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ABSTRACT
The purpose of the study was to assessthe knowledge, perceptions, and health
beliefs related to TB among people in the rural communities of Vhembe District in
Limpopo Province. The research design was qualitative, descriptive and exploratory
in nature. The study was conducted amongst the rural communities at Xigalo and
Kurhuleni villages in the TB crisis municipality, Thulamela,in Vhembe District of
Limpopo Province. The following themes emerged from the study:
Theme 1: Participants knowledge about TB;
Theme 2: The views of participants with regard to TB;
Theme 3: Participants’ perceptions of TB;
Theme 4: The community’s interaction with TB patients;
Theme 5 Preferred methods of TB treatment as described by community members.
Conclusion: People in the community still lack knowledge about TB as a disease. Its
correlation with HIV/AIDS promotes the stigmatization of people suffering from TB,
which results in people with TB avoiding the use of TB treatment because they
feardisclosure and being perceived as being HIV positive.

Key concepts: TB, knowledge, perceptions, HIV, AIDS, stigma and beliefs
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CHAPTER 1
OVERVIEW OF THE STUDY

1.1. INTRODUCTION

Tuberculosis (TB), although preventable and curable, kills an estimated 2 million adults
and children each year, making it one of the most lethal infectious diseases in the
world (Gondrie, Maher, Van Gorkom & Raviglione, 1999:762). The Notional Portal of
India (2009:1) indicates that 98% of those deaths occur in low-income countries
(Raviglione, Dye, Schmidt, & Kochi, 1997:624). In 2006, one third of the world’s
population was infected with Mycobacterium tuberculosis, the bacteria that cause B
(WHO, 2007:23). About five to ten per cent of those infected develop the disease and
this number increases 10 times in people infected with Human Immune Deficiency
Virus (HIV) (Lawn, Afful & Acheampong, 1998:635). Knowledge, perceptions and
beliefs about health are vast among different cultural groups worldwide. This influences
perceptions that people have about different diseases including HIV and Acquired

Immune Deficiency Syndrome (AIDS) and TB.

Liefooghe, Mitchiels, Habib, Moran and Demunynck, (1997:1685) suggest that cultural,
environmental and institutional factors contribute to health services not being used and
symptomatic patients delaying presentation. Factors such as experiences with TB,
cultural beliefs and poverty determine individual responses to treatment and
subsequent behaviour. Historically, TB has been stigmatised as a disease of the poor.
Those with TB have been thought of as “dirty” people, who eat bad food, have bad
hygiene (Westway & Wolmarans 1994:447), and are “low class” of society (Liefooghe
et al., 1997:1635). Another factor that has been associated with TB stigma is the lack
of knowledge or awareness of the causes of TB and the ways in which infections
occur. However, the emotional and social distress of individuals is less frequently

mentioned as a known consequence of TB infection.

© University of Venda
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In South Africa, the TB epidemic has developed into one of the worst in the world. For
this reason this study focuses on the assessment, perceptions and beliefs related to

TB among rural communities in the Vhembe district of the Limpopo Province in South

Africa.

1.2. BACKGROUND OF THE STUDY

Stevens (2009:16) reports that in 1865 a French military doctor, Jean-Antoine Villemin,
demonstrated that TB could be passed from humans to cattle and from cattle to
rabbits. On the basis of this evidence he postulated that TB was contagious and that it
was a micro-organism that was the cause of the disease. In 1882, a German scientist,
Robert Koch discovered the MTB and the fight against TB began in earnest. A further
milestone came in 1985, when Wilhelm Konrad von Roentgen discovered radiation.
Since then the progress and severity of patients’ diseases could be followed and
h bacteriologist, Albert Chalmette, worked together with Camille

reviewed. The Frenc

Guerin to develop a vaccine against TB. By 1921 they had developed a bacillus that

was harmless to man, yet had the ability to stimulate the production of antibodies.

From 1924 the vaccination of newborns was practised. The Bacille Chalmette Guerin
(BCG) is still used today. In 1943, during the Second World War, an American
scientist, Selman A. Waksman, discovered streptomycin, an antibiotic that could kill TB
bacteria. In the following year, a rapid succession of anti-TB drugs was developed.
This was essential because with streptomycin monotherapy resistant mutants began to
cess of antibiotic therapy. Following the development of

appear, endangering the suc

streptomycin other drugs were produced as anti-TB agents, namely, isoniazid (in

1952), pyrazinamide (in 1954), ethambutol (in 1962) and rifampicin (in 1963).. These
anti-TB drugs are still used today (Stevens, 2009:16).

Before Villemin’s identification of TB as a contagious disease, TB was known as

phthisis, a Greek term for wasting away. The swollen glands of the neck were known

as scroful, and since the kings of England and France were believed to have special

healing powers, the most desired treatment was being touched by the king. TB of the

© University of Venda



¢
@) i
skin was called lupus vulgaris and TB of the spine was termed Putt’s disease. TB was
also called consumption in Europe during the first half of the 19" century, but the
notion that it might be contagious was not widespread. No treatment was available and
many superstitions surrounded the cause of the disease. Many people died of TB then
as there was no treatment available. People who were infected with TB were
stigmatised and were isolated in sanatoria, usually in high mountains as it was

believed that the mountain air offered some hope of cure (Balt, Edington, Lotki, Preller

& Margot 1998:3; Dennil, 2005: &)

The first credible understanding that TB might be an infectious disease was made by
Benjamin Marten in 1772. He proposed that TB might be transmitted by a breath
emitted from the lungs and that it may be caught by a second person. The spread of
TB reached a peak in Western Europe and the Americas in the 1700s and early 1800s
and spread worldwide as a result of colonisation. Such peaks were associated with the
Industrial revolution, poor living and working conditions, poor housing, overcrowding,

malnutrition and unsanitary circumstances (Dennil, 2005:7).

TB was spread to Africa some 100 to 200 years ago and became known in sub-
Saharan Africa at the beginning of the 20" century. The absence of TB in Southern
Africa was documented as late as the first half of the 20" century (Dennill, 2005:7; Van
Rensberg, Meulemans & Rigouts, 2005:5). Known as the “white plague”, TB was
brought to South Africa around the turn of the nineteenth century by British and
European immigrants seeking their fortunes on the Witwatersrand. Men working in the
mines were vulnerable and susceptible to the disease due to overcrowded and
generally poor working and living conditions in the compounds. Miners who became
sick were sent to their homes without receiving any treatment. The worst epidemic

erupted in the Western Cape, where a large number of mine workers lived (Packard,

1992:12).

In 1993 the World Health Organization (WHO) declared TB a global emergency. The
epidemic was growing and becoming more dangerous each year. Alarming worldwide

3
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information was presented on how this advancing disease was the most common
opportunistic infection associated with the HIV infection. Alarming information was

presented on how TB would continue to spread throughout the world if it continued to

be neglected (DoH, 1998:233).

In 1996, the South African Ministry of Health (MoH) considered the WHO's
recommendation for TB to be considered as a public health problem and that the

Directly Observed Treatment short course (DOTS) should be adopted (Bennstam,
Strandmark & Diwan, 2004:229).

In March 2000, Ministers of the 22 high burden countries called for the accelerated
expansion of control measures and for increased political commitment and financial
resources to reach targets for global TB control by 2005. The goals were to detect at

least 70% of people with infectious TB and to cure at least 85% of those detected

(DoH, 2007:6)

In 2005 at the WHO-AFRO Regional Committee meeting held in Maputo, 46 Ministers
of Health unanimously declared TB an emergency in Africa. A resolution at this
meeting warned that unless “urgent extraordinary actions” were in place, the situation
would worsen and the 2015 Millennium Development Goals (MDG) would not be met.
In response to this resolution, the Stop TB Partnership developed a Global Plan to stop
TB within the period of 2006-2015, thus building on the Partnership’s first plan for
2002-2005. This plan envisaged new, improved TB drugs and TB diagnostic tools by
2010 and a TB vaccine to be available by 2015. A concerted effort is being made by
the WHO, together with the national TB programmes, to expand the coverage of
rol measures based on the DOTS. The United Nations MDG'’s target

effective TB cont
ence of TB is to halt it and reverse it 2015. (Stevens, 2009:16).

for the incid
Dr Karel Styblo of the International Union against TB and Lung Disease (IUATLD)
pioneered the DOTS strategy in Tanzania in 1970. When the WHO Global TB
Programme declared TB a global emergency in 1993, it began promoting the DOTS

4
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strategy worldwide. It concentrates on curing infectious patients so as to stop them

from spreading the infection further (Dennil, 2005:57).

In South Africa, a revised NTCP was established in 1996 to take advantage of the new
opportunities that were offered by the reform process after the new government was
established in 1994. As a result, DOTS was adopted as a cost-effective, safe, and
effective mainstream strategy for TB control. Despite the fact that the NTCP had
existed to supervise the control of the TB epidemic countrywide, and that for several
years, effective drugs and short-course regimens had been available and the DOTS
strategy had been implemented, South Africa still failed to conquer the TB epidemic. In
addition, the HIV-fuelled TB epidemic was outstripping the ability of health services to
cope with the problem in many countries in sub-Saharan Africa, including South Africa.
NTCP did not often achieve adequate case detection and treatment outcomes,
therefore it became necessary to explore ways of complementing TB care provided by
government health services. As a result, the implementation of the DOTS strategy was
introduced. (Harries, Maher, Graham, 2004:3). A concerted effort was made by the

WHO, together with national TB programmes, to expand the coverage of effective TB

control measures based on the DOTS.

A problem in the management of TB is that making the TB diagnosis is often delayed.
The cause of the delay might be patient-related or health-worker related. According to
Matebesi, Heunis, Van Rensberg and Elgoni (2004:153), there is often considerable
delay between the onset of symptoms and contact being made with health-care
providers. Some of the factors causing delays in seeking health include the
perceptions and beliefs, risky health-seeking behaviours, the age of the individual, the
educational level, a poor perception of health services, economic constraints and long

distances patients have to travel to clinics (Van Rensberg et al., 2005:154). These

delays negatively affect the desired treatment outcomes.

© University of Venda
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1.3. STIGMAS ASSOCIATED WITH TB

Literature provides evidence that there are various stigmas associated with TB, and
that these stigmas have sustained the TB epidemic in the burdened countries.
Research suggests that cultural, environmental and institutional factors contribute to
health services not being used and symptomatic patients delaying presentation.
Factors such as experiences with TB, cultural beliefs, and poverty determine individual
responses to treatment and subsequent behaviour. Such factors are also discussed in
the literature consulted. Stigma has been assessed because of its potentially negative
impact on TB control through delayed diagnosis or poor adherence to anti-tuberculosis
treatment. As mentioned above, emotional and social distress of individuals is less
frequently mentioned as a consequence of TB. Another factor that has been
associated with TB stigma is the lack of knowledge or awareness of the causes of TB
and the ways of contracting the disease (Liefooghe .Baldiddawa, Kipruto, Vermeira, &
Demunynck, 1997:809; Smith & Manning, 2004:233; Zhang, Dou & Yu, 2007:825).

In their research in Botswana, Steen and Mazonde (1998:163) discovered that health
seeking behaviour of TB patients reflected the notion that TB was nothing major and
was caused by heavy, dusty, or mine work, smoking, being poisoned, drinking,
witchcraft and germs. Only a few sufferers demonstrated that they had a clear

understanding of TB because they agreed that TB is caused by germs.

Another factor associated with TB stigma is similar to the one above and concerns the
fact that some patients delay seeking care. Reasons provided include the lack of
knowledge or awareness of the causes of TB and the risk factors for contracting TB
(Liefooghe et al., 1997:1685). It is noteworthy that Liefooghe et al. (1997:809)
conducted focus group interviews in ethnically diverse communities in north-western
Kenya in an attempt to understand beliefs about causation, transmission and
symptoms associated with TB and the treatment-seeking patterns of TB patients.
Community members and TB patients participated in the focus groups. The majority of

participants correctly believed that TB was contagious. This gave rise to the belief that

6
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the disease itself and TB patients were dangerous and something to fear. Thus they
also believed that TB was difficult to cure and usually fatal. The participants in the
research also reported that they did nol know the difference between TB and the
HIV/AIDS pandemic, and that they thought it was shocking, frightening, disappointing
and sad for an individual to be told that he or she had TB. Patients thought the disease

was incurable and that they were going to die soon (Liefooghe et al., 1997: 809).

People had their own way of identifying the disease and they visited modern health-
care institutions at a very late stage. Causes and aggravating factors responsible for
TB were believed to be evil spirits, as well as the eating of certain foods like sorghum,
maize and potatoes. There were also misconceptions about the transmission and
treatment, although people suspected that the disease was transmitted by air.
Participants thought that modern treatment prohibited sexual activity, and for this
reason many did not want to visit the health-care institutions. They believed that the
disease could be transmitted sexually and that sexual activity would affect the potency
of the patient. Similar findings were made by Liam, Lim, Wong and Tang (1999: 300) in
Ghana. These researchers suggest that defaulters had inadequate knowledge about
TB, and support the observation elsewhere that inadequate knowledge or
understanding of the disease and its treatment, as well as misconceptions of the
implications of symptoms of the disease were potential determinants of poor
compliance. Knowledge of TB and its treatment has been shown to be important in
studies of adherent and non-adherent patients in Africa (Kaona, Tuba, Siziya &
Sikoana, 2004:164).

A study conducted in Zambia reported that many non-adherent (45%) and adherent
(39%) TB patients felt they could discontinue treatment once they started feeling
better. Non-adherent patients also reported that a lack of knowledge of the benefits of
completing treatment and the strengt of drugs were reasons for discontinuing
treatment (Kaona et al., 2004:200; Demissie, Getahun & Lindtjorn, 2002:2009). Other

researchers report that respondents discontinue treatment because of the belief that

© University of Venda
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they should abstain from sex while on ftr

2002:1075; Demissie et al., 2003:2009).

Sachs and Krantz (1991:1283) concluded that the consequences of sickness are often
a threat to society as a whole. In their research in the Congo, they noticed people’s
negative reactions to and their condemnation of those infected with TB. Interestingly,
the participants in this research called TB “the disease of distance” and described it as
a person invading people. Isolation and stigmatisation were the methods used to
protect society from the threat of TB. Sontag (2001:310) suggests that the same
perceptions towards TB exist in all cultures. However, in some cultures maintaining a

relationship with someone infected with TB infected is looked upon as taboo.

Notably Gibson, Cave, Doering, Ortiz and Harms (2005:931) found in their study of

Aboriginal communities in Canada that a lack of knowledge of TB is strongly

associated with perceptions of and experiences with the disease. Redeeming this

situation can be accomplished in collaboration with lay people, particularly those who

have recovered from active TB, their family members and health workers from the

community. The study also revealed the perception of some participants that it is an

irresponsible lifestyle that causes TB. Others thought that people contracted TB from

overworking or not taking care of their health. Participants also believed that people

were more susceptible to catching TB when they let their health run down.

In a different context Long, Johnson, Diwan and Winkvist (1999:815) in Ghana

discovered that patients’ understanding of the stigma attached to TB was related to the

fact that they refused to accept diagnoses and even when they did, they would hide

their condition from their employers, friends and family members. They also associated

stigma with perceptions of individuals and groups that infected/affected people would

place them at risk. It was also indicated that the stigma attached to TB seems to

discourage patients from seeking treatment and may lead to reality evasion, where a
patient fails to consider that he or she has TB and resorts to self-treatment to cure

his/her health problem. Because patients were placed in isolation in TB wards the

© University of Venda
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belief that TB is very contagious was increased, and the association of TB with HIV
aggravated the stigma further. Many patients were not treated by members of the
community or provided for by relatives due to the stigmatisation. The study also
indicated that when people were diagnosed with TB they were shocked because it
meant that they would lose their jobs, get divorced and change their social
involvement. No one wanted to be known as a TB patient because the disease was

seen as incurable and people thought that the patient would die very soon (Liefooghe

et al., 1997:1686).

In a similar study conducted in the five local health systems of Nicaragua to explore the
social stigma of TB, Macq, Solis, Martinez, Martiny and Dujardin (2005: 205)
discovered that family members seem to have the most homogenous and supportive
feelings and behaviours towards TB patients, whereas communities develop fear,

rejection and mistrust of TB patients. In general, the community reacted differently from

family and friends, even though feelings and perceptions were mixed. In their

responses community members mainly talked about others’ reactions and not their

own, probably because of feelings of guilt and discrimination towards sick people. The

study also investigated the feelings and behaviour of health care providers and found

that feelings and behaviour were guided by fear and thus was oriented towards

isolation of the patient. Some refused to care for TB patients, while others did their jobs

but tried to reduce their contact time of with TB patients. According to the

aforementioned researchers, the family members in this study had supportive feelings

and behaviours unlike the community members.

In an Ethiopia-based study, Getahun and Maher (2000:174) found that TB patients

were highly stigmatised to the extent that they lost their work, and that marriages

sometimes broke down if others got to know about the disease. The patients were

under strong pressure to take medication in silence and for the shortest possible time.

They often interrupted their treatment when symptoms disappeared. Recognition of
this problem led to the revitalisation of TB control activities, including the formation of

© University of Venda



o]
&% | ) University of Vend:
Uiy

the “TB clubs” which contributed to the effective implementation of a TB programme in

the Este district of Ethiopia.

Macfarlane and Elleher (2002:1389) explored perceptions to illness determinants of

older people in Ireland. Their findings reveal that as TB used to kill whole families

people were afraid to visit the homes of TB patients because the disease was

understood to be highly contagious. The participants in this study further referred to TB

as a germ that got into the lungs and which family members ‘took’ from one another.

A study conducted by Bennstam, et al. (2004:299) discovered that in the society
investigated, TB was considered to be a disease affecting not only individuals but also
society as a whole and that it changed the harmony in life. Persons who were

stigmatised were regarded as undesirable and abnormal by society. They also

considered this stigma management to be a feature of society. They observed that

there were no gender differences regarding stigmatisation, perceptions of traditional

healers, or the use of the ancestors’ treatment. Participants in the study thought that

men and women, young and old should all start with ancestral treatments before going

to the health centres. It was discovered that women had a greater preference for

traditional interventions than men did, which resulted in longer delays in diagnosis

among women.

Focusing on Ghana, Long et al. (1999:815) discovered that participants with or without

TB were knowledgeable about TB, and that traditional beliefs related to TB were

common in the area. Fear of social isolation made sufferers reluctant to reveal their

disease status, thus causing unnecessary d
erceptions towards TB were more likely to be

elay in diagnosis and treatment. The study

shows that patients who had open p

compliant. The long delays that patients face
mic factors as their meagre incomes had much to support.

d in their search for a diagnosis of TB in

Ghana was due to the econo

It also indicated that patient
moment they felt much better, and were more likely to stop treatment in order to work

and provide for their families. According to the researcher, poverty hindered patients

s with low-incomes had a higher risk of defaulting the

10
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from complying with treatment. Due to lack of funds patients resorted to traditional

treatment.

Barnhoon and Adriaanse (1992:292) in India suggest that health workers’ poor interest
in psychosocial issues such as beliefs, norms and knowledge fostered by patients’ own
problems, reduced the patients’ acceptance of the treatment procedure. The health
workers' pessimism about the patients’ ability to change their behaviour could serve as
a barrier in the relationship between them. TB is a contagious, sensitive disease to
diagnose and treat. Community members believed that TB should be diagnosed and
treated in a hospital or by medical doctors and not at the peripheral level. The Indian
study found that the treatment was perceived as long, agonising and cumbersome.
Getahun and Maher. (2000:174) in Ethiopia found that factors such as inadequate
health service infrastructure, reduced access to healthcare and limited human and

financial resources prevented the adequate implementation of control measures

against the spread of TB.

Still in East Africa, Liefooghe et al. (1997:809) discovered that in Kenya, not unlike

Ethiopia, the beliefs and perceptions of tuberculosis demonstrated that TB was well-

known in the communities and many vernacu
d that contracting TB was attributed to causes such as smoking, alcohol

lar names for the disease exist. It was

also discovere

use hard work, exposure to cold and sharing utensils with TB patients. They further

indicated that TB was also perceived as a difficult disease because it disrupted

patients’ social lives and caused stigmatisation for the family and the patient. The

community members avoided contact with TB patients and, as a result, the patient and

the family were isolated. Relatives even stopped children from having contact with their

parents. This confirms the findings from the previously mentioned study that

discovered that health units failed to investigate chronic coughs in a certain proportion

of suspected TB patients and that TB was not properly investigated or accurately

diagnosed in facilities because of stigmatisation. It was discovered that traditional

treatment was considered a valid alternative to modern treatment and believed to be

effective and much shorter. Personal experiences, perceptions of social network and

11
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health beliefs interacted with and influenced health-seeking behaviour. The

community’s perception of TB strongly influenced the patients’ perceptions towards TB.

Liefooghe et al. (1 997:809) found t hat diverse communities in North West Kenya
understood beliefs about causation, transmission and symptoms associated with TB
and accordingly the profile of treatment-seeking patterns of TB patients. Community
members and TB patients participated in focus groups as part of the investigation. The
majority of participants correctly believed that TB was contagious. This caused the
belief that TB and TB patients were dangerous and something to fear. Thus they also
believed that TB was difficult to cure and usually fatal. TB patients reported delaying
care-seeking until their initial cough was accompanied with more serious symptoms

such as “sharp chest pain, breathing difficulties, vomiting blood, loss of appetite, or

feeling very tired”.

In a case study in Pakistan, Maher et al. (1999:762) discovered that there was the

perception that TB was a family disease rather than an affliction affecting an individual.

The behaviour of patients was not completely under control of their own thoughts,

perceptions and beliefs as the beliefs and expectations of other people also guided a

person’s behaviour. Social norms, especially determined by the family, social class and

ethnic group were thus very important for patient's compliance. It suggests that

patients who had open perceptions of TB were more likely to be compliant than those

ho did not. Furthermore it indicates that compliant behaviours are associated with
who di :

ial support from the family or other persons like doctors, health workers and
socia

neighbours.

Clevaland and Sharp (2003:933), discovered that

Mfinanga, Morkve, Kazwala, | |
ack of knowledge of TB in Tanzania played a role in the

. : I

erceptions, practices and the .
: z of the disease. Traditional beliefs and failure to recognise symptoms may delay
sprea :

di sis. The study discovered that delayed diagnosis would eventually worsen the
iagnosis. '

g d of the disease in the community. Lack of knowledge and erroneous beliefs
spread o

influenced the transmission of infection and the delay in diagnosis and treatment. The

12
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delay reported in the study was associated %ith those who visited traditional facilities

first and those who had information of TB prior to diagnosis.

The study concluded that the insight obtained from these perceptions and beliefs could
help in planning an appropriate approach to a public health education package which

would be effective in correcting beliefs that were not favourable for disease prevention.

It was also suggested that strategies such as health promotion through community
involvement, incorporation of TB information into school curricula and mass media

programmes that gave strong advice about preventing the disease, as well as more

studies on pulmonary cases Were needed.

1.4. STIGMA ASSOCIATED WITH TB IN THE TIME OF HIV / AIDS

TB is the most common life-threatening opportunistic infection in people living with HIV
is the m

(Corbett, Watt, Walker Maher, Williams, Raviglione & Dye, 2003: 1009). The WHO

rted that there were close to 1.4 million new cases of TB and 456,000 deaths
reporte

ople with TB/HIV co-infection worldwide in 2007. Africa accounted for an
among pe

estimated 79% of TB cases among people living with HIV (WHO, 2001:147).

A itive HIV status is the most important risk factor for the progression from latent TB

ositive |

t p tive TB, and HIV increases the likelinood of death due to TB (Corbet et al., 2003:
IV , . . -

100:;) In sub-Saharan Africa people with TB have only about 10% lifetime risk of
. In sub-

latent TB infection developing into active TB disease, while people with TB/HIV co-
aten

infection h a 10% annual risk of the co-infection developing into the disease (Lawn
infection have

) a y ; I e t f

There is a high incidence of extra pulmonary TB, occurring outside the lungs and which
ere is a hi

is difficult to detect through sputum microscopy among HIV positive patients (Steingart,

is difficult to . _ ; :

H Laal Hopewell Ramsay, Menzies, Cunningham, Weldingh & Pai, 2007: 147).
enry, Laal, )

' tum tests in HIV positive
[ t detected by conventional spu
As a result, TB is often no

13
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patients who are co-infected (Brodie & Shungler, 2005:247). Such patients then go
without treatment and may unknowingly transmit TB to other members of the
community. As a consequence, in such circumstances TB spreads rapidly without
control (Dye, Watt, Bleed, Hosseini & Raviglione, 2005:2767; Kenyon, Halabi, Moeti,
Moreki & Binkin, 1999:234; Churchyard, Kleinschmidt, Corbert, Mulder & De Cook,
1999:791: Wilkinson & Davies, 1997: 596; Cantwell & Binkin, 1996:220). Corbert et al.
(2003:1009) estimate that 31% of all new TB cases in adults aged 15 - 49 in the WHO

African Region were attributable to HIV infection, whereas worldwide HIV infection only

accounted for 9% of all new TB cases.

Literature reports consulted show that the incidence of TB in sub—Saharan Africa has
increased parallel to the HIV epidemic. TB remains the most common opportunistic
infection and cause of death among the HIV infected. In the South African region South
Africa it was discovered that admissions for tuberculosis had increased more than two
fold be tween 2000 and 2005 (Rowe, Makhubele, Hargreaves, Porter, Hausler &
Pronyk, 2005:263; Lawn et al., 2006:201; Maher et al., 2005:714). This is largely
because HIV positive patients are plagued by a weakened immune system which

makes them more susceptible to TB infection and makes it harder for the body to fight

off disease.

The WHO reports that the African sub-region is burdened by the highest incidence per
capita of TB disease than any other region in the world (WHO, 2007:40). Sub-Saharan

Africa accounts for more than a quarter of the global burden of TB, with an estimated

2 4 million active cases and 540, 000 TB deaths annually (WHO, 2005:30; WHO,

2007:43).

It was discovered that in Botswana the incidence of TB is one of the highest in Africa,

and has been rising sincé 1990. TB is regarded as the most common cause of death in

the country. There is an established relationship
has been paralleled by an increase in HIV

between TB and HIV predisposing to

TB. Thus, the increase in TB incidence

prevalence In addition, the national TB incidence rate in 1993 was 327/100,000,

14
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whereas the reported HIV prevalence in TBpatients varies between districts, ranging

from 21% to 67% in the same year (DoH, 1996: 163).

It is noteworthy that in Malawi Crampin, Glynn, Floyd, Malema,.Mwinuka, Ngwira,
Mwaungulu, Warndorf and Fine (2004:194) discovered a rela'tionsrTlp between “rB- and
gender, thus revealing that in HIV-positive individuals the mfect.lon wa‘s a similarly
strong risk factor for TB in both men and women. TB was. associated with both men
and women having family or household contact with the disease. For women but r.10t
men. contacts outside the family or household were also a risk factor for contracting
1B, ’however, it seems as if contracting TB was not associated wi'th current or recent
pregnancy, or with smoking or exposure to smoking. It was a?so discovered that there
was no difference between men and women in health serwc? usage or delay. The
study also found that HIV infection was the major factor influencmg the age and gender
distribution of TB cases in Malawi, and that the risk was increased in younger women

d older men. The effect of HIV appeared to be less significant in the oldest age
and older .

group.
1.5. TB IN SOUTH AFRICA

South Africa is burdened by oné of the worst TB epidemics in the world, with disease
ou rica

t than double those observed in other developing countries and up to 60
rates more

ti higher than the rates in the USA or Western Europe. The South African Medical
imes higher

R h Council estimates that the country had 180 507 cases (55%) reported) in
1:::6"0 419 per 100 000 of the total population, of these 32.8% (73 679 cases) were
, or P

probably infected with HIV (Fourie, 2003:1).

m m m. Pri [ ' f the TB Register in 1995, cure rates
Prior to the introduction O TB R
anagement system.

ntro
wn, and consequently co
ot s evident in the fact that, in 1997, a cure rate of only 54% was

| efforts could not challenge poor results. The

implication of this failure i

recorded.
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Statistics on TB indicate that it is a major problem in South Africa. Between 1996 and
2006, the number of people diagnosed with TB in the country tripled from 109 328 to
342 315. The cure for the country was at 57.6% in 2005 compared with the WHO
target of 85%. This suggests that Limpopo Province has not performed well due to lack
of a specially designated managerial post for monitoring and evaluating a region

burdened by one of the worst TB epidemics in the world (WHO, 2007:275).

In South Africa the control of TB relies on passive case-finding and thus depends
entirely on whether and when people decide to present themselves to a health facility.

This causes delays in the diagnosis of TB and intensifies the disease in infected

individuals. It also increases their risk of death, and prolongs the period of time they

are actively infectious. The dangers of prolonged delay are heightened for those co-

infected with HIV. Reducing delays in the diagnosis of TB has been cited as the main

objective in the battle to reduce overall death rates in Sub-Saharan Africa (Lawn et al.,

1998:635).

As a relatively wealthy country among its neighbours, South Africa was ranked third

among the 22 highest TB disease burdened countries in 2005 (rank based on

estimated number of incidents) (WHO, 20
al crisis by the National Minister of Health in 2005 (DoH).

07:20). The situation was so grave that TB

was declared a nation
WHO on line TB Database and WHO 2007 Global Tuberculosis

000 reported cases of TB in 2005, with the

According to the

Control Report South Africa had over 267,

prevalence of 511 per 100,000 of the population and an incidence rate of 600 cases

per 100,000 of the population. Fifty eig

(WHO, 2007:29). This number was larg
(Raviglione, Dye, Schmidt & Kochi1997:625).

ht per cent of new cases were HIV positive

ely the result of incomplete treatment in the

past, inappropriate treatment, or both

South Africa was involved in the early steps of the development of a TB and HIV

strategy with the implementation of the WHO ProTEST initiative in four districts in
1991 namely Bohlabela (Limpopo), Ugu (KZN), East London (Eastern Cape) and

16
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Cape Town Central District (Western Cape;..)/\ jéint “strategy for HIV and AIDS, STl and
TB control in South Africa was developed in 2001. The WHO document “Guidelines for
implementing Collaborative TB and HIV Programme Activities” provides tools to
support the planning, coordinating and implementing of collaborative TB/HIV activities
that have adapted to the country’s situation, at district level. A package of care was

developed for HIV positive patients, i.e. routine screening for TB and offering treatment

to those with TB, as well as TB-preventative therapy for those found not to have TB.

For TB patients the package includes offering HIV counselling and testing to all TB

patients, offering cotrimoxazole routinely to those who test HIV positive and ART to

those who are eligible, as well as on-going psychosocial support and early diagnosis
and treatment of other opportunistic infections. By the end of the 2006/7 period, 211

sub-districts were offering TB and HIV activities (87%) to TB patients and offered HIV

counselling and testing. The test uptake was 68%. TB screening amongst people living
with HIV was low but 29%

2007:21)

of the patients screened were found to have TB (DoH,

Focusing on the Bohlabela district of the Limpopo Province in South Africa, Rowe et al.

(2005:263) discovered patterns in the

positive patients in rural South Africa.
between 2000 and 2005, and that the preventive

adherence of TB preventive therapy for HIV-

They indicated that admissions for tuberculosis

had increased more than twofold in

therapy for HIV-positive individuals was shown
They suggested that the programme should be implemented in other comparable

growing epidemic. In that study, patients cited their need to use

to be efficacious and cost effective.

settings in light of the

public taxis to reach clinics and the associated financial costs as a significant obstacle

to accessing regular health care. The issue of hunger was also mentioned, as patients

had to take the treatment with food. Lack 0
atients indicated that they depended on their

f control over economic resources was also

cited. Most female and adolescent p

parents or husbands for financial support.
had disclosed their conditions to someone who was

It was stated that patients who completed

their programmes Were those who
able to support them emotionally and financially. It was also stated in the study that

the lack of social and family support affected their adherence to the treatment. Patients

1%
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also cited the issue of the clinic environmen where the presence of supportive nurses

played a role in their regular visits to the clinic, fetching medication, and the availability

of support groups from the clinic.

Nachega, Gounder, Doherty, Adendof, Cootzee, Msandiwa, Gray, Intgre and Chaison
(2002:7) in South Africa discovered that there was a concurrent explosive epidemic of

HIV and TB. The knowledge and perceptions about TB were assessed to be used for

TB-preventive therapy, research planning and adherence strategies.

In conclusion, it seems as if there is a high proportion of HIV-infected individuals who

have sufficient knowledge about the germ theory, transmissibility and the importance of

TB preventive therapy. They also seemed to be aware of the vulnerability of

malnourished people t0 getting TB. This

significant number of HIV infected patients to join future TB therapy initiatives,

mmes and adherence to treatment.

knowledge and perception may motivate a

preventive progra

1.6. PROBLEM STATEMENT

According to the TB statistics in Limpopo the rate of treatment defaulters was high at
7.6% (DoH, 2006) whereas the target is 5% and below (WHO, 2007:30). It has been

reported that the health services in Limpopo Province in South Africa have

experienced a decrease in case-finding and the cure rate recorded for the province as

a whole (57%) is far from the WHO 2015 target of 71.4% (DoH, 2006). Vhembe district

was identified as oné of the four districts with both a high number of TB cases and low

cure rates, and was selected as a focus area for the TB plan (DoH, 2006). However,

lack of information regarding the socio-cultur

the problem (DoH, 2007-2011).

al and other determinants contributes to
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1.7. PURPOSE OF THE STUDY

The purpose of the study was to increase the understanding of the knowledge,

perceptions and health beliefs related to TB among people in the rural communities of

Vhembe District in Limpopo Province.

1.8. OBJECTIVES

The objectives of this study were to address the following:
e Assess knowledge of TB among people in the rural communities of Vhembe
District;
e Determine the people’s perceptions, and health beliefs related to TB.

1.9. SIGNIFICANCE OF THE STUDY

« The findings of the study may help the communities to develop strategies to

diminish discrimination and stigmatisation of TB patients.

o The relationship between the government and organisations working with TB
will be strengthened, sO that the or

ut TB so that more TB patients can be identified

ganisations can work together to dismiss

some of the misconceptions abo

and appropriate caré and support provided.

e Traditional healers and pharmacists will find a point of synergy and a scope of

involvement in TB and treatment as they are the first line of action in TB

treatment.

« Observing the lev
ibute to the planning of health education programmes.

els of awareness On level of knowledge, perceptions and

beliefs will contr

« Information provided to family members by health-care providers on how to care

for TB patients at home will enable them to provide care for all patients at home.
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1.10. THEORETICAL FRAMEWORK

The theoretical framework of the Health Belief Model by Green and Kreuter (1999) was
used to guide this study. The model stresses that individuals must possess some
minimal level of health knowledge and motivation towards health. It stresses that
individuals should see themselves as vulnerable to illness and believes that illness is
serious. The model guided the researcher on how to increase the understanding,
knowledge, perceptions, and health beliefs related to TB among people in the rural
communities of Vhembe District in Limpopo Province. People were convinced that the
treatment could be efficacious and that it was possible to obtain control over the
disease and that the cost was not too high in view of its benefits (Rosenstock,
1966:944). The Health Belief Model includes six determinants of behaviour: perceived

susceptibility, perceived severity, perceived benefits, perceived barriers, health

motivation and cues of action.

Perceived susceptibility: This is a person’s perception of the likelihood of contracting

a disease or if people think that they cannot get a particular disease or have a

particular medical problem. In this study it was assumed that informing the participants

that if they did not smoke no-one in their families would suffer from lung disease.
Perceived severity: A person’s perception of the seriousness of the consequences of

contracting a disease. In this study it was assumed that informing or telling the people

that TB was fatal would not increase the death rate.
Perceived benefit: Perceived gateways to health promotion are significant. It is

difficult to convince people to change their behaviour if there is not something in it for

them. In this study it was assumed that if patients take the medication their symptoms

would improve.

Perceived barriers: Opini
le have for not changing their health behaviours are regarded

ons of the tangible the psychological, or one of the other

major reasons that peop
as relating to physical difficulty only, yet elements of social difficulty are just as

important. In this study it was assumed that perceived barriers inform participants that
treatment may cause side effects.
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Health motivation: It was assumed that motivating participants to engage |

preventive behaviour and efficacy of response to TB medication would cure them.

1.11. DEFINITION OF TERMS

Knowledge
Knowledge is expertise and skills acquired by a person through specialised education,
or the theoretical or practical understanding of a subject, what is known in a particular

field or, in total, facts and information. In this study knowledge is information that a

participant has regarding TB.

Perceptions

Perception is the process of obtaining awareness or understanding of sensory

information or the process by which organisms interpret and organise sensation to
produce meaningful information (wikipedis.org/wiki/perception). In this study perception

is a learned tendency to respond in some characteristics way towards tuberculosis.

Belief

Belief is constituted by
fact, opinion, or assertion as real, without im
upon word or testimony; partial or full assurance without positive knowledge or

“assent to a proposition or affirmation, or the acceptance of a

mediate personal knowledge; reliance

absolute  certainty, persuasion, conviction and confidence (www.christian

republic.co.za.). In this study belief is understood as the perceptions that participants

have about TB.

Rural
The South African Sch
involving the countryside”. In this study

Kurhuleni where the study was conducted.

ool Dictionary (2004:734) defines rural as “relating to or
«rural” refers to the communities of Xigalo and
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1.12. RESEARCH DESIGN AND METHODOLOGY

The research design chosen was qualitative, descriptive and exploratory, in order to
increase the understanding of the knowledge, perceptions, and health beliefs related to
TB. The target population in this study was the rural communities of Xigalo and
Kurhuleni in the Vhembe district of Limpopo province. The non-probability purposive
sampling approach was used to select participants in the eight focus groups. Each
focus group comprised of 10-12 participants according to age groups. The ages of
participants ranged from 34-59 years. The ages of the youths ranged from 18-34
years and the elderly ranged from 60-75 years. Parents involved in focus group
interviews were (9) Males and 10 females. Among the youth 18 participants were
males and 19 were females. Among the elderly participants involved in the focus group
0 females. Sixty five people participated in the study. The number

9 were males and 1

of male participants was low, this might be because the interviews were conducted

during the day when most men had gone to work. Another factor was that most males

worked far away from home and they only come back during weekends and at the end

of the month.

Semi-structured interview guides were used to collect data. Interviews were audio-
taped and field notes taken. The information from the tape recorder was transcribed
verbatim before undertaking data analysis. Data was coded and based on the
questions in the interview guide, i.e. the themes of the findings derived from the
interview guide, followed by the coding of sub themes and descriptions. Measures to
ensure trustworthiness were adhered to. The researcher observed the requisite ethical
principles that needed to be applied to the research process, namely: the right to
the right not to be harmed, informed consent, anonymity and confidentiality,
on in the study. Details of the research design

privacy,
and the right to withdraw from participati
and methodology are described in Chapter 2.

id

© University of Venda



"

&)
1.13. DISSEMINATION OF INFORMA'noh)

The information gained from the research will be disseminated in the following areas:

e Department of Health Limpopo, Provincial Presentation Research day held once

a year.
e Workshops conducted for primary health-care workers.
o Workshops conducted for all stakeholders in the community to disseminate

results and the use of media in broadcasting information by means of radio talks

and the use of pamphlets in the language of the village people.

1.14. CONCLUSION

Chapter 1 described the introduction to the study, background of the study, problem
statement, and purpose of the study, objectives of the study, significance of the study,

theoretical framework, and definitions of terms, research design and methodology,

dissemination of information, outline of chapters. Chapter 2 addresses the research

design and methodology in detail.

1.15. OUTLINE OF CHAPTERS

This chapter comprises the overview of the study, introduction of the study,

background of the study which in turn includes: stigma associated with TB, stigma
associated with TB and HIV/AIDS in South Africa, TB in South Africa, problem

statement, purpose of the study, objectives, significance of the study, theoretical

framework, definition of terms, research and methodology, dissemination of information

and the conclusion.

Chapter 2 presents a discussion on research methodology: the introduction, purpose of

the study, objectives of the study, research design, population, data collection method,

data analysis and ethical considerations pertaining to the research project.
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Chapter 3 comprises an analysis of d&é{ta collected during the semi-structured
interviews with participants who were residing in Xigalo and Kurhuleni villages in
Vhembe district of Limpopo province. Data analysis reflected the biographical
information, thematic presentation of the knowledge, perceptions and health beliefs of

the participants with respect to TB.

Chapter 4 provides the conclusions and recommendations of the study. A summary of
conclusions and findings is discussed and includes recommendations regarding the

community, research, nursing education, patient care and nursing administration.
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CHAPYER 2

RESEARCH DESIGN AND METHODOLOGY

2.1. INTRODUCTION

Chapter 1 laid bare the fundamentals as it brought to view the introduction, explained
the background of the study and indicated how the problem was identified. It discussed
the study purpose and the research objectives were briefly described in the previous
chapter and in this chapter a detailed discussion is presented. The chapter outlines the

research design and methodology, population of the study, sample and sampling

approaches, data collection instrument, ethical considerations and data analysis.

2.2. PURPOSE OF THE STUDY

The purpose of the study was to increase understanding of the knowledge, perceptions

and health beliefs related to TB among people in the rural communities of Vhembe

District in Limpopo Province.
2.3. OBJECTIVES

The objectives of this study are to:

e Assess knowledge of TB among people in the rural communities of Vhembe

District.

e Determine the people’s perceptions and health beliefs related to TB among

people in the rural communities of Vhembe District.

2.4. RESEARCH DESIGN

According to Burns and Grove (2001:225) the design of a study is the end result of a

series of decisions made by the researcher concerning how the study would be
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conducted. Burns and Grove, (2001:261) "also refer to the research design as “a

blueprint for conducting the study that maximizes control over factors that could

>

interfere with the validity findings”. Research design is further considered to be the
entire strategy for the study, from identifying the problem to the final plans for data

collection. In addition it is limited to clearly defined structures within which the study is

implemented (Burns & Grove, 2001: 261).

As a blueprint, the design is not specific to a particular study but it is a broad pattern or

guide that can be applied to many studies. Designing a study helps the researcher to

plan or implement the study in a way that can help her/him to obtain the intended

results, thus increasing the chances of obtaining information that could be associated

with real situations (Burns & Grove, 2001:262; Cormack, 1996:111).

Creswell (2003:2) defines design in qualitative research as “the entire process of

research from conceptualizing a problem, to writing the narrative”, while the tradition of

inquiry is the term used to refer to “an approach to qualitative research that has a

hed history in one of the disciplines, having spawned, distinct methodologies
e research design of the present

distinguis
that characterize its approach” (Creswell, 2003:2). Th

study was qualitative, descriptive and explorative in nature. The researcher used this

approach to describe the knowledge, perceptions and beliefs related to TB.

2.5. QUALITATIVE RESEARCH

Qualitative research is a systematic, subjective approach used to describe life

meaning (Burns & Grove, 2001:61). Qualitative research

experiences and to give them
lly in an in-depth and holistic fashion,

is the investigation of a phenomenon, typica
through the collection of rich narrative materials using a
& Hungler, 1997:466). Qualitative research is an artistic, philosophical approach that is
The primary concern some researchers have with

flexible research design (Polit

thought to produce the “self”.

qualitative research is that it lacks the obje
62). It is a loosely defined category of research

ctivity and control that are essential to “hard”

scientific science (Burns & Grove, 2001
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design and models, all of which elicit verbal} visual, tactile, olfactory and gustatory data
in the form of descriptive narratives like field notes, recording, or other transcriptions
from audio and video tapes and any other written record, picture or film. In qualitative
research people are studied in their setting in order to discover the social world of

cultures and languages by living with them and learning by observation and talking to

them.

In this study qualitative research identifies the characteristics and significance of
human experiences as described by participants and interpreted by the researcher at
different levels of abstraction (Burns & Grove, 2001: 62). Qualitative research design

was used in order to increase understanding of the knowledge, perceptions andhealth

beliefs related to TB among people in the rural communities of Vhembe District in

Limpopo Province.

The following are the advantages and disadvantages of qualitative research:

The advantages of using qualitative design in this study are as follows:

e The data was non-numerical; it was in the form of written words and audiotapes.

e Analysis of data involved an examination of words rather than numbers.

« Data was analysed concurrently with the data collection, a series of common

steps were used for analysing the data and for coding themes and categories.

The disadvantages of using qualitative research in this study are:

o It was difficult to prevent or detect researcher-induced bias. Due to in-depth data

gathering approaches the scope was limited.

A large amount of data in the form of narratives was gathered, and this made
ing. As a result, the researcher spent hours
lationship of data (Brink & Wood,

[}
analysis extremely time-consum
reflecting on the possible meaning and re

1994: Polit & Hungler, 1997).
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2.6. DESCRIPTIVE STUDY

This design was aimed at exploring the dimensions of the phenomenon, the manner in
which it was manifested and other factors to which it was related (Polit & Hungler,
1997:14). Descriptive designs emphasise in-depth descriptions of a specific situation,
group interaction or social object. This information was gained through the use of focus
group interviews using the semi-structured interview guide. The documented
information on the phenomenon was analysed and classified to provide new insight

into the phenomenon. In this study description of knowledge, perceptions and beliefs

related to TB were achieved.

2.7. EXPLORATORY

According to Mouton and Marais (1999:43) the aim of exploratory research is to

explore a relatively unknown research area to gain new insight into the phenomena

under study, rather than collecting accurate and replicable data. A study should be

designed to explore the dimensions of a phenomenon or to develop or refine
hypotheses about the relationship between phenomena (Polit & Hungler, 1997:456).
Grinnell (1993:136) explains that exploratory design is at the lowest level of the
continuum of knowledge that can be derived from research studies. During the present
study, the researcher went to the natural settings of the people in the Vhembe district
of Limpopo province to assess the knowledge, beliefs and perceptions related to TB as
a disease of the community. The aim was to extend the theoretical knowledge
available about people’s knowledge in the TB - HIV/AIDS context. It was necessary for
the researcher to apply an explorative design in order to attain the objectives of the

study. The researcher remained open to any new ideas and explored the best

solutions in order to achieve the best report.
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2.8. SETTING OF THE STUDY

The study was conducted in two rural villages (Xigalo and Kurhuleni) of the Vhembe
district in Limpopo province. The province is considered to be poor with approximately
87% of its people living in rural areas. Just over 97% of the population is classified as
black Africans, while whites make up 2%, and coloured and Asian people make up
0.4% and 0.5% respectively (Barron, Day and Monticello, 2007:670). Vhembe district

consists of four municipalities namely: Thulamela, Mutale, Makhado and Musina.

Xigalo village, with a population of 6000, is found in the Thulamela municipality, while
Kurhuleni, with a population of 4000, is located in the Makhado municipality. These two

municipalities had the lowest population growth in both 2000 and 2004. The female

population in Makhado stands at 55% as is also the case in Thulamela (55

2.9. POPULATION

Population is the entire aggregation of cases that meets a designated set of criteria

(Polit & Hungler, 1997: 223). The accessible population is the population of people

available for a particular study and is often a non-random subset of the target

population (Polit & Hungler, 1997:451). The target population comprises the total

number of participants about whom a researcher wants to make generalisations (Polit

& Hungler, 1997:230). The target populationin t
residing in the two villages, namely Xigalo and Kurhuleni.

his study involved all the people

2.9.1 Inclusion criteria
Burns and Grove (2001:295) describe inclusio

be present for an element to be included in the study.

district of Limpopo province in the selected villages of Xigalo and Kurhuleni.

Participants were Xitsonga-speaking people between t

n criteria as the characteristics that must

Participants resided in Vhembe

he ages of 18 and 75.

29

© University of Venda



V'S
>

&

S5 ) university of Venda
Groating Futurs Loaders

/3
(3

2.10. SAMPLING METHODS

Sampling refers to the process of selecting a sample from a population in order to

obtain information regarding a phenomenon in a way that represents the population of

interest (Burns & Grove, 2001:802; Brink, 1996:133).

2.10.1 Non-probability sampling
The study used a non-probability, purposive sampling method to select samples of

villages and participants. Burns and Grove (2001:804) describe non-probability

sampling as one in which not every element of the population has an opportunity of
being selected in the sample. In non-probability sampling the elements are chosen by
non-random methods. The odds of selecting a particular individual were not known

because the researcher did not know the population size or the members of the

population. On the other hand, purposive sampling is defined as the “conscious

selection by the researcher of certain subjects or elements to include in the study.” It is

sometimes also called “judgmental” or “theoretical sampling” (Brink & Wood,

1994:221).

For the purpose of this study the researcher selected participants who were residing in

Xigalo and Kurhuleni villages. The non-probability, purposive sampling approach was

used to select participants and place them in eight focus groups. In all, 103 participants

were interviewed. The sample consisted of nine elderly males and eleven elderly

females aged between 60-75, nine male and ten female parents between 34-59 years,

en males and nineteen females aged between 18-33 years. All participants

and eighte
ewed in Xitsonga. They were from two

were Xitsonga speaking people and were intervi
different villages in Vhembe District, Limpopo Province.

The participants in this study were mainly females. The number of male participants

was low, a fact that might have been cause
had gone to work. Another factor could have been that most

hey only came back during weekends and at

d by the interviews being conducted during

the day when most men
males worked far away from home and t
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the end of a month. The youth groups wég found to be accessible since the clinics

used in the interviews were close to school premises.

2.10.2 Advantages of purposive sampling
The study used purposive sampling to allow the researcher to select and handpick the

sample based on the participants’ knowledge of the phenomenon being studied (Brink
1996:135).The researcher purposively chose participants who were seen to be able to

provide most relevant information in relation to the aims of the study.

2.10.3 Disadvantages of purposive sampling

In this study each member of the population did not have an equal chance of being

included in the sample. The potential of sampling bias might have entered the selection

process since this strategy relies on the researchers knowledge and the

generalisability of the results is limited.

2.11. DATA COLLECTION

Burns and Grove (2001:393) define data collection as the process of selecting subjects

and gathering data from subjects. The data gathering method of choice was focus

group interviews. Krueger (1994:6) defines a
ptions on a defined area of interest in a permissive,

focus group as a carefully planned

discussion designed to obtain perce

non-threatening environment, free from interruptions. According to Carey (1994:226) a

focus group is “a semi-structured group session, moderated by a group leader held in

an informal setting, with the purpose of co
ews allowed the researcher to interact with participants and

llecting information on designated topics”.

The focus group intervi
provided the opportunity for clarification of responses, follow-up questions and the

asking of probing questions (Reed & Paton 2002:765). Focus group discussions are

informal sessions in which participants are asked to discuss their perceptions on a

specific topic. In the present study, eight focus group interviews were conducted

although the size of the sample was determined by the saturation of data.
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Six focus group interviews were conducted&.;tc;ﬁmgmgiinic and two in schools. The empty
room at the clinic was used as the neutral venue for data collection. Participants
seemed to be happy and eager to participate. The researcher introduced the questions
and an audiotape was used with the permission of the participants. Each focus group
interview lasted for more or less 45 minutes. The items below represent the detailed

information with regard to questions asked during the focus group interviews:

o In your opinion, what is tuberculosis?
o How do you think people can get TB?
o What is your view about tuberculosis?

o How do you interact with TB sufferers?

o Tell me about your preferred method of treatment for tuberculosis.

Advantages of using focus group interviews in this study:

e Questioning was flexible and it was easy for participants’ to reveal their real

perceptions.
e Focus group discussions generat ed more critical comment

(Kitzinger J.C, 1995:299).
e The participants shared their thoughts with each other, the i

it was flexible, stimulating, cumulative, elaborative, assistive in
ta (Fontana & Frey,

s than interviews

nformation was not

expansive, and
information recall and capable of producing rich da

1994:361; MacDougall Baum, 1997:532).

Major disadvantages of focus group in this study:

e Some participants were uncomfortable expressing themselves in a group.

e Stronger and/or more confident members of the groups tended to have major

control or influence over the verbalisation of other group members.

Detailed information was gathered through open-ended questions that provide

verbatim quotations. The questions set out in the semi-structured interview guide were
translated from English into Xitsonga. The word TB was communicated through the
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Xitsonga term “Vuvabyi bya rifuva” comm%)nly; umsed in the two villages. Focus group
interviews were conducted with groups of 10-12 participants whose knowledge,
perceptions and beliefs were solicited simultaneously in such a way as to give
participants the opportunity to describe their knowledge, belief and perceptions from
their own experience. The participants’ points of view are reflected below. The data
obtained were taken as correct and believable reports of the participants’ opinions and

experiences. The researcher learnt the most by participating or getting immersed in the

research situation.

Typically, a focus group presents a unique opportunity to a group of participants to

discuss their needs, objectives and perceptions in an interactive environment. The

opinions and statements of the participants enabled the researcher to derive strategic

information and draw interesting conclusions.

As mentioned above, eight focus group interviews were conducted, 4 groups each
from Xigalo and Kurhuleni villages in the rural communities of Vhembe district in

Limpopo province. The first focus group interview at Xigalo village was conducted in

the morning at the clinic. There were 12 participants, sitting under the tree because it

was very hotthat day.C hairs were supplied by the home-based caregivers who
organised the group. The focus group interview lasted 45 minutes. The second focus

group was also held at the clinic in one of the rooms one afternoon. There were 10

participants, 4 males and 6 females, aged between 35-50 years. Chairs were provided

for the participants by the home-based caregivers. The weather was not favourable as

it was hot, but the home-based caregivers supplied us with a fan.

focus group interviews were conducted at the school with youths
The home-based caregivers

The third and fourth

aged between18-19 years. Both lasted 45 minutes.

arranged for a venue at the school that was conducive for the interviews because it

was cool and chairs werée available for the participants. The third group had 11

participants consisting of 6 females and 5 males, while the fourth group had 12

participants: 6 males and 6 females. The groups were cooperative during the interview.
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In Kurhuleni the focus group interviews were conducted on the clinic veranda where

chairs were provided. The venue was conducive to conducting successful sessions

because it was moderately warm. The interviews lasted for an hour. The participants in

two groups were aged from 35-60 years. The first group comprised 13 participants, 7
females and 6 males, while the second group had 11 participants, 5 males and 6

females. The interview lasted for one hour. The participants seemed happy and eager

to participate and reflected that they were actually getting a chance to voice their

concerns with regard to TB.

The other two groups were youths aged between18 and 20. The environment was

conducive to conducting a successful interview. Chairs were available and the day was

not hot. All the participants were ready for the interview and they all contributed. The

first group consisted of 10 participants: 5 males and 5 females, while the second group

consisted of 11 participants: 6 males and 5 females. The interviews each lasted for one

hour. Data was collected in Xitsonga and translated into English. The interviewer

encouraged participants to talk freely about all the topics on the guide.

The focus group interviews were audio-taped, and the recordings were transcribed.

Each focus group was numbered from the first interview in the first village to the last

interview. Observation and field notes pertaining to participants’ responses were

documented. The data gathering was conducted in a comfortable, non-threatening

environment to explore and obtain perceptions about the given problem or topic of

interest.
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2.12. DATA ANALYSIS

According to Polit and Hungler (1997:39) data analysis is a systematic organisation of
research data. The researcher used techniques such as coding, the process of
translating verbal data into categories or numeric form (Polit & Hungler, 1997:39). The
information from the tape recorder was first transcribed verbatim before data analysis
was undertaken. In the present study, data was coded based on the themes,
subthemes and descriptions gained from the responses to the questions (Polit &
Hungler, 1997:40). The data was then compared against the taped and documented
y. Data belonging to one group was assembled in one place to assist

data for accurac

further reading. Themes and sub-themes were formulated according to the data which

was critically checked. Data analysis involved the reduction of a great deal of data.

2.13. MEASURES TO ENSURE TRUSTWORTHINESS

Trustworthiness is a method of establishing rigor in qualitative research without

sacrificing relevance. Guba’s model for ensuring and assessing trustworthiness was

used in this study (Lincoln & Guba 1995:216). The four criteria that were used to

ensure trustworthiness as described in the model are:

Truth value (Credibility)

It established how confident the researcher was
Lincoln & Guba 1995:216).

with the truth of the findings based on

research design, participants and context (

Consistency (dependability)
The concept dependability im

ascribed to identify sources (Lincoln & Guba, 1
waited for a certain period and returns to recode the same data to

plies trackable variability, that is, variability that can be
995: 216). In this study the researcher

coded the data and

ensure accuracy.

Neutrality (confirmability)
3b
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Neutrality refers to the degree to whlch%e findings are a function solely of the
participants and conditions of the research and not of biases, motivations and

perspectives (Lincoln & Guba, 1995: 216). In this study the researcher achieved this by

prolonged engagement with participants during focus group interviews.

Conformability refers to criteria for evaluating the quality of data by referring to
objectivity or neutrality. Conformability was ensured by playing the tape recorded
interviews back to the participants to check if what they had said was what they meant

(Polit & Hungler 1997:319).

Applicability (Transferability)
Transferability refers to the degree to which the findings can be applied to another

d setting or with other groups (Lincoln & Guba, 1995: 219). In this study

context an

transferability was ensured by densely describing the background information of
participants.

Table 2.1.

PRINCIPLE DESCRIPTION

1. CREDIBILITY The researcher spent time with participants;

The researcher interacted with the groups
prior to the interviews and established
relationships with them;

The interviews were not rushed, the
researcher took time with each group;

Field notes were taken throughout.

The study was audited by peer researchers;

2 DEPENDABILITY
The data was coded and the same data was

later recoded to ensure accuracy.

3 CONFIRMABILITY The researcher spent sufficient time with
participants during the focus group interviews,
The researcher ensured that her opinions
b el L

o e e
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Focus group interviews, field notes and

literature control were conducted.

4 TRANSFERABILITY

The information was recorded on audiotape
and was described in such a way that
everyone can determine whether the findings
of the study were applicable to the setting;

The purposive sampling technique was used
to select participants who fitted the criteria
described;

The participants’ characteristics, the research

content and setting were described in detail.

T e e e

2.14. ETHICAL CONSIDERATIONS

Ethics is doing what is right and good du
of all ethical principles to the research
human, humane, humanistic and mor
research also enhances the credi
2001:196). The researcher sho
protected and respected (Polit & Hung

ring the research process. It is the application

process. Ethics in research ensures that the
al reasons for the research are upheld. Ethics in
bility and trustworthiness of data (Burns & Grove

uld ensure that the rights of participants are observed,

ler, 1997:134). In this study the researcher

ensured that the following aspects were observed.

2.14.1 Right to confidentiality

Confidentiality is rel
by the participants that should not be s

participants (Burns & Grove, 2001:1

not gain acc

researcher did not intend to report the results of

Limpopo Province. The researcher ensured

safe place.

ated to the researcher’'s management of private information shared

hared by others without authorisation by the

96). In this study the home-based caregivers could

ess to the raw data of the study. The participants were informed that the

the study to the Department of Health,

that the interview schedule was kept in a
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2.14.2 Principle of anonymity

Anonymity relates to keeping the participants nameless in relation to their participation

in the study (Brink, 1996:42). Anonymity meant that the names of the participants were

not used.

2.14.3 Informed consent

Informed consent means that the
y are being asked to participate. In this study the

participants are fully informed and understand the

research project in which the

researcher explained the purpose of the study
data was collected and used serves to ensure that confidentiality,

before getting the participants’ consent.

The manner in which

privacy and anonymity were maintained. For this reason written consent was obtained

from participants. All this was done to ensure that there was no relationship of mistrust

among participants (Burns & Grove, 2001:196). A sample of a consent agreement is

provided (See Annexurée B).

2.14.4 Right to privacy

Privacy is a right. An individ
circumstances under which personal in
others (Burns & Grove, 2001:196). Privacy was maintained throughout this study. The

researcher ensured that participants were
and whether they were illiterate or learned.

ual has to determine the time, extent and general

formation has been shared or withheld from

treated equally, regardless of their socio-

economic status,
2.15. PERMISSION TO CONDUCT THIS STUDY

Upholding ethical considerations was ensured by securing permission from:

« University of Venda Research Ethics Committee.

e Limpopo Province Department of Health and Social Development Research

Ethics Committee.

« Vhembe District of Limpopo Province
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2.16. CONCLUSION e

This chapter describes the research design and methodology, including the setting and

population, sample and sampling method, data collection, data analysis, measure to

ensure trustworthiness, ethical consideration, permission and conclusion. The following

Chapter 3 presents the analysis of the data obtained from focus groups interviews to

assess knowledge, perceptions and beliefs related to TB.
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CHA ¢

DATA ANALYSIS, DISCUSSION, PRESENTATIONS OF FINDINGS AND
LITERATURE CONTROL

3.1. INTRODUCTION

Chapter 2 discussed the research design and methodology of this research in detail.

This chapter deals with data analysis and the presentation of findings of the data

obtained through the use of focus group interviews. The purpose of this chapter is to

present information obtained from participants and to assess them against the

objectives of the study,
TB among people in the rural communities of Kurhuleni and Xigalo in the Vhembe

erceptions and health beliefs related to TB.

namely to: assess knowledge, perceptions, beliefs related to

district: and to determine the people’s p

Literature control was conducted to validate the findings. The data analysis reflects the

biographical information, thematic presentation of the knowledge, perceptions and

health beliefs of the participants with respect to TB.

Table 3.1. Biographical information of participants.

 ahout TR e il s
Villages | Participants Number of focus groups Age range of | Gender
participants

Xigalo Parents Two focus groups: 34-59 9 males
and Group one, nine participants 10 females
Kurhuleni interviewed at Xigalo,

Group two 10 participants

interviewed at Kurhuleni
Xigalo Youths Four focus groups: 18-33 18 males
and Group one 10 participants 19 females
Kurhuleni interviewed at Xigalo.

Group two 8 participants

interviewed at Xigalo.

Group three 9 participants

interviewed at Kurhuleni.

Group four 10 participants

40

© University of Venda




4
interviewed at & rhuleni.
Xigalo Elderly Two focus gro@s: 60-75 9 males
and Group one: 9 participants 11 females

Kurhuleni interviewed at Xigalo.
Group two: 11 participants
interviewed at Kurhuleni.

3.2. DISCUSSION OF FINDINGS

Table 3.2 outlines the summary of the findings of the research according to themes,

subthemes and descriptions. After the interviews four themes emerged, namely:

participants’ knowledge about TB, participants’ views and perceptions about TB,

interactions between participants and TB patients and participants’ opinions on
methods of TB treatment. Detailed descriptions of each theme, subtheme and

descriptions are provided in the paragraphs that follow. Findings were supported by the

use of verbatim quotations and literature control.

TABLE: 3.2. PRESENTATION OF THEMES: SUBTHEMES AND DESCRIPTIONS

THEME SUB-THEMES DESCRIPTIONS

b e
Participants’ knowledge | ¢ TB patients/sufferers present

Participants’

knowledge | on definition of TB with coughing up blood stained
about TB sputum;

o Participants reflect that patients
cough for more than two weeks;

o Participants mentioned that TB
is a disease of the lungs;

« Participants indicated that TB is
flu.
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