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Introduction: Each community has unique needs for health care based
on the experiences and problems of that community. The health care
provider must have an understanding of the needs of the community that
s/he is serving. Needs assessment at the community level is of particular
importance in the identification of problems presenting at the primary
care level. The assessment of these needs must not only be based on
objective indicators, but also on the very real requirements of that
population. This necessitates a process of participatory research, where
the community forms an active partner in the identification of needs.

Method: A household survey was conducted in a peri-urban community
using community members as field workers,and assessing needs on a multi-
disciplinary level.

Results: 337 Questionnaires were analysed.The total surveyed population
comprised 1612 people.The demographic profile is that of a poor; urbanised,
ageing, Afrikaans, religious community, with a high unemployment figure,
dependent on pension schemes and state health services. A significant
number regard their health as poor. A 9% acute morbidity was reported.
72,1% of respondents smoke. The study found a high self-reported
prevalence of chronic diseases of lifestyle.

Conclusions: Peoples’ perception of their own health status influence
their decisions about if, when and where health care will be sought.The
low self assessed health status is a strong indicator of the need for health
care in this community. The prevention, management and rehabilitation of
chronic diseases is an important priority for this community. They are in
need of holistic care encompassing physical, spiritual, social, economic and
ecological dimensions of the community.
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The planning and delivery of health care
services to a community must be based
on the needs of that community. Needs
assessment at the community level is
of particular importance in the
identification of health problems
presenting at the primary care level.
Community-based health workers
regularly accumulate huge amounts of

information on their patients, mostly
only available as raw data, and which
does not reflect true needs.'? Service
providers must have an understanding
of the unique requirements of the
community that they are serving, and
should therefore view the assessment
of health needs as an integral part of
clinical practice.**

The exclusive use of objective
indicators such as mortality and
morbidity rates in the establishment
of health needs is regarded as
authoritarian and prescriptive.® Age
distribution,
unemployment figures, habits and

literacy  rates,

disease profiles are all factors that
influence the health status of a
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population. Also, the people in a
community must be allowed to express
their own needs. The World Health
Organisation regards community
participation as an important concept
in the development of strategies for
health care delivery.”® This implies that
the community identify needs as well
as resources, prioritise services, and
assist in the development of health
programmes. Prioritising of needs is
essential and forms the balance
between quality of care, quality of life,
and those services which can be
delivered.'”!" For the researcher this
signifies a participatory research
process, where the researchers and
community form an equal partnership.

The aim of this study was to obtain an
holistic profile of the health care
consumer system of Bishop Lavis which
can serve as the basis for planning and
participatory management of health
care delivery from the Bishop Lavis
Community Health Centre, a public
health care facility. A multi-disciplinary
approach
community participation was utilised.

team incorporating

Bishop Lavis is a suburban community
on the Cape Flats, with a population of
40 000 people. The Bishop Lavis
Primary Health Care Project comprises
a partnership between the public health
services, the community and the
University of Stellenbosch.'*'? The
Bishop Lavis Community Health
Committee was formed from this
partnership.This committee requested
a survey of the needs of the community
so that the integration of the Bishop
Lavis health services can be based on
the needs of the community. it was
decided to obtain a comprehensive
overview of the community, given the
close relationship between a health
care system, the environment, and the
consumer system. This article reports
on the demographic and medical
results of the questionnaire only.
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A household survey was conducted within the municipal borders of Bishop Lavis
in the spring of 1995.The different types of housing in the region were stratified
into clusters in collaboration with a statistician and community representatives,
adapting an existing Medical Research Council sample frame. A 10% simply
randomised sample of dwellings was taken from each cluster.

A structured multi-disciplinary questionnaire was used as the research instrument.
Sections on the demography of the population, dietary habits, acute and chronic
illnesses, reported disabilities, the use of alcohol and tobacco, and health seeking
behaviour,amongst others, were included in the questionnaire.The questionnaires
were completed by trained field workers during an interview with a respondent
from the household. The respondents were adult persons who identified
themselves as the head or the substitute for the head of the household. Completed
questionnaires were reviewed by the researchers for completeness, and follow-
up visits were done to those households whose questionnaires were not
completed correctly.

Community participation in this survey included: (a) the identification of the need
for a health needs survey by the community themselves; (b) participation in the
planning of the survey; (c) a community member serving on the core research
team; (d) community members recruited and trained as fieldworkers;and (e) the
results discussed in collaboration with the community to identify priorities for
the health of the community.

s Resulls e

Figure |: Composition of surveyed households
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A total of 337 questionnaires were
analysed, reporting a total number of
1612 people in the study, with an
average of 5,3 people per household.
54,3% were female. Figure |
demonstrates the extended families
comprising the surveyed households,
and Figure 2 the age distribution. 69,4%
of households have been living in this
community for more than [0 years.
Afrikaans is the home language of
84,6% of the households. 12,5% of the
people indicated that they are not able
to read or write,and only |% have post-
matric qualifications. 95,3% of the
respondents belong to a church.
Unemployment was reported in 42,5%
of those |6 years and older. From these
22,4% reported being medically unfit
for work,and a further 26,7% received
some kind of pension. The industrial
sector provides work for 39,5% of the
respondents, and 38,3% are unskilled
labourers. A significant amount of
respondents chose not to answer the
question on income, however the 1991
census showed that a third of the
community has an income of less than
R1000 per month.

Table | demonstrates that a significant
number of the respondents regard
their health as poor. 75,4% of
households make use of the Bishop
Lavis Community Health Centre. In
response to the question on whether
they were satisfied by the service,
59,6% of the respondents answered
positively, 10,7% said no, whilst the rest
did not respond. 72,1% of respondents
smoke, with 26,7% reporting regular
use of alcohol.

Acute illness was defined as the
occurrence of an illness during a two
week period preceding the survey.An
acute morbidity of 9% (150 persons)
was reported. The illnesses frequently
reported are shown in Figure 3.
Chronic illness was defined as an illness
from which the person had suffered for
at least twelve months. Figure 4
illustrates the chronic diseases
reported. Table Il lists the prevalence
of self reported chronic illnesses.

Table I: Self assessment of respondents

on health status

Health Status | Respondent | Household
excellent 13.9% 12.2%
good 32.6% 42.7%
average 28.2% 23.7%
reasonable 13.6% 8.3%
poor 10.1% 2.7%
no response 1.5% 10.4%

Table II:
Prevalence of
self reported

chronic diseases
(per1000)

hypertension 65
arthritis 47
diabetes 39
asthma 33

‘nerves’ 29

Figure 3:Reported acute illnesses
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Figure 4: Reported chronic illnesses
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The use of a multi-disciplinary,
participatory approach as well as a
strict epidemiological method resulted
in many positive effects,but also caused
unique problems. The latter are
worthwhile to report as they provided
a valuable learning experience. We
were able to collect comprehensive
demographic information, however the
process was expensive, cumbersome,
and time consuming. The lack of
qualitative data also diminishes the
value of the findings. The multi-
disciplinary questionnaire provided an
extensive profile of the community,
however using a team approach
resulted in a lengthy planning process.
Community participation contributed
significantly to the out-come of the
project, and ensured community
ownership of the re-sults. Our
experience thus illustrates that
methodology for needs assessment
necessitates careful consideration.'*'®

The survey results reflect a clear
picture of the Bishop Lavis community.
The community reports to be rather
religious, with a majority of females,and
an ageing population.Women's health
issues are thus of importance to this
community, as well as the effect of
geriatric disorders on health care
provision.The community is poor, with
household size, literacy levels and
unemployment figures similar to results
of studies done in poor suburban

populations.'®'”'® This also explains the
huge dependency on state pensions.

The low self assessed health status is a
strong indicator of the need for care,
and confirms the findings of other South
African studies.'*? Self assessed health
status correlates with a wide range of
health and socio-economic variables.
Peoples’ perception of their own health
status influences their decisions on if,

when and where health care will be
sought, and should be taken into

consideration by service providers.?'*

The most common acute illnesses
reported were airway diseases and
gastro-intestinal problems. Although
seasonal changes influence patterns of
disease, our spring survey findings
correlate with studies in similar
communities. 224

This community is largely urbanised
resulting in continuing exposure to the
effects of urbanisation. There is a high
self reporting of chronic diseases. 53%
of deaths in the Western Cape in 1990
were due to chronic diseases of lifestyle.
Itis known that there are approximately
200 000 diabetics, asthmatics and
rheumatic sufferers in the Western
Cape, with a further 400 000
hypertensives and patients with chronic
obstructive airway disease.”** Our
results highlight the high percentage of
households affected by these diseases,
with potential lack of income, as well
as a burden of care. This implies a
greater need for health services,
rehabilitation facilities,and government
subsidies for the disabled.

A significant risk for chronic disease is
the high percentage of smokers in the

community. Our findings are much

higher than the CRISIC study done in
the 1980s, but confirms more recent
research in the same pop-ulation.?®%
Smoking, together with the high

prevalence of chronic diseases in this
com-munity, points to a huge health

education task for health workers.

The prevention, management and
rehabilitation of chronic diseases is an
important priority for this community.
They clearly have a need for
comprehensive care where the value
of preventive and promotive care must
be repeatedly emphasised. A healthy
community is a complex living organism

which breathes, grows, and is constantly

changing. This confirms the holistic
nature of health, and recognises the
interaction between the physical,
spiritual, social, economic and ecological
dimensions of life. *°

mm Acknowledgements mm

The research team wishes to thank the
University of Stellenbosch and Old
Mutual for financial and logistical support.
We thank the MRC for the use of their
sample frame, as well as Mrs | Barnes for
her assistance in the sampling process.VWe
are also indebted to the Bishop Lavis
community for their support and co-
operation .

mmmmm References mmmmm

| Scobie S, Basnett |, McCartney P Can
general practice data be used for needs
assessment and health care planning in an
inner-London district?
| Public Health Med 1995;17(4):475-483.

2 Gillam SJ. Assessing the health care needs
of the population - the general
practitioner’s contribution.

Br ] Gen Pract 1992:October:404-405.

3 Stevens A, Gabbay |. Needs assessment
needs assessment.

Health Trends 1991;23(1):20-23.

4 Klopper ML Tibbit L. The Mamre
Community Health Project.

S Afr Med | 1988:74:319-320.

5 Bennett F. Community diagnosis and health
action. Macmillan, London | 988,

6 Van Rensburg HC], Pretorius E, Fourie A.
Health Care in South Africa. Structure and
Dynamics. Pretoria: Academica, 1992,

7 Community invelvement in health
development: challenging health services.
Report of aWHO study group.\World Health
Organization, Switzerland 1991,

8 Hildebrandt E Community involverment in health

(CIH) as a conceptual base for gerontological

research. S Afr | Geront 1993:2(2):2-9.

Katzenellenbogen JM, Pick WM, Hoffman M,

Weir G.Community participation in the Mamre

Community Health Project. S Afr Med |

1988,74:335-338.

10 Lohr KN.The role of research in setting

(s

priorities for health care. | Eval Clin Prac
1996:2(1):79-82.
Shisana O.The process of developing and

monitoning national health objectives in South
Africa, CHASA | Compr Health 1993;4(2):50-55.

SA Fam Pract 1999;21(1)



e References e e e e e

12 DeVilliers MR, De Villiers P|T. Lessons from an
academic comprehensive primary health care
centre. S Afr Med | 1996:86:1385-1386.

13 DeVilliers MR. Integrating health care at
community level. S Afr Fam Pract 1997;18:6-9.

[4 Hoffman M,Yach D, Katzenellenbogen |, Pick
W, Klopper |[ML. Mamre Community Health
Project - rationale and methods. S Afr Med |
1988:74:323-327.

|5 Shasha W. Medical research and community
empowerment.A proposed model for primary
health care in rural areas of South Africa.
CHAGSA, | Compr Health 1992;3:217-220.

['6 Naidoo N, Jinabhai CC.The role of the family
practitioner in developing primary health care
services in a district health system, S Afr Fam
Pract 1994;15:67-75.

I7 Le Roux IM, Le Roux P). Survey of the health
and nutrition status of a squatter community
in Khayelitsha, S Afr Med | 1991:79:500-503.

I8 Barron PM, Ferrinho PdeLGM, Buch E, Gear
JSS, Morris A, Orkin M, Becker S, Jeffrey A,
Community health survey of Oukasie. S Afr
Med ] 1991;79:32-34.

19 Westaway MS, Wolmarans L, Wessie GM.

Health problems and perceived health status
of black South Africans residing in an urban
informal settlement area, CHASA | Compr
Health 1994,5:72-75.
20 Hoffman M, Pick W, Joubert G,Yach D,Thomas
T.Klopper ML Morbidity profile of the Mamre
community. S Afr Med | 1988:74:358-361.
Birch S, Eyles |.Newbold KB. Proxies for health

care need among populations: validation of

2

alternatives - a study in Quebec, | Epidemiol
Community Health 1996,50:564-569.

22 Wagstaff LA, Chimere-Dan OD, Ramaontja RM.
A survey of health issues in a South African
urban community - comparing findings from
formal and informal dwellers, S Afr | Epidemiol
Infect 1997;12(2):55-60.

23 Ferrinho PdelL.GM, Robb D, Mhlongo A,
Coetzee D, Phakathi G, Cornielje H, Ngakane
P A profile of Alexandra. S Afr Med |
1991:80:374-377.

24 Lachman Pl, Zwarenstein MF. Child health and
health care utilisation. A community-based
survey in Mitchell's Plain. 5 Afr Med |
1990;77:467- 470.

25 DeVilliers PJT, Du Plessis |, Saban S, De Villiers

™, Reid A, Van Staden HJ.What is happening
in Cape Town Family Medicine/Primary Care
Practice? - A morbidity survey with ICPC. S
Afr Fam Pract 1994;15:363-372.

26 K Steyn (Convenor). Report on Chronic
diseases of lifestyle/Non-communicable
diseases. Strategic management team for the
Western Cape Health Department.

Cape Town, November 1994,

27 Steyn K, Jooste PL, Fourie |M, Parry CDH,
Rossouw ]E. Hypertension in the coloured
population of the Cape Peninsula. S Afr Med |
1986;69:165-169.

28 Steyn K Jooste PL, Langenhoven ML, Rossouw
JE, Steyn M, Jordaan PC), Joubert |. Smoking
patterns in the coloured population of the
Cape Peninsula (CRISIC study) S Afr Med |
1987;71:145-148.

29 Pather M. Missed opportunities for anti-
smoking education at NHPD Community
Health Centres in Cape Town Metropolitan
area. Free paper at |0th Family Practitioner's
Congress. Grahamstown, September 1996,

30 Von SchirndingY, Padayachee N. Healthy cities
for a future South Africa. S Afr Med |
1993:83:718-719.

SA Fam Pract 1999;21(1)





