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Abstract 
 

The purpose of this study was to explore and describe the use of the Nursing Process by registered nurses in local level primary health 

care practice in Namibia. The findings were used to serve as a basis to develop strategies to support registered nurses in their daily local 

PHC practice. A quantitative research approach using a survey design with self-report questionnaire was used. The population consisted 

of two groups. The first group consisted of 239 registered nurses working in Clinics, health Centers and in Outreach Programs. The sec-

ond group consisted of 39 registered nurses supervisors of the registered nurses in these facilities. Quantitative, descriptive analysis was 

used to summarize and organize data using tables and figures as well as t-test and analysis of variance (ANOVA), where applicable. 

Five main problem areas were identified. It was concluded that strategies needed to be developed to support registered nurses in their 

daily local Primary health care practice. The development of strategies will be dealt with in a different paper. 
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1. Introduction 

Primary health care (PHC) refers to essential health care and is 

based on practical, scientifically sound and socially acceptable 

methods and technology which are made universally accessible to 

individuals and families in the community and at a cost that the 

community and the country are able to afford and maintain at 

every stage of their development in the spirit of self-reliance and 

self-determination. (Monekoso 1994; WHO 2009). 

The PHC philosophy was introduced and endorsed by 134 partici-

pating nations at an international conference on PHC, jointly 

sponsored by the World Health Organization (WHO) and the 

United Nations Children’s Fund (UNICEF) and which was held at 

Alma Atta from 6 to 12 September 1978. Governments were 

urged to rationalise their highly technical approaches to health 

care delivery and to broaden their coverage by providing basic 

services. (WHO, 2009). 

The basic essential elements of PHC are as follow: Water and 

sanitation; Health education ; Nutrition and food supply ; Control 

of endemic diseases ; Immunization; Supply of essential drugs ; 

Treatment of common diseases and injuries; Mother and child 

health care & family planning .These elements of PHC, must be 

provided on the basis of the four principles, namely, equity, which 

seeks to ensure that all shall have equal access to basic health care 

and social services provided by the state; accessibility, which is 

the aim to extend health care services to all, with special attention 

being given to the disadvantaged regions of the country and to 

train community-based health workers so as to reach isolated 

small communities in rural areas; affordability, which states that 

PHC services should be provided free of charge to all citizens; and 

community involvement and participation, which advocates for 

the involvement of communities in health and social services pro-

vided at their level, with the aim to make the communities masters 

of sustainable PHC (Stanhope & Lancaster, 2008; Moseley, 2003).  

With the independence of Namibia in 1990, the Government of 

the Republic of Namibia adopted a health care system that places 

the focus on PHC, as a strategy to provide health care to all Na-

mibians in order to make health services easily accessible and 

available to all communities in Namibia, at a cost that the country 

and the communities could afford and with the emphasis on com-

munity-based health care. (Government of the Republic of Namib-

ia: MOHSS 1992).In addition, health workers including registered 

nurses were re-oriented as regard the implementation of this ap-

proach (Iipinge, 2000). 

Accordingly, The University of Namibia revised the nursing edu-

cation curriculum to prepare registered nurses to be ready to apply 

the PHC approach as adopted by the Government of Namibia 

(University of Namibia, 1995). 

Apart from the MOHSS and the University of Namibia, the Gov-

ernment of Namibia encouraged communities to take ownership 

and to participate actively in matters affecting PHC delivery and 

to provide input into the health care delivery (GRNMOHSS, 1992; 

GRNMOHSS, 1995).  

Nursing does not only involve the care of the sick and the dying, 

but its overall goal is to help people to accept responsibility for 

their own health as well as that of their families and communities, 

and to help them both to retain and to regain health.. Furthermore, 

the registered nurse should use the nursing process to render PHC. 

The nursing process is a systematic method of assessing data, 

coming to a conclusion (diagnosis), planning the activities of care 

accordingly, implementing these activities of care, evaluating the 

progress and recording everything that has been done (Jooste, 

2010; Searle et al., 2009; ).  

One research study conducted in Namibia regarding the use of the 

nursing process by registered nurses is the one by Van der Vyver 
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(2007), titled: “Guidelines to implement an educational pro-

gramme to internalise and operationalise the nursing process in the 

gynaecology wards of the training hospitals of Namibia”. This was 

a qualitative study done with the purpose of exploring and describ-

ing the operationalisation of the nursing process among registered 

nurses who work in the gynaecology wards of Namibian training 

hospitals. The aim of the research was to develop a programme 

that would facilitate the utilisation of the nursing process, as well 

as to develop guidelines for its implementation.  

The finding of this study indicated that not all registered nurses in 

the gynaecology wards used the nursing process, a situation which 

could contribute to defective nursing care in this area. The study 

recommends that registered nurses need support so that they will 

use the nursing process effectively and be able to care for patients 

holistically in their daily practice. The study further mentioned 

that many court cases laid by patients against nurses in Namibia 

could be prevented by the use of the nursing process because, 

through it, nurses have an opportunity to identify patients’ prob-

lems systematically and to come up with the correct care plan to 

implement in each case. 

In this study the nursing process is described as a logical and ra-

tional method of problem solving that enables registered nurses to 

make intelligent decisions about patient care, instead of relying on 

an unsystematic and intuitive process. Although the nursing pro-

cess is regarded by many nurses as time consuming, it is the only 

systematic way of problem solving as it is the process of identify-

ing nursing problems and interpreting, analysing and selecting 

appropriate courses of action to solve these problems. It is a tool 

that nurses use to think critically about the nursing care they ren-

der. 

The nursing process has its roots in systems theory and the steps 

of the nursing process facilitate holistic problem solving. These 

steps are presented as follows: Assessment is the first step and 

involves the process used by nurses to draw conclusions about 

patients’ strengths and health concerns. Assessment, thus, ends up 

in the second step, diagnosis, which is about specifying health 

concerns and strengths. Planning is the third step and entails the 

development of approaches to meet patients’ needs. After plan-

ning, comes the fourth step, implementation, which comprises the 

actual care provided by the nurse. This involves completing spe-

cific activities to help the patient meet the goals in the plan while 

continuing to think about what is being done, how it is being done, 

and when, where, and why it is being done. The fifth step follow-

ing implementation is evaluation. This is a determination of the 

patient outcomes and the quality of care. It involves thinking and 

collecting information about the patient’s response after nursing 

care has been provided and working on determining whether the 

patient’s goals and objectives have been attained and how well 

they have been attained. The last step is documentation, which is 

about recording the nursing actions that have been performed so 

that the quality of care is not affected. Furthermore, the nursing 

process is a problem-solving framework that enables the nurse to 

plan care for a client on an individual basis. 

In applying the nursing process during their daily practices when 

rendering PHC services, registered nurses have roles and functions 

to perform namely, the instrumental and the expressive roles. The 

instrumental role is concerned primarily with the acquisition of 

knowledge about the health situation and the evaluation of such 

knowledge in the search for a possible solution to the problem. On 

the other hand, the expressive role involves the establishment and 

maintenance of an extensive and effective therapeutic environ-

ment, as well as assisting the patient/client to become receptive to 

therapeutic intervention. This, in turn, implies that nurses should 

accept the patient/client as he/she is, support him/her through 

his/her problem or needs and identify the health needs of patients 

correctly when rendering PHC services. This role requires that a 

registered nurse treat all patients/clients humanely, including those 

patients/clients with mental distress/illnesses (Barnald &Locsin, 

2007; Searle et al., 2009). 

There are several functions involved in the various roles played by 

nurses. These functions refer to those key activities for which the 

registered nurse, as an accountable person, takes responsibility 

realising the objectives of knowledgeable, competent and legally 

and ethically based patient care. The functions of the registered 

nurse may be placed into three categories, namely, dependent, 

interdependent and independent functions. The dependent func-

tions relate to the law that authorises the nurse’s practice, while 

one aspect of the independent function relates to all the factors 

inherent in the assessment, diagnosis, planning, implementation 

and recording of patients/individuals, families and communities. 

On the other hand, the interdependent function relates to the inter-

relationship between the nurse and various members of the health 

team as regards those activities which are required by patients, 

clients and communities (Searle et al., 2009). 

It is expected that registered nurses in Primary health care utilise 

the nursing process when they execute their daily functions. How-

ever, it is not clear whether registered nurses utilise the nursing 

process effectively in the provision of PHC, as adopted by the 

government, as a new and better strategy to render health care 

services in the country after independence in 1992.  

This question was raised because health care statistics do not al-

ways reflect whether PHC is being executed satisfactorily. Re-

search findings reveal insufficient health communication with 

clients in health care facilities (Iiyambo, 2005; Neshuku, 2005; 

(GRN MOHSS, 2006), while an increased prevalence of 

HIV/AIDS and tuberculosis and a lack of a healthy lifestyle are 

being observed in society. 

It is as a result of these problems that the researchers in this study 

explored and described the extent to which registered nurses uti-

lise the nursing process with regard to the delivery of PHC during 

their daily practice and, subsequently, developed strategies that 

would support registered nurses in their utilisation of the nursing 

process when executing their roles and functions in this regard.  

This study was conducted in terms of both the framework of the 

model of nursing process, as well as the elements of PHC as ap-

plied to the role and functions of registered nurses and their super-

visors in the PHC facility practice setting. 

2. Aim and objectives of the study 

The purpose of this study is twofold: firstly, to explore and de-

scribe the extent to which professional nurses use the nursing pro-

cess in the delivery of PHC in their daily practice and, secondly, to 

develop strategies that would support registered nurses in their 

utilisation of the nursing process when executing their roles and 

functions in this regard.  

The following research objectives were as follow: 

To explore and describe the way in which registered nurses in 

clinics, healthcare centres and outreach posts in the health districts 

use the nursing process in PHC delivery  

To determine how supervisors perceive the utilisation of the nurs-

ing process by registered nurses in PHC 

To identify the constraints that registered nurses are faced with 

when utilising the nursing process in the delivery of PHC 

To develop a conceptual framework on which to base the formula-

tion of relevant strategies 

To incorporate the findings of this study into the development of 

strategies to support registered nurses in their utilisation of the 

nursing process in PHC delivery 

To validate the effectiveness of these strategies 

3. Study design and methods 

The study was conducted in four phases namely as follow: Phase1: 

Needs assessment quantitative survey; Phase 2: Conceptualisation 

of findings from phase 1; Phase 3: Development of strategies to 

support the roles and functions of the registered nurse in local 

level PHC and Phase 4: Validation of these strategies. 

This article describes objectives 1 and 2 namely, 1).To explore 

and describe the way in which registered nurses in clinics, 

healthcare centres and outreach posts in the health districts use the 
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nursing process in PHC delivery and 2). To determine how super-

visors perceive the utilisation of the nursing process by registered 

nurses in PHC. These two objectives made up the major part of 

phase 1 of this study, which is a needs assessment.  

3.1. Design 

A quantitative research approach using a survey design with self-

report questionnaire was used. The data that were gathered were 

on the application of PHC role functions during practice by regis-

tered nurses. This study was conducted in state clinics, health 

centres and outreach posts in health districts in all the health re-

gions of Namibia. 

The population comprised two groups. The first group consisted 

of 236 registered nurses working in clinics, health centres and 

outreach posts. The second group comprised 39 registered nurse 

supervisors, who supervised the registered nurses in these facili-

ties. As a result of the restricted number of participants (registered 

nurses), the population and the sample were the same for this 

study and there was no sample selection.  

The comments of the nursing service managers were scrutinised 

and used to inform the questionnaire. Two questionnaires were 

developed, one for registered nurses and the other for supervisors. 

The content of these two questionnaires was the same.  

The questionnaires consisted of both open- and closed-ended 

questions and contained the following sections: 

Section A consisted of biographical information –respondent’s 

age, duration of service as a registered nurse, gender, work area, 

nursing qualification, duration of service at the current health fa-

cility, health district and health region. 

Sections B to G consisted of items concerning the implementation 

of the PHC role functions within the study framework of the nurs-

ing process. 

Section B dealt with assessment; section C diagnosis; section D 

planning; section E implementation; section F evaluation and sec-

tion G recordkeeping.  

This questionnaire was designed in such a way as to yield infor-

mation on the entire targeted role functions that a registered nurse 

in local-level PHC in Namibia is expected to fulfil. Valid-

ity, reliability and pretesting 

Validity and reliability was ensured by: submitting the instrument 

to her supervisors and also by means of a peer reviews. The su-

pervisors agreed that the items that appeared were representative 

of the purpose of the study; content validity was assured by mak-

ing sure that the questionnaire adequately covered the topic under 

study, namely, the utilisation of the nursing process in local-level 

PHC practice by registered nurses in their daily practice; In this 

study, the questionnaires were pretested to ascertain that the word-

ing of the questions was not ambiguous. The questionnaires were 

also distributed to the senior nurse managers at the MOHSS in 

Namibia for review as recommended in literature (De Vos et al., 

2011; Jooste, 2009). 

The questionnaires were either posted or delivered by hand to the 

participants, and then returned by post or collected by the re-

searcher. The respondents − supervisors and registered nurses − 

were requested to complete the questionnaires. One supervisor 

could fill in more than one questionnaire if she/he supervised more 

than one registered nurse. Table 1 below summarises the statistics 

on questionnaires sent out and returned. 

 
Table 1: Statistics of the Questionnaires Sent Out and Returned 

  Sent out Returned Percentage 

Registered nurses 236 164 69.4 

Supervisors 236 144 61.0 

Total 472 308 65.2 

 

Quantitative data analysis was done and involved the coding, cat-

egorising, ordering and systematic organising of the data in order 

to provide meaningful results (Levine & Stephan, 2010). Descrip-

tive analysis techniques were used to summarise and organise the 

data, using tables and figures to present the summarised findings. 

In addition, a t-test and analysis of variance (ANOVA) were per-

formed on the data, where applicable. Post hoc tests that were 

utilised included Scheffe/Dunnett, Tukey and LSD. The aim of 

using the post hoc tests is to verify whether the differences sug-

gested by ANOVA are statistically significant and also to point 

out exactly where the differences lie among the groups (Ott & 

Longnecker, 2010). 

Data analysis: The descriptive data arising from the items on the 

questionnaires, where the registered nurses and their supervisors 

rated the fulfilment of the various PHC role functions by regis-

tered nurses, were analysed in order to determine the level at 

which each item had been rated. The mean score for each item 

were determined and this served as a yardstick for classifying 

specific items as well done, required moderate action or required 

urgent action. All the findings were presented in a comparison 

format in terms of which the ratings by the registered nurses were 

compared to the ratings by the supervisors. Student’s t-test and 

ANOVA were also performed on specific variables to determine 

significant differences and their related variables.  

After the data analysis had been completed, the researcher identi-

fied those functions which had been well done and for which the 

performance needed to be sustained, the functions which had re-

quired moderate actions and the functions that had required urgent 

actions. An item was classified as needed urgent action if rated by 

more than 20% of the responses as below average.  

Three patterns were expected, namely, performance to be sus-

tained (to sustain performance: 90% and more rated at average and 

higher); performance in terms of which moderate action is re-

quired (moderate action required: 80–89% rated as average and 

higher) and performance in terms of which urgent action is re-

quired (urgent action necessary: >20% rated below average). 

These patterns are represented in figure 1. 

 
Fig. 1: Categorisation of Role Functions Based on the Rating of Their 

Fulfilment by the Participants 

 

With data analysis, a summary of the findings is presented in ac-

cordance with these patterns, namely, performance to be sus-

tained, moderate action required and urgent action necessary. 

The reader is advised to refer back to this section should the need 

arises. 

Ethical measures were observed as follow: Written permission to 

conduct this study was granted by the MOHSS in Namibia before 

the data collection in phase 1 of the study commenced. Partici-

pants were fully informed regarding what the study entails. Confi-

dentiality in this study was ensured because; the raw data were not 

shared in any way that may have jeopardised the safety of the 

participants. Participants in this study were told that they could 

refuse to participate in the study or could withdraw from the study 
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at any time without any fear of coercion, thus voluntarism was 

ensured.  

The anonymity of all the participants in this study was ensured in 

this way that the data from the field were not in any way linked to 

the individual respondent, while only data that was necessary for 

the project were collected. On completion of the study a copy of 

the complete study report was given to the Ministry of Health and 

the University of Namibia. 

The participants in this study were not, in any way, exposed to 

either physical tests or treatment (Ervin, 2002). 

4. Findings 

4.1. The demographic presentation of the participants 

In terms of age, a large number of the registered nurses fell in the 

age group of 45 years and above, followed by those registered 

nurses aged 35 to 44, with a few only of the participants being 

under 35 years of age. This finding indicates that the majority of 

the participants were in middle to late adulthood and, thus, that 

more stable personalities were supporting the service provision 

requirements for PHC. This finding further suggests the availabil-

ity of mature supervisors who would be able to manage the execu-

tion of the elements of PHC elements in practice (Heneman III & 

Judge, 2009). 

The majority of the participants (87% or 268 out of 308) had been 

in the nursing profession for a period of at least four years, while 

the supervisors had relatively more years of experience of service 

as compared to the other registered nurses. The latter finding indi-

cates experienced supervisors who would be able to cope as a 

result of their prolonged exposure to the work situation, although 

it may also imply the possibility of resistance to change (Heneman 

III & Judge, 2009).  

As far as gender was concerned, 19.8% (N = 61) of the partici-

pants were male and 80.2% (N = 247) female − a female to male 

ratio of approximately 4:1. This finding is in line with the findings 

of the WHO (2009), namely, that it is women who are mainly 

engaged in community-oriented health care services.  

The majority of the participants were working in clinics as com-

pared to those who \were working in health centres, mobile teams 

or outreach health posts. This is in line with staffing and health 

facility structures.  

Of the research participants, 5% (46 out of 306) only, and mainly 

the supervisors, had a bachelor’s degree or above, while the re-

mainder of the respondents (260 out of 306) had a diploma. Until 

2007, the only way in which to obtain a nursing qualification in 

Namibia was by means of a university diploma with a bachelor’s 

degree as a post basic qualification with one major subject in 

Community Health Nursing and a second major subject in either 

Health Service Management or Nursing Education. 

4.2. Findings on the fulfilment of the primary health 

care role functions in the context of the nursing process 

A total of 67 role functions were rated. In order to ensure that the 

data were meaningful, all the descriptive statistical tables (assess-

ment to recordkeeping/documentation) were presented in such a 

way that they are grouped together. This grouping together of the 

data allows for patterns to emerge and increased focus on problem 

areas. 

In addition, all the descriptive statistics tables were presented in a 

comparative format with a comparison always being made be-

tween the responses of the group of registered nurses and the re-

sponses of the supervisors. As an example, table 2 has been in-

cluded to demonstrate how the data is summarised. As an exam-

ple, in table 2, which presents the descriptive statistics pertaining 

to the assessment step, item number 1, which involves an assess-

ment of the occurrence of health problems in the catchment area, 

was rated below average by 13.5% of the registered nurses and by 

12.7% of the supervisors. However, the same item was rated as 

average by 31.9% of the registered nurses and by 33.1% of the 

supervisors, while 54.6% of the registered nurses responses and 

54.2% of the supervisors’ responses rated the same item as above 

average. In the table, the total number of responses in each case is 

in brackets, just below the relevant percentage.  

The last two columns on the extreme right-hand side of the table 

indicate the mean rating of the fulfilment of each function by the 

registered nurses (3.65) and by the supervisors (3.54) and, lastly, 

the mean rating of the fulfilment of each specific item according 

to the combined, total responses of the registered nurses and the 

supervisors together (3.60). 

4.2.1. Overview of the overall fulfilment of the PHC role func-

tions based on the phases of the nursing process 

The information regarding the steps of the nursing process demon-

strates that the mean fulfilment of the PHC role functions ranged 

between 2.93 and 4.70. 

The mean fulfilment of the functions according to the steps of the 

nursing process, which reflected the average view of performance 

for the all items pertaining to each step of the nursing process, is 

presented in figure 2. The means are displayed in the middle of 

each bar. 

4.2.2. The assessment step as a prerequisite for the implemen-

tation of the elements of primary health care 

The assessment phase concentrated on 19 role functions as pre-

sented in table 2. 

 

 

 
Fig. 2: Mean Fulfilment of Role Functions by Registered Nurses According to the Steps of the Nursing Process. The Means are displayed in the Middle of 

Bars. [Note: The Possible Highest Score Is 5 and the Lowest Possible Score Is 1] 
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The assessment step/phase of the nursing process is the first component that will be presented and discussed. 

 
Table 2: Statistical Results of the Assessment Step: Percentages (%), Means and Frequencies (N) 

 
PERCENTAGES 

MEAN 
below average average above average 

R/n Sup R/n Sup R/n Sup R/n Sup Total 

Occurrence of health prob-
lems in your catchment area. 

13.5 
(N=22) 

12.7 
(N=18) 

31.9 
(N=52) 

33.1 
(N=47) 

54.6 
(N=89) 

54.2 
(N=77) 

3.65 3.54 3.60 

Occurrence of important 

diseases in the community 

16.2 

(N=26) 

9.2 

(N=13) 

30.4 

(N=49) 

35.5 

(N=50) 

53.4 

(N=86) 

55.3 

(N=78) 
3.6 3.6 3.60 

Safety of drinking water for 

clients in catchment area 

24.0 

(N=31) 

21.9 

(N=31) 

24.8 

(N=54) 

38.0 

(N=54) 

50.3 

(N=81) 

38.0 

(N=54) 
3.29 3.28 3.31 

 

 

 
Conditions under which 
waste is being disposed of in 

the area 

29.8 

(N=41) 

28.7 

(N=41) 

41.5 

(N=65) 

39.2 

(N=56) 

28.5 

(N=45) 

30.1. 

(N=43) 
2.91 3.06 2.99 

The extent of food hygiene in 

the area 

24.5 

(N=40) 

25.2 

(N=36) 

32.5 

(N=53) 

40.6 

(N=58) 

42.9 

(N=70) 

32.2 

(N=46) 
3.22 3.20 3.20 

Nutritional status of clients 
18.4 

(N=30) 

9.1 

(N=13) 

27.6 

(N=45) 

39.4 

(N=56) 

53.8 

(N=88) 

50.0 

(N=71) 
3.58 3.60 3.59 

Environmental health hazards 
(e.g. standing, dirty water, 

etc.) 

34.0 
(N=55) 

29.2 
(N=42) 

24.7 
(N=40) 

34.0 
(N=49) 

41.3 
(N=67) 

34.7 
(N=50) 

3.06 3.11 3.09 

Need for housing & shelter in 

your health area 

37.4 

(N=59) 

35.7 

(N=51) 

22.8 

(N=36) 

28.0 

(N=40) 

39.9 

(N=63) 

34.3 

(N=49) 
3.06 3.02 3.04 

Do you take a complete histo-
ry of all patients/client who 

you examine 

6.7 

(N=11) 

6.3 

(N=9) 

19.5 

(N=32) 

22.2 

(N=32) 

73.7 

(N=121) 

70.8 

(N=102) 
4.03 3.02 4.00 

All observations pertaining to 
a patient (BP, pulse, respira-

tion) 

7.9 

(N=13) 

5.6 

(N=8) 

13.4 

(N=22) 

29.9 

N=43) 

78.7 

(N=129) 

64.6 

(N=93) 
4.10 3.93 4.02 

Health status of any patients 

who are diagnosed with any 

disease 

7.3 

(N=12) 

7.7 

(N=11) 

20.1 

(N=33) 

30.6 

(N=44) 

72.5 

(N=119) 

61.1 

(N=88) 
3.99 3.76 3.86 

Check up of women six 
weeks after delivery (Post 

natal) 

18.1 

(N=30) 

16.8 

(N=24) 

22.0 

(N=36) 

24.5 

(N=35) 

59.1 

(N=97) 

56.7 

(N=81) 
3.66 3.74 3.64 

Immunisation status of all 
infants and children under the 

age of 5 years 

4.2 

(N=7) 

3.5 

(N=5) 

13.4 

(N=22) 

15.4 

(N=22) 

82.3 

(N=135) 

81.1 

(N=116) 
4.34 4.32 4.33 

Need for Vitamin A for chil-
dren under 5 years 

6.2 
(N=10) 

7.0 
(N=10) 

22.1 
(N=36) 

23.6 
(N=34) 

71.8 
(N=117) 

69.5 
(N=100) 

4.11 4.03 4.07 

Tetanus vaccination status of 

all women of child-bearing 
age (15–45) 

12.9 

(N=21) 

16.0 

(N=23) 

20.2 

(N=33) 

25.7 

(N=37) 

66.9 

(N=109) 

58.3 

(N=84) 
3.92 3.73 3.83 

Health development status of 

school children 

28.5 

(N=46) 

30.8 

(N=44) 

28.6 

(N=46) 

29.4 

(N=42) 

42.9 

(N=69) 

37.1 

(N=53) 
3.16 3.14 3.15 

Social problems in families 

and community 

23.4 

(N=38) 

23.8 

(N=44) 

34.0 

(N=55) 

39.2 

(N=56) 

42.6 

(N=69) 

35.0 

(N=50) 
3.25 3.24 3.24 

Needs of patients concerning 
referral for special treat-

ment(e.g. rehabilitation ) 

19.1 

(N=31) 

14.7 

(N=21) 

24.5 

(N=40) 

35.0 

(N=50) 

55.8 

(N=91) 

50.4 

(N=72) 
3.58 3.57 3.57 

Need for home care 
26.9 
(N=43) 

21.1 
(N=30) 

21.3 
(N=54) 

32.4 
(N=46) 

51.9 
(N=83) 

44.3 
(N=63) 

3.40 3.47 3.43 

 

In accordance with the explanation given above regarding the way 

in which the data are presented, table 2 demonstrates that, of these 

19 assessment role functions those that are categorised as well 

done (performance to be sustained) include history taking, base-

line observations executed, health status assessment, immunisa-

tion status of infants and children under five years of age, and 

assessment for the need for Vitamin A by children under five 

years of age. 

Those assessment functions that were categorised as requiring 

moderate actions included the assessments of the following: oc-

currence of health problems in the catchment area; occurrence of 

important diseases in the community; tetanus vaccinations for all 

women of childbearing age (15–49), check-up of women at six 

weeks after delivery, need for referral for special treatment, and 

the nutritional status of clients.  

The following assessment functions were categorised as needed 

urgent actions namely; the assessment of the safety of drinking 

water for clients, conditions under which waste was being dis-

posed of, the extent of food hygiene, environmental health haz-

ards, for example, standing, dirty water, need for housing and 

shelter in the health area, health developmental status of school 

children, social problems in families and communities, and the 

need for home care. 

As far as the ANOVA results and association with the demograph-

ic variables were concerned, no statistically significant differences 

were found as regard any of the demographic variable and the 

assessment functions performed by registered nurses in local-level 

PHC facilities.  

4.2.3. Diagnosis as a prerequisite for the implementation of the 

elements of primary health care 

The diagnosis step focused on ten functions. These findings indi-

cate that, of these ten diagnosis role functions, five categorised as 

well done; five were categorised as needing moderate actions 

while none was categorised as needing urgent action. 

The five diagnosis role functions that were categorised as well 

done included the following: determination of the catchment 

population; determination of immunisation status; identification of 
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disease trends reflected in health information system records; 

identification of resources needed in the provision of nursing care 

and making a correct nursing diagnosis of all patients or clients. 

Those diagnosis role functions that were categorised as needing 

moderate actions included the following: knowledge of the size of 

the catchment area; identification of the socioeconomic situation 

of the community; identification of training needs of the commu-

nity; identification of the training needs of health workers, includ-

ing nurses, and carrying out a full physical examination of all 

clients. 

A statistically significant difference was found regarding the 

length of time for which a registered nurse had worked at a health 

facility, and the performance of nursing diagnoses [P = 0.038 

(overall) and for Group 1 (3 years or less) as compared to Group 2 

(4–10 years), where the P value was 0.044 according to the Tukey 

HSD Test]. Thus, the implication is that the longer the length of 

service in a specific health facility, the more comprehensive the 

nursing diagnoses.  

4.2.4. Planning as a prerequisite for the implementation of the 

elements of primary health care 

In this study the planning phase of the nursing process focused on 

eleven (11) functions. 

Of these 11 planning role functions, not one was categorised as 

well done, six were categorised as needing moderate action, while 

five were categorised as needing urgent action. Lippincott and 

Wilkins (2006) and Viljoen and Sibiya (2009) warn that, if proper 

planning is not carried out, there is a greater possibility that the 

interventions will be unsuccessful. 

The six planning role functions that were categorised as needing 

moderate actions include the following: planning for the delivery 

of nursing care based on the catchment population of the commu-

nity; the planning of services based on the health information sys-

tem data available at a specific health facility (morbidity and mor-

tality); the development of a teaching plans for individuals de-

signed to promote health; the planning of training sessions for 

staff on relevant issues; planning for health promotion activities 

(e.g. growth monitoring, home visiting, AIDS prevention, immun-

isation) and the planning of nursing interventions for health relat-

ed problems which have been identified. 

The planning functions which were categorised as needing urgent 

actions include the following: planning programmes to manage 

illnesses of an acute and/or chronic nature; contribution to plan-

ning annual budgets to request resources (manpower, materials); 

contributions to the planning of a project proposal to request re-

sources according to needs; planning of training sessions for the 

community concerning health issues and the planning of outreach 

services in the community.  

In addition, a statistically significant difference was found in rela-

tion to the area of practice and how well the planning phase had 

been completed [P = 0.047]. Thus, the implication is that regis-

tered nurses who work in health centres are not involved in out-

reach services to the same extent as are those who work in clinics 

and outreach posts. 

4.2.5. Implementation of the elements of primary health care 

The implementation functions that were categorised as well done 

included the following: The completion of planned nursing inter-

vention activities for the catchment population; the management 

of any health problem within the framework of the scope of prac-

tice; the provision of health education according to the health 

needs of the clients; the administering of treatment and medica-

tions as authorised by both the Nursing Act and relevant regula-

tions and safeguarding the rights of individual patients. Those 

implementation functions that were categorised as needed moder-

ate actions included the following: Utilisation of the available 

resources in the community when carrying out nursing interven-

tion roles and functions; referral of clients to the health services 

available in the community; involving family members when ful-

filling nursing roles and functions; carrying out roles and func-

tions related to the control of outbreaks of disease and disasters 

and ensuring that resources provided for nursing projects are uti-

lised for the correct purpose.  

The four implementation functions that were categorised as need-

ing urgent actions include: conducting training sessions for all 

health workers and the community; implementing the budget re-

quirements as planned; providing home care according to the 

needs of clients and carrying out research on problems which have 

been identified. 

Some of the registered nurses indicated that the involvement of 

family members in the care of the patients was not applicable to 

their area of work, although the literature recommends that this is 

the major function of the PHC practitioner. 

The statistical analysis performed regarding the implementation 

step of the nursing process identified two statistically significant 

differences associated with gender and area of practice/work 

[Gender: P = 0.018, t-test and area of practice: P = 0.012]. Thus, 

the implications are that, in terms of gender, being male was asso-

ciated with a higher level of implementation as compared to being 

female as regards the fulfilment of PHC roles and functions, while 

working in outreach was associated with a higher level of imple-

mentation of the PHC elements as compared to working in health 

centres, clinics and health posts. 

However, explanations of the reasons for these findings are be-

yond the scope of this study, although further research may pro-

vide such explanations.  

4.2.6. Evaluation as part of the implementation of the elements 

of primary health care 

In this study the focus during the evaluation phase of the nursing 

process was on five role functions of the registered nurse in PHC. 

The data demonstrate that, of the five role functions listed under 

evaluation, two were categorised as well done; three were catego-

rised as needed moderate actions, while none was categorised as 

needed urgent actions. 

The two evaluation functions that were categorised as well had 

done are: evaluation of the ways in which materials and supplies 

are used for nursing care and evaluation of the effectiveness of 

health programmes, for example, immunisation. 

The three evaluation functions that were categorised as needed 

moderate actions included the monitoring of changes in the occur-

rence and presence of health problems; evaluation of the effec-

tiveness of health education programmes and evaluation of the 

health progress of all categories of patients/clients. As with previ-

ous studies on health education and support in PHC that had cap-

tured similar information regarding health education, the results of 

this study demonstrate that the commitment of nurses in PHC 

facilities to health education and health education programme 

approaches needs to be strengthened (Iiyambo, 2005; Neshuku, 

2005). 

In addition, the statistical analysis performed regarding the evalua-

tion step of the nursing process did not pick up any significant 

differences in the fulfilment of the PHC role functions. 

4.2.7. Documentation of activities related to the implementa-

tion of the elements of primary health care 

In this study the documentation step of the nursing process fo-

cused on eight functions. The documentation role functions that 

were categorised as well done include the following: ensuring the 

correctness of the health information available at health facilities; 

documentation of all the nursing care activities provided and doc-

umentation of all the health information required for the Health 

Information System (HIS). The implication is that a correct HIS 

will contribute to the proper planning of health services while 

good recordkeeping serves as an effective communication tool 

among health care providers and as a research tool as well as legal 

evidence (Walliman, 2006; Wilkinson, 2007). 

Five recordkeeping role functions were categorised as needing 

moderate actions and they are: Ensuring that the written health 

profile documents pertaining to the health area and kept at the 
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health facility are up to date; documentation of incidences of 

health problems and important diseases in the community; docu-

mentation of all training sessions conducted for both the commu-

nity and staff; documentation of all health promotion activities 

conducted and communication of findings with stakeholders (writ-

ten and spoken). None of the recordkeeping role functions was 

categorised as needing urgent actions.  

4.3. Summary of the findings on individual elements of 

primary health care  

(PHC), aspects of community diagnosis and care and the man-

agement support or administrative functions 

Section 4.2 above presented the findings pertaining to the fulfil-

ment of the PHC role functions according to the steps of the nurs-

ing process. However, in order to obtain a clearer understanding of 

the way in which the fulfilment of these role functions by regis-

tered nurses was viewed by the participants in relation to the indi-

vidual elements of PHC, this section contains a summary in this 

regard. The findings in that regard context are as follow: 

4.3.1. Health education and communication 

No function under this element of PHC was categorised as well 

done. Despite the fact that the training needs of the community 

had been identified the planning of community training sessions 

required urgent action. In addition, where patient training had 

been conducted, the family members had been only moderately 

involved. The functions that required urgent action included the 

following: Developmental status of school children not adequately 

assessed; patient education not sufficiently planned for; need for 

home care not sufficiently assessed; outreach services not suffi-

ciently planned for; home care not adequately provided and educa-

tion of other health workers not adequate.  

4.3.2. Nutrition and food supply 

None of the role functions in this respect were categorised as well 

done. Food hygiene had not been sufficiently assessed while the 

assessment of the nutritional status of any client had been only 

moderately done  

4.3.3. Control of endemic diseases 

The functions related to the control of endemic disease outbreaks 

and disasters were moderately fulfilled. However, coupled with 

the poor assessment of environmental sanitation and in view of 

cross-border interactions, this implies that the risk of incidences of 

communicable diseases remains (Minaar, 2008; Fraser & Cooper, 

2009)  

4.3.4. Immunisation against major preventable diseases 

The tetanus vaccination status assessment of all women of child-

bearing age (15–49) and the identification of immunisation cover-

age (EPI) in the catchment area were well done. The data also 

indicate that the registered nurses in the PHC services were identi-

fying the immunisation status (EPI) coverage attained in the 

catchment area, with this knowledge enabling them to decide on 

what action to take in order to ensure an acceptable level of cover-

age of EPI vaccination antigens ( Kortenbout et al., 2009).  

4.3.5. Supply of essential drugs 

Medication and other treatment were being administered as au-

thorised by both the Nursing Act, 2004 (Act No. 8 of 2004) and 

the relevant regulations. The registered nurse administers those 

treatments prescribed by either him/herself, as well as those pre-

scribed by other health care service providers such as medical 

doctors and dentists. In addition, the registered nurses uphold 

patients’ rights.  

4.3.6. Treatment of common diseases and injuries 

The following role functions of the PHC elements concerned with 

treatment of common diseases and injuries were well done: as-

sessment of comprehensiveness of history taking of patients who 

are examined; assessment of all observations carried out in respect 

of patient such as blood pressure, pulse, respiration; assess-

ment/checking of the health status of any patient diagnosed with 

any disease; identification of resources needed in the provision of 

nursing care; making correct nursing diagnoses; provision of 

health education according to the needs of clients/patients; safe-

guarding the rights of individual patients when executing the nurs-

ing role functions of PHC and the recording of the nursing role 

functions that have been executed. 

These findings imply that health problems will be identified cor-

rectly and, thus, the correct treatment of clients or, in other words, 

the correct implementation of care plans (Viljoen & Sibiya, 2009). 

Observing the rules and regulations for practice, including those 

set by the nursing regulatory body in the country, enhances the 

safety of patients under the care of registered nurses. In addition, 

the fact that health education is provided according to the needs 

identified provides an opportunity for individualised patient care.  

Those functions that required moderate actions include the follow-

ing: assessment of needs of patients as regards referral to special 

treatment (e.g. rehabilitation); planning of daily nursing care ac-

cording to the needs of the target catchment population; carrying 

out of physical examinations on patients; utilisation of available 

resources in the community when carrying out nursing (interven-

tion) role functions; referring clients to the health services availa-

ble in the community and the evaluation of the progress in the 

health of all categories of patients/clients. 

If clients are not referred as early as possible or if their condition 

is not reported at all, this may result in severely complicated 

health problems (Lippincott Williams and Wilkins, 2006). 

In conclusion, the results indicate that registered nurses provide 

adequate care in cases of disease conditions and in the provision 

of essential physical health care services. However, the assessment 

of the house/home and environment where the patients live would 

benefit from greater attention.  

4.3.7. Mother and child health care services, including family 

planning 

The assessment of the immunisation status of all infants and chil-

dren under the age of five years and also assessment of the need 

for Vitamin A in children under the age of five years were well 

done. However, the assessment of women six weeks after delivery 

(postnatal) was only moderately done.  

4.3.8. Water and sanitation and other environmental health 

issues 

All the role functions to do with water and environmental sanita-

tion carried out by registered nurses in local-level PHC needed 

urgent action: the safety of drinking water for patients, the manner 

in which waste was disposed of in the catchment area, the pres-

ence of environmental health hazards in the catchment area and 

the housing needs/environment of the patients/clients were all 

inadequately assessed by the registered nurses.  

4.3.9. Community diagnosis and community care 

The following functions under this component were well done: the 

catchment population that was being served, including specific 

age groups, was satisfactorily determined/diagnosed; all the 

planned nursing intervention activities for the catchment popula-

tion (e.g. health promotion, home visits and immunisation were 

satisfactorily carried out, although it was mentioned that these 

were not sufficiently planned for, however, when they were 

planned for they were carried out; health problems were well 

managed within the framework of the scope of practice of the 
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registered nurses and the disease trends reflected in the HIS were 

satisfactorily identified. 

Taking note of the HIS data in order to discern disease trends is a 

good sign, as this reflects the fact that registered nurses understand 

that they must be vigilant about incidences of the various diseases 

and their trends, including unusual diseases which need to be de-

tected as early as possible. An unusual disease refers to those dis-

eases that are not usually expected in the country concerned and 

include diseases such as cholera, polio and others.  

The following functions were moderately done: assessment of the 

occurrence of health problems in the catchment area; assessment 

of the occurrence of important diseases in the community; 

knowledge of the size of the catchment population; identification 

of the socioeconomic situation in the community; planning of 

interventions for any health problem identified; planning of health 

promotion activities such as growth monitoring, home visiting, 

AIDS prevention, immunisation; and changes in the occurrence 

and presence of health problems. In addition, all the health promo-

tion activities conducted were moderately documented while inci-

dences of health problems and important diseases in the catchment 

area/community were moderately recorded. However, some of the 

respondents indicated that knowing the size of the catchment pop-

ulation and identifying socioeconomic conditions were not appli-

cable to their area of work.  

Knowledge about the various socioeconomic situations places the 

registered nurse in a better position to plan the appropriate nursing 

care services for the specific community (GRN MOHSS, March 

2006), while failure to document and to report means that other 

health care providers are deprived of information about the health 

situation. In some instances, this failure may mean that the health 

conditions develop into major health problems before they are 

contained (Stanhope & Lancaster, 2006). 

Under this component, the assessment of the social problems of 

families and communities was not sufficiently done. In her study 

on the implementation of the sociology of development by regis-

tered nurses, Shikongo (2008) found a similar situation, specifical-

ly to do with the assessment of abuse. 

4.3.10. Management and support or administrative functions 

The following functions were well done: ways in which materials 

and supplies had been used for nursing care were well evaluated; 

the effectiveness of health programmes, for example immunisation 

was well evaluated, accuracy of HIS at health facilities was en-

sured (documented); and all the health information needed for the 

HIS was well documented. 

A cost effective health care service involves little or no waste of 

resources. This may involve the use of high technology resources 

for minor ailments that could be dealt with in a different manner. 

Further examples include polypharmacology, injections and anti-

biotics; cough remedies; use of gloves, as well as the incorrect 

deployment of staff that are technically qualified and are deployed 

in the correct job (GRN MOHSS, December, 2008).  

The following were moderately done: the training needs of health 

workers, including nurses, were moderately identified and diag-

nosed; planning of services according to the health information 

available at the health facility regarding morbidity and mortality 

were moderately planned for; training sessions for staff on rele-

vant issues were moderately planned for; moderate care was exer-

cised to ensure that the resources provided for nursing projects 

were utilised for the correct purpose; the effectiveness of health 

education programmes was moderately evaluated; findings were 

communicated in a moderately efficient way to stakeholders, both 

in writing and orally; moderate care was exercised to ensure that 

patients’ health profiles were kept up to date at the health facili-

ties; while all the training sessions conducted for both the com-

munity and staff members were documented moderately.  

Some of the registered nurses indicated that this task of planning 

training sessions for staff was not applicable to their work situa-

tion. If training needs are identified, then the training sessions for 

the health workers could be conducted in such a way that the 

needs identified may be met. As with planning sessions for the 

community, it is equally important to plan training sessions for the 

staff, while the proper planning of a training session will ensure 

that the implementation of the session is both well-coordinated 

and goal oriented (Booyens, 1999). As in previous studies, the 

results of this study demonstrate that registered nurs-

es’commitment to health education and health education pro-

gramme approaches needs to be strengthened (Iiyambo, 2005; 

Neshuku, 2005). 

The following functions required urgent dire action: programmes 

to manage illnesses were poorly planned; the budget was inade-

quately planned; there were insufficient contributions on the part 

of the registered nurses to the planning of proposals for a project; 

and registered nurses did not adequately adhere to budgetary re-

quirements. Even if registered nurses are unaware of what has 

been budgeted for, it is essential that they see to it that the re-

sources provided for the various projects in their units/facilities 

are utilised for the correct purpose. In addition, the health service 

must be protected from the misuse of valuable resources that are 

meant to serve the community, thus ensuring sustained services. It 

is recommended that this practice of ensuring that resources are 

used for the correct purpose should be encouraged in all practice 

settings, including those of nursing (Booyens, 1999; Jooste, 2010). 

The training of health workers, including fellow nurses, by regis-

tered nurses was inadequate, while the functions of the research 

role were not adequately carried out by the registered nurses. 

4.4. Summary of the findings on the independent varia-

bles and the way these variables are related to the steps 

of the nursing process 

These results demonstrate that the area of work/health facility type 

and length of service at a health facility were perceived as relating 

to certain differences that were observed as far as the application 

of the nursing process in PHC competencies in practice was con-

cerned. The following results were found: no significant differ-

ences were found in terms of assessment while, in terms of diag-

nosis, the duration of service at a health facility was related to a 

higher level of fulfilment of the role functions related to diagnosis. 

Registered nurses who had worked for four to ten years at a health 

facility were rated as doing well, followed by those who had 

worked at a health facility for more than ten years, while those 

who worked for three years or less at a health facility performed 

the lowest. However, the difference between group 2 (worked at a 

health facility for 4–10 years) and group 3 (worked at a health 

facility for more than 10 years) was not statistically significant. 

Nevertheless, this observation was made in terms of the group of 

registered nurses only and not the supervisors. As regards plan-

ning, the registered nurses and supervisors whose area of work 

was the health centre were more inclined to perceive that the ful-

filment of their planning role functions was lower than those re-

spondents whose working areas were not the health centre. The p-

value = 0.047 for planning of PHC services by registered nurses 

whose area of work is health centre as opposed to those who work 

not in health centre.  

In terms of implementation, two statistically significant differ-

ences were found, namely, with regard to gender and to area of 

work. Firstly, men were associated with better performance than 

women, p-value = 0.018, while the second statistically significant 

difference applied pertained to working in an outreach area and 

implementing the nursing process. It was found that those nurses 

who work in outreach areas were associated with better perfor-

mances as regards the implementation of role functions of the 

nursing process(p-value = 0.012. The observation regarding gen-

der applied to both groups, namely, the registered nurses and the 

supervisors, while the observation pertaining to area of work ap-

plied to the group of registered nurses only. Finally, no significant 

differences were observed in terms of either evaluation or docu-

mentation/recordkeeping. 
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4.5. Constraints facing registered nurses in local-level 

primary health care facilities as regards the execution of 

their role and functions 

The following constraints were suggested: Shortage of registered 

nurses; Registered nurses not involved in budget ; Registered 

nurses not briefed about the way in which budget allocation was 

adhered to; Registered nurses not provided with the necessary 

transport needed to carry out their functions ; Registered nurses 

are not exposed to certain activities for lengthy periods of time, for 

example outreach; Heavy workload, including large numbers of 

patients/clients to manage; Registered nurses do not have enough 

time to visit communities as a result of the heavy workload at the 

clinics and health centres. This workload makes life extremely 

difficult for the nurses. 

These constraints were also identified by Neshuku (2005) and 

Iiyambo (2005). In the study of one district conducted by Neshuku 

(2005), regarding support for nursing staff in PHC, lack of 

transport was also one of the constraints identified. However, 

Neshuku also identified other managerial constraints, such as in-

adequate telephone communication and working space, as chal-

lenges that were contributing to the difficulties faced by registered 

nurses. The findings of this study, when compared to those of 

Neshuku (2005), may have implications for a possible improve-

ment in the management of PHC services in Namibia, or alterna-

tively could mean that the challenges faced by registered nurses in 

local-level PHC facilities differ from those faced at the hospital 

level of PHC delivery.  

4.6. Levels at which various primary health care roles 

and functions are fulfilled according to registered nurs-

es and supervisors, and the challenges identified 

4.6.1. Levels at which various primary health care roles and 

functions are fulfilled according to registered nurses and su-

pervisors 

Of the 67 PHC nursing role functions across the different phases 

of the nursing process, 20 (30%) were categorised as well done, 

30 (45%) were categorised as moderately well done and 17 (25%) 

were categorised as requiring urgent action  

 

 

 
Fig. 3: Levels at which Various PHC Role Functions are Fulfilled by Registered Nurses in Local-Level PHC Facilities in Namibia. 

 

These findings are graphically depicted in figure 3. The ratings by 

the registered nurses and supervisors did not show a statistically 

significant difference, except as regards three role functions, 

namely, planning of programmes to manage illness, planning of 

training sessions for the community and training of health workers 

and community members.  

In the case of the planning of programmes to manage illness, the 

data indicated that the registered nurses rated themselves higher as 

compared to their supervisors, who indicated that they felt that the 

planning of programmes did not merit a rating of  

Average and higher. However, as regards the planning of training 

sessions for the community, the registered nurses rated their per-

formance lower than did their supervisors, whose rating in this 

regard suggested they were quite happy with the way in which the 

registered nurses had been fulfilling this role function. Lastly, the 

training of health workers and community members was also rated 

more highly by the  

Supervisors as compared to the registered nurses.  

4.6.2. Challenges identified 

The challenges identified fall into the following groups of PHC 

elements: water and sanitation and other environmental health 

issues (environmental hygiene); nutrition and food supply; health 

education and communication; community diagnosis and care; 

management and support or administrative function including 

research. 

In a similar study conducted in 2005 on support in the form of 

resources made available by the MOHSS to PHC workers in the 

Onandjokwe District in the North West Heath Region, Namibia, it 

was found that a lack of resources hampered the fulfilment of 

certain of the PHC activities by registered nurses. As regards the 

management component of PHC, Neshuku also uncovered further 

managerial issues, including a lack of telephone communication 

and work space. These managerial issues were not picked up in 

this study (Neshuku, 2005).  

Another study conducted by Iiyambo in 2005, which focused on 

investigating information needs and accessibility of information of 

health workers in rural health centres, Iiyambo found that health 

care workers at this level realised what they needed to learn, but 

there was a need for information to be prepared in writing so as to 

enable health workers to be able to read the information for them-

selves (Iiyambo, 2005). 

When the challenges identified were considered in relation to the 

steps of the nursing process, the areas of concern were found to be 

in assessment and planning. This finding, in turn, may imply that 

the diagnosis, implementation and evaluation may also be defi-

cient in some areas because assessment and diagnosis guides all 

the functions which are implemented in order to solve the prob-

lems identified in PHC nursing. 

Moderate 
action required; 

45% 
Well done 

(performance to 
sustain); 30% 

Dire action 
required; 25% 

Levels at which PHC role functions are fulfilled 
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A detailed discussion on the challenges will be presented in a 

separate paper. 

5. Conclusions 

The results of this study show that registered nurses in local-level, 

PHC practice in Namibia fulfil most of the roles and functions 

expected of them. However, they do face some challenges which 

make it difficult for them to execute some of their roles and func-

tions in this regard. This situation was evident in the views of both 

the registered nurses and their immediate supervisors and in the 

ratings they accorded to the various items in the questionnaires. 

The challenges were categorised according to the five elements of 

PHC and management, namely, water and sanitation and related 

environmental health issues; nutrition and food supply; health 

education and communication; community diagnosis and care; and 

management support or administration, including research.  

As regard the way in which supervisors view the use of the nurs-

ing process by the registered nurses, the results revealed that the 

supervisors of the registered nurses all had the same view as regis-

tered nurses regarding the fulfilment of the functions of PHC de-

livery. 

6. Recommendations 

It is, thus, essential that strategies to address the challenges identi-

fied be developed. A conceptual framework was devised as a basis 

for developing the strategies that will support registered nurses in 

their utilisation of the nursing process to improve the fulfilment of 

their PHC functions. 
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