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ABSTRACT 

The main objective of the research was to design a training model that would 

assist directors of Home Health Education Service to develop and formalize the 

Home Health Education Service training programmes in the Southern Africa 

Union Conference. The model will assist Home Health Education Service directors 

to design pre-service and in-service training programmes that are in harmony 

with the demands of the South African Qualifications Authority (SAQA). At the 

moment, the training offered is not in harmony with SAQA demands. 

The literature review was tangentially approached because there was not enough 

literature directly related to the training of Home Health Educators within the 

Seventh-day Adventist Church's educational institutions. A careful examination of 

the literature review revealed that pre-service training was a desirable goal 

pursued by the Seventh-day Adventist Church's educational institutions. Although 

no formalized structure was put in place, in-service training was considered to be 

of great value to the institution. 

Although the researcher interacted with the population for the verification of data 

up to 2007, the population of the study however was made up of all the Home 

Health Educators in the Southern Africa Union Conference of the Seventh-day 

Adventist Church in 2003. The research assumed a combination of both the 

qualitative and quantitative approaches in order to ensure that findings from the 

data are more valid and authentic. To collect data, the researcher used 

questionnaire, interview, and examination of historical records. The data was 

analyzed, leading to specific interpretations and conclusions. 

Data collected indicated that Home Health Education Service has no pre-service 

training model from which to obtain pre-service training programmes and that 

the in-service training is in need of a comprehensive formal structure. A training 
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model to address the training needs of the organization was designed in this 

research. 

Informed by the study findings, an Evaluation Training Model (ETM) was 

designed to meet the needs of training issues in Home Health Education Service 

organization. The new designed training model is designated: Evaluation Training 

Model (ETM) because evaluation is central to all the steps of the model. 

The researcher has recommended that for transformation to take place in Home 

Health Education Service, the organization has to use the new designed training 

model (ETM) and establish organizational training institutions in Southern Africa 

Union Conference for the training of Home Health Educators and their trainers. 
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CHAPTER ONE 

BACKGROUND TO THE STUDY 

1.1 INTRODUCTION 

Organizations all over the world are working towards reaching their goals for 

success. For this reason employees of various organizations need to undergo 

some training related to their organization's intended goals. The Seventh-day 

Adventist Church has many departments responsible for different organizational 

functions. The Church's departments include the following: Education for 

Universities, Colleges, Schools, and Early Learning Centres; Health for Hospitals, 

Sanitariums, Hospices, and other health related centres; Family Ministries for 

family education and development; Publishing Ministries for Publishing Houses, 

Home Health Education Service, and other learning activities that are run by 

means of print media. For these departments to function properly, training of 

members of staff is of great importance (Seccritariat, 2005: 51, 101-170). 

Workers in Home Health Education Service have many titles through which they 

are known, one of which is Home Health Educators. They educate people 

through awareness and promotional seminars on life skills supported by the 

literature they distribute (Appenzeller 1989:19-32). Training of Home Health 

Educators is a key issue in this study that invites further exploration. 

Home Health Educators (HHEs) in the Southern Africa Union Conference (SAUC) 

of the Seventh-day Adventist World Church (SDA-WC) are part of those that may 

need training in this ever changing world. In the southern part of Africa, the 

SAUC of the SDA-WC is operating in the four countries of Lesotho, Swaziland, 

Namibia, and the Republic of South Africa. The head office of SAUC is in the city 

of Bloemfontein of the Republic of South Africa (RSA). This means the influence 
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of RSA on administration of this organization cannot be overlooked. Since the 

inception of the democratic dispensation in 1994, the term "training" has found a 

place in almost every institution that has the development of human resource at 

heart. The term "training" has taken many forms such as work - shopping, 

course, coaching, learnership, and many more. Training is a very important part 

of Human Resource Development (HRD) Strategic Plan for the organizations that 

have goal achievement as an objective. The study is herein set to design a 

training model for HHEs in SAUC, which will introduce the pre-service phase of 

training, and formalizing the in-service phase of training in the Home Health 

Education Service (HHES) organization. 

Talking about training of people, Ettore (1979:48) gives the idea that "both 

knowledge and practical skills are necessary in every innovation". In agreement 

with the above idea, Appenzeller (1989: 5) points out that Home Health 

Educators need training so as to reach higher levels of professionalism. Jerling 

(1996:3) asserts that training is a vital component of organizational 

development. 

Training of Home Health Educators will therefore help reduce the current 

problems faced by Home Health Education Service. 

1.2 STATEMENT OF THE PROBlEM 

Home Health Educators educate the people through awareness programmes and 

the use of print media. These printed pages may be obtained at a cost in most 

cases. At times the Home Health Educators have played the role of enrolling 

community members in a Distance Learning School for worthy living through 

Bible lessons. Such a task requires them to have some competencies in the fields 

of salesmanship, project management, communication, accounting and office 

practice with book - keeping, and a bit of theology. Observation of the Home 
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Health Education Service revealed to the researcher that there was no pre­

service training for Home Health Educators and the quality of the in-service 

training offered was not up to the standard required by the Republic of South 

Africa. 

Since there's no pre-service training and Home Health Educators are subjected to 

traditionally informal in-service training which has no recognition with the South 

African Qualifications Authority (SAQA), the researcher saw a need for the 

development of a training model that would reduce the following problems: lack 

of pre-service training, availability of fragmented training programmes for in­

service phase, critical shortage of workers (about 300 workers in the SAUC which 

is made up of four countries of Namibia, Swaziland, Lesotho, and RSA) and poor 

recruitment procedures (no formal interviews and short listing). Thus the crux of 

the matter is to design a training model that will help Home Health Educators to 

have knowledge, skills, and attitudes to achieve the organizational objectives, 

and be able to conduct training sessions that are coherent in nature. Since SAUC 

has its Headquarters in RSA, it is very appropriate to have every functional 

aspect of its organization to adhere to SAQA standards that have international 

implications in design. In this way Home Health Education Service may be 

encouraged to have a training model that will help solve the problem of not 

having a pre-service training and that of not having formal in-service training. 

This study was guided by the following research questions. 

1.3 RESEARCH QUESTIONS 

In finding solution to the problem stated in 1.2 above, the study was guided by 

the following questions: 

1.3.1 What current practices, in relation to both pre-service and in-service 
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training, in Home Health Education Service in Southern Africa Union 

Conference, are taking place? 

1.3.2 Does the Home Health Education Service management assess the 

needs of Home Health Educators with a view to adjusting training 

models for successful service delivery? 

1.3.3 Do Home Health Educators acknowledge having been trained 

adequately to perform the tasks they are assigned? 

1.3.4 Does Home Health Education Service management carry out an 

evaluation of the types of in-service training so as to warrant an 

adjustment in training programmes for workers of the organization? 

1.3.5 What kind of training model would suit Southern Africa Union 

Conference Home Health Educators to ensure successful service 

delivery? 

1.4 PURPOSE OF THE STUDY 

The purpose of the study was to design a training model that would help Home 

Health Education Service directors to develop pre-service training programmes 

and adjust, accordingly, the in-service training programmes for the Home Health 

Educators in the Southern Africa Union Conference. Developing a training model 

that would address the pre-service and in-service training needs of the HHES 

was the key issue of this study. 

1.5 SPECIFIC OBJECTIVES OF THE STUDY 

The following specific objectives guided the study: 
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• To investigate the current practices in Home Health Education Service, as 

related to both pre-service and in-service training activities. 

• To assess the involvement of Home Health Education Service 

management in the evaluation of the training needs of Home Health 

Educators with a view to adjusting in-service training programmes for 

successful service delivery. 

• To investigate the Home Health Educators' level of acknowledgement as 

related to their being trained adequately enough to perform the tasks of 

their assignments. 

• To investigate the involvement of the Home Health Education Service 

Management in the evaluation of the types of in-service training 

programmes available with a view to warrant an adjustment in the 

training programmes for Home Health Educators. 

• To suggest the best possible training model that will ensure successful 

service delivery for Home Health Educators in the Southern Africa Union 

Conference. 

1.6 RATIONALE AND SIGNIFICANCE OF THE STUDY 

Training of Home Health Educators is an urgent and rationale issue. White 

(1953:57) indicates that those occupying top offices in the Seventh-day 

Adventist Church should pay particular attention to the training aspect of Home 

Health Educators. Speaking about the training of Home Health Educators, 

McAdams (1954:120) connotes that the value of training Home Health Educators 

should be approached from the corporate point of view, in which leaders 

combine their efforts to build up worthy curriculum for training purposes. 
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According to Hunt (1981:83), training covers a series of experiences of those 

who served as Home Health Educators. Henning (1989:6) implies that there is a 

need to improve the training skills, knowledge and attitudes of Home Health 

Educators for quality service delivery. With the above stated statements, it 

becomes imperative to suggest a training model from which training programmes 

for Home Health Educators can be drawn. 

The study has been motivated by problems (such as that of some of Home 

Health Educators not reporting their performance to the higher authorities) 

reflected in the monthly news bulletins and comments made by some prominent 

Home Health Education Service management officials or junior workers (News 

bulletin from 1994 to 2004). Due to the above stated nature of training in Home 

Health Education Service, Jose (2002:2) acknowledges the fact that Home Health 

Educators, on global scale, are encountering difficulties in the procedures of 

getting education to the people due to the changes in this modern world. In 

support of this, Faigao (2002:7) recommends that Home Health Education 

Service related subjects/courses be incorporated in the Seventh-day Adventist 

schools, colleges, academies, and universities, which will serve as some form of 

pre-service training for Home Health Educators on global scale. Moreover, he 

went on to recommend that for those doing theological studies to graduate they 

will need to practically get engaged in the fieldwork for home health education 

operation for at least 350 hours. For this reason the study that seeks solution to 

the current training problem is desirable. 

The significance of developing a training model for Home Health Educators is 

motivated by the following reasons: 

• There is great need to carry out research in the training aspect as there is 

evidence that such a study has not been done before, according to two 

researches done by Anakoka in both 1993 and 2001, respectively. 
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~~~ According to the discussion held at Annerly Youth Camp (in Port 

Shepstone - RSA) in 2003 by Jose, a world church leader for Home Health 

Educators, current training programmes are limited to in-service diploma 

qualifications that are informal in nature. 

~~~ Southern Publishing Association News Bulletin for February 2003 indicates 

that the total population of Home Health Educators in the four countries 

of Namibia, Swaziland, Lesotho, and South Africa was 214 for the regional 

population of over 45,000,000 people. So, there is a need to increase this 

number of Home Health Educators in SAUC. 

• According to Brown and Tomori (1979:269), Hurter (2003 lecture), and 

Anakoka (1993:4), Home Health Education Service programmes are 

considered part of adult education. In this study, the researcher assumes 

that the training of Home Health Educators will help the community to 

acquire adult education necessary for community development. 

The findings of this study will help contribute to the existing knowledge by 

affecting the following groups of people as explained below: 

• Home Health Education Service directors responsible for 

designing training programmes will be using the training model, 

suggested by this study, to design training programmes that are nationally 

recognized for the advancement of Home Health Educators in SAUC for 

the benefit of consumer community members and those researching on 

behalf of Home Health Education Service. 

• Home Health Educators will receive training that puts them in a 

position of belonging to an organization that derives its training 

programmes from a training model that is in harmony with the SAQA 

requirements. This will help them to perform to the expected 
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organizational standard for the sake of both of their personal development 

and that of the organization they belong to. This will motivate them both 

internally and externally. 

• Service consumers will quickly see relevancy in the presentations by 

Home Health Educators thus leading them to make favourable decisions 

for their personal benefit. 

• Researchers in Adult Education will be able to extend their research 

influence to the designing of training programmes in Home Health 

Education Service. This is made possible by an awareness made by this 

study that highlights the link between Home Health Education Service and 

Adult Education Institutions. 

e The research community will find a very unusual new area for 

exploration. 

1.7 DELIMITATION AND LIMITATIONS OF THE STUDY 

While the study looks into the designing of a training model for Home Health 

Educators in Southern Africa Union Conference, the results may find universal 

applications on international scale, outside of Lesotho, Namibia, Swaziland, and 

Republic of South Africa, in the Home Health Education Service, because of the 

universality of training principles. The findings of the study may also be useful in 

other departments outside the church parameters, such as those of Health and 

Education, where adult education and training is of relevance. 

However, the study may not cover 100% of its intended populations due to 

differences in the intervening variables in different locations where this study is 

expected to exert some influence. Such variables may include different attitudes 

of Home Health Educators in SAUC, and latent reasons for becoming Home 

Health Educators in the location where duty is to be done. 
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The study was limited to Home Health Education Service as related to the 

method (or approach) of service delivery that involves health education 

promotions attached to the community members' acquiring of learning support 

materials which have cost implications. This kind of approach, of direct linking 

learning support materials to costs, is not usually used by the Departments of 

Health and Education, as the relaying educational methods are different, e.g. 

complementing the spoken word by the written word, with sales not avoidable in 

Home Health Education Service. 

1.8 DEFINITION OF TERMS 

In this section, the researcher has operationalized some major concepts used in 

this study as follows: 

1.8.1 Home Health Educators 

In this study, Home Health Educators are those people working with Home 

Health Education Service, and they do not only distribute books for life skills 

education but also display product knowledge by conducting studies for health 

restoration in the homes of community members. The terms: literature 

evangelist, colporteur evangelist, canvasser evangelist, book minister, and 

canvasser agent are deemed synonymous to Home Health Educator. Home 

Health Educator has been used (White 1997) to imply service providers 

educating the people on both home (family) and health matters. In most cases 

she uses the titles in the immediate sentence above. The term or title for Home 

Health Educator is not documented except by impression made by the work 

(Home Health Education Service) title in the purchase agreement form filled by 

clients and HHES Workers. In the Southern Africa Union Conference, literature 

evangelists use this term to functionally identify themselves with their work, 

though informally. 
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1.8.2 Southern Publishing Association (SPA) 

In this study, SPA does not only refer to the publishing house of the Seventh-day 

Adventist Church Head Quarters in Bloemfontein, but an organization that is 

responsible for the recruiting, remuneration and training of Home Health 

Educators in the whole region made up of Namibia, Swaziland, Lesotho, and the 

Republic of South Africa. This is made evident in the letters written to the co­

service providers and has its reflection on the letterhead from Southern 

Publishing Association (SPA). SPA is a complete subset or function of the 

Seventh-day Adventist Church organization, based on a principle of improving 

the lives of people through print media and the team of agents that educate 

people on lifestyle issues. According to SPA and Southern Africa Union 

Conference statements in news bulletins (2000 to 2003), SPA is the principal 

supplier of learning support materials for life skills education in the Southern 

Africa Union Conference, and for Home Health Educators' distribution. Peters 

(2005:2) makes the name (Southern Publishing Association) known in a 

magazine called "Maranatha". 

1.8.3 Southern Africa Union Conference (SAUC) 

In this study, SAUC refers to the territory covering the four countries of Lesotho, 

Swaziland, Namibia, and the Republic of South Africa, in which the Seventh - day 

Adventist church has established centres for community development such as 

hospitals, learning institutions, farms, conference offices, and church buildings. 

Constitutionally, it is called the Union of the Seventh-day Adventist World Church 

in the four mentioned countries in Southern Africa. The Head Office is in 

Bloemfontein with all chief administrators (Peters 2005:2). It should be 

understood that Mwansa {2005:10) refers to the same SAUC by using a name 

Southern Africa Union (SAU). Mwansa (2005:5) refers to.SAU as SAUC. The two 

abbreviated names, SAU and SAUC, are used synonymously in the references 
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reflected in this paragraph. 

1.8.4 Seventh-day Adventist World Church (SDAWC) 

In this study, the SDAWC is the same as the generally well- known Seventh-day 

Adventist Church, generally abbreviated as SDA. The distribution of this church 

on global scale has qualified it to earn the term "World". Thus, SDAWC is 

synonymous to SDA. According to the Secretatriat (2000:2) for the Seventh-day 

Adventist Church, the concept of the term 'World', refers to the globe to mean 

the whole earth; hence it (SDA) has been usually referred to as the Seventh-day 

Adventist World Church during the General Conference Session. The Church 

Manual (2000:51) endorses this idea, in terms of the mission of SDAWC. Ziegler 

(2005: 12), in Maranatha magazine, uses the term "world church" to mean the 

Seventh - day Adventist World Church. Wilson (2005:2) uses the term "world 

church" to imply the Seventh-day Adventist World Church. 

1.8.5 Training 

In this study, training means imparting relevant knowledge, skill, and attitude to 

someone for the performing of specified tasks related to particular job situations. 

The following authors have substantiated the definition of training: Kallaus 

(1987: 179) says that training is the process of providing individuals with an 

organized series of experiences that comprise opportunities to learn. Collins 

(1995:883) supports this idea by stating that training is the process of bringing a 

person to an agreed standard of proficiency by practice and instruction. Erasmus 

and van Dyk (1999) regard training as a systematic and planned process to 

change the knowledge, skills, and behaviour of employees in such a way that 

organizational objectives are achieved. In harmony with the above quotations is 

a statement made by VanDyk, Net, VanZioedolff, and Haasbroek (2001:147) who 

define training as "a systematic and planned process to change the knowledge 
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and behavior of employees in such a way that organizational objectives are 

achieved". 

1.8.6 Pre-service Training 

In this study, pre-service training refers to that type of training offered to 

prospective employees with the hope of preparing them for effective and 

efficient service delivery. The term also refers to sharing experiences about the 

Home Health Education Service work with people who are intending to become 

workers of the organization, thus promoting proficiency when employed. Kallaus 

(1987: 179) classifies this type of training as that which qualifies people to enter 

jobs. Thus before people are employed to work as book distributors, they must 

receive pre-service training to help them perform better when employed. 

1.8.7 In-service Training 

In this study, in-service kind of training refers to the task oriented education 

given to people regarded as employees of the HHES organization, with the hope 

of making them proficient through induction, re-training, up-grading, and 

supervisory stages of the workers concerned. Commenting on the importance of 

in-service training, Furjarnic and Trotman (2000) indicated how training can turn 

into learning but in the work related situation. As long as training is given to 

people who are already in the working environment, this is in-service training. It 

is training for the people who have already been employed. 
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1.8.8 Training Model 

In this study, a training model means a map or skeleton of ideas of how training 

should flow, and from this map a training programme may be extracted, as 

related by Nadler (1990:4). Training model, in this case, means a set of routes 

on a map of training programmes that includes elements of a programme and 

how they relate to one another. 

1.8.9 Population 

According to Collins (1995: 626) population means "all the particular class in a 

place .... " Hittleman and Simon (2002:91) say that a population is a group of 

individuals or objects that has at least one characteristic that distinguishes them 

from other groups. In this study it refers to the number of Home Health 

Educators working for Home Health Education Service in Southern Africa Union 

Conference (a geographical location made of Namibia, Swaziland, Lesotho, and 

the Republic of South Africa). 

1.9 CHAPTER DIVISIONS OF THE STUDY 

Chapter one provides background to the study including a discussion of the 

problem of the study, research questions, determination of its purpose and 

objectives, rationale, definition of relevant terms and the general limitations. 

Chapter two provides related literature including theoretical framework to the 

study, examples of training models and how they are designed. 

Chapter three focuses on the research design and methodology for data 

collection, presentation and interpretation including the population and sampling 

processes used. 
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Chapter four focuses mainly on the presentation of data collected as well as its 

presentation using descriptive statistics as instruments for interpretation. 

Chapter five provides information on the justification of the need for the new 

training model and its design. 

Chapter six concludes the study by providing summary, recommendations and 

suggestions for further study. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1INTRODUCTION 

In chapter one, Background to the study, the following aspects were discussed: 

Introduction to the study, statement of the problem under investigation, 

research questions, purpose, rationale, and significance of the study, study 

objectives, study limits, study methodology, definitions of terms, and chapter 

divisions. This chapter presents a review of literature that is related to this study. 

Thornhill (2000: 161) firmly believes that the training and development of 

employees as a vital component in the realization of business plans for the 

survival of any organization. This implies that if training is not afforded a priority 

in an organization, then such an organization may find it hard to survive in a 

world of change. This is in harmony with the opinion of Davies (2001: Back cover 

page) who gave the comment that "training is a vital part of professional 

development." However, it may be realized that training of members of staff is a 

dynamic concept due to the fact that relative knowledge is not static. Hackett 

(2003:5) indicates that training improves the capability of the organization, and 

that it helps employees to achieve the organizational objectives which are 

described in terms of processes, people, and performance. 

All over the world organizations are occupied with thoughts of how to be 

effective and efficient in service delivery. At times, training models are amended, 

developed, or designed with the aim of meeting progressing challenges. In the 

process some models are crashed and replaced by new ones, which also get 

adjusted until objectives are achieved by organizations. Some organizations may 

take time evaluating their systems, while others learn through some difficulties 
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affecting performance outcomes. The competencies of staff members may 

stimulate the kind of training models to be used, which may promote endemism 

of knowledge, skills, and attitudes (KSA), or transfer of the KSA obtained in 

another organization (Buckley and Caple 2000:1)). 

2.2 TRAINING THEORETICAl fRAMEWORK 

2.2.1 Training 

Before one starts working on a particular job related to a profession, one has to 

undergo a series of experiences of how to relate to that work. Home Health 

Education SeiVice Workers in Southern Africa Union Conference are not an 

exception. It was in this light that De Beer, Rossouw, Moolman, Roux, and 

Labuschagne (1998: 181) say, "Training focuses on the technical and other skills 

that an employee requires to perform a specific task. The main aim of training is 

therefore to enable a person to perform his or her task as effectively as 

possible11
• Here is an indication that training is required for a specific task, either 

in pre - setVice or in - setVice phase of a developmental process of any 

organization. 

Buckley and Caple (2000: 1) also endorse the idea in the paragraph above by 

defining training as "a planned and systematic effort to modify or develop 

knowledge/skill/attitude through learning experience, to achieve effective 

performance in an activity or range of activities. Its purpose, in the work 

situation is to enable an individual to acquire abilities in order that he or she can 

perform adequately a given task or job. 11 Van Dyk, Nel, Loedolff, and Haasbroek 

(2001: 146) define training as that which should be task and result-oriented, 

with an aim of achieving measurable organizational goals and internal efficiency 

by the application of specific skills, knowledge, and behaviour. 
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Therefore, training is a process of providing individuals with knowledge, skills, 

and attitudes towards building a conceptual approach as to how the 

phenomenon may be dealt with for better developmental results. An example of 

such an issue is that of providing an individual with knowledge, skills, and 

attitudes on how to teach or educate adults for development. Training therefore 

covers theoretical and practical experiences transferred to another with a view of 

helping the recipient to acquire for himself/herself some particular discipline, its 

principles and functions. 

2.2.2 Training Principles 

For successful training to take place, the following principles should be observed 

(VanDyk et al, 2001:150): 

e Regardless of learning approach and different capacities to absorb 

information, all people are capable of learning. 

• People must be motivated to learn, though they need more intrinsic 
' motivation than extrinsic. 

~~~ Learning is an active process. 

~~~ Guidance is important in the learning process. 

• Appropriate learning aids are essential. 

• Training's learning methods should be varied. 

• Satisfaction should be experienced by all learners in a training session. 

• Each training participant should be given positive reinforcement for good 

behaviour in a training session. 

~~~ Each training programme should be given measurable goal to be achieved 

in session. 
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The above stated principles of training should be able to help this research 

project address the research questions concerning the following issues: 

• Training activities in operation in Home Health Education Service in 

Southern Africa Union Conference. 

• Training needs of Home Health Educators in Southern Africa Union 

Conference. 

• Training adequacy in Home Health Education Service in Southern Africa 

Union Conference. 

• Training programmes evaluation in Home Health Education Service in 

Southern Africa Union Conference. 

• Training Model design for the betterment of Home Health Educators in 

Southern Africa Union Conference. 

Since training has facilitators, all the facilitators should be governed by the 

principles of facilitating training as outlined by Van Dyk et at (2001: 151 - 156). 

• Totality principle: The facilitator, learner, and training content should 

reflect wholeness in approach. Each of the three entities should be valid 

or legitimate aspects of the training session. 

• Individualization principle: The training session should consider 

learners and their learning abilities as individuals who need due attention 

so as to effect meaningful learning in the training situation. 

• Motivation principle: Training facilitator should do all it takes to 

motivate training participants to see relevance in the training session. 

Learners should see the training session as that which empowers them for 

success at their work situations. 

• Perception principle: Training should proceed in such a manner that 

learners are able to logically follow the presentation in a training session. 
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~ Objectives principle: Training session should have its objectives clear to 

both the facilitators and learners, how and when these objectives are to 

be achieved. 

~ Activity principle: To enhance purposeful learning, due activities should 

be done in a training situation while taking cognizance that such activities 

are necessary for better learning and message retention. 

• Psychological principle: Training facilitators should consider respecting 

learners and their training curriculum for the sake of training situation 

acceptance by the learners. 

• Socialization principle: Training session should have an environment 

that creates social belonging to the right class, time , teaching method, 

and such as that is socially accepted as sound social principle relevant for 

meaningful learning. 

• Development principle: Training content should be presented in such a 

logical manner that participants see it as developing from one concept to 

another in a developmental way, such as from the known to the unknown, 

for example. 

• Communication principle: This principle states that to achieve 

understanding in the learning situation, the trainer needs to apply certain 

communication principles such as; message clarity, communication 

originator's objective, trainer's qualification to present the subject matter, 

timing message presentation, relevant various presentation methods, 

presentation structure, pre-evaluation of presentation before the actual 

presentation, and how to obtain the feedback that communicates the 

success of the communication principle. 

• Science principle: The trainer should be knowledgeable about the 

nature and structure of the science s\he is practicing. The trainer should 

be familiar with the psychology of learning. 

• Control principle: The trainer should be in control of the environment in 

which learning is taking place. 
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• Planning principle: Trainer must make sure that s\he plans to create an 

environment conducive for learning. Things like, the methods applicable at 

which stage of presentation, media for teaching aids, and other strategies 

necessary for learning to be meaningful. 

The above stated principles are universal in nature and application, it may be 

necessary to understand that training does not have principles only, it also has 

functions. 

2.2.3 Training Functions 

In general, training is usually provided so as to help an individual to perform 

proficiently, or to be both effective and efficient. It was in relation to this view 

that Dorray and ArrowSmith (1997:39) say "All members of a society must be 

motivated and enabled to access and use lifelong learning as a tool for acquiring 

the knowledge and skills needed for active participation in the processes that 

shape the future of the society". Viewing the effectiveness and efficiency of 

training, Van Adelsberg and Trolley (1999:)() define effectiveness as "delivering 

services that tangibly help businesses to achieve their goals," and efficiency as 

"making the true costs of training clearly evident and highly acceptable to its 

customers." 

In agreement with Caffarella (2002:10), the purpose of training is: 

• To encourage continuous growth and development of individuals. 

• To assist people in responding to practical problems and issues of 

adult life. 

• To prepare people for current and future work opportunities. 

• To assist organizations in achieving desired results and adapting to 

change. 
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• To provide opportunities to examine community and societal issues, 

and foster change for the common good, and promote a civil 

society. 

Training has a lot of benefits to both an individual and the organization. 

Individual trainees can benefit in a number of ways. In relation to their current 

positions, trainees may gain greater intrinsic and extrinsic job satisfaction. 

Intrinsic job satisfaction may come from performing a task well and from being 

able to exercise a new repertoire of skills. Extrinsic job satisfaction may be 

derived from extra earnings accrued through improved job performance and the 

enhancement of job career and promotion aspects both within and outside the 

organization to which they belong. Benefits for the organization include improved 

employee work performance and productivity; shorter learning time which could 

lead to less costly training and employees being 'on line' more quickly; decrease 

in wastage; fewer accidents; reduced absenteeism; lower labor turnover and 

greater customer or client satisfaction (Buckley and Caple 2001:4). 

In short, training ends its functions in quality service delivery, meaning, if that 

training is for producing adult educators, then it must do so, and the community 

which receives the service should indicate that they are benefiting from the adult 

educators from that training school in question. Contextually, the training of 

Home Health Educators, should make them both effective and efficient, in terms 

of service delivery to the community members who are living or working with 

them, such educators, should portray that their minds, hearts, and hands have 

received education good enough to perform acceptable activities for community 

development, hence making that community a safe and secure one to live in. 

Using different wording on the three (mind, heart, and hand), McCall and 

Cousins (1990:238) argue that training and development must address issues of 

skill development at all three levels of learning to ensure maximum effectiveness, 

and managers must be given support and encouragement in learning about 
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communication, both in training events and during their everyday experience of 

work. The functions can be classified as cognitive, affective, and conative. 

• The Cognitive function 

In his book "Hands On Training," Sisson (2001) points out that on-the-job 

training is quite informal in the beginning but adding structure and effectiveness 

to it makes it cheaper but more rewarding. He actually indicates that no training 

can be considered as such if the three (cognitive, affective, and conative) 

domains of learning are not addressed properly. 

In my view, training helps the learner to exercise his/her mind to conceptualize, 

analyze and exercise logic in relation to decision alternatives. In the cognitive 

domain, the trainee may learn to have access to knowledge, comprehension, 

application, analysis, synthesis, and evaluation process, in a theoretical 

framework. 

• The Affective function 

At this level of training, the trainee learns by "involvement with his own values, 

beliefs, feelings, attitudes and self-image ... " This function helps the trainee to 

understand that training will affect his/her own values, beliefs, feelings, 

attitudes, and self-image. The affective part of training can either encourage 

those behavioural traits or discourage them in the learner's life. This is the 

training of the heart (emotions). Lefrancois (1997:533) agrees with this view 

too. 

• The Conative function 

In this function of training, the trainee may learn through his interaction with 
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others, may receive feedback by which he/she can, access and restructure 

his/her perceptions and so learn how to learn. This process is formalized and 

extended in the concept of experiential learning, which encourages the learner to 

sort things out for himself by the interaction of thinking and doing processes. 

This function of training can be referred to as the psychomotor domain, because 

it helps the trainee to connect between the mind and the practical part of life in 

any organization. This is the training of the hand (practical) as directed by the 

mind. 

Home Health Education Service in SAUC is part of adult educational systems; 

therefore, learning or training processes outlined above cover the organization 

too. Hence, it is worthy to look into their training models. 

2.2.4 Training Models 

2.2.4.1 Training Models Defined 

Models for training are actually systems or routes following training trends via 

experiences. Collins (1995:512) says that a model is "a design or style of a 

particular product". In my view training model is a bigger training picture or map 

in which a phenomenon exists; it is a reflection of reality from which a training 

programme can be drawn to achieve a specific need related to task performance. 

2.2.4.2 Training Models 

Since training can be equated to learning by experiences, McCall and Cousins 

(1990:235) design the following learning cycle that is a modified learning cycle of 

Kolb's (1881) learning cycle. Noe (2005:118) comments on Kolb's learning cycle 

as that which moves in a cycle of four areas: meeting a concrete experience, 

reflective observation, abstract conceptualization, and active experimentation. 
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Authors in the immediate paragraph above give an indication that training can 

only be classed as such if and only if learning has taken place, and that learning 

does not happen sporadically, but in a particular pattern called Kolb's learning 

cycle as generally agreed by theorists of the psychology of learning. 

McCall and Cousins (1990:235) make the following modification as shown in 

figure 2.1 below: 

fig. 2.1 

Formulation of 
abstract 
concepts 

Conceptualizing 

fig. 2.1 Kolb's Modified learning Cycle 

Source: McCall and Cousins (1990:235) 

24 



The figure 2.1 is a learning cycle that can be understood also as a training cycle 

in this manner: 

Experience is either told or personally encountered, one reflects on the 

experience, forms abstract concepts which can be tested in the new 

environment, and then it can either be thrown away or concretized that it is an 

experience worthy to be retold or re-experienced. How can this be a training 

model for Home Health Educators? 

Since training is about transferring the experiences, Home Health Educators can 

also fit in the above model, though it was not specifically designed for them. An 

example can be as follows:- Home Health Educator gives a lecture on how to live 

a healthy life in the family, the client (family) gets interested in the subject, the 

educator plans to supply literature that covers many parts of healthful living 

which may include such things as reading books together, the client orders forty 

six ( 46) pieces of literature, and the Home Health Educator's economic status 

goes up. Such an experience will be reflected on, a concept may be developed 

about that experience, and the experience can be tested whether it can always 

bring the same results, or a variety of results, then finally the experience can 

become either a good concrete one or thrown away with an aim of forgetting it. 

In this fashion, books on Home Health Education can be distributed as single 

copies, or as sets, depending on the advantages of that experience in question. 

Such an experience like this one can come up in any phase of training, but the 

model can be incorporated for successful outcomes. McCall . and Cousins 

(1995:235) give such a notion. Depending on the evaluation done in Home 

Health Education Service, a training model should cover sharing experiences as 

part of knowledge, skills, and attitude employed to achieve a particular goal in 

the organization. It may be a good idea to say that the training model should 

engulf Kolb's learning cycle for quality training sessions. 
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From documents, there has been some deduction that Home Health Education 

does more of the in-service training than pre-service. According to Appenzeller 

(1989:30), there is the record of George King; apparently the first formal Home 

Health Educator of the Seventh-day Adventist Church trained his co-workers only 

after they had yielded to the recruitment calls. This was another model of 

training, where George King literally took his recruits into the field, and after that 

field experience the recruits would be allowed to go into the field alone, no 

certificate offered to such recruits. This model of training was similar to that of 

Hardinge and Shryock (1999:4) on preceptorships as a model for training 

medical practitioners of early times of medicine, and this was also identical with 

the South African's Department of Labor's Learnerships developed in 2002. 

These are all models of training. Whatever, the quality of training, training 

should aim at balancing the triangle of training the mind, heart and the hand, as 

shown in the figure 2.2 below. This is an ideal situation. 

fig. 2.2 

Cognitive 

fig. 2.2 Training Triangle 

Source: Anakoka Arrangement 
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2.2.4.3 Training Model Designs 

To design a training model, one needs to have certain guidelines. Tobin and 

Wise (1979: 116) give an indication that in putting such a design, there are 

certain core elements to consider, for example, introduction to a new job, 

operational information necessary to function competently, and new information 

necessary for professional development. However, the researcher of this project 

finds it suitable to think of designing a training model as setting up a new 

programme for a particular project. This has found place in the research done 

by Anakoka (2001:46), where the issue of programming recognizes the following 

principles: Needs Assessment, objective setting, activity design, activity 

implementation, and evaluation of each step in the programme. 

Bramley (1991:6) indicates that every training model should have the following: 

Identification of training need, training objective, selection and design of 

programmes, carrying out training, and evaluative feedback loops as shown in 

figure 2.3 below: 
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2. Training objective training need 

t 

I 
I 

5. Evaluative ~ feedback 
loops 4. Carrying 

out training 

fig. 2.3 The Main Elements in Training Model Design 

Source: van Dyk et al (2001:163). 

, 
3. Selection 
and design of 
programmes 

J 

Nadler (1990:4) says that models are not in themselves reality, but they 

represent the reality of those who have developed them. He likens a model to a 

road map from which people make sense of which route to follow should they 

desire to travel to some place from where they may be. From this statement, a 

deduction can be drawn that a model is a representation of reality from which a 

programme can be drawn, like a route map for a motorist intending to travel 

from Mafikeng to Cape Town. According to McQuail and Windahl (1990:2) a 

model is a consciously simplified description in graphic form of a piece of reality. 

He goes on to say that a model seeks to show the main elements of any 

structure or process and the relationships between these elements. 

In order to design a model one has to understand the functions of any model. 

Cautiously looking at the benefits of models, Nadler (1990:5) said that the utility 

of the specific model depends upon one's understanding of the reality for which 

s/he is designing. He gives the benefits of models as follows: 
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1. To explain the various aspects of human behavior and interaction. 

2. To integrate what is known through research and observation. 

3. To simplify complex human processes. 

4. To guide observation. 

In another development, McQuail and Windahl (1990:2) give the following 

functions and benefits of models as: 

1. To order and relate systems to each other by giving a general picture of a 

range of different particular circumstances. In this way a model serves to 

organize things. 

2. To help in explaining, by providing, in a simplified way, information which 

would otherwise be complicated or ambiguous. This gives the model a 

heuristic function, since it can guide the student or researcher to key 

points of a process or system. 

3. To help in predicting outcomes or the course of events. Models can be at 

least a basis for assigning probabilities to various alternative outcomes, 

and hence for formulating hypotheses in research. 

4. To describe phenomenon. 

The two sources cited above agree in the four stated points, and they both 

suggest that training models can be changed (or modified), or discarded, and 

that there is no single model suitable for all functions. Each model has its 

limitations in functions and applications. Therefore, designing a training model 

for Home Health Educators in Southern Africa Union Conference (SAUC) is 

another unique experience in terms of functions and applications. From the 

prospective model many programmes may be drawn for Home Health Educators 

in Seventh-day Adventist World Church in SAUC. 
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Nadler's critical events model was designed, as a nine events/steps training 

model, to help training programme designers to consider the process of training 

a programme as that made of events that are connected to one another. The 

model requires that each event must be evaluated and feedback is given to 

those in charge of training programming for progress (Van Dyk2001:167). This 

training model was basically designed to meet the needs of workers subjected to 

in-service kind of training. 

Nadler's critical events training model is as shown in figure 2.4 below: 

Fig. l .4 Identify the Needs of 
the Organization 

Conduct Specify 

Training Job 

Evalu Performance 

ation 

Obtain and 
Instructional Identify 
Resources Feed- Learner 

... 
back "' Needs 

i 
Select 
Instructional Determine .. 
Strategies Objectives 

Build 
Curriculum 

Fig. 2.4 Nadler's Critical Events Training Model (CEM) 

Source: Nadler (1990:104) 
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The other training model that was designed to meet the needs of organizations 

for instructional purposes was developed by Camp, Blachard, and Huszco. This 

model could be used for both pre-service and in-service training programme 

designs, and was also made of nine steps like Nadler's critical events model. The 

model which was developed by Camp, Blachard, and Huszco, is shown in figure 

2.5 below: 

~ I 
1. Gather/ 8. Gather/Evaluate 
Diagnose Data 
Data. 

i 
, 7. Facilitate 

Transfer of 
2. Establish Learning 
Objectives. 

i Solicit 
Feedback 6. Perform 

3. Identify 
Training. 

Resources. 

4. Develop 5. Plan Logistics. 

Curriculum 

I 

fig. 2.5 Training Model of Camp, Blachard, and Huszco 

Source: Erasmus and van Dyk (1999:44) 
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In their book, Training management in South Africa, Erasmus and van Dyk 

(1999:45) give the six-phased High-Impact training model, and say, "The high­

impact training model is a six phase process that focuses on providing effective, 

targeted training. Each phase of the model moves the training effort forward. 

The result of each phase is the input for the next phase." Training model in 

figure 2.6 below indicates another training design by Sparharwk: 

Fig. 2.6 

Phase 6 
Track 
ongoing 
follow­
through 

Phase 5 
Calculate 
measurable 
results 

Phase 1 
Identify 
training needs 

Phase4 
Apply 
training 
techniques 

Fig. 2.6 Sparhawk's Hgh-Impact Training Model 

Source: Erasmus and van Dyk (1999:45). 
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According to Erasmus and van Dyk (1999:45), the six (6) phases of the six­

phased High-Impact training model were explained as follows: 

Phase 1: To identify training needs 

This means finding out the specific training needed to address the challenges of 

work, and with an intention to improve performance of workers for effective and 

efficient service delivery. 

Phase 2: To map the training approach 

This means that after the identification of training needs, measurable objectives 

which define in detail what training is required to improve job performance must 

be set so that the trainer may be guided on choosing the approach to meet the 

training objectives. 

Phase3: To produce effective learning tools 

This means certain learning tools like audio-visuals, job-charts, and others, are 

introduced as part of what shall be used to promote effective learning during the 

training session, with an aim of achieving the training objectives. 

Phase 4: To apply successful training techniques 

This means training learning tools to be used must suit or match the training 

content or curriculum. It is at this stage that if coaching is the best technique to 

apply for best learning promotion, the better. If learning process needs the use 

of question and answer method (Socratic approach) for the sake of successful 

learning, the group may be the best to handle for effective learning. 

33 



Phase 5: To calculate measurable results 

This means that training conducted must be able to be measured to confirm the 

success of training. It is at this stage that the trainer should find out whether the 

training conducted has contributed to effective efficient job-performance that 

should be viewed as job improvement. 

Phase 6: To track ongoing follow-through 

This means after training has been confirmed successful, the trainer must stick 

to the training for the same problems, but must be ready to change to adapt to 

the new changes in the environment. In other words, the trainer must remain 

objective when success has been observed. 

The other training model that was designed is by Lapidus (2000:30) for in­

service kind of training. This training model is made of seven steps forming the 

word "HIGH-IMPACT," and the main objective of this training model was to 

manage the training and development function in organizations (Lapidus 2000: 

xi). The structure (Figure 2.7) below is showing the diagram of the High-Impact 

training model. 
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1. Identify and Partner with the 
Customer of Training 

7. Design for Future 2. Conduct High-Impact 
Needs Assessment 

~ 

v 
6. Facilitate Mutual 3. Select and Source High-
Assessment and Feedback Impact Programmes 

5. Design High-Impact 4. Select and Orient 
Training Events Participants 

i 

Fig. 2.7 Todd Lapidus' Seven-Step High-Impact Training Model 

Source: Lapidus (2000:30), but Anakoka's personal design. 

2.2.5 Approaches Governing Training Model Designs 

Having considered the sources above, the researcher herein takes a blended 

route of how to design or develop a training model according to different 

approaches as follows:-

2.2.5.1 Need Based Approach 

Tobin and Wise (1979:116) put needs assessment first before any other section 

stated above. The authors make a point that it is a handy thing to assess the 
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needs of the organization before the training programme is designed. Henning 

(1990: 12) indicates that it is a dutiful thing to point out people's needs before 

Home Health Educators make their presentations to them. 

Section 2. 7 below favours the idea that the needs of Employees, Employers, and 

the organization be considered from the holistic point of view. Lekoko (2003) 

supports the above statement when she says that the Botswana Government 

looks at the needs of the people before considering the contents of the training 

programme to take to the masses for consumption. 

Therefore, needs assessment of the organization, on holistic point of view, is 

quite critical before a training model is designed. This is true for Home Health 

Education Service just as it is true for any other organization. 

When looking at the organization, especially with reference to members of staff's 

levels of competence, the KSA (i.e. knowledge, skills, and attitudes) assessment 

may be advised. 

2.2.5.2 Knowledge Assessment-based Approach 

As pointed out by Sutherland and Canwell (1997:47), as conditions at work 

change, there is a need for training, refreshing individuals' understanding and 

knowledge. This indicates that before a training model is designed, the would­

be trainers should assess what knowledge is required by staff members of the 

organization (H.H.E.S, in this case) to perform duties effectively and efficiently. 

This idea covers the knowledge competencies members of staff have as 

compared to what they were supposed to have. 

Knowledge, as a need, should be assessed, so as to keep the organization 

~rforming effectively and efficiently. From sources of literature quoted before 
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this section, Home Health Education Service requires health educational 

knowledge, and recently, computer related knowledge is required due to C-D 

Rom being circulated by the Home Health Educators. In his address on how to 

take advantage of change, Martinelli (2002:7) emphasizes the point that Home 

Health Educators should develop themselves as work advances for the sake of 

issues like internet, power-point presentations, family education, and others, that 

demand such a change. This is a clear-cut statement demanding the 

assessment of knowledge for the sake of developing a suitable training model. 

2.2.5.3 Skills Assessment-based Approach 

Home Health Educators should have their skills assessed with the aim of 

improving their competences for effective and efficient service delivery. In 

support of this, Martinelli (2002:9) says, Home Health Educators who are used to 

working with lead cards and flyers should find new way of distributing them. 

They could, for example, try to put them in the local newspaper and other 

magazines with local circulation. Such an approach needs some skill of some 

kind, i.e. what must be done conatively to get what, is of great value here. 

If a training model to be designed has to be relevant to the service, skills, in 

terms of competencies, should be assessed for effective and efficient service 

delivery. 

2.2.5.4 Attitudes Assessment .. based Approach 

In his address on awakening interest, Villarreal (2002:10) says, "we live in a time 

when people are busy and overburdened. They find it difficult to pay attention, 

especially if we are trying to sell them something. For this reason it is important 

to awaken an interest on their part." For this idea to make sense, the issue of 

positive attitudes cannot be avoided. For this reason, like in relation to 
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knowledge as a need, Home Health Educators should have their attitudes 

towards the world changes be assessed, if a correct model of training has to be 

developed or designed for effective and efficient service delivery. 

2.2.5.5 Objective-based Approach 

According to West (1969:252), an objective is a "purpose" or "aim". Collins 

(1995:656), defines an objective as a "reason for which anything is done, 

created, or exists." Summing up these two definitions, an objective is therefore 

some kind of a goal one wants to achieve or realize, and does certain tasks to 

make sure such a goal is realized. Commenting on the goals of Home Health 

Educators, Henning (1990: 13) says that Home Health Educators have a serious 

goal of freeing their customers from evil practices. Therefore, the kind of training 

developed should be able to help the organization to achieve their objectives, so 

that organization staff members may be able to sell their knowledge elsewhere 

should they get fired. In other words, objective-based approach of training 

should be equitable in its rewards to the members of the organization. 

2.2.5.6 Task/ Activity-based Approach 

Since organizational training is part of continuing education, the issue of 

competencies of employees as related to tasks or activities to be performed 

cannot be avoided. Talking about nursing personnel, Tobin and Wise (1979: 124) 

say, "Continuing education is that part of staff development designed to assist 

nursing personnel to gain new knowledge and skills, review and add to 

knowledge already gained, investigate new approaches in nursing, and 

strengthen their clinical and leadership competencies". 

This indicates that tasks or activities change with time. Hence training should 

bend towards addressing such evolutionary trends in each progressive 
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organization. This idea is not foreign to Home Health Education Service (HHES). 

It found favour in the sight of Martinelli (2002:7) when he says that publishing 

ministry should take advantage of change for the advancement of the 

organization's (HHES) objectives. 

In short, H.H.E.S should establish training that will enable its workers to develop 

with work in the organization. Training should also aim at improving the way 

activities are handled so as to make the organization effective and efficient. This 

type of training can rightfully be classed as Task/Activity-based. 

2.2.5.7 Implementation-based Approach 

The argument of Appenzeller (1989) is, if training has to be done, it must be that 

which makes workers do what they are taught. This is implementation. Without 

implementation, training becomes theoretical only and can not be considered 

worthy. 

The above stated idea was supported by Van Adelsberg and Trolley (1999:X) 

when they say, "Being effective means delivering training services that tangibly 

help businesses to achieve their goals. Being efficient means making the true 

costs of training clearly evident and highly acceptable to its customers". 

The issue at heart here is that training development or designing should take 

into account the implementation phase of it so that goals can be achieved. 

2.2.5.8 Validation-based Approach 

This approach considers the value, application and the place of training itself. It 

considers the validity of training in relation to its ability help the recipient for life 
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in any task performance. Much of this approach is concerned about helping both 

the organization and the worker so as to achieve the intended organizational 

objective which may be internal, external, or both in its application. 

Rae (1997:2) seems to have a very dose connection to the use and exchange 

values of training by introducing internal and external validation of training. He 

defines internal validation as, "A series of tests and assessments designed to 

ascertain whether a training programme has achieved the behavioural objectives 

specified," and external validation as, "A series of tests and assessments 

designed to ascertain whether the behavioral objectives of an internally valid 

training program were realistically based on an accurate initial identification of 

training needs in relation to the criteria of effectiveness adopted by the 

organization." Rae's argument is that training programme should not only 

address the specific needs of its original design but, it should measure up to the 

standard of achievement expected by other training programmes it was adopted 

from. It must be both internally and externally valid. 

This idea brought great concern to one of the publishing directors of Home 

Health Education Service. In his address to Home Health Education Service 

global workers, Martinelli (2002:9) says, "Be prepared to develop and try new 

methods". In essence, Martinelli's argument is that training self or otherwise, 

should be valid in such a way that it produces results it was intended to bring. 

Such results should be deemed effective (if felt within - internal validity) or 

efficient (if felt by the clients - external validity). 

The approach to training development should also be validity-based, and be 

understood in terms of its value to training recipient. Training can have its 

validity in terms of use-value or exchange-value. 
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Winterburn (1991:299) discusses the concept of use-value. This he describes as 

the kind of training an employee receives so as to get the organization he is 

working for, going. It has some restrictions not only in content but in 

certification also. That is to say the training can be informal in nature, that is; no 

certification at the end of some training, but the trainee will have received 

enough information as related to knowledge, skills, and tasks to be performed by 

the organization. 

Such training favours employers because it helps them to keep their employees 

from causing brain drain. On the other hand, it cripples employees because they 

can't easily market their knowledge, skills, and attitudes to other market related 

organizations. 

The objective of the training of Home Health Educators may emphasize use­

value without workers' realizing that is what it really is. In other words, HHES, 

especially that in Gauteng Province, according to the report of Schoeman (2003) 

and Mahoa (2003), much of the training is use-value based. It is difficult at this 

stage whether or not this is an objective of those in leadership. 

• Exchange-value 

According to Winterburn (1991:299), exchange value kind of training is that kind 

in which the employee undergoes some learning, most often formal, and makes 

his value exchangeable so that using the training outcomes and evidences, the 

trainee may market his knowledge, skills, and attitudes about the job he is doing. 

The exchange-value kind of training may disadvantage employers in that the 

conditions of service may have to be competitively set so as to keep its 

41 



employees who have undergone training. Exchange-value kind of training may 

advantage the employees such that organizational care can be extremely good. 

In conclusion, Winterburn (1991:299) says, "There may be an important 

difference in emphasis between employers and employees on this issue -

employers stressing use-value while employees insist on exchange-value. We 

are not, of course, arguing that these categories are mutually exclusive. 

However, we look at this, if there is to be mass training take-up, a new 

qualification structure will need to bring together both use and exchange value in 

order for employees and employers to back it." 

Structurally presented, the objective of training in Home Health Education 

Service should strike a balance between use-value and exchange-value as shown 

below: 

QUALITY TRAINING 

~ ~ 
50% 50% 

~ ~ 
Use-Value Exchange-Value 

Fig. 2.8 Balance between Use-Value and Exchange .. Value of 

Training 

Source: Anakoka Design 

The approach to training development should also be validity based, and thus 

get subjected to evaluation. 
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2.2.5.9 Evaluation-based Approach 

Evaluation is the assessment of the total value of a training system, training 

course or programme in social as well as in financial terms. Evaluation differs 

from validation in that it attempts to measure the overall cost benefit of the 

course or programme and not only the achievement of its laid down objectives. 

The term is also used in the general judgmental sense of the continuous 

monitoring of a programme or of the training function as a whole (Rae 1997:2). 

It is in the interest of the process of evaluation that Home Health Education 

Service Institutes (annual ones) get evaluated at every meeting time in Southern 

Africa Union, according to the researcher's observation from 1998 to 2002. 

Arthur (2002: 15) shares this experience too, when he says, "During these 

meetings over 130 students participated in training workshops and need to 

elect ... Literature Evangelist administration." This was a report from Europe. 

In short, training should not be static, but change as times dictate, and the only 

way this can be achieved is by evaluating the training itself in a holistic 

approach. When this is done effectively and efficiently, a model for training can 

be developed or designed. 

Choice can be made between pre-service and in-service training, training model 

and training programmes, and on-the-job training and off-the -job training 

programmes. Finally, the chapter creates an understanding that there is enough 

literature to support the evaluation process of a training programme, and the 

designing of a training model to suit the needs of the organization. Since there is 

no accredited training programme in Home Health Education Service, it is herein 

assumed that a training model designed should address training phases in a 

holistic way, covering both pre-service and in-service aspects. 
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2.3 HOME HEAlTH EDUCATORS' TRAINING 

The issue of Home Health Education (HHE) is an old time-concept. Before it was 

named HHE, the phenomenon was just called "lifestyle education" which was 

informally and traditionally acquired. Moumouni (1968:29) identifies this type of 

education as "Traditional African Education" which he views as that which covers 

"character-building, as well as the development of physical aptitudes, the 

acquisition of those moral qualities felt to be an integral part of manhood, and 

the acquisition of the knowledge and techniques needed by all men if they are to 

take an active part in social life in its various forms." In other words, young 

adults were taught how to handle issues of life by the old folks in their 

communities where they lived. With or without literature, HHE is identical with 

adult education in the sense that young as well as old adults were targeted by 

the societies they lived in for training on lifestyle education such as family 

management techniques, expression of attitudes to elderly folks of the 

community, knowledge about spiritual education and worshipping styles in any 

traditional community. This type of adult education has also been practised by 

the Seventh - day Adventist Church's educational institutions under general 

terms of "Literature Evangelism, Lifestyle Education, Home Health Education 

Service (HHES), or Colporteur Ministry." 

In the ancient times those who practised medicine had their ways of training too. 

According to Hardinge and Shyrock (1999:4), "the training of physicians was 

initially accomplished under preceptorships," and this was done in such a way 

that "a young man-hopefully with high-school education who wanted to become 

a physician attached or apprenticed himself to a practicing physician, usually for 

a period of three years." This was another model of training health educators 

and practitioners, which is identical with today's South African Learnerships 

developed in the year 2002 by the Labor Market Skills Development Programme, 

under the Department of Labor, and funded by the European Union. The only 
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difference between preceptorships of Hardinge and Learnerships of South African 

Labor Department is that in the former, there wasn't much book work involved, 

but in Learnerships, there is much theoretical work involved. Otherwise, the 

practical part is basically the same. Therefore, training of Home Health Educators 

took different models according to the phase of training education the world 

adopted from the nearest source. 

As may be observed from the statements above, trainees learned through some 

kind of apprenticeship training models. This was the type of training Home 

Health Educators received. 

2.4 A HISTORICAl BACKGROUND OF HOME HEAlTH EDUCATORS 

AND THEIR TRAINING 

Training might be as old as humankind because human beings have always tried 

to learn how to perform certain activities to improve themselves so that 

effectiveness and efficiency may be achieved. Quite a good number of authors 

have written about training for specific purposes. With this idea in place, it may 

be safe to say that training is not a new phenomenon. Home Health Educators 

belonging to the Southern Africa Union Conference of the Seventh-day Adventist 

World Church need on-the-job training too, as they seem not to have pre-service 

phase of training, and that their in-service phase of training is quite informal in 

nature. Hurter's telephone conversation with the researcher on the 2nd of June 

2003 revealed that Home Health Educators in the Southern Africa Union 

Conference do not have pre-service training, and do not have formal training 

that is accredited with the Republic of South African board of learning standards. 

It is believed that training would help in increasing the number of Home Health 

Educators to a great extent. The Southern Africa Union Conference Home Health 

Educators make up a population that ranges from 250 to 300. This is because of 
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different changes caused by factors such as resignations and recruitments. This 

observation is sourced from the monthly bulletins that contain progress report 

for each month. Meanwhile Appenzeller (1989:30) reports the world statistics of 

Home Health Educators as amounting to 25000, and Faigao (2005) puts this 

figure as 40000 as at the end of the year 2005. 

Regardless of a few pieces of literature available concerning the training of Home 

Health Educators, there is evidence enough that designing a training model for 

the 21st century would be an ideal thing to do. White (1948), McAdams (1954), 

Hunt (1981), Appenzeller (1989), Henning (1990), and others in Home Health 

Education Service have written extensively on the need for training Home Health 

Educators, and have acknowledged that the trend of training programmes might 

need attention. 

Appenzeller (1989: 10) records the activities related to training of bible-based 

educators led by Waldo in the 12th century, whose work is similar to that of the 

current Home Health Educators, as of great importance then as it is today. 

Appenzeller (1989: 27-30) reports of George King's historical background of how 

he started as a fireside life style educator supported by literature (bible-based) 

distribution in the 1870s, which led to the development of the training trend of 

the current Home Health Educators that seem to have not drifted from their 

training design by a wide margin in the 21st century. 

Considering the fact that the work of Home Health Educators was not only 

confined to the distribution of literature, but to the actual teaching of healthful 

life style, White (1953:57) indicates that the training of Home Health EducatorS 

is of great value. The researcher's observation has it that Home Health Educators 

have been handling issues in the four areas of physiology, sociology, psychology, 

and spiritual knowledge of human science since 1970s. The researcher has also 

established a link that Home Health Educators are a go-in-between of 
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researchers' publications and the public knowledge consumers. Surely, such 

workers need specialized training related to Home Health Education matters. 

Malipilo (1987) states that Home Health Education Service programme originated 

at Mt. Sinai where Moses and the children of Israel heard God speaking out the 

ten commandments for life style in the society (Exodus 20: 18-21), and finally 

God decided to write the ten commandments, himself, on the two tablets of 

stone (Exodus 31:18). The point here is that the spoken word would do better if 

accompanied by the written word. Such type of communication is valuable adult 

education in any community where literacy is an answer. Malipilo (1987) 

continues to argue that Home Health Education was of great value in the 

Israelite community, and that education for adults was a very unequivocal 

subject of concern for lifestyle. He added that the Ten Commandments or 

Decalogue were God's transcript of His character. Through it God wanted His 

society to be governed, leading them to healthy living, and the knowledg~ of 

healthy living occupying some good priority in the lifestyle of all the people of the 

earth. With this view, Malipilo (1987), gives an insight that the first Home Health 

Educator to use literature for adult education was Moses of the bible, hence this 

historical background. However, this does not dwell on the pre-service and in­

service training of Moses, but maintains the role he played in the adult education 

programme during the exodus of the Israelites. This still stands as a question for 

the Home Health Educators. 

Appenzeller (1989) traces the background of Home Health Education from the 

time of the Egyptian civilizations and Abrahamic age (pp7-13). Appenzeller 

(1989), states some ways of writing like cuneiform (wedge-shaped letters), 

hieroglyphics (picture writing), seals (impressed on documents in wax or clay), 

which were done on stones, wood, clay reeds, or parchments. All these were 

done with a view of communicating issues of lifestyle at a certain time period. He 

also states that the Chinese discovered a process for paper making in A.D 105, 
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and this paper is similar to the one we are using today. He adds on to say that In 

A.D 1250, the Italians had developed a process for mass-production of paper, 

and that book making became an art, and rich business people began to have 

libraries. However, the record goes on to say the book distribution for HHE was 

not as we know it today. Appenzeller (1989:10), records Peter Waldo, a wealthy 

Catholic businessman in southern France, who felt that the bible, not the church, 

should guide men's lives. In the latter half of the 12th century, he used his 

wealth to translate the bible into the other languages of the common people of 

southern France and northern Italy. The record goes on to show that the 

Waldensians (followers of Peter Waldo) were the first people to sell hand-copied 

portions of scriptures with a motive of changing people's lives through this type 

of educational system. Thus they traditionally trained Home Health Educators, 

from generation to generation. 

The above model of training Home Health Educators continued until 1870s where 

George King, a young Canadian came on the map according to the records 

(Appenzeller 1989:27). The record goes on to say that George King was the first 

Home Health Educator to professionalize Home Health Education Service, 

accompanied by the revolving of income between the client system and the 

publishing department of the Seventh - day Adventist Church. The difference 

between King's way of training and that of the people of Peter Waldo 

(Waldensians) was that King actually took his trainees into the field and 

completed the process of how the learning support material would attract 

revenue for the revolving of funds and learning support material, which was not 

mandatory to the Waldensians. Appenzeller (1989:30) gives a record about King 

who demonstrated his ability to sell literature as a way of educating the people 

and then began to train others to sell subscription books in a professional way. 

He recruited and trained until his death in 1906. With such background of 

training of Home Health Educators, a question may be asked: What is the 

educational role of Home Health Educators in a community? The answer is that 
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they help in the transformation systems of knowledge as did George King. 

However it is clear, according to Appenzeller's record of 1989, that there is an 

indication that Home Health Educators under George King were not exposed to 

pre-service training, and that the kind of in-service training they had was very 

traditional and informal in nature. 

If the above stated balance has to be maintained by the Southern Africa Union 

Conference Home Health Educators, then providing training programmes to help 

them become effective and efficient is unavoidable. Training that is both 

effective and efficient is that which makes the workers deliver the services and 

consumers of that service reciprocate by appreciating the service provided (Van 

Adelsberg and Trolley, 1999). 

2.5 ORGANIZATIONAl ATTACHMENT TO THE SOCIETY 

(SOCIOlOGICAl CONNECTIONS TO THEORIES Of fUNCTIONAl 

AND CONfliCT APPROACHES) 

Home Health Education Service, like any other functional organization in a 

society, is identically attached to the society. To support the idea of togetherness 

of organization in one society, Bray et al (1986:28) state that each functional 

part of the society shares common values, and there is consensus or agreement. 

In other words, organizations in one society are affecting one another. 

Therefore, they have to agree in one way or the other to co-exist for survival of 

all. This is in harmony with the idea of functionalism of organizations in a society, 

just as body parts do. Giddens (2000:561) gives credit to Durkheim's 

functionalist approach of any organization in a society, and says, "To study the 

function of a social practice or institution is to analyze the contributions which 

that practice or institution makes to the continuation of the society as the whole. 

The best way to understand this is by analogy to the human body, a comparison 

that Comte, Durkheim and many subsequent functionalist authors make. To 
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study a bodily organ like the heart, we need to show how it relates to other parts 

of the body .... Similarly, analyzing the function of the social item means showing 

the part it plays in the continued existence of the society." In this way we see 

the functional attachment of Home Health Education Service to a society, and its 

contribution to developmental issues cannot be ignored. Therefore, under the 

functional approach of sociology, Home Health Educators are an appendage of 

society of adults reaching the community as adult educators who have functional 

attachment to the society. 

In another development, Giddens (2002:415) highlights the conflict theory, 

which any organization that is educational can impose on the society. He 

indicates the advocates of such (conflict) theory as Bowles, Gintis, Illichl Parsons, 

etc. Giddens (2002:415) quotes Bowles and Gintis indicating that "schools help 

to provide the technical and social skills required by industrial enterprise and 

they instill respect for authority and discipline into the labor force. Schools help 

to motivate some individuals towards achievement and success, while 

discouraging others, who find their way into low-paid jobs .... Schools reproduce 

the feelings of powerlessness which many individuals experience elsewhere. The 

ideals of personal development central to education can only be achieved if 

people can control the conditions of their own lives and develop their own talents 

and abilities of self-expression. Under current system, schools are destined to 

legitimate inequality, limit personal development to forms compatible with 

submission to arbitrary authority ... ". With this conflict theory in view, Home 

Health Education rewards those that make use of its educational services and, in 

most cases, not those that don't access the service. An example of this is if a 

family gets information on how to avoid contracting HIV 1 AIDS, and follow 

educational advice in the Home Health Education Publications, such a family will 

avoid losses incurred by the HIV/AIDS sickness on that prospective family. This 

can show a distinction between families, hence conflicting appearances within 

the same society, just like what education, in general, does. Home Health 
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Educators can therefore create conflict as adult education service providers too. 

The training of Home Health Educators should highlight the relationship between 

any societal organization and other organizations in that particular society. 

Home Health Education Service is, irrefutably, a part of the society both 

functionally and structurally and has potential to create educational harmony or 

conflict in the society due to the rewards it offers to community members. This 

may cause conflict in such a way that those who enjoy good health will belong to 

another class while those of poor health will belong to another class of those 

losing more money to medical expenses and undergo risks of even losing their 

jobs due to time losses caused by sick leaves. This, in the final analysis, causes 

conflict and stratifications in the society. In support of this fact, Willis (2002) 

alleges that one of the reasons why HIV I AIDS increases with increasing distance 

from North to South Africa is that informal education through customs, values, 

ethics, norms and traditions of the society, has correspondingly decreased with 

the same trend. Thus Home Health Education has benefited the people of Egypt 

where the total population's reflection of HIV/AIDS infections was 0.02%, and 

that of South Africa was 19.94%, according to Willis (2002:45-51). 

The developing of training model for Home Health Educators in the Southern 

Africa Union Conference of the Seventh-Day Adventists is of great value due to 

Home Health Education Service's link to the educational systems of the countries 

of Namibia, Lesotho, Swaziland, and the Republic of South Africa. This is because 

Home Health Educators have sometimes served as motivators for educators, and 

supplied learning support materials as source books for community educational 

consumption. 

51 



2.6 EDUCATIONAL ROLE OF HOME HEALTH EDUCATORS 

IN A COMMUNITY 

The educational role of Home Health Educators is of great significance in the 

education of adults in a community. With a view of making some distinction 

between education and training, Buckley and Caple (2000:2) give a notion that 

training involves learning which alters one's knowledge, skills, and attitudes, with 

the great aim of addressing specific demands of a particular job or task, while 

education is seen as that type of learning which "provides more theoretical and 

conceptual frameworks designed to stimulate an individual's analytical and 

critical abilities". Thus Home Health Educators have a great role to both train and 

educate the community, in their lesson presentations and book distribution 

programmes. For this reason, they need to be trained to perform such an 

important task. 

2.6.1 Educating and Training the Community 

Since presentation skills would need time frame-work, Faigao (2002:7) gives an 

indication of 350 hours of practicals for student theologians. Mbedzi (2004), 

citing the University of Solusi calendar, indicates 250 hours for Solusi University 

theology students in Zimbabwe. This confirms the positive role Home Health 

Educators play in the community and that implies the training of such service 

providers as indispensably important. However, Mbedzi (2004) agrees with 

Faigao (2002) that there is no pre - service training for community service 

providers. The point here is that Home Health Educators need training because 

they are part of trainers and educators in adult education that is why the 

Adventist Universities are embarking on field practical schedules for theology 

students because they are community adult educators too. 
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Commenting on the book distribution strategic plan as part of the adult 

education process for Home Health Education, White (1953:90) gives the remark 

that Home Health Educators should tell the people that they have for distribution 

books which give much valuable instruction regarding sickness and disease and 

how to avoid them, and that the study of this instruction saves much suffering 

and saves much money spent in paying doctor's bills. Home Health Educators act 

as a medium through which health education can move from the researchers to 

the general public. They act as teachers/educators that make the public aware of 

dangers around them, in the field of healthful living, and help them to cut down 

the costs of medical expenditure by the use of knowledge in Home Health 

Education. This is part of what Doray and ArrowSmith (1997:39) call lifelong 

learning. They give an indication that those that received knowledge and 

traditionally handed it down to the generation after them, thus much suffering 

was reduced due to the presence of such organized structures like Home Health 

Education Service. Thus the community will be alert towards the use of 

knowledge in solving problems in the area of health and how they should be 

handled at home where only lay people in health profession exist. 

2.6.3 linking formal to Informal Structures 

The educational role of Home Health Educators in a community is very 

important. The importance has led Faigao (2002:7) to give the advice that the 

Seventh - Day Adventist learning institutions, at university level, should offer 350 

hours of practical training for them to qualify for graduation. This is a clear 

indication that Home Health Educator's educational role has great value in the 

transmission of knowledge from those formal knowledge systems to the informal 

structures, even to the families, which are a minutest entity of any society in 

existence. 
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2.6.4 Forming a link between Formal Governmental 

Structures through Employee Health and Wellness 

Programme learning Support Materials 

The principle in operation is that Home Health Educators' training should provide 

competencies like educating, marketing, and presentation skills for them to 

perform the expected tasks in the community. In this way Home Health 

Educators can assist people in knowing that diseases like HIV I AIDS kill, and that 

community members may know how they can contract It, how they can live with 

it, and how to avoid it. Though such an educational structure may appear 

informal, its role forms a connection between the formal structures of the 

government, health and education departments, and play a part which neither 

can do, for example: the art of successful parenthood as attached to the general 

lifestyle. 

2.7 TRAINING SElECTION 

To select is to choose (someone or something) in preference to another or 

others (Collins, 1995:740). Selection of who should train, be trained, and a place 

where training has to be conducted, is of great importance to the organization. 

Training has some curriculum to follow so that certain objectives can objectively, 

subjectively, or projectively be achieved. Objectively, if what needs to be 

achieved is a goal the curriculum must be covered within a given time; 

subjectively, if the trainees feel directed or subjected to some curriculum; 

projectively, the results can be inferred. Whatever the case, selection, more 

especially of the "who" part, cannot be avoided. At times, the employees may 

be preferred to employers depending on the curriculum set for training and its 

objectives. 
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While selection has so many factors, it may be a good idea to consider training 

to be formal, non-formal, or informal in nature. Looking at the benefits of each 

of the above, Moreau (1980:176) says, "Formal - training program has been 

proven to be the most effective way to utilize employees." This is in harmony 

with what Winterburn (1991) says concerning the use-value and exchange-value 

of an employee. He says that when the training is formal, the employee gets 

certificated, and can easily exchange his/her knowledge, skills, and attitudes, 

because of his accreditation; when training is informal, the employee has only 

use-value, and cannot easily exchange it, because he has no certification to the 

knowledge, skills, and attitudes over which s/he has been trained. In trying to 

make the difference in meaning of three words: formal, non-formal, and 

informal, Msango (1992) says that the organizational training is classed formal 

when the learning is having a complete structure of learning e.g. going into a 

class within a specified time, and be tested at a certain time, and be certificated, 

as in the University full-time student programme. Concerning non-formal 

training, he says there is certification, but most learning is done out-side the 

physical structure e.g. learning through the distance-learning programme of the 

University, which is normally referred to distance education programme. On 

informal kind of training, he says that this is usually characterized by non­

structured type of approach e.g. learning how to cook at home, and no 

certification is done. 

So, on selecting the training one has to know the advantages and disadvantages 

of the three kinds stated above. Nonetheless, each has its right piQce in 

application. 

2.8 TRAINING CURRICUlUM 

Looking at the designing and implementing the programme for staff 

development, Tobin and Wise (1979:130) show concern in relation to the 
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curriculum of any course being run, and they say, " ... some agencies offer 

courses that are divided into two parts, with the expectation that in the 

intervening period of time the employees will be able to make practical use of 

the content learned in the first half of the course." In other words, Tobin and 

Wise (1979) are advocates of training selection that should not only look at the 

participants of a particular course devoid of that course's content, which in this 

document has been referred to as the training curriculum. It also indicates that 

training should aim at balancing the triangle (shown in Figure 2.2 above) for 

effectiveness and efficiency, and ·Home Health Education Service has to follow 

this pattern if success is the desired goal too. 

Examining salesmanship and training, Allen (1993:209) says, "before sales 

personnel can be entrusted with direct responsibility for their territory or 

department, it is necessary to make sure that they fully understand the 

company's corporate policy, the sales function's administrative policy." From the 

above statement, Allen (1993) seems to have been troubled by training 

curriculum or rather course content of the training session. Questions like: What 

is the objective of our course? How limited should our course be? Such questions 

should guide the training curriculum. 

This indicates that the selection of training curriculum is of great importance in 

the process of training selection: for it defines what should be done and for 

what, hence stating the objectives of that curriculum, then the organization can 

look into who can participate in such training curriculum. 

2.9 TRAINING EMPLOYEES 

Employees (workers recruited into an organization) should be trained for 

productivity. After the curriculum is described, the question of who should 

benefit from such curriculum and why, becomes quite critical. 
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In her book, Colporteur Ministry, White (1953:57) states that "The presidents ... 

and others in responsible positions have a duty to do in ... the different branches 

of ... work. Canvassers are to be educated and trained to do the work they are 

required in selling the books upon present truth which the people need." Her 

concern was that employees for Home Health Education were to be educated 

and trained, hence requiring them to satisfy the training triangle demands of 

cognitive, affective and conative domains. White (1953:28), emphasized the 

issue of selecting workers from people of successful background. 

McAdams (1954: 121) endorses the idea of training the Home Health Education 

employees by saying that colporteurs must be trained for professionalism. He 

goes on to say that "it takes careful and wise planning, as well as constant effort 

to recruit men and women who perhaps know very little or possibly nothing 

about the science and art of Christian salesmanship, and to train and teach them 

so they will develop into successful gospel colporteurs" (McAdams 1954:144). It 

was in the interest of selection of colporteurs that McAdams (1954:94) says that 

"time has come to raise the standards ... in selecting people to enter the book 

work." The concern was herein, registered by McAdams, that selection in 

training should not only be in the course content, but in the prospective 

employees so as to unearth their potentials for competencies required for Home 

Health Education. 

Appenzeller (1989:30) also indicates that the first organized Home Health 

Educator (George King) selectively recruited and trained his coworkers for 

success. It was in the same interest that Hyman (1992:6) says, " ... employers 

are in need of skilled adaptable and flexible labor as well as a stable or 

expanding workforce, and they may train existing employees to meet their 

requirements and those of their customers." The words "adaptable" and 

"flexible" indicate the mode of selection of the employees for which training and 
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for what. Looking into the value of offering training to staff members and the 

benefits thereof, Allen (1993: 10) says, " ... although proper sales training is 

expensive, it costs a lot less in the long run than loosing business due to 

inadequately trained sales staff, whose ignorance may even be dangerous." 

Assessing the methodology on how to measure training, Rae (1997:20) indicates 

that training specifications should match the tasks, knowledge, and skills of the 

workers/employees as competencies already accumulated so that the training 

agencies may know where to start and end their training program. This was an 

accompanying statement to what Rae (1997:18) says, and the record says, "the 

three major aspects of analysis which can be considered the most useful in 

identifying training needs are job analysis, task analysis and skills analysis. 

These various aspects of the analysis are arranged in descending order of 

magnitude of extent - job related to the full range of tasks which are required to 

be performed which in turn require specific skills. In an analysis of training 

needs there are advantages in following this order." In other words Rae 

(1997: 18) is just looking into the selecting mode of the training of employees by 

first considering their job, then tasks, and finally their skills required for that job 

and its tasks. 

2.10 TRAINING THE EMPlOYERS 

According to Collins (1995:254), an employer is someone or company that hires 

another for the sake of labour, and in return for payment. This means anyone 

who is in the capacity to hire another is an employer and such people also need 

training. 

The need for training for employers has been stressed by McAdams (1954:140) 

when he says, "A successful training program, in the fullest sense of the word, 
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must also include a study and self-improvement program. If the worker has not 

received much formal education he should be encouraged to take a few courses 

by correspondence from the Home Study Institute ..... Naturally, the colporteur 

should not be overloaded with correspondence work, and the publishing 

department leader should know about how much time the worker can spare for 

this kind of study." McAdams (1954:141) also emphasizes that, "the study and 

self improvement program the colporteur chooses to follow depends on the 

management of his time. In view of this the train - to - succeed program will 

include a daily and weekly time budget for the colporteur." 

The above training model required principles like, 'you can give what you have,' 

according to the statements said by many wise people. In short, the supervisor 

of Home Health Educator can not train unless he/she is also trained for such 

things like 'time budgeting,' and other lines of management techniques. 

However, McAdams points out an issue of schooling to be of crucial importance, 

for he encourages field workers to take up some distance education programme, 

which he called correspondence course. This was an acknowledgement that 

employers needed training, and models of training were to be adopted to suit 

new developments. This idea is supported by Appenzeller (1989:33) when he 

says that professionalism is of great relevance as long as Home Health Education 

Service desires to achieve the intended objectives, and he endorses with these 

words, "like any worthwhile trade or profession, it calls for patient and 

continuous effort." This endorses the idea that employers must be trained to 

train the employees through some training content or rather curriculum so as to 

be able to evaluate and appraise the work holistically. 

In support of the idea of evaluation in training, Rae (1997:2) says, "the 

assessment of the total value of a training system, training course or program in 

social as well as financial terms. Evaluation differs from validation in that it 

attempts to measure the overall cost benefit of the course or program and not 
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only the achievement of its laid down objectives." For the employers to carry out 

the work of evaluation, they must undergo some training for such unearthing of 

sources of difficulties, and points/platforms of success in an organization. 

Leaders need to undergo phases of training for such knowledge, tasks, and 

developing worthwhile attitudes for success. It was in the same interest that 

Caffarella (2002:3) gives a comment that those that train others should have 

varied backgrounds and experiences, because they have to plan and coordinate 

training programmes for adult workers over whom they are overseers. In this 

way, training employers becomes a benefit to an organization. 

After the process of evaluation, the process of appraisal is warranted in training, 

which cannot nullify the question of training phases. 

2.11 TRAINING PHASES 

According to Collins (1995:603), a phase is a distinct stage in a sequence of 

events. In an attempt to bring a worker to an agreed level of proficiency in any 

profession, training is expected to come in stages. Though Kallaus (1987:179) 

gives broad goals of training as four, they can be grouped into two stages or 

phases, which are: Pre-service and in-service training. This means Home Health 

Educators are supposed to undergo two phases of training before they start 

going into the field or employed fully, then every worker should get subjected to 

in-service phase of training, as demands arise for tasks. 

2.11.1 Pre-Service Training 

Kallaus (1987:179) considers pre-service training as initial training. Kallaus 

(1987:179) outlines the goal of pre-service training as "to provide initial or entry 

training by which employees qualify for entry job assignments." Commenting on 

the idea of initial training, Allen (1993:216) says that before employees get into 
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details of the work they should receive initial training. Allen (1993) indicates that 

initial training is necessary, and that it is some kind of school where people learn 

how to produce services and goods in a firm. 

White (1953:57) advises that the presidents of the Seventh-day Adventist Church 

conferences and others in responsible positions had a duty to do in the work of 

educating and training workers before getting into the field, so that they may 

gain success in their book distribution mission. The report of 1903 reports White 

(1953:31) saying, "Our schools have been established by the Lord, and if they 

are conducted in harmony with His purpose, the youth sent to them will quickly 

be prepared to engage in various branches of missionary work. Some will be 

trained to enter the field as missionary nurses, some as canvassers, some as 

evangelists, some as teachers, and some as gospel ministers . ., The point White 

(1903) is making is that, pre-service must be given to Home Health Educators 

(Canvassers), just as it is done to medical nurses. The Seventh-day Adventist 

school system was supposed to practise equity. 

In an attempt to include initial training in Home Health Education Service, Faigao 

(2002:7) saw it necessary to encourage the Asian based Seventh-day Adventist 

academies/universities to enforce the compulsory 350 hour- practicals for gospel 

ministerial students for them to qualify for graduation and certification. In his 

communication to Anakoka, Hurter (2003, letter to Anakoka) says, "There are 

training models available for developing Publishing Directors that are being 

presented in other divisions . ., In other words, before one serves as director, in 

other divisions, training is offered to help such a worker, who is going to be an 

employer, to perform well. However, Hurter believes this is not available in the 

Republic of South Africa. 
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2.11.2 In-Service Training 

According to Kallaus (1987:179) this training has such goals as up - grading, 

retraining, and supervisory in it. Allen (1993:216) calls this type /phase of 

training as continuous. According to Hurter (2004/03/26 - letter), the Southern 

Africa Union Conference, through Southern Publishing Association, practises 

more of in-service kind of training that is basically seen as having four functions 

of induction, up- grading, retraining and supervisory. 

Regardless of the quality of an in-service kind of training, training can either be 

on-the-job or off-the-job, depending on the motivating factors which can either 

be intrinsic or extrinsic, (Buckley & caple (2000:4). 

Webber (1981:197) emphasizes the point that regardless of the quality of 

training (on-the-job or off-the-job), training can either be centralized or 

decentralized. He says centralization is not like a disease that one can have or do 

not have. Instead, the range from centralization to decentralization is a 

continuum. 

Looking at the on-the-job and off-the-job kind of training, Rae (1997) makes a 

difference between the two as follows: on-the-job training is that done while the 

worker is on duty providing services and goods e.g. working while being 

coached, mentored, and under learnership; and the off-the-job type of training is 

that where a worker is taken away from a place of duty to another for proper 

attention e.g. going for a workshop, seminar, and conferences. However, Rae 

(1997:87) gives an indication that trainers and designers of training need to have 

knowledge of the prospective trainees so as to match their needs to the learning 

methodologies in training sessions. Noe (2005:206) gives the idea that on-the­

job training is quite an expensive kind of training because of the investment 

made on workers while learning how to do the work perfectly well, and that off-
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the-job training is much cheaper in this respect. On-the-job or off-the-job 

training, it still stands that as long as that training trains the employee of the 

company, it still fall into the in-service phase of training. 

2.11.2.1 Induction 

Talking about a successful training programme, McAdams (1954:120) says, "One 

of the great needs of our denominational colporteur training programme is that 

of having a definite plan and procedure for the instruction of those who engage 

in this work." This means that one has to receive instruction in relation to 

protocol of Home Health Education Service. In support of any induction training 

programme, Allen (1993:209) says, 11Before sates personnel can be entrusted 

with direct responsibility for their territory or department, it is necessary to make 

sure that they fully understand the company's corporate policy, the sales 

function's operating policy." This is a very important rule to follow in training 

phases. One needs to know both his/her limitations and delimitations in relation 

to operations of the company. 

In the above case to induct is to walk through a series of procedures, norms, 

values, and ethics of the organization. Induction training is therefore, according 

to Collins (1995:402) is, "a training course to help familiarize someone with a 

new job." 

This implies therefore that HHEs who are still recruits should be inducted into 

work in Gauteng Province. 

According to Kallaus (1987:179), up-grading training involves, " .... training for 

employees who are already in an occupation to improve their knowledge and 

63 



skills in that occupation." In relation to HHES, this may mean developing with 

work, that is to say, if videos, for example, are used to open the ways for some 

more understanding of the people to accept supportive educational materials 

(e.g. books), then field HHEs need to be taught how to use such phenomenon. 

In reality, when a new product surfaces, there is need to have that product 

knowledge and skills on how to market it, just as it happens in many learning 

institutions and the development of new courses/modules that address needs of 

the society. 

Commenting on the idea of up - grading due to a shift in product knowledge, 

Allen (1993:209) says, "Product knowledge is of the greatest importance .... Any 

training program therefore must begin with an understanding of two essential 

points: 

(a) How much will the customers need to know about the products? 

(b) How much do we ensure that our sales personnel have sufficient knowledge 

to inform them? 

(i) About the product; and 

(ii) About the company's policies of selling, administration and distribution?" 

Contextually, in the event of the new disease, e.g. HIV/AIDS, Home Health 

Educators should receive up-grading knowledge on HIV 1 AIDS so as to educate 

people correctly and enthusiastically. They should receive training on HIV/AIDS 

awareness and new points on books of reference. In this way they get up­

graded. 

2.11.2.3 Re-Training 

According to Kallaus (1987:179), the re-training goal is achieved if knowledge is 

given to workers whose job assignments have changed. 

In context, when a Home Health Educator gets to a point whereby his learning 
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support materials have been up-graded, s/he needs to adjust to suit the change 

of her/his product. An example of this is the book called "Family Medical Guide" 

which used to get to people without the CD-Rom, but towards the end of 1990s, 

the CO-Rom was introduced. This meant that a Home Health Educator had to 

receive training on how to use computer to demonstrate the use of this 

educational material. According to SPA leadership, this could not be achieved, 

but the assignment has changed, and customers without CD-Rom knowledge 

would be disadvantaged. In this case re-training on how to use Family Medical 

Guide with CO-Rom is justifiable in Southern Africa Union. 

2.11.2.4 Supervisory 

According to Kallaus (1987:179), the supervisory goal is required "To provide 

supervisory training and development to qualify workers for the added 

responsibilities and challenges of higher positions." This implies that as often as 

workers receive promotions, they need to get subjected to supervisory training 

because their responsibilities and challenges have experienced a shift from field 

workers' to higher levels of administration and supervisory. As already seen from 

the above statement and according to Hurter (2003, 9 June letter) there is no 

such formal training in Southern Africa Union. Depending on the research 

findings, this area of supervisory training may need attention. The question is, 

where? 

2.12 TRAINING PROVISION 

In his letter to the researcher, Hurter (2003) says that Seventh-day Adventist 

Church operates a network of schools, colleges, and universities offering 

diplomas, and degrees up to PhD level. He agrees also that there are training 

models for developing Publishing Directors in other Divisions to which Southern 

Africa Union Conference is not a member. However, he acknowledges that 
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Southern Africa Union Conference used to have Home Health Education Service 

Diploma course when it belonged to Trans Africa Division (TAD) that was 

replaced by Eastern Africa Division (EAD) that could not accommodate South 

African Union due to apartheid protests. The policy document, though undated, 

seems to state that models for training Home Health Educators were available. 

These training models favoured the Seventh - Day Adventist learning institutions, 

except where non- Seventh-day Adventist institutions would offer courses not 

found in the former (Publishing Departmental Policies-SAl 30). From the policy 

document stated above, there has been some deduction that training institutions 

for Home Health Educators were accessible for various reasons, and that there 

are institutions responsible for the two phases of training. 

2.12.1 Pre-Service Training Institutions 

Institutions offering pre-service training in HHES may not be as an on-looker 

may deduce from some distance. According to the section (SAl 85 30) of the 

policy document sent by Hurter (2003:29) to the researcher, there was reflection 

that literature evangelist clubs be organized in colleges and secondary schools by 

Union and local publishing directors in co-operation with the school 

administration. The policy document quoted above, does not give any indication 

that HHES is considered as being worthy of academic attention. The view on 

display is that Home Health Education Service can be studied as a side - line to 

enhance another programme, hence no specific curriculum designed for HHES in 

the Southern Africa Union. 

From the observations done on calendar books of Helderberg College of Cape 

Town and Solusi University of Zimbabwe, which are Seventh-day Adventist 

learning institutions, there is no pre-service training programme for Home Health 

Educators that would make them graduate and get certificated as such. Thus 

pre-service training as an academic programme is lacking from the institutions of 

66 



learning. It is due to this obseiVation that Faigao (2002:7) sees it fit to 

encourage the Seventh - day Adventist institutions of learning to include 350 

hours of practical training in Home Health Education Service for theologians in 

the Asian-based learning institutions. 

After assessing the available literature, the researcher has concluded that pre­

seiVice training is insignificantly available, thus a need to develop a training 

model that may address training from a holistic angle as this is lacking need. 

2.12.2 In-Service Training Institutions 

According to the Southern Publishing Director's telephone conversation report 

(9th June, 2003), almost every course offered in the in-service training sector is 

informal in nature. However, he (Hurter- publishing director) gave an indication 

that a few organizations are involved. 

2.12.2.1 Southern Publishing Association (SPA) 

In the report of 9th June 2003, it is recorded that SPA runs, by means of 

sponsorship, some in-service training programme where HHES leaders serve as 

lecturers to newly recruited individuals who are already employed by the 

organization. Newly recruited employees get to a chosen site by the SPA 

administration for training, for example: Bloemfontein has served as a training 

centre, at least twice,· in the period between January 2002 and August 2003. In 

this programme, Home Health Education Service leaders from selected portions 

of the globe e.g. Washington D.C of America, and others, to come and seNe as 

motivational speakers, so that field workers are motivated, and learn something 

out of these annual institutes. 
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2.12.2.2: Others 

According to the 2003 annual institute time - table, there was another company 

that had supplied an Industrial Psychologist to get to that annual institute for in­

service training programme and offered a course on skills in time-management. 

Report on the institute performance indicates that there was no certification 

done. Though an in-service training programme as it were, it was informal in 

nature in that it never certificated anyone. 

2.13 REASONS FOR TRAINING MODELS' EXISTENCE 

Basically, training has two functions to achieve, these are: effectiveness and 

efficiency of the organization or members thereof in the organization. It was in 

this light that VanAdelsberg and Trolley (1999:X) say, "being effective means 

delivering training services that tangibly help businesses to achieve their 

objectives. Being efficient means making the true costs of training clearly evident 

and highly acceptable to customers." To expand on this, individuals belonging to 

an organization have goals to achieve which may not necessarily be the same as 

an organization they work for. For example, an individual may work for the 

organization so as to get money for his/her family due to basic needs of that 

family, but the organization may be there for the sake of popularity because the 

owner may have accumulated enough money to meet the basic needs of his/her 

family. But both desire to be effective and efficient in service delivery. For this to 

work well, models of training may be modified along the intended objectives that 

are effective skewed. 

2.13.1 Training Models for Effectiveness 

From VanAdelsberg and Trolley's (1999:X) definition of effectiveness, one can 

see that effectiveness of the organization depends on service delivery that helps 
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that organization to achieve its objectives e.g. If the organization (HHES for 

example), wants to have more titles on a particular subject (e.g. physiological 

health), the organization may invite many researchers to attend the training 

sessions where authors can be encouraged to write in a particular way. If this is· 

achieved in such a way that books are written as part of resources for 

references, then the organization is said to be effective. But effectiveness is not 

only in such a one thing. In order for an organization to achieve its goals, models 

of training have to take different shapes due to many factors, such as; fear for 

losing workers to other competing organizations; fear for internal competition; 

client system demands on what the organization is doing; evolution of new ideas 

to address particular needs. In this case, models can be employee-centred, 

employer-centred, or organization-centred. 

2.13.1.1 Employee-Centred Training Models for Effectiveness 

According to Winterburn (1991:299), training model for effectiveness, which is 

employee centred may be regulated by the perceived qualification to be achieved 

in that training programme. Winterburn (1991) refers to a qualification as "an 

individual's capacity to display suitable qualities or characteristics. This suitability 

may be signified by a qualification i.e. a symbol or representation like a 

certificate, usually associated with the successful completion of an externally 

accelerated course. It may also refer to accumulated experiential knowledge." 

In essence, the above statements mean that if the employer sees that his/her 

course may reward the employee status, that can make him/her employable in 

many other organizations, he/she may choose not to give a certificate of the 

content covered in the course of training. Hence making that training essential 

for experience in that organization, but other organizations may not access 

written document testifying what the prospective employee knows about the job. 
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Models can be modified to suit such interests, when it comes to training. 

2.13.1.2 Employer-Centred Training Models for Effectiveness 

As stated in 2.13.1.1 above it can be deduced that employers may always want 

to accredit their training courses by means of certification, hence helping them to 

moonlight in other organizations, thus making them stronger in terms of 

economy. Depending on the view of the employers, training can be designed to 

favour them in terms of inter-organizational mobility. 

2.13.1.3 Organization-Centred Training Models for 

Effectiveness 

As stated by Winterburn (1991), training may also be modified to make the 

organization effective, so that the knowledge, skills, and attitudes of workers of 

that organization may lead to successful service delivery. This is quite a 

symmetrical approach to development, because it is not skewed in approach. 

Hayman (1992:6) supports this idea when he says, "If, however, employers are 

in need of skilled adaptable and flexible labor as well as stable or expanding 

workforce, they may train existing employees to meet their requirements and 

those of their customers. Even so, employers may prefer to keep their training 

programmes short in duration, informal in provision and specific to the work 

place, thereby restricting opportunities for employees to mobilize their skills in 

search of better rewarded work elsewhere or to make higher demands upon 

existing employers." 

In the organization centred type training models, the organization's effectiveness 

occupies the most top priorities for service delivery, in an attempt to keep that 

organization alive. 
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Thus, models for training will be tuned to suit the environment conducive for 

success, in terms of service delivery to the client system. HHES is not an 

exception to this situation. 

2.13.2 Training Models for Efficiency 

According to VanAdelsberg and Trolley (1999:X), "Being efficient means making 

the true costs of training clearly evident and highly acceptable to its 

customers .... To become more effective and efficient, training adopts the values 

of its customers and eliminates the ambiguities that have traditionally clouded its 

mission. Training's mission becomes unashamedly economic." 

From the above quote, there can be a deduction that an organization can be 

effective but not efficient. Efficiency can only be said to have taken place if 

customers' views about that organization's service delivery has been assessed, 

devoid of this, efficiency cannot be part of the vocabulary of the organization. 

For example, if people who receive book services from HHES can indicate higher 

level of service delivery satisfaction, then HHES is said to be efficient. This 

description may not hold water if the principle of 'work within a given time', does 

not hold priority in the organizational set of goals. 

2.13.2.1 Employee-Centred Training Models for Efficiency 

As already discussed in 2.13.2 above, models for training for efficiency can only 

be so if the customer is satisfied with the type of service the organization offers. 

In the employee centred training model for efficiency, training organizers see to 

it that those termed as employees receive appropriate training to meet specific 

needs of the organization. Henning (1989:6) stresses the fact that employees 

should receive training for productivity's sake. He goes on to say that these 

employees will receive skills which they will hand down to their counterpart 
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which are to come after them in HHES, in this way, "high professional 

procedures .... become a great asset to the HHES organization." This was just a 

concern on issues of training an employee, so that those that receive the HHES 

may positively appreciate the organizational service delivery, and attribute the 

outcomes to employees. 

Depending on the work required, employees may receive training for various 

reasons which may be in the changing work conditions, evolution of new roles,· 

new machinery, or any other. To support this idea, Sutherland and Canwell 

(1997:47) say, "With any change in working conditions there may be a need to 

train, retrain or refresh individuals' knowledge. Factored into the overall 

implementation plan should be a rolling programme of training. Obviously, 

depending on the nature of change in working conditions more or less training 

will be involved. In the field of health and safety, particularly relating to new 

legislation, significant amounts of training may be required. If, for example, 

individuals are required to wear protective clothing or maintain equipment, then 

this may have a significant impact on the productivity for a short period. If new 

equipment or machinery has been installed, to be used in the manufacturing 

process, significant training may again have to be undertaken. It is often the 

case that the suppliers of new equipment include in the cost a basic training 

program for all operators." 

In the above model of training, employees receive priority but they have, in this 

case, become a centre of concern for operations. In Home Health Education 

Service, new computer related materials come to the workers who, in turn 

should, demonstrate how these materials are used. In such a case, some 

training related to such needs should be organized for employees. Thus the 

public or consumers will see employees as satisfying the market, putting the 

factors of supply and demand under subjection. 
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2.13.2.2 Employer-Centred Training Models for Efficiency 

Unlike in 2.13.2.1 above, the employers become central, and training is offered 

to them with an intention of improving customer service appreciation level due to 

manager's involvement in the service delivery. For example, Home Health 

Education Service managers receive new stocks on computer-related matters; it 

may be expedient to receive training for competence on how to use such 

materials in the community. This is important because, in order to minimize the 

operational costs, managers may receive the knowledge, and skills on how to 

use those computer~related materials, and in turn, teach or rather educate their 

subordinates on how to use the computer-related materials. This is 

demonstrated in the news-bulletin for August 2005. (Hurter, 2005: 1). 

In this case, every model of training will have to be employer-based or centred, 

and operation and consumers should be able to sense this. 

2.13.2.3 Organization-Centred Training Models for 

Efficiency 

Commenting on the flow of circulation of Home Health Educational books, White 

(1953:85) says, "Men in responsible positions have worked up plans whereby our 

books should be circulated and not lie on the shelves, falling dead from the 

press". White's view is quite holistic in nature, for she looks at employees' part, 

employer's part, things and ideas of the organization, that consumers should see 

this from the holistic point of view. 
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It can be better presented diagrammatically as shown in figure 2.9 below: 

Consumer 
Viewing 
HolisticalJy 

Employers 

Education 
Service 
Organization 

Emolovees 

Service Appreciated 
by Consumers of 
Home Health 
Education Service 

Fig. 2.9 Training Model for Efficiency 

Source: Anakoka Design 

Things 

In this case, the Home Health Education Service can be said to be efficient if, 

and only if, the consumers appreciate the service rendered to them. This is the 

organization-centred approach. With this in view, all training models, must aim 

at improving the whole organization holistically. 
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DEVElOPING A TRAINING MODEl 

From the discussion above, it is quite evident that a training model should be 

developed that will address the needs of the employee, employer, and an 

organization (Home Health Education Service) in Southern Africa Union 

Conference. A training model to be developed needs to be a valid and evaluative 

one. Its main objective will be to improve the competencies of the workers, so 

that Home Health Education Service can be both effective and efficient in service 

delivery. It is evident, from literature review accessed that there haven't been 

enough studies done in Home Health Education Service organization. However, 

studies in training issues have been done by many scholars; hence books from 

other sources have been consulted more than those of Home Health Education 

Service origin. 

Finally, the model has to be developed from the existing ones or a combination 

of different designs for training purposes. 

2.15 EXPERIENCES 

Noe (2005: 145) gives an example of what training can do for a particular 

company, and how situational analysis helps to make training programme very 

relevant to the organization. He cites KLA-Tenor, a supplier of process control 

solutions for the semiconductor industry in San Diego (California) which employs 

200 hours per year for training the organizational employees. Observation has it 

that the KLA-Tenor company has reduced the training fail rate from 20% to 0% 

and that performance of the organization has improved tremendously to meet 

the organizational goals because it changed the model of training the employees 

and managers are remunerated due to training and development invested on 

their subordinates. 
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In another situation Lapidus (2000:5) tells of the experience where he was called 

to go to Hong Kong to conduct training in service delivery. He made a proposal 

of how he was going to run the programme, and finally he made a training 

programme without identifying the customer for the training, the end result was 

resentment by the assumed customers of training, and he experienced chaos. In 

short the training programme could not achieve its objective, because the trainer 

did not identify the customer of training so as to prepare the training curriculum 

suitable for that training. 

In the two examples above, it is obvious that before training is conducted it is 

beneficial to carry out an evaluation of the organizational state of affairs as 

related to its objectives for its employers, employees, and the organization as the 

whole. 

2.16 SUMMARY 

This chapter has given information related to training principles, models, 

programmes, and institutions, as related to designing a training model suitable 

for Home Health Educators in the Southern Africa Union Conference. The chapter 

makes a distinction between pre-service and in-service training model and 

training programme, and on-the-job training and off-the -job training 

programmes. Finally, the chapter creates an understanding that there is enough 

literature to support the evaluation process of a training programme, and the 

designing of a training model to suit the needs of the organization is quite critical 

at the time of this research. 
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CHAPTER THREE 

RESEARCH DESIGN AND METHODOLOGY 

3.1 INTRODUCTION 

In the previous chapter, the relevant literature on training models was discussed. 

The current chapter focuses on research design and methodology for data 

collection, presentation and interpretation. The chapter describes in detail the 

population, sample, sampling techniques, research instruments, data collection 

process, data validity and methods for data analysis. 

Research methodology is different from research design in that research 

methodology is an account of the route followed to make the research achieve 

its objectives. On the other hand research design is a plan or blue print to be 

followed for the research to achieve its objective (Mouton, 2003:55 & 123). 

There is thus the separation between the methodology and design of the 

research. 

3.2 RESEARCH DESIGN 

Research design, according to Hittleman and Simon (2002: 8), "is the plan used 

to study an educational problem or question." Mouton (2003: 55) defines 

research design as a plan or blue print of how you intend to conduct the 

research. From these two sources, it can be deduced that research design is a 

plan or route followed by the researcher to find a solution to a particular 

problem. 

Basically, there are two main research designs followed by researchers. Keeves 

(1988: 17) identifies these two as quantitative and qualitative paradigms. He 
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makes the difference between the two by attaching quantitative to the use of 

empirical quantifications analyzed by mathematical tools, while qualitative is 

identifiable by being attached to humanities with an emphasis on holistic and 

qualitative information and to interpretive approaches. 

According to Ferreira, Mouton, Puth, and Schurink (1988:1), "the term 

'qualitative' is an indication that this approach concentrates on qualities of 

behavior, i.e. on the qualitative aspects as against the quantitatively measurable 

aspects of human behavior." Hittleman and Simon (2002:37) say, "Qualitative 

research is characterized not by the use of numerical values but by the use of 

text-written words - to document variables and the inductive analysis of the 

collected information. 

In harmony with Branen (1992), in this research study, the researcher made use 

of both qualitative and quantitative approaches. Under the qualitative approach 

respondents were asked to indicate what they would like the study to cover as 

related to curriculum in their training programmes as part of their needs (see 

fig.4.6 of this research report). On the other hand the study has made use of 

quantitative approach where numerical values or statistics were involved in data 

analysis, as supported by Hittleman an<;! Simon (2002: 27 /8). 

In this research, descriptive statistics have been collected by examining the 

historical performance documents and data collected has been used to describe 

data as related to the performance of Home Health Educators for a period of four 

years in the Southern Africa Union Conference. The researcher employed the use 

of the questionnaire, examination of historical documents, and interviews as 

tools for data collection. 
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3.3 RESEARCH METHODOLOGY 

This section of the chapter focuses on the following aspects of the research: the 

population, sample, sampling technique, research instruments, data collection 

process, and data validation. The section clarifies how the research was done. 

3.3.1 Population 

The population for this study was made up of the total number of all the Home 

Health Educators in Southern Africa Union Conference, that is, 214 people 

(Southern Publishing Association news bulletin of February 2003). 

3.3.2 Sample 

Ideally a sample is the representative of the group or population from which it is 

drawn (Dyer 1979:90). Describing a sample, Collins (1995: 722) says it is a 

representative of the whole. Hittleman and Simon (2002:97) say that a sample 

is the representative smaller group of the target larger group whose 

characteristics should be the same as the target population. In this case, the 

researcher decided to select three samples as follows: 

For the interview schedule, the researcher used stratified random sampling 

technique to select a sample of 51 out of the 214 Home Health Educators as 

respondents for the verification of information collected through the 

questionnaire. The stratum was made up of those Home Health Educators with 

experience of at least two years of having worked with Home Health Education 

Service. (For more details, see 3.3.3). 

For the questionnaire administration, the researcher used purposive sampling 

technique to select 100 respondents as a representative group from the 214 
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Home Health Educators. (For more details, see 3.3.4). 

For historical documents, the researcher included all individuals constituting the 

bulletins for four years (2000 to 2003). Since the aim of using these historical 

documents was to find out the performance of Home Health Educators in 

Southern Africa Union Conference for the period of four years, the size of the 

sample was equal to the population, for each respective month. (For details, see 

3.3.5). 

3.3.2.1 Sampling Techniques 

For the three samples, the researcher used the combination of two techniques: 

stratified random sampling and purposeful sampling to select respondents or 

subjects for data collection. 

3.3.2.1.1 Stratified Random Sampling 

Stratified sampling is a sampling technique that helps the researcher to select his 

subjects from the population after dividing the population into classes (strata) 

from which he randomly selects respondents by chance from a stratum of choice 

(Allison, Rothwell, O'sullivan, Saunders, and Rice 1998: 39). Under this method, 

the researcher selects his respondents first by a class of choice, as two years 

experience for example, then randomly selects from that class of two years 

experience as influenced by the variable in question. In this research, the 

researcher divided his population of Home Health Educators into two groups, 

those below two years of work experience separated from those of at least two 

years experience. Home Health Educators who had worked for at least two years 

were put in a group (stratum) which was considered to be information rich, and 

the researcher randomly selected forty three of the fifty-one respondents from 

the two hundred and fourteen by stratification procedure, but the other eight 
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were purposefully sampled (as indicated by the last paragraph of the sub-section 

3.3.2.1.2 below). The 51 respondents were consulted to answer the interview 

schedule. 

With regard to the historical documents, the stratified random sampling 

technique was partially applied as follows: Home Health Education Service was 

divided into two strata; one stratum was made of those who report through the 

monthly bulletin, while a smaller group of leaders does not. Only those whose 

names appeared in the monthly news bulletins were selected as part of the 

required data. For this reason, the data collected for examination of performance 

historical records resulted into the sample equal to the population (monthly) for 

46 months. 

For questionnaire administration, the stratified random sampling was used this 

way: The researcher divided Home Health Educators into two groups - those 

that qualified to go to the annual institute by merit, and those that could not 

achieve; hundred questionnaires were handed only to those who qualified to 

attend the annual institute because they were considered information rich, as 

related to the questionnaire requirement. The choice of who to receive the 

questionnaire was determined by random sampling. This was in harmony with 

the indication made by VanDalen (1979:133) who says that stratified random 

sampling may be used to select a more representative sample from the 

population. For the sake of precision stratified sampling may be preferred to 

other sampling technique, depending on the variable under investigation 

(Keeves, 1988: 530). 

3.3.2.1.2 Purposive Sampling 

Purposive sample denotes a sample procedure which cannot easily result in a 

probability sample (Walizer and Wienir, 1978: 437). A probability sample, 
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according to Walizer and Wienir (1978: 430), is where each community member 

has an equal chance of being selected. In the view of McMillan and Schumacher 

(2001: 401), the power and logic of purposeful sampling is that a few cases 

studied in depth yield many insights about the topic. In the case of this 

purposive sampling, there was some deduction made that not every Home 

Health Educator was able to give the required information, especially as related 

to giving full attention to every item of the questionnaire (see 3.1.3). 

The researcher purposefully selected a sample for each of the following: 

interview schedule, questionnaire, and the news bulletins (for four years: 2000 to 

2003). However, purposive sampling technique depended on the availability of 

the targeted sample of all Home Health Educators in 46 monthly news bulletins, 

otherwise change of technique might have been warranted in the process. 

Selection of eight leaders as respondents to the interview was done purposefully 

because they were exclusively information rich. 

3.3.2.2 Sample for Interview Schedule 

Since the leaders were considered to be the trainers, and were in possession of 

the training curriculum, it was expedient to find out the quality of training that 

was offered in the Southern Africa Union Conference. To determine the views of 

these leaders on training issues, eight of the nine leaders (purposefully sampled) 

and forty-three subordinates from the four countries (Swaziland, Lesotho, 

Namibia, and the Republic of South Africa) of Southern Africa Union Conference 

were interviewed. The forty-three subordinates were sampled using a stratified 

random sampling technique. This sample was of great importance in that it was 

able to give the true picture of the quality of training and its attachment to NQF 

and accreditation procedures. The interviews were done in person for the 

twenty, and thirty-one were interviewed telephonically. To verify certain facts, 

some interviews were telephonically done with the Union Director. Hurter (2003, 
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discussion)held an idea that trainers in Home Health Education Service were not 

trained, and this view was also in harmony with the three other regional 

directors' views (Schoeman, February 2003; Mahoa, Venda discussion in April 

2003, and Oliphant, discussion in Pretoria 2004), directors were trainers though 

not trained to train. The top three regional directors unavoidably became part of 

the sample of eight leaders for the interview purposes. The forty-three 

subordinates were selected by stratified random sampling first and then 

purposefully sampled on the fact that they were functional Home Health 

Educators. 

3.3.2.3 Sample for the Questionnaire 

In administering the questionnaire, a sample of 100 people was selected from a 

population of 214. The hundred questionnaires were personally handed out to 

the respondents. Out of the 100 questionnaires handed out, 71 were successfully 

returned. It was not possible to access the remaining 29 after strenuous efforts 

exerted on both the distribution and collection processes. It was assumed that 

71 out of 214 was quite representative, considering the fact that the sample 

came from the functional group. This sample was selected on the basis of 

achievement (those who qualified to go to the annual institute), ability to read 

and write in English as a language of proficiency, and at least two years 

experience in the Home Health Education Service profession. These were 

purposefully selected because they were information rich. They were related to 

the training activities done in Home Health Education Service, assessment of 

training needs of Home Health Educators, the evaluation of in-service training 

taking place, and assessment of the quality of training model needed by Home 

Health Educators in Southern Africa Union Conference. 
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3.3.2.4 Sample for Historical Records 

(Monthly News Bulletins) 

Regarding the targeted 48 bulletins, 46 were accessed because the other two 

could not be found even at the head office. This number was quite 

representative in terms of supplying the relevant information for analysis and 

formulation of the training model. The bulletins contain the monthly report of all 

the Home Health Educators and their activities in the Southern Africa Union 

Conference. This sample was an equivalent of the population of 214 for a 

particular month. This sample was selected on the basis of membership of the 

Home Health Education Service, the aim of which was to check the performance 

as related to activities required as tasks expected. (See annexure six (6), for an 

example). 

3.3.3 Research Instruments 

For the sake of this study, three research instruments were used namely, 

interview, questionnaire and examination of historical records. These instruments 

are discussed briefly below (See Annexure 1 - Annexure 2). 

3.3.3.11nterview 

Walter (1985: 90) is of the view that an interview relies onthe fact that people 

are able to offer accounts of their behaviour, practice and actions to those who 

ask them. Collins (1995: 415) also defines interview as "... discussion ... 

conversation in which a .... person is asked about his or her views," concerning 

what he/she claims to know. In this research, the researcher conducted some 

interviews with some sampled members of Home Health Education Service, with 

a view of collecting information related to training models used in the 

organization. 
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According to Mahoa (a discussion held in Venda in April 2003) every Regional 

Manager is a trainer. Therefore, the researcher had to interview each of the four 

Regional Managers and four other leaders, in their capacity as trainers, and 

forty-three subordinates for data collection. This gave a total of fifty-one 

respondents for the interview schedule. 

The interview schedule was structured in nature, and was chosen as a tool for 

data collection because the respondents would give information concerning 

activities done in Home Health Education Service, the quality of training as 

related to what was available in curriculum form, what was missing and needed 

to be added to the existing curriculum and its implementation so as to make the 

expected training richer in venues, content, and application (See Annexure 2). 

The interview outcomes were perceived to be of help in establishing facts related 

to the quality of Home Health Educator needs assessment and evaluation by the 

organizational leadership. The instrument was also chosen to help clarify 

information in the questionnaire tool and statistical display in the news bulletins. 

Some interviews were either conducted through telephone system because it 

was not possible for the interviewee to be met in person for that particular time­

period or, person-to-person since the respondents were available at the meeting 

for the annual gathering (called Institute), and in some instances in small 

meetings, as well as seeing the respondents in their homes to collect data. 

3.3.3.2 Questionnaire 

According to Hittleman and Simon (2002:27), "Questionnaires require the 

respondents either to write answers to questions about a topic or to answer 

orally. The answer form may be structured; in that there are fixed choices or the 

form may be open, in that the respondent can use his or her own words. When 

the respondent answers orally and the researcher records the answers, 
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researchers consider the instrument an interview." The questionnaire (for Home 

Health Educators) in this study forms annexure 1. Basically, the questionnaire 

has four sections. Section "A" has three choices, "B" has two choices, "C" has 

three choices, and "D" has open-ended options. All these options were devised 

to collect information from respondents concerning their aspects of how they 

view training in the Home Health Education Service in the Southern Africa Union 

Conference. The questionnaire also asks for information related to how the view 

the direction of the current training trend as related to the possibility of 

developing a training model for Home Health Educators in Southern Africa Union 

Conference. 

This instrument has been used to collect much information from Home Health 

Educators, since respondents needed freedom to self-expression in giving their 

opinions on specific issues. Though the selection of 100 respondents was 

targeted, only 71 respondents were reached. Much information in relation to 

needs assessments and evaluation was gathered here (See Annexure 1). 

3.3.3.3 Examining Historical Records 

The Southern Publishing Association produces monthly news bulletins ·where 

Home Health Educators of Southern Africa Union Conference can be observed in 

relation to their performance, as well as the performance of the whole group. 

These bulletins were examined by the researcher to find out some of the 

important information relevant to the research. This is seen as a study of 

'historical records'. 

The historical records (news bulletins) have information related to each individual 

Home Health Educator's performance. They display the following column titles: 

time (in hours) spent in working in a month, number of presentations made in a 

month, financial value of learning support materials ordered by seminar 
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attendants, how much of the ordered materials were delivered, the financial 

value of the delivered learning support materials collected from the warehouse of 

Home Health Education Service, and the cumulative financial value of delivered 

leaning support materials. This information would help the researcher to see the 

activities done in Home Health Education Service, the training needs of Home 

Health Educators, the adequacy of training offered in Home Health Education 

Service, the evaluation of the quality of training of Home Health Educators, and 

the need for a training model that would boost performance in Home Health 

Education Service. 

The examination of historical documents was considered when examining the 

Southern Publishing Association News bulletins for the time-period starting from 

2000 to 2003. This examination of historical records was able to help the 

researcher to easily examine the performance of Home Health Educators for the 

past 4 years, and their activities and how they perform in those activities (See 

Annexure 6). 

3.3.4 Data Collection Process 

A specific questionnaire was directed to those 100 respondents expected to 

respond as stated in the purposeful sampling technique. The questionnaire was 

administered through personal contacts in meetings, and through postal services. 

Interviews were done face - to - face, and where not possible, interviews were 

done through the telephone system, and recording was done as conversation 

proceeded. Assessment of performance and how that is related to activities or 

tasks was done through the News bulletins collected for the period of four years 

(2000 to 2003). 

In short, data was colleted through, interviews, questionnaires, and examination 

of historical records (monthly news bulletins). The three instruments for data 
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collection helped the research to contain valid data easier to evaluate and 

compare its reliability (See Annexure 1,:2 & 6). 

3.3.5 Data Validation and Analysis 

Data was collected using the interview schedule, questionnaire administration, 

and examination of historical records. Data collected was compared with what 

the standard revealed knowledge reflected in the literature review, and 

considered the fact that it was addressing the research questions. The adherence 

of data to literature review and research questions validates it by reflecting and 

confirming facts found in literature review, and at the same time answering the 

research questions. 

For analysis purpose, data was rearranged according to the research questions 

for presentation, and all the related items in the three tools for data collections 

were manually grouped and put in tables and figures for interpretation, and then 

conclusions were made based on the findings. 

3.4 SUMMARY 

This section has been dealing with the research design and methodology with an 

aim of collecting valid data by interviewing, questionnaire administration, and 

examination of historical records, which can be subjected to sound ways of 

research interpretation procedures leading to the design of training model that 

will help Home Health Educators to get training suitable for their expected 

performance. 
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CHAPTER FOUR 

DATA PRESENTATION AND INTERPRETATION 

4.1 INTRODUCTION 

Chapter three outlined the research design and methodology of this study. This 

chapter focuses on the presentation of data collected and its interpretation. 

Basically, the chapter has three sections: introduction, data presentation and 

interpretation, and summary. Data collected has been interpreted manually, and 

has been gathered and systematically grouped according to sub-themes in 

tables, and thereafter interpreted in the space following a table. Descriptive 

statistical figures (in percentages, except where percentages are not required) 

have been attached to statements to present and analyze the phenomenological 

views of respondents as collected through the research tools: questionnaire, 

interview schedule and historical documents (news bulletins). In most cases, the 

statistical figures have been presented in percentages. 

In order to enhance further understanding on sections A and B of the 

questionnaire outcomes, both raw and percentage figures are included in the 

annexure 3 and 5 (extension) respectively. 

Items 4,5, and 6 of section B of the questionnaire reveal the academic 

qualifications of respondents. These are categorized as follows: 12% of the 71 

respondents had diploma qualifications (said to have originated from Zambia and 

Zimbabwe, according to the interview held with the respondents), 88% of the 71 

respondents had academic qualifications lower than diplomas, 96% of the 71 

respondents expressed an interest to acquire at least a Diploma in Home Health 

Education Service, and none of the 71 respondents had any university 

qualification in Home Health Education Service. Respondents came from the four 
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countries of Lesotho, Namibia, Swaziland, and the Republic of South Africa, and 

this distribution fully represents the area covered by Southern Africa Union 

Conference (SAUC). 

Data collected provides answers to the following research questions (See the 

introductory part of section 4.2 for how this has been arranged): 

• What type of training (pre-service and in-service) do Home Health 

Educators in Southern Africa Union Conference (SAUC) need to ensure 

successful service delivery? 

• What current practices, in relation to both pre-service and in-service 

training in Home Health Education Service in Southern Africa Union 

Conference are taking place? 

• Does Home Health Education Service management assess the needs of 

Home Health Educators, in the correct format, with a view to adjusting 

training models for successful service delivery? 

• Do Home Health Educators acknowledge having been trained adequately 

to perform the tasks they are assigned? 

• Does Home Health Education Service management carry out an 

evaluation of the types of in-service training so as to warrant an 

adjustment in training models for workers of the organization? 
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4.2 DATA PRESENTATION AND INTERPRETATION 

This section outlines the research data and the related interpretation of the 

results. The section has five (5) sub-headings (Home Health Education Service 

current practices, training needs assessment of Home Health Educators, 

adequacy of training, evaluation of training of Home Health Educators, and the 

appropriate training model for Home Health Educators) related to training issues 

of Home Health Educators in Southern Africa Union Conference (SAUC). 

The general approach to the interpretation process in this section is that, after 

appropriate consultation with the literature review in chapter two of this research 

document has been done, a comparative statement that reflects a relationship 

between what is in the literature review and the research findings is made. 

Thereafter a general analysis with comment is made, according to each research 

question. 

4.2.1 Home Health Education Service Current Practices in 

Southern Africa Union Conference (SAUC) 

Home Health Education Service (HHES) current practices in SAUC are indicated 

in Tables 4.1, 4.2, and 4.3 below. The research question addressed here is: 

"What current practices, in relation to both pre-service and in-service training, in 

Home Health Education Service in Southern Africa Union Conference, are taking 

place?" This research question assesses the practices or activities related to 

training issues in Home Health Education Service (1.3.1). In chapter one of this 

research document, this question corresponds to question one which had 

responses in the questionnaire, interview schedule, and examination of historical 

performance records. 

Questionnaire items relating to the practices have been singled out, and 

arranged as shown below: Table 4.1 outlines responses to the following research 
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question: What current practices, in relation to both pre-service and in-service 

training in Home Health Education Service in Southern Africa Union Conference 

are taking place? 

Table 4.1 HHES Current Practices in SAUC: Questionnaire 

Reflections 

Item HHES current Home Health Educators 

practice 

Number of Responses and time 

respondents frequency (where 

in percentage applicable) attached to 

( 0/o) options 

From Questionnaire section A 

1 Director visits for 37 No visits 

counselling or 36 One visit per month 

progress monitoring 17 Two visits per month 

on how to work in a 3 Three visits per month 

month 7 Four visits per month 

3 Director assesses 39 No attitude assessment done 

Home Health 26 One attitude assessment done 

Educators' attitude a month 

towards Home Health 11 Two attitude assessment 

Education Service sessions in three months 

17 Uncounted attitude 

assessment sessions done a 

month 

7 Uncounted attitude 

assessment sessions done a 

quarter 
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5 Director trains Home 44 No training in a month 

Health Educators 37 One training session in a 

month 

4 Two training sessions in a 

month 

3 Three training sessions in a 

month 

12 Four training sessions in a 

month 

from Questionnaire section B 

8 Interest to develop a 94 Desire to change the current 

higher Quality of training for higher qualification 

Training than the 6 No need for changing the 

current one for better current training practice 

qualification 

15 Knowledge of Home 97 Workers' knowledge in HHES 

Health Educators needs up-grading 

needs Up-grading 3 No need to change the current 

level of knowledge 

16 Training taking place 87 No training venue present 

in HHES school anywhere in SAUC 

buildings (Indicating 13 There is training in school 

adequacy of training buildings 

venues belonging to 

HHES) 

from Questionnaire section C 

3 A change in the 20.5 Training application has 
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application of training changed 

techniques in a 20.5 Training application has not 

decade time-period been changed 

59 Training application has not 

been observed for change 

4 The place where your 64 Training has value only in 

training has value Home Health Education 

Service 

33 Training has value in other 

departments, other than HHES 

3 Training has value only in 

other departments 

from Questionnaire section D 

1 HHES members of 97 Members of staff need training 

staff need training 3 Members of staff don't need 

(From Questionnaire training 

section D) 

General comments on the Table 4.1 above 

The following practices or activities have been identified: 

Director visits 

From section 2.2.1 of this research document, training requires both theoretical 

and practical contact between the trainee and the trainer. Added to this is the 

idea that the first formal Home Health Education Service leader and trainer, 

George King recorded in section 2.2.4.2, had visits to his subordinates for 
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training which covered counselling and general monitoring of how work was 

done. 

Item 1 of the questionnaire section A was included to assess the physical visit 

and contacts of a director to Home Health Educators. In Home Health Education 

Service, there is an expectation that the director in charge of the organization 

should visit each Home Health Educator at least once a month to monitor 

progress, and provide counselling on the field training. 

Analysis of the item 1 above reveals that the director's visits to field Home Health 

Educators are done on irregular basis. Regardless of the 37% of the 71 

respondents who indicated not being visited, there is evidence by the 63% of the 

same sample report that the director visits at least once a month. Deep analysis 

of the visit quality indicates irregularity, but that does not disqualify the fact that 

directors visit their subordinates. 

An assessment of the above responses leads one to conclude that a director's 

visits to field Home Health Educators are very irregular and unsystematic. 

Considering the fact that one of the responsibilities of the director is to train 

Home Health Educators as s/he visits, the conclusion may be drawn that the 

director's schedule of visits requires attention. 

Director assessing Home Health Educator: Attitudes, training quality, 

and training venues 

According to Van Dyk (2001: 151 - 156), training programmes should consider 

trainee attitudes, training quality, and training venues for the training 

programmes to meet the training principles outlined in section 2.2.2 of the 

literature review of this research document. 
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Item 3 of Questionnaire section "A" was included to test the trainer's assessment 

ability as related to Home Health Educator's attitude towards Home Health 

Education Setvice as an organization. This was important because training and 

sound work output can constructively take place if workers of the organization 

have positive attitude towards the organization. Results of the analysis of item 3 

revealed that 39% of Home Health Educators reported not being assessed hence 

indicating lack of skill on the director's ability to assess the attitudes of workers. 

However, 61% of the 71 respondents indicated that there is some kind of 

assessment taking place, regardless of the irregularity on display. 

This leads one to conclude that the director's assessment of Home Health 

Educator attitudes towards Home Health Education Setvice is very irregular. It 

certainly needs attention. 

Director trains Home Health Educator 

For effectiveness and efficiency of any worker in an organization, training by 

leadership must be provided for (section 2.2.3 of this research document). 

Item 5 was designed to assess the director's involvement in the training activity. 

Regardless of the 44% who said that there was no training, there is an indication 

by the 66% that training was taking place, without counting on the regularity. 

Training, as a matter of practice, was seen as a duty being done in Home Health 

Education Setvice in Southern Africa Union Conference. 

Careful analysis of responses to the items in table 4.2 has it that the director 

trains Home Health Educator, as a matter of practice. 
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Home Health Educator ass;esssntQ training quality 

One of the principles of training in 2.2.2 states that training should proceed in 

such a manner that learners are able to logically follow the presentation in a 

training session. This principle indicates that assessment is not confined to the 

trainer alone but to the trainee as well. 

Item 8 of questionnaire section B was included to find out the quality of training 

as related to qualifications available in Home Health Education Service. Response 

outcome indicates that 94% of the 71 indicated that they have a desire to see 

the current training change for the better with a hope that higher certification 

may be one of the goals of such new training. This also indicates that Home 

Health Educators are engaged in the assessment of training quality, though on 

informal level. 

Item 15 of the questionnaire section B was included to find out whether Home 

Health Educators see themselves as workers whose knowledge needs up-grading 

as related to training quality. The response shows that 97% of the 71 

respondents said that Home Health Educators' knowledge needs up-grading. The 

view of the 97% of the 71 respondents is in harmony with section 2.11.2.2 of 

the literature review in the sense that knowledge-upgrading, as part of training, 

is indispensable where organization is looking for progress. This clearly indicates 

that Home Health Educators are also engaged in assessment of the quality of 

training they are receiving. 

Training taking place in Home Health Education Service venues 

The literature review in section 2.12 indicates that training has been mobile, that 

is, other learning institutions have been hosting and running the training 

programme, as related to venues for training. 

97 



Item 16 was included to find out whether training is taking place in Home Health 

Education Service venues, as an activity. The adequacy of training venues was 

tested in item16, and 87% of the 71 respondents said that there are no HHES 

school buildings where training was taking place. This implies that, 87% believe 

that Home Health Education Service does not have buildings where training is 

done. The 13% of the 71 respondents who said that Home Health Education 

Service has its own training venues might have misunderstood what item 16 was 

looking for; for they seem to have mistaken it to mean any building other than 

its (HHES) own, not necessarily belonging to Home Health Education Service. 

Regardless of the above finding, training, as an activity, is taking place in 

venues, not necessarily belonging to Home Health Education Service . 

.Application of relevant training techniques 

Section 2.2.2 of chapter 2 of this research document shed some light on a 

principle called "Motivation principle". This principle indicates that a trainer 

should motivate trainees on the relevance of training that it will help them to do 

their work better than before attending the training session. For the trainer to do 

this, relevant techniques have to be applied for the training to make sense to the 

trainees. 

Items 3 of section C of the questionnaire was included to assess the change in 

· training techniques application. The findings indicate that 20.5% of the 71 

respondents said that training techniques have not been changed for a decade, 

and an equivalent percentage of 20.5% indicated the opposite, with 59% not in 

a position to give any observation related to change for the same period of ten 

years. It may be assumed then that relevant training techniques have not been 

applied that is why this denial seems to occupy a bigger percentage of the 

respondents. On overall analysis, item 3 indicates that the application of 
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relevant training techniques have not been applied in an observable way to the 

work force in operation and that is why there is 80% not acknowledging the 

application of relevant training techniques. 

Training value skew-ness 

Section 2.2.5.8 of the literature review indicates that every training session or 

programme has its own bias, and that is considered as the validity of training. 

This makes training of due application to the organization as it is applied as an 

activity. Terms that are synonymous in this section are: internal validation with 

use-value, external validation with exchange value, validation with validity. 

Whatever the terminology, training will always have objectives, and these will 

serve as the determining factors behind the skew-ness of training application. 

Item 4 was included to find out the skew-ness of the Home Health Education 

Service. This item was actually looking for the direction of the bias of training 

application in the organization, as an activity. Findings indicate that training 

seems to have more value inside the organization, and this was indicated by the 

64% of the 71 respondents. According to the literature review on section 2.2.5.8, 

the Home Health Education Service training has more use-value in the sense that 

training relevance is biased towards internal endemism. This implies that after 

receiving training in Home Health Education Service organization, the trainee can 

use that training inside more than outside the organization. External bias of the 

training value was indicated by 33% of the 71 respondents who said that 

training in Home Health Education Service has external value only; this has been 

classified as exchange value, as reflected in section 2.2.5.8. This kind of skew­

ness, in terms of value application, comes only when the principles of training 

have not been properly applied, as outlined in section 2.2.2 of the literature 

review. The literature also indicates that the quality of training taking place has 

more of use-value than exchange-value. Sixty-four percent (64%) said there 
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was greater use-value, 33% indicated a bit of exchange-value, and only 3% 

indicated that the quality of training has exchange-value. On overall analysis, 

the training quality of Home Health Educators has more use-value than 

exchange-value. 

Training application 

Section 2.2 of the literature review indicates that training is crucial where growth 

and development are considered as goals for the organization. 

Section D, item 1, in the questionnaire required Home Health Education Service 

members to indicate whether they needed training. The results were such that 

97% of Home Health Education Service staff members indicated that while 

training is done as a practice, there is need to train all members of staff 

belonging to Home Health Education Service. 

From Table 4.1, the following is the summary of current practices done, 

regardless of the quality thereof: 

• Director Visits 

• Director assessing Home Health Educator: Attitudes, training 

quality, and training venues 

• Director trains Home Health Educator 

• Home Health Educator assessing training quality 

• Training taking place in Home Health Education Service venues 

• Application of relevant training techniques 

• Training value skew-ness 

• Training application 
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Table 4.2 HHES Current Practices in SAUC: A Summary of 

Interview Responses 

Item HHES current Home Health Educators 

practices Number of Views 

Respondents 

1 Using a pre-service 51 (100%) No pre-service training in 

training model for HHES 

Home Health 

Education Service in 

SAU 

2 Using an in-service 51 (100%) No in-service training 

training model that is model that is registered on 

accredited (NQF NQF. There was no 

compliancy) registered programme with 

SAQA and accredited by 

HEQC 

Section 2.11.1 of chapter two of this research document indicates that, like many 

other departments of the Seventh-day Adventist Church, Home Health Education 

Service was supposed to have pre-service kind of training. This is the standard of 

operation the church is expecting to see as a result of the training given to Home 

Health Educators before they are actually employed and sent into the field. This 

approach is applied when the church considers producing teachers, nurses, 

pastors, accountants, and other professionals in other departments of the 

church. This standard is in harmony with the expectations of the South African 

Government. From the interview (annexure 2) outcomes, it is evident that the 

kind of training offered is not according to the standards of the South African 

Qualifications Authority, because the training is not registered. The activities 

performed are therefore quite informal in nature. 
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The interview tool for data collection has items 1 and 2, and the following 

practices have been identified: An analysis of items 1 and 2 indicated that, item 

1 obtained the result that there is currently no pre-service training in SAUC, 

according to the 51 interviewed respondents who are Home Health Educators 

and leaders. Item 2 indicated that the in-service type of training practised is not 

registered on the NQF, hence has no recognition in the South African Context of 

programme accreditation. 

In summary, the interview schedule gives an indication that there is no pre­

service training practice and that the in-service training practice is not 

accredited. Table 4.2 above is therefore indicating that there is no pre-service 

training done as an activity and that the kind of training common to Home 

Health Education Service is that which is called in-service training. 

Table 4.3 HHES Current Practices in SAUC: Historical 

Documents' Reflection 

Examination of the historical the documents assembled revealed that there are 

basically four practices (activities) in Home Health Education Service in SAUC, as 

shown in the Table 4.3 below. These are prospecting, presentations, reporting, 

and training provision. The thirteen activities, obtained from annexure 6 and 7, 

in Table 4.3 below have been classified into four groups which have been 

explained after the table. 
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Table 

Documents' Reflection 

Practices by HHES workers Practices grouped by researcher 

Calls 

Appointments Prospecting 

Voice Of Prophecy Enrollment 

Demonstrations 

Making Orders 

Service Delivery (Learning Support 

Materials) Presentations 

Life Skills Education Programmes 

conducted (Bible Based Studies) 

Weekly submissions (Report) 

Monthly Bulletins (Report) Reporting 

L.E Development (Report) 

Co-Workers with sub-ordinate in the 

field Training Provision 

Course{fraining offered 

Prospecting 

Analysis of annexure 6 has revealed that for Home Health Educators to do their 

work they need people who are going to both listen to them and benefit from 

their service. The process of looking for these people is called prospecting. For 

prospecting to take place, they need to make contacts with people by any means 

which includes telephone calls, personal knocking on the door, making 

appointments with people met by chance in a place of convenience, and many 

more. Some contacts may be made in churches where people indicate that they 
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would like to undertake life skills studies through the Voice of Prophecy school 

enrollment. These enrollments are an indication that people would like to study 

some lessons on how to manage life from a biblical point of view. Based on this 

Home Health Educators make such indications as points of contact hence they 

also get classified as calls. Calls are actually the foundation of Home Health 

Education Service. Without these calls (calls, appointments, and voice of 

prophecy enrollments), Home Health Educators have no work. So, prospecting is 

an activity that has to be done if Home Health Education Service has to survive 

as an organization. 

Presentations 

In harmony with annexure 6 and 7, presentations manifest themselves in five 

areas: Addressing people met through prospecting, writing orders for their 

learning support materials, supplying learning support materials, running a 

seminar on life skills, and conducting bible studies. In all the five issues reflected 

above, Home Health Educator has to give orientation of some kind as an 

address. For this to be done professionally, knowledge, skill and correct attitude 

have to be combined as stated in the literature review section 2.2.5. 

Presentations are a second major step in the work of Home Health Educators. 

Reporting 

After prospecting and presentations are done, Home Health Educators have to 

give feedback on work progress to the leadership in form of a form, as indicated 

in annexure 7. This process of giving feedback to those in charge of the 

organization is called reporting. Reporting also covers the feedback from 

management which indicates that they have received an upward report, so they 

have to give downward report to the subordinates. 
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According to the Table 4.3 above, reporting has three manifestations: weekly 

reports, monthly reports, and Home Health Educator development report. If 

reporting is not done, Home Health Education Service management may not 

know the progress of their subordinates hence trainers may not able to know 

even how to direct their training programmes for the benefit of the organization. 

So, reporting is a very important activity in Home Health Education Service. 

Training provision 

In harmony with section 2.2.5.2 of the literature review, there is a notion that 

training has to happen so as to professionally meet organizational needs. Table 

4.3 above indicates two types of training: one offered by more experienced 

workers to the newly recruited workers, and one managed by the organizational 

management. From the records, it can be seen that training is one of the 

activities to be done by Home Health Educators to a large extent for 

organizational survival. 

The analysis of SPA bulletins (2000 to 20003) indicates that training provision, as 

a matter of practice, was something happening in Home Health Education 

Service of Southern Africa Union Conference. 

As shown in Table 4.3 above, there are thirteen practices performed in HHES in 

SAUC. Assessment of the document has helped to group the thirteen activities 

into four practices, which have been summarized as prospecting, presentations, 

reporting, and training provision. These are current practices according to the 

historical documents. 
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4.2.2 Training Needs Assessment of Home Health Educators 

in Southern Africa Union Conference (SAUC) 

This section focuses on the training needs assessment done by management of 

Home Health Education Service in Southern Africa Union Conference to the 

Home Health Educators who operate in the field. In any credible curriculum 

development, a comprehensive needs assessment must be conducted and it 

provides the basis for the training provided (See 2.2.5.1 of the literature review 

of this research document). 

Table 4.4 below presents training needs assessment questionnaire responses 

Table 4.4 Training Needs Assessment: Questionnaire Reflections 

Item Activity (need) Home Health Educators 

Number of Responses and time 

respondents in frequency (where 

percentage (Ofo) applicable) to options 

from Questionnaire section A 

2 Director assesses 39 No needs assessment done 

Home Health 35 Once in a month needs 

Educator's needs assessment is done 

on monthly basis 16 Twice in a month needs 

assessment is done 

4 Three times in a month 

needs assessment is done 

6 Four times a month needs 

assessment is done 
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3 Director assesses 39 Director does not conduct 

Home Health attitude assessment 

Educator's 26 Director conducts attitude 

attitude towards assessment once a month 

HHES 11 Director conducts attitude 

assessment once in a month 

and half 

17 Director conducts attitude 

assessment in a none 

specified times a month 

7 Director conducts attitude 

assessment in a none 

specified times per three 

months 

From Questionnaire section B 

15 Home Health 97 There is need for knowledge 

Educators need up-grading 

knowledge up- 3 There is no need for the 

grading knowledge up-grading 

19 Self Perception as 60 Book distributors 

book distributor 40 Not as book distributors 

From Questionnaire section C 

1 Perception of who 29 Directors are favored by 

is favoured by the training 

current training 35.5 Home Health Educators are 

favored by training 

35.5 The whole organization is 

favored by training 

2 The basis for 42 Training is based on needs 
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training model for of Home Health Educators 

Home Health 13 Training is based on needs 

Education Service of leaders 

45 Training is based on needs 

of the whole organization 

From Questionnaire section D 

1 The need to train 97 There is need to train HHES 

Home Health members of staff 

Education Service 3 There is no need to train 

members of staff HHES members of staff 

General comments on Table 4.4 above 

Items 2 and 3 of the questionnaire section A were designed to address issues on 

training needs assessment procedures in Home Health Education Service. 

Training needs assessment 

Item 2 in table 4.4 revealed that 61% of Home Health Educators acknowledge 

that Directors conduct needs assessment, with 39% refuting such an activity. It 

seems the procedure for assessment is a bit skewed, because the largest 

percentage is not exposed to the practice, 35% get assessed once a month, 

16% get assessed twice a month, 4% get assessed thrice a month, 6% get 

assessed four times a month. From the percentage distribution, there seems to 

be no processes or procedures related to training needs assessment in Home 

Health Education Service. Hence Fig. 4.3, section D, calls for training for all 

Home Health Education Service members of staff. 
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Assessment of attitudes 

Item 3 indicates that there is no well-defined procedure in terms of assessment 

of Home Health Educator's attitude towards Home Health Education Service. 

This is justified by the non-acknowledgement of such an activity by 39% of 

Home Health Educators, 26°/o who get assessed once a month, 11% who get 

assessed three times a month, 17% not knowing the frequency of assessment in 

a month, and 7% assessed irregularly on quarterly basis. This kind of 

distribution of assessment Is very uneven, and cannot have a well-documented 

procedure for such a move in terms of standard assessment procedures. 

From the research findings, there are no known standard procedures for 

assessment in the Home Health Education Service. 

Programme review 

Questionnaire Section B has items 15 and 19 on assessment as related to 

programme review. Item 15 indicated 97% of Home Health Educators calling for 

the up-grading of existing knowledge in HHES; if there was assessment of 

knowledge up-grading in HHES, 97% would not be calling for a change, which 

they would be experiencing. Hence, there seems to be no procedure for 

knowledge upgrading in HHES. 

Item 19 revealed that 60% of Home Health Educators see themselves as book 

distributors, and 40% perceive themselves as Home Health Educators, and not 

merely book distributors. This gap percentage in self-perception was not 

supposed to be if there were well-known assessment procedures in HHES. 

Items 15 and 19 above indicated that there are no well-known assessment 

procedures in relation to knowledge upgrading and self-perception. 

109 



Items 1 and 2 of questionnaire section C were designed to find out the state of 

affairs concerning the assessment procedures, and the bias of training favor in 

Home Health Education Service. 

Item 1 indicates that there is a tally between Home Health Educators and 

Organization, and the least favoured (29%) are the directors. From this 

reflection, it seems that the training done in Home Health Education Service is 

set to benefit the whole organization. This indicates that there is an assessment 

of some kind regardless of the quality of assessment procedures used. 

Item 2 indicates that 42% of Home Health Educators said that training is based 

on Home Health Educators, 13% said that it is based on leaders, and 45% said 

that it is based on the whole organization. In this item, it seems the assessment 

procedures are also in practice, because the training is perceived to be 

organization based. 

Scrutiny of items 1 & 2 leads one to conclude that the kind of training set seems 

to get regular assessment, such that it favours the whole organization as the 

consumer of training. On average (Items 1 and 2), training has been assessed 

to favour home health educators who are the foundation of the HHES 

Organization. 

Item 1 of Questionnaire Section D was designed to test the need for training the 

staff members. Data collected on this item indicates that 97% of Home Health 

Educators said that members of staff of Home Health Education Service 

organization need training. This reflection shows that while the organization 

receives training, there is a serious deficiency that has not yet been assessed 

procedurally. 
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Table 4.5 Training Needs Assessment: Interview Reflections 

Item Activity (need) Home Health Educators' views 

6 Developing another The interviewed respondents recommended 

training model that the following needs must be addressed 

by the new training model: 

• Client management 

• Employing Full-Time Trainers who will 

be engaged in training workers 

• Putting up a training institution and 

venues 

Ell Skills Development related to product 

knowledge and presentations 

• Employ the full time trained trainers 

who will specialize in training workers 

both as workers and trainers 

Gil Hire specialized training institutions 

for training 

Ill Training should be systematic 

• Human resource management 

Ell Temperaments of humans 

Ell Administration in HHES 

• Policy education and awareness 

• Communication skills 

Ell Salesmanship 

Ell Counseling 

• Report writing skills 

Ell Information and technology skills 

• Filing skills 
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• Financial and accounting skills 

• Systemic and systematic field 

practical training 

• Psychology of HHES 

11!1 Philosophy of HHES 

• Sociology of HHES 

General comments on Table 4.5 

On assessment procedures related to training needs assessment, responses to 

item 6 of the interview schedule indicated that there are quite a lot of areas not 

being addressed by the current Home Health Education training programme in 

operation. Table 4.5 above reveals that the current training is quite deficient in 

delivery and design; if this was not the situation, respondents would not have 

mentioned a lot of needy areas that are seen as not currently available. The 

needs indicated in Table 4.5 above may turn out to be a solution to the observed 

deficiency in training of Home Health Educators in Southern Africa Union 

Conference. 

From the analysis of data in Table 4.5, one may conclude that needs assessment 

procedures seem to be lacking in relation to training needs assessment. There 

seems to be no well-set standards for assessment of training needs. That is why 

there is great reflection of deficiency in knowledge design and delivery of the 

needs for training. The inclusion of the above needy stated areas in Table 4.5 

will definitely enrich the in-service training model in operation. 
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Table 4.6 Training Necaas Assessment: Historical Documents 

Examination 

(See Annexure 4 for clarity). 

Period of Monthly average number of Home Health Educators 

assessment who reported 

2000 to 2003 for4 On On Hours and Nothing 

(4 years) years hours purchases Purchases 

only only together 

46 months* 248 18 47 63 120 

(100%) {7%) (19%) (25%) (49%) 

*The SPA bulletins assessed were only 46 because 2 (February 2002 and 

October 2002) of the expected 48 months could not be found in the records. So, 

only 46 SPA bulletins were used instead of 48 to get the monthly average 

figures. 

General comments on Table 4.6 above 

In the Table 4.6 above, the researcher worked out the average monthly 

performance of Home Health Educators as reported by Home Health Educators 

to Southern Africa Union Conference Head Office for the period of four ( 4) years. 

The actual number of months assessed amounted to 46, because the other 2 

months' record could not be found from the regional office of Mafikeng ( for 

North West Province) as well as that of the head office in Bloemfontein. For this 

reason the average was calculated on 46 months in the same period of 4 years 

(2000 to 2003). 

The fact that the number of those Home Health Educators not reporting is higher 

than any of those in most specified columns in Table 4.6 is a clear indication that 
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needs assessment for training adjustment is not done according to the expected 

standards. If training needs assessment had been done, the consistent 49% of 

none reporting would not be tolerated for a period of four years. Analyzing table 

4.6 above, only 25% of Home Health Educators were reporting correctly. Such 

irregularities would have been addressed by training that is need-based. 

4.2.3 Adequacy of Training of Home Health Educators in 

Southern Africa Union Conference (SAUC) 

This section presents Home Health Educators' views on the adequacy of training 

they receive for task performance in Southern Africa Union Conference. 

Table 4.7 Adequate Training: Questionnaire Outcome 

Item Performance task Home Health Educator views 

Number of Responses and time 

respondents frequency (where 

in percentage applicable) attached 

(O/o) to options 

From Questionnaire section A 

5 Director visits to train 44 No training visits 

Home Health Educators 37 Training visits once a 

month 

4 Training visits twice a 

month 

3 Training visits three 

times a month 

12 Training visits four times 

a month 
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6 Desirable organizational- 22 No such training course 

based training course put 30 A bit of training 

up for Home Health 30 Occasional training 

Educators 14 Regular training 

4 Excellent regular training 

7 Enough training models 71 Not true 

available to be used for 7 Quite true 

developing training 7 True 

programmes - Assessing 1 Very true 

courses with relevant 14 Could not tell 

curriculum 

8 HHES needs a new training 1 Not true 

model for better work 10 Quite true 

output 37 True 

51 Very true 

1 Could not tell 

9 HHES training models need 1 Not true 

adjustment/attention for 4 Quite true 

the sake of success 35 True 

56 Very true 

4 Could not tell 

10 Wishing to attend school 4 Not true 

for training purpose, with 1 Quite true 

Home Health Education 31 True 

Service certification 61 Very true 

3 Could not tell 

From Questionnaire section B 

1 Possessing knowledge that 97 Knew that training offers 

training offers opportunities to learn 
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opportunities to learn 3 Did not know what 

training can offer 

2 Acknowledging a variety in 63 Agreed 

the ways Home Health 37 Disagreed 

Education Service training 

is done 

3 Satisfied with the training 35 Satisfied 

offered in Home Health 65 Not satisfied 

Education Service 

9 Knowing Home Health 12 Knowing 

Education Service training 88 Not knowing 

curriculum 

10 Knowing the formal status 23 Yes 

of Home Health Education 77 No 

Service training model 

12 Home Health Education 97 Yes they do 

Service trainers (directors) 3 No they don't 

need extra training 

18 Experiencing community 62 Yes 

appreciation of due service 38 No 

delivery by Home Health 

Education Service 

From Questionnaire section C 

1 Most favoured by training 29 Leaders 

models used in HHES 35.5 Home Health Educators 

35.5 The whole Organization 

4 The place of value and 64 HHES only 

recognition of training 33 Both HHES and other 

departments too 
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3 In other departments 

only 

5 In possession of filing as a 35 True 

matter of Office-practice 26 Not true 

for easy client scanning for 39 Could not tell 

record's sake 

From Questionnaire section D 

2 Kind of Training Needed - To indicate the 

inadequacy of the 

current training, the 

following issues have 

been raised as lacking in 

the current training: 

Training in general, 

needs assessment skills, 

marketing skills, general 

management skills, 

business management 

skills, linguistics and 

communication, training 

school, administration 

skills, financial 

management skills, 

sociology of HHES 

studies, basic theological 

studies, health education 

studies, psychology of 

HHES studies, 

philosophy of HHES 
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studies, curriculum, 

ethics in HHES, change 

management skills, 

computer & technology 

skills, public relations, 

motivation studies, 

clerical skills, teaching 

skills, counseling skills, 

retirement annuity 

5 Training task related - Training should cover 

information the list found in item 2 

above 

Adequacy of training 

In section 2.2.2 of the literature review of this research document Van Dyk et al 

(2001:150) indicate a principle that satisfaction of trainees should be 

experienced by themselves. This indicates that even before a trainee gets into 

the field s\he should have some confidence due to training received in Home 

Health Education Service. For this reason the adequacy and relevance of training 

is paramount. In the Table 4. 7 above matters relating to the adequacy of 

training are considered and the outcome is discussed below. 

Questionnaire examination on the issue of training adequacy is found in all 

sections. Questionnaire section 'A', items 5, 6,7,8,9 and 10 give the following 

information on training issues. 

Item 5 indicates the percentage distribution of how training, through director 

visits, is offered to Home Health Educators in SAUC. 44% of Home Health 

Educators are not experiencing training. They don't receive visits from the 
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director who is also a trainer. 37% indicate one director's visit per month for 

training purposes, 4% receive such visits twice a month, 3% receive such 

training visits for three times a month, and 12% experience four times of such a 

training visit in a month. The kind of training offered is a bit skewed and 

irregular in approach. 

Like item 5 above, item 6 reveals some similar unbalanced percentage~ 

distribution; with a 22% denial that organization-based training is done. 30% 

reported just a bit of such a training done, another 30% reported occasional 

training sessions, and only 4% reported regular training sessions provided. 

Analysis of the above information revealed that Home Health Education service 

organization-based kind of training is not well distributed. 

Item 7 indicated that 71% of Home Health Educators did not seem to know any 

training model from which their training programmes were drawn. Adding 14% 

to 71% gives an idea about Home Health Educators who did not have a true 

status of the training models available. On this item, only 15% (made up of the 

7% Quite true, 7% - True, and 1% - Very True of the availability of training 

models) seem to indicate the availability of training models from which HHES 

training programmes were drawn. 

The information here indicates that there may be very informal kinds of training 

models that are available. This might be the reason why the 85% of Home 

Health Educators have no idea of their availability. 

Item 8 assessed the need for training model for better work output. 1% 

indicated that there was no need for a new training model, and another 1% was 

not sure of the need for training purposes. Summary of item 8 indicates that 

98% of the 71 respondents saw it necessary for HHES to have a training model 
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that would help improve the work output. The compound response of 10%, 

37%, and 51% indicate that training provided is not adequate, and this is in 

harmony with items 9 and 10 that were included to test the similar view. 

Item 9 indicated whether the training models being used need adjustment or 

attention. 1% saw no need for adjustment, and 4% were not sure of the need 

for adjustment. However, 95% saw that the training being offered is not 

adequate that's why they are calling for an adjustment in the training model 

from which training programmes are drawn. 

In summary, item 9 gave a notion that training provision was not adequate. 

Item 10 indicated the expression of establishing a school for HHES training. 4% 

indicated no need, and the other 3% indicated not being sure of whether 

establishment of school for training is a need. The remaining 93% indicated that 

establishing training school would be a good idea. This also· revealed that the 

kind of training offered was not adequate, because if it was adequate, then 

Home Health Educators would not have considered the establishing of training 

school a good idea. 

Section B of the questionnaire as a tool for data collection has the following 

items: 1, 2,3,9,10,12, and 18 throwing light on the adequacy of training offered 

in HHES. 

Item 1 assessed the knowledge of whether Home Health Educators understand 

what actually training is. 97% clearly indicated that they know what training is, 

and that its benefit is to offer opportunities to learn. Only 3% indicated not 

knowing. The implication is that Home Health Educators understand what 

training is, and they also know that it is beneficial for the effectiveness and 

efficiency of the organization. 
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Item 2 was designed to test the variety in training programmes in HHES, 63% 

acknowledged a wide range of how training is done, while 37% denied such a 

variety. 

Linking item 2 to item 3, there is a reflection that the kind of training offered is 

seen by 65% of Home Health Educators as not satisfactory, while 35% see it to 

the contrary. Linking items 2 and 3 to 9, it is quite clear that the training offered 

is not adequate, because 88% of Home Health Educators do not know their 

curriculum, even if 12% refuted that. Comparative analysis of items 2, 3, 9, and 

10, shows that HHES training is not adequate because 77% of Home Health 

Educators saw the curriculum as informal. 

Item 12 evaluated the training status of trainers as related to their having been 

trained to train. 97% of Home Health Educators clearly stated that trainers have 

not been trained to train. The 3% of Home Health Educators who affirmatively 

said that trainers have been trained may be indicating the state of affairs that is 

not equitable. Item 12 indicated that training is not adequate. 

Item 18, reveals that community members are appreciating the work done by 

Home Health Education Service, regardless of the quality of the training. 62% of 

Home Health Educators have affirmed that. 

In summary, the questionnaire section B indicates that HHES training that is 

offered is not adequate. 

Questionnaire section C has items 1, 4, and 5, on the adequacy of training. 

Item 1 indicated that regardless of the adequacy levels of training, training done 

in HHES favoured the organization as a whole. The distribution of favourable 

perception is quite normal, with a tally between Home Health Educators and 

Organization (which cover leaders and all other workers). 
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Item 4 indicated that the kind of training offered in HHES has more value inside 

the organization, according to the 64% of Home Health Educators. This means 

after the training of Home Health Educators by Home Health Education Service, 

the qualification is not recognized elsewhere, except Home Health Education 

Service. In short, HHES training has more use value than the exchange value 

supported by the 3% of Home Health Educators. The fact that 33% of Home 

Health Educators indicated that HHES training has both exchange and use 

values, may only be reconciled to the 64% if it is understood in the application of 

principles of training, but not certificate-wise. 

Item 5 tests the clerical aspect of administration of work, by means of formal 

office practice. 35% say they do filing, but 26% say they don't, and 39% say 

they cannot tell. Those that say they don't and those who do not know what 

they are doing can be combined to form a team of 65% of those with no clerical 

skills. This clearly indicates Home Health Education Service training is not 

adequate. Therefore it needs attention, as related to knowledge, skills, and 

attitude (KSA) in office practice. 

In summary, the questionnaire section B is revealing that training is not 

adequate. 

Section D of the questionnaire has items 2 and 5. Both items have actually 

indicated the training needs that should be included in the training programme 

should there be amendment in training. 

On the overall levels, HHES training has been assessed not adequate. It needs 

adjustment for effective and efficient work output. 
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Table 4.8 Adequacy of Training: Interview Reflections 

InteJView reflections indicate that there are things that ought to be added to the 

current training practices that can help Home Health Education SeJVice training 

to be adequate with accreditation. These suggestions have been put in Table 4.8 

below 

Item Performance task Home Health Educators' views 

5 Additional to current training To address the inadequacy of current 

practices that can help in the training as related to accreditation, 

process of registration by the the following have been mentioned: 

South African Qualifications • Register with relevant Sector 

Authority Education and Training 

Authority (SETA) 

• Improve, in design and 

delivery, the Home Health 

Education SeJVice Curriculum 

• Engage trained trainers 

• Set up organizational training 

venues 

• Affiliate with a registered and 

accredited institution for 

higher learning 

General comments on table 4.8 above 

As shown in Table 4.8 above there is an indication that Home Health Education 

SeJVice training programmes need to make adjustment for the sake of 
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registration and compliancy to NQF. The following proposals have been made to 

make HHES training accredited: 

•!• Set up organizational training venues. 

•!• Register with the relevant Sector Education and Training Authority in RSA. 

•!• Engage the trained trainers for training purposes 

•!• Improve, in design and delivery, the current training curriculum 

•:• Affiliate with the registered and accredited institution for higher learning 

Based on the facts in table 4.8 above, Home Health Education Service training is 

inadequate, it needs attention. 

The following table below presents the remuneration of Home Health Educators 

by means of what they purchase from their depots. It should be understood that 

Home Health Educators receive their income from the commission obtained from 

the learning support materials distributed. This helps the study to establish the 

economic status of Home Health Educators, which in turn reflects on how well 

trained they were. 
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Table 4.9 Adequacy of Training of Home Health Educators 

Reflected by Comparative Average Purchases in 

SAUC (November 2002 to October 2003) 

All the figures are in South African Rand Value. 

Place in SAUC Average Number Total Purchase Ave. Purchase for 

of Workers each worker per 

month 

Namibia South 8 R66131.00 R688.86 

Namibia North 13 R10710.00 R68.00 

Swaziland 13 R127195.00 R815.35 

Southern Natal 20 R184286.00 R767.86 

Northern Natal 12 R45158.00 R313.60 

Queens Town 10 R15330.00 R127.75 

Port Elizabeth 18 R231688.00 R1072.63 

Cape (Monakali) 27 R127039.00 R392.10 

Cape (Oliphant) 23 R313759.00 R1136.81 

Free State 12 R144837.00 R1005.81 

Lesotho 14 R6453.00 R38.41 

Gauteng-CCJS 24 R45904.00 R159.38 

North-West-AMM 6 R98168.00 R1363.44 

Gauteng CCJS (2) 22 R672566.00 R2547.60 

W.Rand Soweto 13 R59602.00 R382.06 

Jouburg-Adam 5 R35321.00 R588.68 

E.Rand (2&4) 12 R103627.00 R719.63 

E.Rand (1&3) 4 R53618.00 R1117.04 

Low Veld 4 R41713.00 R869.02 

High Veld 8 R14258.00 R148.53 

C. Gauteng-TK 12 R104175.00 R723.44 

Pietersburg 3 R31849.00 R884.69 

Venda 5 R26259.00 R437.65 
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According to Southern Publishing Association protocol, there is an understanding 

that before Home Health Educators distribute learning support materials to 

members of the public, there is need to pay a down payment for the learning 

support materials to be released from the depot. This down payment is almost 

equivalent to their commission after the distribution is done. This therefore 

indicates that the greater the purchase amount, the higher the remuneration 

package of a Home Health Educator. The purchase can also be used to measure 

how knowledgeable and skilled the worker is, as related to training received. The 

table 4.9 above is giving average purchase figures per defined area for a period 

of 12 months (November 2002 to October 2003). 

Having examined the News Bulletins, from November 2002 to October 2003, 

there is an indication that the training Home Health Educators have received is 

not adequate. Table 4.9 reveals it all. As shown in Table 4.9 above, on average 

basis no home health educator can have a descent livelihood, according to the 

economic standards of the places they come from. 

The lowest purchase power is reflected in Namibia North where each home 

health educator could afford only a monthly R68.00 worth of learning support 

material for distribution, which would give him or her almost the same value of 

profit. No matter how skilled a person is in budgeting, in Namibia, no one can 

pay for house rent, water bills, medical expenses, electricity bills, and so forth, if 

one earns R68.00 per month in the 21st century. This clearly shows that people 

need adequate training that is better than the current one given during the data 

collection of this research. 

The highest average purchasing power is reflected by Gauteng (COS (2)) of 

R2547.60 per person per month. Considering the economic living standard of 

Gauteng, such an amount would only allow one to live under strict measures of 

livelihood, without a choice on where to stay, kind of food to eat, school to take 
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children to, and so forth. Having considered such a situation, there is definitely a 

need to change the current programme so as to promote productivity of each 

individual. This also reflects that the kind of training offered is not adequate. 

In summary, the kind of performance revealed by historical documents is in 

harmony with the interview and questionnaire tools examined. Home Health 

Educators are definitely not satisfied with the adequacy levels of training offered 

by HHES. The views of Home Health Educators and their performance seem to 

agree, and this disqualifies the current training trend from being adequate. 

4.2.4 Evaluation of Training of Home Health Educators in Southern 

Africa Union Conference (SAUC) 

This section focuses on management evaluating the in-service training with the 

view to adjusting the training models for Home Health Education Service for 

greater output. 

Table 4.10 Training Evaluation: Questionnaire Examination 

Item Training evaluation Home Health Educators 

task Number of Responses and time 

respondents in frequency (where 

percentages (O/o) applicable) attached to 

options 

From Questionnaire section A 

1 Director visits Home 37 Not at all 

Health Educator with 36 Once a month 

the aim of counselling 17 Twice a month 

on how to work 3 Three times a month 
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7 Four times a month 

3 Director assesses 39 Not at all 

attitudes of Home 26 At least once a month 

Health Educators 11 At least once in 1112 

towards HHES months 

17 Monthly 

7 Quarterly 

4 Performance assessed 32 Not at all 

or evaluated as 43 At least once a month 

related to Home 11 At least twice a month 

Health Educator's 7 Three times a month 

tasks per month 7 Four times a month 

From Questionnaire section IB 

10 Training evaluated as 23 Yes 

formal 77 No 

14 Induction period 29 Yes 

evaluated as one that 71 No 

needs no attention 

16 Home Health 13 Yes 

Education Service has 87 No 

school buildings for 

training purposes 

19 Home Health 60 Yes 

Educator evaluated 40 No 

self as book 

distributor 

20 Evaluated self as 78 Yes 

more of a Home 22 No 

Health Educator than 
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Book Distributor 

from Questionnaire section C 

2 Whose needs do the 42 Home Health Educators 

training model in 13 Leaders 

existence is based? 45 The whole organization 

3 Training techniques 20.5 Changed greatly 

evaluated as having 20.5 No change 

been changed in the 59 Not having observed any 

last decade change 

4 The place of Home 64 HHES only 

Health Education 33 Both HHES and other 

Service training value departments too 

and recognition 3 Other departments only 

from Questionnaire section D 

2 Kind of training - The following are needs to 

needed enhance the adequacy of 

current training: see Table 

4. 7 above. It is the same 

list in a descending order 

found on item 2 responses 

of Questionnaire section D 

3 Needs evaluated - No one answered as 

necessary before expected. 

setting up a training 

model 

General comments on Table 4.10 above 

According to section 2.2.5.9 of the literature review of this research document, 

evaluation covers general assessment and monitoring of programme. Table 4.10 
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concentrated on issues around the evaluation of training of Home Health 

Educators in Southern Africa Union Conference. 

Item 1 of questionnaire section A was included to find out contact visits of a 

director, who is also a trainer, to Home Health Educators. 37% of the 71 Home 

Health Educators say that they don't see the director even once in a month. This 

indicates that the director cannot monitor or evaluate that portion of Home 

Health Educators that form 37% of the population. From this group of 37%, 

director visits the remaining 63% in an uneven manner, as can be seen from the 

percentage-distribution and frequency of director visits. From this item 1, there 

is an assumption that directors are finding it hard to evaluate the performance of 

their subordinates. 

Item 3 of the questionnaire section A was included to find out whether directors 

conduct assessment tests related to Home Health Educator's attitude towards 

the Home Health Education Service organization. 39% of the 71 Home Health 

Educators deny such an evaluation, 26% record once a month evaluation 

exercise, 11% report once evaluation that takes place in one and half month. 

17% have no knowledge of frequency of such evaluation. 7% say that 

evaluation is done quarterly. The evaluation process seems to be uneven. 

Item 4 of section A of the questionnaire was included to find out the director's 

assessing the performance of Home Health Educators supposed to be trained by 

him or her. Thirty-two percent (32%) said that no such evaluation was done, 

43% indicated once a month such evaluation was done, 11% indicated that 

evaluation was done twice in a month, 7% indicated three times evaluation was 

done in a month, and the other 7% reported four times evaluation was done. 

This percentage distribution is also uneven, and the zero assessments of the 

director for evaluation or monitoring the process predisposes the organization to 

poor performance reflected in the News Bulletin (see Table 4.9). 
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Items 10,14,161 19 and 20 on training evaluation are on section B of the 

questionnaire. Item 10 reflects that 23% of Home Health Educators consider 

training as formal, but this is being nullified by the 77% of the same group that 

indicate that training in HHES is not formal. If evaluation had normally been 

done, then, Home Health Educators would have a notion of the formality of the 

training. 

Item 14 reveals that the training induction period of Home Health Educators 

needs great attention, according to the 71% of the responses. The 71% did not 

affirmatively agree with the statement that induction period of Home Health 

Educators does not need attention, while the 29% affirmatively agreed. 

Item 16 again deals with the evaluation that Home Health Education Service has 

school buildings. Findings are such that 87% say there aren't any school 

buildings for HHES. If evaluation had been done, the school buildings would 

have been made known to the Home Health Educators. 

Item 19 considers the evaluation of self-perception of status of Home Health 

Educators. 60% see themselves as book distributors, yet there are other tasks 

they have to perform in the whole process of Home Health Education Service. If 

evaluation had been done, this perception would have been adjusted. 

Linking item 19 to item 20, the term Home Health Educator seems to be more 

job descriptive than book distributor. 78% indicated that Home Health 

Educators see themselves more as Home Health Educators than book distributors 

Section C of the questionnaire has items 2, 3, and 4 on training evaluation. 

Item 2 reflects that training in Home Health Education is organizational need-
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based, because the percentage distribution of 42% for Home Health Educators 

and 45% for organization as a whole. In fact this reflection shows the use-value 

of training in Home Health Education Service is quite skewed in approach. 

Item 3 reflects that there has not been any change in training, according to the 

79.5% of Home Health Educators. 

Item 4 reflects that the training evaluation reveals that the Home Health 

Education Service training has more use-value than exchange value, according to 

the 64% of Home Health Educators. According to section 2.2.5.8 of literature 

review of this research document training in Home Health Education Service has 

more of internal application and value than that which can be transferred to 

other departments or organizations. 

Section D has items 2 and 3, on training evaluation. 

Item 2 has introduced a list of what training would cover if it had to meet the 

needs of Home Health Educators. See table 4.7, questionnaire section D. 

Item 3 reveals that Home Health Educators are not even aware of what is 

necessary before setting up a programme, let alone the training model. 

Evaluation would have helped workers know about programming in Home Health 

Education Service. 

In summary, if training evaluation had been done according to the expected 

standards, Home Health Educators would have observed the change in training 

trends. 
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Table 4.11 Training Evaluation: Interview Outcome 

The interview schedule revealed the following views from Home Health 

Educators: 

Item Training evaluation task Home Health Educator's view 

3 Evaluated aspects of training Current training is not evaluated, if 

required by the Home Health this was so, the following would have 

Education Service for good been included in the design and 

performance execution of curriculum: 

• Salesmanship 

• Communication 

411 Product knowledge 

• Business Management 

Studies 

• Financial Management 

® Practical Field Training 

Ell Theological Studies 

Ell Marketing 

• Philosophy of HHES 

• Administration in HHES 

• Public Relations 

411 Sociology of HHES 

• Computer Related Skills 

" History of HHES 

• HHES Ethics 

• Health Education 

• Development Studies 

• Human Temperaments 
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• Counseling 

• Comparative Religion 

• Leadership Skills 

e Family Life Education 

• International Relations 

General comments on Table 4.11 above 

The outcome of the interview shows that there is no evaluation done as related 

to the quality of training offered by Home Health Education Service. 

Item 3 seems to reveal that Home Health Education Service does not evaluate 

the training they offer to Home Health Educators, otherwise those requirements 

needed would agree with the performance observed in table 4. 9. The list of 

needs of training (stated in Table 4.10) would be so obvious that many of them 

were needed not to be mentioned as those needed to be included in the training 

programme for Home Health Educators. This kind of reflection happens only 

where evaluation has not taken place. 
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Table 4.12 Training Evaluation: Historical Records 

Year Number Monthly average number of Home Health Educators 

of who reported per year 

months Totals Hours Purchases Hours & Nothing 

assessed only only purchases 

together 

2000 12 239 17 40 71 111 

100% (7%) (17%) (30%) (46%) 

2001 12 242 21 56 57 108 

(100%) (9%) (23%) (24%) (44%) 

2002 10 22 20 52 61 159 

(100%) (7%) (18%) (21%) (54%) 

2003 12 229 16 43 62 108 

(100%) (7%) (19%) (27%) (47%) 

General comments on Table 4.12 above 

From the data distribution, it is clear that most Home Health Educators were not 

reporting per month, from the 2000 to 2003 calendar years. This is giving 

another highlight on the possession of knowledge, skills, and attitude of Home 

Health Educators in their work. This reflects a problem, on a part of trainers 

(who are also directors), since they could not see such a none-reporting trend 

for a period of four years. The evidence of this is seen in the largest number of 

Home Health Educators who were not reporting on monthly basis. If training 

had been evaluated, this anomaly would have been addressed. 
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4.2.5: Appropriate Training Model for Home Health 

Educators in Southern Africa Union Conference (SAUC) 

The main research question in this document revolves around suggesting a 

training model that will improve the quality of performance of Home Health 

Educators within the Seventh-day Adventist church in SAUC. Table 4.13 below 

shows the questionnaire outcome on the issue of justification that there is a 

need to design or develop a training model for Home Health Educators in SAUC 

for successful service delivery. 

Table 4.13: Need for Training Model: Questionnaire Outcome 

Item Training need Home Health Educators 

Number of Responses and time 

respondents in frequency (where 

percentage (Ofo) applicable) attached to 

options 

From Questionnaire section A 

7 HHES has enough 71 Not true 

training models such 7 Quite true 

that the organization 7 True 

needs none 1 Very true 

14 Could not tell 

8 HHES needs new 1 Not true 

training model 10 Quite true 

37 True 

51 Very true 

1 Could not tell 

9 HHES training models 2 Not true 
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available need to be 4 Quite true 

attended to 35 True 

55 Very true 

4 Could not tell 

10 A wish to have a 4 Not true 

training school where 2 Quite true 

Home Health 31 True 

Educators would 61 Very true 

graduate as certificate 3 Could not tell 

Holders 

From Questionnaire section B 

7 A wish to get diploma 97 Yes 

qualification in HHES 3 No 

8 Desire to have a 94 Yes 

training model to 6 No 

address higher HHES 

qualification need 

than that which is 

currently held 

11 Wishing to change the 94 Yes 

HHES Curriculum 6 No 

12 Training for Trainers 97 Yes 

(Directors) is 3 No 

necessary 

13 Pre- service Training 83 Yes 

is needed in HHES 17 No 

16 HHES has training its 13 Yes 

own school buildings 77 No 

17 Distance learning 33 Yes 
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more beneficial than 67 No 

classroom based for 

training purposes 

From Questionnaire section D 

4 Need for training 97 Yes 

model by this study is 3 No 

necessary 

General comments on Table 4.13 above 

Section A of the questionnaire has items 7, 8, 9 and 10 reflecting the need for 

training model for successful service delivery. 

Item 7, indicates that 71% saw the need for training model development, 15% 

did not see such a need, and 14% could not make either a head or tail of the 

need for training which is an indicator for the necessity of a training model, 

because it may be that the 14% who claimed ignorant of the need for 

developing a training model may well represent a group of those who do not 

know even their needs as far as training needs are concerned. 

Item 7 clearly indicates that the development of a training model is justified, and 

it is a need. 

Item 8 indicates that 98% of Home Health Educators saw the need to develop a 

training model. Only 2% here seemed not to know that training model is of vital 

importance. This item 8 confirms that it is necessary to design a training model 

for Home Health Educators. 

Item 9 indicates that 94% of Home Health Educators saw the need for a design 

of a training model with a view of adjusting the current training trend in Home 
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Health Education Service. Though the 4% might not have been able to tell the 

need for designing a training model, it may be an indication that they don't know 

their training needs. This is very insignificant compared to those that make the 

94%. 

Item 10 indicates that 93% saw it necessary to put up a training school where 

Home Health Educators may graduate as certificate holders. The percentage 

that rejects the idea is quite insignificant due to percentage difference. 

In summary, section A of the questionnaire dearly indicates that a design of a 

training model with a training school would be vital for sound service delivery in 

Home Health Education Service. 

Section B of the questionnaire has items 7,8,11,12,13,16, and 17 which address 

the relevance of training model. 

Item 7 indicates that 97% of Home Health Educators would like to see 

themselves getting even diplomas from Home Health Education Service. This 

indicates the need for training model design, and that the model should help 

offer diploma levels of in-service kind of training. The three percent that don't 

see the need are quite an insignificant number. 

Item 8 indicates that the training model should address the needs of Home 

Health Education as an organization. This notion received 94% support, and 

compared to the opposing 6%. 

Item 11 indicates that 94% of Home Health Educators would like to see the 

curriculum of the current HHES training programme change. 6% that does not 

support the idea here is quite insignificant. 

Item 12 indicates that trainers need to undergo training in Home Health 
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Education Service. 97% of Home Health Educators hold a contradictory view 

that they see no need, but their representation of the group is very insignificant. 

Item 13 indicates that there is need for pre-service training. 83% supported this 

idea but 17% of the same group (of Home Health Educators) was not in favor of 

the pre-service kind of training. 

Item 16 reveals that 77% of Home Health Educators would love to have their 

training sessions in the school buildings of the Home Health Education Service 

organization. 13% were opposed to this idea, but the 77% who supported the 

idea are far greater, in number, than their counterparts. 

Item 17, addresses the benefit between using distance education programme 

and compared to classroom based. 67% saw it necessary to have a classroom 

kind of training, while the 33% see it beneficial to train through distance 

education programme. The popular side is that of 67% that indicated that 

school buildings will be vital to classroom learning. 

Questionnaire section D has itemed 4 commenting on the need for training 

model design and what it needs to address. 

Item 4 clearly indicates that this research study on training model designs is 

necessary by 97% of Home Health Educators, with 3% percent opposing the 

idea. 

In summary, section B of the questionnaire has illustrated that it is necessary to 

have a training model and that the training model should address the needs of 

Home Health Education Service, and that there is need to have the model 

address training programmes via both pre-service and in-service phases of 

training, and much of it should be classroom based, as compared to distance 
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education learning. 

Table 4.14 Needs of Home Health Education Service as Related to 

Current In-Service Training: Interview Outcome 

Needs to be addressed Percentage score Priority position 

Formalizing the training 21.13 01 

Regular training sessions 11.26 02 

Product Knowledge 07.04 03 

Business Management 07.04 04 

Communication 07.04 05 

Field Practical 05.64 06 

Segmenting Training 04.22 08.5 

Change Management 04.22 08.5 

Health Education 04.22 08.5 

Salesmanship 04.22 08.5 

Train Trainer Training 02.82 12.5 

Certification 02.82 12.5 

Financial Management 02.82 12.5 

Accreditation Process 02.82 12.5 

Organizational Venues 01.41 16.89 

Presentation Skills 01.41 16.89 

Reporting Skills 01.41 16.89 

HHES History 01.41 16.89 

Information Technology Management 01.41 16.89 

Family Life Education 01.41 16.89 

Counseling Therapy 01.41 16.89 

Self Reliance 01.41 16.89 

Bloom's Taxonomy 01.41 16.89 

141 



Item 4 was included in the interview schedule to assess the current status of the 

in-service training and justify the amendment if necessary. The outcome of item 

4 resulted in the contents found in Table 4.14 above, and general analysis of the 

interview schedule indicates that the current training needs great attention, and 

that a new set of training programmes be introduced, which will address such 

things as seen in Table 4.14 above, in their order of importance. The list ranges 

from formalizing training in general to Bloom's taxonomy, and the priority 

position column indicates that the one rated number 1 is the highest preferred 

choice with the lowest at the bottom. So, training model should address such 

things, as indicated in table 4.14 above. 

4.3 SUMMARY 

Current practices performed in Home Health Education Service in Southern 

Africa Union Conference can better be summarized as follows: Training is done 

by directors though it is not NQF compliant, it is not formal, and it is not localized 

in the HHES organization building; While training is done by the directors 

themselves, it has been discovered that these trainers are not themselves 

trained; Director visits Home Health Educator for monitoring progress and advice 

on work related matters; Director assesses field workers on various aspects of 

work, though this has been found not done according to standardized methods; 

Examination of news bulletins have revealed that Home Health Education Service 

can have its practices summarized into four - prospecting, presentations, 

reporting, and training provision. 

Assessment of training needs by Home Health Education Service is not done 

according to the expected standards that have universal application. This 

research has established that directors need assessor training, because there are 
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many irregularities that could have been avoided if assessment could be 

practiced in a correct way. According to this research, assessment of training 

needs in Home Health Education Service is lower than the expected standard. 

This was confirmed on examining the news bulletins (from 2000 to 2003) which 

gave an indication that an average of 49% of Home Health Educators was not 

giving progress report on monthly basis. Such a period is too long to allow non­

reporting of 49% to continue existing in a system if there was any good 

evaluation done. 

Adequate training was not given to both Home Health Educators and the 

management team. According to this research, this has been reflected in the 

performance of economic viability for sustainability and poor reporting activities 

by Home Health Educators, and the ability of management to have tolerated the 

poor performance for a period of four years covered by this research. Moreover, 

responses from questionnaire items 8 and 15, section B, indicate that training is 

not adequate by 94% and 97% respectively. This is clearly an evidence of 

inadequate training that needs attention. 

Evaluation of training has also been found not up to standard. This research 

discovered some irregularities that have been practiced in Home Health 

Education Service such that the use of proper standardized evaluation methods 

would have led to some great change in the way things are done in Home Health 

Education Service. The quality of training has been reflected as not being NQF 

compliant, and KSA model is quite unknown to the organization. Responses from 

itemsl, 3, and 4 indicated that the 37%, 39%, and 32% of those working with 

Home Health Education Service deny experiencing the evaluation of training 

needs, respectively. Moreover, items 10 & 14 of questionnaire tool for the 

collecting of data indicated that 77% and 71% of Home Health Educators do not 

experience the evaluation of training needs. 
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A suggested training model suitable for the Home Health Education Service 

organization progress has been herein designed and named as Evaluation 

Training Model (ETM). Megginson, Banfield, and Joy-Matthews (1999:161) define 

evaluation as a process that essentially determines to what extent organizational 

objectives have been achieved, which is characterized by assessment. According 

to this research the model should address both the pre-service and the in-service 

kind of training. The ETM is expected to consider the training programs that will 

eliminate some of the irregularities discovered in this research project. 

In conclusion, the general assessment of the whole section of 4.2 has an 

observation that there is need for a training model that can best address the 

Home Health Education Service, and that training model is the kind which 

promotes evaluation of the whole organization before a training programme is 

set. The researcher decided to call this kind of training model as Evaluation 

Training Model (ETM) due to factors arranged in chapter five of this research 

document. 
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CHAPTER FIVE 

EVALUATION TRAINING MODEL (ETM): ITS JUSTIFICATION AND 

DESIGN 

5.1 INTRODUCTION 

Chapter four contained data presentation and interpretation, this chapter 

evaluates and discusses the current training of Home Health Educators, and 

proposes the need for a relevant training model that is designed to meet the 

training needs of Home Health Educators. The training model found to be 

suitable in this research outcome has been called Evaluation Training Model 

(ETM). 

The nature of the Evaluation Training Model (ETM), which makes it different 

from others, is that it emphasizes the evaluation of the system before the trainer 

embarks on designing a training programme for the sake of relevance. to the 

organization. Bartram and Gibson (1999: 9) say that there is need to evaluate 

the value of training. In addition to the idea of evaluation, Bartram and Gibson 

(1999:37) say that needs assessment as related to training needs process is of 

great value if the trainer has to avoid being irrelevant. Talking about developing 

an understanding of the organization before one attempts to train anyone in it, 

Furjanic and Trotman (2000: 16) say, "to lead a learning effort, you need to 

have an understanding of the organization's beliefs and values and how they are 

evidenced in the way the organization operates. Where these beliefs and values 

are present in an organizational life, they affect everything in the organization 

including the norms that guide the behavior of managers, supervisors, and 

employees." The authors above are affirming the fact that evaluating the current 

trend in training issues in an organization is critical before a trainer designs a 

training programme for such an organization. However, the ETM will help solve 
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the problems directly linked to the five research questions as discussed in 5.2 

below. 

Due to the nature of data presented and interpreted in the chapter four of this 

research document, this chapter has been broken into four vital sections: 

Introduction, ETM justification, ETM design, and summary of the chapter. 

S.2JUSTIFICATION fOR A TRAINING MODEL 

Complete assessment of chapter four of this research document has helped the 

researcher to put up some justification for ETM due to the following factors 

discovered in this research. After the evaluation of the activities done in Home 

Health Education Service in Southern Africa Union Conference, it was seen 

beneficial to put up a training model. Factors behind the design or development 

have been arranged according to the research questions as shown below: 

• The unsatisfactory way current practices are done. This 

research has discovered that many of the practices are done in a 

very informal way, and that the kind of training done is not 

registered with South African Qualifications Authority. There are no 

well defined standards followed for such activities as directors visit 

Home Health Educators for monitoring and checking how training is 

conducted, as reported in chapter four. ETM will therefore help 

trainers in Home Health Education Service to put correct checks on 

the current practices as being guided by the model on training 

issues related to the practices. The model will also help in 

formalizing activities as required by the Republic of South Africa in 

which SAUC is headquartered. 
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~~> The unsatisfactory assessment procedures conducted by 

the Home Health Education Service management. 

Performance, in terms of such things as investment of energy into 

presentations shown by low monthly purchases, and poor reporting 

reflections, confirm that there was some thing wrong with the 

organizational procedures, as done by management, in relation to 

the assessment practice for progress. Evaluation Training Model will 

help amend the training assessment procedures to a satisfactory 

level by introducing systems that will assess performance in training 

and in visits done by directors in Home Health Education Service. 

• Inadequate training. Poor performance in work output indicates 

that training has not been given its due attention. This research has 

confirmed that Home Health Educators are not satisfied with the 

quality of training they are currently receiving. They have stated in 

Table 4.13 above that training is not adequate. Since ETM 

encourages evaluation at every stage of training programme, the 

training outputs will be quickly checked and corrected, as long as 

the model remains a guide for training Home Health Educators. This 

will help elevate the level of adequacy of training of Home Health 

Educators in SAUC. 

• Poor evaluation procedures followed. This research has 

established the fact that there is deficiency in the way Home Health 

Education Service management is carrying out the processes of 

evaluation in the organization. There seems to be no culturally 

acceptable assessment procedures in operation in the organization. 

ETM will help straighten up the evaluation procedures in training 

matters seeing that those that will make use the model have to get 

in the process of evaluation many times and get used to the 
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process. This exercise will help improve the current low levels of 

evaluation in Home Health Education Service in SAUC. 

~ Lack of well standardized training model. This research has 

also established that there is no well-known or rather standardized 

training model in operation in the Home Health Education Service. 

So, the model this research is putting across may be the most 

awaited one to help lift the standard of training in the organization. 

For this reason, the use of ETM will enhance the adoption of other 

South African standardized models for training which will play a vital 

role in the transformation of training in Home Health Education 

Service. 

From the five research question related issues above, it can be seen that 

designing a training model from which programmes can be drawn is quite 

indispensable to this research. 

5.3 TRAINING MODEL DESIGNING 

There are training models found in chapter two of this research document. Steps 

have been taken to design one which would address specific challenges of Home 

Health Education Service in Southern Africa Union Conference. This is in 

agreement with the view put forth by McQuail and Windahl (1990:2), when they 

say that models could be modified to suit the purpose. The following models 

have been considered in the designing of a training model for Home Health 

Education Service in Southern Africa Union Conference of the Seventh-day 

Adventist World Church: Nadler's Critical Events Training model of Camp, 

Blachard and Huszco (Erasmus and van Dyk 1999:44); Sparhawk's High Impact 

Training Model (Erasmus and van Dyk 1999:45) & Todd Lapidus' seven step High 
~ 

Impact Training model (Lapidus 2000:30). 
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In his book "Designing Training Programs", Nadler (1990:7) indicates that 

models could either be classified as open or closed. He said that the open one 

has more room for adjustment in terms of design, than the closed one. In this 

research, the model that has been designed leaves room for adjustment too. 

Thus it is an open training model. 

After a careful search, the study established the fact that the model that can 

best address challenges of Home Health Education Service is one that evaluates 

the organization first, and continues to evaluate each stage of it until the model 

cycle is complete. The model starts with evaluation as the first step because 

evaluation will give the trainer a full picture of the main objectives and the mode 

of operation of the organization, great understanding of the organization before 

considering the organizational training needs and its workforce. This assessment 

will help the trainer understand the ins and outs of the organization, conduct 

situational analysis before s/he engages in needs analysis. The name given to 

such a model is Evaluation Training Model (ETM), because of the dominance 

played by evaluation element in the whole model cycle, and this makes the 

difference between ETM and many training models. 

The following aspects have been considered as phases (or steps) of the 

Evaluation Training Model (ETM): The first step to be undertaken by the trainer 

is that of evaluating the organization holistically, then the following steps follow 

in sequence as follows:- needs analysis of both workers and the organization, 

needs prioritization, linking of needs to specified workers or groups thereof, 

converting the needs into objectives to be pursued in training, designing training 

programme for specified groups of organizational workers, the selection and 

orientation of specified workers to be benefited by an identified suitable training 

programme, conducting the actual training event, assessing the training event 

measurable performance, and designing a follow-up programme to observe the 

impact of the training event in a real work place and situation. The follow-up 
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strategy step helps the researcher to get to step number one where he will have 

to evaluate the system again but with special reference to the impact of the 

conducted training on performance of the trained workers as compared to either 

the untrained or general work output. These steps have been summarized as 

shown in Figure 5.1 below: 
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fig. 5.1 Evaluation Training Model (IETM) 
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The ETM satisfies the requirement of model designing as stipulated by Nadler 

(1990:4-14), Van Dyk et al (2001:163), and other model designers quoted in 

chapter two (2) of this research document. 

The main difference between ETM and others is that most training models (e.g. 

CEM and IMPACT Training of sparhawk) start with needs analysis and end up 

with evaluation stage. ETM differs from Todd Lapidus' seven-step High Impact 

Training model in that Todd considers identification and partnering with the 

customer of training to be first step, while ETM considers holistic evaluation of 

the system as a first step. ETM calls for evaluation at every stage of the model, 

but this is not the case with Todd Lapidus' seven-step High Impact Training 

Model. 

ETM differs from the training model developed by Camp, Blanchard, and Huszico 

in the sense that theirs, as reflected by Erasmus and Van Dyk (1999:45), starts 

with the gathering or diagnosing of data, and considers establishing objectives as 

a major step, which ETM considers as the second major step. 

The ETM seems to satisfy the functions and benefits of models as stated by 

Nadler (1990:4-14). The ETM does not start with needs analysis because it seeks 

to analyze the organization holistically before organizational needs come into 

picture. The following requirements depict what a model should be like: 

);> A model should order and relate systems to each other so as to organize 

things. 

);> A model should help in explaining key points for guidance to other 

researchers or students. 

);> A model should help in predicting outcomes of training events. 

) A model should explain phenomena. 
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5.4 EVALUATION TRAINING MODEL (ETM) STEPS (10) 

5.4.1 Evaluate the System Holistically 

Before one looks into the needs of the system or organization, one needs to 

understand what and how the system works. The process that can be employed 

to decode such information is evaluation of the system or total situation analysis. 

This seems to receive support from Erasmus and VanDyk (1999:45). This step is 

identical to what Van Dyk (2001: 175) refers to as a situational analysis which 

calls for the understanding of the situation before one embarks on designing of a 

training programme. 

In the researcher's view this step should address the following issues: -

•:• What is the main objective of the organization? 

•!• Who are the workers of the organization? 

•:• What are the standards of the organization? 

•!• Who is benefited by the organization? 

•:• How are the members of the organization inter-related? 

•:• What is happening in the organization in general? 

Caffarella (2002:21) identifies this step as "Discerning the context," in her 

Interactive model of programme planning. 

Before any training in Home Health Education Service is conducted, it is a 

good idea for the trainer to conduct a situational analysis, this will help the 

trainer to LJnderstand what is the main of the existence of HHES, what kind of 

workers are available for service provision, the organizational standards, 

levels of HHES beneficiaries, relations among organizational workers, and 

other related general issues that may need the attention of the trainer. When 

thi.s is followed, the trainer will find it easier to design and conduct a relevant 
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training for the Home Health Education Service organization. 

5.4.2 Identify Needs of both Workers Organization 

This section looks into organizational needs analysis. Two principal questions 

may be considered here:-

i. What does the organization need in order to survive and save the purpose 

of its design? 

ii. What do workers for the organization need for them to survive and deliver 

service as required by the organization? 

ETM step 2 is identical with what Erasmus and VanDyk (1999:41) have regarded 

as "identifying the needs of the enterprise". 

This step will consider the needs of Home Health Education Service for 

organizational survival and service delivery, and the needs of Home Health 

Educators for their survival and successful service delivery. 

The needs identified also need to be evaluated in relation to how they relate to 

the organizational survival and development before proceeding to step 3. 

5.4.3 Prioritize the Needs 

This step looks into the re-organization of needs of both organization and its 

workers, and sets them up in order of importance e.g. before looking into the 

training of all the Home Health Educators in the field, the organization may 

consider training the trainers first; for the trainers will train the field workers 

(Home Health Educators). Such prioritizing of needs is of great importance. This 

step considers the re-arrangement of where among the three (knowledge, skills, 

and attitude) do the Home Health need training emphasis. 
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The evaluation process has to take place before proceeding to step 4. 

5.4.4 Connect 

Workers 

Need to each Worker or a Group of 

One may look into the issue of training the trainer as having its own syllabus as 

compared to that of the field of Home Health Educator in the same organization. 

So, each need should be carefully evaluated before linking it to either an 

individual worker or a group of workers. 

5.4.5 Convert the Needs into Objectives 

This step looks into considering each need as an objective that has to be 

achieved. An example, for Home Health Educators to be adequately trained 

there is need to convert training from a need to an objective, as long as training 

becomes a goal for higher performance. This applies to all needs such as 

availability of knowledge, skills, and attitude in the organization. 

After the evaluation of each objective that should be achieved, step 6 can be 

considered. 

5.4.6 Design Training Programmes 

At this stage, programmes are set according to the general standards as stated 

in the research document by Anakoka (2001~ 46). 

• Needs analysis 

• Objective setting 

IJII Activity Designing (Curriculum & tools of learning well considered) 

• Activity Implementation (well considered) According to de Beer §Lgl 
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(1998:181) 

• Evaluation of Programme achievement, as related to standards of 

evaluating training mentioned by Bartram and Gibson (1999) 

The need for setting training the programmes to standardized levels is important 

because it will help the Home Health Education Service to adhere to general 

principles governing training in the Republic of South Africa. This approach will 

help the HHES organization to suit the international standards that will in turn 

help the Home Health Educators receive training that has wide application on the 

international market. 

At the end of programme design, evaluation must be made in relation to the 

selection and orientation of suitable participants. 

5.4.7 Select and Orient Clients for each Programme 

Talking about orienting training consumers, Moreau (1980:176) emphasizes that 

each employee must be trained. This is supported by section 2.11 of the 

literature review of this research document that gives an idea that not every 

training programme is suitable for all workers in an organization; for others have 

to be retrained, while others are being oriented into work. It may be necessary 

for Home Health Education Service administrators to consider training new 

workers at the same time without worrying about the training content relevance 

when trainees are made of combinations of new and old workers. 

Another example can be herein made considering a training programme on how 

Home Health Educators can make effective presentations in other established 

organizations, such as schools. A training programme of this nature will be 

required more by field workers than those in office-based situations, in the same 

organization of Home Health Education Service. In such a case there is need to 
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select and orient the participants for a particular programme. So, such a 

programme can only attract correct customers for a particular programme. This 

is an agreement with the view of Lapidus (2000:30). To advance this idea, caple 

(2000: 163) emphasizes selection, designing and delivery of training to be in 

harmony with the objectives for learners. The ETM will help on how to conduct 

the selection by reminding the trainer of a danger of not selecting participants 

for a particular training programme. 

- Careful evaluation should be made to make sure that nobody goes 

into a wrong programme before getting to step 8 of conducting the 

training event itself. 

5.4.8 Conduct the Training Event 

This can be either centralized or decentralized according to Miller ( 1978: 175), 

advanced by Webber (1981:197), supported by Mersham et at (1995:39). At this 

stage the trainer is expected to have considered the evaluation audit by Bartram 

and Gibson (1999) where the following have been deduced. 

•!• Suitable curriculum 

•!• Suitable Candidate 

•!• Suitable learning tools 

•!• Suitable Environment 

•!• Suitable evaluation sheets and assistants for such a purpose. 

This step of the Evaluation Training Model will help a trainer to design a suitable 

curriculum for a particular group of Home Health Educators, suitable learning 

tools such as a computer for power point presentation, in a suitable venue 

(HHES school, for example), and forward relevant Home Health Education 

Service evaluation sheets and assistants. 
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During the conducting of training event consider step 9, assessing the 

performance participants in the training event. 

5.4.9 Performance in the Training Event 

Step 6 of Todd Lapidus' seven-step High-Impact Training model, step 5 of 

Sparhawk's High-Impact training model, step 8 of Training model of Camp, 

Blauhard, and Huszco, and nothing of this sort from Nadler's Critical Events 

Training, confirm the value of this stage. The major questions here are: Has 

training been successful? How do we measure its success? Which standards are 

we using to qualify participants for achievement? This step is identical to the 

evaluation process advocated by Kirkpatrick (1998). According to Kirkpatrick 

(1998: 19), the evaluation that comes at the end of training event should be 

done so as to assess the reaction of participants, whether learning has taken 

place in relation to the training objectives, the change of behavior due to 

training, and performance results of participants. This step 9 is very crucial to the 

whole process of Evaluation Training Model. 

Since much of the training done in Home Health Education Service is informal in 

nature, this step of ETM will help introduce certification that comes due to 

assessment during training. The Home Health Education Service may benefit by 

formalizing the training performance assessment which will improve the sense of 

belonging to the organization, and Home Health Educators will consider their 

training a valuable exercise. When this is done, Home Health Educators may 

have higher work output due to job pride motivation. 

After the evaluation, get into step 10 of designing strategy for follow-ups for 

monitoring the work situation. 
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Step 6 of Sparhawk's High~Impact Training model and step 7 of Todd Lapidus' 

seven High Impact Training model confirm this step as vital. But beyond this is 

an issue of follow~up to verify the conversion of theory into practice. Evaluation 

has to continue until training events get the positive relation to the whole 

organization, and then the cycle is complete by getting to number 1 step for 

another need or a series of needs. This idea is also aired by Kiderman (1978: 12) 

when he says, "Training skills can be mastered more effectively if simultaneously 

related to a real world". 

Home Health Educators will benefit from this step if administrators engage 

trainers to design some strategies on how to know the impact of the training 

conducted. 

In this way, evaluation is part of each step until the model makes a cycle, 

covering work situations. 

Evaluation Training Model (ETM) will be beneficial to pre-service programme 

designers, and the in-service training programme coordinators. 

S.SSUMMARY 

The Evaluation Training Model (ETM) will help in the evaluation and adjustment 

of the current practices tn Home Health Education Service, assessment of 

training needs of Home Health Educators in Southern Africa Union Conference, 

introduction of adequate training programmes, evaluation of training 

programmes, and a kind of training suitable for each class of workers or the 

prospective ones. ETM is able to help in this process, systemically and 

systematically. 
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CHAPTER SIX 

SUMMARY, CONCLUSION AND RECOMMENDATIONS 

6.1 INTRODUCTION 

This chapter concludes the study by providing summary, recommendations, and 

suggestions for further study. 

6.2 STUDY SUMMARY 

6.2.1 Practices in Home Health Education Service in 

Southern Africa Union Conference 

A lot of weaknesses, in relation to how training is done in Home Health 

Education Service, have been uncovered by the research study, as already 

observed in chapter four of this research document. However, the study has 

confirmed that there are practices done in Home Health Education Service. 

The study has identified the following practices as prominently performed as 

tasks in Home Health Education Service in Southern Africa Union Conference: 

Leadership assesses the needs of subordinates, provides training to the 

subordinates, evaluates performance instead of the training of subordinates, and 

monitoring the activities of Home Health Educators. While leadership is engaged 

in the above stated activities, Home Health Education Service subordinates are 

engaged in the following activities: prospecting, presentations, and progress 

reporting. On assessing the set of activities, this research has established that 

the activities are being performed, to a larger extent, on a very informal basis. 

160 



6.2.2 of Training of Home Health 

Educators in the Southern Africa Union Conference 

Assessment of training needs of Home Health Educators is done but not in line 

with the South African Qualifications Authority requirements. This research has 

actually found that there are no standardized and consistent procedures followed 

in the assessment process. 

6.2.3 Provision of Adequate Training in Southern Africa 

Union Conference 

From the research findings, the study indicates that the kind of training offered 

in Home Health Education Service is not adequate, and has no link to the South 

African Qualifications Authority (SAQA). Moreover, the study has established the 

fact that training offered has a great bias towards informal settings. 

6.2.4 Home Health Education Service Training Evaluation in 

Southern Africa Union Conference 

Careful scrutiny of research findings has indicated that training evaluation has no 

formal procedures, Home Health Education Service has not registered its training 

with any governmental or SAQA structure in charge of training, and that training 

offered is not formal, and not accredited. 

6.2.5 Need for Training Model in Home Health Education 

Service in Southern Africa Union Conference 

As observed from items 6.1.1 to 6.1.4 above, there is a great need to design a 

training model from which Home Health Education Service would draw their 

training programmes, and solicit formalizing the kind of training offered. Due to 
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this realization, Evaluation Training Model (ETM) has been designed to meet the 

perceived need. 

6.3 RECOMMENDATIONS 

6.3.1 Evaluation Training Model (ETM) Application 

In order to improve and transform the current training trends in Home Health 

Education Service training practices, Home Health Education Service needs to 

employ sound and formal assessment procedures, formal and registered training 

provision, well established training evaluation procedures, and acceptable 

adjustment in training models in use. Due to adjustment and transformation of 

training models in use, it is suggested strongly that Home Health Education 

Service makes use of the Evaluation Training Model designed in this research 

project. 

6.3.2 Establishing HHES Training Institution 

From the findings of this research, it is clear that Home Health Education Service 

needs to reconsider the issue of establishing the organization's own learning 

institution in Southern Africa Union Conference for training purposes. This can 

help a lot in the establishment of pre-service programmes and formalizing of in­

service training programmes, and their adherence to national standards for 

higher education. 

6.3.3 Directors to Attend Train-a· Trainer Programmes 

Directors should be trained if they are to be trainers. Otherwise, it may be a 

good idea for Home Health Education Service organization to look for a well­

trained trainer who can run the training programmes. 
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6.4 SUGGESTIONS FOR FURTHER STUDY 

The designing of Evaluation Training Model (ETM) Is not an end in itself, but an 

eye opener to many researchers. Researchers in training issues are encouraged 

to study ETM for verification and critiquing since it is the first training model in 

Home Health Education Service designed at this study level. Those who are 

willing to research and help develop issues in training in Home Health Education 

Service should consider revisiting programming, pre-service training (as a 

specialized entity), and in-service training as researchable issues. This will help 

stabilize training in Home Health Education Service organization. 

The following topics have been suggested for future research: 

• The impact of using Evaluation Training Model to develop training 

programmes for Home Health Educators in SAUC. 

• The comparative study of the impact of Evaluation Training Model as 

related to other training models available in this research document, with 

special reference to the development of the in-service training 

programmes. 

• The validity of Evaluation Training Model in designing a pre-service 

training programme in Home Health Education Service in SAUC. 
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ANNEXURE 1 

QUESTIONNAIRE (FOR HOME HEALTH EDUCATORS) 

Please give your response as requested below. On each item, there is a piece of advice on 
how to respond to it. There are four sections in this paper, so read each question/item 
very carefully and attend to each. Where the item demands your explanation, please be 
brief and simple. It is not mandatory to have your name written. 

This questionnaire is purely for academic purposes, though it may help the Home Health 
Education Service Department in the development of training models for both pre-service 
and in-service training programmes. So, do the best you can to answer it and send it 
directly to: 

ANAKOKA M .M, 
827 DR ALBERT LUTHULI DRIVE, 
UNIT 3, 
MMABATHO. 
2735. 
RSA. 

QUESTIONNAIRE INSTRUCTIONS 

You may want to hand in your questionnaire responses to the administrator, this is highly 
welcome too. 

In sections' A", "B", and "C" of this questionnaire, there are letters (a, b, c, d, and d) for 
your choice. Each of the letters represents a numerical figure (1,2,3,4, and 5) 
respectively. Ifyour choice is "a", for example, you cross (X) numerical figure "1", and 
then you go to the next item. Section "A" has five choices, select only one preferred 
choice and cross ( X ) in the appropriate box. Section "B" has two choices; tick only one 
of the two. Section "C" has three choices; tick only one choice in the box. Below is the 
key: 

SECTION A: (a)= 1, (b)= 2, (c)= 3, (d)= 4, and (e)= 5 
SECTION B: () Yes=Y, ()No= N 
SECTION C: (a)= 1, (b)= 2, and (c)= 3 

Your service will highly be appreciated. If possible, send it as soon as you finish 
attending to the items in this paper. 
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SECTION A: Cross (X) in the appropriate box of each item of your choice, which is 
most applicable to you. 

(1) My director visits me for counselling on how to work (in a month). 

1 

(a) Not at all (b) Once 
(e) Four times 

2 3 

(c) Twice (d) Thrice 

4 5 

(2) My director assesses my needs in the H.H.E.S on monthly basis. 

1 

(a) Not at all (b) At least once 
(e) Four times 

2 3 

(c) At least twice 

4 

(3) My director assess my attitudes towards the H.H.E.S 

(d) Thrice 

5 

(a) Not at all 
(d) Monthly 

(b) At least once a month 
(e) Quarterly 

(c) At least twice/a quarter 

1 2 3 4 5 

(4) My director assess my performance as related to my tasks on 
monthly basis: 

1 

(a) Not at all (b) At least once 
(e) Four times 

2 3 

(c) At least twice (d) Thrice 

4 5 
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(5) My director takes his time for training me at least- a month 

(a) Nil (b) Once (c) Twice (d) Thrice (e) Four times 

1 2 3 4 5 

(6) In my own opinion, my organization (H.H.E.S) has seen it necessary to put 
up a training course for me. 

1 

(a) Not at all (b) Just a bit (c) Occasionally 
(e) Excellently regular 

2 3 4 

(d) Regularly 

5 

(7) We have enough training models in H.H.E.S such that we don't need any more 

1 

(a) Not true (b) Quite true (c) True 
(e) Cannot tell 

2 3 

(d) Very true 

4 5 

(8) We certainly need some new training model to help us work better 
(a) Not true (b) Quite true (c) True (d) Very true 
(e) Cannot tell 

1 2 3 4 5 

(9) The H.H.E.S training models need great attention for success' sake 

1 

(a) Not true (b) Quite true (c) True 
(e) Can not tell 

2 3 
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( 1 0) I wish we had a training school where we could graduate as Home Health 
Education Service certificate holders. 

1 

(a) Not true (b) Quite true (c) True 
(e) Cannot tell 

2 3 

(d) Very true 

4 5 

SECTION B : Cross ( X ) either ( ) Yes or ( ) No, in the column. Choose only one. 

(1) Training is the process of providing individuals with an organized series of 
experiences and materials that compromise opportunities to learn. ,.....Y~r--"'-N_,__, 

( )Yes ( ) No 

1. 
(2) There are many ways in which training in H.H.E.S is done 

()Yes ()No 
2. 

(3) Are you satisfied with the way you are trained in H.H.E.S? 
()Yes ()No 3. 

(4) Do you have a certificate in H.H.E.S Qualification? 
()Yes ()No 4. 

(5) Do you have at least one ( 1) Diploma in H.H.E.S Qualification? 
( ) Yes ( ) No 5. 

(6) Do you have at least a first degree (University) in H.H.E.S? 
Qualification ( ) Yes ( ) No 6. 

(7) Would you like to get at least a diploma qualification in H.H.E.S? 
( ) Yes ( ) No 7. 

(8) Given a chance to dictate the way ofthings in H.H.E.S, would you 8. 

(9) 

like to develop a training model that would offer you a higher 
qualification than what you currently hold in H.H.E.S? 
( ) Yes ( ) No 

Do you know your H.H.E.S training model curriculum? 
( ) Yes ( ) No 
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(10) ls H.H.E.S curriculum in item No.9 (above) formal? 
( ) Yes ( ) No 10. 

(11) Given the chance to decide the change in curriculum (H.H.E.S), 
would you go for the change? ( ) Yes ( ) No 11. 

(12) Do you think that the H.H.E.S Directors need extra training to 
train H.H.E.S workers? ( ) Yes ( ) No 12. 

(13) Do you think, H.H.E.S workers need training before recruitment? 
( ) Yes ( ) No 

(14) The time for induction for H.H.E.S does not need attention 

13. 

()Yes ()No 14. 

(15) The knowledge H.H.E.S workers have, in relation to work, 
needs up grading; ( ) Yes ( ) No 15. 

(16) H .H.E.S has school building for training purposes 
()Yes ()No 16. 

(17) Do you prefer distance learning to classroom learning 
for training purposes? 17. 
()Yes ()No 

(18) Do people send you messages concerning the goodness of 
your service to them? 18. 
( ) Yes ( ) No 

(19) Do you see yomself as a book distributor? 
()Yes ()No 

(20) Do you see yourself more as a Home Health Educator 
than book distributor? 
( ) Yes ( ) No 
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SECTION C Cross (X ) either 1, 2, or 3. Choose only one. 

(1) On examining the existing training models, whom do you think they favor most? 

(a) Leaders (Directors). 
(b) Literature Evangelists (Home Health Educators). 
(c) The whole organization. 

~I ---~--~--2--~---3--~ 

2. The training models for H.H.E.S in existence are based on: 

(a) Needs of Home Health Educators. 
(b) Needs of the Leaders. 
(c) Needs ofthe organization. 

rl ---~--~--2--~--3--~ 

3. Training techniques for H.H.E.S have 

(a) Changed greatly in the last decade (10 years). 
(b) Not changed in the last decade. 
(c) Not been observed for change. 

~I --1--~~~-2--~--3~ 

4. On examining the way you have been training, where do you think your 
training has value and recognition? 

(a) H.H.E.S dept only. 
(b) Other society's departments also. 
(c) Other society's d~e.._pa:..:....r:..:....tm_e_n....:.t:::....,s r-on-'-lLY:..:....· --,-------, 

I 1 I 2 3 

5. Your personal H.H.E.S office makes your filing easier such that your clients 
are quickly found should you want to trace their record. 

(a) True. 
(b) Not True. 
(c) I cannot tell. 

1 2 3 
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SECTIOND 

Give short statement related to the training of members of staff in Home Health 
Education Service. 

(1) Do you think H.H.E.S members of staff need training? 

(2) What type of training do you think is necessary? 

(3) In relation to the skills improvement of H.H.E.S field workers, what does the 
organization need to realize before setting up a training model? 

(4) Do you think this study is necessary for the development of training model 
for H.H.E.S workers? ----------------

(5) Any information you would like the study to cover 

THANK YOU FOR YOUR EFFORTS. God bless you. 
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ANNEXURE2 

INTERVIEW GUIDE FOR HOME HEALTH EDUCATORS IN SAU 

1. Is there pre-service training model being used in Home Health Education Service in the 

SAU? 

2. Do you have any structured training model for in-service training, which is NOF 

compliant? 

3. Given a chance to design a pre-service training model for Home Health Education 

Service workers, what issues would you like this to cover and address? 

4. Given a chance to modify the current in-service training model for Home Health 

Educators in the SAU region, what would you introduce in the system to warrant such a 

modification? 

5. What do you think is required to have the current in-service training programme NQF 

compliant? 

6. Since this research project is aiming at designing a pre-service training model, and modify 

the current in-service training model for Home Health Educators in the SAU region, do 

you have any other information that can help enrich the said model? 
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ANNEXURE3 

QUESTIONNAIRE SECTION A (ON TRAINING ISSUES) RESPONSES 
Item Activity Worker's view of an Activity - Responses in 

Percentages (%) and Raw Figures in brackets ( ) 

(a) (b) © (d) (e) TOTAL 

1 Visitation (leader visits subordinate 37.14 35.71 17.14 2.86 7.14 100 

on duty) (26) (25) (12) (2) (5) (70) 

2 Assessment of Needs done 39.44 35.21 15.49 4.23 5.63 100 

(28) (25) (11) (3) (4) (71) 

3 Assessment of attitude done 38.57 25.71 11.43 17.14 7.14 100 

(27) (18) (8) (12) (5) (70) 

4 Performance Assessment done 31.43 42.86 11.43 7.14 7.14 100 

(22) (30) (8) (5) (5) (70) 

5 Leader Training Subordinate done 44.29 37.14 4.29 2.86 11.43 100 

(31) (26) (3) (2) (8) (70) 

6 Organization putting training course 21.43 30 30 14.29 4.29 100 

for subordinate Acknowledging being (15) (21) (21) (10) (3) (70) 

done 

7 Subordinate viewing Training models- 70.42 7.04 7.04 1.41 14.08 100 

HHES such that they don't need any (50) (5) (5) (1) (10) (71) 

8 See no need of any other training 1.41 9.86 36.62 50.70 1.41 100 

(1) (7) (26) (36) (1) (71) 

9 H.H.E.S Viewed by workers that it 1.41 4.23 35.21 54.93 4.23 100 

needs attention in training models (1) (3) (25) (39) (3) (71) 

10 Workers feel they need training 4.23 1.41 30.99 60.56 2.82 100 

school, because they don't see any in (3) (1) (22) (43) (2) (71) 

RSA 
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ANNEXURE4 

RAW DATA FROM THE 48 BULLETINS (FROM 2000 TO 2003) 

MONTHNEAR Number of Home Health Educators who reported 

Totals Hours only Purchases Hours and Nothing 

(Expected) only purchases 

together 

JANUARY 2000 231 24 32 34 139 

FEBRUARY 2000 230 29 27 68 100 

MARCH 2000 233 28 37 77 82 

APRIL 2000 234 18 49 80 85 

MAY 2000 225 15 47 77 93 

JUNE 2000 241 11 45 92 90 

JULY 2000 241 9 34 83 114 

AUGUST 2000 241 14 35 88 102 

SEPTEMBER 2000 246 20 26 79 118 

OCTOBER 2000 248 19 47 90 100 

NOVEMBER 2000 249 8 60 50 130 

DECEMBER 2000 249 6 39 29 174 

JANUARY 2001 256 25 35 46 148 

FEBRUARY 2001 257 22 24 64 145 

MARCH 2001 280 31 61 24 157 

APRIL 2001 255 12 70 21 167 

MAY 2001 256 13 57 80 128 

JUNE 2001 223 19 53 72 105 

JULY 2001 223 29 52 66 109 

AUGUST 2001 228 27 49 65 104 

SEPTEMBER 2001 218 17 70 84 77 

OCTOBER 2001 218 20 50 80 103 

NOVEMBER 2001 218 7 77 51 129 

DECEMBER 2001 272 26 68 25 151 

JANUARY 2002 266 9 39 39 174 

FEBRUARY 2002 No Record Available143 

MARCH 2002 289 27 56 66 143 

APRIL2002 289 28 66 72 140 
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MAY2002 313 15 71 72 156 

JUNE 2002 313 23 42 75 179 

JULY 2002 313 22 52 59 180 

AUGUST2002 313 25 43 72 176 

SEPTEMBER 2002 313 27 42 75 180 

OCTOBER 2002 No Record Available 

NOVEMBER 2002 267 15 64 47 156 

DECEMBER 2002 247 13 44 35 171 

JANUARY 2003 313 48 34 51 141 

FEBRUARY 2003 214 15 36 65 126 

MARCH 2003 230 21 35 71 114 

APRIL2003 230 16 29 71 131 

MAY2003 230 21 38 59 129 

JUNE 2003 230 6 31 55 155 

JULY2003 230 18 52 58 93 

AUGUST2003 210 13 44 70 96 

SEPTEMBER 2003 210 6 40 73 107 

OCTOBER 2003 210 5 50 67 106 

NOVEMBER 2003 218 8 74 52 125 

DECEMBER 2003 218 8 53 53 129 
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ANNEXURE5 

FROM QUESTIONNAIRE SECTION B 

ITEM Workers' Activities Workers' Response in Percentages (%) 

Yes No Total 

1 Understand the definition of training 97.14 02.86 100 

2 Viewing Training multivariate presence of 63.38 36.62 100 

training in H.H.E.S 

3 Satisfied with H.H.E.S offered Training 35.21 64.79 100 

4 Acknowledging the presence of certificate in 43.66 56.34 100 

H.H.E.S 

5 Obtained at least Diploma in H.H.E.S 11.77 88.73 100 

Qualification 

6 Obtained at least university Degree in 00.00 100.00 100 

H.H.E.S Qualification 

7 Desire to get at least Diploma in H.H.E.S 95.71 04.29 100 

8 Desire for the Development of New Training 94.12 05.88 100 

Model in H.H.E.S 

9 Knowing H.H.E.S Training model curriculum 11.59 88.41 100 

10 Acknowledging H.H.E.S formal Training 23.21 76.79 100 

model curriculum in RSA 

11 Desire for change in H.H.E.S curriculum 93.75 06.25 100 

12 Viewing H.H.E.S Directors' need for Training 97.18 02.82 100 

13 Viewing H.H.E.S workers' need for pre- 83.10 16.90 100 

service Training before Recruitment 

14 Time for induction H.H.E.S needs no 29.31 70.69 100 

attention 

15 H.H.E.S workers' knowledge in work needs 97.14 02.86 100 

up grading 

16 Acknowledging H.H.E.S Training School 12.68 87.32 100 

Building's presence 

17 Viewing Distance learning more beneficial 33.33 66.67 100 

than class-room (formal) learning for training 

18 Outside people (Non-H.H.E.S) 61.76 38.24 100 
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acknowledging H.H.E.S service as good 

19 View self (H.H.E.S Worker) as Book 60.00 40.00 100 

Distributor 

20 Viewing oneself more as Home Health 77.94 22.06 100 

Educator than Book Distributor 

21 
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ANNEXURE 5 EXTENSION 

SECTION B OF QUESTIONNAIRE 

Item Response in Raw Figures Response in Percentages (%) 

Yes No Total Yes No Total 

1 68 2 70 97.14 2.86 100 

2 45 26 71 63.38 36.62 100 

3 25 46 71 35.21 64.79 100 

4 31 40 71 43.66 56.34 100 

5 8 63 71 11.27 88.73 100 

6 0 70 70 0.00 100.00 100 

7 67 3 70 95.71 4.29 100 

8 64 4 68 94.12 5.88 100 

9 8 61 69 11.59 88.41 100 

10 13 43 56 23.21 76.79 100 

11 60 4 64 93.75 6.25 100 

12 69 2 71 97.18 2.82 100 

13 59 12 71 83.10 16.90 100 

14 17 41 58 29.31 70.69 100 

15 68 2 70 97.14 2.86 100 

16 9 62 71 12.68 87.32 100 

17 23 46 69 33.33 66.67 100 

18 42 26 68 61.76 38.24 100 

19 42 28 70 60.00 40.00 100 

20 53 15 68 77.94 22.06 100 
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We wbo profess to have hope above all people, must not be carried along the tide of othecs 
diSCi>uragements. but must el(ett a powerful, positive and hopeful influence. 

Remember you are on the wim:ring side with God. 
Peiei·c Hurter · 

SOME IDEAS ON SHARING AN EXPERIENCE 

·Too often when we approach the platfunn we are not really prepa-!led to relate an 
experience to o'Ur listening audience. As a reshlt we don't give a positive testimony. As 
Litemture Evangelists we should get the rnpt attention of om:- listeners with what we have 
to say. And it should be exciting to us as.:wcll. Write out yo'-Ti experience, keep it to the 
point and brief. Preparation and practice pay dividends. I 

, We are actors, spiritual actoss for GOO. I really believe this. By the words we choose we 
are actors. Now the question may rome up mia you may be tb.inki:ng. .. just how do I 
presume to do tbis'r We are not just entertaining poopk; we must keep their attention to 
get the message across. 

We want to show the audience God•s leading in the life of a Litaatun: Evangelist. We 
know that God is leading -us. We know that God is giving us the sales. We know that 
God is giving us the words to speak We know that G<ld is giving us courage to go from 
house to house,. so cite specific examples to illustrate these points. 

Don't take the punch right out of an exciting experience by going into tmimportant 
details, for instance a Litaature Ev~ may~ the platfoo.n and say something 
like this: "' received a cmi from Mr. Smith and when l mrlved at his home I knocked on 
the door and waited, but there was oot answer. So I decided to get pdro} for my ear, and 
when I n:turned I fuund Mr. Smith at &ome". Who cares how you found Mr. Smith -
right? Unless the actual finding of Mr. Smith has something signjticant and unique about 
it. forget iL Get to the story. k:~ it moving to the punch line or cli.m<rlt- and then stop. 

Avoid expressions that are not fumiliar, such as "cold-canvassing .... , 4ead cards", ''tear­
out ca.t"ds ..... etc. Don't say ••Desn-e"' wbe::J refet:ring to "The Desire of Ages~. 

Be enthusiastic. Let's say 1 have a box ofkitchen matches.. If I were to take that box of 
.matclres-and·lliccly--pile-1he--contents--on·-the--floor,-save -ane-~-.fu:lm--that..OOx---and, 
without S!:ri.kirig it, throw it into the pile, what would happen? If you are thinking, 
Nothing - you are right! But when I take that ~ match, strike it and throw it into that 
pile.. what happens? That's right- WHAM! We can follow every step, but if we don't 
strike with enthusiasm, our talk Wlll be in vain and we acoomplish oothlng. There are 
people out there who need to be reached. to be awakened to the duty of soul winning. 

When we go to rallies we want to be on fJJe. We want to show that we love the Lord, 
that we are thn1led about this worl<., and lba.t we are Just bubbling over. 1 know when 1 
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watch some Literature Evangelists l can't help being happy with them. l a:rll picking up 
the enthusiasm they a:re throwing uut. 

You have somethl~g.~rtmt to say. Say· It Viefi;' say it With confidence; say it with 
enthusiasm. tet•s share our good stories, ~d God will give us more. 

THE PARADOX OF OUR. AGE: A:uthor UnknoWifl 

>- We have taller building. hnt shorter tempers; wideT freeways, but narrower 
viewpoints; we spend JIIOJ'<; but have les;;; we buy rome. but enjoy it less; 

>. We have bigger. houses and smaller families-; ~conveniences but le:s:s time; we 
}lave more~. but less commoo semi;' more lmo'Wledge. but.less judgement; 
more experts.. but more problems, nwre medicine, but less ;nellness. 

> We spend too n:ddessly, laugh t()() littk, drive too fast, get too angty too qmcldy, 
stay up too late,. get up too rired, read lOO seldom, watclt TV too muth, and pray 1:00 
sddom. · · · · 

> We have mu\tiplied our ~oos. but reduced Qm" 'Values. We talk too much., love 
·too ;;e\dom and lie too often. 

> We've kamed how to make a living, ootoot a life; we've added years to life, not life 
to years. 

:;... We've been aU the VJC!Yt<J the liKXlO ll!lld back,. but have !roUble crossing the street to 
meell the new neighbour. we·ve~omer:$pace, but notinne:rspaee, we've 
done large;: thlngs, but oot bc«a things., we•ve cleal!led up the air, but polluted the 
soul; we've $11lit the atom, but not 00!' prejudice; we write more, but Jemn less. 

)>- We've learned to rush. but oot to wait; we have higher~ but lower morals; 
'!:!lOfe food. bot less a~~~. but fewer mends; more effon, 
but less succ:ess. 

P. We build more COtllptlters to OOkl more infurmation. to produce more copies than 
ever-. but have I= communication; we•ve become long on qii<Uitity, but short on 
quality. 

:;;. These are the times of f.lst focds and slow di~; tall men and sbot:t character; 
~.J!!!tfits. and s!Wiow rdatioosbip$.. These :m;:; !he times of ~ld peooe, but 
~c-Wariare;moreiemue aoo Ie:sStuii; immnand:f oHoolbnro-1=-ootntion:. 

> ·These are days of two incomes, but roo«: div~ of fimciec houses, but broke~ 
homes. It is a time when there is much in the show window, and~ in the stock 
lOOm-

lndeed,li's'!_ll true. 7hinli about it ••• rend it~ 
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SOUTHERN AFRICA UNION PUBLISHING MINISTRIES 

SUMMARY lE PURCHASES .JULY 2005 lltsSIONS REPORT NO.OFlE'S 
Publilshing~ ls'fAT ~ HOV..Jm..Y ma:m '!lOP PRAY BSm W\PT FT PT STIJ. 
~~A~ ~- 5913 41533 '$1 3 4Sj 6 (I 6 i 0 

lr~ ·~ 5$00 112.173 f3l 25 9:1 13 0 7 0 0 
lr~ IN'i) 10244 13!llml • 46 11 00 29 0 11 0 0 
s~ IIMT ·a)W. 00239 53 6 ~ f1 0 7 2 0 

"~ ~ ~ ~·. 19 0 23 4 0 9 4 0 
sat.'ETO IIMT ~ SZl./0 311$ 0 &'! 7. 0 9 1 0 

w~ 

;1 ~ 
~ 65 52 '22:1 <Ill 0 9 14 0 

IA~T.ma tllll675 ~ 325 !r1 600 124 0 .58 22 0 

CSchoeman 1731. 84989 22 34 26 ·I) 0 4 4 0 
1,1.~ "'33n3 4312.16 29 t2 Zl 0 0 7 6 0 
Jc~nTot>l «ii544 516205 51 46 48 0 (I 11 12 0 

~~T'*" ~ ~ 4:8 1119 702 124 0 00 46 0 
M~ ~ 9IW3 114011 74 7 1:13 15 0 7 26 0 

IJ~ ~. 231142 1196112 39 4 56 5 0 3 12 0 

Is~ IN'O 41151'13 240144 114 12.4 92 36 5 4 6 0 
[E~ !MD 3100 9945 2!17 234 313 31 0 3 6 0 

tR~ ~ 331!191 230215 153 13 102 49 0 11 13 3 

G~ IN'O ~ Z1300l' 62 4D 118 44 0 6 9 0 
Is~ iAro 17liBa 1$19l1 • 0 137 4 0 13 16 0 

FteddleNd . ~- 42547 118171 47 0 56 23 0 6 1 0 

MIIAus-.~eU !uHrr UlQ2 $2817 0 0 0 0 4 10 4 0 

ISAUTOTALS '343333 2.00002.2 12:61 ~6 1659 332 10 143 139 3 

.. 
Congratulations to Top 10 LEs JULY 2.005 

1 PeterGeduld 18421 
2K~~ 17193 
3 Sabelo Masuku 13001 
4 .!;,.~ ~;:<.,t-~a 12671 
5 Nicole Giro . 11522 
6P~J 10832 
7 SOOmon Makhanya 9838 
8 Maurice Anakoka 9254 
9 PM loss 9239 

1_t!.9.:L~:~~-~-~-->9006-------' 
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NORTHERN 2005JULY 

REGIONAL PUBUSHING DIRECTORS- A. MAHOOA AND C SCHOEMAN 
UMPOPO 1 VEND,&.- A MAHOOA INurn Val Purchase Accum 
Name· Stat Hrs Dem om. oro Cost • Purehase 
M!SCEI..l.AAEOUS (I 0 0 0 0 0 
~S9.eH.Y~ f' 100 Q 0 0 189 189 
Ml!~PZ!~Y f' 250 45 2 0 171 2.284 
NE!stUVI'LE CHRISTINA p 64 • 20 15 0 i.281 2,281 
SUSJ.Ol"l.-.1.-:. 414 65 17 0 2,640 4,753 
UMPOPOIPOLOK'Wi/AAE- A. MAHOOA 
LUSUKO NORGAN PUU:. F 0 0 0 0 0 12,067 
NKAUSU RODGERS F 200 36 12 0 3,333 22,003 
PttASWAAA 0-IR!STINA F 0 0 0 0 0 0 
MOAIIEl.O PETER F 0 0 o· 0 0 2,710 
SUBTOTAL 200 36 12 I) 3_,333 36,780 

CE~GAUTENG~TKHUMALO 

CHAIJ!<EJ F 182 fi7 25 0 0 31.575 
KHVMALO THERESA f' 211 68 11 0 3,061 19,597 

. KUOO<I\ ROSE F 0 0 0 0 1,373 26;979 
~ptroMSA F 0 0 0 0 0 9,364 
IW\NYON! Et.JZ.ABETH F 0 0 ~0 0 0 9,655 
MISCE!.I.ANEOOS 0 0 0 0 .o 842 
RJ\NTHI.A~US F 164 23 14 0 904 9,023 
St9JWOE Gt..OOIA F 64 9 6 0 351- 5,138 
SUBTOTAL 621 1S7 56 0 5,009 112,173 
APD MPUMALANGA- T MASEKO 
MI\NWI OIRISPIN F 105 0 0 0 0 81.487 
MASa<O THOI<O F 16 6 9 0 816 7,715 
MOGAliiO THUSO F 0 0 0 0 0 0 
MPINGA CYN1H!A F 0 .Q 0 0 0 0 
Sll'llVA A!ISALOM F 0 0 0 0 0 .0 
MOI..UU AUNA!-1 IF 49 29. 16 0 0 0 
IVIAS.JINE ~ F 42 "1 9 0 1.404 1,404 
~Rl:GINA F 214 63 23 0 1,645 14,831 
Sl<oaa.APRISCU.A F 110 86 51 0 1,111 1,117 
MASHAaA MARTHA F 236 99" 34 0 5.263 24.325 
IIMWEI..A IAARTHA F 0 0 0 0 0 0 
MISCEUJINEOUS 0 0 0 0 0 0 
SUSTOTAL 774 290 142 0 10,244 130,878 
EA..«n" RI\NO ZONE 1 & 3 S SEOKETSA 
SEOI<ETSI\ SOPHY F 0 0 0 0 1;724 19,537 
THO\IHAKA1.E IJEAI.JN F 96 31 13 0 2,237 17,007 
w.t..a.ELA tAARGI'IRE"I' p 0 0 0 0 0 2.922 
-~oos·· 0 0 -a 0 0 1,.330" 
MOCHe DEOOAAH p 0 0 0 0 0 5,667 
M"IHEMOO JOSS>H F 50 55 3 0 1.390 10,834 
MOI<AKE EIJ2AB1!rrH F 100 0 ~ 0 ·0 4,441 
~SARAH F 0 0 0 0 0 0 
NAND MAAGAR.E'( F 0 0 0 0 316 1,921 
~f.w.ZOOWA F 0 0 0 0. 377 5.500 
SUBTOTAL 246 86 Zl 0 6.1144 69,239 
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EAST RAND ZONE- HEAVY MNCUBE Num Val Purchase Accum 
Name Stat Oem om oro Coot Purchase 
SHABANGU FlORIIH F 52 14 8 0 189 1,470 
~ANNAI-I f 193 34 24 0 4,862 27,465 
~~ F 0 0 0 0 0 2,908 
~~ous 0 0 0 0 0 '1",909 
Ol.ISE~ .. F 0 ·o 0 0 • 333, 4,280 
M_a~WJ'.t:~E.NONHLANrti.A F 0 0 0 0 0 9,146 
MI:IU\wSE l"litiOOOAA i" 0 {j 0 0 0 52.1 
HOI..OVU SARAH F 0 0 0 0 0 4,310 
~LO\'U SJPOO F 0 0 0 0 526· 4.408 
MBUZJ (Nyom1 ABIGAIL F 10 6 6 0 684 6,114 
~HEAVY A F 0 0 0 0 2,275 24,044 
MAHAUJM CECil p 0 0 0 0 0 3,564 
MOMle NDIIMASE p 31 6 1 0 364 2.799 
wAMW/tE LETIA p 0 ··-o 0 0 0· 526 
SUBlOTAl. 286 00 39 0 9.234 93,465 
WEST RAND (SOWETO) 
DlJWI.A HOMSUHO F 35 6 6 0 259 1,728 

4 
31 35 -, 16 0 l..EB.III(EHG SIHlAA F 0 '11,081 

WSHI\BA STANilO F 0 0 0 0 0 551 
IAALA!.JIE FLORENCE F 0 0 0 0 0 0 
'MlSCI:U.ENOUS 0 0 0 0 0 1,322 
MOUTYETI\KAZI p 0 0 0 0 0 377 
MI<WI\W\2l EUZAEIETH F 0 0 0 0 0 0 
Nl.Ol'SHWA BESSIE F 0 0 0 0 0 3,734 
MOFOKENG MARGARET F 0 0 0 0 1,166 10,160 
NTNIZI.IOYCE F 0 0 0 0 0 1.2.29 
Si'.KA·BEN F 0 0 0 0 O· 52.065 
SUBTOTAl 66 41 22 ·0 1,425 82,.247 
APD- ANAKOKA MUFUNGUl.WA 
AWU<OKA lWUJR!C€ M- F 100 5 5 20234 9.254 55,482 
I!OPALAMO M M 0 0 0 0 1,746 2,079 
OOTSIINEMM 15 22· 2 260 31 154 
OOGATSU MAEU$1\ J F 0 0 0 0 53 956 
MABlrrHOM p 0 0 0 0 0 890 
IMOE~J F 0 0 0 260 0 1,692 
~i<K 'P 0 0 0 0 0 500 
MO'TSHEGWA P F 100 216 13 4560 6,570 66,671 
I.IOTSWASEJAIIIE ~ p 0 0 0 0 0 2.478 
~p p 0 0 0 0 0 5,045 
l'SlEOOt.O p p 0 0 0 0 1,566 1,623 
~"N p 0 0 0 0 .0 5.162 
~AA p 199 25 i 1350 5,654 8,110 
MUl'EMWAMH p 138 9 2 260 0 3,463 
SEOOPANELJ p 0 0 0 0 0 7,258 
THiiiEDl M ta p 0 0 0 0 0 281 
CHOVUG p 0 0 0 4SCO 0 519 
VEm'ERH p 0 0 0 0 0 316 
MlSCa..l..ANEOOS · 0 0 0 0 0 7.351 

194 



ANAKOKA MAURICE M Num Val Purchase Accum 

Name Stat Hrs Dem Ord Ord Cost P~Mchase 

MAPOUSA WIOODA F 0 0 0 0 0 2,610 
MOKGOElSlM f 0 0 0 0 0 0 

.~~1(1NA~ F 0 0 0 0 17,193 27.013 
~PRISCAHS p 0 0 0 0 0 11.353 

.ZI.IM!LE8 I" 1.~ 56 3 1520 0 9,298 
~PIAL 806 333 26 42..000 220~03 
TOTAL 3.413 1,fJ68 341 3:.1;244 <l>J,~5 749~ . . 
REGIONAL PUBUSHING DIRECTOR- C SCHOEMAN 
MAI(l{l.ISU t>OREeN F 40 8 4 3510 1.566 8,006 
MISCEI..UINEOUS 0 0 0 0 0 13,544 
MOQIE ITUMELENG M p 20 7 3 376 165' 1,112 
CA.RLWIUJE F 0 0 0 0 0 2.862 
SIEYNW p 0 0 0 0 0 1,301 
COOKS CU\IRE p 0 0 t, 0 0 0 19,367 
~CORRIC f 0 0 0 0 0 27.254 
OU1"W\WT EJFAANK p 0 0 0 0 0 2,996 
SMIT HENRI€TTE F 0 0 0 0 0 7,647 
SUBTOTAL 60 15 7 3946 1.731 84,989 
APD-JSCHO~ 
Name· 
SOGGENP'OEL MARIO p 0 0 0 0 0 8,851 
DEANS CHEREE f 0 0 0 0 0 12,215 
GROVEF f 103 10 6 6054 4.342 Z/,fr}j) 
SCHMIDT NINE-MARIE f' 4 2 1 800 351 1,064 
SCMOEMAN JACO F 00 18 12 14204 6,230 49,871 
~JJ\NNIE F 0 0 0 0 0 20.556 
~CHRISTINE p 00 16 17 14843 6,512 14,903 
SCHVI'Fl.VO 20 5 1 160 333 1,333 
IOOEsctl ADRIAN F 140 12 9 19194 8,418 122,956 
GIIID'MCOLE F 110 40 19 26"270 '11,522 54,854 
WIGGETT PIETER F 130 4o 13 13050 6,104 37.431 
GEY VAN PrmtJS 0 o. 0 0 0 0 
MATTH'I'SENA 0 0 0 0 0 . 0 
BENEI<EC p 0 0 0 0 0 2.644 
IELI'€XRUS p 0 0 0 0 0 3,399 
COOKSW p 0 0 0 0 0 13,509 
SUBTOTAL 6(;1 143 78 94590 43,313 431.216 
TOTAl.. '?Zl 1~ 85 . ~5?'5 4!',544 51t>.7.05 
NORTHERN REGION TOTAL 126,218 1,266,042 

-KWAZULU.NATAL 
REGIONAL PUBU~HING DIRECTOR- M fRANCIS 

Name 
8li9IGU ZANOllE ·P 11 4 6 1485 0 3,615 
8lffliEl.E2:I EIJV\8Eftl F 121 21 12 5305 3,351 42,813 
GASKINE p 0 0 0 0 0 0 
GOMEZ p 56 3 2 1004 005 784 
«etmERSOH FRANK p 0 0 0 0 0 0 y 
~JJ p 0 0 0 0 0 0 
JOSEPH ELAINE p 0 0 0 0 0 0 
WiESWAN p 0 0 0 0 0 259 
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CONTD- REGIONAL PUBLISHING DIRECTOR-~ FP.ANC!S 

Num Val Pun;hase Accum 
Name Stat fUs Dem Onl Ord Cost Pun:;hase 
.luntuU~ p 0 0 0 0 333 3,179 
L\ill!UU.NONCEBA p 0 0 0 0 0 0 
MSULC p 0 0 0 0 0 .0 
MISCE~ 0 0 0 0 0 ~2 
~~~~· p 144 19 7 ~ 180 11.255 
N!OUfrSOANE PATRICK . p 117 63 15 9707 1,998 1,998 
MSANI 'THOI(()ZANf p 0 0 0 0 0 11,445 
Nl\!000 'roNY p 0 0 0 0 0 0 
NTOUBa.l'. N 'VVONNE p 0 0 0 0 0 0 
RosAAuGE AGNES p 0 0 0 0 0 0 
SINGCECIUA SHEILA p 0 0 0 0 667 667 
SMITH Wl2a. p 0 0 0 0 0 377 
OI.N.IlNI ANGEUNE p 15 5 5 2000 794 794 
O!..AM!N!MEMORY p 0 0 0 0 0 518 
HI.ATSHWAYOAUCE p 0 0 0 0 0 2.371 
?AM'AI..OIE~ 449 110 42 21401 0 0 
KHOZAPETROS p 0 0 0 0 0 820 
1(01( 1\lUSTEft 0 0 0 0 79 79 
I'II<Aal~ ROSEUNE p 0 0 0 0 0 3,136 
MAHAVE~ p 0 0 0 0 0 8,386 
~THA 11-IAHDI M p 0 0 0 0 0 859 
MlsCEIJ..ANEOUS 0 0 0 0 0 0 
NTOMOEI.A ZANOILE p 0 0 0 0 0 512 
NTt.lMBElA D p 0 0 0 0 0 354 
~ II.I..EXINA p 120 20 10 3997 1,531 17.422 
RADa!EWCYM 'p 75 30 9 1400 123 1,454 
VANWUREN.M p 0 0 0 0 182 182 

< • SUBTOTAL 1108 275 108 50259 9,843 114,011 

FREE STATE I NORTHERN CAPE-
APD- .JOHAN CSAJAGHY 
CSJ\JAGHY .JOiiiiN F 158 48 20 11185 5,053 40.320 
..11\AAS~ F 65 169 25 18936 8,908 33,183 
I.E ROil.D< \IERm! ·P 0 0 0 0 0 :rn 
~ 0 0 0 0 0 0 
MYOORG*i~ ? - 0 0 0 0 0 457 
OOENI>AALEUGENE P ... 30 so 20 4500 2,368 16,837 
nt.ll1a(S~ or.ii- ~""1·- 0 fJ 0 0 0 2.358 
ROWE-ROWE KEVIN· p 0 0 0 0 0 3.732 
$~.S. p 0 0 0 0 0 a 
musANGS..o F 0 0 0 0 6,713 47,982 
VAH RENSSURG FRIKKIE p 0 0 0 0 0 2.9,336 

~ ,, ~SUll.A p 0 0 0 0 ·o 570 
PIEDTHEI.EN p 0 0 0: 0 0 1.918 
~Jt.JRGENS p 0 0 0 0 0 34 
FNS.E MANDlSA p 0 0 ~lj. 0 0 834 
Ml.OTYA JOSEPit · p 0 0 0 0 1,744 " . SUBTOTAL 253 w 65. 34621 23,042. 179,682 

~;. 
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SWAZlLAt~b Num Val Ptm::ha:se Accum 
A.PD- S MASEKO Stat Hr.s .Dem om oro Cost Pmchase 
0~1 S1CB..O PHEStlEYll p 0 0 0 0 158 409 
OUW!NI PAULOS p . 0 0 0 0 0 1,445 
~ tJm}lWE (Gamedl:e) F 0 0 0 0 4.842 39,787 
Mlll<t'~ASOLOMON F 0 0 0 0 9,838 30,310 
M.AS8(0 SW\INAH F 0 0 0 0 0 20,287 
MISCB..I.J\NEOOS 0 ·o 0 0 2.846 5,903 
MASUI<U SABS..O p 0 0 0 0 13,061 39,087 
~I\ .JOSEPH F 0 0 0 0 12.671 84,91il 
SJ\NGWENI MAM>lfl -p 0 0 0 0 961· 2,939 
~OZANOILE 0 0 0 0 395 1,342 

. SffiiOI.E SlPHO p 0 0 0 0 662 4,4$0 
GWEBU WIUII.E p 0 0 0 0 3,129 9,261 
SUBroTAL 3 0 0 0 48,553 240,144 

LESOTHO- EDWIN MOETI 
ED'IIIlN MOE:n F 26 8 5 o. 596 1,741 
NTAOIE SUSAN F 58 63 5 2302 1,254 5,613 
SESimi l YOIA F 13 13 4 100 92 92 
M01»0 TANKISO l p 19 52 3 278 140 140 
MABOTEIVI p 7 2 0 0 0 0 
Nlt-W.tAIVI 22 11 0 00 31 31 
SES!OANJ\ TS'Ef>ISO p 0 0 0 0 . 0 947 
KHmiiONNGOE AT M p 107 0 13 0 0 0 
IVIATETE UllE p 28 0 4 2043 1.()75 1,380 
SUBTOTAL 200 149 34 4,363 3,189 9,945 

REGIDNAL PUBUSHING DIRECTOR- ROUPHANT 
BAANARDH p 0 0 0 0 1.000 23,862 
OU PREEZ .lUUII p 0 0 0 0 2.860 25,183 
OUPLOOY p 0 0 0 0 702 2,353 
HORN JOEY p 0 0 0 0 0 1.500 
~H p 0 0 0 0 0 0 
KfTSSAN p 0 0 0 0 0 931 
STANOER~T p 0 0 0 0 0 7/;J97 
VAN NIEKERK DiRK V p 0 0 0 0 500 2,821 
OJWIOSC F 0 0 0 0 0 124 

;-

DE WET CAnlERlNE F 0 0 0 0 442 16,914 
.. 'I GEOUlO PETER J f' 0· !) 0 ') 18,421 69,654 

Bru\NDT~A F 0 0 0 0 5.249 27,832 
BOYESfERA F o· 0 0 0 0 516 
JOHNSON VALERIE p 0 0 0 0 55 2,234 
lAlHG MORRIS D F 0 0 0 0 0 0 
~GCOOANI F 0 0 0 0 0 10,638 
~ 0 0 0 0 0 965 
~FRANS f 0 0 0 0 0 20,209 
~.JOt!H F 0 0 0 0 0 7,785 
STE'ml p 0 0 0 0 0 31 
SIJU)M()N RHODA p 0 0 0 0 1oo 1,028 
TSW.NGAM p 0 0 0 0 0 0 
~D F 0 0 0 0 0 1,467 
OUPW\NTR F 0 0 0 0 2.289 5,104 
VANSTERE" p 0 0 0 0 1,465 9.516 
SUBTOTAL 0 o· 0 0 33,891 238,663 
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I 
APD- G CAJRNCR01SS Num Val Purchase Acc:um 
Name Stat His Dem Ord Ord Cost Purchase 
~EUZE f' 0 0 0 0 0 0 
OOliiMR DENNIS p 0 0 0 0 0 128 
F/fmENOORG RimE p ·0 0 0 0 0 0 
VAN WYI( WJIU.Y p 48 13 4 2900 1,193' ~.529 
OU PI.ESSI$ A 33 19 7 5352 1,114 1.857 
6AATJ'IESM p 49 20 9 11850 0 8,459 
BOGGENPOEL WATh"E p 0 0 0 0 0 5.556 
CAlRNC:ROSS GM:IJ\NI) p 0 0. 0 0 3.453 45.817 
FREEV!croR p 0 0 0 0 1.921 2.821.. 
~A F 83 23 20 14927 2.544 31.413 
HEIIIORlCKS GEORGE F 120 20 10 6500 140 17,661 
LENTOROSET p 192 20 8 4200 1.204 4,731 

~'1.J"'~- LENTO .lANET p 207 224 7 3716 838 2.560 
MISCEI..UINEOUS 0 0 0 0 0· 2,512 
H.IENA'IIIW..COI.MX F 0 0 0 0 7,899 78,437 
MJIDli(ANE ~ p 89 40 13 12750 1,232 3.933 
NABa:A I..OVED!:UI\ p :y 34 19 13400 632 1,593 
SUBTOTAL 853 413 . 102 75685 22.170 213,007 

EASTERN I LONDON 
APD- S I!IIONAKAU 
OEI.PAUt.S p 0 0 0 0 0 526 
BHEBHE OfFIUS F 88 16 10 4780 1.254 2,929 
BHEBtiE SIHDISO F 0 0 0 0 0 5,146 
OINGiswAYO~J\BltE p 68 10 6 2508 158 1.058 
YAZE OI.AVANAF.A.ITH p 0 0 0 0 0 0 
FES!LN p 0 0 0 0 0 0 
JA.FTAM p 0 0 0 0 0 0 
JWACU~ p 46 6 5 1$7 395 2.22i) 
KOllE w.ViS·T F 200 113 26 9715 5.579 33.718 
MAFU'I'Al p 0 0 0 0 0 0 
MN<OI.A GERTRtlOE F 0 0 0 0 0 0 
~~AJU!E F 138 292 38 0 4,803 31,120 
MASHOLOGIJ ZlJtA F 120-- 28 15 5869 1.987 7.835 
MA2'NIT p 0 0 0 0 0 636 
1\ENS.A NTUTlru p 0 0 0 0 0 0 
Mf>MLO XOLISWA F 0 0 0 0 0 3,299 
~.All'W«li , 0 e 0 0 0 0 
MONAIW.J svt.\nA F 0 0 0 0 0 8.463 
MTIMKUW BEAUTY F 106 1m . w 4670· . 789 61.887 

· M~ltALlNBA p 0 0 0 0 o· 0 
Ml<OURN p 0 0 0 0 0 879 
NCU~ I..!NOJ\NI p 0 0 0 0 0 0 
~U;IYISti..E L 0 0 0 0 0 0 
NGCII."riM:~ p 0 0 •. Q 0 0 0 
SOMVA NOiruZOU\ P p 0 0 o· .o 0 0 
SOJOlA MIRRIAM F 67 8 6 1566 0 2.847 
sovm WUlXOI.E IGIOmEN p 80 15 {! 3752 1.715 4.623 
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MONAKAU SYLVIA CONTD. Nmn Val Purchase Accmn 
~ Name Stat 'Hvs Dem oro .oro Cost Purchase :. XHONXAANCY F 58 12 8 4688 307 10.913 r 

t BUWAM p 0 0 0 0 0 0 
f ~ous 0 0 0 0 0 2.088 ' t MKULA T (BOOWAHA} F 99 36 15 0 851 1,395 

I PETER CECIUA F 47 8 5 3S75 0 333 

I SUBTOTAL··;. 1;t17 638 158 43,41o 17,838 1~.11.921 

l C~NTRAL NAMIBIA 
1 
l FREufiYM:l 
1 Name 

l T • NS.FRalDV F 76 12 1 0 622 9,.5'.25 
! GAWASEBJ f 212 43 0 0 6,454 '20,034 
f BRl.JWER GER1' 'P p 0 0 0 0 0 0 

! M~ 0 0 0 0 0 0 
MIJ'rn(ANt Cl£\IAR F 278 83 42 0 6,333 24,441 

I ?ONGAPONGAJ F 143 18 1.5 0 10.832 21.170 I J, I SITWAtACJ F 180 42 27 0 9,066 16.991 
LOSSW> F '165 71 21 0 9.239 24.015 

I SUBTOTAL 1,054 269 112 0 42,547 118,177 
I NORTHERN NAMIBIA I 

I MAmNAH MUSWEU 

! KAWMA HAZa P. 0 0 0 0 395 795. 
' QlOMIIO Ft.OREWCE p 0 0 0 0 7-:rl 1.116 

tU\SAlE B F 24 14 13 3950 333 2.320 
MAU\POF p 0 0 0 0 0 0 
MASUI..E ERIS F 0 0 0 0 697 16.004 
MAlANGA DAI-41EL f tiO 18 7 4650 179 2.386 
~ous 0 0 0 0 0 0 

. ' Musv\~Eu WIRlNAH F 66 12 10 4220 31 2,762 
MWJIUIIPOt.E JJICHARO f tiO 10 10 4120 1,627 7,.862 
MIW..IIW F 0 0 0 0 447 1.001 
~OANIEI.. F 132 150 32 10050 1.522 2;.137 
l<lltAt..IJKA M F 126 76 15 10200 4.026 4,526 
~IUE F 132 150. 32 13650 2,956 5,818 
~CH F 0 0 0 0 "1,251 4,002 
MASASA CHRISl'O?HER p 0 0· 0 0 0 447 
SUBTOTAL 561) 430 119 50,930 14,202 52.817 
GraOO T o'liJl 327.301 
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