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Preface

In the quiet corners of our world, far from the bustling cityscapes and the relentless 
pace of urban life, lies a treasure trove of experiences, challenges, and opportuni-
ties that often go unnoticed and unaddressed. This book, Rural Health – Investment, 
Research and Implications, is an exploration into the heart of rural communities and 
the intricate web of factors that shape the health and well-being of their inhabitants.

Rural areas, with their expansive landscapes and close-knit communities, offer a 
unique lens through which we can examine the broader landscape of health care, 
research, and the socioeconomic implications that flow from it. The purpose of this 
book is not merely to spotlight the healthcare disparities that exist between rural 
and urban populations but to delve deep into the core issues that perpetuate these 
disparities and to offer a roadmap for meaningful change.

Our journey begins with a recognition of the undeniable truth that rural health is 
an integral part of the larger global health landscape. It is a cornerstone upon which 
the health of nations is built and yet it often struggles in the shadows of its urban 
counterpart. Rural areas are home to a diverse array of cultures, lifestyles, and 
economies, each with its own set of health challenges and solutions waiting to be 
discovered.

As we embark on this exploration, we are guided by three pillars: investment, 
research, and implications. Investment is the bedrock upon which any meaningful 
change in rural health must be built. Without the necessary resources, infrastruc-
ture, and financial support, the health disparities that persist in rural communities 
will continue to widen. But investment alone is not enough; it must be informed by 
rigorous research. The chapters within this book weave together the latest findings, 
innovative methodologies, and insightful analyses to shed light on the intricacies 
of rural health. Finally, we delve into the implications of our discoveries, examin-
ing the ways in which they can shape policies, healthcare practices, and the lives of 
those residing in rural areas.

This book is the culmination of the collective efforts of researchers, healthcare 
professionals, policymakers, and community members who are dedicated to improv-
ing the health and well-being of rural populations. It serves as both a testament to 
the progress that has been made and a call to action for the work that lies ahead. It 
is a reminder that rural health is not a peripheral concern but a central pillar of our 
society’s overall well-being.

In the pages that follow, you will find a rich tapestry of insights, stories, and perspec-
tives that paint a vivid picture of rural health in all its complexity. We hope that this 
book will not only inform but inspire action—a renewed commitment to investing 
in rural health, conducting groundbreaking research, and recognizing the profound 
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implications that extend far beyond the countryside. Together, we can bridge the gap 
and ensure that rural health is no longer an afterthought but a thriving, integral part 
of our global healthcare landscape.

As we embark on this journey, we invite you to join us in the exploration of Rural 
Health – Investment, Research and Implications. It is our sincere hope that through 
the pages of this book, you will gain a deeper understanding of the challenges and 
opportunities that lie within rural communities and be inspired to contribute to the 
betterment of rural health worldwide.

A special acknowledgment goes to those who contributed intellectual materials and 
editorial efforts to make this book possible.

Christian Rusangwa
Muso Health

Abidjan, Ivory Coast
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Chapter 1

Lessons Learned from 
Implementing a Community 
Health Worker-Initiated Referral 
Strengthening Intervention in 
Haiti: A Mixed-Methods Program 
Case Study
Alain Casseus, Kenia Vissieres, Tracy L. McClair,  
Chery Maurice Jr, Charlotte Warren and Pooja Sripad

Abstract

Referral processes linking communities to facilities are under-appreciated and 
lack evaluation, particularly in humanitarian settings. Community health workers 
or agents de santé communautaire polyvalent (ASCPs) in Haiti refer communities to 
health facilities for a range of services. This program case study assessed implementa-
tion of a public-private referral strengthening intervention within on-going com-
munity health programming, including a triplicate referral form, supportive training, 
and follow-up structures. We applied mixed methods to describe referral trends using 
routine programmatic data, factors affecting implementation and referral completion 
through a pre-intervention referred patient survey (n = 525), meeting observations, 
and interviews with ASCPs, supervisors, and key stakeholders (n = 88). We found 
that the intervention demonstrates little influence on referral trends, but qualitatively 
enhances the referral process for ASCPs and supervisory stakeholders in Haiti. It 
improves supervision relationships and shows promise for enhanced community-
integrated patient monitoring systems – when supported by financial support and 
non-governmental and governmental partners, but is vulnerable to sociopolitical, 
geographic, and insecurity challenges preventing referral completion. Integrating 
intervention activities within existing programming and scaling the triplicate referral 
form in Haiti can strengthen the national ASCP curricula. Globally, we suggest adapt-
ing the triplicate referral form as a promising job-aid and data-reporting tool within 
community health worker programs.

Keywords: community health workers, community-based referral, case study,  
referral processes, Haiti
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1. Introduction

Referral processes linking communities to facilities for an array of health services, 
though critical are often under-appreciated and challenging to measure globally. In 
part this is due to measurement gaps given limited community inputs into integrated 
health information systems and the challenges of monitoring referral completion 
[1–3]. Facilitating linkages through functional referral and counter-referral mecha-
nisms demands that community health workers (CHWs) are able to correctly identify 
when to refer patients; patients are able to access the referral facility; and the referral 
facilities provide sufficient counter-referral information to patients for follow-up with 
CHWs in their communities [4]. Global estimates of adherence to referral guidelines, 
defined broadly as both CHW adherence to guidelines and referral completion by 
patients, range from 9 to 83% [4]. Few studies have evaluated the effectiveness and 
comprehensiveness of CHW referral in low- and middle-income country (LMIC) 
settings, nor assessed the influence of context and programming on CHW-activated 
referral processes and completion [2, 3, 5].

Exploring referral processes in the context of expanding community health 
programming to support CHWs as they reduce service coverage gaps and improve 
outcomes is critical. In countries like Haiti that struggle with frequent political 
transition, decreasing economic resources, and environmental and disease outbreaks, 
all of which have left it with the worst health indicators in the Western Hemisphere, 
CHWs are often the only source of care for many [6–9]. Haiti’s ratio of physicians and 
nurses to individuals is 2.5 and 1.1 to 10,000, respectively, has led CHWs, to serve as 
the primary health workforce in delivering care and counseling to communities [10]. 
CHWs in Haiti, known as agents de santé communautaire polyvalent (ASCPs) make 
approximately 100 home visits per month during which they provide direct services 
(e.g. medicines, vaccination, and some family planning methods), health education, 
and referrals. ASCPs link communities to health facilities for a range of services by 
referring for a variety of health issues: tuberculosis, HIV, malnutrition, women’s 
health, maternity care, child health, non-communicable diseases, mental health, and 
other emergencies. ASCPs refer patients to facilities for care as needed and document 
referrals in paper-based registers. Generally, the referral process involves ASCPs 
interacting with individuals in the community and referring, and at times, accompa-
nying clients to the appropriate facility – a dispensary, health center or hospital, and 
following up with the clients once they return home. Sociopolitical and contextual 
factors influence ASCP-initiated referral processes [11]. To-date, however, documen-
tation of how to strengthen referral processes in practice is weak in the absence of 
data reporting tools to aid ASCPs and their supervisors, among other factors.

This program case study describes learnings from the introduction of a public-private 
referral strengthening intervention, consisting of the introduction of a triplicate refer-
ral form and supportive programmatic structures. We draw on multiple perspectives 
– ASCPs, ASCP supervisors, and key policy/program stakeholders to assess how the 
referral strengthening intervention (e.g. introduction of a triplicate referral form and 
associated-trainings for adoption) affected the community-initiated referral process in 
all sites. Referral “completion”, in our study, refers to whether a patient who was referred 
by an ASCP for a service went to a facility received the intended service. We investigate:

• Did the referral strengthening intervention affect the referral trends?

• How did the referral strengthening intervention affect referral processes?
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• What factors affected implementation of the intervention?

• What factors affect referral completion?

2. Program development and adaptation

2.1 Program development and description

Zanmi Lasante (ZL), a non-governmental local organization in Haiti has been 
working in community health for decades in collaboration with the Ministère de 
la Santé Publique et de la Population (MSPP). Under the Integrating Community 
Health Partnership (2016–2020), ZL supported the MSPP in the introduction and 
orientation of ASCPs in Central and Artibonite regions, through the development and 
implementation of a comprehensive curricula. The curricula included five modules: 
Organization of Health Services, the ASCP Work Process, Health at Different Life 
Stages, Prevention and Control of Common Diseases, and ASCP Actions in Crisis 
Situations. Despite the various contextual disruptions including political volatility 
and generalized insecurity, ZL supported implementation of curricula, integrated 
with on-going programming efforts, over 4 years, to inform scaling a ASCP capacity- 
building approach country-wide.

Within this program context, in 2018, there was recognition of the need to further 
strengthen and support referral and counter-referral processes embedded within the 
ASCP’s core functions. ZL, in collaboration with the Department de la Promotion de 
la Sante et Protection de l’Environnement in the MSPP, developed and implemented 
a triplicate referral form, a related training, and a supportive feedback mechanism to 
pilot as a tool for tracking and enhancing referrals, referral completion, and follow 
up. The triplicate referral form – comprised of three carbon copy slips that can be 
shared with clients, CHWs and health facilities – allows for better documentation 
around health areas that ASCPs normally counsel and refer (Figure 1). Following a 
week-long training in November 2019 in Mirebalais, the triplicate referral forms were 
implemented across Central and Artibonite Departments, including in Mirebalais, 
Le Petit Rivière Artibonite (PRA) and Verrettes communes. Upon referral of a client 
to a facility, an ASCP documented the referral in his/her register, provided a referral 
sheet to the client, and shared in aggregate a monthly referral report to their super-
visor. The feedback mechanism, coordinated by ZL program managers, included 
health teams discussing referral challenges and enablers during on-going monthly 
meetings between a community health nurse (program oversight), ASCPs, and their 
supervisors.

Several adaptations affected program development and application. First, while 
initially a technological component (digital triplicate referral form) to complement 
the paper-based form was explored, various organizational, political, and logisti-
cal challenges prevented its integration. Second, a Community Health Nurse and 
Auxiliary Nurse intended to review and cross-reference ASCP registers and reports 
with the referral lists at the dispensaries, health centers, and hospitals to identify 
complete and incomplete referrals. However, in practice, only referrals made – rather 
than completed– were able to be checked. Third, COVID-19 pandemic-related restric-
tions prevented feedback sessions to occur at in their anticipated frequency –four ses-
sions were held before lockdowns ensued; not all three communes resumed sessions 
as the pandemic wore on. These restrictions, along with persisting socio-political 
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fluctuations and insecurity in Haiti, prevented the application of some of our original 
learning tools (e.g., survey with referred patients) in a formal evaluation.

2.2 Learning tools

Our program case study draws on quantitative and qualitative data sources to learn 
about the piloting process of the triplicate referral form in practice. Trends in referrals 
across the three communes were ascertained through routine programmatic referral 
tracking data, including registers and referral reports verified by health teams. Factors 
associated with referral completion were assessed by self-report through 525 referred 
patients surveyed in a pre-intervention assessment and qualitatively from ASCPs 
following implementation. Semi-structured monthly meeting observational check-
lists recorded by trained research assistants qualitatively informed how supervisory 

Figure 1. 
Triplicate referral form used in Haiti (English version).
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processes affected the community-activated referral mechanisms. Eighty-eight 
in-depth interviews with ASCPs, ASCP supervisors, and community health policy/
program stakeholders, conducted before (n = 49) and after (n = 39) the implementa-
tion, provided rich perspectives on the referral processes, completion and related 
factors (Table 1).

3. Piloting

3.1  Did the referral strengthening intervention affect the referral trends in  
all sites?

Referral data from ASCP records indicate that over 12 months of active imple-
mentation from December 2019 to November 2020, referrals by ASCP in the Central 
and Artibonite Departments were similar (Figure 2). Referrals appear slightly higher 
in the Central Department, with a slight increase over time in both groups. There 
is a notable spike in referrals in September 2020 in the Artibonite Department and 
dips in referrals, across all sites, in April and November 2020, notably affected by 

Participant type Pre-intervention Post-intervention

ASCPs 24 23

Supervisory stakeholders 15 13

Community health policy/program stakeholders 10 3

Total 49 39

Table 1. 
In-depth interview sample.

Figure 2. 
Referral trends by Department.
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the COVID-19 pandemic. Referral peaks reflect the easing of COVID restrictions 
around movement. At these times, people moved freely from different areas within 
the country and across the border from the Dominican Republic. Dips in referrals are 
related to increased COVID restrictions, including social distancing guidelines, mask 
wearing, and limits to gathering at assembly posts and hospital waiting rooms.

3.2 How did the referral strengthening intervention affect referral processes?

We qualitatively assessed what the referral process looked like before and after the 
introduction of the triplicate referral form and associated trainings. Our pre-imple-
mentation assessment showed that the referral process involved an ASCP providing a 
verbal or simple referral slip to the patient. The referral slip included the name, phone 
number of the ASCP, and patient information. Facilities were not notified of referrals. 
ASCPs stated that they never or rarely received counter-referral slips after refer-
rals were completed. ASCPs were not notified if patients completed their referrals; 
however, ASCPs recorded the date of referral in their notebooks, and often followed 
up 4–5 days later to see if the patient completed the referral.

‘The referral is usually done informally; the patient is told to go to a health center, no 
documentation, whatsoever… The Department’s “referral” form …[though]… printed 
and distributed at departmental level, is rarely available in the field, at least, not on 
a regular basis. Community workers therefore simply tell the patient to” go to a health 
facility and tell the nurse that you have such a problem”.”

 – National Policymaker

After the implementation of the triplicate referral form, ASCPs commented that 
the new forms are detailed and helpful for assessing if people are in urgent need of 
care, since there are limited resources at health centers. They mentioned receiving 
training on how to fill out the forms and found the forms easy to use. ASCPs generally 
did not have any additional recommendations for the forms. Similar to our pre-inter-
vention assessment, ASCPs confirmed that they typically follow up by phone or in-
person a few days after they make referrals, and people usually received the intended 
services. ASCPs commented that triplicate referral forms allow other members of the 
medical community to better serve their patients. One ASCP describes their modified 
process for referral:

“When I make a referral to a Health Center, the referral form guides me. It includes 
the place to write the date, the service [referral type], the place to take the service - 
the nearest hospital or dispensary. I write the name, signature, date of birth, gender. 
After that, there is a place that says why you refer the person who has signs like 
big headache or shortness of breath. As an ASCP, I put my code, name and phone 
number in case of needed follow-up.”

 – ASCP, Central, Mirebalais

While consistent across setting, ASCPs and ASCP supervisors describe how the 
referral process has changed and been made easier after implementing the triplicate 
referral form.

“It has rendered the process easier. At one time, we did not have a form, we would use 
a sheet of paper from a notebook or pad. When the patient showed up at the hospital, 
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the staff did not really know what to do with the sheet of paper or they would drop it 
somewhere, it could have been written by anyone. Now it is more structured, formal, 
and the hospital staff receive the patients.”

 – ASCP, Central, Mirebalais

“It [referral process] changed in that it gives you more motivation, because now it is a 
reference form that represents a registry. So when making the referral, the remaining 
source [copy] allows us to verify the referral was well done. [Previously it]… was a 
small sheet that was given and the person went with it, there was no source [copy] 
left. We can follow up on the referrals as supervisors.”

 – ASCP Supervisor, Artibonite, PRA

3.3 What factors affected implementation of the intervention?

Supervisors and ASCPs describe the importance of supportive supervision as criti-
cal to ASCP’s work, including the use of the triplicate form. Specifically, the value of 
supervision arises in technical support, training, and correcting ASPC’s behaviors and 
practices as needed on the job. Monthly group supervision on various topics including 
referral, allows for ASCPs to work out challenges with the referral process and allows 
for upward and downward communication between the department and central 
MSPP through to ASCP supervisors and ASCPs. Our sample’s ASCPs and supervi-
sors describe supervisory meetings as opportunities for receiving encouragement by 
supervisors and peers.

“There are changes [over the last year]… My supervisor is always present, he is always 
on time, he is a supervisor that I love very much. When I have concerns… he tells me 
to look how he does it, gives me strength, and says, ‘Let me see.’ Sometimes he tells me, 
‘it’s not this, come let’s go on.’ He always encourages me.”

 – ASCP, Artibonite, PRA

Supervision on applying the triplicate referral form was similar across all settings 
and reportedly helpful from the perspective of most ASCPs and supervisory stake-
holders. ASCPs and supervisors noted that supervisors provide support with filling 
out triplicate referral forms when challenges are encountered.

“He always double-checked if I keep record of the reference forms that I delivered 
to patients… Sometimes it happens that we remove them both and the supervisor 
couldn’t trace the reference. To prevent this, he always keeps an eye on the reference 
forms we are using, trying to ensure that we give the first one and keep a copy, to be 
able to report on the number of references we give.”

 – ASCP, Artibonite, PRA

Observational notes from monthly meetings showed that despite the usefulness 
of the triplicate referral form, one complaint voiced by ASCPs included the difficulty 
in receiving counter referral information from facilities. Often there was lack of 
information shared by supervisory facility-based staff on patients completing their 
referrals, a result of fragmented and delayed data-reporting systems.

ASCPs noted that the modeled communication between ASCPs and their supervi-
sors translates into how ASCPs mobilize their clients, underlining the downstream 
benefits of the ASCP-supervisor relationship. Supervisors also back up and/or 
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accompany ASCPs as needed, particularly in emergencies and when ASCPs experi-
ence difficult client refusals. In some cases, supervisors provide corrections person-
ally after a group session to not embarrass or offend ASCPs in front of their peers.

“It is a good relationship, everyone knows their role and the hierarchy - as such, no 
one dominates another, we each have tasks to accomplish. If there is a problem, I 
may make a recommendation; if something needs my changing, I oblige. I also do the 
training [monthly meeting] sessions, our relationship is based on our set objective that 
we work together to attain.”

 – Nurse, Artibonite, Verrettes

There are mixed perspectives as to how accessible supervisors are to ASCPs. Most 
ASCPs say that supervisors are accessible when you need them and are often close 
to the field, however, a few describe limited accessibility in situations of political 
turmoil and roadblocks. ASCPs and ASCP supervisors alike describe the importance 
of having individual phone-based communication, particularly when ASCPs have 
quick questions or need clarification while in the field. ASCP supervisors also provide 
in-person on-site visits and/or accompany ASCPs to homes and posts, especially when 
health workers and communities are in remote areas.

“We work together and when there is something that does not work well, I always 
reach out to tell them [ASCPs] how things should be. I always hold meetings with 
them based on our activities… I create my calendar based on their calendar and I 
would go to them to complete the fieldwork.”

 – ASCP Supervisor, Artibonite, Verrettes

Financial and non-financial support also affects implementation of the triplicate 
referral form and ASCPs work. ASCPs describe the need for salary increase given 
their current salary is not motivating and they suffer increasing expenses due to 
inflation and sociopolitical insecurity. ASCPs and supervisors also mention the need 
for additional funds for transportation (e.g. motorbike taxis, buying gas) and phone 
cards with sufficient minutes to enable them to conduct their duties effectively. 
Several ASCPs mentioned needing to borrow money to travel long distances work and 
some expressed frustration with discontinued transportation fee support. In some 
cases, the association of ASCPs with government and non-governmental organiza-
tions led to a veiled financial stability of ASCPs at the community level.

“As a health worker you have a family to care for, you have responsibilities. People 
think that you work for this giant organization…[and] come to you for money all the 
time, and there are times you are only able to buy only a loaf of bread… I brought 2 
packets of crackers, I did not even get a chance to eat them, I gave them to 2 children 
who were asking me for money.”

 - ASCP, Central, Mirebalais

Though ASCPs maintained access to the triplicate referral form, they expressed 
limited access to other necessary materials and vaccines to conduct their duties – particu-
larly when it comes to community distribution activities. Some mentioned an inability to 
give people relevant medications. Supervisors mention similar concerns about materials 
– supervisors put in many requisitions but claim they have not received items to distrib-
ute to ASCPs such as vitamin A pills, iodine pills, folate, vaccines, and menstrual pads.
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“The role of the government is to provide us with support… they need to provide us 
more materials, such as notepads, notebooks, and a manual containing the data we 
need. Sometimes you think you will work on an activity for 2 hours but then you end 
up working 8 hours; we tend to write extensively, we need other materials to store our 
documents, bags, and raincoats also.”

 – ASCP, Artibonite, PRA

ASPCs expressed that they would like more training for areas that they are less 
familiar with, such as new or less common diseases. Observation of monthly meetings 
showed, for example, that ASCPs had some difficulty referring children for problems 
other than prevalent malnutrition. Community health nurses similarly expressed 
that they need more training to take advantage of technology innovations in their 
work. Some ASCPs mentioned that they would like better healthcare treatment for 
themselves, because even though they are in the health field, when they are sick, it is 
difficult for them to get are.

The referral process is not without challenges. ASCPs explained that triplicate 
referral forms are easier than the previous process, but some non-state hospitals do 
not accept the forms. They explained that it is easier when they refer people to Zanmi 
Lasante-supported hospitals where the forms are received. When the triplicate refer-
ral forms are not recognized nor received, ASCPs feel ashamed, and in some cases 
blamed, that their patients are not able to get care. An additional challenge is that 
facilities are not reliably tracking referrals.

“When we make referrals, it is very stressful because sometimes the person spends the 
whole day in the hospital with the referral in his hand, he never is given an appoint-
ment… We even accompany the person even though they [facility staff ] do not receive 
us… The references we provide become of no value to the community.”

 – ASCP, Central, Mirebalais

3.4 What factors affect referral completion?

We found consistency in the factors affecting referral completion before and after 
implementation of the referral strengthening intervention.

Our pre-intervention quantitative assessment examined sociodemographic 
factors associated with referral completion including gender, age, education, 
marital status, and religion (tabulated data not shown). Referral completion was 
significantly associated with were gender and religion. Of 525 respondents who 
were referred by an ASCP in the last 6 months, men were more likely than women 
to complete a referral at baseline (62 vs. 49%) as were those with no religion 
compared to those who were Catholic, Protestant, or other (69 vs. 45%, 20, and 
51%, respectively). We also examined several interpersonal factors within the 
respondent-ASCP interaction including number of visits in the last 6 months, 
whether or not the ASCP asked questions or gave health information to other 
family members, service satisfaction, whether or not the information provided 
by the ASCP was easy to understand, and whether or not the ASCP asked the 
respondent questions about family members’ health. Factors significantly associ-
ated with referral completion were whether or not the ASCP asked questions 
or gave health information to other family members (63 vs. 45%), and whether 
or not the ASCP asked the respondent questions about family members’ health 
(62 vs. 42%).
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Our qualitative pre-intervention assessment showed several factors affected 
referral completion. First, ASCPs stated that referral institutions are sometimes too 
far for patients. The cost associated with referral completion are prohibitive for some 
patients. Some patients do not accept the advice of the ASCPs – for example, some 
people do not accept that their child is malnourished if the ASCP tells them that this 
is the case. Some people decide to go to a voodoo priest instead of a health facility, 
though alternative care seeking emerged less salient at endline.

Following implementation, many of qualitative factors described in the pre-
intervention assessment – delayed decision making because of distance, cost, 
socio-political barriers, and perceived quality – persist. An additional challenge was 
patients’ misunderstandings of the triplicate referral form as it relates to perceived 
quality of a hospital’s responsiveness to a referral. For example, patients believe a 
referral means they do not have to pay for treatment. Patients think the triplicate 
referral form means that they are “VIP” and should be treated as such, so they do not 
want to wait for the doctor.

“When we make the referral, the patients always ask us, firstly, to accompany them… 
secondly, they always complain about not having money for transportation to go to the 
hospital and that it is difficult to find a service even if they have the referral form.”

 – ASCP, Central, Mirebalais

“I don’t know if this come from the ASCP or if it is a misunderstanding from the 
patients - patients think that the referral could be used as a pass for everything. A 
referral doesn’t give any right to [“express” care for] the patient -it only indicates that 
this his problem is identified and the intended service … Most of the time, [at] the 
referral institutions, patients with the referral think that they are “VIP” and should 
be treated as such. They do not want to wait for the doctor… They refuse to pay even 
their dossier fee… a referral is not a dossier.”

 – ASCP Supervisor, Artibonite, PRA

Observational notes from monthly meetings showed that ASCPs raised the more 
information related to experiences of patients that did not complete referrals. For 
these patients, the main concerns voiced included wait times at the hospital and the 
sup-optimal hospital reception, where they felt unwelcome and spoken to in a bad 
manner.

4. Lessons learned

Implementation of a referral strengthening intervention – a triplicate referral 
form, supportive training, and monthly troubleshooting meetings – as a part of 
routine community health programming demonstrates little influence on overarching 
referral trends, but promising qualitative effects on the referral process for ASCPs 
and supervisory stakeholders in Haiti. Our piloting shows that despite the persist-
ing challenges to the referral completion at the patient level that further link to the 
country’s extreme poverty and limited emergency and routine relief in the protracted 
insecurity [12], high quality of supervisory relationships were instrumental in mitiga-
tion and reinforced the use of the triplicate referral form. This suggests the value 
of a streamlined referral form extends beyond the merit of improved community-
integrated patient tracking as part of health care monitoring systems, but also to the 
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motivational aspects around individual community health stakeholder goal-setting 
and achievements.

We glean several lessons around sustaining implementation beyond the project 
timeline – and in the face of further disaster (e.g. COVID-19 pandemic). First, imple-
menting the intervention demands a nominal cost associated with producing the 
triplicate referral form and that of personnel to oversee its distribution, collection, and 
validation. These costs may be reduced if digital tracking were enabled, though such 
solutions require high preliminary investment and regular updates for failed technol-
ogy. Second, collaborative development of the triplicate referral form by Zanmi Lasante 
and the MPSS, enabled its successful integration into on-going referral processes, 
though further technical assistance and advocacy may be required for its full recogni-
tion in non-state hospitals. Third, there is a need to strengthen counter referral pro-
cesses, including tracking referral completion at the facility level. Communicating care 
features and monitoring needs back to ASCPs routinely through functional supervisory 
feedback mechanisms described in this paper can help better follow up with communi-
ties over time. Finally, navigating politics to sustain gains in community-integrated 
referral strengthening is crucial in contexts with shifting and unstable ministerial and 
policy landscapes. As intervention implementation progressed over time in Haiti, we 
had to accommodate changes in community health governance and financial invest-
ments that re-prioritized aspects of ASCP hiring, training, and retention.

5. Recommendations and conclusions

Community health stakeholders in Haiti find the referral strengthening interven-
tion acceptable – given it can be easily integrated into routine workflows of CHWs, 
supervisors, and program managers. We recommend integration of the triplicate 
referral form, training, and follow up meetings as a quality assurance mechanism 
to strengthen community-facility linkage and equitable communication between 
supervisors and CHWs. In Haiti, we advocate for scaling the triplicate referral form 
across the country, as part of the national ASCP curricula; over time transitioning 
the referral tracking system to a digital platform can be considered. Scaling the form 
alongside further research is needed, especially around the disaggregation of refer-
ral trend effects by distance to a facility and linked trends in referral completion. 
Globally, particularly in similar fragile humanitarian settings where CHWs carry out 
much of the primary health care service delivery, we suggest adapting the triplicate 
referral form as a promising job-aid and data-reporting tool.
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Chapter 2

Perspective Chapter: Integrating 
Traditional Healers into the 
National Health Care System – A 
Review and Reflection
Bamdev Subedi

Abstract

This paper reviews and reflects on the policy efforts to integrate traditional healers 
in Nepal. Most people in rural Nepal rely on traditional healers for their primary health 
care needs, not only because health facilities in rural areas are poorly functioning 
but also because these healers meet various health care needs. The kind of traditional 
medicine provided by traditional healers (such as herbalists, bone setters, faith healers, 
and traditional midwives) is much more accessible to them than the practitioners 
of biomedicine and scholarly traditional medicine (such as Ayurveda, Unani, and 
Homeopathy). However, traditional healers have not been recognized as legitimate 
practitioners. Policy initiatives are needed to facilitate recognition, accreditation, or 
licensing of traditional healers so that they can be integrated into the formal structure 
of the health care system. Nepal’s recent initiative of registration of traditional healers 
is an important policy effort in this direction.

Keywords: integration, traditional healers, primary health care, traditional medicine, 
Nepal

1. Introduction

Traditional medicine is widely used and the world today sees its relevance for 
health and well-being [1]. The issue of integration of traditional healers into the 
national health care system got prominence around the time of Alma-Ata Conference 
in Primary Health Care in 1978 [2–5]. The Alma-Ata Declaration not only highlighted 
the wide existence of traditional healers including traditional birth attendants but 
also the importance of engaging them in the formal health system to meet primary 
health care needs. The Declaration stated that

“With the support of the formal health system, these indigenous practitioners can 
become important allies in organizing efforts to improve the health of the community. 
Some communities may select them as community health workers. Therefore, it is 
worthwhile exploring the possibilities of engaging them in primary health care and 
training them accordingly” [6].
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Following the recommendation of the Alma-Ata Declaration, many nation-
states explored the possibilities of integrating them. Those traditional healers who 
were practicing scholarly traditional medicine (such as Ayurveda, Unani, and 
Homeopathy) or qualified in any stream of these systems were recognized as practi-
tioners and integrated into the formal health care system. Those traditional healers 
(who were practicing “folk”, “popular,” or “indigenous” traditional medicine) largely 
remained outside the state’s purview and regulation. Only 36 countries have regulated 
“indigenous traditional medicine providers” that include “traditional healers, bone 
setters, herbalists, and traditional birth attendants” [7].

Though the integration of traditional medicine into the general public health sys-
tem has been recognized as a “pressing need” [8], no such laudable efforts were made 
in bringing traditional healers into the fold of the formal health system. Scholars have 
recognized the important role traditional healers play in primary health care and 
often they are described as “the principal health care providers”, “primary source of 
health care”, “first point of contact”, “first treatment of choice”, etc. and appreciated 
for their healing prowess and herbal knowledge. The contribution of traditional heal-
ers in primary health care has been highlighted and scholars argue for their inclusion 
in the formal health care system [9]. Despite all this, the integration of traditional 
healers remains to be an unfinished dream in many nation-states.

The scholarly emphasis seems much on traditional medicine, medicinal practices, 
and medicinal herbs rather than the traditional healers who practice medicine and 
who have the knowledge of using herbs as medicine. This is something that recog-
nizes the value of medicinal herbs but not the traditional healers who have been using 
them. This is something that tends to recognize the knowledge but not the (original) 
knowledge holder.

In many developing countries, health facilities are largely concentrated in urban 
areas [10] and rural populations are poorly served by the formal healthcare system. 
Traditional healers are providing at least some form of health care to the rural popula-
tions who are underserved by the formal healthcare system [11]. Even in urban areas, 
formal healthcare services are expensive, and traditional healers work as an afford-
able substitute. The kind of traditional medicine provided by traditional healers (such 
as herbalists, faith/spiritual healers, bone setters, and traditional midwives) is much 
more accessible to them than practitioners of biomedicine and scholarly traditional 
medicine. Moreover, some traditional healers address the different healthcare needs 
that patients cannot avail from formal healthcare providers.

Traditional healers, in many settings, lack legitimacy and are practicing infor-
mally. The issue of traditional healers’ legitimacy has drawn the attention of scholars 
and activists. In this context, this chapter looks into Nepal’s efforts to integrate these 
healers based on the literature, policy documents, periodic plans, and programs. 
However, some of the descriptive information about the healers are backed by my 
field experience [12–14]. The chapter begins with a short note on the health care 
system of Nepal, looks into the difference between scholarly and popular traditional 
medicine, and then describes the volume and types of traditional healers and then 
examines their place in the policy documents and periodic plans. The last part of the 
paper reviews the recent development of registration standards for traditional heal-
ers, reflects on challenges and opportunities, quality concerns, and how government 
can support traditional healers to provide quality traditional medicine services, and 
emphasizes the need for the policy initiatives as concluding remarks.
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2. Health care system of Nepal

Healthcare services are provided by both public and private facilities. The 
public sector provides health services from 201 public hospitals, 189 primary 
health care centers (PHCC), and 3,794 health posts (HP), and the private sector 
provides from 2082 facilities [15]. After entering into the federal system of govern-
ment in 2017, Nepal has three levels of government (a federal, seven provincial, 
and 753 local) and the local level governments’ role has become very important 
in the delivery of health care services. The local government plays an important 
role in the administration of PHCC and HP and the provision of services to local 
communities [16].

Traditional medicine services are also provided by both public and private health 
facilities. Public facilities include a total of 382 Ayurveda facilities (2 Ayurveda 
hospitals, 14 Zonal Ayurveda Dispensaries, 61 District Ayurveda Health Centers, 
and 305 Ayurveda Dispensaries), 1 Homeopathy hospital and an Unani dispensary 
[17]. Several private facilities (hospitals, clinics, and pharmacies) provide Ayurveda, 
Homeopathy, Sowa-Rigpa, and Naturopathy services.

Nepal is ranked 143 (out of 192 countries) on the Human development index [18] 
and 98 (out of 163) on the SDG index [19]. Nepal has relatively low health expendi-
ture (around 5% of GDP) and high out-of-pocket spending (around 57% of the total 
health expenditure) [20] and only 21.35% of the population has been covered by the 
national health insurance program [21]. People have to pay from their own pockets 
for traditional medicine services because traditional medicine facilities are yet to be 
included in the list of service provider institutions.

Nepal has high poverty headcount ratio (32.8% at $3.20/day), high maternal 
(186/100,000 live births) and under-5 mortality rates (28/1000 live births), and high 
prevalence of stunting (31.5%) and wasting (12.0%) in under-5 children, and low life 
expectancy at birth (70.9 years) and low subjective wellbeing score (4.4 in the scale of 
0–10, worst-best) [19].

The total population of Nepal is 29.1 million, according to the 2021 census. There 
are a total of 2,67,891 registered human resources for health (including 28,477 medical 
doctors, dentists, and specialists; 96,430 nurses and auxiliary nurse midwives; 77,605 
health assistants and auxiliary health workers; 14,720 pharmacists, 790 Ayurveda 
physicians, and 4281 Ayurveda practitioners; 71 Naturopathy and Yoga practitioners, 
174 Acupuncture practitioners, and 228 Homeopathy and Unani practitioners) [22]. 
The Sowa-Rigpa practitioners have not been registered yet but it is likely that they will 
be registered soon.

The doctor-to-population ratio (0.9 physicians/1000 population) and nurse-to-
population ratio (2.1 nurses/1000 population) in Nepal are far less than the SDG 
index threshold of 4.45 physicians, nurses, and midwives per 1000 population [23]. 
The concentration of the health workforce in urban areas resulted in an unequal 
distribution of human resources for health. Although traditional healers are 
widespread in rural areas, they remain an untapped resource. Traditional healers 
hold the possibility to contribute to achieving SDG 3, which is about “ensuring 
healthy lives and promoting well-being for all at all ages.” Moreover, their service 
is in line with the spirit of universal health coverage in the sense that people can 
access traditional healer’s services at their doorstep whenever they need, without 
financial hardship [24].
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3. Traditional medicine: scholarly and popular

Following Dunn [25], traditional medicine can be divided into two groups: (i) 
Scholarly traditional medicines which are distributed over a relatively large area such 
as Ayurveda, Unani, and traditional Chinese medicine, and (ii) popular traditional 
medicines, also known as “folk” medicine, are the local or small-scale medicine 
rooted in the ethnocultural traditions. Scholarly traditional medicines represent the 
textual tradition and are codified and institutionalized whereas popular traditional 
medicines represent oral tradition and largely remain in non-codified and noninstitu-
tionalized forms.

The practitioners of scholarly traditional medicine in Nepal hold academic degrees 
and are registered with Nepal Ayurveda Medical Council (NAMC) or Nepal Health 
Professional Council (NHPC). Traditional healers lack such degrees and certificates 
and practice without getting registered. To date, only 19 traditional healers have 
been registered with NAMC. This means all the healers, except those registered with 
NAMC, are practicing without being registered. NAMC is the autonomous body to 
regulate Ayurveda medicine, practitioners, courses, institutions, and traditional 
healers in Nepal.

Traditional healers in Nepal do not have a formal status. They are not institution-
ally trained, accredited, or licensed. The current legal framework does not recognize 
them as legitimate health practitioners. It is important to bring traditional healers into 
the regulatory framework in order to ensure the safety and efficacy of their practices. 
The healers have also felt pressure to be registered to serve as valid practitioners and 
get needful support from the state [26]. Scholars have continuously pointed to the 
need for the registration of traditional healers. There is an ongoing policy debate to 
recognize their knowledge and integrate their practices into the formal health care 
system.

4. The types of traditional healers

Though traditional healers form a major source of health care for many people, 
they are not a homogeneous category. Various types of traditional healers are catering 
to people’s health care needs. In this chapter, the term “traditional healers” has been 
used to refer to herbal healers, bone setters, traditional midwives, massagers, faith 
healers, or any such practitioners who are experienced enough and recognized as 
healers by the community people. These healers are the informal providers who are 
not trained in academic institutions but provide health care services based on tradi-
tional knowledge and experience. They hold knowledge of medicinal herbs, healing 
mantras, traditional midwifery, and massage and are consulted for physical, psycho-
social, and emotional health problems. They learn the healing knowledge as a family 
tradition or work under their gurus, the senior traditional healers. Some of them have 
expanded their knowledge through long-term practice and self-study. They represent 
the oral tradition and treat patients with herbal remedies and/or healing mantras, 
based on lineage inheritance of knowledge and experience. Despite the expansion of 
healthcare services throughout Nepal, a large number of people take recourse to these 
healers [27]. These healers command the trust of the community in which they live. 
The healers and patients share the same culture and worldview. In the villages, they 
are treated with respect and are consulted for a range of physical, emotional, spiri-
tual, and psychosocial problems.
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Traditional healers are invariably described as folk healers, indigenous healers, 
native healers, or indigenous traditional medicine providers. There is no Nepali 
equivalent term to refer to traditional healers [28]. They are known by different names 
in different communities. These healers can be categorized into three broad groups:

4.1 Herbal healers

Herbal healers are informal providers who exclusively rely on medicinal plants 
for the treatment of different health problems. Though they are also known as vaidya 
(informal Ayurveda practitioner), amchi (informal Sowa-Rigpa practitioner), and 
hakim (informal Unani practitioner) but are not qualified from academic institutions. 
They follow textual tradition by learning privately in the family or with the guru and, 
therefore, hold no certificates or degrees. There are other categories of herbal healers 
who do not follow textual tradition but hold the knowledge and know-how of medici-
nal herbs and deal with specific health problems such as jaundice or bone fracture. 
These healers use medicinal plants and plant parts, mineral substances, and animal 
products as medicine. Some of them also purchase manufactured herbal medicine 
and dispense them keeping a margin of profit. The herbal healers are consulted for 
physical illnesses and injuries. Some specialist traditional healers are consulted for 
specific illness problems such as bone fractures, snake bites, jaundice, stomach pain, 
and joint pain.

4.2 Faith/spiritual healers

Faith/spiritual healers use nonmaterial means for diagnosis, prevention, and treat-
ment, invoking unseen/spiritual forces. Some of them may combine healing mantras 
with herbal medicines. They are known as dhami-jhankri (shamans), jannne-manchhe 
(those who know herbal and faith healing), jhar-phuke (healers who sweep down 
or blow out evil spirits), mata (a woman healer possessed by Goddess), jyotish (an 
astrologer who foretells star and suggest rituals like grah-shanti), pundit, pujari, lama, 
gubhaju, or guruwa (who do faith healing and priestly work). Faith/spiritual healers 
largely follow the ritual methods of treatment. They are consulted for the illnesses, 
which are locally understood and explained such as daraune (frightening), jhaskine 
(startling), nidra nalagne (sleeplessness), chhatpati hune (restlessness), and similar 
other illnesses of emotional, spiritual, and psychosocial nature [12].

4.3 Traditional midwives

Traditional midwives are known as sudeni, who assist in homebirth and provide 
postnatal care and massage. Traditional midwives also use medicinal herbs and oils, 
treated with ingredients such as fenugreek, for massage.

5. The size of traditional healers

Traditional healers are found in every village and town in Nepal. Scholars and 
planners often quote a study [29] that had estimated the number of traditional faith 
healers to be around four to eight hundred thousand. The number also shows that 
faith healing is the most widely prevalent tradition in Nepal [30]. The number got 
an entry in the Ninth Five Year Plan [31], which stated: “to encourage about 800,000 
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traditional healers (dhami, jhankri, lama, and vaidya) to provide health services.” 
Till today, no such study has been done to estimate their precise number and types. 
However, a common understanding is that the number of traditional healers is dwin-
dling, as the young generation is not interested in taking up the profession of tradi-
tional healing. In recent times, formal healthcare services are being expanded. Health 
awareness is increasing and faith healing is fading. There are instances of faith healers 
who have left their long-standing faith-healing professions. Similarly, traditional 
midwives’ role has been shrunk with the promotion of institutional deliveries [13]. 
However, herbal healers have retained their relevance, and even today, traditional 
healers have a robust presence in Nepal, especially in rural areas. They outnumber the 
medical practitioners and “85% of the rural population turns to traditional healers as 
their first point of care” [28].

6. Traditional healers in policy and periodic plans

Ayurveda Medical Council Act 1988 allowed registration for those traditional 
healers who were 50 years and above and practicing herb-based Ayurveda medicine as 
a family tradition for the last three generations and [32]. The Section 5.1.1B of the Act 
states that “In the case of a person who is Fifty years of age, and having obtained rec-
ommendation from the concerned District Office with the certification of experiences 
being involved in the Ayurveda medical science since three generations, such person 
may carry on Ayurveda medical profession by obtaining permission under separate 
provisions as specified by the Council within one year from the date of commencement 
of this Act.” The Act also barred the unregistered traditional healers to practice as this 
was made punishable offense with “a fine not exceeding 3000 rupees or with imprison-
ment for a term not exceeding six months or with both.” This provision was criticized 
as “ridiculous and humiliating” [33]. Indeed, this provision was restrictive for those 
who were below 50 years of age and even for the eligible healers it was just a one-time 
opportunity to get registered. This may be the reason why there are only 19 traditional 
healers registered with the NAMC. The Act illegitimated many traditional healers but 
they kept practicing without getting registered. Rather, they continued to advocate 
for their rights and recognition. The scholars and activists also argued in favor of 
traditional healing/healers and questioned the government’s reluctance, inaction, and 
skepticism (see Box 1 below). The issue of registration and integration invited much 
debate and discussion among scholars, activists, planners, and policymakers.

“The government cannot remain silent about those who are providing health care to the people in one way or 
another. Either it [government] should say that there is no use of traditional healer’s service, with strong reason; other-
wise, it should investigate and open a way to legalize traditional healing”—Shantalal Mulmi, RECPHEC

“The knowledge received from their forefathers, the treatment method of preparing medicine at home 
from naturally obtained herbs and other things is the original method of Nepal and it is the responsibility of 
the state to build it and properly manage it”—Dr. Sarita Shrestha

“Such treatment methods which are used for the sake of service rather than financial gain are cheap and 
accessible as well as being close to the way of life should be mainstreamed”—Madhubajra Bajracharya

“Therefore, in order to register the traditional healers, the government should take an initiation to 
formulate plan and policies focusing on traditional healers” [26].

“Traditional healing deserves its due share in government budgetary allocation” [28] .
“The roles and responsibilities of traditional healers must be identified and clearly defined” [34].

Box 1. Activists and scholars speaking in favor of traditional healers.
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6.1 Healers in the periodic plans

An examination of national policies and planning documents reveal inconsistent 
and insignificant efforts to recognize and integrate healers. In 1998, Nepal Human 
Development Report [35] wrote, “Traditional healing received little direct support 
from the state, but in the last 15 years there have been efforts to integrate it with the 
public health system. But such efforts were peripheral and lukewarm.” This shows 
that there was only a half-hearted effort to integrate traditional healers. Though some 
of the periodic plans emphasized traditional healers’ training. For example, the Sixth 
Five Year Plan [36] had a program to provide training to traditional healers (such as 
vaidya and jhankri) and then the Eighth FYP [37] also repeated to provide training to 
traditional healers including birth attendants and mobilize them. The Ninth FYP [31] 
specified the number of healers and planned to encourage them to provide health care 
services. Subsequent periodic plans did not mention traditional healers but repeated 
government’s commitment to protect and expand Ayurveda and other alternative 
systems. Thus, in the planning documents, traditional healers sometimes got a men-
tion and sometimes did not. Nevertheless, traditional healers’ training remained one 
of the regular activities of DOAA and at times NGOs also included traditional healers’ 
training in their programs. The training events were mostly intended to increase 
knowledge of the formal treatment processes and seek referral support rather than to 
enhance their knowledge and skills in traditional healing (for example, see [38–40]).

6.2 Healers in the health policy

National Health Policy 1991 emphasized the participation of women volunteers 
and birth attendants (Sudeni). National Ayurveda Health Policy 1996 also empha-
sized the training of traditional healers and the protection of their knowledge. 
National Health Policy 2014 continued to repeat “develop, protect, and promote 
Ayurveda and other complementary medicine.” However, the National Health Policy 
2019 states that “the existing traditional health care system shall be enlisted, man-
aged, and regulated as per the standard” [41]. This policy provision seems developed 
from the Nepal Health Sector Strategy [42], which had iterated the government’s 
commitment to the protection and promotion of traditional medicine. The strategy 
accepted the popularity of traditional practices that are being provided by traditional 
healers and showed the need to study the effectiveness of this method by bringing 
them into the mainstream. Similarly, the second long term health plan was to provide 
traditional healers with appropriate training in health, nutrition, and family plan-
ning, and use them in health education activities at the local level [43].

7. Registration standard for traditional healers

After a long debate and series of discussions, the Department of Ayurveda and 
Alternative Medicine (DOAA) drafted registration standard for traditional treat-
ment providers [44] to facilitate local governments in the registration of traditional 
healers. The registration standard recognizes traditional healers as Paramparagat 
Upacharak. This Standard has been adopted, approved, and published in the Local 
Gazette by some municipalities (Palika), the local government body. The Standard 
provides guidance and criteria for the registration of traditional healers. The Standard 
aims to provide a regulatory framework to ensure the efficacy, safety, and quality of 
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traditional healing; to provide for the management and control over the registration, 
training, and conduct of practitioners.

The registration standard is based on the provision of Article 22 of the Public Health 
Service Act, 2018. Article 22 states that it is mandatory to obtain a license to provide 
health services. Article 22 (3) of the Act states that “In the case of the traditional 
treatment service, service shall be provided after obtaining approval pursuant to the 
standards prescribed by the Local Level” [45]. While the practitioners of Ayurveda, 
Unani, Homeopathy, Yoga, and Naturopathy are registered with the NAMC or NHPC, 
traditional healers (except those 19 traditional healers) are practicing without being 
registered. Since the existing legal framework and regulatory body do not recognize 
them as legitimate health practitioners, the Standard addresses the registration issue, at 
least for those traditional healers who meet the requirements.

The registration standard defines traditional healers as “those persons who pro-
vide treatment at their home based on the knowledge, skills, technology, and experi-
ence acquired from their ancestors or gurukul traditions, examining the patients 
looking at the cause, nature, and condition of the disease, and using or processing 
various herbs, minerals, and animal products available naturally at the local level” 
[44]. The registration standard also recognizes the three categories of healers: (i) 
Herbal healers, (ii) Spiritual healers, and (iii) Traditional midwives (Sudeni).

7.1 Objectives of the registration standard

The main objective of the registration standard (see Box 2) is to bring traditional heal-
ers into the regulatory framework. The Standard recognizes those healers who are involved 
in providing treatment for certain diseases by using certain herbs or sources, those who 
have acquired healing knowledge through at least 15 years of closeness to ancestors or 
gurus, and those who have adopted traditional healing as their main occupation. In addi-
tion to having a clear knowledge of the cause and symptoms of the disease to be treated, 
in case of using herbs or materials, the healers should have a genuine knowledge of the 
place and source along with properties, process, collection method, and time, processing, 
storage, preservation, supply, and usage. In the case of those who manufacture medicine 
from herbs and use it, they should properly follow the manufacturing method, use local 
resources and prepare medicine themselves, and provide health care services.

1. Identify, classify, and collect data on traditional healers and their health and cultural knowledge.

2. Assist in documenting and preserving the knowledge, skills, and technology of traditional healers.

3. Document, validate, protect, promote, develop, and expand the knowledge, skills, and techniques of 
traditional healers.

4. Determine the eligible and capable traditional healers and delimits their role by classifying them based 
on their qualification, capacity, and geographical and subject area.

5. Make the registered healers work within the prescribed limits and prepare a basis for discouraging and 
punishing those who do not comply.

6. Bring uniformity in the standards of traditional healers at the local levels.

7. Protect intellectual property rights.

8. Preserve traditional healers’ professions and promote their knowledge, skills, and techniques.

9. Facilitate research studies related to traditional healing.

Box 2. Objectives of the registration standard for traditional healers.
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7.2 Rights and duties of healers

The Standard defines the functions, duties, and rights of traditional healers. The 
healers are required to keep records, not only of the method of collection of herbs, the 
place of collection, and the manufacturing process but also of patients' symptoms, 
conditions, services provided, and medicines dispensed, including the quantity 
and dosage. The healers should be able to identify herbs well and prepare medicines 
at home from such herbs and should have provided treatment services by making 
medicines from herbs without using the classical or patent medicines manufactured 
by different companies. The Standard prohibits healers from using classical or patent 
medicines of various companies, manufactured by using modern technology or knowl-
edge and skills or those readily available in the market. The Standard allows healers 
to make medicine required for the treatment but forbid them to produce to sell in the 
market. The Standard does not allow them to advertise their services and products.

The healers are required to contact and coordinate with the Ayurveda dispensary 
or municipality in case they have specific knowledge, skill, technique, or original 
manuscript for verification, protection, enrichment, or printing support. Traditional 
healers who provide health services without being registered will be prosecuted 
according to prevailing Nepali laws. The Standard gives authority to the municipal-
ity to explain the clause of the Standard, to change and modify the schedule of the 
Standard, and to issue a notice for the registration of the traditional healers.

8. The challenges and opportunities

Traditional healers are not a homogenous category. Integration of diverse forms of 
traditional healers is a challenge. There are a variety of traditional healers, classified 
into three groups, and their practices differ considerably. Some practice herb-based 
medicine, while others mix with shamanistic and spiritualistic practices making it 
difficult for scientific validation of their practices. Some healers have adopted healing 
as their main profession and many others continue as a part-time voluntary service. 
Some do charge for their sustenance and some accept the nominal amount as an 
offering, yet others do not accept money as they think charging those who are ill is 
morally wrong. Some are consulted by their extended family members, relatives, and 
neighbors but some are also consulted by far-away patients. Some follow oral tradi-
tion and some follow textual tradition by doing self-study or learning from gurus or 
senior practitioners. Some healers specialize in herbal treatment, some in midwifery 
and massage, some in faith healing, shamanism, and magico-religious and spiritual 
healing. Some others are consulted for specific health conditions such as jaundice, 
joint pain, and stomach problem. And there is a mismatch of practices, for example, 
some of the traditional dhami-jhankri, they are known for faith healing also possess 
knowledge of herbs and include herbal treatment along with ritual treatment. The 
registration standard as it appears is favorable to those healers who practice herbal 
medicine and restrictive to those who provide faith healing.

Another challenge is that we do not have a good understanding of the number and 
types of these healers. And, we have no idea about the extent of use of traditional 
healers by the population, the kind of health care needs these healers address, the 
number of illness episodes they treat, and the quality of care they provide. There is no 
such mechanism to collect periodic data on traditional healing and healers’ activi-
ties. One of the points often gets mentioned is the declining interest in traditional 
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healing and the dwindling number of traditional healers. The young generation is not 
interested in taking up their parents’ occupation, because healers get neither official 
appreciation nor any incentives. Traditional healing largely remains an unattractive 
profession because there is no monetary benefit. Though some healers have started 
to charge for the services and the medicine they dispense. But a very large number of 
healers give crude herbs and do not charge or charge nominally or take whatever is 
given out of happiness.

The young generation lacks knowledge and skills regarding medicinal herbs and 
traditional healing. The educational system has distracted students away from tradi-
tional health knowledge. Most of the healers are elderly, and the young generation is 
not willing to learn traditional healing (because it takes a long time to learn) and this 
is leading to the inter-generational loss of health knowledge [12].

Opportunity for integration exists when looked at from two different angles. 
The first is that ethnic communities form one-third of Nepal’s population and the 
ethnic communities do have their own healing traditions. The UNDRIP recognizes 
the importance of indigenous knowledge, and indigenous people’s “right to their 
traditional medicines and to maintain their health practices” [46]. Similarly, the 
ILO Convention (169) states that indigenous people’s “traditional preventive care, 
healing practices, and medicine” shall be taken into account while planning and 
administering health services. WHO encourages member states to integrate tradi-
tional and complementary medicine into health systems “by developing national 
policies, regulatory frameworks, and strategic plans for T&CM products, practices, 
and practitioners” [7]. The state policy as enshrined in the Constitution of Nepal is 
to protect and promote the traditional knowledge and experience of the indigenous 
people and local communities [47]. These international conventions, WHO strategy, 
and national constitution also work as background reasons to move towards recogni-
tion of traditional healing. Moreover, traditional healers are appreciated for their 
role in conserving traditional knowledge, biodiversity, and plant resources. Another 
important opportunity for Nepal is that a large number of traditional healers have 
been serving informally and struggling for recognition and integration. Moreover, 
traditional healers have community support and cultural legitimacy to their practice, 
and many scholars and activists see the potential of popular traditional medicine and 
traditional healers.

9. The question of quality in traditional healing

One of the questions often asked is the quality of treatment services traditional 
healers provide. If we accept that the kind of medicine people use should be of 
sufficient quality, it is reasonable to ask about the quality of medicine and services 
traditional healers provide. Since traditional healers lack academic training, doubt 
over their prowess, experience, and wisdom exists. Though some studies have found 
medicinal herbs that are being used by herbal healers are consistent with the prin-
ciples of Ayurveda [26], their practices have not been validated scientifically and the 
risk of inappropriate use of herbs exists. Traditional healing is not free from harmful 
practices and needs extra attention and effort to discourage harmful practices and 
promote beneficial practices. Beneficial practices “should be scientifically validated 
and integrated into the health system” [26]. As Dr. Margaret Chan stated, “traditional 
medicines, of proven quality, safety, and efficacy, contribute to the goal of ensuring 
that all people have access to care” [1], the quality question is far more important 
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when it comes to traditional healing. From the equity perspective, traditional heal-
ing needs additional attention and effort from the state to increase its quality. Steps 
should be taken to validate traditional healers’ knowledge and practices as well as 
enhance their knowledge and skills.

Popular traditional medicine is the primary source of care for the socioeconomi-
cally poor who live in rural areas, and from the equity perspective, it should get 
priority [48]. However, governments seem reluctant to make a budgetary allocation 
to address the issue of quality. Traditional healers can be provided with training and 
modular courses. The registered healers can be recognized by awarding a certificate 
of appreciation and/or monetary incentives for their outstanding service. They can 
be incentivized with training, equipment, seed, and saplings to grow medicinal herbs 
in their home gardens. They can be facilitated to form their associations at local, 
provincial, and national levels. These associations can be supported to work as a self-
regulatory body of traditional healing. An institution can be established to document 
traditional healing practices and herbal knowledge to build the capacity of traditional 
healers and promote research activities. Some of the healers can be selected and mobi-
lized as traditional medicine volunteers or Ayurveda health volunteers like the female 
community health volunteers. There are many things government can and should do to 
increase access and to enhance/ensure the quality of popular traditional medicine.

People in Nepal often consult traditional healers before consulting formal prac-
titioners [49]. Traditional healers have been making an important contribution to 
primary healthcare [40] and for the benefit of the community, these healers need to 
be recognized and integrated into the formal healthcare systems. Integration of tra-
ditional healers into the formal healthcare system is likely to contribute to the health 
and well-being of rural communities. Popular traditional medicine is struggling with 
the changing socio-economic, educational, legal, and regulatory requirements. The 
erosion of traditional health knowledge, the young generation’s declining interest in 
the healing profession, the negative attitude towards traditional practices, and the 
question of safety, efficacy, and quality are some of the challenges traditional healing 
faces today. The identification of healers, recognition of their practices, promotion 
of beneficial practices, registering them as treatment providers, and providing them 
with necessary support can contribute to the integration process.

10. Concluding remarks

Many nations are struggling with the issues of the integration of traditional heal-
ers. Nepal is not an exception. Though scholarly traditions have got official legitimacy 
and academically qualified traditional medicine practitioners have been authorized to 
practice, traditional healers, the practitioners of popular traditions, have been strug-
gling to secure a legitimate space in the formal structure of the health care system. 
The issue of integration of traditional healers is complicated. However, Nepal has at 
least moved ahead from inaction and skepticism towards a more inclusionary health 
care system in which traditional healers will have a role to play. The recent develop-
ment suggests Nepal’s approval of the idea of recognizing and integrating traditional 
healers. However much remains to be done to see traditional healers integrated into 
the health care system. Nepal’s example can be a good one if it moves in the desired 
direction. Policy initiatives are necessary to address issues of recognition, accredita-
tion, or licensing of traditional healers and to help integrate them into the national 
healthcare system.
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Implementation of the Posyandu 
Program and Healthy Living 
Behavior of Mothers and Children 
in Sidomulyo Village, Godean 
District, Sleman Regency, 
Yogyakarta Special Region
Umar Nain

Abstract

This study aims to: (1) analyze the continuity of healthy behavior of mothers 
and children even though their involvement in Posyandu is low due to poor Posyandu 
services; (2) analyze the healthy behavior of mothers and children in the community 
that is institutionalized by the community itself, although at the initial level, it was 
introduced by Posyandu. This research uses a descriptive survey approach. The popu-
lation of this research is 348 mothers who have babies and toddlers, who are the target 
of the Posyandu service program. The number of samples taken was 100 respondents 
with a simple random sampling technique because the population was homogeneous. 
Data were obtained through questionnaires, in-depth interviews, and direct observa-
tion. The results showed that the low involvement of mothers in Posyandu was not 
an obstacle for mothers to behave in a healthy manner on an ongoing basis. This is 
because in the community there are various formal, semiformal, and village institu-
tions that institutionalize healthy living accompanied by the availability of service 
facilities outside the Posyandu that can be used by mothers to meet the needs of a 
healthy life. The healthy behavior of mothers and children in the family is included 
in the high category seen from the frequency of mothers providing nutritious food 
for the family, maintaining food hygiene, boiling water before drinking, provid-
ing complete immunizations to their babies, baby clothes and utensils, conducting 
pregnancy checkups 7–9 times during pregnancy, using modern health care facilities 
for childbirth, as well as actively participating as an acceptor for independent family 
planning.

Keywords: Posyandu program, healthy lifestyle, mother and child, healthy behavior, 
Indonesia health system
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1. Introduction

There are still many obstacles in the way of Indonesia’s health development and 
its goal of improving maternal and child health. Still high rates of maternal and child 
mortality, as well as malnutrition in babies and toddlers, are indicative of these dif-
ficulties. The 2012 IDHS maternal mortality rate (MMR) in Indonesia was calculated 
to be 359 per 100,000 live births due to complications during or immediately after 
delivery [1, 2].

Deaths among infants (IMR) and young children (under-5 mortality rate, 
AKBAL) occur at a rate of 32 and 29 per 1000 live births, respectively (www.depkes.
go.id). Since 1982, the government of Indonesia has used the primary health care 
(PHC) plan to pursue health development with the aim of lowering maternal and 
infant mortality rates. Community health centers (Puskesmas) use a primary health 
care approach, seeing patients as their first point of contact when they are ill and 
acting as a referral hub for more advanced medical care [3].

The government established the integrated service post program (Posyandu) in 
response to geographical challenges, a shortage of medical professionals, and the 
community health center’s expansive service area, all of which made it difficult to 
provide accessible public health services, especially those focused on mothers and 
children [4, 5].

Family planning services (KB), maternity and child health (KIA), vaccination, 
nutrition enhancement, and diarrhea prevention make up Posyandu’s basic service 
package as a health care institution offered by the government to rural communities. 
Nutrition counseling, family development for toddlers, dengue hemorrhagic fever, 
child care, food processing, and the promotion of healthy living are only some of the 
other initiatives carried out via counseling [6, 7].

It seems that the strategy of relying on the target population’s (mothers and 
children) visits to the Posyandu to achieve service program coverage has not been 
successful. Visits to Posyandu by pregnant women, babies, and toddlers, as measured 
by the Ministry of Health’s own data collection methods (1997 report), indicate that 
Posyandu is still not widely used in the community. Coverage for family planning 
services is 32.40%, with 8.99% of pregnant women seeing Posyandu, 23.51% of 
newborns, and 67.51% of toddlers [8].

Because the Posyandu service program places an emphasis on preventative health 
services, including vaccination, pregnancy checkups, and child weighing, community 
participation in Posyandu has dwindled. The unpredictability and lack of consid-
eration for the activities of the local community in setting the Posyandu’s service 
schedule is a major factor in the low rate of mother participation. We may, thus, infer 
that subpar Posyandu services will work against efforts to boost citizen participation 
in Posyandu.

The success of a development program depends on three factors aligning perfectly: 
the needs of the beneficiary and the outcomes of the program; the requirements 
of the program and the actual capabilities of the auxiliary organizations; and the 
recipients’ ability to express needs and the decision-making processes of the auxil-
iary organizations. If Posyandu is able to tailor its services to the need of the local 
population, it will play a part in enhancing the community’s health, as shown by this 
research [9].

Affordability, timeliness, and precision in medical care are all indicators of rising 
service quality. The capacity, outlook, and demeanor of service officers in their 
dealings with members of the community as service receivers are decisive in ensuring 
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the execution of excellent service. Police personnel may demonstrate courtesy and 
friendliness in these encounters. Posyandu’s decision-making process, as well as the 
ease with which demands may be communicated, will influence the extent to which 
the organization can gain public support [10].

The democratic method, which places a great deal of responsibility above the com-
munity, and the autocratic approach, which holds that people are fully responsible, 
work together to ensure that those with the right to act and educate the community 
are the ones who do so. Since the success of development depends on community 
engagement and the support of local resources, including labor, finances, and facili-
ties [11], Posyandu will obtain support from the community if it employs a demo-
cratic method in decision making.

At the community level, development success may be gauged by how well the 
Posyandu program has been ingrained into people’s daily routines. Institutions in 
the community and other groups may help with the institutionalization process. The 
organization is a set of official and informal roles that everyone understands and 
plays. The institution, however, is understood to be a social standard and pattern of 
conduct that occurs in order to accomplish certain ends. Meanwhile, various con-
straints on institutions make patterned behavior a sequence of social connections that 
occur in communities or groups. Patterned behavior is now a shared feature of our 
society as a whole [12].

Promoting healthy lifestyles is the ultimate aim of health initiatives, such as 
Posyandu. There are three types of influences on behavior: (i) predisposition, which 
includes individual knowledge, attitudes, traditions, and social norms; (ii) enabling 
factors, which include the accessibility of health service facilities; and (iii) reinforc-
ing factors, which include the attitudes and behaviors of health workers. The high 
expense of transportation and treatment, as well as the difficulty in accessing medical 
facilities, are two examples of nonbehavioral issues. There are many different types of 
healthy lifestyle choices, including those that affect one’s physical and mental health, 
as well as one’s approach to food and the environment [13, 14].

The presence of Posyandu, a health service institution, is an indicator that 
people in rural regions have access to health care resources. Both governmental and 
grassroots institutions have contributed to shaping modern civilization. Community 
health centers, sub-health centers, village maternity boarding schools (Polindes), 
village drug posts, village midwives, and skilled traditional healers are all examples 
of those who actively participate in delivering health services. Village Community 
Empowerment Institutions (LPMD), Family Welfare Empowerment (PKK), Dasa 
Wisma Group, Toddler Family Development Groups, Craftsmen Groups, arisan, and 
so on all serve to inculcate and encourage villagers to live healthily [15, 16].

Given the above, the study’s primary concern is whether or not mothers and 
children’s healthy behavior would persist in the face of their low engagement in 
the Posyandu as a result of the poor quality of Posyandu services. Second, even if 
Posyandu was the one who first presented the concept of good parenting to society, 
how is it being institutionalized by the community itself?

2. Methods

The purpose of this research was not to test hypotheses but to provide a descrip-
tive survey. This study also included in-depth interviews with respondents and many 
informants to supplement the data collected through questionnaires. Researchers not 
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only conduct in-depth interviews but also actively participate (observer as partici-
pant) in Posyandu services in order to observe, comprehend, query, and document all 
phenomena that emerge throughout the course of a Posyandu service [17]. Sidomulyo 
Village in Godean District in Sleman Regency in Yogyakarta, a special province, was 
the site of the study. Firstly, Sidomulyo Village is highly typical for other villages in 
Godean District due to its relatively homogenous degree of Posyandu development 
and community features; and secondly, Sidomulyo Village has never been employed 
as a comparable study site before.

In this study, the population was mothers who had newborns and children under 
five at the time the research was carried out, with the consideration that they were the 
focus of the Posyandu service program. There are 348 individuals in all, living in eight 
different Posyandu (hamlet). Random sampling was used for the sampling process. 
The sample size collected from the population is 30%, which is carried out propor-
tionately for each Posyandu by lottery. A total of 100 participants were included in the 
sample. The study variables associated with the issue and the unit under investigation 
were described by the processing of descriptive statistical data (descriptive statistics). 
In this research, the mother-child dyad serves as the unit of analysis. So, the mother 
is the unit of analysis at the individual level, since the child’s healthy behavior mirrors 
the mother’s good conduct [18, 19].

3. Results and discussion

3.1 Implementation of the Posyandu service program

Each Posyandu is required to carry out at least five different program packages as 
part of the implementation of the Posyandu service program. These program pack-
ages are collectively referred to as minimum service activity packages. Improving 
nutrition is one of these five programs, along with mother and child health (MCH), 
family planning (KB), vaccination, and preventing diarrheal illnesses. The supple-
mental feeding package (PMT) is also a part of the nutrition improvement program 
(P2-Diarrhea). It is clear from the findings of the field study conducted in Sidomulyo 
Village that not every Posyandu is capable of doing each and every one of these basic 
service activity packages [20].

Participant observations led to the discovery that the types of Posyandu services 
in Sidomulyo Village that were carried out by 40% consisted of two types of services: 
nutrition services (20%) and maternal and child health services, particularly services 
for weighing toddlers (20%). The findings of this discovery were based on the fact 
that 40% of the village’s residents were surveyed. Family planning and diarrhea 
prevention were not included among the three categories of services that were not 
provided since they were not implemented. The insufficient nature of the Posyandu 
service, which places the utmost emphasis on weighing toddlers, gives the impression 
that Posyandu is primarily a weighing station for children under three years old.

The results of field research can be used to get an idea of what people think of 
Posyandu as a post for weighing toddlers. The results showed that 85% of respondents 
stated that it was not suitable, while only 3% stated that it was suitable. This gives 
the impression that Posyandu is not an appropriate post for weighing toddlers. The 
number of respondents who claimed that it was suitable was made up of responses 
from mothers who had toddlers; hence, the most clear need was to manage the health 
progression of toddlers via activities including weighing. Even while the vast majority 
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of respondents (85%) said that they were qualified, they in fact need additional sorts 
of services, including counseling on family planning, vaccination, extra food (nutri-
tion parks), and counseling on environmental health. According to the findings of the 
poll, an overwhelming majority of respondents (88%) claimed that the service for the 
registration desk went well, while just 5% of respondents stated that the service was 
not smooth. On the other hand, with regard to the second table (weighing), as many 
as 97% of the respondents claimed that the service was operating well, while just 1% 
of the respondents stated that it was not operating smoothly.

As for the recording of the findings (table three), the majority of respondents 
indicated that they were up to date, which is represented by the percentage 90% of 
respondents who stated that they were current and the percentage 3% of respondents 
who stated that they were not current. Posyandu gives the appearance of being a tod-
dler weighing station due to the fact that registration, weighing, and the recording of 
results all go through without a hitch [21].

It was discovered that as many as 38% of respondents stated that it was not operat-
ing smoothly for the fourth table (individual counseling/referring), and it was discov-
ered that as many as 38% of respondents stated that it was not operating smoothly for 
the fifth table (KB-Health services). In the meanwhile, according to the responses of 
those who were asked about the sufficiency of the Posyandu amenities in Sidomulyo 
Village, it would seem that the facilities that are enough are mostly those that are 
administrative in nature. In the meanwhile, essential facilities or equipment, such as 
cooking utensils, contraception, as well as tables and chairs, are in short supply. Even 
the respondents themselves expressed their opinion that these amenities were inade-
quate in some way. As many as 65 respondents indicated that there was an insufficient 
supply of cooking utensils, as many as 35% of respondents stated that there was an 
insufficient supply of contraceptives, and as many as 33% of respondents stated that 
there was also an insufficient supply of table and chair facilities [7].

3.2 Mother and child involvement in Posyandu

The involvement of mothers and children in Posyandu activities can be seen from 
the frequency of mother and child visits in utilizing the services available at the 
Posyandu. This can be seen from the variations in the answers of mothers (respon-
dents) to the frequency of visits to Posyandu. The results of the study explained that 
as many as 57% of respondents stated that the utilization of family planning services 
at Posyandu was very low; this was related to the quality of family planning services 
provided. The low quality of family planning services causes mothers to be more 
inclined to carry out family planning services at the local doctor, midwife, or health 
center.

For prenatal checks, most of the respondents stated that they were very lacking in 
utilizing the service, namely 55%. The lack of utilization of this service is not due to 
the reluctance of Posyandu participants but rather due to inadequate service factors 
such as the absence of technical staff at the Posyandu (e.g., midwives) to examine 
mothers, lack of adequate facilities, and infrastructure, for example, a blood pres-
sure measuring device. The lack of quality of antenatal care services has caused most 
mothers to use the services of doctors, midwives, or Puskesmas as a place to carry out 
prenatal checks [22].

For immunization services, it was shown that the majority of respondents stated 
that the quality of immunization services was very poor, namely as much as 50%. This 
lack of immunization services is mainly caused by the dependence of immunization 
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services on the presence of midwives at the Posyandu who bring vaccines as needed. 
Because the vaccines are stored at the Puskesmas, and if on Posyandu open days the 
midwives do not bring the vaccines, the immunization services are abolished [23].

In the case of giving ORS, the majority of respondents also stated that their visit 
to this type of service was lacking, namely as much as 48%. The low involvement of 
mothers in this type of ORS service is due to a lack of ORS supplies at the Posyandu. 
This is also due to the fact that the supply of ORS at Posyandu is highly dependent on 
distribution from the Puskesmas. The types of Posyandu services that show the high 
involvement of respondents in utilizing the service are weighing children under five, 
giving vitamin A for toddlers, and providing additional food.

The involvement of mothers and children in Posyandu activities can also be seen 
from the participation of mothers in the payment of health fund contributions (IDS). 
The results of the study explained that 48% of the respondents paid contributions to 
the health fund (IDS). While mothers who do not make IDS payments are as much 
as 38%. The amount of health fund contributions (IDS) among Posyandu varies, but 
field findings show that health fund contributions (IDS) range from IDR 1000.00 to 
IDR 1500.00 for each mother.

Mothers’ involvement in Posyandu activities can also be seen from the frequency 
with which mothers provide donations/assistance in procuring service facilities 
needed by Posyandu. The results of the study found that most of the respondents had 
never contributed to the provision of Posyandu service facilities, namely 62% and 
there were 22% of respondents who stated that only occasionally, while 16% stated 
that they often made donations to procure Posyandu service facilities. Forms of dona-
tions include money, food, medicines, and vitamins.

The involvement of Posyandu participants in service activities can also be seen 
from their involvement in discussing Posyandu issues. The results of the field find-
ings revealed that the respondents’ answers varied quite a lot in terms of involving 
these members. As many as 40% of respondents feel that they are always involved 
in discussing problems in the Posyandu. Meanwhile, another 40% feel that they are 
only occasionally involved in discussions about the ins and outs of Posyandu service 
activities. Meanwhile, there were 20% of respondents who said they had never been 
involved in discussing problems in Posyandu services. This means that the decision-
making system has not run democratically so it can affect their involvement in 
Posyandu.

3.3 Healthy behavior of mother and child

Field data showed that the majority of respondents in this survey lead healthy 
diets and diet-related lifestyles, with 71% of participants reporting that they regularly 
serve healthy meals for their families. Rice, tempeh, tofu, pork, fish, eggs, carrots, 
beans, kale, and fruits, as well as vegetables, milk, and iodized salt, are all eaten to 
provide for his family’s nutritional requirements. Most people already have a good 
grasp on the value of a healthy diet, therefore it is not commonly questioned whether 
or not to provide wholesome meals. Most respondents also had incomes above Rp. 
750,000.00, which means they are able to afford to regularly serve healthy meals. 
They will be able to afford enough food to suit their dietary requirements with this 
sum of money. In contrast, 29% of respondents said they only sometimes supplied 
healthy meals for their family, and 0% said they never did. It is not that they do not 
understand the need of maintaining a healthy lifestyle by eating well, but rather 
that financial constraints at home make it difficult to do so. A mother’s involvement 
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in family planning programs is an indicator of her commitment to healthy lifestyle 
choices, especially those that promote her reproductive health (KB).

The majority of respondents (74%) actively accepted family planning, according 
to the data from the field. Eleven percent, however, reported being less active, while 
15% indicated they did not exercise at all. Most of the respondents at the research sites 
were now independent family planning participants; that is, they could afford to pay 
for services from private midwives or practicing physicians, which explains the large 
number of active family planning acceptors at the study sites.

A mother’s propensity to attend prenatal visits is another indicator of her overall 
health throughout pregnancy. Women who are expecting children are offered pre-
natal care at regular intervals. During pregnancy, women should see a Puskesmas or 
midwife at least four times (K1–K4) for checkups (antenatal care). According to the 
data collected in the field, just 8% of pregnant women went in for between one and 
three prenatal checkups, while 35% went in for between six and seven and 57% went 
in for between seven and nine. This indicates that expecting women are well aware 
of the need of prenatal care. This indicates that the mother is practicing exemplary 
prenatal hygiene [24].

When it comes to delivering their children, field data indicated that as many as 7% 
of respondents used a traditional birth attendant, 80% used a midwife, and 13% used 
a doctor or medical professional in some capacity. Due to the fact that most respon-
dents have given birth with the assistance of a midwife or doctor and just a small 
number have sought the services of a dukun beranak, it is evident that the mother’s 
healthy behavior is high.

Immunizations against diseases, including diphtheria, pertussis, and tetanus 
(DPT), hepatitis-B, polio, measles, and Bacillus Calmette Guerin (BCG), are a good 
indicator of a mother’s dedication to keeping her child healthy. Findings from the 
field showed that almost nine in ten respondents vaccinated their infants and toddlers 
entirely, with 3% providing just partial vaccinations and 8% reporting that they did 
not vaccinate at all.

Mothers’ healing behavior may be inferred from the lengths they go to in order to 
treat their children, just as it can be from the measures they take to protect them from 
illness. When respondents’ children were under the age of five and unwell, the major-
ity took them to a midwife (64%), a community health center (64%), or a community 
health center (80%). Midwives, health centers, and auxiliary health centers are 
frequently visited by parents who have brought their sick children there because they 
are reliable, accessible (via walking or public transportation), inexpensive (relative to 
other medical options), and open to people of all socioeconomic backgrounds.

The results of the fieldwork indicated that all respondents boiled their drink-
ing water before ingesting it, which is a healthy practice for families. In addition, 
research from the field shows that 42% of people who have latrines at home utilize 
them. Those who fall within this group of respondents understand the significance of 
maintaining a clean environment and taking measures to eliminate potential health 
hazards in the comfort of their own homes. However, 13% of respondents reported 
using a public restroom and 45% reported not having access to a private lavatory in 
their homes.

The respondents’ high socioeconomic status, represented in their education 
and income levels, is a key factor in the achievement of the aforementioned healthy 
behavior of mothers and children. Findings from this research show that the vast 
majority of respondents are well educated, with 43% having completed high school 
and 7% having completed college or university, and that over half (52%) earn more 
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than IDR 750,000.00 per year. Mothers with higher incomes will have an easier time 
affording the costs of a healthy lifestyle, and mothers with higher levels of education 
will be better able to appreciate the significance of maintaining a healthy lifestyle.

4. Conclusion

Subpar service hindered the Posyandu program’s rollout. The inability of Posyandu 
to provide all sorts of services, poor quality service systems, and insufficient service 
facilities and equipment all contribute to the quality of service that customers get. 
Because Posyandu only provides weighing services for toddlers and nutrition services, 
whereas women additionally require prenatal care, vaccination, family planning, and 
treatment for diarrhea, poor mother participation in Posyandu might be attributed 
to this mismatch. Posyandu only captures a fraction of the community’s mothers and 
children’s healthy behaviors. Most of their knowledge about how to live a healthy life 
comes from sources other than the Posyandu, such as community health centers, sub 
health centers, private midwives, and medical professionals. The high levels of educa-
tion and wealth within the family help to prove this. Even if mothers are not actively 
participating in Posyandu, this does not prevent them from exhibiting positive health 
habits in the long run. This is due to the availability of service facilities outside the 
Posyandu that mothers may utilize to satisfy their daily requirements, as well as the 
presence of numerous formal, semiformal, and rural institutions that institutionalize 
healthy living.

But the regularity with which mothers offer nutritious meals for the family, 
maintain food hygiene, boil drinking water first, give their newborns full vaccines, 
and bathe their babies twice a day all fall into the “high” category of healthy family 
behavior, as well as being independent-KB participants, who practice cleanliness in 
all aspects of their lives (eating, drinking, dressing, and caring for baby equipment), 
who visit their doctors 7–9 times during pregnancy, who utilize contemporary health 
service centers for delivery assistance, and who actively engage in these practices.

Since Posyandu is not the only health care facility available to mothers, the healthy 
behavior of mothers and children will persist even with minimal participation. In 
rural areas with a high standard of living, residents choose not to employ Posyandu 
services in favor of more contemporary medical options.
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Chapter 4

The Kongsi Covid: A Cultural and 
Religious Belief Approaches for 
Covid-19, Battling Stigma and 
Strengthening Family Resilience for 
Villagers in Padang, Indonesia
Rizanda Machmud, Finny Fitry Yani, Feri Mulyani Hamid, 
Yuniar Lestari, Irvan Medison, Emilzon Taslim  
and Bestari Jaka Budiman

Abstract

Background: The stigma of Covid-19 is culturally rooted in health beliefs and prac-
tices in Padang-Indonesia. The aim of this intervention project is to develop cultural 
& religious belief approaches for Covid-19 battling stigma and strengthening family 
resilience for villagers. Intervention: The Kongsi Covid-19 is community-based pre-
paredness and response strategy preventing the transmission of Covid-19. The sub-vil-
lage RT/RW is subordinate to the village as a cluster that has supervision directed in the 
community and requires 10–14 volunteers. All activities are monitored, coordinated, 
and supervised by the village leader, sub-district, community health centers, and city 
health offices. Results and Impact: Padang had developed 1,252 Kongsi Coovid-19 
covering 100% of sub-villages. More than 3000 people with positive confirmed cases 
with asymptomatic or mild symptoms, doing self-isolation under Kongsi COVID-19 
local monitoring. The government of Padang was awarded the Best rating II due to its 
policy for preparing strategic planning which includes efforts to deal with the COVID-
19 pandemic through the innovations of the Kongsi COVID-19. Conclusions: Kongsi 
Covid-19 strengthens existing partnerships to reach and engage with wider com-
munity networks. It has an active role to resolve the health issue of Covid-19 battling 
stigma and strengthening family resilience for villagers in Padang-Indonesia.

Keywords: cultural religious approach, empowerment, family resilience, social, Covid-19

1. Introduction

The Covid-19 pandemic has led to cause large-scale morbidity and  mortality 
globally. During the early Covid-19 pandemic, positive numbers of Covid-19 
patients in Padang continued to increase every day [1, 2]. The proportion of positive 
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numbers due to Covid-19 increased from 484 cases on June 15, 2020, to 488 cases on 
June 16, 2020, and on June 17, 2020, to 492 cases [2]. Thus, the city of Padang was 
designated as a red zone category prone to the transmission of the Corona Disease 
Virus (Covid-19). Another problem is that the health protocol and self-isolation 
protocol, which are government programs to control the increase in Covid-19 cases, 
have not been socialized properly, and what is worrying is the existence of stigma 
in society, which hinders the control of Covid-19 [1–3]. The Covid-19 pandemic has 
distanced people from the healthcare system due to excessive fear.

The high number of cases in the Padang requires a new strategy and order to 
increase this achievement in the New Normal era [3]. In New Normal conditions, 
according to the Ministry of Internal Affairs No. 440-830 of 2020, in the end, society 
must live side by side with the threat of the coronavirus, as an effort to restore com-
munity life activities and administration of government conditions such as before the 
occurrence of Covid-19, so that people become productive and safe in carrying out their 
activities [3, 4]. As for the activities in this New Normal era, what needs to be done is to 
carry out activities based on the principles of Covid-19, namely wearing a mask when 
leaving the house, washing hands with soap and running water, and keeping distance 
[5–7]. The activities of this new order should be community-based. This means that this 
community-based activity is expected to eliminate the stigma against Covid-19.

Meanwhile, the community is the vanguard that has been forgotten so far; it 
has more impact and builds social solidarity and mutual cooperation. Community 
engagement plays a role in maximizing the effectiveness of Covid-19 preparedness 
and response strategies and preventing transmission at the community level.

The communities, when engaged, are the front line in detecting and managing 
epidemics. They are the most affected and have the greatest influence in anticipation 
and preparedness as new diseases emerge or old ones re-emerge [6–8].

By engaging communities in the preparedness and response to Covid-19, the 
health sector can avoid the emergence of cases that will worsen the pandemic. It can 
also give the health sector more time to prepare to respond in realistic, relevant, and 
appropriate ways to the needs and challenges of every population group. Further, 
community engagement can serve to address and prevent health and gender inequi-
ties during the Covid-19 pandemic.

Therefore, we need a community-engaged communication strategy that focuses on 
Covid-19 messaging in a cultural context that can be a potential channel for respond-
ing to the Covid-19 pandemic. Efforts are being made to involve a culture-based 
community that is already inherent in the Minangkabau community by modifying it 
to suit the handling and control of Covid-19 in the community. The focus of activities 
on Covid-19 at this time can be a positive synergy.

2.  Rationale: cultural and religious approaches for Covid-19, battling 
stigma and strengthening family resilience for villagers

Research in another setting has shown the need to address cultural health beliefs 
about the locus of control in the design and development of programs. In this sense, 
the word “community participation” is the key word for increasing access to make it 
easier to detect cases, the socialization process for each stage of the action, as well as 
community participation in handling Covid-19.

People in West Sumatera are mostly of the Minang tribe and have culturally rooted 
health beliefs and practices. This activity is based on the sub-village. Every time 
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someone dies in the sub-village, it will be held together in mutual cooperation by the 
local sub-village residents. It is such as a community bereavement service which is initi-
ated by community in favor to support the loosing family by the neighbourhood where 
they lived. The community is homogenous and solid. It is called Kongsi Kematian.

Leveraging existing networks and community forums in sub-village. We have modi-
fied a strategic approach for addressing the preparedness and response strategies and 
preventing the transmission of Covid-19 in the community. We modified a community 
engagement that has been rooted in Minang Kabau devise such as Kongsi Kematian.

It is hoped that this concept can be applied in the preparedness and response 
strategies and preventing transmission of Covid-19 at the community level, which is 
called the “Kongsi Covid”. 

We also had already identified and reviewed Kongsi Covid as the terms of refer-
ence for previously established partnerships that could be of value in reaching and 
engaging solid communities.

Strong existing networks in Padang have established a platform to facilitate 
discussions among the community about how they can support one another and come 
up with their own solutions that would be beneficial in Covid-19 promotion and 
prevention. Kongsi Covid, with the principle of mutual cooperation, removes stigma, 
increases family resilience, and raises awareness and mental health of the community.

The assignments of the Kongsi Covid are to keep negative cluster areas negative; to 
monitor clusters, if there are positive people, to become negative; to remove stigma; 
to raise public awareness; and to work on mental health. The community empow-
ered by the principle of working together means that the concern of promoting and 
preventing behaviors becomes and is controlled by society itself.

3. The intervention and implementation of the Kongsi Covid

The ‘Kongsi Covid-19’ concept is a micro lockdown unit in a sub-village, called 
RT/RW, where the RT/RW sub-villager community serves as a sharing center for 
food, medicine, and information. Its establishment requires 10–14 volunteers.

Therefore, the RT/RW sub-village is a Covid-19 Consortium Cluster. The clusters 
as a micro lockdown unit are smaller and more numerous, in fact, minimizing the risk 
of transmission and making it easier to monitor and evaluate the handling of Covid-19. 
The role of the sub-village RT/RW in the Kongsi Covid-19 is that of supervision at the 
community level, no longer at the family nor at the regional government level.

For this reason, for the success of the Kongsi Covid-19, we cannot rely on the role 
of the health sector alone, but cross-sectoral roles, such as RT/RW, youth organiza-
tions, NGOs, the head of village, the head of district, and the presence of academics 
also play a decisive role. One of the real supports from academics in the success of this 
partnership is through community empowerment, together with students and lectur-
ers, to improve the management of Covid-19.

We selected Mata Air Village, Padang Selatan District, as the pilot project of the 
implementation of Kongsi Covid-19. Mata Air has the highest cases among the sub-
districts in Padang Selatan District and tends to increase the cases of Covid-19. It has 
20 positive cases, 9 people recovered, and 2 people died. The challenge of Mata Air 
Village is the area that has a dense population, making it easier for Covid-19 transmis-
sion to occur [9].

The activity model that will be carried out is as follows: socialization regard-
ing health protocols during the Covid pandemic and the self-isolation protocol. 
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Collaborating with cross-sectoral partners such as villages, Youth Organizations, 
NGOs, Head villages, Head sub-district, and Health Offices.

The activity model that will be carried out is as follows: 1. Socialization regard-
ing Health Protocols during the Covid Pandemic and the Self-Isolation Protocol; 
2. Collaborating with cross-sectoral partners such as villages, Youth Organizations, 
NGOs, Head villages, Head sub-district, and Health Offices; 3. Preparing the 
Establishment of the Kongsi Covid-19 at the sub-village level, and its organizational 
structure and duties and responsibilities; 4. Make periodic reports that describe 
conditions in each RT/RW sub-village using the Google form or application; 5. Form 
socialization by using print media and online media; 6. Create an RT/RW WhatsApp 
(WA) group for monitoring; 7. Monitoring and evaluating the implementation of the 
RT/RW Kongsi COVID-19 activities through regular virtual meetings; 8. Creating a 
Covid Positive community monitoring system; 9. Create a monitoring and reporting 
system through an application that contains: case identification, reporting of sus-
pected Covid-19, recording of suspected Covid-19, and monitoring of independent 
isolation that occurs in each sub-village [10, 11].

4. Flow and stages of the implementation of Kongsi Covid-19 activities

The activity indicators are the formation of the RT/RW Kongsi Covid-19; activities 
of the Covid-19 partnership, discovery of new cases of Covid-19, and self-isolation 
patients are well monitored (Figure 1).

If there are people with symptoms of COVID-19:

1. People contact the call center at 112 or 081112112112.

2. The Department of Health, through surveillance officers, will trace people with 
close contacts (cases within 2 days; before the case develops symptoms; until 
14 days after the case develops symptoms).

3. Contact data include complete personal data, contact category, and date of 
contact/exposure to the duration of contact.

4. The Department of Health, through surveillance officers/Primary Health Care 
(PHC), will contact close high-risk contacts and convey:

a. Risk communication against close contact.

b. No need to be hospitalized.

c. Mandatory self-isolation at home for 14 days.

5. Covid-19 specimens will be collected.

6. Periodic monitoring will be done by the health center to evaluate the presence of 
symptoms for the next 14 days.

7. Primary Health Care (PHC) can provide a certificate in monitoring if necessary.

8. If Covid-19 is not confirmed, then it is considered not a Covid-19 case. Continue 
to prevent transmission of Covid-19.
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9. If Covid-19 is confirmed, continue self-isolation and periodic monitoring by the 
Primary Health Care (PHC) for up to 14 days.

10. If after 14 days, you are healthy/have no symptoms and the test results after 
14 days are negative for Covid-19, you will be declared cured.

11. If within 14 days, the person has symptoms (fever (≥38°C)/cough/flu/sore 
throat/shortness of breath or acute respiratory infection (ARI)).

12. Immediately contact the nearest Primary Health Care (PHC).

Figure 1. 
The flow of Kongsi Covid-19 concept and platform [10, 11].
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5. Result

The Kongsi COVID-19 has been developed after all set in Mato Aia Village as a 
pilot project model. There are 1.252 Kongsi Covid-19 in other sub-villages in Padang. 
It covers 100% of sub-villages which has an incident of Covid-19. It spreads in all 
eleven districts in Padang city.

There are more than 3000 people with positive confirmed cases, but with asymp-
tomatic or mild symptoms, doing self-isolation under Kongsi Covid-19 local monitoring. 
Several of Kongsi Covid-19 societies have quarantine houses that can be used by the local 
citizen for self-isolation. This Kongsi Covid-19 has collaborated with the health care 
workers from the health center in managing and reporting the suspected cases and facili-
tated doing contact tracing to persons who have had contact with the confirmed cases.

We advocate the stakeholder—the mayor of Padang city—to make a local regula-
tion concerning guidelines for the implementation of Kongsi COVID-19 in Padang 
city and a guideline book with ISBN.

The innovation of the Kongsi Covid-19 has been rewarded by the national govern-
ment for the success in preparing quality planning in order to achieve better regional 
development. The award from the Ministry of National Development Planning-
Bappenas was handed over virtually at the National Development Conference, which 
was opened directly by the President of the Republic of Indonesia Joko Widodo, in 
Jakarta, Tuesday (4/5/2021).

The city of Padang was awarded the Best rating II in the city category, because 
from a planning perspective, it has a policy for preparing strategic planning, which 
includes efforts to deal with the Covid-19 pandemic through the innovations of the 
Kongsi Covid-19.

The villagers in Padang City developed deep relationships within the community 
and organizations to work together to address Covid-19 issues. It promotes and pre-
vents behaviors to decrease morbidity and mortality due to Covid-19. The principle 
of mutual cooperation removes the stigma and raises awareness, strengthening the 
family resilience and mental health of the community. It has established a platform to 
facilitate discussions among the community about how they can support one another 
and come up with their own solutions that would benefit in healthcare and treatment.

6. Conclusion

A community-engaged communication strategy that focuses on Covid-19 messag-
ing in a cultural context, which is called Kongsi Covid-19, can be a potential channel 
for responding to the Covid-19 pandemic. Efforts are being made to involve a culture-
based community that is already inherent in the Minangkabau community by modify-
ing it to suit the handling and control of Covid-19 in the community. It is a modified 
activity that has existed for a long time in the city of Padang, where this activity is 
based at the sub-village level.

Kongsi Covid-19 is a local community-based social restriction that is more sustain-
able or supportive because it requires constant vigilance. This intervention in the 
community made the front line in preventing Covid-19.

Kongsi Covid in the Mato Air Village, Padang Selatan District, became a pilot 
model, which was followed massively in other villages in the city of Padang. It has been 
held jointly in cooperation with local sub-village residents to help eliminate stigma in 
society and raise awareness and community mental health and family resilience.
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Chapter 5

Poverty and Disease Burden: 
Reflection on the Rural Community 
Health Services of the ‘Natives’ in 
the Former Northern Transvaal of 
South Africa, 1930s–1980s
William Maepa and Glen Ncube

Abstract

The twentieth-century period in South Africa was characterised by social-, 
political- and economic disparity between blacks and whites. Poor socio-economic 
conditions of blacks resulted in subjection to tuberculosis and other poverty-related 
diseases. This study explores rural exposure to diseases due to segregationist and 
subsequent state of racial disparity in all spheres of live. Focus is particularly thrown 
at incidents of malaria and tuberculosis in the rural communities of the Transvaal. 
This study also considers efforts forged by government in an attempt to abate and 
arrest the spread of these and other epidemics through rudimentary health services. 
The study relies on the use of published sources, archival materials and data collected 
through interviews. It is the position of this study that the escalated incidence of 
these diseases had immense impact on the lives of the rural than urban population. 
Other related pandemics, such as HIV-AIDS and COVID-19 will be explored. Lastly, 
the study will argue that evidence of ill health and death caused associated with these 
diseases irrespective of invented vaccines and other related medications.

Keywords: rudimentary, black/African healthcare, preventative primary healthcare, 
rural-urban migration, South Africa/Transvaal, unequal health, disease burden

1. Introduction

The chronic prevalence of pandemics has been a toxic threat to the lives of South 
Africans and the world in general. Over many decades after the establishment of the 
union government, the killer diseases such as malaria, tuberculosis, HIV-AIDS and 
lately COVID–19 had been a ‘headache’ to the Department of Health and the World 
Health Organisation, respectively. It was upon these challenges that blacks found 
themselves vulnerable due to their state of poverty and other socio-economic defects. 
The Northern Transvaal, which included the so-called ‘native areas or reserved and 
later the 1960s ethnic-based homelands of Lebowa, Venda and Gazankulu, became 
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victims of disease diffusions. At times these conditions compelled many young and 
adult to migrate to the white farms and mining towns where poor living conditions, 
marginalisation, poor wages and ultimate disease infections were common. The 
deterioration of health of the blacks compelled the state to come up with measures to 
deal with the diseases through the establishment of native health, which was followed 
by popularisation of the concepts such as preventative, progressive and community-
based primary health care. The killer diseases such as HIV-AIDS and COVID-19, 
which erupted in the early 1980s and early 2020s, respectively also continued to inflict 
ill health and death among the blacks in the country.

2. Malaria in the transvaal and its impact on health care provision

Malaria has been a life-threatening disease that affected Africa and other world 
countries. As a seasonal disease, in South Africa, it starts to appear in October and 
reaching its peak in January and February. The disease is usually transmitted through 
a bite by a female mosquito that carries this disease. It targets mostly the humid high-
temperature regions of the world. The Lowveld areas of the former northern and 
eastern Transvaal, with extreme high annual temperature and rainfall, are popularly 
known to have favourable breeding ground for malaria-carrying mosquitoes. It has 
generally been noticed that the intensity of this disease decreases from east to west as 
reflected in Figure 1 of the map. One can, therefore, also realise that there is a positive 
correlation between the rate of malaria, temperature and rainfall, with serious risk 
areas followed by moderate and light risk areas.

Figure 1. 
Malaria risk areas in South Africa, 1938 [1].
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The effect of malaria was witnessed during the Voortrekker movement to 
Mozambique when Louis Trichardt, as a leader of the movement, his wife and 20 mem-
bers were killed between 1837 and 1838 [2]. As a precautionary measure, farmers in the 
entire area of Transvaal Lowveld considered choosing the high-lying slopes and dry 
areas for settlement as they were deemed free from malaria-carrying mosquitoes [3].

It was in the midst of the growing malaria challenges that the state saw it fit 
to come up with workable measures to control and prevent the disease. Gambiae 
and Funestus were the mosquitoes typologies that were causing malaria in the area. 
The Department of Public Health was assigned to carry out this duty through 
the efforts of N.H Swellengrabel. Meanwhile, malaria continued to worsen in the 
Lowveld area of the Transvaal, Swellengrabel recommended the establishment of 
a malaria station in Tzaneen. His influence led to building of the station in 1932 
by the South African Institute of Medical Research (SAIMR) under the leader-
ship of De Meillon and Annecke, to carry out research and control of the disease. 
This effort encouraged the establishment of another station in Eshowe, Natal, in 
1934 [2]. Annecke recommended the spraying of indoors and roof surfaces using 
Quinine Hydrochloride to the Tzaneen Malaria Station in 1939 to control the disease 
[4–6]. Traditional leaders were visited and supplied with quinine for distribution to 
Thabina and the entire Lowveld region [3]. The utilisation of native commissioners 
through effective depot system was considered critical through constant supervi-
sion in the affected areas (Figure 2) [8].

Meanwhile, malaria showed an upward trend in the 1940s and 1960s, and the 
state continued to resort to other additional measures. Educating the communities 
through the engagement of Tzaneen malaria station staff was crucial as lecturing 
was presented to black school teachers in the districts of Waterberg, Potgietersrus 
and Groblersdal [9]. This effort was supplemented by the recommendations of the 
Tzaneen magistrate, who saw the need for the control malaria depots in Tzaneen and 
the surrounding countryside [8]. Other areas included Mphahlele’s location in the 
Pietersburg district, municipalities of Potgietersrus, Naboomspruit, Nylstroom and 
Warmbaths [10]. Towards the end of the Second World War, Annecke endorsed the 
use of dichlorodiphenyltrichloroethane (DDT), which was recommended internation-
ally as effective in the control and prevention of malaria. The reported cases were also 
dealt with at Giyani area of the Letaba District, the Shingwedzi area of the Letaba 
District and the Shingwedzi area of the Sibasa District [8].

Figure 2. 
The two malaria transmitter mosquitoes in southern Africa [7].
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When DDT was banned in 1970, followed by its complete replacement in the 
mid-1980s, the disease once more reflected an upward trend. The banning was 
influenced by the poisonous impact of this insecticide to the biotic and abiotic 
environment. Although the public concern was justified, the malaria trends started to 
increase again, reaching the highest peaks between 1996 and 2015 [11]. Since mil-
lions of people throughout the world, including South Africa are currently at risk of 
contracting this disease, the National Department of Health considered it as a matter 
of urgency. Its impact as a barrier on social and economic development in the country 
compelled the state to prioritise meaningful measures to prevent its escalation.

3. Tuberculosis and health services

Tuberculosis (TB), which is caused by a virus called mycobacterium tuberculosis, 
was unknown to South African blacks until the arrival of whites of European descent 
in the nineteenth century [12]. People with tuberculosis can be detected by symp-
toms, such as excessive coughing, physical or body weakness, weight loss, shortness 
of breath and continuous stress. The discoveries of minerals during the early 1800 in 
the TVL had a significant impact on the rural-urban migration by the impoverished 
blacks. As such, blacks became targets of this disease [1]. Researchers such as Shula 
Marks and Neil Anderson associate poverty and racial discrimination with the high 
rate of tuberculosis in tuberculosis in the rural areas.

In the industrial towns and cities like in the Witwatersrand, the black migrants 
found themselves vulnerable to the tuberculosis infections caused by unfavourable 
living conditions. These migrants could easily spread it to their rural environments 
where health services were poor and inadequate. The soaring ill health and mortal-
ity appealed to those in power as well as the employers in the domestic, mining and 
industrial environments to remedy the situation. They feared the dwindling of labour 
force and ultimate negative impact on the country’s economy. One of the measures 
initiated by the state was the National Health Service Commission during the early 
1940s, which recommended the increase of hospital nurses, doctors, beds and health 
education for the rural black communities [7]. Apart from the state’s request for local 
authorities to increase hospital beds as a way of overcoming the challenges, immuni-
sation through vaccination was considered the most effective preventative measure. 
The efforts to combat tuberculosis were made easier when the radiological services 
were improved with several authorities and mission hospitals and mission hospitals 
having acquired X-Ray units suitable for other health services [13].

The need to increase a number of beds for tuberculosis patients in hospitals 
coincided with the acute increase of black population during the 1950s and 1960s. 
Statistics in Table 1 show the highest incidence of tuberculosis for Bantu (blacks) as 
compared to whites, coloureds and Asiatics in all six regions in 1964 [14].

The Northern Transvaal homelands of Lebowa, Transvaaal and Gazankulu con-
tinued to experience increasing reported cases of tuberculosis in the 1970S, with the 
north-eastern Transvaal in the Mhala district of Gazankulu recording the highest 
trend. Attempts by the state to deal with this challenge led to the testing of tuberculo-
sis in primary schools including those formerly owned by the missionaries, with sub-
sequent immunisation through vaccinations and distribution of tuberculosis tablets 
[14]. The forced removal of blacks by the state and subsequent inception of homelands 
or Bantustans, rural-urban migration, overpopulation, unemployment, poverty and ill 
health mitigated infection rate. The homelands became breeding grounds for TB and 
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other poverty-related diseases. For example, in the Transkei homeland tuberculosis 
notification growth was at the rate of 489 per 100,000 in 1975 [1].

Alarming notification of tuberculosis encouraged meaningful efforts of educa-
tional researches through conferences and symposiums by various institutions of 
high learning. Attempts at dealing with the challenges of increasing infections in 
the homelands and developing countries were highlighted during the symposium 
held at the then University of the North (now the University of Limpopo) on 28–29 
October 1976. Pulmonary tuberculosis, which is the tuberculosis of the lungs, was 
singled out as still by far the most common threatening disease in the homelands [15]. 
A wide range of recommendations was initiated based on the idea of primary health 
care approach, with emphasis on preventative and community-oriented care. The 
reported findings of the health officials from the Pietersburg Regional Directorate of 
Health Service on the 1978/79 after Lebowa hospitals, such as Knobel, Mogalakwena 
and Kgapane, were visited revealed increasing notifications. Similar findings were 
reported from other homelands from the findings by the Medical Research Council 
during the early 1980s.

Challenges associated with tuberculosis continued to surface in South Africa and 
worldwide. The disease is currently one of the killer diseases with non-HIV tubercu-
losis as commonly reported at Waterberg district in 2018. It was here that 1.1 million 
cases have been estimated [16]. Other districts in Limpopo experienced cases of 
illnesses and deaths caused by this disease.

4. The relation of disease patterns since 1980

The changing patterns of malaria and tuberculosis continued in the country and 
elsewhere in the African countries in the 1980s until recent times. The government 
found itself challenged by these fluctuating incidents of mortality resulting from 
these diseases. At times the emergence of the new pandemics, such as HIV-AIDS in 
the early 1980S and COVID–19 in the late 2019 became repeatedly linked to tubercu-
losis. The Limpopo Province, which embraced previous homelands of Lebowa, Venda 
and Gazankulu, is largely rural, with high rate of poverty and unemployment.

The first cases of HIV/AIDS were reported in South Africa during the early 1980s 
and evoked mixed perceptions as many people believed that it only affected European 
and American homosexuals. As a result, the public did not take enough precautions 
in the earlier stages. Similarly, the government believed that it was easy to control the 

Region Whites Bantu Coloureds Asiatics Total

Eastern Cape 74 3684 5 18 3781

Western Cape 118 2601 2593 — 5312

Natal 16 5047 76 245 5535

Northern Transvaal — 2709 — — 2709

Southern Transvaal 50 5408 — — 5458

O.f.S 38 1487 12 — 1537

TOTAL 447 20,936 2686 263 24,332

Table 1. 
South African tuberculosis infected patients in 1964.
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homosexuals as they were handful and easy to contain. As for the HIV/AIDS in the 
black townships and rural communities, lack of sufficient interest by the state was 
motivated by the racial policy of apartheid. As a result, intervention through preven-
tative measures during the first 5 years after the incidence of the disease was reported 
was deliberately ignored [17].

The rapid spread of HIV/AIDS can certainly be linked to the migrant labour sys-
tem and poverty. The long-entrenched labour system had a huge impact on the spread 
of HIV/AIDS in most rural areas of the former Northern Transvaal, most particularly 
in the former homeland areas of Lebowa, Venda and Gazankulu and other rural 
homelands in the country during the 1980s. The tendency of having multiple sexual 
partners among the blacks, which was deemed culturally acceptable, accelerated the 
spread of the disease. Most of these migrants established second families in urban 
areas [18]. This practice also escalated the spread of infections to the entire rural and 
township black communities, both within South Africa and other neighboring states.

Although the AIDS awareness campaigns were launched for years since the early 
1980s, the post-1994 elections in South Africa strengthened the need for the full 
implementation of community-oriented primary healthcare system. The production 
of numerous drugs in recent years did not help much to cure the disease completely 
but contained it as chronic through utilisation of antiretroviral tablets. The scientific 
discoveries revealed that the disease aggravates in patients with tuberculosis and the two 
became co-morbidity that continued to inflict ill health and death. When COVID-19 
emerged towards the end of 2019, focus was shifted, and the disease once more escalated.

The advent of COVID-19 created fear and panic in the country, leading to ultimate 
closure of all public, recreational, private and state institutions, forcing people to 
stay at home through the ‘lock-down’ regulations [19]. The challenge with the disease 
was its rapid rate of infection and death due to the absence of medicine to cure it. 
The changing structural pattern of this disease made it difficult for health scientists 
to deal effectively with it as they continued to wrestle to find appropriate vaccine. 
In Limpopo and other provinces of South Africa, the government initiatives were 
at times hampered by reluctance of most of the rural populations to comply with 
precautionary preventative measures and the general attitude of distrust against 
vaccines during the lockdown alert levels. The controversies surrounding the taking 
of vaccines and some evidences of government officials’ breaking of the lockdown 
regulations in their gatherings and stealing of personal protective equipment also 
hampered the government’s efforts of effectively dealing with the disease.

Violet Chewe, a Sub-district COVID-19 Coordinator in Mankweng located east of 
Polokwane and surrounding rural areas, noted that most of the patients diagnosed posi-
tive with excessive sickness were found to have other diseases, such as sugar diabetes, 
tuberculosis, HIV-AIDS, excessive flu and other related communicative diseases. She 
further stressed that common challenges were experienced during the tracing of people 
with this disease as most of rural people were in denial as well as being afraid of victi-
misation and hatred from other members of the communities. She indicated that these 
conditions were common to other districts of Limpopo Province and countrywide [20].

As for the role played by the traditional healers in the treatment of this disease, 
Nani Ramalepe, who is one of the well-known traditional healers in the rural area 
of Tickyline outside Tzaneen confessed that she successfully treated many patients 
who had similar symptoms of COVID-19 by using plant-based traditional medicines 
[21]. It is indeed clear that apart from the current reliance on vaccines, which at times 
raised controversial issues, more scientific research to improve the available vaccines 
and effective involvement of traditional healers should be encouraged.
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5. Conclusion

Malaria as a communicable disease and non-communicable diseases such as 
tuberculosis, HIV-AIDS and COVID-19 continued to cause pose a severe challenge 
to the country and internationally. Specific dates have been identified and officially 
endorsed for awareness campaigns to be held on yearly basis where curative and to 
a large extent preventative community health measures are emphasised. However, 
the whole efforts were hampered by poor administrations, insufficient medicines, 
corruption, theft and general laxity and incompetence by some government agents 
and exponential increase of black population and excessive influx of illegal migrants 
from other African and world countries, which inflicts a severe strain on the available 
health resources in the country. The rural blacks continued to suffer as most of them 
could not easily access the quality and expensive health services offered by private 
health institutions. It is despite the intervention measures from the department of 
health that health challenges continued to threaten the lives of the South Africans, 
most particularly poverty-stricken black population in the rural areas as it happened 
with its recent aftermath of COVID-19 pandemic. Although the recent level of 
infections showed remarkable decline, forcing the government to lift the National 
State of Disaster on 05 April 2022, COVID-19 has joined malaria, tuberculosis and 
HIV-Aids as a killer diseases. These diseases continue to be a cause for concern for 
the Department of Health and the World Health Organisation because of their 
instabilities.

© 2023 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided 
the original work is properly cited. 
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Facilities and Services in Rural 
Sierra Leone – Implication for 
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Abstract

Sierra Leoneans face multiple barriers to accessing health facilities and services in 
rural communities leading to morbidity and mortality. The objective of this paper is 
to identify some of these challenges and proffer possible solutions to mitigate morbid-
ity and mortality in rural communities and prolong the lives of their citizenry. The 
lack of money, the use of cheaper traditional medicines versus expensive medicines 
at health centers, lack of confidence in health workers, and transportation access to 
reach health facilities are barriers to accessing health facilities and services by rural 
community people. The above barriers outline was obtained through thirty years of 
interaction, discussion, and observations with people and health workers in rural 
communities. Possible solutions include the provision of free health care, ambulances 
to ease transportation, the integration of traditional medicine into the national health 
system, and the encouragement of rural community people to engage in multiple 
cropping every year. The above solutions and many others will encourage the citi-
zenry in rural communities to attend health facilities and services in the country’s 
rural towns and villages.

Keywords: rural, health, well-being, citizenry, long-life

1. Introduction

Sierra Leone had limited health facilities in rural communities before the rebel 
war in 1991. This was partly due to low health expenditures by the government due 
to the reduced tax collection base of the country. In 2001, the African government 
agreed to allocate 15% of its annual income to health known as the Abuja declaration 
[1]. However, most countries have not achieved this African objective due to low gross 
domestic product, low tax collection, and low budget allocation to the health sector as 
a result of many competing priorities [2]. However, health requires intensive capital 
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investment, as it increases labor efficiency and productivity, increases income, and 
improves the standard of living of her citizenry [3]. Current health expenditure by 
the government of Sierra Leone in 2019 was 8.75%, and out-of-pocket expenditure 
was US$25.47 [4]. This is far well below the WHO recommended US 30–40 per 
person needed to cover essential health care in low-income countries [5]. Low-income 
countries currently spend US$8.00–US$129 per capita compared to US$4000.00 for 
high-income countries However, many countries in Africa have not been able to meet 
the Abuja declaration, except Botswana, Rwanda, and Zambia [6], while Equatorial 
guinea who has not achieved toe the Abuja declaration, but has high health per 
capita [7].

Rural communities’ health infrastructures were destroyed, and only 86% of 
district headquarters health facilities remained functional during the eleven-
year-old civil war. In 2003, the government rehabilitated and made 631 available 
peripheral health units (PHU) across the country [8]. Most communities’ peripheral 
health facilities were 5 miles apart, so distance will not limit people from seeking 
medical attention. However, the major bottleneck is the need for more trained and 
qualified health personnel to operate these health facilities in rural communities. 
United Nations reported that only 38% of nurses and 25% of medical doctors work 
in health facilities in rural communities [9]. Five of the fourteen districts lacked 
access to primary health services after the civil war. The government reintegrated 
ex- combatants who were treating rebels and civilians as vaccinators. The strategy 
increased the number of health workforce but limited progress in the health sector 
due to a need for a clear political vision. Despite this improvement in the country’s 
health facilities, most of the population residing in rural communities could not 
afford the cost, which also contributed to the high maternal mortality rate of 
1800/100,000 in 2002 [8].

In 2010, the government introduced free healthcare to increase access to health 
facilities and services for pregnant and breastfeeding women and young children 
[10]; at this time, most births in rural communities were done by traditional 
birth attendants. The government engaged conventional birth attendants and 
trained them to work with health workers, thereby increasing attendance at health 
 facilities. By-laws were formulated to discourage home birth but to encourage 
the use of health facilities. The objective was to reduce maternal morbidity and 
 mortality [11].

Free health care and funding performance-based increased coordination in the 
health system and brought a paradigm shift in the health sector in the country [12]. 
The government also introduced performance-based financing as a way of motivat-
ing health workers. Compounding the situation further was the high death rate of 
health personnel, which eroded patients’ convenience in attending these facilities and 
accessing the service [13, 14].

In July 2015, the President of Sierra Leone launched the Ebola Health Recovery 
Plan to attain a resilient sustainable health system to reduce maternal and child 
mortality and morbidity [4]. However, the presidential recovery initiative was for 
24 months, with a critical focus on IDSR, strengthening IPC, Community engage-
ment, enhancing Human Resources for Health, and Improving Management for 
Health and a Resilient Health System. The government needed help translating this 
novel initiative into an effective maternal health system. It was, therefore, the plan of 
the Ministry of Health and Sanitation to design an appropriate and effective program 
that is economically, socially, and culturally acceptable to the rural population of 
Sierra Leone.
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The WHO designed the External Joint Evaluation to address the health chal-
lenges and build a sustainable, resilient health system to reduce maternal morbidity 
and mortality. Moreover, the Ministry of Health and Sanitation, with international 
partners and the One Health secretariat, prioritizes zoonotic diseases to improve the 
health situation in the country. Aside from these strides, people in rural communities 
face numerous challenges in accessing these health facilities and services.

2.  Challenges and constraints in accessing health facilities and services  
in rural communities

The primary source of income in rural communities is agriculture and mining 
contributing to employment and gross domestic product [15, 16]. In time past, people 
in rural communities were engaged in all-year-round income generation. They 
harvest and sell coffee, cocoa, and piassava from October to January in the southern 
and eastern provinces. Ginger was harvested and sold from January to march, orange 
from February to May, and rice was harvested from June to November. Other assorted 
crops planted and sold include cassava, benne, yam, groundnut, maize, millet, sweet 
potato, and other multiple crops cultivated on the rice farm [17]. During the dry 
season in some communities, there are several water catchments and rivers where the 
women fish and prepare dishes for the evening meals. The men set traps, hunt animals 
for home consumption, and sell some for emergencies. All these multiple sources of 
income make it possible for people in rural communities to easily pay medical bills.

Today, massive destruction of the environment through lumbering, charcoal burn-
ing, and mining has destroyed the farming environment in rural communities [18] 
reported that human activities in the environment in which they live have shown a neg-
ative impact on the forest ecology in the last 2800 years. Morie Sam [19] confirmed for 
Sierra Leone that people depend on forest vegetation as a major source of energy. Soils 
are no longer fertile, yields are low, and the current population is unwilling to farm. 
Sam and Zhiqiang [20] said, removing the vegetation cover of the forest decreases 
the forest and soil stability and biosphere and thus impacts the normal environment. 
Moreover, the massive destruction of the environment has drastically reduced the 
income of people in rural communities [21]; as such, the majority can no longer afford 
to pay for basic essential commodities and services. What are the Challenges and 
constraints of accessing health facilities and services in rural communities?

i. Lack of money: most rural people have narrowed their income sources to 
single or sole cropping or few activities. IFAD [22] reported that the yields of 
all major crops cultivated in Sierra Leone are significantly lower than most 
countries in the subregion of West Africa. The government of Sierra Leone 
estimated that rice yields are 0.97 t/ha far below other countries in the region. 
The Government attributes the low yields to the unavailability of improved 
seeds, lack of access to fertilizers, mechanization, crop protection products, 
weak extension services, and water control in lowlands [22]. Other contrib-
uting factors in rural communities are deforestation and charcoal burning, 
leading to the reduced organic matter in the soil, low fertility, and crop yield, 
which cannot meet their daily household or domestic needs. About two-thirds 
of people in rural communities now grow multiple crops to mitigate against 
crop failure and reduce the risk of cash income failure [23, 24]. Animal rear-
ing is another source of income, but its compounded with numerous disease 
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outbreaks such as PPR, New Castle Disease, Rift valley fever, rabies, and theft. 
Most animal rearers drop out of animal rearing which decreases their sources 
of income. The average Sierra Leonean earns less than 1.90 dollars daily. This 
has led to many deaths and others being unable to access these medical facili-
ties and services.

The lack of money to pay for consultancy services and transportation to reach 
these facilities has led to the situation where most pregnant women give birth 
at home. At the same time, others die on the way to these facilities on foot or 
bikes.

Sometimes, family members are taxed to contribute and pay the medical ex-
penses before a person goes to these facilities. Some members find it challeng-
ing to raise their contributions leading to delay or death of the patient.

ii. Traditional medicine is cheaper than health facilities: the extended family 
systems throughout Sierra Leone make information easily accessible to people 
within their communities. Most people know about traditional herbalists 
living within their communities, and in some cases, they relate to each other. 
They see the herbalist and have confidence in them based on their records 
because it is embedded in their traditions and customs [25]. Payment for such 
services is based on kinship, which is cheaper and can be paid for when money 
is available. In some cases, payment is in kind or other forms, making it easier 
for people to seek medication from an herbalist than from health facilities. 
Most rural people prefer to give birth through traditional attendants than 
health facilities because it is relatively cheaper than modern medicine [26].

iii. Lack of confidence in health workers: the Ebola outbreak showcased people’s 
unwillingness to attend health facilities in the country for fear of death or con-
tracting Ebola. The government announced that there was no medicine to treat 
the disease, but at the same time asked people to go to these health facilities 
for treatment. Tiffany et al. [27], and Sabeti and Salahi [28] reported that the 
Ebola Virus Disease outbreak in Sierra Leone was fueled by persistent misin-
formation and conspiracy theories that led to the public health disaster. Most 
of the people who attended did not return home; as such, people were afraid to 
seek medical attention through these health facilities; many healthcare work-
ers died, thereby making people run away from these facilities. Sochas et al. 
[29], and Elston et al. [30] reported that many healthcare staff died, leading to 
patients’ lack of confidence in the healthcare services.

iv. Lack of medication: most health facilities in rural communities depend on 
medicine supplied by the government. People in rural communities cannot 
afford the cost of these drugs and therefore take to traditional medications. The 
inability of rural communities to pay for these drugs has caused most pharmacy 
shelves to go without essential medicines, as reported when Partners in Health 
entered Koidu health center in 2014. Patients look for places where they can get 
cheap drugs. A typical example is the traditional birth attendants. These local 
people get more delivery of babies than the nurses in the health centers because 
of the cheap cost of delivery services offered to their subjects. The government 
has to encourage them to work with health facility workers, where they can 
receive more training to meet international standards.
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v. Lack of transportation fees for vehicles and bikes: most rural towns and vil-
lages in the country are not accessible either by cars, vehicles, or in some cases, 
motorbikes [31]. Some people trek on foot to access health services in those 
facilities. Families who lost their strong and abled-bodied relatives during the 
war stayed in the villages with no one to take them to the medical facilities. 
Some with strong relatives have to travel with them on a hammock, while 
others die on the way. With the advent of motorbikes, traveling to health cent-
ers has become much easier, as these bikes move faster on bad roads, thereby 
reducing transportation constraints in rural communities. The disadvantage is 
the high cost which most people cannot afford in rural communities. The same 
is true of the ambulance government has introduced in the country.

Due to the challenging economic status of people in rural communities, pro-
viding funds to make use of ambulance services even when available is a major 
issue. The people not only resort to risky alternatives but also seek spiritual 
help from traditional herbalists or religious sources. A typical example is in 
Lumponga village located in Kamajei chiefdom, Moyamba district, the south-
ern province, where a lady suffered for three days before giving birth because 
of financial constraints. The people have to seek the attention of church mem-
bers for prayers until the lady gave birth to a bouncing baby boy three days 
later. So, although the government has provided ambulances, many people, 
especially in rural communities cannot use them. Alternatively, they also seek 
the help of traditional herbalists. This is one factor that has increased the use 
of conventional medicine in these communities.

vi. Decision-making as to who should allow the patient to travel: in rural commu-
nities of Sierra Leone, the male is the head of the family household. The family 
head takes all decisions relating to the family. In his absence, all family members 
will have to wait until the head returns. Aside from being the head of the family, 
certain decisions require all family members to be present, particularly when 
it relates to a family member’s health. These consultations and waiting for the 
head to decide denied most people in rural areas access to health facilities. The 
situation is compounded when the total financial involvement is high. Here 
the head will tax all members a certain amount of money for them to pay. The 
amount charged depends not on the amount people get but on what the leader 
has proposed. In some cases, other family members cannot afford it, leading to 
the patient’s death. As a result, the patient remains suffering for a long time.

vii. Traditions and customs: the tradition of some societies limits people from 
accessing healthcare facilities and services. A named church does not allow its 
member to go to hospitals when they fall sick. When people in rural communi-
ties who are holding high-ranking positions in secret societies fall sick, they 
are usually taken to their secret society bushes or shrines, where they perform 
traditional ceremonies on the person. In most cases, the person dies. Such 
traditional customs refuse their people access to health facilities and services. 
Some secret societies deny their members access to medical facilities when 
they fall sick.

viii. Altitude of health workers: the attendance at health facilities by rural com-
munity people is heavily dependent on the altitude of the health workers. 
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Some health personnel have good interpersonal relationship with patients, and 
this encourages patients to attend such health facilities. The patient in such a 
community informs others of the good attitude of the health staff. The health 
worker, in turn, receives gifts from the community, such as rice, chickens, fish, 
yam, palm oil, or whatever agricultural commodity they have. In some cases, 
because of the bond, rural community people who do not have money pay in 
kind, and the health worker sells the items received into money, thus increas-
ing access to health facilities and services.

On the other hand, where health workers’ relationship with community people 
is poor, the rural community people run away from these facilities and rely on 
traditional herbalists for treatment.

ix. Case study: during the Ebola outbreak, most sick people ran away from 
hospitals and medical facilities around the country because the government 
announced that there were no drugs to cure Ebola. People suspected of or 
infected with Ebola refused to attend health facilities but instead went to 
nurses. They had good relationships. My daughter was one such person who 
received many patients due to her relationship with the communities she 
worked. In the end, she, too, contracts the virus and dies.

Rural community people believe in friendship and encourage health profes-
sional who loves, promotes, and empathizes with their situation.

x. Lack of bye-laws: these are effective constitutional instruments, if judiciously 
used, can increase attendance in rural health facilities. During the Ebola 
outbreak, all the paramount chiefs formulated by-laws and circulated them in 
their respective chiefdoms. These were later digested by the chiefdom authori-
ties and became chiefdom by-laws. It was fully implemented, which helped 
reduce the epidemic in those communities where it was enforced.

In some communities during the Ebola outbreak, people were asked to report 
to the hospital if they fell sick. Fines were levied against those who refused to 
report to health facilities.

xi. Technical and social infrastructure: the type of health infrastructure built 
in the rural areas will attract both technical staff and patients to access the 
facilities. Medical doctors and other highly trained personnel will stay in rural 
communities if they have the equipment to work with. Many people would 
like to stay in rural areas if provided with the necessary infrastructure. Such 
facilities include hospital services, preventive care, and emergency services. 
At Njala University hospital, a medical doctor resigned because there was no 
theater to conduct operations on patients.

3.  How do we make people in rural communities attend health facilities 
and access services to prolong their lives

In many low-income countries, several factors prevent people from equal access 
from attending health facilities which leads to morbidity and mortality. Particularly 
so in rural communities [32]. Sierra Leone is one such country where medical bills are 
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paid by the individual, lack of skilled medical staff, and services provided are poor 
and not to the satisfaction of the patient [33]. Compounding the situation further is 
the concentration of more than half of the medical staff concentration in the capital 
city leaving the majority of communities at the mercy of mother nature [34]. The gov-
ernment increased access to health facilities by introducing free health care in 2010 to 
reduce maternal and neonatal mortality by waiving all medical fees for pregnant and 
breastfeeding women, children under the age of five years, and those who survived 
the Ebola pandemic. st as a means of reducing [35].

Another method used to increase access to health facilities was the introduction 
of the ambulance system known as the National Emergency Service. The government 
aimed to provide a free-of-charge ambulance service coordinated by a center in all 14 
districts [36].

Other strategies used to increase attendance or access to health facilities and 
services include:

3.1 Encourage rural community people to cultivate multiple crops

In Sierra Leone, multiple crops include rice intercropped with cassava, yam, 
beans, millet, sorghum, benni, garden eggs, bitter balls, pepper, egusi, cucumber, and 
maize. After harvest, the farmer will sell some of these crops and use the money for 
multiple purposes including accessing health facilities and services. Planting multiple 
crops will militate against crop failure. In Sierra Leone, two-thirds of household 
families cultivate 12 different types of crops on 2 acres of land [37]. Household plan 
against food security strategy to prevent crop failure and reduces the risk of income 
shortage over cash income. An increase in crop production will lead to surplus, and 
excess crops produced will be sold to earn additional income which they will use to 
pay for medical bills when they attend health facilities, settle domestic issues and 
emergencies relating to initiation into secret societies, naming ceremonies, school 
fees, and unresolved problems within the families or neighbors [38]. The lack of 
income will prevent many people from accessing health facilities and services thereby 
leading to increased morbidity and mortality.

3.2 Cultivation of permanent crops

Cultivation of permanent crops such as coffee, cacao, cashew, organ, palm 
trees, rubber plantation, coconut, guava, kola trees, banana, and plantain. These 
crops were grown by our rural people for development such as the construction of 
dwelling houses, payment of school fees, initiation into secret societies, hiring of 
farm labor, settling bush conflicts, and emergencies such as payment for medical 
bills. Illnesses that require emergency operations cannot be settled with income 
from rice farming. These permanent crops were like savings banks and have been 
used for centuries. Today, the young generation does not grow crops but harvests 
what their parents have grown, and the yield of crops has drastically reduced. 
This has led to a shortage of income within the families and hence unable access 
health facilities. Tree crops currently employ 100,000 rural cacao producers in 
the country [39] with a total acreage of 235,749 ha, with Kailahun cultivating 
114.125 ha, Kenema 58,086 ha, Kono 43,23 ha and Bo district 11,715 ha respectively 
[39]. This has forced the Government of Sierra Leone to develop long-term plan-
ning for expansion, modernization, and improved management to increase income 
and enhance [40].
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3.3 Rotational sources of income

As time passed, rural community farmers had all-year-round income from their 
farming activities in Sierra Leone. They will plan at the end of the year what they 
intend to achieve the following year. The plan is based on the income they receive 
from various crops, animals, or activities they undertake as a family.

3.4 Case study

In the South and Eastern provinces of Sierra Leone, families plant coffee, cacao, 
ginger, orange, and rice. Rice is harvested between September, and November to the 
end of December. The rice is sold to buy clothing, shoes, and household condiments 
for the Christmas celebration. Coffee and cacao are harvested from November until 
the end of February; Ginger is harvested in the month of November to February end, 
while orange is harvested in the month of March and April. The harvest is sold, and 
proceeds are used for house construction, sometimes paying school fees, initiation 
into secret societies, and settling emergency medical bills. In some families, they will 
keep or set aside some amount of funds for emergencies. When a family member 
falls sick, money set aside will be used to send the ill person to health facilities, thus 
increasing access to health facilities and services. The current generation of abled-
bodied men no longer follows this pattern of income generation, thereby reducing 
access to these facilities and services. Sometimes a portion of the proceeds is plowed 
back into farming and used to buy food during the lean period.

3.5 Rural transportation

Transportation is a significant bottleneck in accessing rural health facilities and 
services. About one billion people in rural communities are three miles or 2 km away 
from a regular road [41]. Aside from the availability of good roads, a large segment 
of the rural population needs help to afford the cost of transportation. Patients die in 
rural communities or on the way to medical facilities because they cannot afford the 
cost of paying for bikes, lorries, and taxis. Lack of safe access roads causes devastating 
effects on communities leading to high infant mortality in isolated communities [42]. 
Though the government has provided ambulances in all districts, only a few people 
can afford the cost. Providing transportation at a subsidized price will increase access 
to these facilities.

3.6 Education of rural organizations

Organizations raising awareness and educating rural communities on healthcare 
issues should be provided with adequate education on community social, traditional, 
and cultural norms. Understanding social behavior and traditional and cultural 
norms will help them to interact and live with people amicably. Such social cohe-
sion will help increase access to health facilities and services because of the level of 
awareness of their health in the community. Health education will empower people 
to improve health care, disease prevention, and control [43]. Such knowledge gained 
will allow people to adopt healthier behaviors to attend health facilities when sick and 
use the services provided. Empowerment of this nature will not only help the indi-
vidual but families, communities, and the nation to contribute to the achievement of 
the millennium development goal.
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3.7  Training community health workers’ socio-cultural lives in rural  
communities

Training community health workers on how to live in rural communities will 
be a step in the right direction. There are reports of healthcare workers, especially 
nurses using abusive language against and beating patients. In South Africa, patients 
refused to give birth in a hospital because they were beaten and scolded by nurses 
and discriminated against Kruger and Schoombee [44]. Understanding rural people’s 
traditions and socio-cultural customs, will them appreciate you, and either party can 
live harmoniously. Some of the health workers today are from rural communities, but 
grew up and spend all their time in the cities or district headquarters towns. As such 
see rural people as inferior and discriminate against them. Dapaah [45] reported that 
some nurses discriminate and give preferential treatment to those they love. Such 
behavior scares people away from attending such health facilities because of a lack of 
respect [46, 47]. On the other hand, community health workers who understand com-
munity life put on a good attitude and live in peace with the people. Small and large 
health centers are most often flocked with people. Regular training on traditional and 
socio-cultural behavior will improve personal interaction between health workers and 
community people.

3.8 Increase incentives for professionals working in rural communities

Most people dislike working in rural communities. The provision of incentives will 
go a long way in retaining health workers. Retaining health workers in such a com-
munity will lead to a strong professional relationship between the healthcare giver 
and patients thereby improving the relationship between people in rural communi-
ties [48, 49]. In many parts of the world, the government and the private sector find 
it extremely difficult to retain health workers in rural communities [50]. It is vital 
to retain health workers in rural communities to provide health care and develop a 
professional relationship between the patient and the health worker to improve the 
health outcomes of the most defenseless population in the country [49].

3.9 Integrating traditional medicine into national health systems

The integration of traditional medicine into the national health care system will 
not only help people in rural communities but will meet the health care needs of peo-
ple in developing and developed countries [51, 52]. In Africa, 80% of the population 
uses traditional medicine as their first line of healthcare [53]. In Ghana, for example, 
studies conducted on traditional medicine show treatment of different ailments such 
as diabetes, fever, foot rot, and stroke [54]. Aside from low-income countries, it is 
widely used in high-income countries such as France, the USA, Austria Canada, and 
Belgium [54]. Developing policies, by-laws, and regulations for providers and profes-
sionals will enhance rural community access to health facilities and assess services in 
remote communities.

3.10  Outreach or extension of the internship programs of health care students  
to rural communities

Students studying medicine and other health care professionals will be better 
able to convince people in rural communities to attend health facilities and access the 
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services available. Rural community people believe and develop confidence in young 
people who know how to talk to them when sent on such missions. The rural people 
do admire the health workers and even try to persuade their children to choose such 
a vocation. The bond between the two parties sometimes becomes so strong that the 
community people invite the health personnel into their homes. Such a relationship 
will boost confidence and increase the attendance of the rural people in the health 
facilities. Training community children to become healthcare professionals will 
increase attendance at health facilities and the use of health services.

3.11 Improved infrastructure

People in rural communities easily believe and trust the medical personnel and 
facilities they have in their communities. When the health center is well constructed 
and capacitated with adequate equipment, drugs, and trained personnel, rural 
people tend to frequent such facilities because they are assured of getting the needed 
services. It is a common saying in rural communities that the medical structure is 
fine when it has well-trained staff, equipment, and drugs In my village, people prefer 
seeking medical attention at the Masanka health facilities and Segbwema hospital 
because they have Europeans who know how to talk to patients and treat them well. 
People often find money to visit these health centers because of their outstanding 
performance. Once the trust has been established, they create a friendly relationship 
with the health personnel and frequently visit them when they are sick.

4. Conclusion

Diversification of income sources, improved infrastructure, and basic services, 
which include transportation facilities, and reduced cost of out-of-pocket medical 
bills in rural communities will help them access health facilities and services and 
increase life expectancy among people.
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Abstract

Point-of-care (POC) testing is an innovative and revolutionary in vitro diagnostic 
(IVD) technology that enables the real-time conduct of pathology testing during a 
patient consultation, facilitating immediate clinical action. When conducted under 
a quality-assured framework, POC testing is an essential diagnostic tool, and is 
now well embedded, in primary health care settings in rural communities around 
the world. POC testing helps bridge the gap in health equity access that exists in 
geographically isolated rural communities and empowers patients to invest in under-
standing and improving their own health literacy. Using POC testing networks for 
chronic, acute and infectious diseases that are currently operating in rural and remote 
Australia, this chapter explores the operational, clinical and economic benefits that 
POC testing can deliver, and the lessons learned that have contributed to continuously 
improved quality of POC testing service delivery. Investment in POC testing and 
infrastructure by Australian governments, both federal and state, has reaped signifi-
cant rewards for patients in rural communities. Additionally, translational research in 
this field has provided insight into how POC testing can be successfully scaled up for 
broad application in low- and middle-income countries.

Keywords: point-of-care testing, equity of access, patient-centered care,  
translational research, scalability

1. Introduction

Point-of-care (POC) testing enables pathology testing to be conducted during a 
patient consultation in a primary care setting and facilitates timely clinical review 
and action for the patient. POC testing is the fastest growing sector of the pathol-
ogy industry, with the global POC testing market worth US $45 billion in 2022 and 
expecting to reach around US $103 billion by 2030, with a compound annual growth 
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rate of 10.9% [1]. As such, POC testing is referred to as a ‘disruptive technology’ [2], 
having transformed the way pathology testing is delivered for the care of patients 
with non-communicable (NCD) and infectious (ID) diseases, particularly in rural 
and remote primary care settings. This was particularly evident during the COVID-
19 pandemic, where nucleic acid amplification, and later rapid antigen POC testing 
enabled rapid diagnosis and swift public health action and treatment [3]. Patient-
centered care, with specimen collection, POC testing and informed treatment taking 
place during the consultation, is not only convenient and reduces loss to follow-up, 
but also enables the patient to become empowered and engaged in understanding and 
improving their own health and health literacy [4].

POC testing networks within remote Australia have demonstrated that when 
governments have the political will and are prepared to invest in POC testing and 
required infrastructure then clinical, operational, cultural and economic benefits can 
be derived for both the patient and healthcare system [5]. This is particularly evident 
for remote communities and marginalised populations, where access to centralised 
pathology laboratories is limited and loss to follow-up is high [6].

Following the rapid expansion of POC testing during the pandemic, current 
global research discussion in the field of POC testing is now focused on building 
high-quality, sustainable POC testing networks with the capacity to be scaled up to, 
for example, a national level; scale-up is defined by the World Health Organisation 
(WHO) as “the deliberate efforts to increase the impact of successfully tested health 
interventions [such as POC testing] so as to benefit more people and to foster policy 
and programme development on a lasting basis” [7]. This chapter explores the evolu-
tion of POC testing in rural and remote Australia using both qualitative and quantita-
tive translational research, and highlights lessons learned, from established selected, 
working POC testing networks in this country. Commentary focuses particularly on 
the key quality and resource elements that must be embedded into POC testing to 
enable successful field translation, clinical utility and scale-up.

2.  Investment by government in funding POC testing networks in 
Australia

The Flinders University International Centre for Point-of-Care Testing (ICPOCT) 
is a specialist POC testing network provider that currently supports eight different 
NCD and ID POC testing models in primary care settings in Australia; five of these 
networks are managed solely by the Centre and three are managed in partnership 
with the Kirby Institute, University of New South Wales. A summary of these net-
works is provided (Table 1). All these networks are funded by either the Australian 
Government Department of Health and Aged Care or State/Territory governments 
within Australia. Funding is generally provided for a fixed time period, with re-
contracting occurring multiple times for many models, providing key performance 
indicators set by the government are met.

To illustrate how these models have been established and managed and to 
discuss the continuous quality improvements that have been made towards the goal 
of optimisation for scale-up, examples will be drawn from three specific mod-
els—one with a chronic disease focus (Quality Assurance for Aboriginal and Torres 
Strait Islander Medical Services [QAAMS] Program), one with acute care testing as 
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its core activity (the Northern Territory [NT] Acute Care POC Testing Program) 
and one concerning infectious disease (the National Enhanced Syphilis Response 
[ESR] Program). Each of these models operates in rural and remote Australia 
and supports mainly Aboriginal and Torres Strait Islander peoples living in those 
geographically isolated areas. The lessons learned from these models have been 
important for, and have shaped, the development of government policy for POC 
testing in Australia [8].

POC testing 
program

Funder Year 
started

POC device POC test/s performed 
& time to result

No. of 
services

No. of 
operators@

QAAMS Aust. 
Govt.

1999 Siemens DCA 
Vantage

HbA1c∧ (6 mins) Urine 
ACR# (7 mins)

238 3233

NT i-STAT NT Govt. 2008 Abbott i-STAT • Sodium, potassium, 
glucose, Hb~, urea, 
creatinine (2 mins)

86 2104

• Cardiac troponin I  
(10 mins)

• Blood gases—pH, 
pO2, pCO2, base 
excess; lactate (2 mins)

• PT/INR* (5 mins)

TTANGO (Test, 
Treat and Go)**

Aust. 
Govt.

2013 Cepheid 
GeneXpert

Chlamydia, 
Gonorrhoea and 
Trichomonas  
(60–90 mins)

51 795

Enhanced 
Syphilis Response 
(ESR)

Aust. 
Govt.

2018 Abbott 
Determine™ 
Syphilis TP

Syphilis (15 mins) 112 1043

Syphilis WA WA Govt. 2020 Abbott 
Determine™ 
Syphilis TP

Syphilis (15 mins) 44 369

COVID-19** Aust. 
Govt.

2020 Cepheid 
GeneXpert

SARS-CoV-2+  
(45 mins)

101 733

NT WBC DIFF NT Govt. 2020 Radiometer 
HemoCue® 
WBC DIFF

Total WBC count plus 
five-part differential 
(5 mins)

20 175

National 
Hepatitis C**

Aust. 
Govt.

2021 Cepheid 
GeneXpert

Hepatitis C (58 mins) 48 103

Aust. Govt. = Australian Government, NT Govt. = Northern Territory Government, WA Govt. = Western Australian 
Government.@Number of new operator certifications to November 30, 2022.
^Haemoglobin A1c.
#albumin: creatinine ratio.
~Haemoglobin.
*International Normalised Ratio.
**POC testing program managed in partnership with the Kirby Institute, University of New South Wales.
+Severe Acute Respiratory Syndrome Coronavirus 2.

Table 1. 
Summary of primary care POC testing networks managed by the ICPOCT (Flinders University) alone, or in 
collaborative partnership with the Kirby Institute (UNSW).
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3.  Evolution of POC testing models: Building blocks underpinning POC 
testing and associated translational research

3.1  The Quality Assurance for Aboriginal and Torres Strait Islander Medical 
Services (QAAMS) Program

The Quality Assurance for Aboriginal and Torres Strait Islander Medical Services 
(QAAMS) Program was Australia’s first national POC testing network in the pri-
mary care sector. The program emerged from a recommendation from the National 
Diabetes Strategy in 1998, which supported a trial of the Siemens (then Bayer) DCA 
2000 POC testing device for haemoglobin A1c (HbA1c) in Aboriginal and Torres 
Strait Islander people with established diabetes [9]. Diabetes and associated renal 
disease were at the time, and continue to be, a major contemporary health problem 
for Aboriginal and Torres Strait Islander peoples who experience rates of diabetes that 
are three times the national average and up to 12% in remote areas [10, 11]. In these 
latter geographically isolated areas, testing through traditional pathology laboratories 
was characterised by long delays for turnaround of pathology results and high rates 
of patient loss to follow-up. Through funding provided by the (then) Australian 
Government’s Office for Aboriginal and Torres Strait Islander Health, in partner-
ship with the National Aboriginal Community Controlled Health Organisation 
(NACCHO)—the peak body representing the health of Aboriginal and Torres Strait 
Islander communities in Australia—the QAAMS Program began as a pilot in 45 
Aboriginal and Torres Strait Islander health services across Australia in 1999; more 
than 80% of these services were in rural or remote Australia.

Since that time, the program has been scaled up to reach almost 200 health 
services at 238 testing sites across Australia and is now fully embedded in the 
mainstream diabetes diagnosis, monitoring and care of Aboriginal and Torres Strait 
Islander people.

3.1.1 Surveillance of analytical quality

In 1999, POC testing was in its infancy in Australia. The principal focus of the 
Australian Government in funding QAAMS was to establish that POC testing in primary 
health care services, which was conducted principally by Aboriginal Health Workers 
who were trained by ICPOCT scientists, could meet analytical performance standards 
expected of a pathology laboratory. Aboriginal Health Workers are health professionals 
of Aboriginal and Torres Strait Islander descent who live in the community and have a 
qualification in primary health care. The importance of high quality, robust and cultur-
ally safe training for POC testing operators and the surveillance of analytical quality 
became the initial core elements of this pioneering POC testing model.

Analytical quality in QAAMS was assessed by trained operators regularly test-
ing both commercially available quality control (QC) and blinded external quality 
assurance (EQA, also known as proficiency testing) samples. Both QC and EQA 
testing processes form part of mandatory medical testing requirements for pathology 
laboratories accredited to international standards but had never been implemented 
in an Aboriginal and Torres Strait Islander primary care setting, nor conducted 
by non-laboratory trained health professionals. In QAAMS, the QC material was 
supplied by Siemens and the EQA samples were provided by the Royal College of 
Australasia’s Quality Assurance Programs (RCPAQAP), an accredited global EQA 
provider; the EQA samples for QAAMS POC testing were identical to those tested 
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by 250 Australasian laboratories (employing 21 different analytical methods) in a 
separate national laboratory based EQA Program provided by the RCPAQAP. This has 
enabled a direct comparison of the analytical performance for HbA1c (as measured 
by imprecision, expressed as a coefficient of variation, CV), in the QAAMS Program 
versus Australasian laboratories. To enable clinically significant changes in serial 
patient HbA1c measurements to be detected and not be masked by poor-quality test 
performance, imprecision goals of 3% (desired) and 2% (optimal) have been set by 
professional bodies and expert panels [12, 13].

Twenty years of data (from 2002 to 2022) is now available on the comparative 
imprecision for HbA1c testing in QAAMS and laboratories, with 49,169 EQA samples 
having been tested in QAAMS (Figure 1). In a remarkable achievement, imprecision 
has continued to improve across time and there has been no significant difference in 
the imprecision for HbA1c testing observed in the QAAMS Program (mean 2.75% SD 
0.46) versus Australasian laboratories (mean 2.68% SD 0.39) over this 20-year period 
(p = 0.435 on a two-tailed p test).

A major improvement to the QAAMS quality system involved the development 
of real-time entry of QC test results (in 2016) and blinded EQA test results (in 2020) 
by test operators on the QAAMS website (www.qaams.org.au). This initiative has 
allowed operators to receive immediate feedback on the results of the quality testing 
performed at their health service. Once a quality result is entered, operators receive an 
instant message as to whether their test performance (a) meets analytical standards, 

Figure 1. 
Comparative imprecision (median CV%) observed for HbA1c quality assurance testing in QAAMS (by POC 
testing) and Australasian laboratories (all methods) from 2002 to 2022. *QAAMS sites and Australasian 
laboratories tested the same EQA material from 2002 to 2020, after which the supplier of EQA material for 
QAAMS changed (to an Australian-based rather than an international supplier). Three levels of analytical goals 
for imprecision have generally been recognised for HbA1c testing over the past 20 years—A minimum goal of 4%, 
a desired goal of 3% and an optimal goal of 2% [12].
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enabling them to continue to test patients, or (b) falls outside acceptable limits for 
quality, in which case patient testing should be ceased until the reason for poor per-
formance can be identified and rectified through consultation between the operator 
and the ICPOCT scientific support team.

3.1.2 Training for POC operators

The sound and sustained analytical quality observed in QAAMS is underpinned 
by a culturally safe training program, which provides flexible modes of training 
delivery and training resources. Across the 20-year-plus lifespan of QAAMS, variable 
training formats have been developed and expanded to include face-to-face training 
for individual services and at regional or annual training workshops; self-directed/
self-paced e-learning modules through password-protected access via the QAAMS 
website; and tele-, video- or now web-conference training sessions (formerly using 
videocassette, DVD and USB). ICPOCT considers face-to-face training to be the 
most effective means of training, as it provides an opportunity for operators and 
training staff to meet and form relationships which then enhance future communi-
cation when device troubleshooting, for example, is required. The annual training 
workshop, which offers attendance support via travel scholarships for remote POC 
operators from across Australia to meet centrally, is also highly valuable, as it provides 
a forum for cultural education, operator networking and fosters a sense of inclusion 
rather than having operators feel they are working in isolation. The training resource 
package for QAAMS includes a hard copy training manual in full-colour A3 format; 
a set of posters which provides simple step-by-step visual instructions for operators 
to conduct patient, QC and EQA testing; training aids on how to interpret patient 
and quality test results; training videos on the QAAMS website; and a PowerPoint 
presentation delivered by ICPOCT scientists. Once training is completed, all opera-
tors undertake a written and practical competency assessment to formally obtain a 
competency certificate as a qualified operator in the program. Competency certifica-
tion lasts for a specified period, currently 2 years, after which a training update and 
renewal of competency is required. These core learnings from QAAMS training have 
been invaluable in shaping POC testing policy in Australia [7, 8].

Through this process, a significant workforce for conducting POC testing for 
chronic disease care has been built in rural and remote Australia, with more than 
3200 operators having been trained and/or renewed their competency in the program 
over 20 years. Further aspects of training will be discussed later in this chapter.

There have been many key time points/significant events that have occurred in 
the optimisation and scale-up of the QAAMS Program over its lifespan. These will be 
described in chronological order and provide an insight into how the building blocks 
of this pioneering POC testing model were established.

3.1.3 Independent evaluation of the program

The program has undergone two independent evaluations—by NACCHO in 2001 
and by the Government-commissioned external consultancy company, Campbell 
Research and Consulting, in 2008. The major impact of the QAAMS Program 
reported from these evaluations included themes of improved community-based 
diabetes management, health worker empowerment and appropriate cultural sensi-
tivity (Table 2). Continuing evaluation is an important component of a POC testing 
network and provides an insight into whether the program is fit for clinical purpose, 
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how the program is viewed by its stakeholders, in what areas improvement to the 
program can be made, and where the program may be failing.

3.1.4 Validation of test performance

Urine ACR POC testing was added to the program in 2003, following the test’s 
approval for use in Australia, demonstration of its clinical use for the detection of 
microalbuminuria in peer-reviewed international literature, and an independent 
evaluation of its analytical performance both in the laboratory [14] and the field [15]. 
Indeed, ICPOCT have maintained the philosophy consistent with best practice that, 
where possible, laboratory and field evaluations of new POC tests and devices should 
be conducted before their introduction into a new network [16, 17]. Similar to HbA1c, 
sound long-term analytical performance has been observed with urine ACR testing in 
the QAAMS Program [18].

3.1.5 Integration of POC testing into clinical pathways

It is critical that POC testing is not performed in isolation but is integrated formally 
to improve clinical pathways for the care of patients, who are focus of the program. 
In QAAMS, POC test frequency was aligned with established Australian clinical 
guidelines for the use of the tests concerned; for HbA1c, up to four tests per annum are 
conducted for the management of patients with diabetes while, for urine ACR, tests 

2002: Evaluation by the National Aboriginal Community Controlled Health Organisation (NACCHO).

“This new point of care technology [the DCA 2000] seems to represent a ‘major opportunity’ to better care for 
and manage clients with diabetes and for the clients themselves to better understand its impact on their health.” …

“The machine served as a catalyst for communication to enhance self-management through the speedy return of 
results and its overall ease of use which led to health workers generally demonstrating a high level of acceptance 
of this new ‘point of care technology’.” …

“A key finding was that nearly two-thirds of services expressed … [that the DCA] had the effect of raising the 
esteem of health workers in their community contexts. That is, health worker competence in using this relatively 
sophisticated piece of technology and the subsequent opportunity this presented for health workers and clients 
to work together to deal with the multiple effects of diabetes, demonstrated their communities’ capacity to take 
control of the management of [diabetes].” …

“… a sense of community control was enhanced as a result of the way in which the management of persons with 
diabetes became more focused within most services.”

2008: Campbell, Research and Consulting

“The QAAMS model is firmly rooted in accepted approaches to Aboriginal healthcare. QAAMS has consistently 
maintained a high level of cultural appropriateness and acceptability …”

“Aboriginal health professionals and clients alike hold QAAMS in high esteem.”

“The program has always been very consultative and culturally sensitive and empowering; those are the things 
that have made it such a success.”

“All sources of evidence suggest that QAAMS is meeting best practice standards in the areas of Indigenous 
healthcare, diabetes management and Point of Care testing.”

“QAAMS is one of the few programs to successfully navigate the cultural complexities and potential pitfalls of 
chronic disease management in Indigenous communities.”

Table 2. 
Summary of findings from independent evaluations of QAAMS.



Rural Health – Investment, Research and Implications

86

are performed three- to six-monthly depending on clinical need for those patients with 
microalbuminuria and annually on patients without microalbuminuria [19, 20]. A new 
clinical pathway incorporating the use of the HbA1c test for the diagnosis of diabetes 
was developed and approved by the Australian Government in 2015 [21].

3.1.6 Assessment of clinical effectiveness

The clinical effectiveness of POC testing in facilitating improvements in the 
glycaemic control of patients with established diabetes was confirmed early in the 
evolution of the QAAMS Program [22]. Later, a statistically significant reduction in 
HbA1c of 2.7% was observed in a cohort of 40 diabetes patients across the NT who 
had access to POC testing in QAAMS for 15 months, while no significant reduction 
in HbA1c was seen in these patients when laboratory testing was used as part of their 
care for the 15 months prior to POC testing. In addition, the mean turnaround time 
for HbA1c test results was 42 hours when laboratory services were used and less than 
10 minutes for POC testing, while the mean time for patient follow-up and clinical 
consultation was 24 days following laboratory testing and less than 15 minutes post 
the implementation of POC testing [23].

3.1.7 Ensuring POC testing is cost effective

Significantly, in 2002, the QAAMS Program was the first POC testing program 
outside an accredited laboratory in Australia to be granted a rebate under the 
Australian Government’s Medical Benefits Scheme (MBS). The rebate was approved 
directly by the Federal Health Minister and enabled services in the QAAMS Program 
to claim for a POC HbA1c test conducted for the management of established diabetes. 
(Medicare rebates are usually restricted to medical testing in pathology laboratories 
accredited to international quality standards by the National Association of Testing 
Authorities [NATA]). The QAAMS rebate has ensured that the HbA1c POC test is 
paid for through the national public health system in Australia and not by the health 
services participating in the network. Subsequently, MBS rebates have also been 
approved in QAAMS for the ACR test for detection of microalbuminuria in 2006 and 
for HbA1c for the diagnosis of diabetes in 2015. These rebates have ensured sustain-
ability and growth of the program, as the cost remains neutral for participants. 
Figure 2 summarises the numbers of MBS claims for the three item numbers cur-
rently available in QAAMS.

Outside of QAAMS, processes for supporting MBS rebates for POC tests remains 
a significant barrier for the field in Australia and more support and flexibility is 
required by Governments in this area, particularly if there is a strong clinical need 
and evidence base to support the clinical, cultural, operational and cost benefits of 
utilising POC testing in rural and remote environments. The demonstration of the 
cost benefit of POC testing is now a critical area of research for the field, as predic-
tive cost savings from mathematical modelling for diagnosis and intervention and 
evidence-based value propositions of diagnostic tests are essential tools for incentivis-
ing government investment [24].

3.1.8 Acceptability of POC testing by stakeholder groups

Surveying the views and satisfaction levels of key stakeholder groups such as clini-
cal staff, POC test operators, and patients who are the consumers of the POC service 
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is an important component of assessing a model’s acceptability, cultural safety and 
suitability to scale-up.

Surveys has been regularly conducted through the lifespan of QAAMS (as early as 
2004 and as recently as 2016) [22, 25]. Ideally, stakeholder satisfaction should be embed-
ded as a core element at the initiation of a new network where, ideally, acceptability can 
be assessed for example prior to, during and post implementation of a model.

3.1.9 Clinical governance of a network

The governance of the QAAMS Program was initially administered by a small 
management committee comprising the QAAMS Program Manager and QAAMS 
Training Coordinator, reporting directly to the Government. However, a more multi-
disciplinary and inclusive governance structure was implemented in QAAMS in 2006, 
which included representatives from the following stakeholder groups: RCPA QAP 
(responsible for EQA support), Medicare Australia (to support services with MBS 
rebate claims) and Siemens (as an industry representative responsible for logistical 
supply of devices, cartridges and QC material). A Clinical Support Officer role was 
also created at this time to provide clinical advice and support to doctors and allied 
health professionals from participating sites on the appropriate clinical use of the 
HbA1c and urine ACR tests, as well as interpretation of POC testing results for these 
analytes. While this was a pioneering appointment in QAAMS at the time, the impor-
tance of systematic and integrated clinical governance is now considered paramount 
for all large-scale POC testing networks in Australia. The clinical governance port-
folio can be assigned to a single individual (such as with QAAMS [and the NT POC 

Figure 2. 
Total number of MBS items claimed per year by services enrolled in the QAAMS Program—For the HbA1c items 
for the management of established diabetes and for the diagnosis of diabetes, as well as for the UACR item for 
microalbuminuria.
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Testing network—see next section]) where the Clinical Support Officer is a member 
of the program’s management committee or to a Clinical Advisory Group which act 
as an advisory panel that sits separate to, and hierarchically above, a management 
committee. The importance of clinical governance for POC testing networks, with 
designated and accountable clinical responsibility, is now embedded within the latest 
Requirements for POC Testing in Australia and will become an integral component of 
future accreditation frameworks for POC testing in this country [8].

3.1.10 Indigenous leadership for QAAMS

In 2006, a QAAMS Indigenous Leadership Team was established. This initiative 
recognised the ongoing contribution of Aboriginal Health Workers (now also known 
as Practitioners in some parts of Australia) and their commitment to the success and 
viability of the program. One representative from each State/Territory of Australia 
was appointed to the initial leadership team. The Leaders Team act as cultural ambas-
sadors for the program, provide an ongoing Indigenous voice and viewpoint on 
all aspects of QAAMS, advise on the cultural safety of program’s training resource 
package and, increasingly, participate in training workshops and the development 
of training resources. The national leader of this group was also appointed to the 
program’s expanded management committee. This initiative has proven one of the 
most important success stories for the program and continues to the present day, with 
the group renamed the QAAMS National Leadership Forum in 2021. There is no doubt 
that any POC testing network that supports the health of Aboriginal and Torres Strait 
Islander people must include strong Indigenous leadership, co-designed programs, 
and community engagement.

3.1.11 Connectivity and the electronic capture of POC test results

Most early models of POC testing devices had the capacity to print out a set 
of POC test results that could be manually placed in a patient’s clinical record. 
However, the importance of connectivity—the capacity to electronically capture 
POC test results and securely store them in the patient’s electronic medical record—
has now become an essential post-analytical component of a modern POC testing 
network.

In the past, connectivity has been a challenge for QAAMS due to issues with 
individual services’ firewalls and different patient management systems used by 
different groups of health services. Connectivity was first trialled and established in 
QAAMS in 2010, when a group of 40 new POC testing devices were introduced into 
the state of Queensland (Qld), following the receipt of a grant from the Queensland 
government (an initiative approved by the Australian Government at the time). The 
transition from the Siemens DCA to the Atellica (see Section 3.1.13), which offer 
improved connectivity functionality combined with the current range of open POC 
testing middleware solutions available on the market, may enable full connectivity of 
QAAMS devices to be realised in the future. However, the costs associated with con-
nectivity software implementation, device driver development and licencing for large 
scale networks remain prohibitive.

For some of our Centre’s ID networks, the connectivity system also extends to 
remote access of the POC device for troubleshooting, real-time POC test dashboard 
and alert systems, and jurisdictional electronic notification of encrypted positive test 
results [3].
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3.1.12 Scale-up of QAAMS achieved after 11 years

Following the sequential implementation of the building blocks outlined, QAAMS 
had been systematically scaled up to almost 150 sites by 2010. It had taken the best 
part of 11 years to achieve what was considered an optimised POC testing chronic 
disease model. Given QAAMS had been a pioneering, best practice model for POC 
testing outside the laboratory in Australia and acknowledging the quantitative and 
qualitative translational research conducted, the quality improvements continually 
made, and the lessons learned along the journey, this time frame was not unexpected.

However, with an accumulated knowledge of the building blocks required for a 
POC testing network to be scaled-up, the growth and optimisation of future models 
(as later outlined) could now be facilitated in shorter time frames.

Before concluding the section on QAAMS, two other aspects deserve brief 
commentary.

3.1.13 Transitioning to new/updated models of POCT devices

With QAAMS operational across a 23-year period, it was inevitable that changes/
upgrades to the POC technology used in the program would occur. For the first 9 
years of operation, the Siemens DCA 2000 was used in the program. In 2008, Siemens 
introduced a newer model known as the DCA Vantage. Fortunately, the method 
principle did not change, only the external appearance and electronic display fea-
tures were modified. This facilitated a smooth transition to the new device over the 
ensuing three-year period, when the existing DCA 2000 devices were systematically 
exchanged for the Vantage model. Before introducing the Vantage, an independent 
evaluation of the new device’s analytical performance was conducted by ICPOCT 
scientists. Support from both the industry vendor (where discounted prices were 
offered in flexible changeover packages) and government (who facilitated the pur-
chase of new devices for nearly half of the enrolled participants) greatly enhanced 
the transition to the new device. In 2021, Siemens announced the approval of the 
Atellica® DCA Analyser by the Therapeutics Goods Administration (TGA)—the peak 
regulatory agency for IVDs, medicines and therapeutics—and availability to  
the Australian IVD market. A similar transition to the new device has commenced. 
The method principle has again not changed, albeit there is a reduction in time for 
result for the HbA1c test from 6 to 4 minutes and progression to a more versatile 
and smaller device. A further analytical evaluation of this new device has also been 
completed by ICPOCT scientists. The introduction of both these new devices 13 years 
apart has necessitated the redevelopment of updated training resource packages, a 
process which requires co-design and time to complete.

3.1.14 Impact of COVID-19 on test usage in QAAMS

The world has been grappling with the spread of the SARS-CoV-2 virus since late 
2019. The COVID-19 pandemic has resulted in severe disruption to the provision 
of basic health services in many communities, with a focus on isolation of patients 
with COVID and prioritisation given to the testing for this new disease, especially 
prior to widespread vaccination. Australia (and QAAMS) have been no exception 
[26, 27]. As described above, the quality of testing in QAAMS has not been impacted 
but the number of POC tests performed on diabetes patients has. In the year before 
the pandemic struck (2019), there were approximately 16,864 MBS claims for HbA1c 
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POC testing for the management of diabetes. At the end of the first full year of the 
pandemic (2020), MBS claims for this item had fallen to 14,053 (a decrease of 17%) 
while, by the end of 2021, only 13,030 tests were conducted (a total reduction in test 
numbers from pre-pandemic levels of 23%). Similarly, a 32% reduction in MBS claims 
for ACR testing was seen from 2019 to 2021, while there was a 19% decrease in MBS 
claims for the HbA1c diagnosis item over the same period.

Across the pandemic, the role of Aboriginal Health Workers changed significantly 
with a range of other COVID-related tasks preoccupying their role; these included 
contact tracing; swabbing patients for laboratory COVID testing and/or in some cases 
conducting molecular-based POC testing for SARS-CoV-2 in remote communities 
(through the Flinders-Kirby COVID POC Testing network—see Table 1); conduct-
ing telephone follow-ups and welfare checks; issuing COVID-19 vaccinations (when 
available), delivering medications, COVID isolation packs and food supplies; promot-
ing COVID-safe health messages and explaining isolation/quarantine requirements. 
These conflicting roles no doubt contributed to decline in testing rates in remote 
Indigenous communities.

QAAMS continues to be a landmark and ground-breaking POC testing network 
in Australia. The fact that QAAMS has operated sustainably for more than 23 years is 
a testament to the commitment of Government, the National Indigenous Leadership 
Forum, the QAAMS governance and operational teams, and the Aboriginal and 
Torres Strait Islander health professionals who deliver the program at the rural and 
remote coalface.

3.2 The Northern Territory acute care POC testing program

The Northern Territory (NT) of Australia covers an area of 1.3 million square kilo-
metres (km) and represents the third largest state/territory in Australia. It comprises 
some of the most challenging environments for conducting POC testing in Australia. 
The landscape is harsh and environmental extremes of soaring temperatures, excessive 
humidity and tropical monsoonal rains make living and working conditions difficult. 
Outside of three major towns (Darwin, Katherine and Alice Springs), the vast majority 
of communities in the Territory are geographically isolated and classified as remote 
or very remote by the Australian Statistical Geography Standard (ASGS) Remoteness 
Area Structure [28]. Health services are often spartan, with large road and air distances 
(often hundreds of kilometres) to reach the nearest regional hospital facilities. Health 
professional staff (notably remote area nurses) are often transient and overworked. 
The nature of health care delivery is mainly opportunistic, with multiple daily medical 
emergencies being a common occurrence among the predominantly Aboriginal and 
Torres Strait Islander peoples that live in these remote communities.

The NT Acute Care POCT program began in 2008, after the collapse of NT medi-
cal retrieval air services meant that pathology tests were unable to be transported to 
either of the two main pathology laboratories in the Territory. The NT Government 
investigated POC testing as a possible solution to address the issue and engaged 
ICPOCT to establish and manage a POCT service, initially in 33 remote health 
services administered by the Government. The Abbott i-STAT® device was employed 
due to its capacity to perform a range of acute care tests, notably sodium, potassium, 
creatinine, glucose, haemoglobin (on a test cartridge known a CHEM8+); blood gases 
and lactate (CG4+ cartridge), and troponin I. In addition, the i-STAT could test for 
Prothrombin Time (PT)/International Normalised Ration (INR) on a separate car-
tridge. The PT/INR test had specific clinical application in the Territory, as Aboriginal 
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and Torres Strait Islander people living in the Territory have one of the highest rates 
of rheumatic heart disease (RHD) in the world and INR is used routinely to monitor 
warfarin levels, an anticoagulant used to treat RHD [29]. By placing the i-STAT into 
a downloading cradle, patient and quality test results can be instantaneously trans-
ferred to a central data repository. A more detailed and recent review of the NT POCT 
program has been published elsewhere [30].

Through lessons learned from the research conducted in QAAMS, the NT program 
was established using the same core building blocks which had proven successful in 
QAAMS.

In terms of governance, a NT POC Testing Management Committee was initially 
established which comprised scientific representatives from ICPOCT (including 
the chair of the Committee and senior scientist overseeing the program), a clinical 
support officer (the District Medical Officer for the NT Government’s Remote Health 
Branch), regional POC testing supervisors from Central Australia and the Top End 
[the northern half of the Territory] (both professional practice nurses), and represen-
tatives from the Remote Health Branch’s quality and safety committee. Over time, this 
structure has been modified with more scientific representatives from ICPOCT and 
a representative from the Aboriginal Medical Services Alliance NT (AMSANT), the 
peak body representing the Aboriginal community controlled health service sector in 
the NT, now part of the Committee.

3.2.1 Integration into clinical pathways

Emphasis on clinical aspects of governance has included specified clinical uses for 
each test measured and the development of NT-based paediatric reference intervals 
for each test. The integration of POC testing into clinical pathways has been continu-
ously enhanced with POC testing protocols now embedded within the NT Remote 
Primary Care Manuals, a series of four clinic manuals for primary health care prac-
titioners and allied health professionals in remote and Indigenous health services in 
central and northern Australia [31].

3.2.2 Growth of the program towards scale-up

The program has undergone rapid growth across the past 14 years. The number 
of health service enrolled in the program remained between 30 and 35 from 2008 
until 2014. However, following the initial success of the program and after a coro-
ner’s case found that a patient death may have been avoided if an i-STAT device had 
been available, the NT Government purchased sufficient i-STAT devices to service 
every remote NT community in 2015, effectively doubling the size of the program 
to a total of 72 devices. Since then, and with the support of the NT Government, the 
program has extended across the NT border into additional remote health services in 
the Ngaanyatjarra (Ng) Lands, which comprise an approximate 250,000 km2 area of 
Western Australia (WA) adjoining the NT and South Australian (SA) borders, bring-
ing the current number of enrolled services to 86 (Figure 3).

The total number of operators trained (mainly remote area nurses) has steadily 
increased across the lifespan of the program to now reach 2104, of which 1340 have 
undergone at least one competency recertification (Figure 4). More than 253,000 
POC tests have been performed, rising from just 700 in 2008 to 36,675 in 2021 
(Figure 5). The CHEM8+ and PT/INR cartridges are the most frequently performed 
test types (Figure 6).
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3.2.3 Analytical quality (and evaluation of test performance)

Quality testing has underpinned the program since its inception. Participation in 
QC testing has averaged 90% since 2009, and 95% or better for the past 7 years since 
2015. The imprecision for QC testing for a representative selection of critical i-STAT 
analytes–sodium, potassium, creatinine and pH—is shown in Figure 7. The average 
imprecision across the past 6 years for each analyte was: sodium 0.6%, potassium 
1.0%, creatinine 3.5% and pH 0.2%, with each analyte meeting or being close to the 
imprecision goals currently achieved by participants in the RCPAQAP condensed 
POC testing program, survey 6, 2022 (of 0.5, 1.0, 4.6 and 0.2%, respectively) [30]. 

Figure 3. 
Number of remote health services enrolled per year in the NT acute care POC testing program using the i-STAT 
device.

Figure 4. 
Cumulative growth in the number of operators trained (new and recertifications) in the NT acute care POC 
testing program using the i-STAT device.
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This data highlights the remarkably consistent and analytically sound performance of 
these tests in the hands of remote area POC testing operators.

There have also been continuing evaluations of the analytical performance of the 
test analytes as part of the broader research and surveillance undertaken across the 
lifespan of the program [32, 33].

3.2.4 Clinical effectiveness

During the early years of the program, a log of clinical cases where POC testing 
had resulted in beneficial clinical outcomes was developed. Among these was the case 

Figure 5. 
Total number of tests performed on the i-STAT per annum in the NT acute care POC testing program.

Figure 6. 
The number of patient tests performed in the NT acute care POC testing program using i-STAT blood gas 
(CG4+), cardiac troponin I (cTnI), basic chemistry (CHEM8+), or prothrombin time/international normalised 
ratio (PT/INR) cartridge types, differentiated by year of test.
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of a 46-year-old male with a history of RHD who had a coronary bypass surgery and 
was on warfarin to reduce his risk of stroke. In the year prior to the introduction of 
POCT, the average time between PT/INR tests was 67 days and time in therapeutic 
range (TTR) was 31% (well below the desired TTR of 60–70%). However, in the year 
post the introduction of POC testing, the average time between tests was 14 days and 
his TTR was 74% [29].

In 2015, the ICPOCT was awarded a research grant to investigate the clinical and 
economic effectiveness of POC testing in the NT. The study investigated 200 patient 
cases with three acute medical presentations at six remote health services: patients 
with acute chest pain (n = 147), patients with acute diarrhoea (n = 25) and patients 
with acute exacerbation of renal failure due to a missed dialysis session (n = 21). POC 
testing enabled more informed triaging of acutely ill patients requiring evacuation to 
a tertiary hospital as well as ruling out the need for evacuation for patients who could 
remain in the community and be stabilised [34].

3.2.5 Cost effectiveness

Perhaps the most compelling evidence for the benefits of acute POC testing came 
from a cost-benefit analysis that was conducted as part of the 2015 research study. 
POC testing prevented 60 unnecessary medical retrievals from the cohort of 200 
patients. The cost savings for the Northern Territory Government were (AUD) $13.7 
million per annum (for chest pain patients), $6.45 million per annum (missed dialy-
sis) and $1.57 million per annum (diarrhoea), translating to an annual total saving of 
($21.75 million) for the NT health system [35].

3.2.6 Scale-up complete in 7 years

Applying previous research conducted and lessons learned in QAAMS, the NT 
acute care POC testing program had been optimised and scaled up to a Territory-wide 
program in effectively 7 years.

Figure 7. 
The average between-site imprecision for selected i-STAT analytes in the NT acute care POC testing program from 
2016 to 2021, as assessed by QC testing.
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Since 2015, the program has continued to grow in terms of number of services, 
tests and operators. Despite doubling the size of the program, the robustness and 
resilience of this optimised model has been sustained, with no diminution of analyti-
cal quality (see Figure 7). Indeed, in 2021, the NT Acute Care POC Testing program 
received an Engagement Australia Award in the category of ‘outstanding engagement 
for research impact’.

3.2.7 White blood cell count and differential (WBC DIFF) POC testing network

The success of this program led the NT Government to expand the suite of POC 
testing devices available to support other acute care presentations by introducing POC 
testing for white blood cell count (WBC) (including a 5-part differential (DIFF)) on 
the HemoCue WBC DIFF® device.

An extensive pre-evaluation of both the analytical performance and clinical 
utility of the WBC DIFF device was initially undertaken. Analytical performance 
was sound [36], while the clinical effectiveness study demonstrated the WBC DIFF 
device positively influenced decision making; enhanced patient safety for a range 
of clinical presentations, including undifferentiated sepsis, appendicitis and men-
ingitis; and produced positive economic benefits (cost savings of approximately 
$5 million per annum) through reducing numbers of unnecessary aeromedical 
evacuations [37].

Based on this evidence-based research, the NT Government supported and 
funded a WBC DIFF network of 20 remote health services in the Top End of the 
NT in 2020.

Services were prioritised for recruitment by NT Health’s Top End Quality and 
Safety Team, with input from senior District Medical Officers and the Care Flight 
air service, based on how useful the tests would be for decision-making regarding 
medical retrieval and which sites would benefit the most from this decision-making 
capability.

A Primary Health Care Remote Guideline was developed for the clinical use of the 
device and its operation. This document is an NT Health Policy Guidelines Centre 
(PGC) Approved and Controlled document.

A workforce of over 175 trained and competent operators has been established, 
while approximately 1160 WBC DIFF tests have been conducted in just over 2 years 
(547 in 2021 and 611 to date in 2022).

This albeit smaller POC testing network has been scaled up in a two-year window 
(having been based on learnings and translational research from the NT Acute Care 
model). The 20-site program has recently been extended in duration to mid-2024 by 
the NT Department of Health.

In a more recent development (2021), ICPOCT, in partnership with the NT 
Government and other researchers, was the lead organisation in a successful Medical 
Research Future Fund (MRFF) grant awarded by the National Health and Medical 
Research Council (NHMRC) (Application ID 2016006). This 5-year research grant 
will investigate whether the availability of a full blood examination (measuring both 
red and white cell parameters using the HemoScreen [Pixcell Medical] POC device), 
can further enhance the clinical benefits of conducting acute care POC testing in the 
Territory, notably for patients with sepsis. The grant will research the analytical qual-
ity, clinical, operational, cost and cultural effectiveness of this new technology as well 
as build an Indigenous workforce competent in using this device before, if successful, 
making an evidence-based decision to supersede the WBC DIFF device.
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3.3 The national Enhanced Syphilis Response program involving POC testing

An outbreak of infectious syphilis (Treponema pallidum) has been progressively 
spreading across Qld, the NT, WA and SA, disproportionately affecting young 
Aboriginal and Torres Strait Islander peoples predominantly aged between 15 and 
29 years [38]. In response to the outbreak, an Australian Government-commissioned 
working group was established to develop effective community-based strategies 
to tackle and mitigate the outbreak. The subsequent Enhanced Syphilis Response 
(ESR) program was established in 2018. Using a co-design approach, NACCHO were 
engaged to provide advocacy and leadership in the design and delivery of the ESR 
program, to establish and strengthen partner and stakeholder relationships, to sup-
port the enrolment of ACCHOs, to build a ‘community of practice’, and to increase the 
uptake of POC testing for syphilis by ACCHOs [38]. The ICPOCT was separately con-
tracted by the Australian Government to establish and deliver a training and quality 
management system to support safe and accurate syphilis POC testing, as a screening 
tool, for the ESR program in affected communities. In terms of logistics, NACCHO is 
responsible for the distribution and stock management of syphilis POC test strips for 
their participating services. A complimentary program was later initiated by the WA 
Department of Health in 2020 to expand the reach of syphilis POC testing beyond 
ACCHOs, and into peri-urban maternal health services and community outreach 
screening in that state.

3.3.1 The POC test used to screen for syphilis

The Abbott Determine™ Syphilis TP immunochromatographic test strip was 
chosen as the rapid, screening test of choice for the ESR (and WA) program, as it was 
(and remains) the only POC test approved by the TGA and has a clinical sensitiv-
ity and specificity of at least 96% in a capillary (fingerstick) sample type [39]. The 
Abbott Determine™ Syphilis TP test detects antibodies to Treponema pallidum.

The syphilis screening test is one of simple complexity (being suitable since 2021 
as a syphilis self-test) and differs from the moderate complexity POC testing devices 
used in the QAAMS and NT Programs. The syphilis test provides a qualitative test 
result (‘non-reactive’ or ‘reactive’) rather than a quantitative (numerical) result. Being 
a manual test (where the operator loads 50 μL of capillary or venous whole blood on to 
the test strip), electronic capture of test results can only be recorded via digital photo-
graphs or imaging software. As such, many participating ACCHOs have created spe-
cific clinical items in their patient management systems for the POC syphilis test, with 
results able to be entered manually. Results can also be incorporated into other general 
health check data sets that are available for Aboriginal and Torres Strait Islander people 
in Australia. Nonetheless, these differences between the POC testing technologies 
used in the three networks outlined in this chapter highlight the broad methodological 
diversity of POC testing devices and applications which are now available on the global 
market. Following the advent, wide global usage and eventual definitive case identifi-
cation of COVID-19 by rapid antigen testing, there is now a broader public awareness, 
competence and inclusion of lateral flow POC tests for sexually transmitted infections 
within a self-testing and broader policy environment [40].

A limitation of the Determine™ Syphilis TP test strip is that it is unable to distin-
guish between an active infection and a past, treated infection, infectious activity or 
progression of associated complications. Operators are made aware of this limitation 
as part of their extensive training delivered by ICPOCT scientists for the program. 
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Patients with ‘reactive’ POC test results for syphilis antibodies are checked against 
syphilis registers (available in most jurisdictions) and a serology sample is then sent to 
the laboratory for confirmation of positivity. The jurisdictional registers and labora-
tory testing therefore enable services to assess whether an infection is active or not.

In order to respond to the outbreak and build capacity for ACCHO engagement 
and support, there have been five phases in the rollout of the ESR program since its 
inception. The first phase commenced in June 2018 in Darwin (NT) and Townsville 
and Cairns (Qld). The second phase started in October 2018 in the Katherine 
Region, Nhulunbuy (NT) and the East Kimberley Region (WA). The third phase 
commenced in April 2019 in West Arnhem Land (NT), Western, Eyre, Far North 
and Adelaide Regions (SA), and the Pilbara and Western Kimberley Regions (WA). 
The fourth phase began in May 2020 in Mt. Isa (Qld) and Tennant Creek (NT). A 
fifth phase commenced in July 2021. In total, 111 services have been engaged in the 
rollout (Figure 8).

3.3.2 Training for syphilis POC testing

The simplicity of the syphilis POC screening test enabled a new model of training 
to be adopted for the ESR program—that of ‘advanced operator training’, where local 
experienced ‘POC testing champions’ were identified and took part in a higher level 
of training from the ICPOCT primary training team and were then able to on-train 
other operators at their health service or surrounding regions. This was particularly 
advantageous during the initial phases of the COVID-19 pandemic, where face-to-face 
training sessions delivered by ICPOCT were not possible due to jurisdictional border 
closures and community lockdowns enforced in many participating services. The use 
of advanced operators enabled the workforce capacity for syphilis POC testing to be 
scaled up quicker as part of this emergency response program. Up to November 2022, a 
total of 872 operators have achieved basic operator certification since the ESR program 
commenced, while 171 advanced operators (representing 20% of the workforce on 
the ground) have been certified during this period (Figure 9, top). In the WA Syphilis 

Figure 8. 
The number of health services enrolled in the enhanced syphilis POC testing program during the five phases of 
recruitment from 2018 to 2021.
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program, 263 healthcare staff have obtained basic operator certification, while 106 
(39%) have obtained advanced operator certification (Figure 9, bottom).

3.3.3 Use of advanced operator training depends on test complexity and patient risk

A critical distinction needs to be made regarding the usefulness of the advanced 
operator training or ‘train-the-trainer’ approach. Syphilis POC testing is a relatively 
simple POC test of low technical complexity (i.e. suitability for a self-test) and 
relatively low patient risk if analytical performance characteristics are satisfactory. 
For this type of test, advanced operator training is appropriate, particularly when 
other forms of training may be limited or rapid scale-up of such a simple test is 
needed. However, advanced operator training is not appropriate for other POC test 
methodologies which are more complex and have higher patient and/or operator 
risk; for example, devices using molecular-based technologies that involve thermal 
cycling and have associated software packages (both for test ordering and result 

Figure 9. 
The number of operators undertaking advanced and basic training in the enhanced syphilis POC testing program 
(top) and Western Australian syphilis POC testing program (bottom) since the inception of these programs.
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interpretation). In relation to our ICPOCT networks, the latter category includes tests 
such as Hepatitis C performed on the GeneXpert device, with the test being classified 
as Class IV IVD by the TGA, which carries the highest level of patient risk; and the 
Class III IVD, the SARS-CoV-2 and/or multiplex SARS-CoV-2, Flu A/B and RSV tests, 
also conducted on the GeneXpert system (in the Australian Government’s national 
respiratory infection program), where operators are required to wear full personal 
protective equipment and risks of pre-analytical, analytical and post-analytical errors 
causing false positives or false negatives are high.

3.3.4 What elements of training are not negotiable and which can be consumer driven?

In terms of developing a training framework for POC testing that is compliant 
with Australian POC testing requirements [8], ICPOCT have identified key ele-
ments of POC operator training which are mandatory and thus non-negotiable. 
These include, but are not limited to, work health and safety requirements which 
may be specific to the disease type, method or device; clinical governance require-
ments; competency registers; quality system compliance; and cultural co-design. 
The only negotiable elements of training are those relating to different modes or 
formats of training resources and delivery (i.e. allowing advanced operator train-
ing), but these should be applied specifically with the POC test and device com-
plexity and thus patient risk at the forefront. Quantitative metrics, including error 
rates, error types, QC and EQA performance data and comprehensive, embedded 
qualitative end-user training surveys may be interdependent on training format 
offered and provide an evidence base for continual quality improvement of POC 
operator training. Continual quality improvement strategies should be adopted 
where possible; however, patient safety considerations, international standards 
and best-practice requirements may not be able to facilitate all end-user training 
feedback or change requests (Figure 10).

3.3.5 Analytical quality of syphilis POC testing

Since late 2018, services enrolled in the ESR program have participated in 17 
EQA testing events, with four events per year and two samples tested per event. The 
EQA material is prepared and distributed by the RCPAQAP (as part of their serology 
program) and contains both non-reactive and reactive samples with varying concen-
trations of syphilis antibodies and therefore degrees of reactivity. Concordance with 
the expected EQA result has averaged 98% (range 93–100%) in the ESR program. For 
the WA program, which commenced in late 2020, concordance (using the same EQA 
material and event sequence) has averaged 96% (range 80% during the initial set up 
of the program to 100%).

Similar to elements of training and competency (described above), assessment of 
POC test performance via specific requirements for QC and EQA are non-negotiable. 
Robust quality systems, capable of detecting false negatives or false positives (or 
quantitative performance at clinically important decision points) underpin POC test 
result quality and patient safety.

Important to ID POC testing models, where disease prevalence can change from 
low to high in geographical populations over time, is consideration of the monitor-
ing of QC performance and adoption of individualised QC plans (IQCP) [41]; these 
plans provide flexibility with changing patient risk (i.e. false negatives and false 
positives) and permit the customisation of QC plans according to test method and 



Rural Health – Investment, Research and Implications

100

use, environment, and personnel competency while providing for equivalent quality 
testing. IQCP could potentially be considered as an additional regulatory option for 
POC testing in Australia.

3.4 Concluding remarks: implications for POC testing moving forward

Many lessons have been learned from 25 years of implementing POC testing 
networks in rural and remote Australia. The building blocks to optimise a POC 
testing network have come together in somewhat of a jigsaw (Figure 11) but are now 
well established following a strong evidence-base of original research and quality 
improvements carried out along the journey. The optimisation and scale-up of POC 

Figure 10. 
A framework for the design and continual quality improvement of POC operator training, with elements that 
should be considered as negotiable, non-negotiable and interdependent.
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testing models remains a ‘hot topic’ in research conducted around the world in the 
field [42–44].

Where possible, POC testing scale-up should be accelerated to meet the time 
frame deemed necessary for the model—depending for example on whether it is a 
test for NCD versus an ID test that may be required for a disease outbreak or global 
emergency response. In this regard, ICPOCT remains at the cutting edge of this 
field through (a) its partnership with the Kirby Institute in an NHMRC-funded 
Centre for Research Excellence looking at scale-up of POC testing systems (now 
known as RAPID) and (b) its designation as a World Health Organisation (WHO) 
Collaborating Centre working inter alia on POC testing for sexually transmitted 
diseases and current gaps in health literacy for NCDs.

Figure 11. 
Building blocks for the development, implementation and ultimate scale-up of a POC testing network—Compiled 
from lessons learned from ICPOCT experience over nearly 25 years.
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There remains considerable blue sky for methodological advancement, techno-
logical miniturisation, personalised scope and application of POC testing systems, 
particularly in rural and remote settings of the world and to service disadvantaged 
populations. But, as mentioned in the opening remarks for this chapter, success is 
dependent on policy change and support from governments. Our Australian models 
have benefitted from continuous funding from governments, albeit with contractual 
agreements needing to be negotiated repeatedly in time frames as short as 6 months. 
Ideally, successful models which can demonstrate clinical, operational, economic 
and cultural benefits as well as sustained analytical quality equivalent to a labora-
tory, should be underpinned by long-term, integrated funding where possible. This 
includes ongoing support for the cost of POC testing devices and cartridges; in this 
regard within Australia, MBS rebates to cover costs of these essential consumables 
should be in place for models where clinical need is high and laboratory services are 
lacking. Until recently the QAAMS Program was the only POC testing network with 
its own rebates. Recently, an MBS item was approved for the performance of POC 
HbA1c testing in the general practice (family doctor) sector in Australia. The rebate 
took effect after many years of negotiation with, and repeated submissions to, the 
main Government authority responsible for approving new rebate items (the Medical 
Services Advisory Committee, MSAC). When there is an overwhelming evidence-
base to support the need for and quality of POC testing, the discipline of POC testing 
should be expeditiously supported with sustainable funding models.
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Chapter 8

The Rural Way: Rural Nurses’ 
Contribution to New Models of 
Health Care, Reducing Health 
Disparities – Stories from Practice
Jean Ross, Josie Crawley and Rachel Parmee

Abstract

This chapter reports on a research project that set out to capture the unique 
stories from rural nurses from Aotearoa, New Zealand. During the past three 
decades changing socio-political and economic contexts have affected the delivery 
of health care while rural nurses have responded with new models of practice which 
has resulted in an emerging rural nurse discourse related and specific to rural New 
Zealand. Rural nurses have maintained and, in some cases, improved the health 
care of these rural communities. A total of 26 rural nurse participants shared their 
stories providing data to explore the structured phenomenon of rural nursing in New 
Zealand. Personal and human dimensions are illuminated, as the in-depth mean-
ing of the experience is described by each individual storyteller. Interviews were 
conducted to collect retrospective stories uncovering the participants’ rural nurse 
journey. Revealed are a sense of place and people, involving what nurses’ express, 
as the rural way. A nursing discourse is developed which complements and extends 
international theories. The rural nurse of New Zealand is imbued with pioneering 
spirit; entrepreneurial practice shaped by their rural communities highlighting what 
we suggest is the rural way. Further expansion of the rural way was uncovered with 
follow up interviews exploring their practice during the COVID-19 pandemic.

Keywords: rural, rural nurse, models of care, reducing health disparities, narrative, 
COVID-19

1. Introduction

The professional identity of the rural nurse from Aotearoa New Zealand came of 
age between the 1990s and the early 2000s. This time period is associated with signifi-
cant changes to the governance, funding and delivery of health care in rural contexts 
as a result of the global financial crisis of the late 1980s. Changing health care ideolo-
gies moved away from a top-down approach to a bottom-up approach reflected in 
the major health care reforms revealing the adoption of neo-liberal ideology [1]. The 
National government of the day acknowledged continuing inequalities in health, for 
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Māori (indigenous population of Aotearoa New Zealand) and Pacific populations 
was continuing to decline with extensive statistical differences between Māori and 
non-Māori and equally between urban and rural regions [2]. Changes where needed 
to address these disparities [2]. The government’s aim was to increase efficiency and 
address these needs while providing healthcare in the most economically and practi-
cal ways [3]. The government authorised major health reforms, resulting in changes 
for the provision of healthcare [1] delivery, funding, governance structures [2, 3] and 
models of healthcare [4–7].

The establishment of Rural Community Trusts (RCTs) was one outcome of 
the country’s major health-care reforms [8]. RCTs designed and managed their 
own individual local health services, this model was regarded by the government 
as innovative and came with associated cost savings. As well as encouraging com-
munity involvement in health-care decision-making [8] the RCTs assisted in the 
development of “by Māori for Māori” iwi providers [9]. The benefits of RCTs became 
the funding structure that improved and supported community participation, 
collaboration, and teamwork. Further this ideology was extended and underpinned 
in the early 2000s by the ‘Primary Health Care Strategy’ [10] and further laid the 
foundation in which to position nurses at the foreground of the delivery of Primary 
Health Care (PHC) and improve nurses’ contribution to the delivery of health care. 
This shift in focus has been beneficial for the advancement of PHC nurses and in 
particular rural nurses’ practice development and contribution to the delivery of 
sustainable health care.

This original qualitative research aimed to explore rural nurse practice in 
Aotearoa New Zealand following decades of change leading to the development of 
new rural health delivery models. The rural nurse participants shared their stories 
exploring the past, the present and the future experiences leading to a unique rural 
nursing discourse which complements and extends the international literature from 
America [11] Canada [12] and Australia [13] in alignment with health beliefs of rural 
populations and the nuances associated with geographical locations. Traditional 
discourses aligned with rural nursing practice include personal and professional con-
nections with the rural community; being known in the community; dual relation-
ships; and always being on call; broad scope of practice; jack of all trades, master 
of none; and a sense of belonging to the geographical location. These discourses 
are well entrenched within national and international nursing organisations; rural 
communities; policy development; education, workforce planning and research 
informing practice.

The occupational title of the ‘rural nurse’ from Aotearoa New Zealand has been 
questioned by Ross [14] as to whether this title is an adequate portrayal of their 
practice and contribution to the delivery of health care? In short, her findings sug-
gest this title does not do justice to their practice and further research into this goal 
is required. This research seeks to investigate further rural nurses’ practice and 
contribution to health care revealing that rural nurses throughout the latter part 
of the twentieth century and early part of the twenty-first century were pivotal in 
pioneering new models of practice; expanding the scope of nursing services available 
to their rural communities; reducing inequities while maintaining and in some cases 
improving health. More recently COVID-19 has created new challenges for those rural 
nurses and rural communities [15]. Follow up interviews in 2020 heightened further 
demands on rural nurses’ practice, further revealing pioneering practice adding to the 
unique rural nursing discourse.
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2. Narrative research: diving into the story

A narrative inquiry approach was the methodology chosen for this research, 
providing “… a way of understanding and inquiring into experience” [16]. This 
qualitative research celebrates the power that story has, to explore meaning, make 
connections, entertain, and build empathy and share experience with others [16, 17]. 
Haven [18] recognises the power the story has to explore meaning and make con-
nections between the storyteller and the recipients. Stories have provided the data to 
explore the structured phenomenon of rural nursing in New Zealand—as lived and 
told by experienced rural nurses.

2.1 Rural nurse participants

Rural Nurses from Aotearoa New Zealand were invited to share their stories. 
The snowball effect was engaged with revealing a total of 58 expressions of interest, 
of which 40 rural nurses met the research criteria (rural practice in New Zealand 
for more than 15 years) and 26 rural nurses were able to commit to the project 

Figure 1. 
Map of Aotearoa, New Zealand. Source: Created and published with permission from Chris Garden.
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requirements and timeframes. These rural nurses’ ages ranged from 40 to 70 years 
while their demography included nurses of Māori (indigenous population of Aotearoa 
New Zealand) and European descent, male and female, recently retired and currently 
employment, representatives from all regions of habited Islands from the far North of 
the North Island to the far South of the South Island. Island groups (North and South 
Islands, Great Barrier, Chatham, Pitt and Stewart Island) refer to the Aotearoa New 
Zealand map in Figure 1. Participants for this part of the research project were not 
identified.

2.2 Data collection

The original research was conducted in 2017/2018 we engaged with semi-struc-
tured interviews to collect retrospective stories covering the participants rural nurse 
stories either face-to-face, SKYPE (video) or telephone. Interviews ranged from 45 
to 90 min in length. Interviews were, framed around Clandinin and Connelly’s [19] 
three-dimensional space narrative structure which is a model that examines personal 
and social interactions across the continuity of time and context, as well as personal 
and social features experienced by both the researcher, and participant. The frame-
work was shared with all participants before the agreed interviews, however during 
the interviews began with an open question from the interviewer—“Tell me about your 
rural nurse journey”. Each nurse was a primary source, sharing their unique nursing 
story. Each interview was recorded, transcribed, and sent back to the interviewee 
(rural nurse) to check validity, or to add key forgotten moments. Each transcript 
was then returned to the researchers. Each nurse was a primary source, sharing their 
unique nursing story.

There were 16 rural nurses from the original research project) who agreed to have 
their stories published in Stories of nursing in rural Aotearoa: A landscape of care [20]. 
These rural nurses in 2020 were contacted by email inviting them to contribute with 
follow up interviews exploring their practice during the COVID-19 pandemic. Nine of 
the 16 rural nurses agreed to participate and were interviewed by the first author. This 
follow up interview enquired whether the COVID-19 pandemic had affected the rural 
nurses’ practice and if so, seek what were the outcome?

The interviews were digitally recorded via zoom meetings, edited to remove 
identifying features of individuals mentioned and then developed into podcasts and 
broadcasted on Otago Access Radio (https://oar.org.nz/) before been thematically 
analysed. Podcasts consist of positive conversations with people from around the 
world related to COVID-19 is a further expansion of the rural way related to rural 
nurses from Aotearoa New Zealand uncovered

2.3 Data analysis

Each transcript was read at least twice by the researchers with key repeated 
concepts identified by commonality across interviews: the umbrella concepts of past, 
present and future, situation and place. Data from each interview was then coded into 
themes and subthemes until saturation occurred and no new themes emerged [21]. 
Researchers could not guarantee absolute confidentiality to participants, as pioneer-
ing innovation can be traced back to place and sometimes person. Participants knew 
personal and community names would be protected, but that emergent themes and 
specific detail might identify location. We placed safeguards to protect participants 
by asking all participants to check transcripts, with highlighted areas we thought 
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potentially might be recognisable. Once corrected transcripts were returned, we 
coded each transcript, removing the participants name, individual participants were 
identified by code only (by number). A phenomenon of interconnected narratives 
emerged, showed how stories of the past shape the present and influence discourse 
All transcripts are kept on a passworded hard drive and will be kept for seven years as 
per ethical requirements.

Ethical approval was obtained from Otago Polytechnic Research Ethics 
Committee, Otago Polytechnic, Dunedin, New Zealand in 2017 and extended in 2020 
to accommodate further interviews from the original rural nurse participants who 
consented to have their stories published in a book. Ethical approval also included 
consultation and engagement from the Office of Kaitohutohu. The Kaitohutohu office 
at Otago Polytechnic upholds the mana (integrity) of the partnership with the local 
Māori (indigenous population Aotearoa New Zealand) community, and is consulted 
during research development, looking at the proposed research from a Māori Kaupapa 
point of view. Māori are under-represented in the nursing profession, comprising only 
8% of practising nurses [22] so the inclusion of Māori as part of this research is of the 
utmost importance to further our understanding and future engagement [23].

We were aware the research was likely to involve Māori as there is a higher number 
of registered nurses identifying as Māori in the rural practice setting (N = 59; 11.6%) 
of 6.5% of the overall workforce [24]. Statistics show that 14% of the New Zealand 
population identify as Māori, with over three quarters of this population living out-
side the Auckland region, making up a significant part of the rural communities [25] 
“Rural nursing is also clearly a valued setting for Māori registered nurses’ employment…” 
themes from the rural nurses’ stories could “… include reference to tikanga Māori (a 
Māori concept valuing Māori knowledge into practice), within the context of describing 
their work” [23] p. 68.

3. Findings and discussion

Engaging with a thematic analysis has revealed a unique discourse of rural nursing 
in Aotearoa New Zealand. Rural nurses revealed their innovative practice exposing 
their contemporary identity of the nurse practising in the rural context. This rural 
nurse discourse identifies the rural nurse as a pioneer supplying the backbone of 
health care to the community; an entrepreneurial practitioner expanding the limits 
of scope of practice to meet community needs. The creative development of tenacious 
nurses and local communities’ embracing responsive solutions and new models of 
healthcare to accommodate the challenging landscapes and changing socio-political 
tides, accommodating indigenous provision of health care highlight what we suggest 
is the rural way, as supported by the following data and discussion.

3.1 The rural way

A description of the rural way incorporates values, attitudes or characteristics 
that are common in rural indigenous and non-indigenous rural people [23]. These 
features of rural people or communities were often seen as being different to urban 
environments, a product of geographic context and isolation from others, encompass-
ing a way of being and a Māori way of being in the rural. Being in the rural revolves 
around embracing the rural, rural culture, values, beliefs and performing in the 
rural. For example, resourcefulness (mention is made to #8 fencing wire (Figure 2) 
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a well-known depiction of New Zealanders ability to mend, fix or create solutions to 
problems by using #8 wire) is made necessary due to being at a distance from many 
health resources as discussed by the following participants:

People are very different in a rural area, I think, than they are in the city. They are 
very different people; in that they are more community orientated. I think in the city, 
a lot of people don’t even know their neighbours. And in rural areas, they are ‘#8 
wire’ people; they manage to fix things that you think ‘wow, look at you, look what 
you managed to do!’. They’re quite resourceful. (Storyteller 12)

They’ve [rural people] got a ‘can do’ attitude. They care about their neighbours. They’re 
“greenies” in their own right, so they love the environment they live in, and they look 
after it (believe it or not). They’re known for their number 8 wire approach and their 
ability to diversify when the need arises. (Storyteller 11)

It’s about 2 ½ hours. Ambulance, it can be up to 3. And if you’ve got – obviously - 
road works, or flooding, we’re actually chopped off. We can’t get there, and it’s only 
by helicopter. But then, if the weather’s no good, the helicopter can’t fly anyway. So, 
we do need to have some sort of independence, and be able to intubate and keep 
somebody alive until help can come. (Storyteller 16)

Many (but not all) of the rural nurse participants had been born and bought up 
in rural communities. The specific rural settings the nurses lived and worked in were 
often spoken about as part of their own connection with the rural, leading to a sense 
of place and a sense of belonging (rural knowing) (Figure 3). Knowing is associated 

Figure 2. 
Dealing to the damage with Number 8 wire. Source: Martin London Photography (published with permission).
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with understanding the rural context, community and the local unique rural commu-
nity rhythm, which connects the rural nurse to identify with that rural community as 
revealed by the following storytellers:

I live it, dream it. That’s massive for me. Space – so, a paddock with some sheep and 
a hill and a tree and a mountain in the background, for me, is prayer. Literally. 
Because I love – I love – the rural setting. I love the fact that you’re this tiny little town 
surrounded by this magnificent beauty. (Storyteller 10)

I think this is paradise myself, that’s why I wanted to come back, I love the hills, I love 
the seasons yeah, it’s perfect being here I will always stay here. (Storyteller 9)

Living in the rural area, I understand the nature of their farming lifestyle, both 
dairy and mixed farming, logging, freezing works, the seasonal work like shearing, 
lambing, tailing, haymaking cropping and all that entails, you know the dangers of 
tractors quad bikes. I supported the local rugby teams often knowing the players. The 
families that have been here for a long time, I know them well. (Storyteller 1)

Despite a love of rural environments, almost all interviewees discussed challenges 
that they pose. The most cited challenge was isolation due to long distances from 
other healthcare centres, and weather (and typically a combination of the two). 
Geographic factors affect healthcare delivery in rural settings but are also cited as a 
reason why rural nurses require a resilience – they need to be able to provide care and 
the necessities of life in areas with limited resources, we consider these nurses both 
pioneers and entrepreneurial practitioners.

Figure 3. 
The hay barn is full on a fine day in Paradise. Source: Martin London Photography (published with permission).
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3.2 Pioneering practice

Where health services did not exist, nurses employed a pioneering spirit to 
develop a service that met the client and community needs. They forged new roles, 
did further training, fundraised for resources, and met challenges with courageous 
strategies. Changing governance structures meant that nurses were able to shape 
the direction and delivery of healthcare during the major health care reforms. Rural 
nurses initiated many practices, whose origins have now been absorbed into con-
temporary health practice. Like all new practices, changes were scaffolded to make 
innovation possible. In this case, nurses becoming intravenous-certificated was an 
important first step to providing local access to chemotherapy. The alternative model 
required residents to travel 3–5 h, in each direction, to an urban health-care facility 
(ese rural nurses set out to avoid residents having to travel long distances to acquire 
treatment in urban contexts) as they progressed with new and never been offered 
health care services firstly by nurses and secondly in rural regions in the 1990s. This 
innovative practice was later recognised by the establishment of Nurse Specialists. 
These approaches to the delivery of healthcare were designed to meet the localised 
health needs of the community as depicted in the following excerpts:

[w]e needed to adapt, which as rural nurses we do very well. So we changed it [the 
delivery of chemotherapy] to more of a medical day unit and took on doing other 
transfusions…(Storyteller 16)

So, I pioneered additional services that the nurses could provide for the community, 
for example cervical smears, which at that time was not the norm for nurses to be 
offering. (Storyteller 1)

The rural nurses acknowledge the community role and are encouraged to pioneer 
and deliver health services in local regions that accommodates the particular nuances 
related to that community for example, Māori nurses embrace their own identity and 
have a responsibility to meet the needs of their families or whanau which involves 
caring for the whole family and not just the individual patient because whanau play a 
role in a patient’s recovery [26].

[In establishing operating mobile ear health clinics in rural isolated regions with a high 
Māori population] We were taking away all the barriers to access, for example, unwar-
ranted cars, unregistered cars, unregistered drivers, petrol in the tank. We were just 
trying to drop all those barriers so the children could get what they needed without adults 
putting up the problems that they had, that were getting in the way. (Storyteller 2)

Rural nurses share on-call (after hours provision of emergency and acute health 
care) with general practitioners covering 24 h of healthcare at the weekends and dur-
ing weeknights. One noticeable difference between rural and urban nursing practice 
has been the expectation that rural nurses would provide an emergency health-care 
service in the form of Primary Response in Medical Emergencies (PRIME). It is 
important to acknowledge this in the context of changing models of healthcare 
and funding and the provision of sustainable healthcare by rural nurses. PRIME is 
distinct to Aotearoa New Zealand operating only in rural locations and funded by 
the Ministry of Health and the Accident Compensation Corporation (ACC) and is 
administered by St. John Ambulance service. PRIME utilises the skills of speciality 
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trained rural GPs and/or rural nurses in areas to support the ambulance service where 
the response time for assistance would otherwise be significant or where additional 
medical skills would assist with the patients’ condition [27].

… we got a defibrillator and introduced a higher level of care, making the practice more 
of a casualty outpost rather than just a house with a medical kit in it. (Storyteller 3)

[Before PRIME1] I found myself stitching people up and putting IVs in without any 
training... We trained sideways, literally doing our nursing training, our extra train-
ing, I trained to Level 4 as an ambulance officer. (Storyteller 3)

…in the local hospital… there were no permanent medical doctors in the hospital and 
the nurses ran the hospital with the General Practitioners’ support… I was a ‘jack of 
all trades’ and would do a bit of this and that.

The RCTs, including nursing services, were driven by the health needs of their 
communities which, over time, granted rural nurses a strong community involvement 
while enhancing communities’ social capital (as discussed in the excerpts from the 
rural nurses’ stories above). Nurses talked of adapting their practice to accommodate 
community need to achieve this they needed to be responsive to the community be 
tentative and pioneer new approaches and models of practice. In the long run, all 
these trusts ensured the feasibility of community health services, having been rede-
signed to perform this function [8]. The trusts generally employed all local health-
care staff including the general practitioner and rural nurses. These new employment 
arrangements gave the RCTs significant advantage the local health professionals were 
in a strong position to work collaboratively, maintaining effective teamwork and shar-
ing skill base as a result, which benefitted the community.

Many of these aspects of rural nursing show a pioneering spirit, several of these histori-
cal practices are now incorporated into community nursing as routine everyday practice. 
Rural nurses have very autonomous roles, with high levels of responsibility. This both 
expands nursing skills to the edge of scope of practice, but also sometimes restricts what 
intervention is possible. Nurses often spoke of “being it”, “the only”, very different from 
team nursing in an urban hospital setting as highlighted by the following rural nurses:

It really came home to me one night that I was it. … In the rural setting, I guess, 
those of us who do work here realise we often have to step up to the challenge… It is 
a different culture, an unspoken knowing that you will work together to do the best, 
whatever it takes. (Storyteller 9)

We’ve had to be quite resourceful in what we do and how we work. We rely on a lot 
of nurses stepping up into different specialties [like Rural Nurse Specialist, Nurse 
Practitioners, Clinical Nurse Specialists] because it’s very difficult to retain doctors in 
a lot of those areas… It’s an exciting place for a nurse to work. You get to work truly to 
the top of your scope of practice. (Storyteller 11)

…rural nurses [need to be] recognised for the skill set that they have, because I believe 
it is different, it’s so different. But that we can support them so that they can do it 

1 PRIME relates to Primary Response in Medical Emergencies and is unique to New Zealand rural practice. 
Both nurses and doctors working in a solo capacity are skilled in emergency community management.
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knowing that they’re going to be backed up, knowing that they’re not going to fall into 
working outside of scope. All those things that are very, very difficult when you are on 
an Island on your own… (Storyteller 10)

Islands provide their own special geographic constraints. Islands are considered 
as distinct places. Islands are different from the mainland areas especially when they 
are situated the furthest away from adjacent mainland communities [28]. Islands are 
surrounded by water; connected/disconnected; isolated; habituated; uninhabited, 
while having similarities with others or differences and experience their own chal-
lenges [29]. Challenges may pertain to the island’s own climate which have a direct 
bearing on island and rural culture and economy. This brings demands on the services 
and supply industries and can also impact on resources as dis-economy of scale is 
experienced living on an island because of small community populations that raises 
costs of living including transport, production of electricity and the moving of goods 
onto the island all come with a cost (Figure 4) [30]. And further consideration of 
rural peoples’ resilience, independence and self-sufficiency relates to rural Island life 
as highlighted in the following excerpts:

Internationally they say that there is something different – or set apart about people 
who choose to live remotely… There is a need for the people to be self-sufficient, 
independent and resilient to enjoy or, in fact, survive island life. (Storyteller 6)

Islands are bound by geographical constraints - distance and boundaries. An island is 
defined as a piece of land surrounded by water – often also by isolation – by detach-
ment or surrounded in some way…. A good example being in poor weather you just 
can’t get a seriously sick patient off the Island as the helicopter cannot land whereas 
on the mainland there may be other options. (Storyteller 6)

Figure 4. 
Terminal building and taxi at Pitt Island airstrip. Source: Martin London Photography (published with permission).
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…when I realised my father was having a heart attack that night, it was 10 o’clock at 
night, and the first thing I did was – rather than think ‘well, is he going to survive’ – I 
looked out the window to see what the weather was like. You couldn’t have a plane 
because it was dark, so were we going to be able to get a boat to get him off the Island? 
(Storyteller 10)

We’re very vulnerable to commercial decisions here because we rely on businesses that 
have ferries and planes, and if they change their practices, that can change things 
overnight for what we do here. (Storyteller 3)

We further identified several themes that rural nurses’ practice typically possesses 
for example innovation and adaptability while working autonomously but in collabo-
ration with the residents and team members aligned with the rural community which 
we have identified as the rural nurse as entrepreneurial practitioners.

3.3 Entrepreneurial practitioners

Rural healthcare professionals are usually in reciprocal relationships with the 
community they serve. They see the community itself as inherent to their practice, 
and for some nurses, to their sense of self and for Māori nurses this sense of self 
relates strongly with knowing their communities and whanua contributes to a sense 
of belonging, provides insight, and helps to establish therapeutic relationships [23]. 
Many of the rural nurses expressed that they were highly supported and valued by 
their community. This support is not only due to good will and established relation-
ships, although that is undoubtedly a part of it. Due to matters of geographic isolation 
and resource scarcity, community support is often a requirement if the community is 
to have operating healthcare services:

I feel supported by the community as I nurse. The proof of that is when there’s an 
emergency. It is common that the locals will stop and assist. Someone might offer to 
carry my heavy packs into the bush, others will rush off to find family members of the 
injured. And afterwards some may phone me up saying, ‘oh, I realise that you were 
up really late last night, can I blah blah blah for you?’ (Storyteller 6)

Sense of place is important to both the nurse, and to the patient. Relationships 
and empowering clients to make their own choices about location are seen as 
important to the rural nursing role, while recognising the increased risks isolation 
entails. An often-discussed aspect of rural nursing was enabling people to main-
tain their independence; to remain in their home or the local community whilst 
receiving care:

And I think a lot of times, when people talk about encouraging people in palliative 
care to die or saying that people want to die at home, I think ‘community’ is what 
they mean. ‘Home’ doesn’t necessarily always mean the house where they lived. But it 
means where they’re comfortable, where their community is, where their support is… 
(Storyteller 7)

So, yes, I think we provide a magnificent service, I really do. An essential service. We 
keep people out of hospital or bring them home much earlier. (Storyteller 12)
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Rural nurses show ingenuity in the face of scarce resources, often working in 
isolation with high responsibility and autonomy. Despite the increased likelihood of 
working by oneself in a rural context, the interviewees recognise that working with 
other healthcare professionals is vital to ensuring the best outcomes for patients, but 
often collegial relationships are at distance:

I work in partnership and collaboration with the General Practitioners, I support 
them, just as they support me. They trust my ability allowing me to manage their 
patients. There is real teamwork here. (Storyteller 1)

Although pre-established connections cause challenges with maintaining profes-
sional boundaries it can be of benefit to patients in that these relationships can be 
useful in a therapeutic sense, but also in that health care practitioners feel accountable 
to the community:

… sometimes when you know them [a patient who cannot be saved], you’re dealing 
with your own grief. It’s nothing like the grief of the family, obviously, but you’re still 
dealing with your own grief. And then you think – it’s the old beat up story – ‘did I 
manage to…’, ‘was there anything else I could have done’, or ‘did I not do…’. And as I 
said, you’ve got nobody to bounce those ideas off because you’re there on your own. … 
You’re there, until somebody else turns up. (Storyteller 8)

Understanding the community, and its needs are necessary to be able to forge cre-
ative ways to provide services that are accessible and appropriate. Nurses often have a 
pre-established connection with patients or can quickly form one, sometimes patients 
are family or friends, working in partnership over long periods of time has numerous 
advantages for the provision of patient-centred health care linking health require-
ments and needs and building a sense of connectedness and fulfilment for the nurse. 
These links create additional complexities, but also opportunities for additional 
support. Working in partnership with the patient/client is seen as vital, requiring a 
connectedness to the community. In rural nursing, nurses often get to see the differ-
ence they make through continuity of care. Rural nurses describe great satisfaction 
from seeing their skills being valued by their clients and are professionally invested in 
the change they help engender with clients:

…you tell them to go to so-and-so because they will be able to fix it for you, whether 
that’s home help or something. I’m very aware what’s available in the community 
(Storyteller 13)

If I nurse somebody who comes from [community name removed]…, you know there’s 
issues around distance, you know there is an issue around the limit of health services 
in their home area, what their shopping and other services are like. You actually really 
do understand some of the challenges for people, and that makes a big difference. 
(Storyteller 5)

… you watch people grow. Especially young mums with babies that are struggling… 
And then you watch them flourish and they get it all together. And you watch the 
children flourish and go to school, and then you see them in school. It’s kind of nice. 
(Storyteller 8)
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3.4 Entrepreneurial practice the nurse practitioner

The rural nurses we interviewed revealed the practice models they adopted in 
response to funding changes. Firstly, nurses had the opportunity to purchase and govern 
general practices, which were traditionally owned and operated solely by GPs – those with 
a medical background. Nurse Practitioner training was seen by nearly all respondents 
as the extra training that legitimised what nurses had to do anyway in rural settings, but 
previously through indirect routes. However – it was generally felt that their work was 
not understood, appreciated, or valued by those outside of the rural setting:

By doing my Nurse Practitioner training, I could then offer this broader, rounder 
service. I could finish the consult by signing the script, ordering more medication, or – 
more importantly than the medication – ordering an x-ray, working out which bloods 
were needed and why. So, investigations were bigger for me in becoming a Nurse 
Practitioner than prescribing was. Prescribing was the added plus.

(Storyteller 10)

Nurse Practitioner was that I felt that it was really helpful to have the ability not just 
to prescribe, but to actually be able to assess properly; to learn how to assess, diagnose, 
treat, look for problems and do as much as I can in the areas preventing people from 
having to come up to tertiary care. (Storyteller 7)

3.5 Entrepreneurial practice responsive to change

A common sentiment among rural nurses was that industry and demographics 
within rural communities have changed dramatically over time (Figure 5). Changes 
in industry are said to explain the changes in demographics, with more transient 
workers and immigrant workers unfamiliar with the Aotearoa New Zealand health 
system and language barriers. This changes the context in which rural nurses operate, 
as the high degree of interconnectedness in rural communities, while still existing, is 
somewhat diminished:

But in the rural areas, there are now more transient populations. The dairy farm work-
ers in the [place name removed] area alone are from 10 different nationalities. Many 
don’t speak English. So you have a language barrier, communication barrier, expecta-
tions [that do not align with how the New Zealand health system works]. (Storyteller 1)

After starting this job for a couple of years, I could have driven right through my area 
and named every house, every child, every person. I don’t even bother trying these 
days. (Storyteller 8)

It was very obvious when working in Public Health especially in the school situations 
as the migrant workers [from diary conversions] brought with them their own social 
issues previously not seen in the established communities. (Storyteller 14)

I would say we sometimes end up with quite a lot of transient people because they 
come and get a job and then there’s trouble with getting accommodation and stuff, 
and they have to move on… (Storyteller 9)
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Responsive practice has equally been demonstrated as rural nurses responded 
to the COVID-19 pandemic. These nurses collaborated with health professionals to 
ensure adequate care for patients was offered but in different innovative ways. We can 
acknowledge the pioneering spirit associated with rural nursing practice from Aotearoa 
New Zealand continued in a similar vein as to the changing health care system identi-
fied in the larger research project. This often-involved nurses, health workers and more 
broadly local authority Council taking on responsibilities outside their normal duties to 
keep communication lines open and work closely together as highlighted in this excerpt:

… very early on in the piece realised that patients weren't going to come see us... 
because of their own fear around contracting COVID in the practice. So, we activated 
a project called COVWELL, which basically is a COVID wellness... made these phone 
calls to all our high risks patients. This was about a 7 or 8 minute phone making sure 
they were well, that they understood, if they needed to go into isolation what that 
meant and what it looked like, making sure they had support around them... for them 
to know that actually you are on the end of a telephone if I do get sick...

(Rural Nurse, podcast 46).

Rural nurses enhanced their practice as community educators and effective collabora-
tors with a variety of local colleagues and members of their rural communities, drawing 
attention to community resilience and the progressive rural nurses' pioneering spirit.

4. Conclusion

The health care system in Aotearoa New Zealand during the 1990s was subjected 
to major economic and a change to delivery models, especially in rural regions 
influenced by neo-liberal political philosophy [3]. Rural nurses put a stake in the 
ground with the aim of responding to these changes and enabling equity – exploring 
new practice models to ensure that the best levels of healthcare were available. The 

Figure 5. 
Chatham Island industries: Hotel, fish factory and sheep penned for embarkation. Source: Martin London 
Photography (published with permission).
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aim of this chapter has been to report on a research project that set out to capture the 
unique stories from rural nurses from Aotearoa New Zealand with the aim to make 
visible their practice. Narrative inquiry has provided a depth of meaning to the rural 
nurse experience and uncovered the discourse of rural nursing in New Zealand in the 
twenty-first century adding to the international rural nursing discourse. Narrative 
inquiry methodology recognises the power that story has, to explore meaning, make 
connections, entertain, and build empathy and share with others. This methodology 
has provided a depth of meaning to the rural nurse experience; the data analysis and 
research findings demonstrate that rural nurses have maintained and, in some cases, 
improved the health care of these rural communities in Aotearoa New Zealand. This 
rural nursing discourse identified in this research identifies the rural nurse with 
pioneering spirit; as an entrepreneurial practitioner involving what nurses’ express, 
as the ‘rural way’. From their innovative practice emerged the contemporary identity 
of the nurse practising in the rural context which has uncovered the discourse of rural 
nursing in New Zealand in the twenty-first century and amplified rural nurse voices. 
This pioneering spirit initially identified in the 1990s has continued in a similar vein, 
during the COVID-19 pandemic into the 2020s. It is now timely to add to the interna-
tional dialogue a specific New Zealand discussion and discourse.
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Chapter 9

Strategies towards Empowering 
Nurses on the Rational Use 
of Antiretrovirals in Children 
Initiated and Managed on Therapy 
in Rural Primary Healthcare Clinics 
of South Africa
Linneth Nkateko Mabila, Patrick Hulisani Demana  
and Tebogo Maria Mothiba

Abstract

HIV has affected the health and welfare of children and undermined the suc-
cess of child survival in some countries. The introduction of antiretroviral therapy 
(ART) in managing HIV is one great public health success story. ART has com-
manded increased survival for people living with HIV (PLHIV). Barriers to achiev-
ing ART outcomes in children have been simplifying the prescribing process for 
non-paediatricians, such as medical doctors and nurses familiar with prescribing 
ART for adults but involved in treating children, particularly at the primary health 
care level. And the lack of appropriate antiretroviral formulations for children. The 
calculation of individualised doses for liquid oral ARVs for children at each clinic visit 
is considered complicated and time-consuming. ART failure among children seems 
to be an under-recognised issue, and adherence to treatment guidelines is reported 
to be a challenge among nurses caring for children and PLWHIV. Rational medicine 
use is essential to ensure the success of pharmacologic interventions. The attainment 
of ART goals depends on the effective use ARVs as recommended in guidelines. It is 
pivotal that nurses be empowered with strategies aimed at promoting the rational use 
of antiretrovirals.

Keywords: rational antiretroviral therapy use, children, nurses, rural primary 
healthcare clinics, antiretrovirals, South Africa

1. Introduction

The concept of rational use of medicines is old. It dates to 300 BC when the 
 physician Herophilus said that “medicines are nothing in themselves but are the very hands 
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of God if employed with reason and prudence” [1]. For many years, the rational use of 
medicines has been regarded as one of the critical principles of effective and quality 
health care [2, 3]. In 1985, the World Health Organisation (WHO) convened an expert 
meeting on the rational use of drugs, from which the rational use of drugs was defined 
as a contextual picture where “Patients receive medications appropriate to their clinical 
needs, in doses that meet their requirements, for an adequate period, and at the lowest cost to 
them and their community” [4]. The World Bank also defines the rational use of medi-
cal care as two fundamental principles, such as using medicines in accordance with 
scientific evidence for efficacy, safety, and compliance as well as the cost-effectiveness 
of the medicines in use within the constraints of a particular health system [4, 5].

Although the World Bank definition considers the financial capacity of medicine 
use in different countries, the WHO advocates using medicines at the lowest possible 
cost, regardless of the healthcare system [5]. The WHO and World Bank definitions 
are primarily based on therapeutic and medical perspectives. Reasonable use of drugs 
can also be seen from the consumer or patient’s point of view. What is considered ben-
eficial from a medical point of view may be regarded as unreasonable by the patient 
and vice versa [6]. From a medical point of view, improper use of drugs can begin in 
one of four major stages (Figure 1) of the medicines use cycle [2].

Even though half of the patients take almost half of their medicines correctly, half 
of all medicines are inappropriately used worldwide. The inappropriate use of medi-
cines leads to resistance development, medication therapy problems, and increased 
medicine and treatment costs [7]. Therefore, both medical and patient perspectives 
need to be considered to gain a complete understanding of the rational use of drugs.

2. History of antiretroviral therapy in South Africa

When the South African national Antiretroviral Therapy (ART) Program was 
launched in 2004. It was utterly dependent on the hospital’s HIV clinic, where ART 
services were provided exclusively by medical doctors [8–10]. This means that ART 
and care at SA at the time were limited to several selected accredited health clinics due 

Figure 1. 
Medicine use cycle.
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to the presence of doctors in these clinics. Most public clinics were run and operated by 
nurses, so ART services were only seen in hospitals. The doctor then managed the ART 
program, performed a health examination, and initiated and prescribed treatment 
for the patient in need. Nurses were not allowed to treat HIV patients or prescribe or 
administer ART [10]. This practice resulted in the overcrowding of hospital facilities 
following an increasing demand for HIV care with limited personnel. Consequently, 
poor management of patients on ART necessitated the decentralisation of services to 
PHC clinics, rendering nurses essential to managing patients living with HIV [11–14].

Hence, managing the HIV/AIDS pandemic made SA struggle to reply to the 
troubling impact of HIV/AIDS in conjunction with upholding its democratic mandate 
to give equitable access to health services progressively. These challenges forced the 
government to rethink and reorganise its health resources and systems because of the 
reconsideration of the roles and responsibilities of nurses within the management and 
care of chronic and complicated diseases [15]. For example, in April 2010, ART was 
granted a presidential mission stipulating that ART is currently available in all 5500 
South African public clinics. It required SA to revise the HIV treatment guidelines in 
2010 and request nurses in primary care clinics to enrol for the Nurse-Initiated-and-
Managed Antiretroviral Therapy (NIMART) training [16]. The mandate also meant 
that nurses should be trained to prescribe and treat patients with ART. NIMART has 
changed the role of HIV treatment and management.

The spread of HIV has led to innovations in the areas of nurse training, job shifts, 
retention, and practice. This expansion of HIV services was designed to meet the 
urgent needs of prevention, care, and treatment and embrace the vision of decentral-
ised HIV services to PHCs [15]. Van Damme et al. [17] emphasise that the adoption of 
ART to reasonable levels, like primary health care, has increased ART access for PLHIV.

Following the implementation of task shifting, it was reported that a total of 2552 
public clinics were involved in initiating and caring for patients on ART by April 2011. 
By March 2015, this number had reached 3591 public clinics [18]. As the numbers 
grew, training needed to be widened and improved since NIMART required nurses 
to assess, diagnose, and manage patients with HIV. Nurses, therefore, need to be 
equipped with skills such as history taking, physical assessment, interpretation of 
laboratory results, and knowledge about the pharmacological interaction of antiretro-
viral drugs [19]. The main reason for this integration approach was that in SA, PHC is 
an identified level of care that reaches most South Africans. Therefore, it is a relevant 
platform for the ART programme to reach all those in need [20].

Crowley and Stellenberg [21] cautioned that, even though HIV services are a decisive 
part of PHC, public clinics need to be sufficiently equipped for them to be able to pro-
vide quality HIV services to children on ART. This seems to be a global challenge in that 
Portillo et al. [22] highlight a San Francisco reality that the increasing demand for PHC 
services and the current healthcare personnel shortage is foreseen to cause compelling 
reductions in the number of healthcare professionals who are competent to provide HIV 
care. Moreover, Meyers et al. [23] had foreseen this situation and said that “there has been 
a dramatic increase in ART access for HIV-infected children in SSA”. However, the avail-
ability of adequate care and treatment programs remains limited. Hence, it is essential 
to note that the decentralisation of services to rural PHC facilities without the provision 
of sufficient Human Resources (HR), as well as constant support, could compromise the 
quality of care provided to patients at this level with long-term repercussions for reach-
ing the National strategic plan (NSP), strategic developmental and global health goals.

Meyers et al. [23] emphasised that essential HIV care, treatment services, and mana-
gerial support are vital components for ensuring quality services. Furthermore, they 
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highlight that the provision of ART at the PHC level should be supported with human 
resources and the implementation process of comprehensive models to decentralise HIV 
care effectively. In the era of Sustainable Development Goals (SDGs), the UNAIDS set 
countries the ambitious “90-90-90” target of eradicating global infection with HIV by 
2030. This required that by 2020, 90% of people living with HIV would know their status, 
90% of whom would be on ART, and 90% of the latter would be virally suppressed [24].

3.  HIV care in children and the prevention- of -mother- to- child-  
transmission

The SA programme for the prevention- of -mother- to- child- transmission 
(PMTCT) of HIV has, in recent years, achieved noteworthy successes in ensuring 
good outcomes for pregnant women living with HIV and reducing the risk of vertical 
HIV transmission to their children [25]. Despite having a persistently high antenatal 
HIV prevalence of around 30%, South Africa (SA) has made excessive developments 
in reducing the vertical transmission of HIV in children, especially in their first two 
months of life, from around 23% in 2003 to about 0.7% in 2019 [26]. Improving ART 
access during antenatal care has contributed significantly to this success. The integra-
tion of ART initiation into Antenatal Care (ANC) is associated with higher levels of 
ART initiation during pregnancy [27]. Still, it has led to an increase in the relative 
proportion of vertical transmissions due to breastfeeding in the first six months post-
delivery [26].

4. Complexities in the management of children on antiretroviral therapy

The introduction of the NIMART programme in rural clinics brought the emergence 
of new challenges regarding prescribing and dispensing ART by nurses [28]. The 
Millennium Development Goals (MDGs) era also confirmed that children living with 
HIV continue to have less access to HIV services than adults [24]. Issues of ARV toler-
ability and access to formulations appropriate for children also remain. For instance, the 
Lopinavir/ritonavir (LPV/r) formulation is very unpleasant to taste. Infants often tend 
to tolerate it when their taste buds are still undeveloped but spit or vomit it out as the 
taste buds develop and they grow older [29, 30]. In South Africa, only in 2020 did the 
LPV/r pellets become available in the state and private sectors. These pellets are devel-
oped to overcome challenges with administration and storage experienced with the 
previously available tablet and syrup formulations for paediatric HIV patients [30, 31].

5. The goal of antiretroviral therapy in children

ART aims at reducing the rate of replication of HIV and breaking its progression 
into AIDS [32–36]. The use of ART is the basis of clinical interventions that can be used 
to prevent the transmission and progression of HIV infection in people living with 
HIV/AIDS. Even though ART does not destroy the virus and cannot cure HIV or AIDS-
related illnesses, it significantly reduces the viral load. It slows disease progression, thus 
increasing the life expectancy and quality of life of PLHIV [37]. Furthermore, when 
effectively used in children, ART has been shown to improve growth and virologic and 
immune responses [38–42]. Mortality due to HIV infection in children has meaningfully 
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decreased in the era of effective ART [43, 44]. Quality of life is an essential ART out-
come [45] in developing countries that have not been solved yet. The range of HIV/AIDS 
problems measured by the number of affected children is extensive [46].

6. Challenges with antiretroviral therapy

A noted obstacle towards achieving widespread paediatric ART coverage has been 
the simplification of the prescribing process for non-paediatricians, including medi-
cal doctors and nurses who are more familiar with prescribing ART for adults but also 
involved in initiating and managing children on ART, particularly in rural primary 
care levels of South Africa [31]. The calculation of individualised doses for children, 
especially for liquid oral ARV formulations for infants or young children at each clinic 
visit using the current weight or body surface area, is also observed to be a compli-
cated and time-consuming process for nurses in resource-limited settings [31, 47]. 
The development and updating of an integrated weight-based ARV dosing chart for 
children based on WHO guidelines and adapted for the ARV formulations available in 
South Africa has contributed to building confidence among prescribing clinicians and 
pharmacists and helped facilitate children’s access to ART [31].

6.1 Adherence to ART in children

The main goal of antiretroviral therapy is to reduce the viral load (VL) in the 
blood to undetectable levels. Over the decades of ART, various scientists have 
determined that adhering to this treatment is essential for patients to experience the 
full benefits of ART, which include the overall and permanent suppression of viral 
replication, reduced destruction of CD4 cells, the prevention of viral resistance, the 
promotion of immune reconstitution, and a decreased disease progression. ART 
improves the prognosis of people living with HIV and reduces HIV-related morbidity 
and mortality, as well as the development of other opportunistic infections [48–50]. 
DiMatteo [51] defines this as the extent to which a patient’s drug-consuming behav-
iour aligns with the doctor’s recommendations. Although essential, ART compliance 
is often challenging for people treating ART, especially children. Factors affecting 
a children’s ART compliance include (i) the caregiver, (ii) the child himself, (iii) 
the prescribed medication or treatment, (iv) socio-economic status, and (v) the 
provision of services [51–55]. The degree to which patients are compliant with their 
treatment regimen is an essential determinant of clinical success [56, 57].

There is no generally accepted measure of ART compliance, and each method has 
various strengths and weaknesses, as well as cost, complexity, accuracy, accuracy, 
aggression, and bias. Therefore, developing real-time ART adherence monitoring 
tools can change the development of new preventive strategies to improve adherence. 
Ultimately, applying these strategies may prove to be the only cost-effective way 
to reduce morbidity and mortality in individuals and reduce the likelihood of HIV 
transmission and the emergence of resistance in the community [58].

6.2 Medication errors

Aronson has since 2009 defined medication errors as a failure in the treatment 
process that leads to or has the potential to harm the patient. Furthermore, he empha-
sises that medication errors can take place;
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i. Whilst deciding which medicine and dosage regimen to use. These are 
often referred to as prescribing faults, and they encompass irrational, 
inappropriate, and ineffective prescribing, under-prescribing, as well as 
over-prescribing,

ii. When writing the prescription (prescription errors),

iii. During manufacturing of the formulation (wrong strength, contaminants, or 
adulterants, wrong or misleading packaging),

iv. Whilst dispensing the formulation (wrong drug, wrong formulation, and 
wrong label),

v. During administering or taking medicine (wrong dose, wrong route, wrong 
frequency, and wrong duration),

vi. Whilst monitoring therapy (failing to alter therapy when required, erroneous 
alteration).

These errors can be categorised with the help of psychological classifications 
such as knowledge, rules, behaviour, and memory-based errors. Dosing mistakes can 
sometimes be serious, but often they are not trivial. However, system failures that 
lead to minor errors can later lead to fatal errors, so it is essential to identify them. 
Velo and Minuz [59] predicted that bug reporting should be encouraged by creating 
an impeccable, non-immunity environment. In addition, prescription mistakes are 
irrational, inappropriate, and ineffective. There are also recipe spelling mistakes, 
including the indecipherability of the written recipe. Avoid dosing mistakes in 
balanced prescribing, that is, the use of drugs adapted to the patient’s condition and 
dosages that optimise the ratio of benefit to harm within the uncertainty associated 
with therapeutic decisions.

In clinical practice, the separation of prescribing and dispensing activities is 
considered a “safety mechanism to ensure an additional independent assessment of the 
proposed therapy before the patient begins treatment” [60]. In some settings, such as 
rural areas with limited health personnel [61], dispensing may be carried out by the 
prescriber, such as dispensing nurse(s). This is considered “non-ideal and may promote 
irrational prescribing, especially if the prescriber stands to gain financially” [62].

When the prescribing and dispensing functions are separated, proper thera-
peutic knowledge of the dispensing process is essential to check the prescribing 
gap and provide the prescriber with necessary recommendations or interventions. 
Therefore, contact between the prescriber and the patient is important because it 
can significantly impact the patient’s medicine use practice. For example, compli-
ance may improve only if the patient understands the importance of taking the 
medication, can follow the instructions appropriately, and is aware of the risk of 
non-compliance [63, 64].

On the other hand, the WHO advocates that “the rational dispensing principle 
should be followed to ensure that patients receive adequate information regarding the 
use of dispensed medicines to achieve the desired benefits. For instance, if dispensing 
practices such as counting, packaging, and labelling is poorly executed; they are likely to 
impact the patient’s confidence in the dispensed products, and subsequently compliance 
to therapy” [65, 66].
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7. Healthcare professionals’ compliance to treatment guidelines

The appropriate use and monitoring of ARVs have resulted in the enhancement 
of patient’s quality of life [67]. The implementation of task-shifting in South Africa 
and the decentralisation of ART [68] brought forth noticeable evidence of improved 
health outcomes, quality of care, and patient satisfaction for PLHIV [69, 70]. In South 
Africa HIV treatment guidelines, standard treatment guidelines and essential medi-
cine lists are in place as a monitoring and support tool for healthcare professionals 
to ensure that they appropriately prescribe medicines and can provide good quality 
care to PLWHIV. There is also a recent (2019) South African National Guideline for 
the Prevention of Mother-to-Child- Transmission outlining three major strategies for 
programme improvement. These strategies aim at

1. “the prevention of primary HIV infection and unintended pregnancies in women of 
childbearing potential,

2. the improvement of maternal viral suppression rates at delivery and in the post-
delivery period through potent, well-tolerated antiretroviral regimens, strategic use 
of maternal viral load monitoring, linking of mothers to post-delivery HIV care, and 
integration of mother-infant health care, and

3. the provision of enhanced prophylaxis to infants of mothers with elevated HIV viral 
loads in the breastfeeding period, while every effort is made to regain maternal viral 
suppression” [26].

Patient safety is a strategic goal and a central value in nursing practice. It is 
provided through an error-free medication administration which is essential towards 
achieving positive patient clinical outcomes for patients. In practice, there are there-
fore a set of guidelines that nurses are required to follow to ensure patient safety. Even 
though the nurses’ adherence to treatment guidelines and factors associated with 
non-adherence to treatment guidelines among nurses remain under explored [71, 72]. 
Studies demonstrate a suboptimal adherence to guidelines by all prescribers, and a 
need for training on the use of these guidelines as well as improved monitoring of 
compliance at PHC level has been identified [71–73].

8. Strategies for addressing the irrational prescribing of medicines

Generally, the irrational prescribing of medicines is considered a “disease” that 
is difficult to treat even though it is possibly preventable [74]. Therefore, there are 
several strategies that are aimed at changing patients and prescribing behaviour to 
encourage the rational prescribing of medicines. These strategies can generally be 
grouped into targeted or system-oriented approaches [2]. Targeted methods include 
educational, business, and system-oriented strategies include regulatory and eco-
nomic interventions [2, 74, 75]. Educational interventions are often aimed at persuad-
ing or informative, including printed matter, seminars, or face-to-face contact [76].

Inappropriate medicine management occurs at all levels of the healthcare system, 
both in hospitals and primary health care. The factors influencing the irrational use of 
medicines are usually very complex. They are associated with the attitudes of prescribers 
who are often convinced of the effectiveness of a particular therapy without considering 
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other alternatives, too much staff responsibilities, patient’s pressure on the use of a 
specific drug, lack of knowledge in the field of pharmacoeconomics, and others [77].

According to Wettermark et al. [78] educational interventions can affect the 
knowledge and awareness of prescribing physicians. Still, their effectiveness in 
behavioural change remains modest when not combined with other strategies. On 
the other hand, managerial techniques are specially aimed towards guiding practice. 
Such managerial interventions that can be hired consist of monitoring, supervision 
and feedback, the usage of a restrictive drug treatments list, drug utilisation reviews, 
or the usage of based prescription forms [75]. An example in this case is the “Swedish 
Wiselist”. This is the Essential Medicines List (EML), which adheres to only 200 
medicines to increase physician familiarity with quality medicines and reduce costs, 
complemented by regular medical oversight to specialists [79]. Economic strategies, 
on the other hand, aim to promote positive financial incentives while eliminating the 
awkward incentives of prescribing physicians [80]. Embrey and Hogerzeil [2, 75] 
say that economic interventions could include introducing significant changes to the 
healthcare provider’s reimbursement system or banning prescribing drug sales.

In South Africa, to meet the basic constitutional human rights to health care, the 
new government commissioned a committee that specifically looked at medicine 
issues, this gave rise to the National Drug Policy (NDP) of 1996. The aim of the NDP 
is to address deficiencies such as the irrational medicine use, inaccessibility to medi-
cines and cost-ineffectiveness treatment, and inefficient procurement and logistic 
practices to “ensure an adequate and reliable supply of safe, cost-effective drugs of 

Figure 2. 
Rational ARV prescribing cycle (adapted from the WHO-6-step of rational prescribing a guide to good 
prescribing).
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acceptable quality to all citizens of South Africa, thereby promoting the rational 
use of drugs by prescribers, dispensers, and consumers”. The NDP allowed for the 
provision of the Provision of the EML guided guided by the Standard Treatment 
Guidelines (STGs) through the National Essential Drugs Programme [81].

For the intervention to be very effective, it should be targeted at the clinic or pre-
scribers who have the utmost need for improvement, with a particular focus on the 
identified prescribing behaviours [2, 75]. In some cases, several interventions may often 
be required to make the necessary changes. Again, it is worth noting that the efforts 
to promote rational medical care and prescribing should be multifaceted, including 
the address of aspects of patient and community behaviour [82, 83]. The six steps 
method of pharmacotherapy education promoted by the WHO (see Figure 2) need to 
be executed in every medical and nursing curriculum “as part of an integrated learning 
program which has positive effects on medical students’ knowledge of basic and applied 
pharmacology, pharmacotherapy skills, and satisfaction and confidence in prescribing.” [84].

9. Strategies for promoting the rational use of antiretroviral therapy

Failure of ART in children is an underestimated problem and is not adequately 
addressed by paediatrics and HIV treatment programs. The failure rate of paediatric 
ART in facilities with limited resources ranges from 19.3% to over 32%, so a com-
prehensive analysis of the causes of failure and an approach to addressing impaired 
adherence to treatment are urgently needed [85, 86].

Studies by Davies et al. [87] and Bunupuradah et al. [88] indicate that a high 
proportion of virological failures were observed in children in an established HIV pri-
mary care environment. These studies also found that the average age at which ART 
began in this cohort of primarily vertically infected children was 3.4 years, and the 
need to identify HIV-infected children early is latent. It suggests that you are missing 
out on the opportunity for a typical diagnosis. In addition, one-third of these children 
are said to have never achieved virological suppression since they were initiated on 
treatment. An inadequate system can explain this persistent viremia in the clinic to 
find a failed child or the lack of clinician knowledge or convenience to manage high 
viral loads. This is well reflected in the proportion of children (80%) who remained 
unchanged despite long-term antiretroviral therapy failures. One-fifth of patients 
aged 10–15 years were not fully disclosed at the start of the study, and this is a known 
risk factor for ART failure in children [87, 88].

These researchers also emphasise that VL testing in children on ART in resource-
constrained environments should be prioritised over monitoring CD4 cell counts to 
reduce the time it takes for treatment to fail. They also suggest that this facilitates the 
appropriate conversion of children to secondary ART therapy and minimises immu-
nological disorders. In addition, clinicians need to understand that the most important 
factor in good paediatric HIV management is achieving reasonable compliance 
[89]. Furthermore, they point out that easier ways of supporting adherence are very 
important in frequently visited clinics. This has been shown to significantly improve 
the quality of patient support that children and their caregivers receive. It is crucial 
for the nurses to keep in mind that adherence support should not be initiated when a 
child has a high VL. Very often, proper basic counselling on adherence is not provided 
until the child fails treatment, so once the child reaches a developmental milestone, 
proper counselling should be initiated and reassessed at the beginning of ART. Regular 
and continuous counselling is essential for paediatric patients, as the psychosocial 
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situation of paediatric patients often changes and new barriers to adherence usually 
arise [90]. Providing paediatric antiretroviral care, particularly at PHC clinics, has dis-
tinct obstacles. One of these is a shortage of staff, which includes staff that is comfort-
able dealing with children [91]. Paediatric ART failure is an under-recognised issue 
that receives inadequate attention in the field of paediatrics and within HIV treatment 
programmes. With paediatric ART failure rates ranging from 19.3% to over 32% in 
resource-limited settings, a comprehensive evaluation of the causes of failure, along 
with approaches to address barriers to treatment adherence, is urgently needed [90].

In summary, one-third of children aged 0–19 in two HIV clinics with expanded 
primary care failed to achieve antiretroviral therapy, and 33% did not achieve virus 
suppression after the initiation of ART. Hence, by addressing the core deficiencies in 
paediatric HIV care, such as insufficient early diagnosis of HIV-infected children, lack 
of VL monitoring and clinician comfort in responding to high VLs, and the unstruc-
tured and inadequate adherence counselling, we will start to achieve durable VL 
suppression in children and control this silent epidemic [91]. This will help HIV/AIDS 
programmes to achieve long-lasting VL suppression within the paediatric HIV popula-
tion and curb this silent epidemic. An effective response to the challenges of HIV treat-
ment failure in LMICs must include reductions in the cost of second-line agents [92].

The strategies should be comprehensive, evidence-based, and focused on the 
rational long-term use of ART in children and adolescents [93–95]. Although early 
mortality and retention in care has been identified by different scholars as early as 
the year 2002 to be remaining as a significant challenge in HIV programmes, the 
majority of reports from low- and middle-income countries (LMICs) had in the 
past decade shown encouraging immunological, virological, and survival outcomes 
[96–103], with lower than expected reported rates of switching to second-line ART 
regimens [104, 105], and this was back then attributed to being in part due to actual 
rates of treatment success, but mainly because of the limited access to both virological 
monitoring and the unavailability of second-line antiretroviral drugs [105]. In a study 
by Orrell et al. [106], clinicians were found to be reluctant to switch treatments due 
to the cost of the regimen, the complexity of the regimen, the inconvenience, and 
the lack of subsequent treatment options. With the maturation and expansion of the 
cohort and increased access to virological monitoring and second-line treatment, an 
increased failure rate of diagnosed treatment and a switch to second-line treatment 
were expected [107]. This is because the cost of second-line treatment is higher than 
the cost of first-line treatment. These increases are due to the HIV treatment pro-
grams [108–110]. Elliott et al. [111] identified the need for rational ART use in LMICs, 
which relies heavily on accurately identifying medical malpractices and optimising 
the timing of the clinician’s switch to alternative therapies. In addition, consider vari-
ous factors such as availability, risk, and benefit substitution to assess the risk of HIV 
drug resistance and reduced therapeutic efficacy, immunological and clinical progres-
sion, and inappropriate early switching of patients. Rivera et al. [112] indicated that 
HIV resistance develops due to low ARV drug levels because of several factors and 
variations in drug absorption and metabolism and noncompliance owing to adverse 
effects or a poor understanding of the importance of the medication. The monitoring 
of VLs must guide effective treatment [113]. Hence, the recommendation is that the 
following two conditions are adhered to: Firstly, adequate plasma drug levels must 
be maintained as results may be inconclusive if adherence is not satisfactory or if the 
prescribed regimen has not been followed. In addition, the quality of drugs, bioavail-
ability, and drug-drug interactions can affect the outcome. Secondly, the availability 
of alternative medicines must be assured [113].
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10. Adherence to HIV treatment guidelines

The appropriate use and monitoring of ARVs have resulted in the enhancement 
of patient’s quality of life. However, Elliott et al. [111] contend that the complexity 
of treatment regimens, over and above a multitude of factors such as drug intoler-
ance, poverty, and the level of education of patients, directly influenced the lack 
of adherence. This also directly influences resistance and treatment failure. Hence, 
the rational use of ART in LMICs is critically dependent on clinicians’ precise 
detection of treatment failure [111]. The proper use and monitoring of ARV has 
dramatically improved the patient’s quality of life in recent years. However, the 
complex nature of these therapies, in addition to various factors such as drug 
resistance, socio-economic status, and the level of patient education, can reduce 
patient compliance and increase resistance and treatment failure potential. On 
the other hand, prescribing errors in ART management are said to be common in 
inpatients [114].

The rational use of ART in LMICs relies heavily on the accurate detection of TF 
and optimisation of the timing of switching to alternative therapies. Monitoring 
and switching strategies aim to balance the risk of HIV drug resistance with reduced 
efficacy of second-line treatment, immunological and clinical progression, and 
inappropriate early switching. Current and future status of alternative therapies and 
general medicine availability [111].

There is no well-established link between antiretroviral usage and the develop-
ment of virological, treatment, and immunological failure, except that virologic 
failure is highly dependent on the patient’s adherence to the prescribed antiret-
roviral treatment. To the researcher’s knowledge, the inappropriate use of ARVs 
by  prescribers is a topic that has never been explored, especially evaluating its 
impact on the clinical outcomes it might pose to children on ART. When looking 
at antibiotics as an almost similar class of drugs to ARVs, the literature highlights 
that the well-established link between antimicrobial usage and the development of 
resistance emphasises the importance of developing strategies to improve anti-
microbial prescribing. It further highlights the possible reasons for inappropriate 
prescribing: lack of education, misinterpretation of results, prescribing etiquette, 
and medication errors. These contribute to the increase in morbidity and mortal-
ity, the development of antimicrobial resistance, and healthcare costs to such 
an extent that studies have proven the importance of antimicrobial prescribing 
[115–117].

Similar to antimicrobials, there is no established nor existing reference for mea-
suring the appropriateness of ART use. [118] highlight that compliance with local, 
national, and international guidelines as the standard for appropriate therapy is 
increasingly utilised to reduce subjectivity. Moreover, evaluating compliance to treat-
ment guidelines provides a reproducible method for large-scale evaluations across 
multiple facilities, especially when sharing similar treatment guidelines such as the 
consolidated national guidelines for managing HIV/AIDS [119].

The appropriateness of every antiretroviral prescribed can be assessed accord-
ing to classic criteria established for antimicrobial evaluation by Kunin, Tupasi and 
Craig [120] (see Table 1). Even though this criterion seems outdated, it has since 
been used and relied upon by many established researchers in appropriate antimi-
crobial use; for example, researchers such as Dailey et al. [121], Bishara et al. [122] 
and van Bijnen et al. [123] have all conducted their studies following this criterion 
depicted in Table 1.
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11. Good medical record-keeping in HIV/AIDS management

Inaccuracy in prescription writing, poor legibility of handwriting, the use of 
abbreviations and incomplete prescriptions contribute to the poor keeping of medical 
records. For example, omitting the total volume of the prescribed syrup or solution or 
the duration of the prescribed medicine can lead to misinterpretation by healthcare 
personnel. This can result in medicine dispensing and administration errors [59]. 
Hence, good nursing practice requires detailed record-keeping that is comprehensive, 
timely, and accurate. Because, without complete recording, there is no evidence to 
prove that medical care was offered to the patient [124, 125].

This is supported by the saying in nursing practice that ‘what is not recorded has 
not been done” [51]. Medication errors are common in general practice and hospitals. 
Both errors in the act of writing (prescription errors) and prescribing faults due to 

Action Description

Appropriate indication Correct choice in presence of one or more of the following):

1. Tuberculosis

2. Severe malnutrition

3. Neonates <28 days of age

4. Infants weighing <3 kg

5. Hepatitis

Correct choice of 
antiretroviral drug and 
correct administration and 
dosing instructions

Inappropriate indication Inappropriate decision

• Selected regimen not suitable for the patient’s age

• Selected regimen not suitable for the patient’s weight

Inappropriate choice

• Different ART needed, than what is prescribed:

 ◯ unnecessary divergence from HIV/AIDS treatment guidelines

 ◯ regimen spectrum was overly broad

 ◯ regimen spectrum was not broad enough

Incorrect use

• Incorrect dose

• Incorrect dosing frequency

• Incorrect route of administration

• Incorrect duration of therapy

• Incorrect quantity dispensed

Insufficient information

• No information on whether ART switching was necessary

• Insufficient clinical information on whether ART switching was needed

Inappropriate indication

• Inappropriate decision on regimen selection

• Inappropriate choice of antiretroviral(s)

• Incorrect use of antiretroviral(s)

Table 1. 
Criteria for categorising the appropriateness of ART use in children (adapted from Kunin et al. [120]).
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erroneous medical decisions can result in harm to patients. Any step in the prescrib-
ing process can generate errors. Slips, lapses, or mistakes are sources of errors, as in 
unintended omissions in the transcription of drugs. Faults in dose selection, omit-
ted transcription, and poor handwriting are common. Inadequate knowledge or 
competence and incomplete information about clinical characteristics and previous 
treatment of individual patients can result in prescribing faults, including the use of 
potentially inappropriate medications. An unsafe working environment, complex or 
undefined procedures, and inadequate communication among healthcare personnel, 
particularly between doctors and nurses, have been identified as important underly-
ing factors contributing to prescription errors and prescribing faults. Active inter-
ventions aimed at reducing prescription errors and prescribing faults are strongly 
recommended. These should be focused on the education and training of prescribers 
and the use of online support. The complexity of the prescribing procedure should 
be reduced by introducing automated systems or uniform prescribing charts to avoid 
transcription and omission errors. Feedback control systems and immediate review of 
prescriptions, which can be performed with the assistance of a hospital pharmacist, 
are also helpful. Audits should be performed periodically [51]. The inappropriate 
keeping of medical records can influence patient management and the endurance of 
medical care, leading to inadequate health care [126]. Therefore, the appropriate use 
of ARVs requires the nurses’ understanding of good medical record-keeping and the 
importance of it in ART management. Patients’ clinical records, clinic records, and 
administrative records are the necessary nursing practice records. Medical records 
explain all relevant patient details such as the history, clinical findings, diagnostic 
test results, pre and postoperative care, patient’s progress, and pharmacological 
treatment. If written correctly, notes acquired in these records support a healthcare 
professional’s correctness of treatment [127]. The appropriate keeping of records is 
important in nursing care in that it provides clear evidence of the care plan, the deci-
sions made, the care delivered, and the information shared with the patient. It is a 
means of communication with multidisciplinary health team members [124–127].

12. Treatment support systems for the children on ART

The nurses in rural clinics need to facilitate local support systems for the parents 
and caregivers of children receiving ART, as well as identify local community support 
groups to support, help, and motivate the parents and caregivers of children receiving 
ART. Nurses need to remember that children depend solely on caregivers for adher-
ence, treatment administration, and presenting to the clinic for a collection of their 
antiretroviral treatment. Additionally, caregivers can be their primary parents, guard-
ians, older siblings, aunts, uncles, or grandmothers. As clinicians, you can support the 
parents/caregivers as they suffer emotional strain in caring for children on ART. Give 
information about support groups in the community of your facility. The emotional 
well-being of a parent/caregiver plays a huge role towards the child’s adherence to 
treatment [128–130].

13. Knowledge of the rational and irrational medicine use concept

Promoting the rational use of ARVs will require effective policies and efficient 
collaboration between health professionals, patients, and the entire communities. 
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An adequate understanding of the relevant aspects of ARV use among all stake-
holders is essential to drive collaborative efforts to address irrational ARV use. The 
tackling of irrational ARV use should be prioritised to improve healthcare delivery 
towards ensuring patient safety and allowing for optimal utilisation of the ARVs. 
Irrational prescribing often derives from a wrong medical decision because of a lack 
of knowledge or inadequate training. Adverse clinical outcomes can be related to a 
lack of knowledge or skill. Even the simple act of transcribing previous medications 
and collecting information as part of the medication history requires knowledge of 
pharmacotherapy and adequate information about the patient’s clinical condition. 
Equally, the choice of dose requires information about the patient’s clinical status and 
immediate verification of the appropriateness of treatment. The provision of con-
tinuous in-service training and mentorship on the rational use of ARVs is pivotal for 
nurses in PHC settings. In addition, the hospital’s Drug and Therapeutics Committee 
should regularly evaluate ARV usage patterns in these clinics [7].

14.  Lessons learned from South African primary healthcare ART 
programmes

In South Africa, initiating ART in primary care is the responsibility of  
NIMART-trained professional nurses. It is no doubt that the availability of NIMART-
trained nurses in PHC clinics has tremendously improved patients’ access to HIV 
services [18, 72, 131]. Task-shifting has brought paediatric ART initiation and man-
agement into the practice of NIMART-trained nurses. Therefore, the nurses must be 
equipped with the knowledge and skills vital for this role. The country also introduced 
the clinical mentoring manual for integrated services through the Department of 
Health [132], targeted mentorship introduced for nurses in primary health care, and it 
was found to enhance clinical expertise. Doctors or nurses can become clinical men-
tors if they undergo mentoring training. In addition, supervisory and mentoring sup-
port is viewed necessary to help improve nurses’ confidence in managing paediatric 
ART patients. Literature, however, reveals that the sustained success of this approach 
is dependent on factors such as adequate training and effective support systems [131]. 
Lessons learned from SA also revealed that training, mentorship, and clinical prac-
tice experience are associated with knowledge and confidence of NIMART-trained 
nurses regarding the provision of ART services to children. These studies therefore 
recommended “the strengthening of the current training and mentoring and ensuring that 
NIMART-trained nurses are provided with regular updates and sufficient opportunities 
for clinical practice” [71, 72, 131, 133–135].

15. Conclusions

The irrational use of medicines occurs at all levels of health care. This practice 
is also observed in hospital settings, and it contributes to a decrease in the patient’s 
quality of treatment and often causes negative health consequences. For this reason, 
it is essential to consider the adoption of appropriate training, mentorship, and 
support methods as a strategy for promoting the rational use of ARVs. These can be 
introduced in rural PHC settings to increase the safety and effectiveness of antiret-
roviral use. This approach has been witnessed in practice to lead to increased quality 
of life, improved patient care and confidence, and professional development because 
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appropriately trained nurses have been observed to experience work satisfaction due 
to the difference they make in patients’ lives.

Quality improvement strategies such as mentorship, clinic medical record audits, 
and automated prescribing systems where possible can be used to address knowledge 
gaps in practice.
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An Analysis of Institutional 
Maternal Death Audit Reports in 
the Western Region of Ghana
Marion Okoh-Owusu, George Kojo Owusu, Celia Brown  
and Frank Baiden

Abstract

Institutional maternal deaths in the Western Region of Ghana increased from 133 
in 2011 to 150 deaths per 100,000 live births in 2014. We reviewed available audit 
reports on deaths that occurred in 2014 in order to identify priorities for improve-
ment. We undertook a manual search for audit reports and used a structured ques-
tionnaire to extract information on the sociodemographic characteristics of patients 
and the circumstances of care and death. We entered and analyzed the data using 
EPI-INFO (v.7). Analysis was largely descriptive. Audit reports were available for 
75% of the 93 deaths recorded in the region in 2014. The mean (SD) age of death was 
28 (±8) yrs. The majority (80%) involved women who made at least three Antenatal 
Clinic (ANC) visits. Hypertensive diseases (35.8%), hemorrhage (31.3%) and sepsis 
(7.5%) were the leading causes of death. Most (82%) deaths occurred in hospitals, 
with almost 75% after 24 hours of arrival. Data completeness and consistency were 
the major limitations in the analysis. There is a need to improve institutional maternal 
health care in the region, with interventions designed to address the causes of mater-
nal deaths and to improve the survival of mothers and babies ultimately.

Keywords: maternal deaths, audit, mortality, descriptive, evidence-informed

1. Introduction

Globally 830 women die daily from preventable causes related to pregnancy and 
childbirth. Nearly all of these deaths occur in developing countries. Despite consider-
able efforts, maternal mortality in sub-Saharan Africa remains unacceptably high and 
falls short of the target set in Millennium Development Goals (MDGs) [1–3].

According to the Ghana Demographic and Health Surveys, maternal mortality in 
the country declined from 634 per 1000 live births in 1990 to 319 in 2015 [4, 5]. This 
represented an average annual rate of decline of 2.7%. Ghana has achieved this level 
of reduction in maternal mortality through the deployment of interventions that have 
improved access to maternal health services, including emergency obstetric care and 
skilled attendants at delivery. The most notable of the interventions was introduction 
of the fee-free delivery policy (FEP) in the country in 2005. This is reported to have 
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contributed to increased access to skilled attendants at delivery and reduced maternal 
deaths. Overall, however, Ghana failed to achieve the MDG target of attaining a 
maternal mortality ratio of 185 deaths per 100,000 live births by 2015 [6, 7].

A problem that has persisted throughout the implementation of the fee-free deliv-
ery policy has been high number of avoidable maternal deaths within health facilities, 
that is, institutional deaths. Progress in reducing institutional maternal deaths has 
been slow, with reports of sustained high numbers of avoidable deaths in health 
facilities in the country [8–11]. A case in point is the increase in institutional maternal 
deaths in the Western Region of Ghana from 133 to 150 deaths per 100,000 live births 
between 2011 and 2014. Reducing institutional maternal deaths will be important if 
Ghana is to achieve the target set in the Sustainable Development Goals (SDGs) of 70 
maternal deaths per 100,000 live births or less by 2030.

2. Maternal death audits

An important intervention introduced in Ghana in the early 2000s is the 
conduct of audits on all maternal deaths in health facilities in the country [12]. 
Such audits must be conducted within four weeks of the death, and hard copies of 
reports must be shared with District and Regional Health Management Teams [10]. 
The audits aim to establish the circumstances of death and identify service delivery 
factors that must be improved to prevent future deaths. All deaths are simultane-
ous to be entered into the District Health Information Management System-2 
(DHIMS-2), the backbone electronic data capture system of the Ghana Health 
Service (GHS).

While the information on all maternal health audits is expected to be shared at 
the regional and national levels, district and regional health management teams are 
also encouraged to periodically analyze the data that are made available to them to 
identify areas of generating generalizable knowledge and information to guide revi-
sions to policies and guidelines. This paper is a descriptive analysis of data available in 
maternal death audit reports submitted to the Western Regional Health Directorate in 
Ghana in 2014.

3. Methods

3.1 Study site

The Western Region is one of the ten administrative regions of Ghana. The region 
covers a land area of 23,921 square kilometers and is the fourth-largest region in the 
country. It has a population of about two and half million people, 24% of whom 
are women of childbearing age. The entire western boundary of the region shares a 
border with La Cote D’Ivoire. The region experiences the highest level of rainfall in 
Ghana, and most parts of the region are forest that is traversed by very poor roads. 
The capital of the Western Region is Sekondi-Takoradi. The Effia Nkwanta Hospital 
in the Sekondi-Takoradi metropolis (STM) is the main referral health facility in the 
region. In addition, each of the 22 districts/municipalities in the region has a hospital 
or health center that offers comprehensive maternal health services. Consistent with 
the guidelines of the GHS, all maternal deaths in the region must be subjected to audit 
by facility management teams. Audits are required to cover the history of pregnancy, 
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circumstances of death, and findings on the causes of death. The findings are to be 
reported on specially-designed maternal deaths audit forms. This information is 
expected to be entered into the District Health Information System Two (DHIMS-2) 
and transmitted to the regional and national levels. The DHIMS-2 is the electronic data 
capture system that serves as the backbone of institutional health service information 
management in Ghana. A copy of the report must also be sent to the regional level.

3.2 Data management, analysis, and limitations

The findings of the audit are recorded on specially-designed audit forms. The 
information is copied and transmitted to the district and regional health administra-
tion for collation and analysis. In addition, periodically teams from the regional health 
administration travel to the various districts and sub-district health facilities to verify 
submitted audit reports and follow-up on actions taken on the basis of the findings.

For the purpose of the work presented here, data were extracted from all audit 
forms submitted to the Regional Health Administration in 2014. Where feasible, 
information was corroborated with data in the DHIMS-2. The data from the forms 
were entered into computer using a platform created in EPI-INFO version 7. Analysis 
was largely descriptive and included computation of mean age of death, maternal 
mortality ratio, and extent of data adequacy.

An important limitation to the extent of analysis is the extent of data completeness 
for different variables. The effect of this is the use of different denominators for some 
variables (reported in the “Results” section). The absence of comparator data from 
overall (all pregnant women) maternal services against which the findings could be 
compared and inferences drawn was yet another limitation.

4. Results

A total of 93 maternal deaths occurred in 2014, and all the deaths were entered 
into the DHMIS-2 by December 2016. At least one maternal death was recorded in 
15 out of the 22 districts in the region. However, at the Regional Health Directorate, 
audit reports were available for 67 (72%) of deaths, and all 67 were from 9 out of the 
22 districts/municipalities (Table 1). The number of deaths recorded in the DHIMS 
and the number of deaths reported to have been audited as per the DHIMS were con-
sistent with the number of actual reports available at the Regional Health Directorate 
in only 9 out of the 22 (41%) districts/municipalities. Among these nine district, 
seven had recorded no deaths (Figure 1).

The total number of audited maternal deaths for STM (60%) represents the highest 
number of deaths recorded in a district. It was followed by Ellembelle district, which 
also recorded 13 deaths in the DHIMS (DHIMS-2, 2017b) but reported 10 (15%) cases 
of audited maternal deaths. The highest maternal mortality ratios were recorded in 
the regional hospital in Sekondi-Takoradi (355/100,000 live births) and the districts 
hospitals Ellembelle (231) and Jomoro (146) (Table 1). Per population of women of 
childbearing age, however, the Ellembelle district recorded the highest of 45 deaths per 
100,000 women, with the STM recording 25 deaths per 100,000 women.

The median and mean ages of women were 27 (range of 13–51 yrs) and 28 yrs., 
respectively. The age distribution was as follows: 10/67, 5% (less than 19 yrs); 45/67, 
67% (20–35 yrs); and 12/67, 18% (above 36 years). In all the districts, deaths occurred 
among women who were regular Antenatal Clinic (ANC) attendants. Seven (18%) 
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women in the cases in the Sekondi-Takoradi metropolis were non-ANC attendants. 
Overall, 80% of cases involved women who made at least three ANC visits.

The leading causes of death were hypertensive diseases (24 out of 67 cases, 36%), 
hemorrhage (31%), and sepsis (8%) (Figure 2). Nearly all (96%) of the cases of 

Figure 1. 
Maternal deaths and number audited in 2014 as per different sources of record in the Western region of Ghana.

Figure 2. 
Causes of maternal deaths in the Western region of Ghana in 2014.
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hypertension-related deaths occurred in the Sekondi-Takoradi (18 cases, i.e., 78% 
of cases) and Ellembelle (4 cases, i.e., 17% of cases). In contrast, at least one hemor-
rhage-related death occurred in each district and municipality, with STM having the 
highest proportion of 43%, followed by 24% in Ellembelle (Table 2). All the cases 
of sepsis-related deaths occurred in the Sekondi-Takoradi municipality and Wiawso 
district. In 61% (34 out of 55) of cases, death occurred during the postpartum period. 
In 36 (54%) cases, deliveries resulted in live births.

The majority 82%, that is, 48 out of 59 cases of deaths, occurred in hospitals, with 
about a quarter (25%) occurring within 24 hours of arrival. Nearly an equal number 
of deaths during the day (29 out of 56 cases) occurred at night (27). The autopsy 
was conducted in only five (8%) cases in three districts or municipalities. The major 
interventions recommended by the audits were more timely intervention (38% of 
recommendations), improved staff competency through in-service training (25%), 
and improved logistics (11%) (Figure 3).

5. Discussion

The paper is a descriptive analysis of the causes and factors of maternal deaths 
in the Western Region of Ghana in 2014. A major limitation of this effort has been 
the quality of data available at the regional level. Although maternal death audits are 
mandatory and audits reports are required to be submitted to the region, it was in 
only 67 out of the 93 (73.1%) cases that such audit reports were submitted more than 
a year after the deaths occurred. Nationwide, out of 941 maternal deaths in 2014, only 
81% had been audited by the end of the year (DHIMS-2, 2016).

It is apparent that the disparity between data on maternal deaths captured in the 
DHIMS-2 and physical records of audits at the Regional Health Directorate was quite 
considerable and is likely to be a national problem. This could be attributed to the fact 
that most health information officers have access to the online DHIMS-2 platform 

Figure 3. 
Recommended actions following audit of maternal deaths in the Western region of Ghana – 2014.
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(DHIMS-2, 2017c) and tend to make that data entry more prompt at the district level. 
The fact is the lack of completeness in the details required for the audit review process 
at the regional level. The lack of records on maternal health audits and hence lack of 
completeness in maternal health records was similarly reported in a recent review of 
maternal deaths at the regional hospital in the Eastern Region in 2012. In that review, 
it was found that audit reports were not available for 24% of cases [13].

Another level of data inadequacy that undermined the validity of the analysis is 
the lack of completeness in the data presented in various audit reports. Many fields 
on the audit forms were not filled, and the number of events did not add up. It was 
evident that audit teams or officers who completed the audit forms placed emphasis 
on filling out the section on the cause of death (99% completeness) and were less 
concerned when completing portions of the form that describe the circumstances 
of death. Data incompleteness ranged from 64 to 88% for parameters such as parity, 
time, place, and period of death. Given the basic nature of such information, the lack 
of completeness in these instances is unlikely due to a lack of familiarity or staff ’s 
lack of knowledge on how to complete these forms. It is more likely due to negligence 
buoyed by a lack of oversight and review of forms prior to submission to the regional 
level. In a study done in the era when mandatory audits had not been institutional-
ized, maternal health data at a district hospital in rural northern Ghana were similarly 
found to be grossly incomplete, inaccurate, and inconsistent. The era of audit and the 
introduction of an electronic data platform does not appear to have had much effect in 
these regards.

The current procedure where maternal health audits are conducted by the health 
teams at the facility where the death occurred needs to be reviewed. The approach 
appears overly self-serving and unlikely to engender the desired level of scrutiny 
and accountability. Consideration should be given to establishing a system of audits 
that routinely involves external and independent experts [8, 10]. It is critical that 
every maternal death is properly accounted for as a matter of public health records 
and as part of quality assurance in health institutions in the country. The lack of 
completeness of data on maternal death events is a serious issue that the authorities 
in the Ghana Health Service need to address urgently. A regime of responsibility and 
sanctions needs to be instituted.

This study found that the three main causes of death accounted for about 75% of 
all deaths. This pattern is consistent with findings in other studies and suggests that a 
precipitous drop in maternal deaths could be achieved if interventions could be tar-
geted at these causes. Hypertensive diseases in pregnancy are overtaking hemorrhage 
as the leading cause of maternal mortality in Ghana [14–16]. Substantial reduction 
in these maternal deaths could be made in Ghana through widespread hypertension 
and proteinuria screening and early delivery of women with severe diseases [17]. 
Hemorrhage and sepsis are amenable to improved blood transfusion services and 
early and appropriate use of antibiotics. The positive impact of these has been dem-
onstrated in a quality improvement program piloted at the Greater Accra Regional 
Hospital [18].

For many years, programs to reduce Ghana’s maternal mortality ratio have 
predominantly focused on interventions at the community level. It has often been 
implied that when women attend ANC, the risk factors for maternal deaths will be 
identified, and the instituted interventions will lead to safe delivery. In this study, 
however, we find that 80% of deaths occurred among women who attended ANC 
at least thrice during pregnancy. We also found that most deaths occurred among 
women who had been at the facility beyond 24 hours. These findings support those 
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made in a 2009 review of maternal deaths in the Upper West Region of Ghana [10] 
and in other countries with a high burden of maternal deaths [19, 20]. They put to 
question the long-held preposition (often advanced by health workers) that most 
maternal deaths result from women reporting late at the health facility [10, 13]. The 
quality of institutional maternal care should not be taken to be assured, and unless 
the issue of quality of institutional maternal care is rigorously addressed by the health 
service, substantial gains made in increasing antenatal attendance and skilled atten-
dance will be undermined.

6. Conclusion

Hypertensive diseases in pregnancy, hemorrhage, and sepsis account for about 
75% of institutional maternal deaths in the Western Region of Ghana. With most of 
the deaths occurring in women who were regular antenatal attendants and in women 
who were in health facilities for more than 24 hours, it is evident that most could have 
been prevented with appropriate and timely interventions at the various health facili-
ties. Therefore, institutional maternal care strengthening should be a major priority 
in reducing maternal mortality in the Western Region of Ghana.

Acknowledgements

The authors dedicate this paper to the memory of all the women who died through 
childbirth in the Western Region in 2014 and to all the health workers who, under 
trying conditions, persevere to save maternal lives. The authors thank Mr. Lukeman 
Bamengzut, Ms. Georgina Ayepah, Mr. Pter Ntibeh, and Ms. Grace Afranie Toku for 
completing the data entries. We also thank the Public Health Unit and the Regional 
Health Directorate, who supported with access to the data.

Conflict of interest

The authors have no conflicts of interest.

Contribution of authors

Marion Okoh-Owusu MBChB MPH: Contribution: principal investigator, team 
leader, data collection, data entry and analyses, writing of manuscript.

George Kojo Owusu, MBCHB: Contribution: co-investigator, data collection, writ-
ing of manuscript, review of manuscript.

Celia Taylor BSoc Sc, PHD: Contribution: writing and critical review of 
manuscript.

Frank Baiden MBChB PhD: Contribution: project supervisor, data analyses, writ-
ing and critical review of manuscript.



Rural Health – Investment, Research and Implications

162

Author details

Marion Okoh-Owusu1*, George Kojo Owusu2, Celia Brown3 and Frank Baiden4

1 Ellembelle District Directorate of Health, Ghana Health Service, Western Region, 
Ghana

2 Effia Nkwanta Regional Hospital, Sekondi, Western Region, Ghana

3 The University of Warwick, Coventry, United Kingdom

4 Ensign College of Public Health, Eastern Region, Ghana

*Address all correspondence to: drokohowusu@gmail.com

© 2023 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided 
the original work is properly cited. 



An Analysis of Institutional Maternal Death Audit Reports in the Western Region of Ghana
DOI: http://dx.doi.org/10.5772/intechopen.110632

163

References

[1] Chou D, Daelmans B, Jolivet RR, 
Kinney M, Say L. Every Newborn action 
P, ending preventable maternal mortality 
working g: Ending preventable maternal 
and newborn mortality and stillbirths. 
BMJ. 2015;351:h4255

[2] Alkema L, Chou D, Hogan D, 
Zhang S, Moller AB, Gemmill A, et al. 
Global, regional, and national levels and 
trends in maternal mortality between 
1990 and 2015, with scenario-based 
projections to 2030: A systematic 
analysis by the UN maternal mortality 
estimation inter-agency group. Lancet. 
2016;387(10017):462-474

[3] Lieberman A. Challenges for 
maternal health efforts. Lancet. 
2016;388(10050):1146-1147

[4] Amoakoh HB, Klipstein-Grobusch K, 
Amoakoh-Coleman M, Agyepong IA, 
Kayode GA, Sarpong C, et al. The effect 
of a clinical decision-making mHealth 
support system on maternal and neonatal 
mortality and morbidity in Ghana: 
Study protocol for a cluster randomized 
controlled trial. Trials. 2017;18(1):157

[5] Amu H, Nyarko SH. Preparedness of 
health care professionals in preventing 
maternal mortality at a public health 
facility in Ghana: A qualitative study. 
BMC Health Services Research. 
2016;16:252

[6] Kyei-Nimakoh M, Carolan-Olah M, 
McCann TV. Millennium development 
goal 5: Progress and challenges in 
reducing maternal deaths in Ghana. BMC 
Pregnancy and Childbirth. 2016;16:51

[7] Sofo S, Thompson E. Maternal 
mortality in Ghana: Impact of the 
fee-free delivery policy and the National 
Health Insurance Scheme. International 

Journal of Public Health Science. 
2015;4(3):232-237

[8] Ansong-Tornui J, Armar-Klemesu M, 
Arhinful D, Penfold S, Hussein J. 
Hospital based maternity care in  
Ghana - findings of a confidential 
enquiry into maternal deaths. Ghana 
Medical Journal. 2007;41(3):125-132

[9] Bailey PE, Andualem W, Brun M, 
Freedman L, Gbangbade S, Kante M, 
et al. Institutional maternal and perinatal 
deaths: A review of 40 low and middle 
income countries. BMC Pregnancy and 
Childbirth. 2017;17(1):295

[10] Issah K, Nang-Beifubah A, 
Opoku CF. Maternal and neonatal 
survival and mortality in the upper 
west region of Ghana. International 
Journal of Gynaecology and Obstetrics. 
2011;113(3):208-210

[11] Bosu W, Bell JS, Armar-Klemesu M, 
Tornui JA. Effect of delivery care user 
fee exemption policy on institutional 
maternal deaths in the central and 
Volta regions of Ghana. Ghana Medical 
Journal. 2007;41(3):118-124

[12] Wagaarachchi PT, Graham WJ, 
Penney GC, McCaw-Binns A, Yeboah 
Antwi K, Hall MH. Holding up a 
mirror: Changing obstetric practice 
through criterion-based clinical audit 
in developing countries. International 
Journal of Gynaecology and Obstetrics. 
2001;74(2):119-130 discussion 131

[13] Akosua Owusu-Sarpong A, 
Boamah KA, Baiden F. Associated factors 
and quality of care received among 
maternal deaths at a regional hospital 
in Ghana: Maternal death audit review. 
African Journal of Reproductive Health. 
2017;21(2):49-54



Rural Health – Investment, Research and Implications

164

[14] Lee QY, Odoi AT, Opare-Addo H, 
Dassah ET. Maternal mortality in Ghana: 
A hospital-based review. Acta Obstetricia 
et Gynecologica Scandinavica. 
2012;91(1):87-92

[15] Adu-Bonsaffoh K, Oppong SA, 
Binlinla G, Obed SA. Maternal deaths 
attributable to hypertensive disorders in a 
tertiary hospital in Ghana. International 
Journal of Gynaecology and Obstetrics. 
2013;123(2):110-113

[16] Adu-Bonsaffoh K, Obed SA, 
Seffah JD. Maternal outcomes of 
hypertensive disorders in pregnancy 
at Korle Bu teaching hospital, Ghana. 
International Journal of Gynaecology 
and Obstetrics. 2014;127(3):238-242

[17] Goldenberg RL, McClure EM, 
Macguire ER, Kamath BD, Jobe AH. 
Lessons for low-income regions following 
the reduction in hypertension-related 
maternal mortality in high-income 
countries. International Journal 
of Gynaecology and Obstetrics. 
2011;113(2):91-95

[18] Srofenyoh EK, Kassebaum NJ, 
Goodman DM, Olufolabi AJ, Owen MD. 
Measuring the impact of a quality 
improvement collaboration to decrease 
maternal mortality in a Ghanaian 
regional hospital. International Journal 
of Gynaecology and Obstetrics. 
2016;134(2):181-185

[19] Oladapo OT, Adetoro OO, Ekele BA, 
Chama C, Etuk SJ, Aboyeji AP, et al. 
When getting there is not enough: A 
nationwide cross-sectional study of 998 
maternal deaths and 1451 near-misses in 
public tertiary hospitals in a low-income 
country. BJOG. 2016;123(6):928-938

[20] Souza JP, Gulmezoglu AM, 
Vogel J, Carroli G, Lumbiganon P, 
Qureshi Z, et al. Moving beyond essential 
interventions for reduction of maternal 

mortality (the WHO multicountry 
survey on maternal and Newborn 
health): A cross-sectional study. Lancet. 
2013;381(9879):1747-1755



Section 4

Essential Social Services as
Health Enablers

165





Chapter 11

Access of Households to Arable
Land and Nutritional Status of
Children Aged 6–59 Months in
Rural Areas of South Kivu, Case
of the Health Zone of Minova,
Eastern DRC
Emery Likaka, Espérant Kiangana and Gaylord Ngaboyeka

Abstract

Already knowing enough about the determinants of malnutrition, this study set
itself the objective of verifying the influence of access to arable land on the nutritional
status of children aged 6 to 59 months in a rural Health Zone of the DRC in South Kivu
(Minova) with very high prevalence of malnutrition (62% CM and 7.1% AM). A cross-
sectional quantitative study conducted on a representative sample of 424 children
aged 6 to 59 months selected using the Lynch formula by probabilistic stratum sam-
pling; using a structured questionnaire. Malnutrition (acute and chronic) assessed on
the basis of WHO growth standards served as the dependent variable and access to
arable land considered according to the FAO definition was the main independent
variable. Chi-square or Ficher tests were used to compare proportions and logistic
regressions were used to determine the factors associated with malnutrition; the
significance threshold set at 5%. The frequency of less than 3 meals per day and the
low socio-economic level of households were associated with chronic malnutrition (p-
value 0.046 and 0.007). Exclusive breastfeeding and unimproved source of drinking
water were associated with acute malnutrition. Finally, no statistically significant
association was found between access to arable land and the nutritional status of
children aged 6 to 59 months. How land production and household incomes are
allocated for other needs would also be part of the problem.

Keywords: arable land, chronic malnutrition, acute malnutrition, Minova, Sud-Kivu,
DR Congo

1. Introduction

Globally, nearly two billion people, or about 30% of the population, suffer from
invisible hunger, that is, deficiencies in micronutrients and other macronutrients [1].
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Efforts to achieve food security for all in order to combat malnutrition are hampered
by emerging issues that threaten the food system [2]. Undernutrition is the single
most important risk factor for mortality and morbidity in developing countries [3].

One in three children (200 million worldwide) does not realize their full physical,
cognitive, psychological, and/or socio-emotional potential due to poverty, poor nutri-
tion, poor health, insufficient care, and stimulation associated with other risk factors
for early childhood development [4–6]. Scientific studies carried out on maternal and
child health have revealed that 45% of cases of death of children under five are
directly or indirectly due to malnutrition [4]; The cost of prematurely developed
diseases and deaths directly caused by hunger in the world is estimated at 30 billion
per year according to the FAO.

In Africa, there was a time when land seemed almost inexhaustible, but population
growth and market development are creating increased competition for land
resources, especially near villages and towns and in rural areas. High-value productive
areas. According to the FAO, about 65 percent of agricultural land in Africa is
degraded, costing the continent nearly $68 million each year and affecting 180 million
people, mainly poor rural populations already struggling to meet their needs. With
demographic pressure on natural resources such as access to land and water, to
which are added the indirect effects of the Covid-19 pandemic and climate change,
deforestation, recurrent armed conflicts and the rate of high unemployment
favoring the rural exodus; the number of people suffering from malnutrition in Africa
and the DRC is likely to double or even triple over the next few years. A profound
change in the global food and agriculture system is, therefore, necessary to hope to
feed millions of people who suffer from malnutrition hunger today and the 2 billion
additional people that the world will have by 2050 [7], Asia and Africa are the most
affected.

In the Democratic Republic of Congo, evidence from nutritional surveys of major
DHS and MICS studies report alarming prevalence of deficiency malnutrition in
chronic and acute forms, while paradoxically the country has about 80 million hect-
ares of arable land, including Barely 10% developed and occupies the second place in
the world in terms of cultivable arable land after Brazil and an unprecedented
hydrographic network [8].

Despite some progress recorded in the prevention and fight against malnutrition,
the DRC is to date deviating in order of severity, the first country in the world with
such a high number of people affected by food insecurity.

The incidence of poverty for the whole country is very high (71.34%) if we
compare it to that of the other countries of Central Africa [9]. Deficiency
malnutrition in all its forms remains a worrying public health problem [10] with
43% chronic malnutrition and the prevalence of GAM ranging from 6.5 to 15%
in the provinces and an average of 2% acute malnutrition strict; ranking the DRC as
1 of 10 countries that account for 60% of the global burden of wasting in children
under 5.

In South Kivu, about 9% of children aged 6–59 months only have access to a
minimum acceptable diet and 14.9% for the Minova Health Zone [11] and the 2018
MICS survey revealed 48% chronic malnutrition (about one in two children), a
proportion far above the national average (43%).

Still in South Kivu, in the territory of Kalehe, the prevalence of stunting in children
under five in the ZS of Minova was estimated at 62.1% in 2018 against 51% in 2020
according to the results of the surveys conducted by the NGO Graines and the
National Nutrition Program as well as global acute malnutrition at 7%.
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Recurrent armed conflicts force people to move outside their natural living envi-
ronment (rural exodus) in search of peace and employment to urban centers that are
poorly prepared for rapid urbanization and demographic explosion.

It should also be noted that the large land concessions in South Kivu and Minova in
the territory of Kalehe are strongly solicited by personalities and businessmen who
want to invest in land. This seems to constitute a kind of heaviness for the rural
population who rely only on agricultural life for their survival, yet without financial
means to compete with purchases or limit sales.

A study carried out in 2008 by the INGO ACF in the territory of Kalehe revealed
that access to land for women and other inhabitants of Minova is very limited and
constitutes one of the major sources of conflict between herders and farmers.
According to this study, the total cultivated areas vary between 0.02 and 12.7 Ha, with
an average of 1.5 Ha for the ZS of Kalehe and 1.7 Ha for the ZS of Minova per
agricultural practitioner [12].

The survey conducted by the National Nutrition Program in South Kivu with
the support of UNICEF, WFP and FAO found that the average cultivated area per
inhabitant in the Minova Health Zone varies between 13.1 and 30 ares.

Having found no studies focused on in-depth research into the causes of the
persistence of malnutrition in this area despite the joint interventions carried out
by Humanitarian Organizations; we estimated that there would be a problem of
household access to arable land, which would influence these high prevalence of
malnutrition alongside other underlying factors. Thus, this justified our study to
explore the association between access to land and the nutritional status of
young children in rural areas, given that for the low-income peasant population;
it has been affirmed by certain literature that agriculture represents an important
part of the food ration of families [13, 14] while other authors think that the
simple fact of having access to arable land does not guarantee advances a good
nutritional status.

In view of the above, our study mainly addressed the following research
question: “Is there an association between having or not having access to arable
land and the nutritional status of children aged 6–59 months in rural areas, the case
of the Minova Health Zone given the high prevalence of stunting and acute
malnutrition?” If not, what are the other factors associated with this malnutrition in
the Zone?

Generally, this study aims to verify the influence of rural households’ access to
arable land on the nutritional status of children aged 6–59 months in order to better
guide control strategies and actions to improve their health.

Specifically, this involves identifying the proportion of households without access
to arable land in this health zone; assess/determine the level of exposure of households
without arable land to acute and chronic malnutrition in children under 6–59 months;
determine the prevalence of chronic and acute malnutrition among the target
population of Minova Health Zone and other associated factors.

Three hypotheses have thus been formulated to verify these objectives: the
proportion of households in the Minova Zone that do not have access to arable
land will be close to 50%; the prevalence of chronic and acute malnutrition will be
significantly higher in households without access to land compared to those with
access; then the large size of households and closely spaced births will be one of
the main factors associated with acute and chronic malnutrition in children
aged 6–59 months in this area considering the low purchasing power of the
population.
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2. Methodological framework

2.1 Materials and method

This cross-sectional quantitative study was conducted in 11 Health Areas randomly
selected out of the 21 in the Minova Health Zone (Bobandana, Bulenga, Cheya
Chebumba, Kalungu, Karango, Kishinji, Minova, Muchibwe, Numbi and Ruhunde) in
the province of Sud Kivu (Eastern DRC) during the period from June to November
2021.

The study population is made up of children aged 6–59 months residing in the
households of the chosen Health Areas; the size of our sample was 375 children but we
added 15% or 426 children in total surveyed to prevent the risk of non-response and
possible incomplete data when cleaning the database.

Inclusion criteria: to be a resident child aged 6–59 months in the survey household
whose father or mother has given consent for anthropometric measurements and is
willing to answer the questionnaire. The mother of each selected child was also
concerned by the measurement of the Brachial Circumference.

Was excluded from the study, the child from 6 to 59 months concerned whose
parent did not give the consent for his participation or residing less than 6 months in
the household.

2.2 Sample and sampling technique

Systematic and proportional stratified sampling was used at several stages in
strict compliance with statistical standards (Health area at 1st stage, Village at
2nd stage).

In the village, households with children aged 6–59 months were identified with the
help of parcel surveys from Community Relays then the choice of children was made
by the technique of systematic random drawing with reference to the table of pro-
portion of Health Areas.

The sampling interval was equal to the number of children aged 6–59 months in
the village divided by the number of children to be surveyed in this village.

The sample size was calculated with the following Lynch formula:

n ¼ NZα2 ∙P ∙ 1� Pð Þ
N ∙ a2 þ Zα2 1� Pð Þ

¼ 211163 ∙ 1:962 ∙0:43 1� 0:62ð Þ
211163 ∙0:052 þ 1:962 1� 0:62ð Þ

¼ 211163 ∙ 3:8416 ∙0:43 ∙0:38
211163 ∙0:0025þ 3:8416 ∙0:38

n ¼ 375

n ¼ 375 Respondents

(1)

where N = total population of the 11 health care; n = sample; Z alpha = con-
stant = 1.96 (for 95% CI); a = the margin of error; P = the prevalence of malnutrition in
the health zone; P = 62% of Chronic Malnutrition [15].
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2.3 Malnutrition in its chronic and acute forms was the dependent variable of
our study

After exclusion of outliers, the two forms of malnutrition were defined according
to WHO growth standards.

Regarding the Independent Variables, we considered:
Access to arable land:
Defined according to the FAO as the set of processes by which citizens, individu-

ally or collectively, acquire the rights and opportunities allowing them to occupy and
use land (for production and for economic and social purposes), whether on a tem-
porary or permanent basis [16, 17].

These processes include participation in formal and informal markets, access to
land through family or social networks, including transmission of land rights by in
heritance and within families, and allocation of land by the state and other authorities,
with control over them.

According to the Provincial Inspection of Agriculture of South Kivu (direction of
production and protection of plants), an agricultural household must have on average
an area of 50 ares (1/2 hectare) for the cultivation of cassava and at least 30 ares for
other speculations such as (legumes, cereals, vegetables, potatoes) in order to consider
that he has access to arable land to meet his most basic needs.

Conveniently, to express the area of arable land owned by a household during this
study; the head of the household of the child surveyed presented the land purchase
document, or he expressed it according to locally recognized conventional measures
(kamba moya = one hectare of land, nusu ya kamba =1/2 hectare; kipandé = between
30 and less than 50 ares).

The other independent variables were evaluated taking into account their standard
values (birth weight in Kg, child’s age in months, male or female sex, arm circumfer-
ence in millimeters, exclusive Breastfeeding in 6 months, the daily frequency of meals
greater than or equal to 3, their composition of at least four essential food groups, the
level of education attained by the head of the household, and his profession, the size of
the household, the marital status of the parent of the child, religion, birth interval,
child vaccination status, source of drinking water, socio-economic status or consti-
tuted wealth index.

2.4 Data collection

The subjects of study were randomly identified by a systematic technique of
drawing from households after having constituted a sampling base as indicated above.
The biological mothers (or father of the child) served directly as respondents to the
questions asked.

To identify the survey households, the interviewers used the home visit notebooks
and local count notebooks from the Village Community Relays. Data was collected
electronically on Android tablets using Open Data Kit (ODK) and stored remotely on
the server. This collection in the field was facilitated by qualified staff, with medical
and non-medical profiles (two nutritionists, a public health graduate, a primary school
teacher and two agricultural engineers) making up three paired teams; all supervised
by the Principal Investigator. A refresher course preceded the collection to strengthen
the investigators’ understanding of the mastery of the tools and the technique,
followed by a pre-survey.
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High-precision anthropometric equipment provided by UNICEF, including SECA
electronic scales, Shakir measuring rods and strips, was used to take various measure-
ments (weight, height, MUAC) in addition to the search for nutritional edema.

In terms of ethical consideration, the request for consent was read and requested
from each respondent before completing the questionnaire and taking measurements.
No act contrary to the ethics and methodology of the research was practiced. Parents
of children suspected of malnutrition were advised to take them to the Health Centers
of their choice for confirmation and appropriate action.

2.5 Data analysis

The data collected from a structured and digitized questionnaire with the Kobo
toolbox platform were analyzed with Stata version 14.

Descriptive statistics (medians and interquartile ranges (IQR) for continuous vari-
ables, and frequencies with percentages for variables categorical) were used to
describe the study sample according to the shape of the distribution and then the chi-
square test was used for comparison.

To determine the associated factors, we constructed logistic regressionmodels (uni-
varied andmulti-varied) and to introduce the variables into themulti-varied analysis, the
step-by-step selectionmethod with a forced entry of plausible factors was used.

The measures of association were reported by the unadjusted odds ratios (ORna)
and the adjusted odds ratios (ORa) with their 95% confidence intervals, ie the signif-
icance level set at 5%.

3. Results of the study

The majority of people in the Minova Health Zone (86.60%) is self-employed and
live in self-employed activities (agriculture, livestock, petty trade, etc.). 39.10% of
households include more than 7 people and the majority of houses are built of boards
(44.12%). Mostly monogamous (74.19%), almost a third of the population has no level
of education (34.82%) and the Protestant religion is dominant, followed by Catholics.

The median age of our respondents was 26 years and for children under five, this
was 24 months, dominated by the 24–59 month age group (Table 1).

The results of the analyses show in the histogram in Figure 1 that 52.6% of
households in Minova do not have access to arable land. There was also a high
prevalence of acute malnutrition in households without access to land (9.1%) com-
pared to those with access (5.1%) but this difference was not statistically significant.

Regarding the mode of acquisition of arable land by households, sharecropping and
inheritance are the most dominant means of acquisition found in Minova with 39.49
and 26.15%, respectively. With regard to the crops cultivated, 44.30% of farmers
practice mono-cropping. With regard to provisions, only 8% of households have food
stocks in their homes. 29% practice livestock farming, dominated by backyard animals
and 84.63% of households spend an average of between two and twenty thousand
Congolese francs, or $1 to $10 per week, to supplement market needs, which indicates
a kind of precariousness in living conditions (Table 2).

Table 3 shows that the prevalence of global acute malnutrition in the Minova
Health Zone is 7.92% based on the weight/height ratio associated with other measures
taken among children aged 6-59 months, and that chronic malnutrition (stunting)
affects at least one out of every two children in the area, i.e. 50.38%. In addition,
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Variables n (%) or Med (min–max) or Avg (SD)

Profession of Head of Household (n = 418)

Non-employees 362 (86.60)

State employees/Private sector 56 (13.40)

Age of respondent in years (n = 424) 26 (14–70)

Gender of Respondent (n = 424)

Female 401 (94.58)

Male 23 (5.42)

Respondent’s marital status (n = 424)

Singles 98 (23.11)

Separared 22 (5.18)

The bride and groom 304 (71.70)

Level of education of the respondent (n = 424)

No studies 148 (34.82)

Primary studies 135 (31.85)

Studies high school and more 141 (33.33)

Household size (n = 422)

Median size (Min–Max) 7 (2–19)

1–7 peoples 257 (60.90)

More than 7 people 165 (39.10)

Age of children in months (n = 422) 24 (6–59)*

Children from 6 to 11 10.43

Children from 12 to 23 27.01

Children from 24 to 59 62.56

Gender child (n = 424)

Girls 52.36

Boys 47.64

Intergenerational interval in months (n = 422) 19.92 (13.60)**

Less than 2 years old 54.26

2 years or more 45.70

Number of children under 5 in the household (n = 424) 2 (1–6)*

1 child 33.65

2 and more 66.35

Religion practiced by respondent (n = 424)

Catholic 24.06

Protestant 53.77

Kimbanguist 1.42

Muslim 2.59

Other religions 18.16
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Variables n (%) or Med (min–max) or Avg (SD)

Tribe/nature of study population (n = 423)

Non-aboriginal 39

Aboriginal 61

Last 3 months household income (n = 313) Median (Min–Max)

45 (1–600)*

≤ 100$ 78.91

>100$ 21.08

Socio economic status, n = 313

Poor 52.08

Medium 41.85

Rich 6.07
*Med = Median; n = number; % = percentage in column.
**Average = mean; SD = standard deviation.

Table 1.
Sociodemographic characteristics of households surveyed in the Minova health zone.

Figure 1.
Distribution of malnourished children according to access to land in the Zone (p value GAM = 0.269 and p value
CM = 0.337).

Variables % or Med (min–max)

Area of land owned by households in hectares (n = 195) 1 (0.01–15)

Less than one hectare of arable land 45.13

One to two hectares of arable land 28.72

More than two hectares of arable land 26.15

Means/mode of household arable land acquisition (n = 195)
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7.91% of children were born with a low birth weight according to the WHO reference
and more than half of children (65.48%) were exclusively breastfed for six months.
Only 5.45% of households have access to a diversified diet (4-star foods) that can meet
their essential nutrient intake needs. A significant proportion of households (40.63%)
consume their livestock products occasionally.

The results of the univariate analysis presented in the following Table 4 show that
the factors associated with acute malnutrition in children aged 6-59 months are low
birth weight, household socioeconomic status, daily meal frequency, exclusive
breastfeeding, and immunization status.

Variables % or Med (min–max)

Purchase 9.74

Legacy 26.15

Rental 21.54

Metayage 39.49

Others means 3.08

Types of crops planted in the fields (n = 307)

Various crops (manioc/potatoes, market gardening) 55.70

Non-varied crops (only one type in the field) 44.30

Weekly market spending by household (n = 397) 5.25 (1–50)

From 1 to 10 dollars 84.63

From $ 11 to 20 dollars 12.59

From $ 21 to 50 dollars 2.77

Households with food stocks (provisions), n = 423

No provisions 91.96

Available provisions 8.04

Types of food stocks (household provisions), n = 33

At least 3 types of food (legumes, staples, oil/animal food) 30.30

Two types of food in stock (basic food + other) 15.15

Only one type of feed in stock 54.55

Household livestock practice (n = 423)

No 70.69

Yes 29.31

Type of farming practiced by the household (n = 124)

Backyard breeding (poultry, guinea pigs, rabbits) 54.84

Small livestock (goats, sheep, pigs) 33.87

Mixed breeding (all species) 10.48

Breeding of large livestock (cattle) 0.81

Table 2.
Agricultural practices of surveyed households in the Minova Health Zone.
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Variables % or Med (min–max)

Diagnosis of GAM with Weight-Height, Nut Edema, PB (n = 404) 7.7

Weight-height index (n = 404) 0.03 (�4.96; 3.91)

Acute global malnutrition (<�2 Z-score) 7.20

Normal child ≥�2Z-score) 92.8

Nutritional edema (n = 309)

Yes 7.12

No 92.88

Branchial perimeter (n = 401) 143 (110–180)

Acute global malnutrition (<125) 6.56

Normal child (≥125) 93.44

Weight-for-age index (n = 401) 1.06 (5.7; 2.43)

Underweight 24.01

Normal child 75.99

According to the Size-Age Index (n = 401) �2.03 (�5.92; 2.87)

Growth delay 50.38

Normal growth 49.62

Children who were exclusively breastfed (n = 424)

No 36.32

Yes 63.68

Continuous breastfeeding at 24 months or older (n = 423)

No 34.52

Yes 65.48

Birth weight (kg) (n = 417) 3 (1–5.8) Moy 3.201

Child born with low weight (<2.500 kg) 7.91

Child born with normal weight (2.500–3.500 kg) 66.43

Child born overweight (>3.500 kg) 25.66

4 star food consumption in the household (n = 422)

Consume the 4 star meal 5.45

Does not consume 4 stars 94.55

Frequency of consumption of livestock products (n = 124)

Regularly (1 week to 1 month) 23.96

Occasionally (3–6 months) 40.63

Rarely 35.42

Meal frequency (24-hour recall) (n = 423)

<3 meals 85.31

≥3 meals 14.69

Nutritional status of mother and child by PB (mm), n = 410 260 (150–442)

Thinness (≤ 230 mm) 11.79
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After adjustment by multivariate analysis (Table 5), only the variables exclusive
breastfeeding, low birth weight and source of drinking water remained associated
with acute malnutrition.

With respect to chronic malnutrition, the results of the bivariate analysis
(Table 6(a) and (b)) reveal that meal frequency and household socioeconomic status
are significantly associated with chronic malnutrition in children aged 6–59 months in
the study area (p < 0.05 with 95% CI).

Variables % or Med (min–max)

Good nutritional status (≥230 mm) 88.21

Source of drinking water for the household (n = 423)

Developed water point 86.05

Undeveloped water point 13.95

Complete child immunization by age (n = 420)

Child not fully vaccinated by age 20.24

Child fully vaccinated according to age 79.76

GAM = global acute malnutrition, Min = minimum value, Max = maximum value, Med = median.

Table 3.
Nutritional status of children under 5 years of age in households surveyed in the Minova Health Zone.

Variables % de GAM ORna (95% CI) p

Access to land

Yes (n = 138) 5.8 1

No (n = 175) 9.1 1.63 (0.64–4.55) 0.269

Exclusive breastfeeding

Yes (n = 205) 3.4 1

No (n = 108) 15.7 5.28 (1.98–5.53) <0,001

Food consumption at 4 stars

Yes (n = 37) 2.7 1

No (n = 276) 8.3 3.27 (0.50–138.48) 0.227

Child sex

Girls (n = 168) 8.9 1

Boys (n = 145) 6.2 0.67 (0.25–1.71) 0.367

Frequency of meals per day

<3 (n = 267) 10.7 1.51 (1.13–5.98) <0,002

≥3 (n = 46) 6.5 1

Reproductive interval in months

Less than 2 years (n = 164) 8.5 1.19 (0.47–3.12) 0.68

2 years or more (n = 138) 7.2 1

Birth weight (kg)

<2.500 kg (n = 23) 26.1 3.97 (1.12–12.34) 0.007
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Variables % de GAM ORna (95% CI) p

2.500 kg and more (n = 208) 8.2 1

Branchial perimeter of the mother (mm)

<230 mm (n = 33) 9.1 1.23 (0.22–4.51) 0.745

≥230 mm (n = 280) 7.5 1

Household size

≤7 people (n = 187) 6.4 1

>7 people (n = 126) 9.5 1.54 (0.61–3.87) 0.311

Socio economic status

Low (n = 162) 6.8 13.31 (1.89–576.09) 0.001

Average (n = 131) 9.2 18.55 (2.66–797.22) 0.001

High (n = 19) 5.3 1

Childhood immunization by age

Up to date (n = 256) 6.3 1

Not current (n = 57) 14 2.45 (1.85–6.45) 0.046

Drinking water source

Fitted (n = 219) 5 1

Undeveloped (n = 94) 13.8 3.03 (1.19–7.79) 0.007

Number of children under 5 years old

1 child (n = 87) 8 1

More than one child (n = 226) 7.5 0.93 (0.35–2.75) 0.876

Level of education of the respondent

Without (n = 104) 10.6 3.05 (0.86–13.50) 0.053

Primary (n = 102) 8.8 2.49 (0.66–11.40) 0.128

High school and above (n = 107) 3.7 1

Tribe

Non-aboriginal (n = 118) 10.2 1.73 (0.68–4.36) 0.196

Aboriginal (n = 195) 6.2 1

GAM = global acute malnutrition; ORna = unadjusted odds ratio; CI = 95% confidence interval.

Table 4.
Factors associated with acute malnutrition (AM) in children 6–59 months of age in the Minova health zone
(simple logistic regression).

Variables ORa (95% CI) p

EBM less than 6 months 3.03 (1.19–7.79) <0.001

Low birth weight 3.50 (1.09–12.15) 0.049

Undeveloped water source 3.21 (1.10–9.32) 0.032

GAM = global acute malnutrition; ORa = adjusted odds ratio; CI = confidence interval; EBM = exclusive breastfeeding.

Table 5.
Multivariate analysis: factors associated with acute malnutrition (am) in children 6–59 months of age in the
Minova health zone.
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In Table 7, it is found that even after adjustment for all factors by multiple
regressions, daily meal frequency and low household socioeconomic status remained
statistically associated with chronic malnutrition as found in the bivariate analyses.

Children from households that consumed less than three meals per day were twice
as likely to be chronically malnourished compared to other children and those from
households with low socioeconomic status were 3.97 times more likely to be

(a)

Variables % de CM ORna (95% CI) p

Access to land

Yes (n = 138) 47.1 1

No (n = 175) 52.6 1.24 (0.78–2.00) 0.337

Exclusive breastfeeding

Yes (n = 215) 48.4 1

No (n = 98) 54.1 1.26 (0.76–2.09) 0.349

Consumption of food at 4 stars

Yes (n = 37) 48.6 1

No (n = 276) 50.4 1.07 (0.51–2.27) 0.845

Frequency of meals per day

<3 (n = 267) 48.7 3.03 (1.19–7.79) 0.007

≥ 3 (n = 46) 58.7 1

Child sex

Girls (n = 162) 53.7 1

Boys (n = 151) 53.6 0.87 (0.54–1.39) 0.535

Marital status of Respondent

Single (n = 74) 43.2 0.70 (0.40–1.22) 0.181

Separated (n = 13) 53.8 1.07 (0.30–3.97) 0.909

Married (n = 226) 52.2 1

Reproductive interval in months

Less than 2 years (n = 164) 48.8 0.92 (0.57–1.49) 0.736

2 years or more (n = 138) 50.7 1

Birth weight (kg)

< 2.500Kg (n = 23) 65.2 1.99 (0.75–5.63) 0.129

2.500–3.500Kg (n = 208) 48.6 1

> 3.500Kg (n = 82) 50 1.06 (0.61–1.82) 0.825

Brachial perimeter of the Mother (mm)

< 230 mm (n = 33) 45.5 0.81 (0.36–1.78) 0.568

> = 230 mm (280) 50.7 1

Household size

<=7 people (n = 187) 47.1 1

> 7 people (n = 126) 54.8 1.36 (0.84–2.20) 0.181
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Socio economic status

Law (n = 163) 46.6 5.28 (1.98–5.53) <0,001

Average (n = 131) 53.4 3.97 (1.12–12.34) 0.006

High (n = 19) 57.9 1

(b)

Variables % de CM None ORna (95% IC) p

Childhood immunization by age

Up to date (n = 256) 49.6 129 (82.69) 1

Not current (n = 57) 52.6 27 (17.31) 1.12 (0.61–2.09) 0.680

Source of drinking water

Fitted (n = 219) 93.6 114 (73.08) 1

Undeveloped (n = 94) 55.3 42 (26.92) 1.34 (0.80–2.25) 0.232

Number of children under 5 years old

1 Child (n = 284) 14.8 45 (28.85) 1

More than one child (n = 226) 50.9 111 (71.15) 1.11 (0.66–1.88) 0.679

Food stock (Provisions)

No provisions (n = 284) 50.3 141 (90.38) 1.08 (0.47–2.53) 0.831

Available provisions (n = 29) 48.3 15 (9.62) 1

Level of education

Without (n = 104) 54.8 47 (30.13) 1.33 (0.75–2.37) 0.299

Primary (n = 102) 48 53 (33.97) 1.01 (0.57–1.81) 0.957

High school and above (n = 107) 47.7 56 (35.90) 1

Tribe

Non-aboriginal (n = 118) 54.2 54 (34.62) 1.30 (0.80–2.11) 0.262

aboriginal (n = 195) 47.7 102 (65.38) 1

Household land area

Less than one hectare (n = 104) 48.1 54 (73.97) 1.17 (0.50–2.77) 0.688

1 hectare or more (n = 34) 44.1 19 (26.03) 1

CM = chronic malnutrition, ORna = unadjusted odds ratio, CI = confidence interval.

Table 6.
Factors associated with chronic malnutrition in children aged 6–59 months in the Minova HZ: simple logistic
regression.

Variables ORa (95% CI) p

Frequency of less than three meals/day 2.46 (1.85–6.45) 0.046

Low socio economic status 3.97 (1.12–12.34) 0.007

ORa = unadjusted odds ratio, CI = confidence interval.

Table 7.
Multivariate analysis: Factors associated with chronic malnutrition in children 6–59 months of age in the Minova
health zone.
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chronically malnourished compared to children from households with high socioeco-
nomic status.

4. Discussions from results

4.1 Access to arable land

This study shows that more than half of households, or 54%, live without access to
arable land, while agriculture in rural areas is an important source of income for the
population, as stated by Coulibaly B. and Berkhout ED. in their studies carried out in
Mali and in certain countries of Sub-Saharan Africa [18, 19].

The international NGO ACF in its study conducted in the Minova Health Zone in
2008 confirms that of all the main constraints linked to agriculture in this zone;
limited access to arable land alone occupies 22% and the practice of sharecropping
comes first as a mode of accession, followed by inheritance. According to studies by
the National Nutrition Program of South Kivu and the UNICEF-WFP-FAO agencies,
at least 45% of the households surveyed have no means of accessing land and that the
purchase of food constitutes up to 75% of object of family expenses. This reality,
which is not, however, unique to Minova alone, remains a major concern for the
population, especially when it is necessary to take into account the speed of
population growth experienced by the country.

4.2 Malnutrition and access to land

With a prevalence of chronic malnutrition of 50.38% in Minova, that is, one in two
children, against GAM at 7.7%; malnutrition remains one of the worrying factors in
the health of children in terms of the risk of morbidity and mortality. These results are
not far from those found in the MISC 2018 surveys (48% chronic malnutrition for
South Kivu against 43% for the whole of the DRC), EDS 2014 (MC 53% and MAG
6.5%) and the survey the most recent (2021) from Pronanut the three UN Agencies
which found that the prevalence of GAM in Minova in children under five increased
from 7.5% in 2018 to 5.8% in 2021, 95% CI (4.1–8.1) and that of MC decreased from
67.6 in 2018 to 51.0 (30.1–34.4) as a result of ongoing joint response interventions in
the Area.

Several factors discussed below justify this high prevalence and further require a
holistic response to continue to reverse the trends.. Even though some of the articles
read claim that food security and hunger presented strong evidence of qualitative and
quantitative links between land tenure, household food security and nutritional status
[11, 13, 20] and that the reduction or a loss of access to land in an agrarian society
leads directly to a reduction in income; access to food and impact on the nutritional
status of populations [11, 13, 18, 20–22]; we found that there is no statistically
significant association between having access to arable land and improved nutritional
status.

Our results also diverge from the findings of the study carried out by Eide WB and
Nahalomo on the situation of adequate food and the nutritional status of people
evicted from the land in 2018 in Uganda, which found that out of 187 children
followed 1 child in 2 of mothers evicted from arable land had developed wasting. The
results of the similar study conducted by Tefft and Kelly had however also found the
results close to those of Eide and Nahalomo.
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By comparing the nutritional status of children in the rice-growing areas with that
of children in the cotton-growing areas Tefft and Kelly 2002 [23] in Mali, Tefft and
Kelly found a lower prevalence of wasting and stunting (p-value less than 0.05)
among children from households in the irrigated rice-growing areas of Macina and
Niono (19–25%) compared to children in the cotton-growing area (35–48%), which
signified a positive influence of the access to arable land.

Andrew D Jones in the study on agricultural biodiversity, dietary diversity and
nutritional status in low and middle income countries concurred with the findings
that, agricultural biodiversity (as a result of access to arable land) was consistently
positively associated with improved height-for-age (HAZ) Z-score of preschool chil-
dren. He says, “A one-unit increase in the number of cultured species was associated
with a 0.03 and 0.05 increase in HAZ, respectively, in children aged 24–59 months. He
also found that land evictions become a public health problem because limited or non-
existent land ownership is linked to about 80% of cases of hunger and under nutrition
among people living in rural areas.” The same is true for Azka Rehman et al. in
Pakistan who in turn stated that women’s land ownership has a significant positive
effect on children’s height/age z-score (HAZ score): if a woman owns land, the height-
age score of her child may be 0.94 points higher than that of landless women [24].

Despite this continuation of previous results, our study found rather high pro-
portions of malnutrition among children from households without access to arable
land (52.6% of MC and 9.1% of MAG) compared to those with access but this without
any association statistically significant.

For us, this difference due to an effect of chance in the two categories of house-
holds can be explained on the one hand by the way in which the production of the
land and the incomes of the households are affected there for other needs and other
apart from the heterogeneity of predictors of malnutrition such as socioeconomic
status, breastfeeding and infant feeding practices, which have shown statistically
significant as sociations in other studies.

Gamuchirai Chakona and Charlie M. Shackleton also confirm this thinking when
they state that intra-household food allocation is one of the important factors affecting
the nutritional status of children in South Africa.

4.3 Factors associated with malnutrition

Low birth weight (LBW), non-practice of exclusive breastfeeding and water con-
sumption from undeveloped sources were significantly associated with the occurrence
of acute malnutrition in children aged 6–59 months in the ZS of Minova even after
adjusting for any confounding factors by multiple logistic regression.

This observation has already been made by several other researchers such as
Mbalenhle Mkhize and M. Sibanda in South Africa in their study examining the
factors associated with the nutritional status of children under five who found that
low Birth weight contributed 25.92% to the occurrence of both acute and chronic
malnutrition in children and similar observations were found in numerous articles
used [3, 5, 6, 25, 26]. On the other hand, F. Diawara in Mali found in his study
conducted in 2006 that only the age of the child, the parity of the mother and the
family meal were associated with wasting in children aged 6–59 months with a value
p < 0.05.

For our part, we are of the opinion that the low birth weight being a reflection of
intrauterine growth retardation due to the prolonged under nutrition of the pregnant
woman, the child born of this household is not spared to develop sooner or later, other
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forms of deficiency malnutrition such as emaciation, especially if other factors coexist
such as diarrhea often caused in children by the ingestion of unclean water and early
feeding.

Regarding the benefit of exclusive breastfeeding, several studies conducted
by Experts have argued that early breastfeeding of the child at the hour following birth,
exclusive breastfeeding before the first 6 months after birth and the continuity of
breast-feeding until more or less 24 months constitutes a powerful line of defense
against any form of infant malnutrition, including cachexia and obesity in adulthood.

In our study, we found in the bivariate analyzes that the further a child moved
away from the age of breastfeeding, the more he had the chance of being affected by
chronic malnutrition (less than 12 months: 20.59%, between 12 and 24 months:
44.30% and over 24 months: 57.50% with p-value <0.001) which further supports the
thesis that breast milk effectively protects young children against different forms of
malnutrition [27–31].

In relation to chronic malnutrition, the results analyzed after adjustment show that
in households where children consume less than 3 meals a day, they were 2.46 times
more likely to be affected by chronic malnutrition compared to those who have a
frequency superior.

This result meets the opinion of several Experts in Nutrition (chrono nutrition)
who affirm that the more a diet is adequate (quality, quantity, frequency); the more
the child is protected from the risk of under nutrition although this is divergent from
the results found by Stephen Kofi et al. in Ghana [19, 32].

This we, this is true by the fact that the more the child consumes meals during the
day, the more it increases the chance to vary the foods that can bring together the
different nutrients that the body needs for its growth. Our study also revealed that in
households with low socio-economic status, children were 3.97 times more likely to
have chronic malnutrition before age five ORa 3.97, 95% CI (1.12–12.34), p
value = 0.007.

Our results thus join those found by D.Karageorgou who cites among the main
factors of change in chronic malnutrition, the wealth index with 4% [33].

Célestin Bucekuderhwa and S. Mapatano also demonstrate in their study on
understanding the dynamics of food vulnerability in South Kivu that the capacity to
take charge is the ability to mobilize human, economic and institutional resources for
the benefit of the household; and this ability therefore depends on education, knowl-
edge, culture, time and control over resources, including socio-economic status or
income [22].

5. Conclusions

Considering the very high prevalence of multiple forms of deficiency malnutrition
in the Provinces of the DRC despite its potential, this study examined the influence of
access to arable land on the nutritional status of a sample of children. From 6 to
59 months in the HZ of Minova (South Kivu) with specific reference to cases of
chronic malnutrition and acute malnutrition. Malnutrition (chronic and acute) which
constituted our outcome was discussed in relation to access to arable land as the main
explanatory variable associated with other factors sensitive to nutrition including
breastfeeding and feeding practices. Infant and young child feeding, mother’s age,
household socio-economic status, level of education of mothers and household heads,
water-hygiene-sanitation, vaccination, agricultural practices.
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After analyzing the data, it was found that:

• The prevalence of chronic malnutrition and global acute malnutrition were
observed to be relatively higher in households without access to arable land
compared to those with access, but there was no proven statistically significant
association. The simple fact of having access to arable land for a household in
Minova therefore does not guarantee the improvement of the nutritional status of
children aged 6–59 months residing there.

• 54% of households in Minova do not have access to arable land that can meet
their production needs and of consumption;

• The frequency of less than 3 daily meals in the household and the low socio-
economic level were significantly associated with the occurrence of chronic
malnutrition in children aged 6–59 months. In addition, low birth weight,
exclusive breastfeeding and undeveloped source of drinking water are variables
that have been significantly associated with global acute malnutrition.

Compared to research perspectives and recommendations, we did not carry out
the study on soil fertility in our study to assess the influence that this could have on
production per sown area and the content of nutrients in food; this could be an
important confounding factor.

We thus suggest to future researchers or organizations to be able to carry out
studies on the physicochemical and biological analysis of the soil of the ZS of Minova
in order to determine its level of fertility and better orientate on the consequent
actions (types of appropriate speculations, bio fortification possibly, etc.).

Thus, we recommend:

• to the Government of the Republic:

◦ To structure and ensure the strict application of the structure of food prices
throughout the national territory in order to guarantee the minimum of food
security to households and contribute to the fight against undernutrition
considering that the latter do not have sufficient access to arable land and
obtain their supplies from markets.

◦ To put in place adequate strategies to improve farmers’ access to arable land
and their protection against land misuse (Ministries of Agriculture and that
of Land Affairs).

◦ Initiate a general grassroots development program alongside the
determinants of health already known (improvement of drinking water
supply, access to quality health care for all, job creation for young people and
facilitation of access). More investment should be made in improving the
food system to achieve better nutrition.

◦ “No panis nec pax”, no peace, no bread too: having to ensure the safety of
people and their property throughout the national territory is one of the
prerequisites for the nutrition and health of the population.
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• To the community of the Health Zone of Minova:

To understand that despite the efforts made to redress chronic and acute malnu-
trition, much remains to be done. With or without access to land, we can fight
malnutrition in our households.

The fight is essentially based on prevention. Our life practices and the way our
household incomes are distributed (their use) greatly depend on it. Let us learn to
consume in quantity and quality what we produce locally.
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Chapter 12

Older Adults in Co-Residential 
Family Care: Circumstances 
Precipitating Rural Older Adults 
for Co-Residential Family Care 
Arrangements
Kidus Yenealem Mefteh

Abstract

Using a phenomenological study design, this study attempts to investigate the 
factors that lead rural older adults to seek out co-residential family care arrangements. 
Twelve older adults from rural areas were interviewed in-depth; the data were then 
inductively categorized and organized into themes. The circumstances that lead older 
adults to give up their independent life and move in with their offspring in the research 
area include physical limits and health issues, separation and divorce, the loss of a 
spouse, economic troubles, neglect, inheritance disputes, and inaccessible places. The 
result recommends decision-makers and other interested parties that measures must 
be focused on preserving a favorable living environment for elderly people living in 
rural areas and addressing issues that are crucial in co-residential family care settings 
developing senior/adult care facilities and expanding access to health care.

Keywords: co-residential care, rural ethiopia, older adults, qualitative study, family 
caregivers

1. Introduction

An increasing number of older adults are living and receiving support and care 
from diverse sources. Older adults can organize their living arrangements in official 
institutions, with other people, or by themselves, according to Li [1]. However, 
compared to those living alone or in institutions, the majority of older adults live with 
their family members [1–4]. In Ethiopia, there are 3,568,810 million persons over the 
age of 60 or 4.8% of the country’s total population [5]. In 2022, the number is antici-
pated to reach 5,325,652 million. Among them, 78% of them would reside in rural 
areas, while 22% will do so in cities (CSA as given in Ministry of Labor and Social 
Affairs, [6]). In Ethiopia, the majority of senior citizens reside in their own or family 
houses and are supported by their families [7–10]. In rural Ethiopia, older people 
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primarily get care and support from their extended family network, which cannot be 
properly replaced by any other body [9].

The traditional system of care through familial ties is essential for the well-being 
of older adults in underdeveloped nations like Ethiopia where the system of public 
transfer for supporting older adults is inadequately established. However, studies fre-
quently concentrate on older adults in residential care institutions with little attention 
to older adults living with their relatives [11], particularly to those who are dependent 
and in a co-residential living arrangement with their kin. This is despite the fact that 
the majority of older adults in Ethiopia receive care and support through their kinship 
ties [7, 8, 12]. When an elderly person can no longer handle necessary daily tasks 
on their own, care is required. Health, environmental, and economic changes spur 
support within families [13]. Many elderly people see an increase in family support 
as their sickness progresses [14]. Additionally, older adults may need care due to 
physical issues and psychological difficulties [15]. According to the vast majority of 
studies, physical limitations, especially those that affect ADL, increase the need for 
family care and the chance that older adults will live with family members [1, 16, 17]. 
Likewise, emotional closeness or bonding, as well as reciprocity of care [18–20], play 
important roles in co-residential family care [21, 22].

Widowed, divorced, and never married older people are more likely to live with 
and rely on their offspring than married older people [2, 16, 23, 24]. When elderly 
people lack the funds to cover their basic necessities and medical care, they must rely 
on their families [25]. On the other hand, older adults with great physical and mental 
health and the ability to give back appear to be prerequisites for care and support. 
According to a study conducted in Ethiopia, older adults who are financially indepen-
dent, physically fit, and in good health are more likely to receive assistance [10].

Studies have also highlighted the socioeconomic, psychological, and spiritual 
requirements of older people in rural areas. Older adults deal with a variety of physical 
and psychological issues [26], such as joint discomfort and dependency-inducing sight 
impairment [27]. The context of caregiving in a co-residential care setting is deter-
mined by a variety of characteristics, including the caregiver’s relationship to the care 
receiver, gender, age, and socioeconomic status [28]. Older adults with little financial 
resources are more likely to be marginalized and have low social status [29], which can 
lead to isolation (neglect) and eventual loneliness. In addition, rural older adults have 
socioeconomic difficulty, low income, and a lack of land ownership [30–32].

Care choices for older adults are influenced by factors such as the number of 
children, educational level, residential area, availability of health infrastructure and 
care facilities, and filial piety-related values [33]. In Ethiopia, facilities offer older 
people essential services, health care, and recreational activities [34, 35]. Studies 
on the effects of institutional care and the requirements of senior citizens living in 
residential care facilities have also been done by Alemnesh and Adamek [36], Eskedar 
[37], Tigist [38], and Bruck [39]. Older adults benefit from the fundamental health-
care services offered in institutions, although they are insufficient [36, 37].

In Ethiopia, older adults receiving institutional care are more likely to experience 
depression, isolation from friends and relatives, a lack of daily activities, and a lack of 
social engagement [36–39]. Getachew [40] and Aynshet [41] each conducted a study on 
the conditions of elderly persons who are homeless and older adults who are beggars. The 
research concluded that factors contributing to bad living conditions included poverty, 
death, separation from immediate family, and a lack of social support.

In her investigation of the care provided to Italo-Ethiopian war veterans (1935–1941), 
Hosseana [42] discovered that both formal and informal care providers offer financial, 
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material, transportation, health, and informational support. The research on older 
adults in rural locations in Ethiopia received little attention from Abraham [43], Noguchi 
[44], Fantahun et al. [45], and Kifle [8]. However, elderly people in rural areas and those 
who live in communities remain a population group in Ethiopia that has received little 
attention [8, 11, 43].

In sub-Saharan Africa, where the majority of older adults live and receive support 
from their informal networks, families are strong and familial ties are still present 
despite the strain [46]. In Ethiopia, it is a widespread family system custom to look 
after older parents, especially in rural areas [7–9, 12]. In addition to this, the majority 
of the scholarly literature focuses on urban older adults who reside in institutions. 
Society has the propensity to view elderly people as helpless and dependent, which 
opens the door to abuse such as exploitation and neglect.

Older people make up 9.1% (11,103) of Bassona Warana Woreda’s total population, 
according to CSA [5]. According to the Woreda Finance and Economic Development 
Office report from 2021, the proportion of older people aged 60 and over in the total 
population is predicted to be 9.5%, which is significantly higher than the national 
share of older people (4.8%) in the total population of the nation as measured by the 
2007 Census. This project will significantly advance knowledge, practice, and policy 
in the field of geriatrics in general and geriatric social work in particular given the 
paucity of literature on family care and support for older adults in Ethiopia. It will 
address the knowledge gap regarding aging rural Ethiopians receiving family care, 
which currently exists in the literature. The study’s baseline data on geriatrics and 
family care was what the researcher hoped would spark more research on informal 
care. This study aims to explore study participants’ experiences with the conditions 
that lead them to co-residential family care and is motivated by the paucity of studies 
on elder adults living in family care arrangements in rural areas.

2. Objective of the study

The main goal of this study is to examine and explain older adults’ lived experi-
ences in rural areas in relation to the circumstances that led them to seek family care 
in a co-residential family care setting. This study specifically attempts to describe the 
socioeconomic and health-related factors that lead rural older adults to co-residential 
family care arrangements.

2.1 Research questions

1. What are the physical and health-related circumstances that precipitate rural 
older adults for co-residential family care in the study area?

2. What are the socio-economic circumstances that precipitate rural older adults 
for co-residential family care in the study area?

2.2 Scope of the study

Only older adults who were receiving co-residential family care at the time the 
study was done are included in the study. The study also specifically focused on the 
conditions that lead older people in rural areas to require co-residential family care in 
order to represent the lived experience of older adults.
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3. Methods

3.1 Study area

Although the meticulous number of older adults in Gudoberet Kebele (the small-
est administrative unit in Ethiopia) is unknown, it is estimated that 438 (46,089.5%) 
older adults live there based on estimates from the Bassona Werrana Wereda (the 
third-level administrative division of Ethiopia—after zones and regional states). The 
choice of Gudoberet Kebele to conduct the study is influenced by the practicality of 
the Kebele in terms of time and expense as well as the researcher’s familiarity with the 
area. The population is agrarians who depend on agriculture for their living, accord-
ing to the manager of the kebele. Residents who belong to the Amhara ethnic group 
and are Ethiopian Orthodox Christians make up more than 99% of the population.

3.2 Study design

In-depth interviews with rural older study participants were conducted by the 
researcher to get the data. The lived experience of older adults in rural areas was 
investigated and described using a descriptive phenomenology approach, with an 
emphasis on the factors that lead to co-residential family care. According to Sloan and 
Bowe [47], the researcher selected this approach to examine and explain older adults’ 
experiences as they actually were. In a phenomenological study, it is typical to put away 
thinking and prior interpretation and place more attention on the lived experiences of 
older adults because these experiences make more sense to those who are living them. 
The study’s intrinsic structural experience belongs to older adults because of their lived 
experiences with it (Husserl, n.d. as cited in [48]). In addition, descriptive phenom-
enology employs bracketing or separating the researcher’s perspective, values, and 
comprehension of older adults’ experiences in co-residential family care [49]. So, the 
researcher used language to convey their personal experience that mimics how rural 
older adults’ facial emotions become psychological expressions [50]. Additionally, 
bracketing was used for the study’s analysis and interview. The study has received 
approval from the Mizan-Tepi institutional review board, and informed consent and 
confidentiality were properly acknowledged when interview data was being gathered.

3.3 The sample

The researcher has taken into consideration several phenomenologically recom-
mended concerns when determining sample size. As Dukes [48] pointed out, the 
researcher placed a lot of emphasis on avoiding making assumptions about what they 
wanted to observe and paying attention to what was actually visible. Furthermore, 
samplings were also taken into account based on the research topics [51]. These fac-
tors guided the interviewing of 12 rural older adults receiving co-residence care who 
were available during the data collection.

Older adults who live with their families in a rural Kebele of Gudoberet and receive 
care from them are the study’s participants. The inclusion criteria for choosing par-
ticipants older adults are developed in accordance with the study’s goal. The criteria 
utilized to identify participants are (1) older adults aged 60 and above based on the 
UN definition, (2) older adults who are co-residing with their family carers receiving 
care, and (3) older adults who are willing and capable of supplying information with 
consent.
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3.4 Data collection procedure

This study employed in-depth interviews to get data from rural older adults by 
creating an interview guide. After the interviewer establishes a casual, engaging 
relationship with rural older adults, the phenomenology design calls for a lengthy 
interview in which data are gathered through open-ended questions [52]. The Mizan-
Tepi University Institutional Review Board granted the study’s ethical approval (IRB). 
Additionally, the researcher adhered to [53] Ethical and Safety Recommendations 
when investigating delicate subjects. In addition, this study followed the Declaration 
of Helsinki’s guidelines. The older adults in rural areas were scheduled for interviews 
at a time that worked best for them. They were made aware of their ability to decline 
to take part in or not reply to particular interview questions.

Likewise, older adults were made aware of their right to privacy and secrecy, and 
they were advised that neither their names nor the information they provided would 
be utilized in any other way. About 40–75 minutes were allotted for the interviews. 
The participants’ native language of Amharic was used for all of the interviews. With 
the elder people’s permission, the interviews were audio recorded.

3.5 Data analysis

The first step in the data analysis method was arranging the older adult interview 
data and phenomenologically transcribing the audio recordings. The researcher has 
horizonalized the interview data by assuming that each statement is pertinent to the 
study. Listing the meaning or meaning units was done after the horizonalized sen-
tences. After that, meanings were grouped into common themes (a group of related 
data arranged in the same location) and categories, resulting in a meaningful “essence” 
that permeates the data. This was accomplished by eliminating overlapping and repeat-
ing statements [54]. The textural descriptions of rural older adults in a co-residential 
family care setting were then developed using these grouped themes and categories. 
Construction of the circumstances for co-residential family care is based on the textural 
descriptions, structural descriptions, and integration of textures and structures into the 
meanings and essences of rural older adults’ lived experiences [52]. This study’s goal is 
not to theorize using previous interpretation, as was discussed in the study design. So, 
information gathered from older people in rural areas is inductively coded.

The researcher has carefully listened to the audio recordings of all of the participants 
older adults in order to improve the quality of the data. Peer debriefing involved disclos-
ing part of the data and analysis to coworkers in order to solicit their helpful feedback. 
In order to confirm that the analysis accurately reflects the lived experiences of the 
study’s rural older adult participants, the researcher also presented the analysis to them.

4. Findings

The study participants who are older adults move out of their own homes or loca-
tions and into co-residential family care. For a variety of reasons, they moved away 
from their initial residence, and they spent between about 2 months to 23 years living 
in the houses of their offspring. The older adult participants’ socio-demographic 
characteristics (Table 1) are listed below for a better understanding of their back-
ground. Additionally, the studies use pseudonyms to characterize the experiences of 
older adults.
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4.1 Physical limitations and health problems

The functional limitations of older adults to carry out tasks is one of the justifica-
tions for shared living. Among the participants, Bogale, Haile, Mekonen, Desta, and 
Yeshemebet claimed that their choice to live with their adult children was motivated by 
a physical inability to manage daily tasks on their own. Their primary means of subsis-
tence is agriculture, which involves hard physical labor. However, when they grew older, 
they found it difficult to handle the demands of agricultural labor. They, therefore, 
made the decision to leave all of their assets, including their land, to their children who 
lived close by in the hope that they would manage them and take good care of them.

I started to lose my strength as I grew older. I was unable to tend to the animals while 
also cultivating the stony farmlands. I then made the decision to sell the cattle and 
give one of my daughters the farmland in exchange. I also let my two girls use the 
empty space in my compound. They built their own home and share residence with 
us. (Desta, 13 April 2021)

Nevertheless, due to temporary and bedridden health issues, some older adults 
are unable to maintain their independent living. Even though they were physically fit 
when it started, their condition forces them to depend on their children. Before they 
begin to cohabit with their children, Emebet, Abebe, Bogale, and Yeshemebet each give a 
brief description of their health.

I plunged into a little gorge twelve years ago. Then my hand and one part of my 
leg went numb. My kids drove me to the hospital and got me some holy water. I am 
unable to regain my health, though, because nothing is possible apart from God’s 
approval. I therefore stay here and sleep in the midst of my kids as I wait for God to 
either heal me or take my life. (Emebet, 24 March 2021).

Due to an eye condition that made it difficult for me to cook, fetch water, and 
perform other household tasks, I was unable to work. Consequently, two months 
before to the date of this interview, I made the decision to move in with my married 
daughter. I do not have a female child living with me who helps with household 
duties. (Yeshemebet, 18 April, 2021)

According to interview data from older adults in the study area, their physical 
health and strength are decreasing, forcing them to look for co-residential family care.

4.2 Inaccessible location

The decision of older adults to relocate their living arrangements to their offspring, 
who are located in a relatively accessible location, is influenced by the location of their 
home or neighborhood being inaccessible. Their inability to access the institutions they 
deemed essential for the old age period is a result of the remoteness of their former loca-
tion as well as their physical deterioration. Some older adults find it difficult to complete 
their old age activity because of the distance to a church and the rough terrain.

The environment made it difficult for me to move into the location I wanted when I was 
at home. I find it challenging to consistently travel to church due to the slick roads. When 
I get older, that’s when I need to connect with God. I therefore require a convenient place 
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where I may locate a church close by. Because it’s convenient for me to attend church and 
is closer to town, this is where I’ve chosen to live. (Bogale, 29 March 2021)

Gete also notes the terrain and how to get to the church, but she also stresses out 
how the weather and lack of medical facilities have an impact on her health and force 
her to change her living situation.

I formerly resided in a warm, sunny lowland area. I struggle with hypertension. 
Additionally, there isn’t a clinic where people can get examinations and medical care. 
My children warned me that the warm, sunny weather might make my condition 
worse. I made the decision to come here because it is a highland location and is close 
to health centers. (Gete, 15 April 2021)

As a result, the necessity for co-residential family care in rural older adults is influ-
enced by external circumstances. Regardless of the quality of family caregiving, older 
adults are encouraged to live with their families in co-residence by the neighborhood’s 
generally favorable physical environment, which allows them access to religious and 
medical institutions.

4.3 Separation and divorce

One of the circumstances that lead to co-residential family care is conflict with a 
spouse that results in legal separation or divorce. Some of their reasons for divorcing 
their spouse and choosing a new living situation for their children include behavioral 
issues with their spouse, complications with their husband and adoptee, and disputes 
over children born outside of marriage.

We shared a home for 35 years. We are currently residing in different locations due to 
our inconsistent behavior. I moved to Addis Abeba and stayed there for eighteen years 
as a result of her behavior. I built a house once I got home. I imagined that we would 
cohabitate. But she walked away from me. I became sick because I was upset. Then, 
when I arrived here, my sister assisted me in obtaining medication and recovering 
from my sickness. She warned me not to go back to my house again, so I made this my 
home. (Gizachewu, 12 April 2021)

Due to tension between her husband and the adoptee, Almaz, 89, and her husband 
split 23 years ago. Her husband planned to give the adopted child ownership of their 
farmland.

We had one adopted child and my spouse had been sterile. My husband wished to give 
the adoptee the farmland. He intended to take the farmland, according to my adoptee. 
I informed him that since he is not a member of my blood family, he cannot take my 
land. Our argument became very heated. He gave me some little barley. I instructed 
him to consume the barley. I divorced at that point. I eventually got to my biological 
child. (Almaz, 23 March 2021)

Asegedech also says that she made the decision to live with her child because her 
spouse had an extramarital child. She was angry and made the decision to move in 
with her married daughter.
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4.4 Death of spouse

Emebet, Yeshemebet, Gete, Bogale, Mekonen, and Haile are among the older partici-
pants who are widowed. All of them, with the exception of Emebet, lost their spouses 
when they turned 60. If their spouses were still alive, some of the participants who 
switched to co-residential family care said they would prefer to live alone. They must 
relocate their living situation with their children due to the loss of their partner, their 
ensuing isolation, and the difficulties they face at work.

Upon the death of my wife, I encountered difficulties in living because there is no one 
with me to cook and do other domestic work. Then, I decided to live with my child 
after the 7th year of my wife’s death. (Bogale, 25 April, 2021)

After turning 80, Mekonen and Haile lost their wife. They could not support 
themselves on their own. They made the decision to welcome their married son and 
daughter into their own house as a result. When their spouse passed away, they moved 
in with their children.

4.5 Economic problem

Because they lack the resources to live alone, some older adults must rely on and 
live with their children in order to be healthy. They have no other option for living 
but sharing a home with their children, especially if they lack farmland. Abebe, 
Mulu, and Asegedech spoke about a financial issue that led to co-residence with 
their children.

During the Derg regime, the local administration took my farm. After that, I got a job 
renting land from nearby farms. However, when my physical fitness declined, I was 
unable to continue, and the cost of renting land increased such that I could no longer 
compete with other farmers. These made me dependent on my son, then I had to 
switch to my daughter. (Abebe, 20 May, 2021)

The main cause of my daughter’s dependence on me is the financial situation. I have 
no source of income and have instead spent the majority of my life working for others. 
I moved in with my daughter because I was having financial trouble. (Mulu, 26 
April, 2021)

Asegedech further notes that her reliance on her daughter is a result of the financial 
difficulties she encountered following her divorce from her husband.

I didn’t receive a portion of the land or any other property when my spouse and I 
got divorced. After that, I ran into financial problems. My daughter was my final 
hope. I arrived here because I lack any sources of support. If I had a source of 
income, like farmland, I believe I am capable of surviving on my own. (Asegedech, 
27 April, 2021)

Men are the primary breadwinners in the study area, and if a husband dies, the 
wife will find it difficult to maintain her usual lifestyle on her alone, forcing her to 
move for co-residential family care.
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4.6 Neglect and inheritance dispute

Among the various factors that lead older adults to leave their house and move 
in with another child is neglect by nearby children and possible abuse threats. 
Participants who are older adults who have moved away from their former homes 
note that they may be threatened and neglected by their children if they share a 
house or live in the same area. When there is a conflict of interest, children who 
are supposed to be a source of protection can end up being a threat to older people. 
Children and the surviving parent clash when one of the parents pass away about 
who will inherit what. Sometimes the argument is intensified to make older people 
fear their children and leave or move in with another child who can take care of them 
and protect them.

One of my children begged me to give her a half of her father’s property after my 
spouse passed away. I complied with her request and collected my village’s elders and 
youngsters. I instructed my kids to split up their father’s assets evenly. Then, one of 
my daughters steadfastly refused to split the acreage because she wanted to take all of 
her father’s land by herself. We argue over this as a result, and I filed a lawsuit. I was 
permitted to use the land by the court. I gave her permission to take her share even 
after the court’s ruling, but she persisted in pestering me. She intended to murder me. 
Due to the fact that I was living alone, I began to fear for my life. I left my house as a 
result and moved here to be with my children. (Gete, 15 April 2021)

Some of the older adults were compelled to move out of their home and live with 
another child or relative due to abuse by a son who shared a residence with them. 
Bogale and Yeshemebet emphasize how frustrating it is that their sons have been 
neglecting them at home. They complained about how their married son, who lived in 
the same compound, was treated.

My child displays challenging conduct and lives with me in one compound. I gave her a 
blessing because his wife is a lovely person. But my kid treated me badly. He ignored me 
for the first three and a half years after the loss of my wife. He never encourages me to 
approach close to the fire, even when I start to get cold, while he relaxes there. I become 
upset as a result, and I ask my other son to take me to him. (Bogale, 29 March 2021)

Although older adults in this study want their children to provide them with 
care and safety, there are occasions when difficult relationships arise as a result of 
financial considerations and caregivers’ abusive behavior toward older people. By 
escaping this toxic and violent relationship, the older adult’s decision to move to a new 
co-residential family care setting is mediated by the presence of an adult child with a 
stronger emotional attachment.

5. Discussion

The likelihood of co-residence is determined by the parents’ financial dependence 
on their children, their marital status, and their capacity to perform activities of daily 
living (ADL) independently [17]. The move to co-residence is linked to older adults 
who are widowed having declining health [55]. As older adults with health issues are 
more likely to depend on others for a living, their physical and mental state affects 
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whether they choose co-residential family care. Changes in functional health status 
result in a requirement for additional family support and an increase in the possibility 
that older adults will live with children [1, 16, 17].

This study also shows that independent living is impossible for older adults due to 
their physical limitations in doing daily tasks. As a result, they are compelled to live 
together with their adult children since they require help with daily tasks.

The co-residence of older adults with their children was also found to be 
influenced by their marital status. Ruggles and Heggeness [24] observed that 
changes in older adults’ marital status owing to separation, divorce, and widow-
hood enhance older people’s need to co-reside with their offspring. This conclu-
sion is consistent with the study’s findings. The likelihood of co-residential living 
with children grows as a result of the change in marital status experienced during 
a period of widowhood [16]. The results also showed that the requirement for 
co-residence is not solely caused by a change in marital status, as older adults’ 
decisions to do so may also be influenced by financial pressures and physical limi-
tations that prevent them from living alone. Accordingly, a study by Audinaryana 
et al. [2] found that socioeconomically disadvantaged women, widows without 
jobs, and those who have had physical disabilities are more likely to live with their 
adult children.

Challenges arise for older adults who want to keep their independence due to 
economic issues. Due to their financial struggles, they are forced to change their 
living situation to co-residential care. According to earlier research [17], economic 
factors influence informal family care, and indicators of older adults living situations 
include their degree of education, occupation, and pension [1, 2, 17]. Owning mate-
rial goods and working in the economy helps older adults keep their independence, 
but economic hardship makes it more necessary for them to live with children. While 
older people with high occupational levels and pension coverage live alone, shared 
living is more likely to occur when one’s financial capacity is lower [1, 2]. In this 
study, agriculture is the main source of income for older adults, who also have lower 
literacy rates. Age-related financial pressures force them to rely on co-residential 
family care.

Older adults in the study area are vulnerable to challenges with their ability to 
support themselves due to the lack of social security programs. For people without 
access to farms, the economic burden is too great. The choice of older adults will 
be influenced by a variety of factors, therefore having financial resources does not 
ensure independent living. This study demonstrated that, despite having adequate 
financial resources, older adults often need to live with their adult children due to 
physical restrictions and inaccessibility of their residence. Some senior citizens who 
are unable to manage their property and live independently move their married adult 
children into their own homes.

This study also identifies other factors that lead rural older adults to change their 
living arrangements, including inheritance conflicts, abuse, and neglect by their 
shared child. However, earlier research has shown that older adults who experience 
violence or family conflict tend to live alone or stop sharing housing, contradicting 
this conclusion [56]. It is advantageous for older adults who have been mistreated 
or neglected to move to other co-residential care when other children are available 
who have stronger emotional bonds with them. Older adults move in with their adult 
children for emotional connection and a healthier parent–child bond [17]. The results 
showed that older adults who experience abuse usually arrange their living situation 
with a caring, close-knit adult child.
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5.1 Conclusion and implication for practice

Older adults decide to co-reside for family care for a variety of reasons, including 
physical limitations and health issues, an inaccessible location, separation and divorce, 
the loss of a spouse, economic difficulties, neglect, and disputes over inheritance. 
Future policy initiatives for the care of older people in rural areas should think about 
making local infrastructure development accessible, bolstering the family system, and 
extending support services. Physical, psychological, and social difficulties are forcing 
older adults in the research region to relocate for co-residential family care.

In Ethiopia, social work is still a relatively new profession. Higher education insti-
tutions should seek to open and expand gerontology social work education by devel-
oping faculty, curriculum, attracting a large number of students, and disseminating 
research findings in order to satisfy the requirements of older adults [57]. To offer 
care for this population group that is becoming more and more demanding, social 
work education generally and geriatrics social work training in particular should be 
increased.

Addressing older adults’ social and psychological needs is just as important as 
meeting their bodily requirements. Interdisciplinary education must be prioritized if 
gerontological social workers are to be qualified. Geriatric social work interventions 
should include a biopsychosocial approach and interdisciplinary teamwork, especially 
with health experts, to address the complex needs of older adults and their family 
caregivers [58].

Senior centers should be built because they provide a number of advantages, 
including opportunities for older people to make new friends and find joy in life [59]. 
Additionally, the establishment of senior centers in rural areas would encourage self-
care and health management among older people living there [60]. Senior centers also 
encourage older people’s involvement in the community through social interaction 
and friendships with other older people, both of which have been found to be impor-
tant in other studies [61].

The creation of daycare facilities helped older adults live better lives by addressing 
their loneliness and sense of isolation [62– 64]. Additionally, because older adults in 
nuclear families are more likely to suffer from depression than those in joint families, 
the importance of family caregivers for older adults should not be minimized [65]. 
Besides that, it is important to recognize the role that family support plays in reducing 
loneliness in old age, especially for people who do not get enough family time [63]. It 
is also important to offer assistance to rural older adults’ family caregivers in order to 
lessen their burden of caregiving. Training in caregiving [66], financial assistance and 
reimbursement for the care given to senior citizens [67], and provision of farmlands 
for family caregivers are significant.

The creation and implementation of home care for senior citizens, which is 
currently a favored style of care, should involve social workers significantly [28]. It 
is essential to increase older adults’ access to healthcare. Additionally, daycare and 
family care arrangements could be combined with services like health education and 
entertainment programs.

It is important to provide material assistance and expand community health insur-
ance programs. The quality of life for older people in rural areas will improve thanks to 
gerotechnology or the provision of assistive gadgets for incapacitating medical issues. 
To support older people in rural areas and lessen the strain on family caregivers, it is 
crucial that all stakeholders—including governmental and non-governmental organi-
zations, religious institutions, and human service professionals—play their part.
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5.2 Limitations of the study

“Why do older adults in rural areas in the research region seek co-residential 
family care?” is the topic that this study seeks to address. A co-residential family care 
arrangement’s sorts of services, older adults’ needs, interactions, and problems are 
not examined in this study. Furthermore, conclusions from the study should not be 
extrapolated to apply to other older adults receiving co-residential family care outside 
the study area.
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Chapter 13

Remodeling the Web: Supporting 
the Needs of Older Women 
Experiencing Intimate Partner 
Violence in Rural Contexts
Heather Helpard and Lori E. Weeks

Abstract

Researchers and health care providers know little about older, diverse women who 
experience intimate partner violence (IPV) within rural contexts and their service 
and support needs. In addition, rural older women experience significant geographic 
disparities in health status and outcomes, socioeconomic inequities, and access to 
appropriate services, creating unique challenges. In this study, we sought to contrib-
ute knowledge and innovative approaches to conceptualize and respond to identified 
specific needs and challenges older women experiencing IPV in rural contexts face. 
This study draws on the thematic analysis of 14 interviews with diverse rural New 
Brunswick and Nova Scotian women who experienced IPV or service providers sup-
porting older rural women who experienced IPV. Findings from this study culminated 
in the following themes: retaining the traditional web, breaking threads, spinning new 
connections, and remodeling the web. All these patterns played out within rural contexts 
where identified supports and challenges encouraged or hindered older rural women’s 
agency and supportive workers’ abilities to spin supportive connections and create 
innovative solutions to meet the needs of older, diverse rural women experiencing 
IPV. These findings will serve to inform future person-centered, supportive, and 
collaborative approaches and strategies for future and relevant service provision, 
education, and research for this population.

Keywords: intimate partner violence, older women, diverse women, rural, Canada

1. Introduction

Within Canada, women are victims in approximately 80% of reported intimate 
partner violence (IPV) cases [1]. IPV “refers to any type of abusive behavior that 
occurs between intimate partners, such as spouses or common-law partners” [2]. 
While researchers and service providers have paid more attention to IPV in younger 
women, a global aging population warrants a closer look at IPV rates in older women 
[3]. While accurate prevalence data is challenging to obtain, global data suggests 
that 16.5–54.5% of women over 45 years of age may experience IPV [3]. Researchers 
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suggest that older women may experience IPV differently than younger women due to 
an increased likelihood of comorbidities and dependency on a perpetrator for physi-
cal care and financial support [3]. Our knowledge of IPV rates and experience in a 
diverse cohort of women remains inadequate [2].

What complicates the matter even further is that in many rural and remote areas 
in Canada, including those in Atlantic Canada, women comprise a higher proportion 
of the rapidly aging residents [4]. New Brunswick (NB) and Nova Scotia (NS) are 
credited as two of the oldest Canadian provinces. Researchers estimate that almost half 
of the population of New Brunswick (NB) and over two-thirds of the people in Nova 
Scotia (NS) live in rural areas, and many who live in these places are older women with 
different languages, ethnicities, and comorbidities [5–8]. Across Atlantic Canada, 
many of these diverse older rural women live alone, are widowed, married, or live with 
a common-law partner, experiencing significant differences from those living in urban 
areas in terms of illness burden, mortality, and socioeconomic status [5–8].

IPV incidence between rural and urban Canadian women exists in Atlantic 
Canada, with rural women experiencing the highest overall rates of IPV compared to 
their urban counterparts in recent years [9]. Many older rural women live in low-
income situations with poor health outcomes [10] with experiences of geographic iso-
lation, inaccessibility to healthcare services, and unique sociocultural characteristics 
that may shape decisions, self-esteem, and health behaviors [10, 11]. However, such 
statistics often do not capture diverse groups of women at different phases of their 
lifespans or in various contexts in which these women live [12, 13]. Often, researchers 
describe women who have experienced IPV as a homogeneous group in reports and 
studies, leading to the development and implementation of supports and resources 
that may not meet the unique needs and circumstances of older and diverse groups of 
women living in rural settings [2, 11, 14].

Many define rural areas in terms of population or distance from the closest urban 
center, implying, to some degree, social isolation and inaccessibility to healthcare 
services and resources [15, 16]. These significant geographic disparities in health 
status and health outcomes, socioeconomic inequities, and limited technological and 
transportation access to appropriate services create unique challenges to providing 
supportive services [17]. The literature suggests that factors such as a lack of human 
and material resources and large geographical distances between communities [17] 
can create unique challenges for supporters working with this population. To address 
rural healthcare resource availability and accessibility issues, researchers have called 
for the formation of comprehensive rural health frameworks, recommendations, and 
innovations among critical stakeholders in the community, rural communities, and 
healthcare providers [17]. However, what remains are struggles with funding, hous-
ing, and culturally appropriate care [18].

From a geographical standpoint, “rural” was defined in this study as an area with 
fewer than 10,000 people [19]. However, rurality embodies more than population 
density and geographical distance to the nearest urban center. Within these geograph-
ically defined and designated areas exist eclectic ways of life created and maintained 
by patriarchal family structures, resilient attitudes, cultural and religious values, and 
stereotypes [20, 21]. Such attitudes, values, and ways of life may shape self-worth, 
purpose, and behaviors [11] in older, diverse rural women in Atlantic Canada and 
their attitudes, behaviors, and supportive needs in response to IPV experiences. 
Within this rural context, one can experience being embraced or “othered,” depend-
ing on the degree to which one identifies with valued and revered ways of rural life 
and membership [14].
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Researchers and healthcare providers know little about how older women experi-
ence IPV in rural contexts and their service and support needs. In addition, rural 
older women experience significant geographic disparities in health status and health 
outcomes, socioeconomic inequities, and limited technological and transportation 
access to appropriate services, creating unique challenges to providing supportive 
services [10]. While it is clear that intimate partner violence can occur with women in 
any context and at any stage of their lifespan, older women’s experiences of intimate 
partner violence are both a significant and understudied phenomenon [3, 22–25]. In 
addition, little is known about the needs of diverse older rural women aged 50 years 
or older who are living in rural contexts [26]. Without such knowledge, it is very dif-
ficult to understand how rurality and living within a rural geographical area facilitate 
or create barriers for older, diverse women seeking support for intimate partner 
violence and to determine what supports are needed to address gaps within rural 
contexts for women living with IPV that are different than what may be required in 
urban settings.

Our research team identified the need to understand how rural contexts facilitate 
or create barriers for these women and their service providers, who supported them 
in a paid or unpaid capacity. Thus, this study aims to gain insights into the needs of 
rural, diverse older women who had experienced IPV.

2. Methodology and methods

As part of a study funded by the Justice Partnership and Innovation Program-
Family Violence Initiative by Justice Canada, “Identifying and Responding to the 
Needs of Diverse Older Women Who Experience Intimate Partner Violence: The 
RESPOND Study,” [27, 28], team members conducted interviews with diverse and 
older NB and NS women who experienced IPV and service providers supporting 
these women who had experienced intimate partner violence (IPV). The research 
team accessed interviewed participants by extending invitations to surveyed service 
providers in the project’s second phase and distributing created study recruitment 
posters through organizations that provide services to women with IPV [28]. Also, 
women who experienced IPV could find these recruitment posters on public bulletin 
boards (e.g., health centers) and social media (e.g., Facebook and Twitter) [28]. 
Within these interviews and for this study, the research team identified the need to 
understand how rural contexts facilitate or create barriers for these women and their 
service providers, who supported them in a paid or unpaid capacity.

The inclusion criteria for participants included: (a) individuals who identified as 
a woman, including transwomen and femmes, (b) individuals who self-identified 
as a member of a visible minority or identify as an official Francophone language 
minority, (c) women who experienced IPV in midlife or older who are not currently 
in an abusive relationship or residing with an abusive individual, (d) women who 
were currently residing within a New Brunswick or Nova Scotia rural community and 
not a care facility, and (e) those who could be interviewed in French or English. Data 
collection resulted in a thematic analysis of 14 interviews (2 women and 12 supporters 
of older women who have experienced IPV in rural NB or NS) (Table 1). The study 
sample included six bilingual service providers from New Brunswick and six sup-
porters of older women in Nova Scotia who supported older women who had experi-
enced IPV in a rural setting. In addition, 1 NS Arabic woman and 1 NB Francophone 
woman, who both experienced IPV, participated in interviews.
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A feminist theoretical perspective informed this qualitative research analysis, sup-
porting participants’ involvement in the knowledge co-creation process and provid-
ing a lens to observe and consider how factors and structures within the rural context 
facilitate or create barriers for study participants. It was also rooted in constructivist 
approaches, which support relativist ontological views (e.g., different observers may 
have different viewpoints about what counts as truth) and underpinnings of pragma-
tism (e.g., human knowledge and values are situated in events and services to address 
practical issues in the everyday world), symbolic interactionism (e.g., subjective 
meanings of and realities through constant social interaction, language, and commu-
nications) and constructivism (e.g., truth and knowledge are constructed by humans 
as they engage with the world they interpret [29–31].

Inductive thematic analysis is a highly flexible method amenable to a range of epis-
temologies and research questions. Themes, often defined as abstract entities, capture 
or unify individuals’ experiences into meanings and patterns [32], offering a rich 
and detailed account of participant voices by highlighting similarities, differences, 
and surprising insights within the data. Using Braun and Clarke’s six-phased iterative 
[32] and reflexive process, the research team initially read through interview data 
stored in well-organized and labeled archives. In biweekly research meetings, phone 
conversations, and a couple of workshops, the research team annotated data items 
in the interviews to document ideas of potential codes and then refined these codes 
further in team meetings and discussions. The research team used the initial codes 
to organize meaningful concepts found within the data. Then, the research team 
interpreted the codes to develop data themes and subthemes, with the aid of theoreti-
cal and reflexive memos and field notes about potential codes and themes within the 
data. Finally, the research team organized the themes, subthemes, and codes into a 
thematic map to visualize relationships and patterns among the data. Themes were 
continually reviewed and refined by the research team (collapsing or breaking apart 

Participant pseudonym Description of participant

Denise An outreach worker from NS

Nathan A counselor at a shelter in NS

Pat A worker at a shelter in NS

Britney A worker with police and victim services in NS

Katelyn A staff nurse who works with IPV victims in NS

Irene A support worker with black women in NS

Cathy An IPV outreach worked from NB

Penelope A victim service worker from NB

Lenore An NB victim services coordinator from NB

Harriett An executive director for a rural women’s resource center in NB

Linda A community social worker from NB

Janice A manager at an adult program in NB

Mary A 48-year-old NB Francophone woman who experienced IPV

Raj A 53-year-old NS Muslim woman who experienced IPV

Table 1. 
Description of interview participants.
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some themes) for referential adequacy to the raw interview data and written observa-
tions and field notes during the interviews, leading to the final definition and naming 
of themes. The completed thematic diagram (Figure 1) tells the story of the data. 
One-third of the interview transcripts were in French, so the expertise of two bilin-
gual research team members took the lead in documenting English translations of the 
French transcripts, using detailed memos to capture inherent meanings and patterns 
relevant to the francophone culture. In the interview with the Arabic woman, an 
Arabic interviewer included notes and explanations in the transcript to clarify aspects 
of Muslim culture. A research member on the team offered insight and expertise dur-
ing discussions about interview content shared by black Canadian support workers.

Due to time limitations, the research team did not complete member checking 
during the data analysis. However, member checking was sought during the presenta-
tion of findings at national and international conferences. In summary, according 
to Lincoln and Guba’s [33] trustworthiness criteria, many members of the diverse 
research team were involved with prolonged engagement with the data and data 
analysis process, interview translation, as well as peer debriefing at regular research 
team members and retreats, leading to logical, detailed, traceable and clearly docu-
mented analysis processes supporting interpretations and findings derived from the 
interview, data analysis decisions, personal reflections and insights from the inter-
view data.

The Research Ethics Boards granted ethical approval for this study at Dalhousie 
University, the University of New Brunswick, the Université de Moncton, and the 
University of Prince Edward Island. All participants provided informed consent 
before the interviews began and received a $25 honorarium.

3. Results

Four overarching themes emerged during the data analysis process. Themes of 
“Retaining the Web,” “Breaking the Threads,” “Spinning New Connections,” and 

Figure 1. 
Remodeling the web: the experiences and needs of older diverse women who had experienced IPV and unpaid and 
paid support workers.
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“Remodeling the Web,”, and related subthemes (Figure 1) provide an interpretation 
of diverse older women’s as well as paid and unpaid supporters’ experiences, chal-
lenges, needs, and opportunities regarding IPV support and service needs within 
complex and ever-changing rural settings within Atlantic Canada. These findings 
and a diagram (Figure 1) evolved from secured interviews between members of the 
research team and study participants, as well as researcher memos during an analysis 
process guided by Braun and Clarke’s [32] six phases of thematic analysis. Figure 1 
depicts the relationship between these themes and subthemes.

3.1 Retaining the Web

“Retaining the Web” (Figure 1) is a theme that represents the chronic barriers faced 
by study participants. The perceived present reality for participants in Atlantic Canada 
is living or working in a contained and restraining web. Societal structures, stigma, 
trauma and invisibility, discriminatory and oppressive gender roles and hierarchies, 
age, racial, and language stereotypes, and inaccessible human and material resources 
to assist with IPV shape this web. This theme also captures the perceived barriers 
that older, diverse women experience when attempting to access IPV services in rural 
settings. This theme subdivides into the subthemes, ‘meeting traditional gender role 
expectations,’ ‘being inside the rural circle,’ and ‘living with limited accessibility.’

3.1.1 Meeting traditional gender role expectations

Many study participants described older, rural women as entrenched within a 
present-day web of power inequity shaped by patriarchal ideals and the need to meet 
traditional gender role expectations. Denise, an outreach worker from NS, reveals, 
“For older women, the kind of deal was the husband is the breadwinner, and the 
wife took care of the home.” This division of roles and responsibilities within the 
home places older, rural women in a vulnerable and dependent physical, emotional, 
social, and financial position within their relationships, a reality that may promote 
and escalate feelings of helplessness, isolation, and oppression. Mary, a 48-year-old 
francophone woman who experienced IPV, echoes these sediments, saying, “If you 
can’t beat him, keep quiet, so you don’t upset the boat.”

Meeting traditional gender roles means accepting and upholding a climate of self-
sacrifice for older, rural women in preference to others’ needs. Within such an atmo-
sphere, older, rural women’s potential physical and emotional isolation may escalate 
when IPV occurs within the home. Reflecting on her IPV experience, Mary remembers 
such feelings, saying, “I realized how my life was going to go. You can insult me and 
beat me to the point of killing me if you want. I accept it, I love you, but you must 
never get your hands on one of our children.” Compatible cultural and religious beliefs 
can further reinforce patriarchal ideologies and gender role expectations. Denise com-
ments, “Certain religions encourage couples to work out things no matter what … such 
a damaging power differential. And I think there is a lot of shame and stigma”. Raj, a 
53-year-old Muslim woman who experienced IPV, shares, “in my religion, when a wife 
is patient and tolerates whatever happens with her in the marriage life, she will go to 
heaven” (Raj). Raj further describes what toleration entails, sharing,

We [the wives] allowed our husbands to trampling and stepping on our dignity. 
Trampling on our emotions. Trampling on our comfort and trampling on you [the 
wife] … If not, you will lose your life and your children and family
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Also, older women’s feelings of self-worth align with meeting traditional gender 
role expectations within rural contexts. Cathy, an IPV outreach worker from NB, 
explains, “They [older women] are often told [by their husbands or partners] that 
they can’t make it on their own.” Denise agrees, considering the older, rural woman 
who has been a caretaker and homemaker “might not have any savings at all.” This 
limited ability to make it on their own may also come from little formal education and 
work opportunities.

3.1.2 Being inside the rural circle

Penelope, a victim service worker from NB, describes the rural context as 
comprised of “little cliques which define a degree of acceptance of how you will be 
treated.” Lenore, an NB victim services coordinator, reveals, “The level of secrecy 
here is huge … senior women have the burden of the well-being of the family on their 
backs; the honor of the family … We mustn’t break up the family.” The health and sup-
portive benefits of living in a rural context apply if one is part of the inner circle that 
ascribes to and embraces these gender role expectations, beliefs, and secrecy related 
to IPV. Nathan, a counselor at a shelter in NS, reflects, “Diverse women face additional 
challenges in a rural community. They feel shamed when discussing their case with 
anyone, and many do not understand their culture … they suffer a lot” (Nathan).

Discussion and acknowledgment of IPV happening in rural households are subject 
to stigma and discrimination. Older, diverse women can erode the rural culture of 
secrecy by speaking out about IPV experiences. In that case, they risk stigma, racism, 
potential rejection and isolation from family, friends, and the community, and social 
exclusion from membership and support offered to those within the rural circle. 
Lenore shares, “There were horrible rumors out in the community about who was 
accessing the shelter.” Such stories spread throughout a rural community not only 
threaten older women’s self-esteem and how they will be viewed and accepted by 
others but also create a barrier to their comfort level in accessing services. Therefore, 
for an older, diverse woman to be outside the circle in a rural community because 
exposing the secret of IPV means risking rejection from supportive networks, cul-
tural groups, relationships, financial security, dignity, and personal safety. Harriett, 
an executive director for a rural women’s resource center in NB, believes that such 
aspects of a rural way of life hinder older, diverse women’s sense of security. She indi-
cates that these vulnerable women must have the “ability to feel safe in reaching out 
both within the community and outside the community as they [older, diverse rural 
women who experienced IPV] have a real lack of anonymity and a lack of privacy.”

3.1.3 Living with limited availability

Within the rural context, Linda, a community social worker from NB, reveals 
that paid and unpaid support workers continually strive to find culturally relevant 
human and healthcare resources for older, diverse women experiencing IPV from “a 
pool that is getting shallower and shallower.” Many study participants shared that 
IPV services in rural communities were directed “mostly towards younger women … 
those are the women that suffer domestic violence the most” (Harriett). It was not 
common among study participants to consider older women with IPV as a distinct 
population requiring unique resources and services because “they [older women] 
do not want to go to where they are known” (Linda). Janice, a manager at an adult 
program in NB, spoke about the lack of specific IPV services for older women. 
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She explains, “There are no services specifically for older women … we don’t see 
them. Young women are open to different services … older women are the opposite 
… they want to keep everything a secret.” The lack of visibility and attention to older 
women with IPV in rural contexts resulted in the development of generic programs 
and the construction of shelters that did not consider modifications such women 
with illnesses or disabilities may need. Pat, a worker at a shelter in NS, discloses, “We 
do not have a lot of staff or facilities or the money to put equipment in for or care for 
older women with illnesses and disabilities… They can try to get a room on the main 
floor to avoid stairs.”

Moreover, Harriett comments, “It is difficult to find someone who wants to work 
but also speaks French at the same time. It’s a constant, constant battle.” While NB is 
a bilingual province, Francophone providers and resources are often in short supply. 
Mary claims, “services are not as available to Francophone women everywhere, and 
that affects who I go talk to and if I decide if it is worth the time to go through that to 
try and find someone who understands.” Linda expands further on language issues for 
immigrant women in rural contexts who speak neither French nor English:

Speaking neither English or French makes it a big challenge and unfortunately, in this 
case, it was not the priority to deal with the violence she [a client] was experiencing. 
We could not do therapy with this person, you understand, because the language 
barrier was just too big … We couldn’t understand each other enough.

In rural contexts, there exists limited accessibility to providers, services, and resources 
to meet the specific needs of older, diverse rural women and for those who are trying to 
help them from a counseling, treatment, supportive, or legal perspective. Linda shares, 
“We have to contact many people to help with translation … it’s a big challenge, and most 
times we can’t get the help, and we can’t offer the help and support we usually offer to 
other clients.” In addition, study participants raised concerns about older, rural women’s 
limited accessibility to centrally located and distant IPV services in rural contexts and 
support workers’ ability to access them in their homes. Linda divulges, “Isolation is a big 
obstacle. Transport and isolation in the region [rural settings]. There is nothing close, 
and there are no other services here [rural town] that offer domestic violence services.” 
Therefore, Linda discloses that older, diverse women must rely on others within the rural 
circle for support, even if they are the perpetrators of abuse. She shares, “There are no 
buses in Kent County. A client of mine had to depend on a taxi where, at one point, it was 
the abuser driving her. The fact that we had a client, and it was her ex-spouse.”

Janice spoke about the “lack of protection and privacy for the elderly in rural areas 
from the eyes of rural residents if they are made to access local programs and shel-
ters.” Linda expands on this point, saying, “Adult protection can do nothing to help 
them [older women] as long as they understand what is happening … there is nothing 
they can do. Police services are also the same thing.” Mary, an older Francophone 
woman, claims, “Without any care of the hard time to find help and get there, no 
one comes to me.” This need for service within the home environment may be an 
important consideration for older, diverse women in rural settings who have, as Janice 
asserts, “lived in their homes for decades, and it is all they have ever known.” It may 
not always be easy for older women to relocate to another place, such as a nursing 
home, when, as Linda notes, “You’ve been through 60 years of abuse, and there is no 
counseling offered there.” What also makes it hard for rural, older women to leave 
their homes, families, and communities to access outside services and alternative 
housing arrangements is to leave their animals. Linda acknowledges, “We can’t have 
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animals at our shelter, you know … there are other services for animals, but it is not 
good for their [older women] dog or cat or horses to go to the other side of the prov-
ince or for women to leave them behind.”

3.1.4 Summary

“Retaining the Web” represents how older, diverse rural women and unpaid and 
paid supporters continue to live, work, and exist within a societal structure shaped 
by patriarchal ideals and traditional gender role expectations that are accepted and 
supported inside the rural circle. These ideologies, as well as cultural practices and 
religious beliefs that align with them, permeate and influence healthcare provision 
and planning, family and community relationships, and political and legal systems. 
With the rural inside circle being a primary means of support, older, diverse women 
with IPV risk isolation, alienation from their home, family, and community, further 
poverty, stigma, and shame in a rural context that provides limited access to outside 
services and resources supportive of language and cultural needs, as well as financial 
and legal protection.

3.2 Breaking the Threads

“Breaking the Threads” (Figure 1) is a theme that captures actions identified by 
study participants that are needed to fracture the retained web in rural settings, such 
as the patriarchal societal structures, traditional gender role expectations, stereo-
types, and age, racial, and language discrimination. The theme subdivides into two 
subthemes, ‘finding a voice’ and ‘promoting community awareness.’

3.2.1 Finding a voice

Within present-day rural contexts, study participants have found that older, 
diverse women who have experienced or are experiencing IPV have been silenced and 
oppressed within their homes and communities. Britney, a worker with victim and 
police services in NS, observes, “Older women do not often realize that they have been 
abused … they think that is just the way life is … so they accept it as the norm.” Linda 
concurs that “the elderly more than the young do not realize it is violence.”

To ‘break the threads’ that perpetuate this silence and oppression requires re-
awakening and reflection before an onslaught of education. There is a need for these 
women to ‘find a voice’ through storytelling with a trusted healthcare provider, 
family member, friend, or cultural representative in a safe and secure place. Raj 
recommends, “Don’t be silent … Women should share their pain with someone and 
get someone they trust involved.” However, Cathy cautions, “It’s just taboo… they 
[older women] want to hide more … they want to keep everything secret to avoid 
backlash, embarrassment, loss of home, and hurting others” (Cathy). Denise agrees, 
“Women might feel too embarrassed to tell their story to someone that’s so close in 
the community, or they might not trust that privacy will be kept.” In addition, Lenore, 
an NB victim services coordinator, agrees, “It’s an obstacle to go and show them they 
have the right to be someone, to be understood, to be loved and to have support.” To 
address these concerns, Katelyn, a staff nurse from NS, shares, “I listen to their story. 
I hear what they have to say … reading between the lines, looking at their gestures. I 
always leave the door open for them to share and express.” Linda believes trust can be 
gained by:
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Sending them messages and assuring them [older women] they are beautiful, intel-
ligent, and strong … asking them to write in a journal or share pictures to discuss … 
encouraging them to tell a bit of their story and taking the time to listen …

Furthermore, in a rural context, Linda proposes, “attention to a location, like 
beside a hospital or connected to a business, would not let others see them come into 
my office, and it ensures client confidentiality.” However, other study participants felt 
that a primary consideration of gaining trust in older, diverse women with different 
cultural backgrounds and languages was to advocate for more support workers and 
care providers who could identify with their background and lived experiences. Irene, 
a support worker with black women in NS, recommends “Having people that look 
like those individuals who are providing service … making sure they are culturally 
relevant, making sure they’re grounded in that person’s culture.” Nathan expands on 
this point, noting, “It is also important to have providers of the same generation as the 
victim … the same age range … which may help with trust for victims to tell the story 
to someone relatable.”

3.2.2 Promoting community awareness

When questioned about specific IPV services and supports for older, diverse 
women in rural contexts, many study participants indicated that there were few or 
none. Penelope shares, “We offer the same services as we can, regardless of age group.” 
Denise agrees, saying, “First of all, we just do all the same things that we do with all 
women.” Nathan discloses, “I find that we never treat anyone of any age difference, but 
I find there are more resources allocated for younger women experiencing violence or 
intimate partner violence than older women.” Older, diverse women experiencing IPV 
were generally not thought of by participating support workers as a group with unique 
needs and were invisible. Mary divulges, “I feel many have turned their backs on me … 
You fall on your own” (Mary). To ‘break the threads,’ there need to be ways to chan-
nel older, diverse women’s voices so that community members can be informed about 
intimate partner violence and change some previous mindsets. Denise suggests:

There needs to be changes to support this population in general, I think that other 
service providers like doctors, nurses, lawyers, judges, social workers, community 
leaders, like everyone in the public needs to be trained and aware of intimate partner 
violence needs in all groups within the older generation … like generational and 
cultural competence.

Harriett, an executive for a rural women’s resource center in NB, believes commu-
nity awareness starts with “a lot of social media, going out and talking about it and get-
ting information out … We have to widen our scope and try to get the word out in these 
ways.” While older, diverse women are less visible on social media, Penelope reflects:

Awareness, our young people have it. Older women are less on social media … but 
this mustn’t stop us all from getting their words and messages out. We must keep going 
because putting out the message can narrow the gap between the generations in our 
rural communities.

While such actions to educate and inform others in the rural community are essen-
tial, Irene implies the message is more complex. She cautions that in rural contexts, 
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“it is important to acknowledge that systemic racism has impacted how other people 
outside the community interpreted the community of black older women where inti-
mate partner violence is an issue.” The training and messages to healthcare providers 
and rural community members must also be authentic. “Whenever there is a type of 
forum that’s organized within the community, talks about community experience or 
community needs with intimate partner violence, they [older, diverse women] need 
to be there to participate and give those first voice stories” (Irene). Katelyn stresses 
the need also to “get the information down or getting research, having research guide 
the messages for the community and even having focus groups … getting it down 
accurately on paper. Getting it written and shared.” Nathan outlines a role for himself 
in this process, saying, “As a man, I feel there need to be support groups with men to 
raise awareness with men about violence… stand up against violence, … support the 
cause … to balance the process.”

3.2.3 Summary

“Breaking the Threads” represents an initial starting point to unravel the 
constraints of the present-day web to help older, diverse women in rural contexts 
reawaken and ‘find a voice’ to help them recognize and understand they are victims 
of IPV and to feel comfortable and safe to share their stories with trusted health 
care providers and, preferably, with those who look like and can identify with their 
cultural backgrounds and generation. The rural community, and public, including 
health care providers, men groups, and community leaders, may need to participate 
in training as well as research and knowledge dissemination of first-hand stories from 
older, diverse women to raise community awareness that they experience intimate 
partner violence and systemic racism in rural communities.

3.3 Spinning New Connections

“Spinning New Connections” (Figure 1) is a theme that represents the study 
participants’ perceptions of the need for the creation of new threads and connections 
within their immediate surroundings, as well as with local and distant communities 
and intersectoral and healthcare partners. Participants suggest that such innovation, 
re-imagination, and creativity are required to build a new foundation for future ini-
tiatives and models of care that better meet their needs to cope, live with, and address 
IPV in rural settings. The theme subdivides into two subthemes, ‘building supportive 
networks,’ and ‘creating collaborative community connections.’

3.3.1 Building supportive networks

In present-day rural settings in Atlantic Canada, study participants spoke of the 
social and geographic isolation experienced by older, diverse women who had expe-
rienced or are experiencing IPV. Linda observes, “the elderly often have nobody. You 
know we see that often.” Mary shares, “It is so important for me to be well surrounded 
with whom I share strong bonds like family and friends and others who can under-
stand you… it is amazing how good it makes you. It reassures you.”

What complicates social and geographical isolation with the need for informal, 
supportive networks is that many IPV services and resources for women are outside 
the home and local, rural community. Denise shares, “Many services providers are 
stretched too thin in rural areas and prefer women meet them where they are for 
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service regardless of if they [older women] live far out of town and have no vehicle.” 
For these reasons, Harriett imparts, “they [older women] need someone they trust, 
like family or friends or a support person, to kind of lead them to services and 
resources or come with them … or learn do this on the Internet.” On the other hand, 
older women uncomfortable with technology or with no support persons may require 
healthcare providers also travel to meet these women where they live or steer them in 
a direction where they can meet others with similar interests and backgrounds. Denise 
discloses, “Specifically with the older population, I find I do more home visits than 
meeting in the office” (Denise). Nathan suggests that “it would be great if a group 
from an institute goes to where those older women are in their home and supports 
them to stay there.” Social support networks make older and diverse women feel more 
connected and closer to home in rural settings. Groups within the local community 
can be found in places such as “within churches to pray, sing, or hum” (Katelyn) or 
homes. Irene, a supporter of black women in NS, elaborates further, sharing:

We have done women’s circles, where it gives them the Opportunity to share resources 
that have helped them. We have also had long kitchen table talks, specifically about 
being a survivor, what that looks like, and providing some peer support.

Older and diverse women who do not speak French or English could create informal 
support networks using “apps and writing and non-verbal communication to get to the 
place with others who do not speak their language” (Irene). Irene further elaborates, 
“social networking can involve something as simple as a senior’s group or women’s 
circles in the community where they [older diverse women] can crochet and knit and 
talk and eat … incorporate mental health.” Also, Raj feels that building supportive net-
works with older and diverse women in rural settings needed to incorporate culturally 
based rituals and practices of expression to bring people together. She states:

I want to say rituals. A lot of women use their rituals … Like one of the ladies did 
henna on her hands and feet. And it was around her coming through her journey. 
There are things like Bollywood dancing and activities from the Muslim community. 
They get together and talk about their experiences, but it’s through dance, and expres-
sion of creativity like plays and different things like that (Raj).

3.3.2 Creating collaborative community connections

To ‘spin new connections’ requires forming and nurturing collaborative partner-
ships between older, diverse rural women who have experienced or are experiencing 
IPV, their advocates, community organizations, and the justice system. The strength 
of community connections in rural settings is imperative to offset the issues surround-
ing limited accessibility to others and resources. Within rural contexts, Raj believes, 
“Partnership is power!!! I think civil society and the government need to work together 
hand in hand with us without any hierarchy or power struggle for change.”

A key priority identified by study participants is to be “part of reworking the 
puzzle of resources within the community” (Katelyn). The involvement of older, 
diverse women and their advocates to streamline and connect multiple IPV referral 
processes, healthcare providers, resources, and related services in private yet acces-
sible, “central multiservice locations, satellite clinics, mini prevention offices and 
virtual programs across and between rural contexts” (Denise). Also, it is imperative 
to educate older, diverse women and advocates about their availability and how to 
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access healthcare resources and services, as well as to “understand legal statutes and 
navigate judicial processes” (Britney). Irene sees “huge barriers to older women when 
there is a lack of knowledge about where services are, who providers are, and what 
can be offered in rural communities.” Lenore suggests:

We need to reach them [older diverse women] more … for discussion and education. 
Perhaps, … going to their homes to offer them little presentations on supports and 
services, laws, policies, and healthy relationships.

In rural contexts, there are diminished RCMP services, communication, and 
safety concerns. Denise mentions, “There’s often only one RCMP officer patrolling 
like a rural area … it takes police what seems like forever to them [older women] to 
get there.” Lenore reveals, “Older women are very sensitive to police comments… bad 
attitudes of police regress women in their efforts to make statements or press charges.” 
Linda expands on such experiences, sharing, “Women can be vulnerable as laws and 
judicial processes often punish the victim and put all the responsibility on the victim.” 
More work is needed to “improve laws, policies, and justice for vulnerable victims and 
populations of IPV crime and helping judges understand the issues of complexity and 
violence.” Lenore contends, “We all work for the people” (Lenore). Katelyn reveals, 
“There’s not a lot of trust with agencies and organizations…. most of the time they are 
not staffed with black people.” Irene asserts:

I think some of the recommendations would be we need more people in support roles 
that look like us, that are trained to… Because I mean the thing about it is that we 
know the African-Nova Scotian experience. But having the supports through that 
experience are lacking.

Therefore, older, diverse women and their advocates must work toward forming 
collaborative partnerships with Multicultural Associations, diverse elected coun-
selors, healthcare providers, and the judicial system in developing more culturally 
appropriate IPV healthcare, police, and judicial services, as well as language transla-
tion and educational resources.

Other forms of health care delivery from health care providers and support work-
ers could involve case-based management approaches and partnerships with local 
church organizations. Denise reveals,” A lot of times older women are more connected 
with church organizations… like in a counseling capacity, a friendship capacity, and 
for food, shelter, transportation, and financial aid.” However, Harriett maintains, 
“What we are noticing with older women … is that there is no affordable housing for 
them to meet their needs, including mobility issues …. they are on Income Assistance.” 
Older women, often in more dire financial situations, do not have the means to work. 
Without provided secondary housing, there are only the “shelters with the bare mini-
mum with no special beds, and not very accessible at times with … at our place having 
to walk up at least 6 stairs to get into the building itself” (Nathan). For older women 
who choose to stay in their homes, Lenore indicates, “They [older, diverse women] 
should continue to receive services … as well as resources to equip them to be safe and 
to defend themselves.”

On a positive note, to address financial aid needs, Denise insists, “Older women so 
a really good job with fundraising initiatives and getting their name out in rural com-
munities … using social media platforms more.” Harriett shares, “Some of us [support 
workers] have really good fundraising campaigns … like toonie draws and … a Chase 
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the Ace champaign raising $300,000.00 … and a safer pets program … Not one penny 
of government funding.” Linda advocates for “more subsidized funding for programs 
for older women from the government.” In particular, Linda indicates, “If we had 
subsidies, we could have more specific IPV programs for older, diverse women … to 
touch more on the problems they are experiencing.”

3.3.3 Summary

“Spinning New Connections” represents and addresses mechanisms and strategies 
to facilitate building eclectic informal, supportive networks and creating multiple col-
laborative community connections. Both will thread together as a solid foundation for 
creating a new web that better serves the unique needs of older, diverse women who 
have experienced or are experiencing IPV and paid and unpaid support workers in 
rural Atlantic Canada. There is a need to facilitate and strengthen meaningful infor-
mal networks with family, friends, and groups of older women that share experiences 
and support generational and cultural roots within the home, local rural settings, and 
between rural settings. The involvement of community churches, judicial, multicul-
tural, and fundraising organizations, government subsidy funding, police, and health 
care providers and support workers in partnership with community leaders and 
advocates, and older, diverse rural women who experienced or are experiencing IPV 
is paramount to facilitating a collaborative, inclusive, and connected approach that 
serves to dismantle previous power and oppressive hierarchies that serve to silence 
and isolate these women within their rural communities.

3.4 Remodeling the Web

“Remodeling the Web” is a theme that represents the study participants’ vision for a 
new, supportive web. This remodeled web, created in partnership with older and diverse 
women and support workers, has a supportive infrastructure more attuned to the needs 
of the study participants. This unique and evolving web supports transparency, equi-
table voices, preventative and meaningful services, appropriate human and material 
resources, and connections that meet the needs of diverse older women and support 
workers in rural Atlantic Canadian settings. The theme subdivides into two subthemes, 
‘enhancing older women’s visibility,’ and “redefining self-worth and purpose.”

3.4.1 Enhancing older women’s visibility

In the present-day web, older and diverse women are invisible and devalued 
within the family and rural context. Denise observes, “While all services welcome 
access by older women … Like you see people taking in cutsie voices to older women, 
or like infantilizing them.” Irene feels:

It is not appropriate for me to assume I know the answers for them … I ask permission, 
and I encourage them to self-advocate or play an engaged role in our talk, so the real 
person in front of me appears in a space of conversations that are the bigger picture.

Older and diverse women who have experienced or are experiencing IPV should 
be visible at the center of the remodeling web. Traditionally, there has been a “top-
down” approach to developing resources and services for women experiencing IPV, 
with little attention to older and diverse women in rural contexts. Irene reasons 
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that “women end up accessing and receiving services and even kind of controlling 
what those services are by influencing what those services are is by having someone 
endorse that service.” The people that favor these services are, as Harriett describes, 
“Government officials and a community board … who imply what they do is what 
this the community wants. But it doesn’t mean that they are representing the women 
themselves.” Instead, opportunities for “dialogue and different understanding with 
older and diverse women is needed, asking a lot of questions … and exploring all the 
possibilities of choices and resources and services to follow” (Irene).

It is also essential to have, as Irene states, “Diversity on our board of directors …. 
and advocates available for women of color … diversity of service.. with opportunities 
to expand and grow and learn and to reach out in new ways.” Raj says, “I advise the 
bigger society to seek the truth. To see women and return and maintain women’s right.” 
Katelyn believes, “People who understand this population [older and diverse women] 
have an understanding then, some insight into their IPV experiences, community 
concerns, and needs.” Irene also contends, “They [older and diverse women] need to 
be seen and at the center making sure the resources are relevant to their experiences, 
generation, making sure they’re culturally relevant … grounded in their culture.”

What is also really important is to show respect to the older and diverse women who 
have taken the steps, with the support of their advocates, informal, supportive net-
works, and community partners, to become visible in rural settings. In a remodeling 
web, let resources and services “center around the women who are IPV victims, not the 
abusers” (Katelyn). Katelyn thinks, “These women should be honoured … there needs 
to be respect and admiration … not stigma, shame, or discrimination.” Linda advocates:

We need to from their [older and diverse women] resourcefulness and sense of caring 
for people who have been through a similar situation … making visible themselves 
and sharing the information and experience they received.

3.4.2 Re-defining self-worth and purpose

Within a remodeled web of resources and support with the older and diverse rural 
women at the visible center, there is a renewed opportunity for them to redefine a 
sense of self-worth and purpose for the future. Raj recalls, “He made me weak and 
not trusting myself. He was always humiliating me. He let me feel that I am a weak 
woman, and I am nothing.” Mary pleads for others like her to “Run! Run! Get out of 
it! Because it never gets better” (Mary). Denise feels that a supportive, collaborative 
approach with this population in a remodeled web can help these women realize “it’s 
me first, it’s my health first. And I need to be here to be present for the rest of my 
family.” Harriett agrees, saying:

We could see their strength, but they [the older, diverse women] don’t see it. I think 
they could see it; it would make much more of a difference. If there was a way we 
could help them see that, it could give them a sense of worth and purpose. Because 
they really have gotten to this point, they are by being strong (Harriett).

A remodeled web allows these women to recognize their resilience and resource-
fulness and use those strengths to move forward after “so much shock and heart-
break.” Denise contends, “Finding themselves [older and diverse women] after IPV 
means kind of coming out on the other side of that and developing self-esteem and 
self-love.” Within the remodeled web that is forever changing, these women have the 
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opportunity to “recreate themselves after thinking like it’s too late for that … inspiring 
others like them of what resiliency truly is” (Denise). Katelyn shares that this process 
is “peeling away the layers and seeing a purpose … and saying, ‘I’m going to do for 
myself ’” (Katelyn). Linda shares, “We [support workers] can bring out their [older 
and diverse women] by bringing out their qualities that don’t see themselves, you 
know … with tools to boost their self-esteem.” Katelyn agrees, saying:

Giving women the empowerment or letting them know that, yes, you do have power, 
yes, you can do something, you’re not a victim, you’ve overcome much, you know … I 
honour you … You have a part in this too … there’s some things you can do … receive 
the help you need to build up the self-esteem and to build up the self-worth.

3.4.3 Summary

“Remodeling the Web,” represents the supportive and openly changing environ-
ment that centrally locates, shapes, and gives visibility to older and diverse women’s 
presence within rural communities, their role as partners with advocates, health care 
providers, support workers, community organizations, stakeholders, and leaders. 
From a grassroots versus “top-down” approach, older and diverse women are at the 
center of their IPV program and service development, research, and mentorship of 
others with similar experiences and their continual personal self-growth journey.

4. Conclusions

This study aimed to understand how rural contexts facilitate or create barri-
ers for older and diverse women and their service providers, who supported them 
in a paid or unpaid capacity. The results of a thematic analysis of 14 interviews 
(2 women and 12 supporters of older women who have experienced IPV in rural 
settings of Nova Scotia or New Brunswick, provinces located in Atlantic Canada. 
Four overarching themes, “Retaining the Web,” Breaking the Threads,” Spinning 
New Connections,” and “Remodeling the Web,” and related subthemes (Figure 1) 
emerged. These findings interpret study participants’ experiences, challenges, 
needs, and opportunities regarding IPV support and service needs within complex 
and ever-changing rural settings within Atlantic Canada. The study findings sug-
gest future practice, education, and research considerations for further discussion 
and attention.

4.1 Practice implications

The study’s findings support the need to change or augment present-day ways 
that healthcare providers, resources, and community supports can be aligned and 
accessed for older, diverse rural women who have or are experiencing IPV. Previous 
study findings suggest that, for older women, geographic isolation, patriarchal and 
religious values, mistrust of health care and service providers, and traditional gender 
role expectations may complicate leaving an abusive relationship [34]. Study findings 
suggest that health care, support providers, and trusted community leaders may be 
vital in facilitating social networking, mentoring, multidisciplinary, intersectoral, 
and rural community partnerships with populations of older and diverse women who 
have experienced IPV in rural contexts.
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First, there needs to be more recruitment of culturally diverse healthcare provid-
ers and a partnership with community leaders and organizations who represent older, 
diverse women, whether in language or cultural differences. Past research findings 
on older and diverse women experiencing IPV suggest mixed reactions to trust-
ing the genuineness of health care and service providers and police, particularly if 
they did not look like or come from the same cultural background [34, 35]. Second, 
social networking strategies need to encompass cultural traditions and creative and 
innovative expressions which resonate with this diverse population. Health care and 
service providers may need to meet older and diverse women’s needs where they are 
located instead of expecting them to travel to them. Often travel to centrally located 
facilities, such as known shelters within rural settings, may compromise older and 
diverse women’s anonymity, confidentiality, and privacy. Research findings support 
that older women in rural locations face significant challenges in leaving IPV relation-
ships, such as social and geographic isolation and fear of consequences of retribution 
by the abuser if they access services in their hometown [2, 27, 34].

Third, service providers need to engage more with these women to determine 
how to ensure their safety in their homes with their animals and decide which type 
of housing, financial, cultural, educational, and support are required if they must 
relocate. Study participants also preferred to have IPV services and resources, as well 
as other accessible services, under one roof in a confidential location. Researchers have 
uncovered similar suggestions in previous studies where older women in rural settings 
fear leaving IPV relationships and the only way of life they have known [2, 27, 34]. 
Fourth, there needs to be the development of more local rural collaborative forums and 
workshops for healthcare providers to understand rural life’s unique challenges and 
benefits, including the additional challenges older, diverse women face in these areas. 
Past researchers confirm this to be an understudied area in literature [27]. Fifth, there 
needs to be further discussion of how older, diverse women access translation services 
in health care and the justice system and knowledge about what services or not qualify 
them if they are not Canadian citizens. Again, past researchers have identified that 
research and intervention in this subject area have yet to be widely studied [27].

Sixth, there also needs to be programmed to promote self-worth in women, not 
only at their stage of life now but for future generations of women, which includes 
men’s supportive voices. Past research on the engagement of rural Nova Scotian 
women in physical activity behavior post-myocardial infarction suggest that the level 
of self-worth may significantly impact health behavior decisions of putting oneself 
first [11]. Seventh, study participants suggested there need to be better accommoda-
tions for older women with disabilities in shelters, which did not have wheelchair 
ramps and safety measures or assistance with disabilities and medications, and 
secondary affordable and accessible housing options. This lack of attention to provid-
ing adequate support for women in the design of affordable and accessible housing 
may be due to previous study findings that support little attention has been paid to 
older women in creating IPV interventions [27].

Eighth, service providers need to advocate for changes in safety, transporta-
tion, legal services, laws, and policies to support the victim versus the abuser. 
Past researchers have shared similar findings related to rural women’s hesitancy to 
approach police officers to report IPV for fear that the judicial system will have fur-
ther victimized them and that they will have severe consequences from their abuser 
[34]. Finally, healthcare and service providers, community leaders, government 
officials, and researchers need to direct future efforts toward discovering flexible 
employment options and re-examining needed financial aid, safety and protection, 
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affordable housing, and resources to help diverse and older women remain in the 
home, including considering animal and pet support.

4.2 Education implications

Study findings suggest that health care and service providers should work with com-
munity partners, government officials, and stakeholders to develop, fund, and include 
more rural content in professional education curriculums and increase rural preceptor-
ship opportunities for students. In particular, study findings suggest a need to educate 
health service providers and promote community awareness of the incidence and unique 
service and resource needs of older, diverse rural women who have experienced or are 
experiencing IPV. To date, government, and community IPV services and resources 
have primarily focused on younger women and children inside and outside rural areas 
[27, 34]. Consistent with previous research findings, study participants expressed little 
awareness that older and diverse women who had experienced or were experiencing IPV 
represented a unique group with specific service and resource needs [34].

Study findings suggest that support workers perceived older and diverse women 
who had experienced IPV to be more dependent on their partners. Study participants 
felt that older and diverse women were not always aware that they had been abuse vic-
tims and were unacquainted with what resources and services were available and how to 
access them. Also, they shared that these women often did not have a lot of educational 
social support, and financial resources. They shared that these women were more at 
risk of being victimized by the legal system and socially isolated, especially if they were 
required to relocate from their homes in rural areas due to IPV. Study participants felt 
that more healthcare providers must conduct in-person educational sessions at centrally 
located places in the rural community or within their homes to overcome financial and 
transportation obstacles and ensure anonymity, dignity, and safe spaces. However, part 
of these educational sessions should involve asking questions about what is contextually 
and culturally relevant for women, including issues about safety and protection and 
how to access supportive healthcare and legal resources in and outside rural contexts.

4.3 Research implications

In this study sample, there was less representation of older and diverse women 
who had suffered IPV than support providers. However, there is a need to develop 
trusting relationships with community and organization leaders who identify or 
have access and trust with older and diverse women who have experienced IPV to 
avoid exploiting these women in the research process. Therefore, chosen research 
designs and methods to study IPV should centrally locate older and diverse women’s 
voices and perspectives. Future research studies are needed using socio-ecological 
approaches and participatory research methods, such as photovoice and art ensure 
participants’ visibility, engagement, and empowerment throughout the research pro-
cess. Such research may help develop, implement, and evaluate future rural programs 
and services that reflect diverse women’s voiced needs.
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Chapter 14

Examining the Relationship
between Access to Health Care and
Socio-Economic Characteristics
Oluwafunmiso Adeola Olajide

Abstract

The link between good health and the ability to work effectively to meet livelihood
needs is established but the economic implications of the reverse have often not been
estimated; also how this plays out for different gender and socio-economic groups is
often not estimated. The chapter examines the health care access that rural households
have and examine how it relates to their education and employment in various sectors.
The study used Nigeria as a case study as such the General Household Survey Data for
wave 4 was used. The data were analyzed using descriptive, and Tobit regression
model. The results showed that labour hours worked (in agricultural, non-agricultural
and non-household activities) has a negative relationship with health care access. Age
and literacy (ability to read) is important in health care access and have positive
relationships with it. The policy implication of the study is that educational infra-
structure must be developed along-side health policy initiatives.

Keywords: health care accessibility, infrastructure, income, employment, livelihoods

1. Introduction

A major target of the sustainable development goal three on good health and well-
being includes achieving universal health coverage, which includes access to health
services. This is relevant for developing countries and rural areas in particular where
suffering and preventable diseases often lead to untimely death. Low insurance cover-
age, poverty and shortage of health care staff have been cited as deterrents to healthy
lives in developing countries [1]; these can lead to increased out of pocket expenses
which the vulnerable groups of the society may be unable to meet conveniently [2].
Hence, achieving the sustainable development goal three requires that the issue of
access to health care and its socio-economic determinants like income, education, and
gender be prioritized in policy and intervention strategy designs [1].

According to [3] access to health care means having “the timely use of personal
health services to achieve the best health outcomes”. Implicit in this definition is the
thought that health facilities should be within the reach of all as at when needed; that
it is utilized and positioned to render appropriate services from which users can
achieve expected outcome. In reality many people lack access to adequate health care
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as a result of public policy failure which creates barriers such as poverty and other
forms of inequality. On the other hand, there is the issue of self-selection as people
show preferences for other ‘medical’ alternatives. However, health care system is a
public policy issue and as such resources should be allocated to it to make it effective
and efficient. Based on this, there is a need for empirical evidence that will support
government planning and resource allocation with respect to the provider and the
client.

To achieve this, appropriate definition of variables that define health care is
important. In the literature [4, 5], some indicate that the ability to pay for services is a
major determinant, in some case preferences indicated by clients’ behavior in terms of
perception of the illness, the options available are cited as playing important roles in
health care access. There is also the gender dimension: poverty, religion, cultural
values and norms are considered barriers to women’s access [6]. Finally, there is the
school of thought that lays emphasis on demographic and socio-economic factors as
the determinants of health care access. The varied positions suggest the need to
approach the question from a different perspective. This study defined an index for
access to health care and used alternative set of variables which are particularly
relevant to the clients’ circumstance. The study focused on the rural areas of Nigeria
and used hours worked, level of literacy as major covariates of health care access.

A focus on the rural area is apt because the poor are generally known to have less
access to health care services. The continued disparity between the poor and the rich
within the country, is the basis for research based evidence which will set the direction
for approaches and interventions that will narrow the gap. Identifying the dimensions
of healthcare deprivation in rural areas, the vulnerable and the hot spots for the
disadvantaged can be a spring board for closing the gap. Based on this, the study
examined the relationship between access to health care and socio-economic variables
with the aim of suggesting evidence based policy options that will lead to improved
personal health care system in rural Nigeria.

2. Methodology

2.1 Conceptual framework

Several organizations [3, 7] have given different definitions of health care access to
include timeliness, coverage, a regular source of care and capable personnel. The word
‘access’ is also seen to have both quantitative and qualitative aspects which means that
it may not be fully quantified while being evaluated. Some components used to assess
and evaluate it in literature include ‘being available’, ‘financial access’, ‘utilization’,
and ‘barriers’. Part of the discourse on its measurement includes the capacity, demand
[7] and geography or spatial dimension. But a common thread that runs through the
literature is the need to have equity in health care access especially for planning and
resource allocation at the macro level.

Figure 1 shows the conceptual framework which underlies this study. The definition
of access to health care is taken from Penchansky and Thomas [8]. Access is grouped
into five As: Affordability, Availability, Accessibility, Accommodation and Acceptabil-
ity. These characteristics of health care access are defined to reflect provider and client’s
expectations and characteristics; and the fact that these need to fit. The framework
shows that there are aspects of healthcare access which are easily influenced by the
socio-economic status of the respondent. For example, the income generated by the
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client could influence not only the choice of the healthcare facility but also the ability to
pay; also the resources of the facility especially in terms of personnel and technology
may interact with the income level or socio economic status to determine health care
access [10]. On the other hand, the level of access could impinge on the individual’s
continued ability to earn an income, improve the food security and livelihood status
[11, 12]. Hence the relationships could be recursive in some cases. Also, the influence of
external factors such as policies and institutions on elements of the framework can
hamper or support clients’ access to health care. The framework suggests the need for a
holistic approach to improving rural people’s access to healthcare so that it cuts across all
socio-economic levels while not making any particular group worse off.

2.2 Analytical framework

2.2.1 The relationship between health care access and socio-economic status

The relationship of access to health care to socio-economic indices (Education,
Income and Employment) was determined by first establishing an indicator of health
care access. Rural people often have several health care options which may be formal
or informal; also some combine different options in a bid to maintain a healthy life or
restore themselves to health. This behavior reflects the different aspects of health care
access, and may also be a reflection of what they feel comfortable with.

2.2.1.1 Measuring health care access

Health care access has been measured in different ways. The IOM [3] identified
two quantifiable areas: utilization and outcomes. Indicators for both were then iden-
tified which could indicate problem areas as well as show when problems occur; these
permitted a level of measurement but access was treated as an intervening variable to
health care utilization and outcomes. A conditional logit model was proposed by Jang

Figure 1.
Framework for health care access. Source: Author’s Concept based on Penchansky and Thomas, [8] cited in
McLaughlin and Wyszewianski [9].
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[5]; the model combined a choice model with a Floating Catchment Area in such a way
that the peculiarity of a client to use a hospital was captured. In this study, indicators
were identified for each of the fives ‘A’s defined above. These were then used to
generate an index using the Principal Component Analysis. The definition of the each
A is relatively encompassing as such client and organizational peculiarities are
included. The index generated was then used as the dependent variable in the regres-
sion model. The terms and the indicators are listed in Table 1. To examine the
relationship between health care access and indicators of socio-economic variables
[10], the people were classified as: (I) Able to read vs. Unable to read, (II) Male vs.
Female (III) Hours worked in different jobs per week.

The PCA is a technique for reducing the dimensionality of large datasets, increas-
ing interpretability but at the same time minimizing information loss [13]. It does so
by creating new uncorrelated variables that successively maximize variance. Although
for inferential purposes a multivariate normal (Gaussian) distribution of the dataset is
usually assumed, PCA as a descriptive tool needs no distributional assumptions and, as
such, is very much an adaptive exploratory method which can be used on numerical
data of various types. Olajide, stated ‘In mathematical terms, from an initial set of n
correlated variables, PCA creates uncorrelated indices or components, where each
component is a linear weighted combination of the initial variables. Mathematically,
the transformation is defined by a set of p-dimensional vectors of weights or loadings
(1) that map each row vector X(i) of X to a new vector of principal component scores
(2) given by (3).

Wk ¼ ω1, … ,ωp
� �

kð Þ (1)

t ið Þ ¼ ti, … tp
� �

ið Þ (2)

tk ið Þ ¼ X ið Þ ∙W kð Þ (3)

in such a way that the individual variables of t considered over the data set
successively inherit the maximum possible variance from x, with each loading vector
w constrained to be a unit vector [14].

For example, from a set of variables X1 through to Xn.

S/N Item Indicator variables Unit

1 Availability The existence of a formal health care facility/Actually
Visited
The facility has some qualified personnel
The facility is equipped

Yes/No
Yes/No
Yes/No

2 Affordability No charges
Client paid the charges and or bought medication

None
Amount Spent in Naira
Amount spent in Naira

3 Accessibility Transportation cost to the nearest facility Transportation cost in
Naira

4 Accommodation Wait time for consultation
Walk-in possible

Minutes
Yes/No

5 Acceptability Actual Consultation made Yes/No

Table 1.
Indicators for the measurement of access to health care.
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PC1 ¼ a11X1 þ a12X2 þ … þ a1nXn (4)

PCm ¼ am1X1 þ am2X2 þ … þ amnXn

Where:
amn represents the weight for themth principal component and the nth variable [14].

2.2.1.2 Estimating the relationship between access to health care and selected indicators of
socio-economic status

Since an index was generated to summarize the individual’s access to health care, it
means that it can be subject to a censoring effect. As such in order to examine the
relationships between the variables, the Tobit model is used to avoid having a biased
coefficient estimates [15]. The model is designed to estimate linear relationships
between variables when there is either left- or right-censoring in the dependent
variable. The Tobit Model presents a simple relation:

yi
∗ ¼ β0 þ β1x1i þ εi (5)

yi ¼ 0, if yi
∗ ¼ xi‘βþ εi ≤0 (6)

¼ yi
∗ ¼ xi‘βþ εi if yi

∗ ¼ xi‘βþ εi >0 (7)

The effect of the Xs on the probability that an observation is censored and the
effect on the conditional mean of the non-censored observations are the same: β.

yi * = HCA index (may be censored right or left).
β = Vector of parameters to be estimated.
x = Explanatory and control variables categorized into household head and house-

hold variables (sex, age, education, farm and non-farm income, employment type),
household food security status. The model aimed at determining the partial effects of
the x variables on the latent variable. The parameters of Eq. (5) are estimated by the
maximum likelihood method. To examine the relationship between health care access
and indicators of socio-economic variables, the people were classified as: (I) Able to
read vs. Unable to read, (II) Male vs. female (III) Hours worked in different jobs per
week.

2.3 Data

The paper used the wave 4 of Nigeria General Household Survey (GHS) data
collected by the National Bureau of Statistics and the World Bank. The survey panel is
implemented in collaboration with the World Bank Living Standards Measurement
Study (LSMS) team as part of the Integrated Surveys on Agriculture (ISA) program.
The data is nationally representative involving about 5000 households, and
contains comprehensive data on socio-economic characteristics and welfare indica-
tors. The households were selected through a random sampling procedure which
ensured the distribution of EAs across the 6 geo-political zones (and urban and rural
areas within) in the nation. The GHS consists of three panel questionnaires: House-
hold, Agricultural and Community, which were administered using Computer
Assisted Personal Interview (CAPI) in post planting and post-harvest periods. This
study focused on the rural sector as a case study not only because it is the agricultural
base of the country but also because additional empirical evidence is necessary for
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resource planning and policy implementation of improved health care delivery. It will
also serve as a means of evaluating the current status of previously implemented rural
programs in the nation. Individual level analysis was carried out using data for house-
hold heads in rural communities. All household heads were selected irrespective of sex
leading to a total sample of 3433 individuals based in the rural areas but complete data
for the variables of interest were found for 3217 people, so these were used in the
analyses.

The Federal Republic of Nigeria is located in the south east of West Africa, with a
coast at the Bight of Benin and the Gulf of Guinea. It lies between latitudes 4° and 14°
N, and longitudes 2° and 15°E. It has a land area of 923,768 km2 and a population of 192
million people. It has a tropical climate with variable raining and dry season periods.
Agriculture, which is the main means of livelihood in the rural sector, contributes
about 23.4 percent of the GDP. Health care delivery is the joint responsibility of the
three tiers of the federal, state and local governments in the country. Since the Bamako
Initiative of 1987, the country has made significant improvement in health care deliv-
ery and access using the community based approach. However, the sector is witnessing
increasing emigration of skilled workers to the west. The rural population is about 47%
theWorld BankWorld Development Report, over 35 percent work in agriculture, in an
environment that generally has low social infrastructure [16].

3. Results and discussion

3.1 Index generation

The Principal Component Analysis (PCA) indicated that the most important com-
ponents in the index generated were those associated with the first 4 As: Availability,
Affordability, Accessibility and Accommodation. Component 1 was responsible for
about 32 percent of the variance as such it was used in the regression analysis.
Tables 2 and 3 indicate the bases for the acceptance of the model and confirms that a
PCA could be carried out on it.

3.2 Relationship between HCA index and socio-economic variables

The HCA is the response variable predicted by the model. The tobit model was
used because this response variable is censored. The tobit regression coefficients are
interpreted in the same way as the OLS regression coefficients except that the linear
effect is not on the observed outcome but on the latent variable. The expected HCA
score or index will change for each unit increase in the corresponding predictors. As
such an increase in hours worked is likely to reduce the probability of accessing health
care while an increase in age could lead to an increase in health care access. The
literacy status as a measure of educational level suggests that it could be a barrier to
accessing health care. At p < = 0.005, labor hour in a week is the most significant
variable, although negative, while Age and literacy status are significant at higher
levels of the test statistic. Policy instruments that will encourage high literacy levels
and create health care opportunities for the aged could increase personal access to
health care in rural communities. Also, advocacy on the importance of balancing work
with health could be necessary to encourage more visits even with a tight schedule
(Table 4).
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KMO and Bartlett’s test

Kaiser-Meyer-Olkin measure of sampling adequacy. 0.647

Bartlett’s Test of Sphericity Approx. Chi-Square 8707.521

df 36

Sig. 0.000

Table 3.
Data sampling adequacy.

PCA Pattern Matrixa

Component

1 2 3

Actually consulted or visited 0.767

Days Lost to illness �0.938

Consultation fees (N)

Transportation cost (N) �0.908

Travel Time (minutes) 0.744

Wait time (minutes) 0.600

Cost of medicine purchased (N) 0.478

Number of Nights Hospitalized 0.942

Cost of Hospitalization (N) 0.936

Extraction Method: Principal Component Analysis.
Rotation Method: Oblimin with Kaiser Normalization.
aRotation converged in 7 iterations.

Table 2.
The component of the access to health care index.

Tobit regression
Log likelihood = �2684.85

Number of obs = 3217
LR chi2(4) = 73.62
Prob > chi2 = 0

Pseudo R2 = 0.0135

HCA Coef. Std. Err. t P > |t| [95% Conf.]

Client is literate 0.234 0.12 1.93 0.054 �0.00374 0.470747

Hours worked/week �0.14 0.02 �7.54 0 �0.17712 �0.104

Sex 0.22 0.15 1.43 0.15 �0.07955 0.510316

Age 0.01 0.004 1.85 0.065 �0.00043 0.014691

_cons �1.78 0.28 �6.32 0 �2.3364 �1.23056

/sigma 2.53 0.0781 2.37461 2.680823

Obs. summary: 2490 left-censored observations at HCA<=0
727 uncensored observations
0 right-censored observations

Table 4.
Tobit regression results.
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4. Conclusion

This study examined the relationship between health care access and some socio-
economic variables. To achieve this, an index was generated based on several vari-
ables. The index showed that availability, affordability, accessibility and accommoda-
tion are really important as such policies that would enhance these should be pursued
in order to improve rural health care system in terms of utilization and outcome. The
policies should combine rural healthcare infrastructure development with rural health
insurance schemes. The results also showed that labour hours worked (in agricultural,
non-agricultural and non-household activities) has a negative relationship with health
care access. Age and literacy (ability to read) is important in health care access and
have positive relationships with it. The policy implication of the study is that educa-
tional infrastructure must be developed along-side health policy initiatives.

A. Appendix

A.1 Communalities

Initial Extraction

Consulted 1.000 0.555

Days Lost 1.000 0.805

Pay consult 1.000 0.340

Trans cost 1.000 0.845

Time Mins 1.000 0.599

Wait time minutes 1.000 0.334

Cost drug purchased 1.000 0.545

Number of nights admitted 1.000 0.865

Amount paid 1.000 0.843

Extraction method: Principal component analysis.

A.2 Total variance explained

Component Initial eigenvalues Extraction sums of squared
loadings

Rotation sums of
squared loadingsa

Total % of
variance

Cumulative
%

Total % of
variance

Cumulative
%

Total

1 2.877 31.966 31.966 2.877 31.966 31.966 2.193

2 1.687 18.741 50.707 1.687 18.741 50.707 2.057

3 1.168 12.974 63.681 1.168 12.974 63.681 2.206

4 0.927 10.303 73.984

5 0.810 8.996 82.980
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Component Initial eigenvalues Extraction sums of squared
loadings

Rotation sums of
squared loadingsa

Total % of
variance

Cumulative
%

Total % of
variance

Cumulative
%

Total

6 0.553 6.149 89.129

7 0.496 5.507 94.635

8 0.277 3.082 97.717

9 0.205 2.283 100.000

Extraction method: Principal component analysis.

A.3 Component Matrixa

Component

1 2 3

Consulted 0.523 0.499

Days Lost 0.595 �0.608

Pay consult 0.583

Trans cost 0.706 �0.488

Time Mins 0.606

Wait time minutes

Cost Drug Purch 0.722

Number of Nights admitted 0.466 0.804

Amount paid 0.417 0.817

Extraction method: Principal component analysis.
a3 components extracted.
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A.4 Structure Matrix

Component

1 2 3

Consulted 0.740

Days Lost �0.888

Pay consult 0.447 �0.442

Trans cost �0.916

Time Mins 0.767

Wait time minutes 0.567

Cost Drug Purch 0.606 0.457 �0.451

Number of Nights admitted 0.928

Amount paid 0.912

Extraction method: Principal component analysis.
Rotation method: Oblimin with Kaiser normalization.

A.5 Component correlation matrix

Component 1 2 3

1 1.000 0.158 �0.329

2 0.158 1.000 �0.199

3 �0.329 �0.199 1.000

Extraction method: Principal component analysis.
Rotation method: Oblimin with Kaiser normalization.
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Chapter 15

Out-of-Pocket Health Care 
Expenditures in Uzbekistan: 
Progress and Reform Priorities
Min Jung Cho and Eva Haverkort

Abstract

Over the past twenty years, Uzbekistan’s health system changed drastically from the 
inherited Soviet health system. This research aims to examine the main aspects of the 
Uzbek health financing system and policy process that led to out-of-pocket (OOP) health 
care expenditures by using a mixed-method case study approach. Qualitative findings 
reveal that the covered basic benefit package is limited. Health care evaluation methods 
and accessible information on health quality are lacking. This leads to inefficient use of 
resources and a risk of using unnecessary or low-quality health services. Quantitative 
findings reveal that especially the chronically ill have high OOP. Furthermore, alcohol 
use, health status of the household head, money saved in the past and place of residence 
proved to be significant factors. This research showed that the limited benefit package, 
lacking evaluation methods, and inaccessible information on health care led to high OOP. 
Policies remain inefficient at addressing OOP due to limited civilian participation, lack 
of data, and limited evidence-based decision making. This research suggests that the 
benefit package should be expanded to cover the chronically ill.

Keywords: out-of-pocket expenses, chronic diseases, household budget,  
catastrophic health expenditure, health insurance, primary health care, health equity, 
Uzbekistan, Central Asia

1. Introduction

For a long time, the Uzbek health system was part of the Soviet health system, in 
which the state covered all health care services. After the Soviet Union’s dissolution in 
1991, Uzbekistan’s government wanted to keep health care public [1, 2]. However, due to 
economic constraints, the state could no longer cover the use of all health care services. 
This meant that part of the health services had to be purchased directly by citizens: out 
of their own pocket. Hence the name, out-of-pocket expenditures (OOP) [3, 4].

Uzbekistan’s large population of 33.6 million is struggling, both economically and 
health wise [5]. In 2013, 14% of the population lived under the poverty line. The fact 
that more recent data is not available proves one of Uzbekistan’s challenges: there is a 
lack of monitoring and a lack of information management in their national statistical 
systems [6–9].
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Furthermore, Uzbekistan is faced with double burden of infectious and non-commu-
nicable diseases, such as cancer and diabetes [5]. The average life expectancy in 2019 was 
73 years for Uzbekistan compared to European countries’ average life expectancy of 81 (in 
2018) [10]. Infant mortality rate of 17 (in every 1000 children under five) in Uzbekistan 
compared to 5.11 in Europe also suggests a potential weakness in the health system. [11, 12].

OOP are a global phenomenon: all countries rely to some extent on OOP to fund 
their health care system. There are two general concerns about OOP. Firstly, the 
people with the greatest need and the people with the lowest income feel the financial 
burden the most. Secondly, patients may choose not to access necessary care to avoid 
this financial burden. Despite concerns, many countries have been shifting health 
care costs directly to patients [13].

This is also the case for Uzbekistan, which has been relying progressively on OOP 
[1, 3]. Between 2014 and 2018, the proportion of health expenditure that is paid out 
of pocket has been increasing from 45.41% in 2014 to 60.34% in 2018. Other Central-
Asian countries have slightly different trends. Turkmenistan (76.34% in 2018) and 
Tajikistan (68.42% in 2018) have been gradually increasing their OOP proportion 
[14–16]. However, they have not experienced such a sharp increase as Uzbekistan. 
The Kyrgyz Republic’s OOP proportion has been gradually decreasing, with a share of 
52.44% in 2018. Kazakhstan seems to have been stabilising around 33%, much lower 
than the other countries [15, 16]. Thus, while other Central-Asian countries have 
alarming OOP rates, the sharp increase of Uzbekistan’s OOP is concerning [17].

Trends may vary across Central-Asian countries because health financing 
reforms have also varied. Scholars have found that differentiation in success rates 
is, amongst other things, caused by variation in the type of pooling systems and the 
level of cooperation with international aid organisations [1]. Furthermore, the level 
of civilian involvement in policymaking and the level of evidence-based decision 
making may lead to varying success rates of health reforms. Uzbekistan, for example, 
has no national pooling system for health financing and limited international aid 
involvement [1, 3]. Furthermore, Uzbekistan stands out as a lower-middle income 
county. The average OOP of low-middle income countries is much lower than that of 
Uzbekistan. For years it has been around 36%, without many fluctuations [16].

Uzbekistan’s government has implemented reforms targeting primary care, non-
communicable diseases and project management and evaluation improvement. While 
these efforts have been made, partly in an attempt to reduce OOP, challenges remain 
and financial protection is not achieved [4]. The current policies are not effective in 
reducing OOP. Existing studies have already established that economic health shocks 
contribute to poverty in low-middle income country settings [3, 5, 18–20]. Addressing 
OOP is vital for improving the health of the population because high OOP is one of 
the first issues citizens encounter when accessing health care.

Studies have analysed health financing both in high income and low-middle 
income country contexts [21]. However, there are only a few studies that focus on 
Central Asian context [13, 22–24]. This research is motivated by providing evidence 
into an important policy debate on health financing by analysing what causes high 
OOP through examining Uzbekistan’s health financing system and policy process.

2. Background

Uzbekistan is a democratic republic and has been independent of the Soviet Union 
since 1991. Since then, the public health care system is divided into three hierarchical 
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levels: (1) the national (republican) level, (2) the regional (viloyati) level, and (3) the 
district (local tumanlar) levels. There are fourteen viloyati [1, 4]. Each viloyat exists 
out of smaller districts: cities or rural areas that are called tumanlar. The different 
hierarchical levels have different responsibilities in terms of regulation and financing 
of health services [25].

The formal actors in the public health sector are the President, the Cabinet of 
Ministers, the Supreme Assembly (Senate and Legislative Chamber), the Ministry of 
Health (MoH), the Ministry of Finance (MoF), viloyat health authorities and tuman 
(local) health authorities. In Table 1, presents an overview of all the actors and their 
tasks can be found.

The elected President, Shavkat Mirziyogyev (in power since 2016) determines the 
strategic course of health reforms in Uzbekistan [26, 27]. The direction for health care 
reform is co-determined by the Cabinet of Ministers and Parliament. They set priori-
ties, formulate national health policies and determine means and sources of financ-
ing. The MoH and MoF are consulted before final policy documents are adopted, and 
they are involved in the policy development process [28, 29].

The MoH is also responsible for planning, organising and managing the health 
care system in general. It develops, implements and evaluates the policies, together 
with the Cabinet of Ministers. MoH also monitors the quality of care. Furthermore, 
it is directly responsible for managing and monitoring the national level hospitals, 
specialised medical centres, research institutions, medical schools and emergency 
care. The tasks of the Cabinet of Ministers and the MoH sometimes overlap, and they 
collaborate on many issues [30].

Subnational authorities have the responsibility to finance, manage and monitor 
sub-national hospitals, primary care units, sanitary-epidemiological services and 
ambulance services [4]. In general, the national government is more focused on spe-
cialised care, while the regional and local governments are more focused on primary 
care. Viloyat authorities are accountable to tuman or city health authorities and both 
are overseen by the MoH. Local governments can only implement policies that do not 
contradict national policies. Those are used as a regulatory tool [1, 4, 31].

Centralised decision-making remains mostly at the national level, but some 
administrative functions have been assigned to the viloyat, mostly budgetary respon-
sibilities. There is to an extent cooperation between the different governmental levels, 
often those intersectoral approaches are donor-driven [30].

Although most health care is public, the private sector is gradually growing. The 
MoH has had to limit the private sector in the past due to unnecessary and unsafe care 
practices [4, 25]. However, the government has started to encourage private practices 
and clinics to mobilise resources and improve quality and efficiency. The private sec-
tor is now monitored better with unannounced inspections to private facilities [28]. 
Nevertheless, the private sector remains small.

It includes the supply of pharmaceuticals and other medical equipment. Moreover, 
some physicians have a private practice. Dental care is also privately provided. Many 
services cannot be provided in the private sector, either because the government 
does not allow it or because there are no private suppliers. Furthermore, government 
reimbursement is only possible in the public sector [32].

The role of international organisations and NGOs in the health system and policy 
process is small. Functions such as educational campaigns, free testing and treatment of 
AIDS/HIV are in many countries taken up by NGOs, but in Uzbekistan, the government 
has taken responsibility for this [2, 28]. Research has shown that many Central-Asian 
governments perceive NGOs to be politicising health care. Uzbekistan’s government 
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has been pushing out most international donors and their projects since the mid-2000s. 
This is likely because they see non-state actors as a threat to state legitimacy [33, 34].

Local NGOs have been slowly growing and they have been trying to organise 
themselves better. Between 1999 and 2004, international donors have been helping 
to create a more autonomous NGO community with financial and technical support. 

Formal actors in the health system

National level President • Develop a broad strategy for national health reform policies

Cabinet of ministers • Collaborate with the Ministry on developing detailed policies, 
implementation monitoring, evaluation and health informa-
tion management

• Supervise the activities of all government bodies concerned 
with health care

Supreme Assembly/
Parliament

• Adopt legislation on health care

• Approve national budget for health care and control its 
execution

• Debate health care laws

Ministry of Finance • Formulates the budget and allocate funds to the MoH

• Collaborate with the Ministry of health on developing detailed 
policies, implementation monitoring, evaluation and health 
information management

Ministry of Health • Develop, implement, monitor and evaluate detailed policies

• Health information management

• Determine standards for quality and prices of care

• Manage research institutes and medical schools

• Manage national health care institutions

• Manage emergency centres

• Issue licences for health care institutions and professionals

• Coordinate international aid for the health sector

Regional level 
(viloyat)

Viloyat health 
authorities

• Collect government revenue (of which they keep a proportion)

• Establish a work plan to implement national health policies

• Manage and finance regional hospitals and health care

• Directly provide sanitary-epidemiological services

• Provide ambulance services,

• Provide rehabilitation services for people with disabilities

District/ local 
level (city and 
tuman)

Tuman and local 
health authorities

• Manage local hospitals

• Implement and ensure compliance with national guidelines

• Ensure access to primary care

• Control the quality of medical care through compliance with 
medical protocols

• Provide pharmaceuticals

• Create an environment that facilitates the development of the 
private sector

Table 1. 
Tasks of formal actors in the health systems decision making.
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Nevertheless, the government keeps hindering their full development. To avoid 
 governmental resistance, the term “social organisations”, instead of non-governmental 
organisations, is sometimes used. This term sounds less as if the organisation is 
against the government [33, 34].

Uzbekistan receives disproportionally low amounts of aid money considering the 
disease burden. This is caused by bureaucratic governance and the lack of government-
led aid coordination mechanisms. On top of that, aid actors are concerned with the 
“neglect of human rights issues, as well as cases of corruption” [29, 35]. Despite this 
resistance, President Mirziyogyev is slightly more willing to participate in international 
cooperation to improve his country’s policies, as became appearant after his policy 
dialogue with the WHO [36]. Health reforms have targeted various areas of the health 
care system. Most recently, reforms have focused on improving primary care, reducing 
non-communicable diseases and improving project management and evaluation.

Furthermore, in 2019, the WHO has had policy dialogues with Uzbekistan to 
discuss the best practices for health financing reforms and effective policy instru-
ments. Evidence-informed choices are in this way stimulated. Other topics discussed 
in this dialogue were establishing a single national pooling system for health financ-
ing, improving quality of health care, increasing equity and efficiency in resource 
allocation and designing a state-guaranteed benefit package with more clearly stated 
entitlements for recipients and obligations for care providers. These changes are 
aimed at achieving higher financial protection [36].

Finally, reforms have recently been made in the transparency of the policy process. 
The Parliament’s visibility has been increasing, more fragments of their session are 
accessible, and the media covers the Parliament’s work more often. Policy reforms 
suggested by the WHO are considered.

3. Methods

This study has a mixed-methods case study approach. This means that a single 
case (Uzbekistan) is studied, and both qualitative and quantitative methods are used 
to collect comprehensive data on the case. The mixed-methods case study approach 
can be used to find answers to a specific question about the case. It is commonly used 
to answer questions about the effectiveness and feasibility of a particular treatment, 
intervention or program [37–39]. The research aims to examine the governance 
system and policy process and examine these systems’ effectiveness and functioning. 
Thus, a mixed-methods case study approach is a good fit. This approach is beneficial 
when it is impossible to obtain a sizeable homogenous sample of cases in similar con-
ditions. This type of research is mostly exclusively relevant for the studied case and 
thus has intrinsic value for that case. Generalizability does not have priority [38, 39]. 
This applies in Uzbekistan’s case study: it is not relevant whether this case is generaliz-
able because every country has unique circumstances. Thus, this research mostly has 
intrinsic value for Uzbekistan and its policymakers.

The qualitative component is a comprehensive literature review. We searched 
MEDLINE, Econlit, CINAHL, Scopus, and Embase (from inception to June 2021), 
and grey literature sources using keywords relating to health policy, health finance, 
and Uzbekistan. In addition, the snowball sampling method was used [40]. This is 
a repeated process to identify relevant articles in the reference list of other relevant 
articles. A total of 27 references were used in the literature review. The inclusion and 
exclusion criteria that were used in selecting the references are shown in Table 2.



Rural Health – Investment, Research and Implications

250

The quantitative part involves a linear regression analysis of cross-sectional 
secondary household survey data. The study was carried out using open data kit 
(ODK) in two districts- Olmalik and Kibray of the Tashkent province in Uzbekista. 
The lack of public statistics on the demographic, socio-economic, and health status 
of the population in the country made it challenging to stratify and randomise the 
sampling for the household survey. A simple random spatial sampling has been 
adopted to carry out a survey between July and October 2015. Further details of the 
study sampling strategy and survey data can be found in the Subramanian et al. 
(2018) study [41]. The study covered of 207 households in Olmalik and 200 in 
Kibray. Based on the survey responses, a linear regression analysis of each vari-
able is performed. The software used to perform the statistical analysis is RStudio. 
Variables are considered significant when the p-value is lower than 0.05. Variables 
are considered significant if the p-value is lower than 0.05. After that, a model is 
proposed that includes all relevant variables and minimises the sum of squared 
errors. The objective is to predict the household OOPs based on a household’s 
characteristics.

The variables in this expected model are based on what other studies into OOP 
have found to be significant. The response variable, health care expenditure in the 
last six months, is measured in Uzbekistan Sum, the local currency. Based on the 
exchange rate in 2015 and the average salary of an employed Uzbek citizen, the aver-
age proportion of household income spent on OOP is calculated.

Variables are considered significant if the p-value is lower than 0.05. To detect 
multicollinearity, a VIF test will be performed. Variables with a VIF between 5 and 10 
are removed, as this is considered harmful.

The two methods provide comprehensive data on the constraints in the Uzbek 
health financing system and policy process. While the qualitative part provides a 
broader system overview, the quantitative part includes knowledge of what factors 
cause OOP on the household level and provides empirical evidence.

Inclusion criteria Exclusion criteria

Articles about (health) governance Articles about mental health

Articles about health financing schemes Articles about specific treatments on the vertical level***

Articles about health insurance Articles about hygiene status and water

Articles on epidemiological status Articles on specific disease correlations

Articles on health status Articles about the relationship between climate and 
health status

Articles on the relationship between national 
government and international agencies

Articles about sexual health status and health of sex 
workers

Articles about drug use and prescription practices* Articles about nutritional status

Articles about differences between rural and urban** Articles about environment health

Articles about unhealthy behaviours

Articles about gender differences

Articles about vaccination

Table 2. 
Inclusion and exclusion criteria literature review.
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4. Results

4.1 Basic benefit package

Uzbekistan spends a relatively low proportion of gross domestic product (GDP) 
on health. In 2018, health expenditure, as a percentage of GDP, was 5.3% [42, 43]. 
This proportion has been increasing over the past decade, though it remains small. 
For comparison, countries in the European Union spent on average 9.9% of their GDP 
on health care. Almost half of Uzbekistan’s total health care expenditure comes from 
private sources, such as OOP [15–17].

Funds for health financing are mostly raised at the sub-national level, mainly 
through taxes. In 2005, Uzbekistan received 87.7% of the government health expen-
ditures from local taxes. Since there is variation in how much revenue sub-national 
units can raise, there is much geographical inequality. Moreover, the proportion of 
GDP spent on health care is higher in the richer than in the poorer areas. There is no 
national pooling system of health financing resources yet, although the WHO has 
organised policy dialogues with Uzbekistan to change that [2, 28, 32].

From the collected revenues, the government provides a basic benefits pack-
age. All citizens are covered. However, the range of benefits differs per group. For 
everyone, the package includes primary care, emergency care and care for socially 
significant and hazardous conditions. Uzbek’s primary care includes initiatives in 
family, maternal and child health and preventive and sanitary-epidemiological activi-
ties [9, 28, 44]. The socially significant and hazardous conditions include specific 
respiratory, skin, intestinal, blood-borne infections (poliomyelitis, TB, leprosy, HIV/
AIDS, syphilis), cancer and mental health. Pharmaceuticals for inpatient care are also 
included, but pharmaceuticals for outpatient care are not. In principle, primary health 
care is free and universal. Nevertheless, some tests have costs and some pharmaceuti-
cals need to be paid out of pocket [1, 44, 45].

For certain people, the basic benefit package also includes outpatient pharmaceu-
ticals and specialised care (secondary and tertiary). People with specific diseases, 
such as HIV/AIDS, or people belonging to particular groups, for example, war veter-
ans, are included in the extra benefit. Table 3 shows everyone with the right to extra 
benefit. Some uncertainty exists about the extent of the extra benefit. Moreover, 
reimbursed care cannot be higher than 20% of the institution’s total budget [1, 45]. 

Vulnerable group eligible for extra benefit

Disease groups Population groups

Cancer Single pensioners registered at the social services

Endocrinological and mental conditions Participants of the ‘labour front’ in 1941–1945

Tuberculosis People with incurred disabilities in WO II

Leprosy People with disabilities as the results of the Chernobyl accident

HIV/AIDS War veterans

Post-operated states related to cardiac 
interventions and transplantations

Retired military personnel who served in posts related to nuclear 
technology

Table 3. 
Disease and population groups that receive extra benefit.
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For example, for cardiac care, the treatment’s expensiveness can form an access 
barrier as cardiac patients constrain their daily consumption because of high medical 
expenses [46].

To finance primary care, there is an increasing use of capitation-based pay-
ments for. They are paid for the covered population, adjusted for age and gender 
as a lump sum per year [45, 47]. Capitation rates are calculated at the viloyat level. 
This helps to spread the risk evenly and reduce income inequality [48]. The rates 
are set annually and are dependent on the size of the viloyat health budget. No 
protocol dictates a particular share of primary care of the total budget [49–51]. 
Another way in which the state covers health care services is through user fees, 
amounts of money that are paid by the government to the providers after they 
have performed a specific health service. Those are mostly used in secondary and 
tertiary care institutions [51, 52].

4.2 Financing outside the basic benefit package

For the largest part of the population, secondary and tertiary care, as well as 
outpatient pharmaceuticals, are not covered. Services that fall outside of the basic 
benefit package are expected to be paid for through other means, such as private 
health insurance, employer contributions, union funds and OOP [1, 3, 53]. In 2018, 
60.3% of all health care expenses in the country were OOP, and this proportion has 
been increasing in the past years. Voluntary health insurance does not play a signifi-
cant role. Nevertheless, it became more visible in recent years. Still, in 2012, it only 
accounted for 2.6% of total health ependiure [14, 16].

The government has been encouraging formal self-financing rather than the state 
budget. The price-setting process is regulated with price caps. The proportion of 
revenue coming from formally paid services has been gradually increasing in the past 
years [1, 54, 55]. Nevertheless, informal payments still occur, mostly in secondary and 
tertiary care [13, 56]. Despite self-financing options, physicians commonly accept 
informal payments to supplement their low income and keep care affordable to their 
patients. It is unclear if self-financing reforms have successfully [13, 56]. In 2007, a 
study showed that 42% of the respondents reported using informal expenditures [3]. 
Particularly the poor make informal payments: “patients from less affluent house-
holds are more likely to have to pay informal under-the-counter payments in health 
care settings” [57–59].

Informal payments are harmful because it is very hard to monitor the quality of 
care and manage data and information on informal services. Moreover, informal 
fees can become based on willingness to pay rather than on the service’s quality. 
Furthermore, if informal payments make up a large part of the health care, it will 
formally seem like not many people need health care. This will result in lower invest-
ments in medical equipment or health care infrastructure [13, 24].

4.3 Consequences of OOP

The basic benefit package only covers part of health care results in OOP, which 
leads to high inequalities and catastrophic expenditures for households. The extra 
benefits for specific groups are a good initiative, but including those groups is not 
based on income necessarily [2, 28]. The burden remains particularly high for poor 
people because an OOP service takes up a larger proportion of the household income 
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for poor households than for more affluent families [2, 28]. Fear of high OOP leads to 
various suboptimal behaviours related to health.

To begin with, financial constraints may cause delayed diagnosis [60]. If people 
cannot access health care when they need it, their health complaints may develop into 
larger problems that are harder and more expensive to treat. The costs may be much 
higher than they would have been if health care was accessed immediately.

So, fear of OOP leads to late diagnosis and also to starting the treatment later 
[60]. A study on the drugs for tuberculosis found that of the 146 patients that were 
interviewed, 79% experienced financial problems to get the diagnosis and treatment 
for tuberculosis. Some patients mentioned having to sell livestock and crops to pay for 
the treatment, and one patient felt forced to sell his house to cope with the financial 
burden [55, 61–63].

The treatment is sometimes started with cheaper services and medication, 
reducing its efficiency. Mostly routine outpatient medicines can be a drain on the 
patient and their family’s resources [44]. Financial concerns thus lead to selecting 
low-quality drugs, and the treatments are even cut short [60]. Short treatments 
could mean that health complaints will return and care needs to be purchased again 
and this is possibly harmful to the patient’s health long-term. Some physicians, 
when aware of the financial status of the patient, prescribe expensive medication, 
but also provide a cheaper (less effective) medication or they limit the number of 
drugs prescribed [55, 61–63].

The transition to increasing use of self-financing schemes will likely enlarge the 
problems of accessing services for poorer households. It encourages inappropriate 
use of health services, leading to a waste of resources [1, 2]. This improper use is an 
attempt at avoiding costs by trying to receive health care through services that are 
covered by the state, even if those services are not the most efficient way of obtaining 
the required care. For example, the fact that emergency services are free of charge 
leads to overuse of those services, while specialised centres would be more efficient 
in addressing the health complaints. Apart from efficiency loss, this inappropriate 
use limits access for those who really need emergency care [64, 65]. Additionally, 
using health services that are not adequate for the patient’s condition may lead to the 
worsening of the condition, leading to higher OOP long-term.

Furthermore, patients will try to stay in the hospital, even if outpatient care would 
be more suitable. The inpatient pharmaceuticals are for free, while outpatient medica-
tions are paid out of pocket. There is a lack of financial support to promote outpatient 
care, even for diseases that are supposed to receive extra benefit [66]. This suggests, 
again, that patients are not correctly informed about their rights to coverage or that 
the regulations around coverage for the people who have a right to the extra benefit 
(see Table 4) are flawed.

The problem of inappropriate health care use of inpatient or ambulatory services 
is worsened because there is no clear pathway for patients, and the referral processes 
at each level of care are poorly regulated. Patients can refer themselves to secondary or 
tertiary care easily. There is a weak link between primary and specialised care, and GPs 
do not have the financial incentive to take a gatekeeper role [17]. With self-financing, 
the connection between primary care and inpatient care has grown weaker because 
accessing specialised care became more expensive through the health care institution’s 
fees. In the private industry there is even less regulation of referrals. Not being referred 
to the proper type of care can again lead to higher OOP, since unnecessary care might be 
accessed or care needs to be accessed again in a different level of care [5, 17, 47].
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4.4 Caveats in health policy agenda setting

On the policymaking level, a lack of civilian participation, unavailability of data, 
low analytical skills, poor communication at the implementation phase and inad-
equate evaluation procedures are underlying causes for the persistence of policies that 
are inefficient at lowering OOP.

Civilian participation is limited, as issues that are most important to citizens, such 
as high OOP, may remain unprioritized. Uzbek citizens do not play an active role in the 
health policy process as there is no specific frameworks are in place to ensure public par-
ticipation in the planning, purchasing and organisation of health services [1, 67, 68]. The 
role of civil society organisations is limited due to Uzbekistan’s selective policies towards 
NGOs [33, 34, 69]. Finally, access to health information is generally only available to 
government agencies and not to the public. This limited transparency makes it even 

Olmalik (n = 207) Kibray (n = 200)

Variable definition Categories Average mean  
or % distribution

Average mean  
or % distribution

Socio-economic

Household head gender 0 = female 19.3 30.5

1 = male 80.7 69.5

Household members (size) Average Mean 3.35 ± 1.6 5.04 ± 2.0

Household head education 1 = Primary education 6.1 7.8

2 = Secondary 
vocational education

61.0 52.0

3 = University 12.2 17.2

4 = others (including 
graduate)

11.7 9.6

5 = unknown 9.0 13.4

Households perceiving 
themselves as ‘middle and 
above’ income category (%)

0 = ‘below middle’ 6.3 7.0

1 = ‘middle or above’ 93.7 93.0

No of Households having 
children under 10 years

0 = no 63.8 42.5

1 = yes 36.2 57.5

Health related

Chronic illness 0 = no 35.7 43.5

1 = yes 65.3 56.5

Alcohol use 0 = no 61.3 45.0

1 = yes 38.7 55.0

Money saved in the past to 
afford healthcare

0 = no 72.6 70.5

1 = yes 27.4 29.5

Health status of the 
household head

0 = bad 5.8 6.5

1 = fair 22.7 25.5

2 = good 71.0 68.0

Table 4. 
Description of household characteristics using categorical variables.
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harder for citizens to know which issues are most important to them. One of the main 
shortcomings is that citizens are uninformed about their rights: policies about coverage 
have been made, but patients do not always know what services they can access free of 
charge. Moreover, there is too little information on what services are high-quality. This 
may inhibit the implementation of modern health policies further. Weak communication 
in the implementation stage means that even if a policy is in theory adequate in address-
ing OOP, it will be inefficient in practice.

The data information system is fragmented: public health facilities must collect 
data, but all data collection systems work independently from other collection sys-
tems (e.g., the national programs’ data is not connected to the sanitary and epidemio-
logical data system) [9]. The WHO reports that in various provinces, patients’ needs 
were not monitored frequently enough [2, 32]. The data collection system is primarily 
focused on structural data, and there is little effort to collect process-related and 
qualitative data. It is not clear if any data is pooled at the different levels of data col-
lection. Furthermore, the MoH provides data reports and shares these with the viloyat 
authorities for decision and policymaking. Meanwhile, there is very little attention to 
the local and tuman levels. Information on income, education and ethnicity are not 
part of the policy process. Data collection is only done in the public system [9, 28, 32]. 
Finally, the available data is not as useful due to weakness in policy makers’ capacity 
to utilise such data. The inadequate evaluation tools lead to the wrong conclusion on 
whether a policy should be maintained, succeeded or terminated.

4.5 Challenges of health financing at the household level: Olmalik and Kibray

Olmalik is an old industrial township, and many households were small families or 
comprised of young migrant workers. On average, about three members (3.35) live in a 
household in this district compared to five members in Kibray (5.04). The socio-demo-
graphic characteristics are presented in Table 4. First, the majority of the households 
are male-headed in Olmalik (80.7) and Kibray (69.5). More than half (61.0% in Olmalik 
and 52.0% in Kibray) of the heads of household head have been educated up to second-
ary level and 13% do not have formal education. This shows the high level of literacy in 
the district as well as the educational requirement of the government. In Olmalik, most 
of the households (63.8) reported having no children in their homes, implying a worker 
population. Most of the households viewed themselves as being in the middle or above 
in terms of their income category (93.7% in Olmalik, 93% in Kibray).

The significant variables are ‘number of household members with chronic illness’, 
‘use of alcohol’, ‘saved money in the past’, ‘town of residence’ and ‘perceived health 
status household head’. The survey showed that none of the participants have health 
insurance. VIF statistics of the variables of the number of chronic disease, alcohol use, 
town of residence, money saved and perceived health status household head all turned 
out to have a value between 1 and 5 (average 1.054), which indicates a moderate correla-
tion between the predictor variables, but not severe enough to require attention. Thus, 
the variables in the model do not create collinearity with the regression model. Finally, it 
was found that heteroskedasticity does not exist in the regression model above.

The adjusted R-squared of this model is 0.1099, with a p-value of 5.79e-10. This 
means that the model shows a significant correlation and the variables in the model 
explain about 11% of the variation in health care expenditures.

The variable ‘perceived health household head’ was significant. If the perceived 
health was ‘good’ the average OOP was 386,135 UZS, while if the health was consid-
ered fair, the average OOP was 655,000 UZS.
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The mean amount of money spent by each household as out of pocket expendi-
tures in the last six months is 418.373 UZS. Given the exchange rate, this would be 
148,89 USD. Although there were far higher amounts reported too: 45 participants 
spent over a million (355,87 USD) in the last six months and the highest amount was 
10 million (355,74 USD). For comparison, the GDP per capita in 2015 is 2.615,03. An 
Uzbek with a job earns 1307.52 USD in six months. In the sample population, 1.86 
household members have a paid job. This means in 6 months there is an income of on 
average 2431,99 USD, with the average OOP, (355,87/2431,99*100=) 14% of the house-
hold income is spent on health care expenditures.

The finding that chronic illness is a strong predictor for high out of pocket expen-
ditures is in accordance with other studies that have looked at OOP predictors. For 
example, a study in Bangladesh also found that chronic diseases are a strong predictor 
of high household health expenditures [70, 71].

Alcohol use could be the cause of specific disease and thus create out of pocket 
expenditures. However, drinking alcohol could also be a coping mechanism of dealing 
with the financial instability of out-of-pocket payments. The association between 
alcohol use and health care expenditure is not conclusive since it is impossible to 
determine the direction of the association. Only a longitudinal study could determine 
the relationship, while this was a cross-sectional study [72, 73].

Infectious diseases or diarrhoea individually did not show a significant correla-
tion with OOP. This is likely because various infectious diseases fall within the extra 
benefit package (e.g. HIV or leprosy). Moreover, most care for infectious disease 
and diarrhoea often falls under primary care, while many chronic conditions require 
specialised care, which is not covered by the state [44].

Saved money in the past likely showed significance for the simple reason that 
people with more money saved have more money available to spend on health care, 
while people with less money saved have less money available to spend on health 
care. The reason that perceived health status household had was significant is also 
straightforward: household heads with a health status that is considered ‘good’ need 
less health care than household heads with a health status that is only perceived to 
be ‘fair’.

It is unclear how the significance of the town of residence is caused. One hypoth-
esis is that Olmalik has very different living conditions. Olmalik is much more 
industrial, which causes various health complaints, especially related to low air qual-
ity. However, it would be expected that the industrial environment has more health 
hazard, but the OOP is lower in Olmalik. As shown in Table 5, there are higher infec-
tious and chronic disease rates in Kibray, but it is unclear how this is caused. Future 
research would be needed to be conclusive about the correlation. Survey participants 
expressed concerns with access to health care as well as quality of care as low quality 
can lead to high OOP.

OOP (in SOEMS) Chronic diseases 
sum household 

members

Infectious diseases 
sum household 

members

Household members 
with diarrhoea

Olmalik 303,449.3 1.81 0.78 0.45

Kibray 537,320 2.20 0.97 0.24

Table 5. 
Difference in disease occurrence between Olmalik and Kibray.
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4.6 Current progress on OOP reduction policy and universal health coverage

As of 2018, the Uzbekistan government declared to implement a manda-
tory health insurance (MHI) to move towards universal health coverage. The 
Presidential Decree No. 5590 was approved in December 2018 under the name 
of “About complex measures for radical enhancement of health care system of 
the Republic of Uzbekistan”, to introduce mandatory health insurance (MHI) for 
population coverage of essential health services and pharmaceuticals [74]. The 
decree states that the state will lay out mechanisms and stages of implementa-
tion for compulsory medical insurance. It also plans to determine the subjects of 
compulsory medical insurance as well as authorised entity on regulation for its 
legal scope, rights, and obligations. It also states the state will sought out sources of 
financing for programs of compulsory medical insurance. The Ministry of Foreign 
Affairs of the Republic of Uzbekistan planned to take measures for the organisation 
of interaction with the World Health Organisation and the international financial 
institutions for ensuring technical assistance in case of implementation of this 
Decree, including carrying out the feasibility statement on actions for implementa-
tion of compulsory medical insurance [74].

Departing from the existing health financing structure, as implementation of 
this new strategy was the introduction of a new single-payer state health insur-
ance organisation: the State Health Insurance Fund. Amid the COVID-19 pan-
demic, in November 2020, Presidential Decree No. 4890 was approved to formally 
established the State Health Insurance Fund as a national purchasing agency to 
be financed through the central government budget to purchase health services 
defined in a new state-guaranteed benefits package, which will be available to 
the whole population [75]. Starting from June 1, 2021, in the Syrdarya region of 
Uzbekistan, a pilot project was launched to introduce a new model of healthcare 
delivery. Furthermore, the feasibility study by WHO (2021) recommended 
general taxation as the most effective way to pool funds and risks, to redistribute 
resources in an equitable manner and to support progress towards universal health 
coverage [76, 77].

Based on this recommendation, the State Medical Insurance Fund mainly receive 
funds from the state budget for basic compulsory medical insurance along with 
targeted deductions from excise taxes on tobacco products, alcohol, high sugar foods, 
trans fats and other products that are harmful to health (introducing the so called 
“sin taxes” as the first nation in Central Asia) as well as voluntary contributions and 
grants from international organisations. From 2023, state health insurance is planned 
to be introduced in Karakalpakstan, Tashkent, Samarkand, Navoi, Surkhandarya and 
Fergana regions, and from 2025 – throughout the entire Uzbekistan [78].

5. Conclusion

The basic benefit package only covers primary care, emergency care and 
inpatient pharmaceuticals. Extra care is provided for some, but this selection is not 
necessarily based on income. The specialised care and outpatient pharmaceuticals 
need to be financed in other ways. Since there is almost no public or private health 
insurance, most care that is not in the basic benefit package needs to be paid out of 
pocket. The regression model suggests that having a chronic illness is an important 
factor in high OOP.
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Additional aspects of the health financing system that lead to high OOP are a lack 
of qualitative, patient-centred evaluation methods. What is more, there is no publicly 
available information on quality, prices or types of health services. This large infor-
mation asymmetry makes it easy for physicians to provide low-quality or unnecessary 
services. Moreover, the patient’s referral pathways are poorly regulated. Attempts 
to avoid OOP lead to delay in diagnosis and delay in treatment. Furthermore, some 
patients seek informal care, where quality is even less regulated. These behaviours 
lead to higher OOP long-term.

The policy process is constrained by the limited civilian participation, which is 
partly due to socio-political factors such as resistance towards NGOs and the limited 
transparency of the policy process. In the implementation of policies, clear commu-
nication is lacking. Finally, the lack of qualitative data and analytical skills negatively 
impact almost all phases of the policy process. Uzbekistan is dealing with a capacity 
problem in data collection and analysis. Evaluation and information management is 
also important for improving the policy cycle. If more data is available and policy-
makers are additionally trained in analytical skills, evidence-based policymaking will 
become easier. Policymaking can be further improved by increasing civilian par-
ticipation, for example, through civil society organisations. For meaningful civilian 
participation, more transparency about the policymaking is also needed.

Based on the findings, recommendations on improving the health (financing) 
system and policy process can be made. These are broad recommendations that need 
more research before they can be used in policies. In short, improving monitoring 
and evaluation procedures can help reduce the information asymmetry between the 
providers and citizens and between the providers and policymakers. Information 
on price, type and quality of services should be provided to patients. Additionally, 
patients should be made aware of their rights in terms of coverage. Finally, the benefit 
package should be expanded. This research suggests that expansion should include 
chronically ill. Uzbekistan has rolled out its pilot state funded compulsory health 
insurance for the first time in the nation [79, 80]. Based on the pilot project, it aims to 
design a benefits package of free medical services and medicines guaranteed by the 
state as well as to strengthen disease prevention, organising regular screening exami-
nations of various categories of citizens [78]. Hence, prioritising health insurance 
coverage for the vulnerable as well as earmarking a coverage for chronic illness may be 
necessary.

Additionally, it would be relevant to understand what specific services were 
purchased with OOP by households. This could give insight into whether or not the 
guaranteed basic benefit package is serving the population’s needs and what services 
outside of the package form the biggest drain on households. Finally, the examined 
variables in this research only explained 11% of the variation in OOP. Thus, future 
research should examine additional variables.

6. Limitations

Most of the secondary data was not very recent and thus up-to-date information 
on the health system’s financing status and policy process is lacking. The WHO and 
news articles provide more current information on certain issues such as ongoing 
reforms, but there is a lack of recent academic literature. Furthermore, while a combi-
nation of primary and secondary qualitative data would have been ideal, the time and 
COVID-19 pandemic-related constraints only made secondary data accessible.
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The method of snowballing literature has a risk of neglecting relevant articles due 
to the exclusion of articles that are not relevant but form a useful connection to other 
papers [40]. Additionally, the inclusion and exclusion criteria, as well as terminolo-
gies used in health financing systems and health policy, overlap with other terminolo-
gies which may lead to different literature search results. Only English articles were 
included, meaning that Russian or Uzbek articles were not used, even if they would 
have contained a relevant approach or relevant information.

There is a limitation in the quantitative data collection because all participants 
came from the same region in Uzbekistan. While there were no other options due to 
resource constraints, it forms a limitation in nation-wide generalizability. Thus, if 
specific factors are found to be relevant, additional research is needed before recom-
mendations to change nation-wide policy can be made. Nevertheless, the research can 
provide a broad view based on which detailed research can be recommended.

In this research, the range of aspects explored in the qualitative part may be 
broader than the range of aspects examined in the quantitative part. However, it 
should be noted that each part provides different types of information that comple-
ment each other. While the qualitative component may be able to point out broader 
aspects on a large-scale, the quantitative data can point out factors leading to high 
OOP that are experienced on the household-level.
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Chapter 16

Investing in Health Education to 
Reduce Rural Health Disparities
Jean Ross, Samuel Mann and Kate Emond

Abstract

The global rural population accounts for almost half of the total global population. 
Access to health care for these rural populations is reduced, leading to increased health 
disparities. Nurses play a critical role in reducing health disparities but with limited 
models to guide their practice. The Community Health Assessment Sustainable Education 
model is a practical teaching and learning solution, which has been developed to engage 
student nurse learners in a health promotion philosophy for rural areas. Nurse learners 
assess and gather data to progress community development and navigate the holistic 
landscape of health. In this chapter, we describe how this approach integrates the sociopo-
litical, cultural, sustainable, economic, and environmental aspects of rural communities’ 
health. Our focus is on preparing nurse learners to improve the health of rural populations 
globally and reduce health disparities. The CHASE model enables nurse learners to influ-
ence and change policy and legal responsibilities at local, national, and global levels, while 
community development aims to address nurses’ role in advocacy that requires them to act 
on behalf of communities from a social justice perspective as they prepare for registered 
nurse practice.

Keywords: rural, health, education, CHASE model, nurses

1. Introduction

Improving the quality of life in rural areas requires investment in rural health. While 
such investment often involves spending on physical infrastructure, we focus on the 
education of nurse learners in preparation for registered nurse practice in rural con-
texts. Nursing in rural areas is not the same as urban centers. Rural nurses must com-
bine their clinical skills with that of community developers. In this chapter, we describe 
how the Community Health Assessment Sustainable Education (CHASE) model is used 
for introducing nurse learners to this complex nature of rural health [1, 2].

Rural nurses must be prepared for situations that are outside their usual lived 
experience and outside the textbook of clinical practice. Even for rural nurses who 
work in their home districts, we need them to be able to step back and look at the rural 
communities as if through the eyes of geographers or perhaps as strategic designers. 
These capabilities as community change agents will not come about through the 
usual clinically focused placements alone. We need to invest in the difference, that is, 
rurality. The CHASE model, therefore, enables nurse learners to influence and change 
policy and legal responsibilities at local, national, and global levels, while community 
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development aims to address nurses’ role in advocacy that requires them to act on 
behalf of communities from a social justice perspective as they prepare for registered 
nurse practice.

After canvassing the challenges of rural health education, we outline the 
development and nature of the CHASE model. We then describe an international 
collaboration of investment in rural health education using the CHASE model. 
We commissioned the production of a film of the rural village of Bishop’s Castle 
(Shropshire, UK) to enhance the learners’ engagement and critical thinking and 
questioning of this community to enhance their community profiling and assessment.

The purpose of this chapter is to add to the growing debate of improving the 
provision of rural health care and equally rural workforce planning. Our focus is 
on preparing nurse learners to enhance the health of rural populations globally. 
To achieve this, we demonstrate the value of engaging with a research framework 
guiding our collaborations as we collaborate with rural communities. This project is 
explored using ethnographic reflections of the participating academics (authors), as 
we engage with an authentic teaching practice to consider the success of the CHASE 
model in preparing nurse learners for rural practice.

2. Background

Nurses make up the largest segment of the global health care profession [3] and 
play a critical role in assessing the health care of rural populations while working 
collaboratively with rural community residents to reduce rural health disparities [4]. 
In consideration of nurses’ positionality as community development practitioners, 
it is therefore imperative that an understanding of this joint role—of assessing and 
collaboration—is passed onto nurse learners. The demand of educating nurse learners 
for rural areas goes beyond the clinical, to provide them also with the opportunity to 
practice as community development practitioners a term derived by the International 
Association of Community Development (IACD) who note the inclusivity of all 
people whether in unpaid or paid work who offer their services to improve commu-
nity welfare are considered community development practitioners [5].

The challenges of practicing within the contexts of rural geographical locations are 
numerous, which add to the complexity of practicing nursing in rural locations. Rural 
locations are widely dispersed and often isolated. Nurses practice health care in these 
contexts at times as solo practitioners, as a member of an intradisciplinary, interdisci-
plinary, or multidisciplinary teams in small hospitals, community venues, residents’ 
homes, schools, recreation facilities [4] the outback, a village, the bush, or an open 
space [6]. Equally, these practitioners care for rural residents and visitors from birth to 
death and experience all manner of health care eventualities. In addition to the clinical 
practice of all nurses, the scope of practice of rural nurses includes the complexities of 
living rural, the economic factors, isolation; limited transportation and communica-
tion and the variety of occupations including engaging with nature; and agriculture 
and farm life, including animals; farmed space; domesticated; and wild [7].

The rural resident population accounts for 44 percent of the total global popula-
tion [8]. People in rural areas experience similar rural health issues yet often suffer 
more than urban communities because of a lack of access to health care including 
affordability [9]. The provision of health care services in rural locations are under 
threat with centralization (hence urbanization) of services [10]. The provision of 
rural health care services is of global concern and has been recognized as such for 
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the past two decades [11–13]. Despite the huge differences between developing and 
developed countries, access to health care is the major issue in rural health around the 
world [14]. The provision of health care within rural communities remains a global 
challenge [15].

The state of rural health is one of the disparities and inequities [16]. This recog-
nition acknowledges that the health of rural people experiences numerous health 
disparities and suffers more than their suburban and urban counterparts. A lack 
of access to health care is in turn related to the lack of health providers including 
the availability of specialists [9]. Further, the reduced numbers of rural health care 
practitioners have led to the lack of availability and recruitment of experienced 
health practitioners and a corresponding lack of rural planning and dedicated 
funding. Rural health care practitioners include doctors, nurses, midwives, and 
pharmacists, who make up most of current practicing rural professionals to improve 
access for the provision of health care and to highlight these issues to health plan-
ners, regulators, and governments, globally [17]. Rural nurses are one of the main 
contributors of this action [18].

Rural nurses need to have the capability of working with rural communities to 
gather and analyze population-level data, promote wellness and disease preven-
tion, assist in adopting and disseminating best practices for population health, and 
identify patients who are at greater risk of disparities, necessitating greater outreach 
efforts [18]. Therefore, nurses need broad-based knowledge to succeed with this 
endeavor and more importantly to ensure that they are prepared and competent to 
practice successfully in rural contexts. There is no better time to engage with nurse 
learners about community development and the practice of “nursing a community” 
to improve health care. Student nurse learners can be immersed in community 
development, to enable them to develop the professional competence to contribute 
to solution-focused and sustainable health care. It is therefore imperative that nurse 
educators expose, facilitate, and provide their experience of practicing community 
development, for the future endeavors of rural health care as nurse learners prepare 
for registered nurse practice.

3. CHASE model

The purpose of this chapter is to add to the growing debate of improving the 
provision of rural health care and equally rural workforce planning. Our focus is 
on preparing nurse learners to enhance the health of rural populations globally, in 
keeping with the vision of the Global Rural Nursing Exchange Network (GRNEN) 
[19] which is discussed in relation to the student nurse learners project grant, later in 
this chapter. To achieve this, we demonstrate the value of engaging with a research 
framework guiding our collaborations as we collaborate with rural communities.

The Community Health Assessment Sustainable Education (CHASE) model is 
used for introducing nurse learners to rural health [1, 2]. CHASE provides a consoli-
dated structure that immerses nurse learners in community development practice and 
involves them to be active in their own learning in partnership with their team peer 
members, community organizations, community key stakeholders, and educational 
supervisors. CHASE guides learners through ethical, cultural, professional, and criti-
cal thinking, verbal and written communication, and visual presentations. CHASE 
enables nurse learners to influence and change policy and legal responsibilities at 
local, national, and global levels.
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It is therefore imperative that student nurse learners experience community devel-
opment work, as part of their primary health care clinical placements. Students are 
guided by the CHASE model to create opportunities for improved community health 
among rural population groups. Learners use both primary and secondary data collec-
tion to describe the community, map resources, uncover inequities, and listen to stories 
of community resilience. Health needs are identified between learners and community 
members, and sustainable responses evolved in the form of solution-focused strategies 
and resources and disseminated within the community to improve well-being.

3.1 CHASE engagement

CHASE stands for Community Health Assessment Sustainable Education 
model. CHASE was developed in 2017 to assist nurse learners (as a component of 
their Bachelor of Nursing (BN) degree program from the School of Nursing, Otago 
Polytechnic, Dunedin, in New Zealand) to undertake community development 
projects. These projects related to clinical practice experience and received ethi-
cal approval in 2021–2024 to proceed by the School of Nursing, Ethics Committee, 
Otago Polytechnic, Dunedin, New Zealand, for learners to profile and assess the rural 
community, take action, and design and develop health promotion messages and 
resources to improve the health of the identified population associated with that rural 
community. CHASE consists of two preparatory stages: a pre-engagement stage and 
pre-orientation, an orientation stage and six phases [1].

The pre-engagement stage is extremely important, where the facilitator or the 
lecturer engages with the community.

The orientation stage offers learners the opportunity to become acquainted with 
team members (nurse learners) whom they participate with throughout this 4-week 
project, the supervising lecturers, and the rural geographical location to which they 
have been assigned to conduct the community development project.

Phase one commences with the planning stage to undertake the community 
assessment associated with the identified rural geographical location. The community 
assessment is guided by an adapted version of Anderson and McFarlane’s community-
as-partner wheel [20], which enhances the collection of both secondary and primary 
data including the demographics and social, political, and economic services aligned 
with the community. One of the outcomes is to “get to know the community better”; 
therefore, developing a film of the community was recognized as beneficial and could 
assist the students to experience visually, the community.

Phase two requires learners to prepare a draft written report for verbal and visual 
presentation in consultation with the supervising lecturers and community stake-
holders and identify health disparities and health needs.

Phase three learners work in smaller teams and progress their individual com-
ponent of the wider project. Additional consultation may occur with community 
members specific to the learners focus on the agreed (with the community) identified 
health need and population group. A detailed evidence-based literature review is 
completed related to this health need.

Phase four learners continue to work collaboratively and progress with their writ-
ten report and engage with the Ottawa Charter [21] and design and develop evidence-
based resources that match the health need for the identified population group.

Phase five learners present back to the identified community partners the final 
completed published written report, the health promotion resources, and presentation.
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Phase six learners initially assessed the health promotion resources designed to 
improve the health of the identified population 3–6 months following completion of 
phase five.

4. Investment in action

In the collaborative nature of rural practice, CHASE is not just a teaching device. 
The model is one of co-design, research, evaluations, education and ongoing and 
future collaborations, and community development. We illustrate this working 
research framework [22] with an example of a community development project 
connected to the rural community of Bishop’s Castle, Shropshire, England, United 
Kingdom. This community development project commenced in February 2020, 
revisited in 2021 and 2022. We are showcasing the 2022 project in this chapter, 
while the community development projects 2020 and 2021 provide an informative 
background to the 2022 project. Our overall focus in this chapter is to share the 
collaboration between the Bishop’s Castle community stakeholders, the educa-
tors from La Trobe Rural Health School, Victoria, Australia, (LRHS) the School of 
Nursing, Otago Polytechnic, Dunedin, New Zealand, and the funders of the GRNEN 
project grant. This GRNEN international learning grant partnered this collaborative 
venture between these education institutions, the rural community Bishop’s Castle, 
Shropshire, United Kingdom.

This international project offered a platform for meaningful conversations and 
encouraged global diversity for rural student nurse learners to improve decision-
making and progress on issues that matter most to rural nurses and rural communities 
around the globe. The goal for this endeavor was to advance nurse learners’ commu-
nity development practice and to provide an opportunity for learners to engage with 
each other to:

• participate and engage with rural communities;

• undertake community assessment to identify issues;

• plan community development;

• assist with change as necessary;

• build leadership and teamwork;

• challenge policy if relevant.

Beyond the community development goals and learning experiences for learners, 
the project had research goals to:

• foster interactive virtual global relationships and collaboration between nine 
New Zealand and nine Australian Year 3 BN nursing students, as they engaged 
with this interactive project and shared their knowledge from their own coun-
tries associated with rural community development and public health focused on 
the mental health of rural youth and COVID-19 lockdowns;
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• improve the understanding, of the local-global connections, unique cultural 
relationships, similarities, and differences associated with rural locations, rural 
locale, and rural sense of belonging among the Year 3 BN nursing students;

• engage with the CHASE model to enhance the New Zealand and Australia BN 
Year 3 nursing students’ engagement and understanding of the rural village of 
Bishop’s Castle, Shropshire, United Kingdom community profile and health 
needs assessment through film;

• incorporate the CHASE model (supported with the film of Bishop’s Castle 
the identified rural community) as the Australian and New Zealand BN Year 3 
nursing students progressed their involvement and contributions to improve the 
health care of this community from an illness-focused perspective to one that 
incorporates sustainability and holism and have increased their awareness of 
health inequities for vulnerable population groups.

Thus, the project had the following objectives that integrated the educational, 
community development, and research goals:

• to share the students’ learning journey and communication/collaboration 
along the way with GRNEN, the following mediums were engaged with Higher 
Logic including film, videos, photography, art, or poems. These mediums were 
aimed to support virtual connections via Zoom including videoconferencing, 
collaboration tools for co-creating and updating documents that would support 
collaboration and communication among the students, and the residents of the 
rural village, and the nurse educators that support social networking and create 
online communities;

• to promote awareness of mental health, mental ill health, and mental well-
being, build positive behavior constructs, and destigmatize mental health among 
the community residents of Bishop’s Castle while progressing the nurse learner’s 
engagement and understanding, especially when confronted with different 
cultural groups;

• to stimulate self-esteem, empowerment, and self-actualization for the commu-
nity residents and identified population groups residing in Bishop’s Castle;

• to combat loneliness and social isolation for the community residents of Bishop’s 
Castle;

• to kindle team building and networking among the nursing students associated 
with La Trobe Rural Health School and School of Nursing, Otago Polytechnic, 
Dunedin, New Zealand, and together work on the project virtually together;

• to enhance individual learning development and showcase community knowl-
edge and share ideas;

• to create cohesion between the partnering universities and foster ongoing virtual 
relationships among students and educators.
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This project, therefore, provides an example of investing in nurse learners’ educa-
tion as a mechanism for addressing rural health disparities. The collaboration that 
occurs across stakeholders and education providers offers learnings and resources that 
would not otherwise be available to nursing students. Investing in nursing education 
with a focus on rural health and rural communities provides students with the oppor-
tunity to genuinely understand the health disparities that occur between metropoli-
tan, regional, and rural areas. Engaging with rural communities is a key characteristic 
of building a sustainable health workforce [17]; therefore, incorporating this into 
undergraduate nursing curricula at a university rural health school is vital.

4.1 Investment in community story

We engaged with a local professional filmmaker from Bishop’s Castle to film the 
community. To achieve this, we set a task for the filmmaker to engage with a foot-
survey template in looking at the different aspects of how the students were going to 
profile and assess this community. The foot-survey encourages students to review, for 
example, housing, roading, safety, transportation, education, recreation, economics, 
and health care services based on the original Anderson and McFarlane’s community-
as-partner wheel [20]. This assisted the filmmaker in creating the story line and then 
producing the film (Figure 1).

4.2 Investment in virtual platform

A virtual platform is developed using a platform within a Learning Management 
System (LMS—“Moodle”). This Moodle shell allowed us to retain resources and 
information, offer direction and discussion, and support for teams of nurse learn-
ers locally, regionally, nationally, and internationally. The Moodle shell is a working 
space and resource for students and staff and in the future will accommodate com-
munity users. All relevant content organized into a cohesive Moodle course, including 

Figure 1. 
Rural community Bishop’s Castle. Source: John Keeley (published with permission).
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downloading documents/materials including videos to include virtual conference 
rooms and whiteboard animations with narration (Figure 2). Interactive lessons 
outlining the platform and how to use Moodle and forums as required for student 
groups and community were provided. Technical support and ongoing revisions were 
also provided. The content and direction provided in the Moodle shell has showcased 
through numerous community case studies engaged by the learners, in which all 
CHASE model phases are exemplified. The CHASE model enhances collaborative 
relationships in the global landscape and further contributes to inform nursing 
curricula and teaching and learning pedagogy internationally. CHASE supports the 
community development project, and the LMS is the means to achieve this.

4.3 Engaging with rural health

There was a total of 4 weeks of collaboration between the universities in New 
Zealand and Australia during 2021. The New Zealand students shared their com-
munity profile assessment and analysis presentation comprising phases one and 
two of CHASE of Bishops Castle in the United Kingdom to the Australian students. 
Following this, the New Zealand and Australian students discussed together using 
GRNEN virtual platform for student correspondence (a requirement of the GRNEN 
grant) and the mental health of youth and other members of the community from 
their own countries’ perspective while critiquing and reviewing the literature related 
to the information that would be relevant to assist the United Kingdom of Bishop’s 
Castle, youth community. The academic team invested time and communicated 
regularly with students to assess their progress, ensuring there was a strong align-
ment in their thinking and their progress of their piece of work with community 
needs, making sure that it was continually coming back to the information that they 
received about Bishop’s Castle and the challenges and then lifting that up to think 
about the global context as well and what was going on in this community. There 
was an emphasis on mental health and appreciating where we were at in terms of 
the globe and coming out of the COVID-19 pandemic, and it is not surprising that 

Figure 2. 
Moodle shell CHASE whiteboard animations. Source: Authors.
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mental health was high on everyone’s agenda and an area that was worth paying 
some attention to.

Nursing students from both Australia and New Zealand interacted with the virtual 
networking and collaboration tools that were created, and by using these platforms 
and engagement opportunities they were able to right from the commencement of 
the community development project, connect with each other, and share in different 
ways and at different points of time, through the project and also draw the project to 
completion.

4.3.1 Reflection on learning

(First author reflection): Community Assessment – Getting to know the community.
The film we created to assist the students to assess and get to know the community 

certainly had that desired effect. What we found was that the students who watched 
the film both from Australia and in New Zealand, could start to really understand the 
complexity of this medieval village. What we as lecturers and registered nurses are 
facilitating through this learning are the complexities of the landscapes of the village. 
The changing British seasons that the film identified included a snow scene; a spring 
scene and a summer scene, those changes in weather patterns, the trained eye of a 
registered nurse would consider, how these seasonal changes impact on the village 
residents which further stimulates the registered nurse to consider the services local 
to the village, for example is there an ambulance service? is there a hospital service?, 
how do people get from one place to the other, especially during seasonal changes 
which could impact the residents on accessing services. Being introduced to these 
complexities through the medium of image (film) we found that the students could 
ask more significantly in-depth questions to the community stakeholders (via Zoom 
meetings and emails) to gather and be able to develop a much better comprehensive 
assessment of the community, which enhanced their understanding as they pro-
gressed with the CHASE phases.

(Third author reflection): Community Engagement – Increasing Awareness.
Our nursing students did impressive work, and the feedback from them revealed 

they felt the CHASE model and engaging in this program was beneficial to their 
practice, in that it could be used to inform a health promotion message, or an event 
endorsed by health promotion to a real rural community, rather than exploring these 
concepts theoretically. They were pleased with identifying the strengths of the rural 
community and offer to build a health promotion message based on that strength 
[23]. Nursing students reported an enhanced understanding of the local-global con-
nections, unique cultural relationships, similarities, and differences associated with 
rural locations and rural sense of belonging of rural communities, their people, and 
their health. At the completion of the project, they developed a mental health promo-
tion recommendation for the community. This project increased their awareness and 
knowledge of mental health needs in rural communities and how important it is to 
engage communities in health promotion for sustainable outcomes.

(Third author reflection): Collaboration – CHASE in Action.
The information about the rural community via film was really important. The 

communication channel that was established between students and facilitators with 
time differences, had some challenges there but it was not something that we couldn’t 
negate or overcome and that was part of the students’ learning as well in terms of 
when you’re collaborating with colleagues overseas. The skills developed in terms of 
teamwork stemmed from creating that sense of team in an online interface, and that’s 
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where the structure that’s provided in the CHASE model gave the students a great 
sense of shared understanding of the point of collaboration and their role in what 
they were going to contribute.

5. Implications of the investment in rural health education

We invested in the community development project by embedding it into cur-
riculum. When learning opportunities are part of an undergraduate curriculum, the 
engagement of students is high [24].

Engaging with this global research project supported with the film of the rural 
village of Bishop’s Castle enhanced the nursing students across international universi-
ties’ engagement and understanding of the rural community. Nurse learners profiled 
and assessed this community’s health and identified the health needs with a strong 
focus on mental health of the rural community (Figure 3).

(First and third authors reflections): community Assessment – Film as Asset.

We are keen to explore the possibilities of linking similar films of rural communi-
ties together in the future and even aspire to growing a regional, national and global 
network of rural communities and making sure that extends to student nurses and 
their learnings and how they’ve engaged with the CHASE model. This will enhance 
this way of working and could promote international collaboration, and unique 
learning opportunities, and also enable students to have global connections and 
foster relationships with other students but also then connect with the community 
case study. This is a focus on the work of GRNEN and we hope to collaborate further 
with them in this endeavor. This would also lend itself to being able to research the 
way that students are connecting and groups of nursing students and nurse educators 
relative to the healthcare discussions from their respective countries because it’s been 
quite interesting in terms of what’s been revealed.

Figure 3. 
Screen shot introduction to film. Source: Authors.
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(Third author reflection): creative Learning – Being Courageous.

When learning opportunities are part of an undergraduate curriculum the 
engagement of students is high, so it was really important for us to be able to cre-
ate an alternate assessment for nursing students and gain approval from La Trobe’s 
Academic Board. This approval was a significant milestone because we weren’t adding 
to students’ work, this was part of their learning embedded in a third-year mental 
health subject. In terms of the implementation that the information about the rural 
community via video was really important and the communication channel that was 
established between students and facilitators with time differences, there were chal-
lenges there but it was certainly not something that we couldn’t negate or overcome 
and that was part of the students’ learning as well in terms of when you’re collaborat-
ing with colleagues overseas, how do you actually create that sense of team and that’s 
where the structure that’s provided in this piece of work really gave the students a 
great sense of shared understanding of the point of collaboration and their role in 
what they were going to contribute.

In terms of monitoring, we were in touch and communicating regularly with 
students’ progress and also making sure that there was a strong alignment in their 
thinking and their progress of their piece of work with community needs, so making 
sure that it was continually coming back to the information that they received about 
Bishop’s Castle and the challenges, and then lifting that up to think about the global 
context as well and what was going on in this community.

(Third author reflection): collaboration – Responding Virtually.

An interesting finding engaging in the project for students at that point in time 
coming out of the COVID-19 pandemic, was to think about collaboration using these 
online platforms, because the expectations of the students with working online via 
different online mediums was actually quite low because they have become so used to 
it over COVID, they’re used to using technologies, they’re used to working with other 
colleagues even within their cohort via Zoom and via different platforms, so in terms 
of where they were sitting with expectations they were really quite open to this way 
of learning. Feedback from the students was that they really enjoyed the experience, 
time zones, that was a bit challenging and we needed to think about our timeframe, 
appreciating that they’re all enrolled in other subjects as well, so really making sure 
that we were providing resources in a timely manner and the expectations of partici-
pation were realistic; and the other thing too is it was really interesting for students 
at this point in time to think about collaboration using these platforms, because the 
expectations of the students with working online via different online mediums was 
actually quite low because they’ve got so used to it over COVID-19 lockdowns, they’re 
used to using technologies, they’re used to working with other colleagues even within 
their cohort via Zoom and via different platforms, so in terms of where they were 
sitting with expectations they were really quite open to this way of learning.

5.1 Implications of the project to improve health disparities

Our approach to this project was cyclic, aligning with a quality assurance 
approach. The implications of undertaking community development as a component 
of the wider collaborative research project were evaluated between the two educa-
tional institutions and the community stakeholders of Bishop’s Castle, Shropshire, 
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United Kingdom, who assessed that the project was meeting its goals and objectives 
(introduced above) on three monthly intervals and at the completion of the project.

(First author reflection): community Development – Improving Health Disparities.

A positive impact of the project and engaging with CHASE was demonstrated 
by the students’ commitment to improve health disparities. The students stayed in 
regular connect with the community stakeholders supported with regular facilitation 
and guidance by the lecturers. This was achieved through live virtual meetings such as 
Zoom and email correspondence they were able to update the community and liaise 
with them around the identified health issues and latterly as the project developed the 
health promotion messages and then in partnership with this community, they were 
able to focus on designing and producing the health promotion resource benefitting 
the health of the population of Bishop’s Castle youth.

(Third author reflection): community Development – Working Together.

La Trobe nurse learners offered a significant and a wonderful focus of mental 
health and youth within their own community to actually share with the students of 
New Zealand, and they focused on the Rainbow community.

The students from New Zealand presented their findings on Bishop’s Castle by 
using nursing frameworks, they incorporated the framework of Te Whare Tapa 
Whā [25] which is the New Zealand indigenous population framework, into their 
presentation by using a holistic approach to discuss all four aspects of the health 
needs – physical, mental, social and spiritual [25]. They also used the framework 
of the community -as-partner wheel by Anderson and McFarlane [20] this allowed 
them to develop a comprehensive display of all relevant health issues disparities 
within the community, together with these frameworks enabled them to give the 
Australian students an extensive insight into the health needs of Bishop’s Castle 
which they picked up on and it became evident that they successfully communicated 
this information after La Trobe students produced a presentation to the students of 
New Zealand in return which contained and expanded all that they had developed.

(First author reflection): community Development – Sustainable Practice.

Developing and maintaining ongoing relationships, and model development part-
nership collaboration and communication are very important to maintain sustainabil-
ity between the three groups and with GRNEN. Sustainability included meeting with 
the stakeholders where we could discuss with the local health professionals including 
general practitioners, and district nurses, and from our conversations we were able to 
reflect upon the position Bishop’s Castle was in with the closure through COVID-19 
pandemic of their community hospital and how it had affected health outcomes for 
those with more serious conditions and medical events that required very prompt 
medical response. Through this we discovered that there were five district nurses that 
covered 10 rural communities in the Shropshire region, and therefore there was an 
empathy towards those district nurses and how they were expected to work with the 
closure of that hospital and with the increase in social isolation of older people and 
the mental ill-health of youth.
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6. Conclusion

In this chapter, we have described how the CHASE model works to engage learn-
ers and provide benefits for rural community despite geographic separation. These 
students were positioned to act as community development practitioners with the aim 
to reduce health disparities in partnership with community stakeholders.

A challenge of educating nurses for rural health is directly related to the nature 
of rural health. The isolation, complexity, and diversity of health needs mean it is 
challenging to provide authentic learning experiences that cover the breadth of rural 
health. Added to this is the need for learners to experience and learn the integrated 
nature of clinical practice and what might be called community development needed 
for rural practice.

Herrington et al. [24] laid out a set of situated learning principles for authentic 
learning. Key elements include a real-world problem that is ill defined at the begin-
ning; the learners need to incorporate multiple perspectives to first understand the 
problem, and then propose and select from a diversity of solutions that are seamless 
integrated into the real world. The development requires complex activities over time 
to deliver polished products that are whole and valued; and all takes the leaners out-
side their comfort zones, with work across subject boundaries and into diverse roles; 
and much of the learning is through reflection. The application of the CHASE model 
as a framework for rural-nurse learning meets all of these objectives. The learners 
engaged with a community without preconceived or predetermined ideas of what the 
problem is. They used the tools of CHASE to engage with the community to under-
stand the health of the community as a system and to identify a pressing health need 
that could be addressed in the relatively short time available. The learners engaged 
with each other through virtual platforms and pitched their potential solutions to the 
community and delivered actual useful resources.

Thus, CHASE can be seen to be operating in a sweet spot. The model enables learners 
to navigate the complexity of learning rural practice. The project mirrors rural nursing 
practice; in that, it is unavoidably purposeful, collaborative, and relationship-based.

This has resulted substantial positive impact on improving the understanding, 
local-global connections, unique cultural relationships, similarities and differences 
associated with rural locations and rural communities, their people, and their health, 
among nine BN Year 3 students from New Zealand and nine from Australia. The use 
of the film to provide the context of the community and their health is new, as is the 
learners being part of an international collaboration with learners from two countries 
in partnership with a community in a third.

We intend to do further research on these aspects of collaboration between 
international nurse learners. Anecdotally, these discussions helped with the reflective 
process and helped learners with the challenges of identity formation as to what it 
means to be a rural nurse.

All three locations involved in the CHASE project described here are from the 
Global North (despite the southern positioning!). Previous applications of CHASE 
have involved rural communities in the Global South – primarily Small Island States 
in the Pacific (or “Large Ocean States”) [26, 27], but with New Zealand as the source 
of nurse learners. It would be interesting to flip this and have LOS nurse learners.

Remote collaboration is enabled by virtual networking and collaboration tools. 
Further research will be to explore the value of a film as part of the CHASE model 
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and to enhance the collaboration tools within the networking environment. These 
international collaborations will foster global connections and deeper research as the 
groups of nursing students and nurse educator(s) will launch rural/remote health 
care discussions from their respective countries. We share a community of academics 
situated in Australia, New Zealand, and the United Kingdom who are involved in this 
project and are positioned to examine the process, outcomes, and evaluation of this 
initiative so that the results can be shared locally and globally through GRNEN.

Given the cost of producing films for every community, it would be interesting to 
explore whether we could link or group similar interactive films of rural communities 
together in the future, perhaps to grow a regional, national, and global network. Or 
would this defeat the purpose of an introduction to each specific rural community?
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