Out of 285 participants, 209 (73%) people reported to have come to the clinic and utilized one service. Seventy-six (27%) people utilized 2 or 3 services. 
4.6 Doctor or nurse 

People that came to the clinic were either seen by a nurse or a doctor as shown in the table below.
Table 4.7: Doctor or Nurse

	 
	Seen by
	Total

	 
	 
	 
	Doctor
	Nurse
	 

	Age

 

 

 

 

 

 

 

 

 
	< 5 years


	Count
	0
	50
	50

	
	
	%
	0
	100
	100

	
	16 - 25 years


	Count
	5
	37
	42

	
	
	%
	11.9
	88.1
	100

	
	26 - 35 years


	Count
	14
	48
	62

	
	
	%
	22.4
	77.4
	100

	
	36 - 45  years


	Count
	3
	32
	35

	
	
	%
	8.6
	91.4
	100

	
	> 45


	Count
	19
	77
	96

	
	
	%
	19.8
	80.2
	100

	Total

 
	
	Count
	41
	244
	285

	
	
	%
	14.4
	85.6
	100


Table 4.6 shows that 77 (80.2%) people above 45 years of age were seen by a nurse and 19 (19.8%) people were seen by a doctor. Reports showed that all the 50 (100%) children below 5 years were seen by a nurse. In the age group of 26 to 35 years, 48 (77.4%) were seen by a nurse and 14 (22.4%) by a doctor. Thirty-seven (88.1%) of those within age range of 16 to 25 years were seen by a nurse and 5 (11.9%) by a doctor. Of the age range of 36 to 45 years, 32 (91.4%) were seen by a nurse and 3 (8.6%) by a doctor. 

4.7 Referral

Fig 4.10 below shows the number of people that were not referred to other services and those who were referred to the doctor (for further consultation or alternative treatment), hospital (very ill patients or emergencies that need admission) and specialized services (physiotherapy, occupational health).
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Figure 4.10: Referral distribution

Out of 285 people that were seen at the clinic, 232 (81 %) were not referred to other services. Those referred to the doctor were 35 (12 %) while those who were referred to the hospital were 13 (5 %). It was reported that 5 (2 %) were referred to specialized services.

4.8 Prescription and medicine issued

Respondents were asked about their prescription and medicine issued according to their age (refer to Table 4.8 below).

Table 4.8: Distribution of prescription and medicine issued against age

	Prescription

	Age 
	Yes
	No
	Total

	<5yrs
	5
	45
	50

	16- 25yrs
	23
	19
	42

	26- 35yrs
	45
	17
	62

	36- 45yrs
	29
	6
	35

	>45yrs
	93
	3
	96

	Total
	195
	90
	285

	

	Medicine Issued

	Age 
	Yes
	No
	Total

	<5yrs
	5
	0
	5

	16- 25yrs
	22
	1
	23

	26- 35yrs
	45
	0
	45

	36- 45yrs
	27
	2
	29

	>45yrs
	91
	2
	93

	Total
	190
	5
	195


4.8.1 Prescription issued

A total of 195 prescriptions were issued. Of these, 93 were issued to persons above 45 years of age, 45 prescriptions were issued to those in the age range of 26 to 35 years, 29 to those in the age range of 36 to 45 years; 23 were issued to participants in age ranging from16 to 25 years and 5 were issued for children below the age of 5 years.

4.8.2 Medicine issued

Out of 195 prescriptions that were issued, 190 people received their medicine and only 5 people did not receive medication because it was out of stock (
[image: image17.wmf]2
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= 30.6 and p = 0.000). 

4.9 Health needs

The table below indicates the response of participants to whether their health needs were satisfied or not.
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Figure 4.11: Frequency Distribution of Health Needs

A large proportion of participants 271 (95 %) stated that their health needs or requests were met. However, 14 participants’ (5 %) health needs or requests were not met.

4.10 Service and operational hours  

The participants were asked if they were satisfied with the hours or period that the clinic is available and the service they received as indicated in table 4.9 below.
Table 4.9: Distribution of Service and Operational Hours 

	RESPONSE
	SERVICE
	OPERATIONAL HOURS

	 
	NUMBER
	%
	NUMBER
	%

	YES
	264
	92.6
	236
	82.8

	NO
	21
	7.4
	49
	17.2


4.10.1 Service Availability

The majority of participants (264) reported that services were available. However, 21 reported that services were not available.

4.10.2 Operational hours

Two hundred and thirty-six participants were satisfied with the hours or period that the services were available whilst 49 participants were dissatisfied. (
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= 54.4 and p = 0.00).

4.11 Recommendation and change 

The table below shows the response of participants to whether they would recommend someone to go to the clinic and if change was needed. The Chi-Square Tests was used to confirm if the response was true.
Table 4.10: Distribution of recommendation and change against age

	 
	Change
	Total

	
	Yes
	No
	

	Recommendation


	Yes
	68
	190
	258

	
	No
	27
	0
	27

	Total
	95
	190
	285


Chi-Square Tests
	 
	Value
	df
	p-value

	Pearson Chi-Square
	59.651(b)
	1
	.000

	Continuity Correction(a)
	56.383
	1
	.000

	Likelihood Ratio
	65.208
	1
	.000

	N of response
	285
	
	


Out of 285 participants, 258 said that they would recommend a friend or family to come to the clinic when sick (
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 = 59.7 and p = 0.000). The other 27 participants would not recommend a friend or family to come to the clinic, and 190 respondents are of the opinion nothing needs attention or needs to be changed at the clinic. The other 95 participants felt that change in the management of the clinic is needed.

This table below shows the p-values for the accessibility of services. 

Table 4.11: The p- values for the accessibility of services 
Services: Health needs, Services, Operational hours, Recommendation and Change

p-values for all accessibility of Services: 0.000

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	 T
	 df
	p-value 

	 
	 
	 
	 
	Lower
	Upper
	
	
	

	Health needs
	.635
	.504
	.030
	.576
	.694
	21.3
	284
	.000

	Services
	.611
	.530
	.031
	.549
	.672
	19.5
	284
	.000

	Operational hours
	.512
	.591
	.035
	.443
	.581
	14.6
	284
	.000

	Recommendation
	.589
	.527
	.031
	.528
	.651
	18.9
	284
	.000

	Change
	.491
	.620
	.037
	.564
	.419
	13.4
	284
	.000


A p value less than 0.05 indicated statistical significance.  This shows that participants were 95% satisfied with services rendered at the Community Health Centres. 

CHAPTER FIVE

5. CONCLUSIONS AND IMPLICATIONS

5.1 Summary of research findings

Of the 285 respondents from the three Community Health Centres of the Tshwane Region, there were more females than males. Most were South African citizens who traveled less than 5km to the clinic. The majority were seen by nurses. The respondents indicated that they were satisfied with the service and their health needs were met. They would recommend that people utilize the services that were provided.

5.2 Discussion of summary

5.2.1 Demographic data

Age
The majority of participants were females at the time of the study (Table 4.1). The services attracted females most probably because of the kind of services offered; antenatal care, family planning; pap smear and immunization are more female-orientated. There were no specialized male services, such as urology.

Distance

The study showed that in terms of distance, the clinics were accessible as most of the participants lived within 5 km (Figure 4.2). According to the set norms and standards of South African Primary Health Care Services, access is measured by the proportion of people living within 5 km of a clinic (The Primary Health Care Package for S.A 2001, p.12). 

Similarly, a study done by Bel et al. (2002, p44) in Namibia concluded that accessibility was said to be satisfactory as people in urban Windhoek traveled shorter distances to the clinic. Chatora and Tumusime (2004, p.299) pointed out that in sub-Saharan Africa, health centres were set up so that people in the catchment area would not travel more than 8km or one hour travel time to access the nearest health facility.

Travelling time

A significant proportion of participants reported to have traveled 30 minutes or less to the clinic. Others traveled between 30 minutes to an hour and only a minority traveled for more than an hour (Figure 4.3). The travelling time in Gauteng Region is reported to be shorter as opposed to a study that was conducted in 2006 at the Hlabisa health sub-district, Kwa Zulu Natal, South Africa, where it was reported that the median travel time to the nearest clinic was 81 minutes, and that 65% of homesteads traveled 1 hour or more to attend the nearest clinic (Tanser et al., 2006, p.691). 

The current study revealed that the Gauteng Region clinics are accessible as most respondents (70.9%) indicated that they had traveled 30 minutes or less to the clinic.

Means of transport

The results indicated that the most common form of transport that the respondents used to access health care services was the taxi. The second form was walking, with only a few people using their own transport. In comparison, Tanser et al. (2006, p.299) reported that in accessing health care facilities at Hlabisa health sub-district, Kwa Zulu Natal, South Africa, people often walked, which was followed by public transport. Some individuals reported having walked very long distances or long times because there was no public transport available in their area or they were too poor to afford the fare.

In 1998, it was estimated in South Africa that nationally 49%, 41% and 10% of black South Africans walked, used public transport and their own transport respectively, to access health care (Smith et al., 1999). In the current study, the values for Tshwane Region were 43.2%, 47% and 9.1% respectively. The higher use of own transport at the expense of walking in the national survey probably reflects the urban influence. Public transport usage and walking were the most popular mode of transport to access the health services. These results are in agreement with the study by Tanser et al 2006 that has shown a relationship between proximity to clinic and proportion of the population choosing to walk to the clinic.
5.2.2 Clinic information

The results of this study revealed that the Tuberculosis (TB) clinic was most visited. According to the Henry J. Kaiser Family Foundation (Sept 04, 2007), South Africa has the fifth largest number of people living with TB in the world. Our 51% treatment success rate is below the World Health Organization’s target of 85%. In 2005, there were 320, 000 cases of TB recorded in the country. The incidents of TB have almost doubled in Gauteng since 1997. It increased from 241 per 100 000 in 1997 to 379 per 100 000 in 2007.TB was further complicated by co-infection with HIV (www.gautengonline.gov.za). TB is treatable but requires a combination of drugs that are taken over several months. Due to this extended treatment period, many people did not complete their treatment and were not cured. In 1996, in recognition of this problem, the Minister of Health declared TB a health priority and thus marked the introduction of Directly Observed Treatment, Short Course (DOTS) as a national strategy to curb the problem (South Africa, PHC Progress Report, 2000, p.19). Because of directly observed treatment by health workers, this explains the TB clinic being mostly used at the time of the study. In contrast, a study that was conducted by Wilkinson et al., 2001 at Hlabisa health district, KwaZulu-Natal, revealed that mostly curative services (treatment of ailments) were used for children, with consultations being initiated by their carers who perceived them to be sick and in need of medical attention.
Generally, the current study found that the health needs of people were met (Figure 4.11). They were also satisfied with the service and time availability. The minority of people that were not satisfied stated that, because of long queues, they were sometimes turned back without being seen, and that diagnostic procedures, such as X-rays were not always available as the machine was forever broken. There was also a lack of resources. The following examples were cited: a dentist was not present most of the time, staff shortages; slow service delivery, negative attitude of health care staff, and other services, such as immunization, family planning and chronic services (hypertension, diabetes) not being available for 24 hours. 

Rispel et al. (1996, p113) also identified health care system barriers that included long waiting periods, unfriendly and uncaring behaviour of health workers and poor health facilities. Despite those health care barriers, a significant number of participants

(Table 4.10) said they would recommend to a friend or family to utilize the clinic when sick.

5.2.3 Utilization of services at the three chc’s of Tshwane region

The survey revealed that all the services provided at the clinics were utilized, i.e. curative and preventive services, ANC, FP, Pap smear, and HIV, plus chronic diseases, like diabetes mellitus, hypertension and asthma. Hypertensive clinic was mostly utilized, probably due to the fact that most people who utilized the clinic were above 45 years, an age group in which hypertension is common. 

A study conducted by Pillay (2002, p.18) revealed that in KwaZulu-Natal, immunization and antenatal care services were mostly utilized whereas in Mbale District, Uganda, basic primary health care services, such as immunization and treatment of diarrhea were poorly utilized, even by homes very close to a health facility resulting in high rates of childhood mortality (Malison et al., 1987, p.329).
An earlier survey by the S.A. Health Systems Trust and Department of Health 2003, has shown that the utilization of services in Gauteng Region has increased although it differs according to the type of service. The antenatal clinic, immunization and family planning are the most utilized services. The service for chronic illness differed from one area to another (South Africa, The National PHC Facilities Survey 2003, p.18).
5.3 Limitations of the study

Due to time and financial constraints, it was impossible to include all the clinics in Tshwane Region in the study. There are 28 Local Authority Clinics and 9 Provincial Clinics in the region. The researcher therefore conducted the study at the just three Community Health Centres that were open 24 hours a day and provided all the Primary Health Care services. As a result, the results cannot be generalized to all clinics that are only open until 16h00 every day in the Tshwane Region. Neither can the findings be generalized to health services in other regions. 
5.4 Recommendations
Based on the findings of the current research, the following recommendations are made which could be implemented to further improve the accessibility and utilization of Primary Health Care Services:

· The Department of Health should increase the number of Community Health Centres in Tshwane region; these should be open for 24 hours and render all primary health services. 

· More doctors and especially nurses should be appointed at the existing Primary Health Centres since most of the patients are seen by nurses.

· Wages of staff be improved and professional development be encouraged, i.e. to train more nurses as primary health care practitioners and specialize in their field of interest. This would improve quality of care.

· The Department of Health should develop and implement an Employee Assistance Programme (programme offered by employers to help employees to deal with their personal problems e.g. counseling, budgeting or dealing with substance abuse), which might help to eliminate unfriendly and uncaring behaviour of health care personnel.

· The government should subsidize services, such as a bus service to and from the clinic, plus laboratory tests since everybody has a right to health.

5.5 Conclusion
According to the Constitution of South Africa, 1996, everyone has the right to have access to health care services. The Primary Health Care approach was adopted in order to promote accessibility to the use of health services and also to respond to the call of the World Health Organization, ‘Health for all by the year 2000’, and therefore Primary Health Care is rendered free of charge in South Africa. Overall, the results of the study were positive in that it was indicated that the Primary Health Care services in Tshwane region were accessible. 
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7. ANNEXURES

ANNEXURE A: Questionnaire

INSTRUCTIONS:

· Please read the questions carefully. Tick the appropriate answer with an X in the space provided. Provide information/ explanation where needed.

· In case of minors, the parent/ guardian may complete the questionnaire.

· Please answer the questions as honestly as possible.

· The information obtained will be used for research purposes only, not for personal gains.

· The responses to the questions will be taken as presented by the respondents.

· Taking part into this study will remain anonymous.

                                                          QUESTIONS

Name of Clinic:

Date:

DEMOGRAPHIC DATA:

	Self
	

	Parent/guardian
	


1. Participant:                                            

	Under 5 years
	
	6-15 years 
	
	16-25 years
	
	26-35 years 
	
	36-45 years
	
	Above 45 years
	


2. Age:                                                      

	Male
	
	Female
	


3. Gender:                                               

	Yes
	
	No
	


4. Are you a South African citizen?                                       

 5.  Address: …………………………………………….

                      ……………………………………………. 



…………………………………………….

6. What distance do you travel to the clinic?

	Less than 5 km
	
	5 – 10 km
	
	More than 10 km
	


7. How long does it take you to reach the clinic?

	30 min or less
	
	30min – 1hr

More than 1hr





	walk
	
	taxi
	
	bus
	
	train
	
	Own transport
	


 8. Means of transport: 

CLINIC (CHC) INFORMATION: 
9. Reason(s) for coming to the clinic:

	Me
	
	Child
	


 9.1 You or child not well (sick)                                              

	Yes
	
	No
	


 9.2 For Diabetes (sugar check-up)                                        

	Yes
	
	No
	


9.3 For Hypertension (high blood check-up)

	Yes
	
	No
	


 9.4 Tuberculosis treatment (chest disease / TB)

	Yes
	
	No
	


9.5 For Asthma (chest problem)                                                   

	Yes
	
	No
	


 9.6 Immunization (baby protection / immunity to infectious disease)

	Yes
	
	No
	


9.7 Family planning (prevention of pregnancy)

	Yes
	
	No
	


 9.8 Pap smear (female cancer test)                                          

	Yes
	
	No
	


 9.9 Anti –Natal Care (pregnancy check-up)  

	Yes
	
	No
	


 9.10 Voluntary Counseling and Testing (HIV blood taking)

	Yes
	
	No
	


 9.11 Anti-retroviral treatment (HIV treatment)

	1
	
	2-3
	
	4-5
	
	Above 5
	


10. How many check-ups did you get today? 

	Doctor
	
	Nurse
	


11. Seen by:                                                        

	Doctor
	
	Hospital
	
	Specialized services
	
	none
	


12. Did they refer you to?                             

	Yes
	
	No
	


13. Prescription (medicine) chart issued                               

	Yes
	
	No
	


13.1 If yes all prescribed medicine were issued?

13.2 If no, why? .................................................................................

	Yes
	
	No
	


14. Were all your health needs (what you came for) attended to?

14.1 If no, give reason(s): ……………………………………………………………….

                                          ……………………………………………………………….

	Yes
	
	No
	


15. The service(s) that you use or need, are they available every time you visit the clinic?

15.1 If no, give reason(s): ……………………………………………………………….

16. Are you satisfied with the time(s) that those services are available?

	Yes
	
	No
	


16.1 If no, give reason(s): …………………………………………………………..

                                          …………………………………………………………..

17. Would you recommend someone (friend / family) to come to the clinic when sick?

	Yes
	
	No
	


17.1 If no, give reason(s): ……………………………………………………………..

                                          ……………………………………………………………..

18. in your opinion is there anything that you feel need attention or to be changed?

	Yes
	
	No
	


18.1 If yes, give details: …………………………………………………………………

 


       ………………………………………………………………...


                                       …………………………………………………………………

                                                                    Thank YOU

ANNEXURE B: Dipotso
                                                           DITAELO

· Ka kopo, bala dipotso tsohle ka kelotlhoko. Tshwaya karabo ka letshwao la X mo go tshwanetseng. Neelana ka dintlha mo go tlhokagalang.

· Fa e le ngwana wa dingwaga tse di ka tlase ga tlhano, motswadi kgotsa motlhokomedi o letleletswe go araba dipotso.

· Ka kopo, araba dipotso ka botshepegi.

· Tshedimosetso e o tla neelanang ka yona e tla dirisetswa ditiragatsa tsa bonetsi feela. 

· Dikarabo tsohle di tla tsewa jaaka di neetswe ke motsayakarolo.

· Go tsaya karolo ga gao mo ditlhotlhomisong e tla nna khupamarama.

                                                             DIPOTSO
Leina la Kliniki:

Letlha:
TSHEDIMOSETSO KA GA WENA:

	Nna
	
	Motsadi/Motlhokomedi
	


1. Motsayakarolo:                    

2.   Dingwaga:          

	Tlase ga 5 
	
	6-15  
	
	16-25 
	
	26-35  
	
	36-45 
	
	Go feta 45 
	


	Monna
	
	Mosadi
	


3. Bong:                                  

	Ee
	
	Nyaa
	


4. A o moagi wa Afrika Borwa?                                              

5.  Lefelo la bonno: ……………………………………….




………………………………………




…………….........…………………..

6.  O tsamaya sekgala se se ka na kang (dikilomitara) go ya kwa kliniking?

	Kwa tlase ga tse tlhano


	
	Magareng a tse tlhano go ya go tse lesome
	
	Go feta tse lesome
	


7. Go go tsaya nako e ka kang go ya kwa kliniking?

	Metsotso e masome a mararo kgotsa kwa tlase
	
	Go ya go ura


	
	Ura le go feta
	


8.  O dirisa eng go fihla kwa kliniking: 
	Maoto
	
	Tekisi
	
	Bese
	
	Setimela
	
	Senamelwa sa gago
	


TSHEDIMOSETSO KA LEFELO LA BOITEKANELO (KLINIKI): 

9. Lebaka La go tla kliniking:

	Nna
	
	Ngwana
	


9.1 Go lwala mang                                              

	Ee
	
	Nyaa
	


9.2 Bolwetse ba sukiri     

	Ee
	
	Nyaa
	


9.3 Bolwetse ba kgatelelo ya madi           

	Ee
	
	Nyaa
	


9.4 Bolwetse ba mafatlha 

	Ee
	
	Nyaa
	


9.5 Bolwetse ba go hupelwa

	Ee
	
	Nyaa
	


9.6 Moento wa bana           

	Ee
	
	Nyaa
	


9.7 Thibela pelegi

	Ee
	
	Nyaa
	


9.8 Teko ya kankere ya molomo wa popelo

	Ee
	
	Nyaa
	


9.9 Tlhokomelo ya baimane pele ga pelegi 

	Ee
	
	Nyaa
	


9.10 Boithapo ba kgakololo le teko ya HI  

	Ee
	
	Nyaa
	


9.11 Ditlhare tsa kalifi ya HIV            

10. O bonwe ko mafelong a makae mo kliniking ka jeno?

	1
	
	2-3
	
	4-5
	
	Go feta 5
	


	Ngaka
	
	Mooki
	


11. O bonwe ke mang?               

12. A ba go rometse ko                

	Ngakeng
	
	Bookelong
	
	Diteko tsa maemo a godimo
	
	Gope
	


	Ee
	
	Nyaa
	


13. A o filwe lekwalo la ditlhare?           

	Ee
	
	Nyaa
	


13.1 Fa o dumela, a o filwe ditlhare tse tsotlhe?                
13.2 Fa o ganela, lebaka ke eng? ……………………………………………………...

	Ee
	
	Nyaa
	


14. A ditlhokego tsa gago tsa boitekanelo di sekegilwe?

14.1 Fa o ganela, neelana ka mabaka ……………………………………………….

	Ee
	
	Nyaa
	


15. A ditirelo tse o didirisang mo kliniking di teng mo nakong tsohle?                                                       

15.1 Fa o ganela, neelana ka mabaka: ……………………………………………….

	Ee
	
	Nyaa
	


16. A o kgotsofalela nako e ebeilweng ya ditirelo?

16.1 Fa o ganela, neelana ka mabaka: ……………………………………………….






         ………………………………………………

	Ee
	
	Nyaa
	


17. A o ka rotloetsa mongwe wa losika /tsala go tla mo kliniking e?  

17.1 Fa o ganela, neelana ka mabaka ………………………………………………...






        ………………………………………………..

18. Ka kakanyo ya gago, a go na le se se ka fetolwang kgotsa sa sekegelwa tsebe go tlisa diphetogo?

	Ee
	
	Nyaa
	


18.1 Fa o dumela, re neelana ka ditshitshinyo: ………………………………………

……………………………………………………………………………………………..

                                                              RE A LEBOGA

ANNEXURE C: Data extraction tool

FACILITY NAME:
DATE:

	


Staffing:
Number of nurses
	


              
Number of doctors
	


Number of allied staff
	Head

Count
	Seen

By

Dr
	Seen

By

Nurse
	Curative

Service
	STI
	EPI
	Preventive Service
	HIV
	Chronic disease
	Referrals
	Pharmacy

	<

5yrs
	>

5yrs
	
	
	Child

health
	Minor

Ail
	
	
	ANC
	FP
	PS
	VCT
	ARV
	DB
	HT
	AS
	DR
	HOS
	SS
	All

items
	Not given
	OS

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


ANC - Antenatal Care                                                 HOSP - Hospital

FP – Family Planning

PS  - Pap smear                                                          SS – Specialized Services

VCT- Voluntary Counseling and Testing

ARV- Anti retroviral treatment

DB – Diabetes Mellitus                                                OS – Out of stock

HT- Hypertension

AS- Asthma

ANNEXURE D: Informed consent                           

	UNIVERSITY OF LIMPOPO (Medunsa Campus) CONSENT FORM


Statement concerning participation in a Research Project

Name of Study 
ACCESSIBILITY AND UTILIZATION OF THE PRIMARY HEALTH CARE SERVICES IN TSHWANE REGION 

I have read the information on the aims and objectives of the proposed study and was provided the opportunity to ask questions and given adequate time to rethink the issue. The aim and objectives of the study are sufficiently clear to me.  I have not been pressurized to participate in any way.

I understand that participation in this Study is completely voluntary and that I may withdraw from it at any time and without supplying reasons.  This will have no influence on the regular treatment that holds for my condition neither will it influence the care that I receive from my regular doctor.

I know that this Study has been approved by the Research, Ethics and Publications Committee of Faculty of Medicine, University of Limpopo (Medunsa Campus) / Dr George Mukhari Hospital. I am fully aware that the results of this results of this Trial / Study / Project will be used for scientific purposes and may be published.  I agree to this, provided my privacy is guaranteed.

I hereby give consent to participate in this Study.

...........................................................     
  ........................................................

Name of patient/volunteer                                Signature of patient or guardian.

................................    ....................................    ................................................

Place.          

                 Date.                                Witness

Statement by the Researcher

I provided written information regarding this Study.
I agree to answer any future questions concerning the Study as best as I am able.
I will adhere to the approved protocol.

.......................................   
....................................   
...............……

Name of Researcher                Signature                        Date                           Place
ANNEXURE E: Foromo ya go neelana ka tetla
	Setheo se se kwa godimo sa thuto sa Limpopo (Medunsa) Foromo ya go neelana ka tetla


Lekwalo la bopaki mo go tseeng karolo mo ditlhotlhomisong
Leina la tlhotlhomiso

GO FITLHELELA LE GO DIRISIWA GA DITIRELO TSA DIKLINIKI TSE DI LENG KA TLASE GA KGAOLO YA TSHWANE

Ke buisile tshedimosetso, e be ka utlwa le ka maikaelelo a tlhotlhomiso gape ka neiwa tshono ya go botsa dipotso, ka be ka newa nako e lekaneng go nagana ka lebaka le o.

Ke utlwisisa maikaelelo a ditlhotlhomiso. Ga ke a gapeletswa le ka mokgwa ope go tsaa karolo.

Ke tlhaloganya gore go tsaa karolo mo ditlhotlhomisong tse, ke ka gorata game, gape ke letlelelwa go ka ikgogela morago go tswa mo ditlhotlhomisong nako ngwe le ngwe ntle le go fa mabaka. Se, se ka se be le kamano mo tsamaisong ya pholo e ke e fiwang ka metlha gape e ka se kgoreletse kamogelo ya pholo e ke e fiwang ke ngaka ya ka metlha.

Ke itse gore ditlhotlhomiso tse di dumeletswe ke ba lefapha la pholo le la ditlhotlhomiso tsa Setheo se se kwa godimo sa thuto ya Limpopo (Medunsa)/ bookelo ba Dr George Mukhari. Ke tlhaloganya gore dipholo tsa ditlhotlhomiso tse, di tla dirisiwa go ditiragatsa tsa bonetsi gape di ka gatiswa. Ke dumelana le se fela fa e le gore Ditlhagiso tsohle di tla sirelediwa.

Ke fa tetla ya go tsaa karolo mo ditlhotlhomisong tse.

………………………………………                …………………………………………

Leina la molwetse/motsaakarolo                         Tshaeno ya motsadi/ motlhokomedi

…………………………         ……………………          ………………………….

Lefelo                                        Letlha                               Paki

________________________________________________________________________                                                   
Lekwalo la bopaki ka modiraditlhotlhomiso

Ke file tshedimosetso e e kwadilweng mabapi le ditlhotlhomiso.

Ke dumela go araba dipotso dingwe le dingwe tse di ka tlang mo isagong mabapi le ditlhotlhomiso ka mokgwa o ke tla kgonang.

Ke tla obamela melao e e beilweng.

……………………….       …………………..      ………………..    ……………………..

Modiraditlhotlhomiso          Tshaeno                      Letlha                    Lefelo

ANNEXURE F: Permission letter from the Department of Health
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ANNEXURE G: Permission letter from Medunsa Research and Ethics Committee
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ANNEXTURE H: Data collection confirmation sheet from Stanza Bopape CHC
 SHAPE  \* MERGEFORMAT 



ANNEXTURE I: Data collection confirmation sheet from Soshanguve CHC
 SHAPE  \* MERGEFORMAT 



ANNEXTURE J: Data collection confirmation sheet from Ladium CHC
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