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Abstract

The aim of the study on which this article is based was to reflect on the learning 
experiences of students during integrated management of childhood illness 
(IMCI) training in an undergraduate programme. IMCI is a set of guidelines 
that was established by the World Health Organisation (WHO) for cost-
effective quality care for children younger than five to prevent diseases and 
death (WHO, 2004). Skilled primary healthcare workers are required to 
provide quality care at first contact with these children. The IMCI package was 
presented as an integral part of the second-year module that focuses on 
primary healthcare. In order to improve the quality of health services and 
refocus the health system on primary health-care (South Africa Department of 
Health, 2010), students have to demonstrate that they have achieved 
competence. According to Killen (2000:188), competence is a holistic term 
and focuses on knowledge, skills and values instead of competencies, which 
refer to specific capabilities. Primary health-care workers who act 
competently will integrate foundational IMCI knowledge with skills and values 
as well as with the ability to verify their decisions (Killen, 2000:188).A 
qualitative, exploratory and descriptive research design was used to 
investigate the IMCI learning experiences. Such experiences are one of the 
indications whether training has been successful and how it can be improved 
(Suski, 2004:222). Data was collected by means of nominal-group technique 
(NGT) interviews with second-year nursing students of the training school 
who complied with the criteria for inclusion. NGT interviews were used 
effectively to evaluate clinical interaction, education and training.The findings 
reflected the different emotions experienced during teaching and learning as 
having been positive, negative or neutral. The consideration of negative 
emotions will assist with the improvement of IMCI teaching and learning, but 
all these findings can be useful for other higher-education institutions that 
present or plan to present IMCI training.
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1. INTRODUCTION

A child born in a developing country is over 13 times more likely to die within 
the first five years of its life than a child born in an industrialised country (United 
Nations Development Programme, 2007). 
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According to News24 (2011), a published report stated that South Africa's 
child-mortality rate is increasing and that no progress has been made in the 
reduction of its under-five child mortality rate. More than 60 000 children, aged 
between one month and five years, die in South Africa each year, according to 
a report released at the Maternal, Child and Women's Health Summit (Mail & 
Guardian, 2009).

The under-five mortality rate is a fundamental indicator of the level of child 
health and overall development in countries (Medical Research Council, 
2003:1; WHO, 2003). The sharp increase in child mortality has been attributed 
to a deterioration of programmes (Health Systems Trust, 1992–2012).

The Millennium Development Goals (MDGs) were set to improve life for all 
citizens of the world (United Nations, 2000). These goals list four aims to 
reduce child mortality (South Africa Department of Health, 2010). The 10-
Point Plan of 2009–2014 and the outcomes-based Medium-Term Strategic 
Framework (MTSF) of 2009–2014 aim to improve the quality of health 
services and refocus the health system on primary healthcare (South Africa 
Department of Health, 2010).

Different key strategies are identified to attain these millennium 
developmental goals (South Africa Department of Health, 2010). An example 
of one of these strategies is Integrated Management of Childhood Illness 
(IMCI). This set of guidelines has been established by the World Health 
Organisation (WHO) and the United Nations Children's Fund (UNICEF) for 
cost-effective care of children younger than five years, in order to prevent 
diseases and death (WHO, 2004). IMCI guidelines are based on best 
evidence, and the implementation thereof, enhances quality care of children  
under the age of five. Providing quality care to patients requires training 
primary healthcare workers and establishing a culture that values lifelong 
learning for improving quality (South Africa Department of Health, 2010).

The Department of Health presents IMCI training as a two-week session to 
professional registered nurses. IMCI training in an undergraduate programme 
differs from the training given by the Department of Health (Van Dyk, 2007: 
IMCI presentation). IMCI was included and presented as an integral part of the 
second-year module that focuses on primary health care with the aim of 
optimising theory and practical integration during clinical experiential learning 
(University of the Free State Yearbook, 2007). Work integrated learning 
(clinical experiential learning) within a Service Learning Module in the second 
year occurs in the primary health-care setting. The School of Nursing at the 
University of the Free State (UFS) has been advocating engagement with 
communities since the early nineties. Increased and broadened participation, 
responsiveness to social interests and needs, and cooperation and 
partnerships have been established for the provision of quality care to children 
and patients.
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IMCI has been included and presented in the undergraduate programme 
since 1999. No formal research has been done to determine the students' 
learning experiences regarding IMCI training.

The aim of the study on which this article is based was to reflect on the learning 
experiences of students during integrated management of childhood illness 
training in an undergraduate programme. 

2. LITERATURE REVIEW

Pneumonia, diarrhoea, malaria, measles and malnutrition are the causes of 
more than 70% of deaths in children under the age of five in South Africa, and 
HIV/AIDS has become a general disease in children (WHO, 2004:1–2). 
Nurses in the primary healthcare clinics are the first line of contact with these 
children and therefore need training to identify and treat children with these 
conditions effectively.

The WHO and United Nations Children's Fund (UNICEF) use an integrated 
approach in the assessment, treatment and follow-up of children under the 
age of five, which is referred to as Integrated Management of Childhood 
Illness (IMCI). This set of guidelines has been established for the cost-
effective handling of children younger than five years old to prevent diseases 
and death (WHO, 2004). Therefore, professional registered nurses in the 
primary healthcare clinics must be trained in IMCI.

To be able to become proficient in IMCI, caregivers need significant learning. 
Such learning has principles (Fink, 2003a:31–32) that guide teaching and 
learning and contribute to fundamental knowledge, the application of 
knowledge, the development of a caring attitude, learning how to learn, and 
theory and practical integration in general. Students then develop special 
feelings of caring, interest, application skills, responsibility and the ability to 
develop as a self-directed learner (Cowen, Maier & Price, 2009:19, 20; Fink, 
2003a:12; Jooste, 2010:54). All these are needed within clinical practice 
during the execution of safe and effective practice as a nurse (Billings & 
Halstead, 2009:20; Jooste, 2010:54).

Significant learning enables students to develop critical thinking and use 
knowledge creatively within the IMCI context. They are also able to solve 
problems in a real situation as presented in the IMCI approach (Fink, 2003b:8; 
Jooste, 2010:54, 59, 93). This integration of theory and practice takes place 
during clinical experiential learning in primary healthcare clinics.

Integration of theory and practice is one of the outcomes of outcomes-based 
education (Cowen et al., 2009:373). With outcomes-based education, the 
focus during teaching and learning is on what the students should be able to 
do (Boughey, 2004:8). 
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The development of these skills will satisfy the needs of the students and 
contribute to the satisfaction of healthcare needs by means of effective 
practice (Cowen et al., 2009:373; Field & Smith, 2008:5).

The aim of the research conducted was to ensure quality IMCI training. A 
description follows below.

3. RESEARCH METHODOLOGY

A qualitative, exploratory and descriptive research design was used to 
investigate the IMCI learning experiences with regard to the theoretical and 
practical class presentations, as well as the practice in the clinical experiential 
learning environment of the student nurses, in order to determine whether 
good-quality IMCI nursing training was taking place. An exploratory interview 
was conducted to test if the research question was stimulating, suitable and 
applicable, and assisting with conformability of the data (Meyer, Naude & Van 
Niekerk, 2004:259). No data from the exploratory interview was used in this 
research.

3.1 Data Collection and Analysis

The data was collected by means of two nominal-group technique (NGT) 
interviews with second-year nursing students of the training school who 
complied with the criteria for inclusion.

The criteria for inclusion were as follows:
• registered and attended at least 80% of the theory classes during the 

first semester of 2009; 
• registered and attended at least 100% of the practical classes during 

the first semester of 2009; 
• clinical experiential learning in the primary healthcare clinics during 

the first semester of 2009;
• voluntary informed consent given in writing. This criterion was 

stipulated so that self-determination of the students was ensured 
(Burns & Grové, 2005:177).

NGT interviews are appropriate for qualitative research involving a target 
population where a specific question has to be investigated and discussed 
(Potter, Gordon & Hamer, 2004:126; Strydom, 2005:419–421). According to 
Jones and Hunter (2000), NGT interviews can be successfully used to 
evaluate clinical interaction, education and training in healthcare.

NGT interviews are a structured form of brainstorming. An experienced 
facilitator conducts the process to identify and prioritise problems or concerns 
(Dunham, 1998; Jones, 2004:22–23; Van Breda, 2005:2–3). According to 
Dunham (1998), the skills of an experienced facilitator contribute to the 
credibility of data. 

130Journal for New Generation Sciences: Volume 11  Number 2



The qualitative data processing and data analyses were carried out 
systematically to organise and give meaning to the information, and express 
in words rather than numbers (Burns & Grové, 2005:535, 546, 733; De Vos, 
2005:333; Nieuwenhuis, 2007:105, 108). Scientific honesty could be proven 
because no data had been falsified, changed or selectively manipulated 
(Brink, 1996:47).

The data processing, analyses, categorisation, as well as the final ranking of 
the learning experiences of both groups were done according to the steps in 
Van Breda (2005:2–5). All of these were used for reporting the research 
findings. This meaningful information is included in Table 1.

4. RESULTS

In Table 1 the results of the nominal-group technique interviews were 
classified. The responses are indicated as being either positive or negative. 
The negative responses are relevant insofar as they indicate room for 
improvement.

TABLE 1: Multiple group analyses 
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5. DISCUSSION

Different emotions develop during teaching and learning. The responses can 
be positive, negative or neutral (Cowen et al., 2009:11). These emotions will 
influence the learning process (Cowen et al., 2009:11; Vermunt & Vermetten, 
2004:361). Positive emotions can include a feeling of importance, interest, 
excitement, challenges to master and enjoyable learning (Biggs & Tang, 
2007:24).
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Learning experiences are one of the indications used in determining the 
success of training and indicating how it can be improved (Suski, 2004:222). 
The learning experiences in Table 1 reflect positive and negative emotions.

Consideration of the negative emotions will assist with the improvement of 
IMCI teaching and learning. Thought should be given to the students' personal 
aims, motives, expectancies, attitudes and concerns (Cowen et al., 2009:11; 
Vermunt & Vermetten, 2004:362).

The ability of students to socialise, maintain their self-esteem and develop 
their interpersonal skills is needed for significant learning (Cowen et al., 
2009:11; Mahar & Harford, 2004:14). The interpretation of information, study 
material, problem statements and problem-solving skills during teaching and 
learning are needed for students' effective use of knowledge (Cowen et al., 
2009:5–9; Von Glasersfeld, 1989:2). The following responses verify the 
above-mentioned statements:

• I can do IMCI in a clinic on a patient but it is not clear what is expected 
in tests; this makes me feel unsure of myself – also in OSCE (pictures 
not clear).

• If background information in other IMCI booklets had been asked in 
tests, I would have learnt more – only chart booklet assessed in tests.

• Guidance regarding IMCI case study not clear – assessment tool not 
used the same way by different lecturers.

• Chart booklet baie eenvoudig en duidelik om te verstaan (Chart 
booklet very simple and easy to understand).

During teaching and learning, active involvement is needed (Von 
Gruenewaldt,1999:5). Learning is an active cognitive process and not a 
passive transfer of knowledge (Billings & Halstead, 2009:154,155; Cowen et 
al., 2009:131; Pritchard, 2005:39). With effective educational experiences, 
further cognitive connections will be made (Jones & Brader-Araje, 2002:5; 
Pritchard, 2005:28, 29). These new connections will contribute to new forms of 
intellectual abilities. The change in performance is what leads to the 
conclusion that learning has occurred (Quinn, 2000:99). The following 
responses verify the above-mentioned claims:

• Since I knew I had to put IMCI into practice, I had to make sure about 
how IMCI works.

• Pre-reading chart booklet before class assisted in learning.
• Did not get practical exposure to complete recording form.
• IMCI-gevallestudie het gehelp om dit wat ons leer in praktyk toe te pas 

(IMCI case study helped to apply what we learnt in practice).
• IMCI made me feel competent/independent – felt knowledgeable.
• IMCI helped me to do parent counselling as well empowered me.
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Communication, teamwork, decision-making and interpersonal relationships 
are a number of skills important in education for all professions (Cloete, 2004). 
Sadly, not all critical outcomes can be accommodated within a single learning 
environment. Therefore, it is imperative to select a number of learning 
strategies such as teamwork, deep and effective learning, experiential 
learning as well as informal learning (Malan, 1997:14). The following 
responses verify the above-mentioned claims:

• Party susters in praktyk het nie vertroue in ons gehad nie, kon dus nie 
kinders se “recording form” voltooi nie – en nie in toets geweet hoe nie 
(Some sisters in practice did not trust us, and therefore could not 
complete recording forms for children – during test, did not know 
how).

• Was unsure what to do when I knew the PW's IMCI conduct was 
wrong.

• Because not all diseases are handled in IMCI, it is difficult to treat e.g. 
skin diseases, tonsillitis.

• Did not get practical exposure to complete recording form.

Good teaching and learning will enable the students to develop expertise, 
competence, critical thinking, creative thinking and practical skills. Through 
these, they will be able to make the necessary connections with existing ideas, 
people and real-life situations (Billings & Halstead, 2009:155; Cowen et al., 
2009:20; Fink, 2003:8b; Boughey, 2004:9; Jooste, 2010:55). The students will 
be able to demonstrate effective assessment, treatment, and consultation as 
well as follow up of children under the age of five according to the IMCI 
guidelines, under the supervision of a professional nurse. The following 
responses will prove this statement:

• IMCI made me feel competent/independent – felt knowledgeable.
• Since I knew I had to put IMCI into practice, I had to make sure about 

how IMCI works.
• IMCI chart booklet very clear, made understanding lecturer easier.
• IMCI-gevallestudie het gehelp om dit wat ons leer in praktyk toe te pas 

(IMCI case study helped to apply what we learnt in practice).

6. CONCLUSION

The main aim of this article was to pose and answer the question whether 
good-quality training had taken place during the presentation of integrated 
management of childhood illness (IMCI) in an undergraduate programme. 
According to the specialist of Child and Youth Health, South African 
Department of Health, IMCI training is offered by a number of higher education 
institutions but with no proof of quality.
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To be able to improve the quality of health services and refocus the health 
system on primary health care (South Africa Department of Health, 2010) 
good quality IMCI training is urgently required. IMCI is an integral part of 
primary health care for children younger than five.
Cost effective quality care is needed for children younger than five to prevent 
diseases and death (WHO, 2004). According to the IMCI guidelines, providing 
quality care to such children requires effective training of skilled primary 
healthcare workers who are the first line of contact with these children. 

It could be concluded that in order for quality IMCI training to take place, the 
planning, implementation and evaluation of IMCI teaching and learning must 
include a variety of methods in terms of presentation and assessment. These 
methods must be innovative and creative to ensure a good command of all the 
outcomes. These outcomes represent the results of all formal, non-formal and 
informal learning processes and reflect the knowledge, skills, attitudes and 
values within a specific context (Nieman, 2002:47); and in this case those of 
child healthcare. 

The essential imperatives of interpersonal skills, self-esteem and the ability to 
socialise are crucial for all students during IMCI teaching and learning. These 
skills are needed for effective assessment, treatment, consultation and follow-
up of children under the age of five according to the IMCI guidelines.

The availability of IMCI clinical facilities for experiential learning is often 
limited, and the effective use of these should be properly coordinated. 
Therefore, planning and selection of clinical facilities for experiential learning 
are needed for significant learning and the effective integration of theory and 
practice (Gopee, 2004:36). These factors are important considerations that 
contribute to the healthcare needs of South Africa (Malan, 1997:3) and 
specific to child health.

All the above findings can be useful for other higher education institutions that 
present or plan to present IMCI training.

“Learning is worth nothing if it cannot be applied” (Billings & Halstead, 
2009:239; Cowen et al., 2009:375; Field & Smith, 2008:9; Jooste, 2010:59; 
White & Evan, 1991:4,5).
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