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ABSTRACT 

This study focuses on self care among patients with hypertension visiting primary 

health care clinics in the Naledi sub-district in the North-West Province. 

Hypertension is one of the chronic diseases that shorten the life expectancy of 

many people globally and remains the most common and rapid growing 

cardiovascular disease, affecting 20 million people in sub-Saharan Africa. 

Hypertension is one of the quadruple burdens of disease associated with risky 

lifestyle behaviours like unhealthy diets with excessive energy intakes, physical 

inactivity and tobacco use. Although taking the mentioned common modifiable 

factors and the fact that hypertension is a manageable condition into 

consideration, the reality remains that the rate at which it affects individuals 

remains high because hypertension is insufficiently controlled at clinical health 

services. Professional nurses working in primary health care clinics can play a 

significant role in support and counselling of patients on lifestyle changes to 

reduce risk factors and enhance self care abilities in the management of 

hypertension. 

A non-experimental, quantitative research was used to reach the aim of the study 

namely to identify and describe the self care abilities of patients diagnosed with 

hypertension, as well as explore and describe their knowledge and perceptions on 

hypertension. This was done by means of objectives to explore and describe self 

care abilities, knowledge and perceptions among patients diagnosed with 

hypertension; if there is an association between self care, knowledge and 

perception in relation to the level of education, age, income and time period and if 

there was association between self care and knowledge and perception of patients 

with hypertension visiting PHC clinics in Naledi sub-district in the North-West 

Province. 

A literature review was first conducted for a clear understanding of self care and 

hypertension. Thereafter a structured questionnaire, consisting of demographical 

information, and questions on self care, knowledge and perception among patients 
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with hypertension, was employed. Trained field workers assisted in data collection. 

A number of 142 questionnaires were completed by patients visiting PHC clinics. 

The demographic data was first analysed with results shown in the frequency 

table. The exploratory factor analyses were done for data reduction on self care, 

knowledge and perception among patients with hypertension. Descriptive statistics 

and Cohen effect sizes for factors on self care, knowledge and perception in 

relation to the level of education, age, income and other chronic illnesses of 

patients diagnosed with hypertension, correlational descriptive statistics between 

self care and knowledge and perception were done. 

The results revealed that patients with hypertension with low levels of education 

lack information with regard to hypertension. The higher the income of patients 

with hypertension, the better their self care abilities compared to those with low 

income. Patients who are English and Afrikaans speaking have more internal 

positive power and have better management abilities of hypertension than those 

who are Setswana speaking. Younger patients have more internal positive power, 

which declines with age. Those patients who are newly diagnosed with 

hypertension have more information on management abilities than those who have 

been diagnosed more than two years. 

The conclusion regarding the relationship of self care and knowledge and 

perception of hypertension is that the patients diagnosed with hypertension need 

knowledge on hypertension in order to adhere to self care abilities. The more 

knowledge patients have the better they will be able to adhere to self care 

activities. 

[Key concepts: self care, health, hypertension, primary health care clinics, 

professional nurse, patient, knowledge, perceptions] 
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OPSOMMING 

Die studie fokus op die selfsorg van pasiënte met hipertensie wat die primêre 

gesondheidsorg klinieke in die Naledi sub-distrik van die Noordwes Provinsie 

besoek. Hipertensie is een van die kroniese siektes wat die lewensverwagting van 

baie mense wêreldwyd beïnvloed en bly die mees algemene en snel groeiende 

kardiovaskulêre siekte wat meer as 20 miljoen mense in sub-Sahara Afrika 

affekteer. Hipertensie is een van die vierledige siektelas toestande geassosieer 

met riskante lewenstyle soos ongesonde diëte met oormatige energie-inname, 

fisiese onaktiwiteit en tabakgebruik. Selfs die met inagneming van die genoemde 

algemene aanpasbare faktore en die feit dat hipertensie ŉ bestuurbare toestand 

is, bestaan die realiteit egter dat die tempo waarteen hipertensie individue 

affekteer hoog bly omdat die toestand onvoldoende beheer word deur die kliniese 

gesondheidsdienste. Verpleegkundiges wat in primêre gesondheidsorg klinieke 

werk kan ŉ belangrike rol speel in die ondersteuning en berading aan pasiënte oor 

lewensstylveranderinge om risikofaktore wat hipertensie veroorsaak te verminder 

asook om selfsorgvermoë van pasiënte te verhoog in die bestuur van hipertensie. 

ŉ Nie-eksperimentele, kwantitatiewe navorsingsontwerp is gebruik om die doel 

van die studie te bereik, naamlik om die selfsorgvermoë van pasiënte 

gediagnoseer met hipertensie te ondersoek en te beskryf, sowel as om hulle 

kennis en persepsies oor hipertensie te ondersoek en te beskryf. Dit is gedoen 

deur doelwitte te stel, naamlik om selfsorgvermoë te ondersoek en te beskryf; die 

kennis en persepsies van pasiënte met hipertensie te ondersoek en te beskryf; om 

te kyk of daar ŉ verband is tussen selfsorg, kennis en persepsies en die vlak van 

opleiding, ouderdom, inkomste en periode; en of daar enige verband is tussen 

selfsorg, kennis en persepsies van pasiënte met hipertensie wat die PGS klinieke 

in die Naledi sub-distrik in die Noordwes Provinsie besoek. 

ŉ Literatuuroorsig is eerstens gedoen vir ŉ duidelike begrip van selfsorg en 

hipertensie. Daarna is gestruktureerde vraelyste gebruik wat bestaan het uit vrae 

oor demografiese inligting, selfsorg, kennis en persepsies onder pasiënte met 

hipertensie. Opgeleide veldwerkers het meegewerk met data-insameling. ŉ Totaal 

van 142 vraelyste is ingevuldeur pasiënte wat PGS klinieke besoek het. 
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Demografiese data is eerste geanaliseer en die resultate is in ŉ frekwensietabel 

ten toon gestel. Die ondersoekende faktoranalise is gedoen vir datareduksie met 

betrekking tot selfsorg, kennis en persepsies van pasiënte met hipertensie. 

Beskrywende statistiek en Cohen se effekgroottes is gedoen vir faktore oor 

selfsorg, kennis en persepsies met betrekking tot die opleidingsvlak, ouderdom, 

inkomste en ander kroniese siektes van pasiënte met hipertensie, en korrelasie 

beskrywende statistiek is gedoen met betrekking tot selfsorg, kennis en 

persepsies. 

Die resultate het getoon dat pasiënte met hipertensie met lae opleidingsvlakke oor 

minimum inligting oor hipertensie beskik. Hoe hoër die inkomste van pasiënte met 

hipertensie, hoe beter was hulle selfsorgkapasiteit in vergelyking met lae 

inkomstegroepe. Afrikaans en Engels sprekende pasiënte het meer interne 

positiewe krag en het beter bestuursvermoëns oor hulle hipertensie gehad as die 

Setswana sprekende deelnemers. Jonger pasiënte het meer interne positiewe 

krag gehad, en dit neem af met ouderdom. Die pasiënte wat pas gediagnoseer is 

met hipertensie beskik oor meer inligting en bestuursvermoëns as die wat vir meer 

as twee jaar lank al gediagnoseer is. 

Die bevindinge rakende die verhouding tussen selfsorg en kennis en persepsies is 

dat pasiënte gediagnoseer met hipertensie benodig die kennis oor hipertensie om 

kundigheid oor selfsorg te kan toepas. Hoe meer kennis die pasiënte het, hoe 

meer sal hulle selfsorg kan toepas. 

[Sleutelkonsepte: selfsorg, gesondheid, hipertensie, primêre gesondheidsorg 

klinieke, professionele verpleegster, pasiënt, kennis, persepsies]
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CHAPTER 1 - OVERVIEW OF THE RESEARCH 

1.1 INTRODUCTION AND BACKGROUND 

Hypertension is one of the chronic diseases that shorten the life expectancy of 

many people globally (WHO, 2006:2). It remains the most rapid growing 

cardiovascular disease, affecting 20 million people and remains the most common 

cardiovascular cause of hospitalisation and mortality in sub-Saharan Africa (Ike et 

al., 2010:55). Worldwide, it is one of the causes of death and the leading cause of 

disability, as mentioned in the studies by Ike et al. (2010:55) and Brown et al. 

(2007:93). The World Health Organisation (WHO) (2006:2) further reported that by 

the year 2000 there were 972 million people living with hypertension worldwide 

and it is estimated that this number will escalate to 1.5 billion in 2025. The 

Department of Health (DoH) reported that more than half of women and three 

quarters of men who require some intervention for hypertension do not even know 

they are suffering from it. Therefore, early detection, prevention and effective 

management of hypertension can improve the life expectancy and quality of life 

(DoH, 2010:5). Encouragement regarding self care for people living with 

hypertension in order to control and manage hypertension may reduce the 

utilisation of health care services and unnecessary demands on health services 

(Gohar et al., 2008:3). 

Having mentioned the above, one can add that the scourge of chronic diseases 

have an overwhelming impact on provincial and district levels of health care in 

South Africa (SA). South Africa currently faces a quadruple Burden of Disease 

(BoD) consisting of Human Immune Deficiency Virus (HIV), Auto Immune 

Deficiency Syndrome (AIDS) and tuberculosis (TB); high maternal and child 

mortality; non-communicable diseases and violence and injuries (DoH, 2010:5). 

Hypertension is one of these non-communicable diseases. The 2001-2002 annual 

report of the Department of Health (DoH) for the North West Province indicated 

that cardiovascular diseases in general accounted for 5% to 6% of deaths. 

Subsequent to this, the monthly statistics of three PHC clinics in the Naledi sub-

district (Vryburg) included in this study indicate no exception in the number of 
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reported hypertension conditions against other chronic diseases (see Table 1.1 

below). 

Table 1.1: The three monthly statistics of 2010 on asthma, diabetes mellitus and 
hypertension for Naledi health sub-District (Vryburg)  

Month Asthma Diabetes Mellitus Hypertension 

April 2010 114 346 2 386 

May 2010 113 346 2 437 

June 2010 112 346 2 442 

The above statistics and the estimated increase in hypertension as projected by 

the WHO previously, highlight the seriousness of this chronic disease, not only 

globally, but also in South Africa. Hypertension is defined as a generally symptom 

free condition. Although patients who suffer from hypertension are asymptomatic, 

early signs and symptoms may include fluctuating changes in blood pressure 

(Chiong, 2008:152) portraying the difficulty in diagnosis this condition. As a result, 

it increases the risk of health problems such as cardiovascular incidents (referred 

to as stroke), aneurysms, heart failure, myocardial infarction (referred to as a heart 

attack) and end in organ damage (DoH, 2007:237). More than 50% of 

hypertensive populations globally are unaware of their condition (Ike et al., 

2010:57). It is a “silent killer” because it remains symptom-free until a vital organ is 

damaged and quality of life is visibly affected (Chiong, 2008:156). Hypertension 

can naturally influence a patient‟s physical and mental condition, which can later 

affect their daily activities and cause a reduction in work ability (Bardages & Dag, 

2000:172; Wang et al., 2004:537). The same authors suggest that a higher degree 

of awareness and knowledge of hypertension may lead to an increase in an 

individual‟s awareness of their bodily symptoms like headache, dizziness and 

tiredness.  

Hypertension may also be associated with risky lifestyle behaviours like unhealthy 

diets with excessive energy intake, physical inactivity and tobacco use 

(Drevenhorn et al., 2009:349; Ike et al., 2010:55). Even when taking the 

mentioned common modifiable factors and the fact that hypertension is a 
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manageable condition into consideration, the reality remains that the rate at which 

it affects individuals remains high because it is insufficiently controlled at clinical 

health services (Gozum & Hachihasanoglu, 2009:129; Ike et al., 2010:57). In order 

to reduce the rate, Drevenhorn et al. (2009:349) indicate that professional nurses 

play a significant role in providing counselling on lifestyle changes to reduce risk 

factors that cause hypertension. During counselling on the condition, knowledge 

and motivation are key factors of patients to reduce the risk factors of hypertension 

by means of self care.  Therefore, knowledge about the patients‟ condition and 

information with regard to their self care ability is vital, as patients themselves 

reported that knowledge about their condition and its management were important 

factors in their self care behaviours (Heo et al., 2008:1813).  Self care in general is 

a process of maintaining health through positive perceptions and managing 

illnesses and diseases (Lee et al., 2010:412).  For those living with a chronic 

disease, self-management through self care will facilitate well-being, decrease the 

effects of the disease and limit disease progression (Adulv et al., 2009:94).   

In managing behaviours to reduce the risk factors for hypertension, a 

comprehensive approach is required that explicitly acknowledges social and 

environmental influences on lifestyle choices (Nutbeam, 2006:265). Professional 

nurses at clinics are equipped with knowledge and training to work in PHC clinics 

and to facilitate a healthy lifestyle.  At these clinics, they render comprehensive 

PHC services to individuals‟ health needs through preventive, promotive, curative 

and rehabilitative services at an affordable cost (Mmuwe-Hlahane, 2003:122). 

Thus, the role of a professional nurse requires integrating preventive care with 

curative care (Strasser et al., 2005:135), involving patients with hypertension. The 

scope of nursing in PHC practice needs to be broadened by moving beyond its 

technical care to health maintenance and also by focussing on the empowerment 

of patients with knowledge on how to make healthy life choices (Markaki et al., 

2006:18). These choices flow from the individual responsibility for lifestyle 

modification and risks through self-management of illness that may or may not 

involve health professionals (Wilkinson & Whitehead, 2009:1145). It is equally 

important that individuals initiate and perform on their own behalf in maintaining 

life, health and well-being (Stanhope & Lancaster, 2008:965).  Access to 
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appropriate and relevant information has an impact on the individual‟s capacity for 

self care (Driscoll et al., 2009:134).  Furthermore, access to health information 

(and in this study with regard to hypertension) is important and a cost-effective 

intervention (WHO, 2006:20) that will enable community members towards 

increased control over and positive improvement in their health (WHO, 2008:384).   

Health information can also be linked effectively to pharmacological management. 

However, despite the clear benefits of pharmacological management of 

hypertension patients, non-adherence to medical advice is one of the major 

problems in the management of the condition (Ike et al., 2010:58).  The same 

authors indicate that this non-adherence can be attributed to the lifestyle 

behaviours of patients, their knowledge and perceptions regarding their condition 

and consequently, their quality of life. The patient‟s perception of their ability to 

control a clinical condition, its symptoms and their lives are therefore important 

factors in the performance of self care (Heo et al., 2008:1813) involving the 

capacity to act and make choices influenced by knowledge, skills and values 

(Wilkinson et al., 2009:1144).  Access to appropriate and relevant information has 

an impact on the individual‟s capacity to self care (Driscoll et al., 2009:134) and it 

is not only affordable (Gohar et al., 2008:4), but also allows a person to function 

effectively on his own in health promotion, disease prevention and detection and 

treatment at PHC level (Chou & Holzemer, 2004:59).  It is equally important that 

individuals (in this study, the patient with hypertension) initiate and perform on 

their own behalf in maintaining life, health, and well-being (Stanhope & Lancaster, 

2008:965).  

1.2 PROBLEM STATEMENT 

Following the above background discussion, it is clear that hypertension amongst 

other cardiovascular diseases is a reality impacting on the morbidity and mortality 

rates in South Africa.  In the management of hypertension the lifestyle modification 

and participating in self care activities can assist towards optimal hypertension 

control.  There is an indication of poor management of hypertension in general due 

to different reasons, of which the low socio-economic and educational status of 

communities can be some of the reasons. The number of reported patients with 
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hypertension as indicated in the introduction to this study indicates that there might 

be a correlation between self care aspects and the knowledge and perceptions of 

patients with hypertension.  The researcher, working as a lecturer with under- and 

postgraduate nursing students in PHC clinics, identified hypertension management 

as a challenge. In the quest for answers towards a better understanding of the 

knowledge and perceptions of patients with hypertension on the self care ability, 

the following questions emerged: 

 What are the self care abilities of patients with hypertension who visit PHC 

clinics in the Naledi sub-district in the North West Province? 

 What are the knowledge and perceptions of patients with hypertension who 

visit PHC clinics in the Naledi sub-district in the North West Province? 

 Is there an association between self care, knowledge and perception and 

the level of education, age, income and the time period diagnosed with 

hypertension of patients who visit PHC clinics in the Naledi sub-district in 

the North West Province? 

 What is the relationship between self care and knowledge and perception of 

patients with hypertension who visit PHC clinics in the Naledi sub-district in 

the North West Province? 

1.3 AIM AND OBJECTIVES OF THE STUDY 

The overall aim of the study is to identify and describe the self care abilities of 

patients diagnosed with hypertension, as well as to explore and describe their 

knowledge and perceptions of hypertension. 

In order to reach the aim of the study the following objectives apply: 

 To explore and describe self care abilities of patients with hypertension who 

visit PHC clinics in Naledi sub-district in the North West Province; 

 To explore and describe the knowledge and perceptions of patients with 

hypertension who visit PHC clinics in the Naledi sub-district in the North 

West Province; 
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 To identify and describe the association between self care, knowledge and 

perception in relation to the level of education, age, income and time period 

diagnosed with hypertension of patients who visit the PHC clinics in the 

Naledi sub-district in the North West Province; 

 To identify and describe the relationship between self care and knowledge 

and perception of patients with hypertension who visit PHC clinics in the 

Naledi sub-district in the North West Province. 

1.4 RESEARCH STATEMENT  

The insight and understanding obtained through exploration and description of the 

self care abilities, knowledge and perceptions of patients diagnosed with 

hypertension will crystallise in recommendations for nursing practice, nursing 

education and nursing research to enhance the management of patients 

diagnosed with hypertension more effectively in PHC clinics, specifically with 

regard to self care, knowledge and perception.   

In addition to the research statement, the following two hypotheses apply: 

Hypothesis 1: 

There is a strong association between self care, knowledge and the perceptions of 

patients diagnosed with hypertension who visit the PHC clinics in Naledi and their 

socio-demographic factors (level of education, age, and income and time period 

diagnosed with hypertension).  

Hypothesis 2: 

There is a positive correlation between self care, knowledge and perceptions of 

patients diagnosed with hypertension who visit the PHC clinics in Naledi sub-

district in the North West province. 

1.5 PARADIGMATIC ASSUMPTIONS 

The paradigmatic assumptions of this study are based on meta-theoretical, 

theoretical and methodological assumptions. 
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1.5.1 META-THEORETICAL ASSUMPTIONS 

The researcher is a Christian with Christian values and therefore declares a 

Christian worldview (Tackett, 1997:1) infiltrates how the researcher views reality. It 

serves as the basic values and beliefs that impact on every aspect of the 

researcher‟s life and way of pursuing this research.  In essence a Christian 

worldview entails to serve God and to love all people.  In the paragraphs below the 

researcher will discuss man, health, nursing and environment from a Christian 

worldview that applies to this research.  

1.5.1.1 Man  

For the purpose of this research, man refers to both the patients and professional 

nurses in this study who are unique human beings, created in the image of God. 

They are human beings who function in an integrated bio-psychosocial manner in 

their search for satisfaction, as would be the case when in search of care at a PHC 

clinic, which could lead to and enhance a good quality of life. The researcher 

regards the patient who visits PHC clinics as someone who desires care through 

acceptance and support that stems from the interaction process with the 

professional nurses, who in turn support individual human beings to manage 

hypertension through the enhancement of self care to prevent further 

complications and unnecessary deaths.  

The patients and the professional nurses at the targeted PHC clinics interact 

together through body, mind and soul with their external environment, during 

which the professional nurses take care of the patients seeking support and self 

care initiatives to improve their lifestyle behaviour and enhance their quality of life. 
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1.5.1.2 Health  

Health is defined in the WHO constitution of 1948 as: 

 A state of complete physical, social and mental well-being, and not merely 

the absence of disease or infirmity, (WHO, 1998:36). 

 Within the context of health promotion, health is considered less as an 

abstract state and more as a means to an end, which can be expressed in 

functional terms as a resource that permits people to lead an individually, 

socially and economically productive life. 

 Health is a resource for everyday life, not the object of living. It is a positive 

concept emphasizing social and personal resources, as well as physical 

capabilities. 

From a Christian worldview a healthy person does not only encompass a healthy 

body, but also a healthy soul. The human being constantly strives through his 

whole existence for physical, psychological, social and spiritual health. As 

mentioned previously, hypertension can be prevented through life style 

modification, which is affordable and effective without side effects and improves 

the sense of well-being of a patient. The patient can use body and soul during the 

interaction with health professionals to improve his/her health status. 

1.5.1.3 Nursing 

The International Council of Nursing (ICN) defines nursing as an integral part of 

the health care system, encompassing the promotion of health, the prevention of 

illness, and care of the physically ill, mentally ill, and disabled people of all ages in 

all health care and other community settings. Within this broad spectrum of health 

care, the phenomena of particular concern to professional nurses are individual 

family and group responses to actual or potential health problems. These human 

responses broadly range from health restoring reactions to an individual episode 
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of illness to the development of policy in promoting the long-term health of a 

population (Royal College of Nursing, 2003). 

Patients with hypertension can be equipped with skills that empower them with 

knowledge on how to make healthy life style choices and how to manage their 

condition on their own.  

1.5.1.4 Environment 

In this study environment refers to the area where the study took place, which is a 

peri-urban in Naledi sub-district in the North West province.  Patients receive 

hypertension treatment from the PHC clinics in this area. 

1.5.2 THEORETICAL ASSUMPTIONS 

The theoretical assumptions in this study refer to the theory, literature reviewed 

and conceptual definitions underlying it. In the paragraphs below four theoretical 

assumptions that are central to this research are briefly outlined and will be 

discussed in Chapter 2. It entails Orem‟s theory on self care, levels of prevention, 

classification of hypertension and the Ottawa Charter.  

1.5.2.1 Orem’s theory on self care 

Orem, as described by Clark (1996:888), explains the three types of self care 

requisites necessary for continued health and function for individuals as indicated 

hereafter.  

 Universal self care requisites - involves activities designed to meet the 

needs of everyday life. 

 Developmental self care: - involves activities designed to foster achievement 

of developmental tasks. 

 Health deviation self care – involves appropriate medical assistance; dealing 

with effects of health deviation; effectively performing medically prescribed 

measures; dealing with any adverse effects on medical measures; and 

modifying one‟s self concept to incorporate a realistic view of one‟s current 
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state of health and adjusting one‟s lifestyle to promote continued personal 

development in light of existing health conditions and required treatment 

measures. 

1.5.2.2 Levels of health care delivery  

In addition to the health care delivery model based on the PHC approach, it is 

important to explain the levels of health service delivery to understand the 

influence thereof on the self care abilities of patients with hypertension. The health 

care levels refer in this study to indicate how hypertension can be treated at 

different levels of health care, as indicated in table 1.2 adapted from Clark 

(1996:10) and Joubert and Ehrlich (2007:306). 

Table 1.2: Levels of health care delivery (adapted from Clark, 1996:10; Joubert & 
Erhlich, 2007:206) 

Health care delivery level Short description 

Health promotion This is also known as primordial prevention, involving 
activities designed to improve or maintain health status 
and prevent unhealthy lifestyles. The level of health 
promotion can influence the self care abilities of patients. 

Disease prevention This is the primary prevention stage referring to specific 
measures aimed at the prevention of disease or disability 
through health education on hypertension medication 
adherence. When a patient‟s self care abilities are high 
can influence the prevention stage and –measures.  

Diagnosis and treatment Secondary prevention is to prevent a problem 
(hypertension) from getting worse. Emphasis is on early 
recognition of and treatment of existing health problems to 
assist the patient depending on their self care ability. 

Rehabilitation This is the tertiary prevention stage to prevent the problem 
from causing disabilities (hypertension causing organ 
damage) and involves an attempt to limit incapacitation 
caused by health problems and to prevent recurrences. 
The health personnel can support the patient in an attempt 
to increase their self care abilities. 
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1.5.2.3 Classification of hypertension 

The standard treatment guidelines and Essential Drug List (EDL) (DoH, 2008:63) 

is guidelines used by all three PHC clinics involved in the study to diagnose, 

classify and manage hypertension. It is furthermore of relevance to indicate the 

levels of hypertension for clearer understanding of the condition and the relation 

thereof to self care: 

Table 1.3: Levels of hypertension 

Level of hypertension Systolic mmHg Diastolic mmHg 

Mild 140 - 159 90 - 99 

Moderate 160 - 179 100 -109 

Severe 180 or more 110 or more 

1.5.2.4 Ottawa Charter to attain health in South Africa 

The Ottawa Charter outlines the means to attain health in South Africa (WHO, 

2009:5).  The key points relevant to this study are: 

- Building policies that support health; 

- Creating supportive environments; 

- Strengthening community action; 

- Reorientation of health services. 

1.5.3 CONCEPTUAL DEFINITIONS 

The following concepts are central to this study: 

 Self care 

Orem (2001:53) defines self care as the care taken by individuals towards their 

own health and well-being, including the care extended to their family members 

and others. Furthermore, self care entails the deliberate activities a person 

engages in to maintain life and health (Clark, 1996:888). According to Cameron et 
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al. (2012:1) self care is the process of engaging individuals to take full 

responsibility of managing aspects of their health by adopting skills and 

behaviours that prevent disease, limit illness and restore health.   

 Professional nurse 

Professional nurses are nurses registered with the South African Nursing Council 

(SANC) under the Nursing Act (33/2005) and are employed by the health sector 

(SA, 2005) to render different services to patients. In this study the professional 

nurse refers to the nurse rendering services to patients with hypertension visiting 

PHC clinics in the Naledi sub-district in the North West province. 

 Hypertension 

A condition characterised by a blood pressure (Bp) elevated above normal levels, 

measured on three separate occasions a minimum of 2 days apart, of which the 

systolic Bp is equal to or more than 140mmHg and/or diastolic Bp equal to or more 

than 90mmHg (DoH, 2008:61; DoH, 2003: 238). 

 Knowledge  

Knowledge is facts, information and skills acquired through experience or 

education that moves towards the theoretical or practical understanding of the 

subject (Oxford Dictionary, 2012). In this study it refers to the information on 

hypertension that patients have acquired from the professional nurse working in 

the PHC clinic after being diagnosed with hypertension. 

 Patient  

It refers to a person who receives or is registered to receive medical care (Oxford 

Dictionary, 2012). In this study, it will refer to all those individuals diagnosed with 

hypertension who visit the PHC clinics and that can potentially benefit from self 

care activities. 
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 Perceptions  

The way in which something is regarded, understood or interpreted (Oxford 

Dictionary, 2012).  In this study it refers to how patients understand or interpret self 

care in relation to hypertension. 

 Primary health care clinic 

The first point of entry for South Africans to health services is now at primary level 

through local clinics and community health centres. These facilities treat what 

health professionals call “ambulatory patients”, or people who are able to walk and 

do not need to be confined to bed. From April 1996, services at this level were free 

of charge. 

1.6 RESEARCH METHODOLOGY 

The explanations on the research methodology that follow consist of the research 

design, research method (population of patients with hypertension, sampling), data 

collection, pre-test study, data analysis, validity and reliability. 

1.6.1 RESEARCH DESIGN 

The researcher used a quantitative, descriptive, correlational and contextual 

research design to reach the overarching aim and objectives 1, 2, 3 and 4 of this 

study (see chapter 3 [3.2]). This design was adequate to conduct a literature 

review on self care and related variables, assess and describe self care in patients 

diagnosed with hypertension in the Naledi sub-district, and to correlate the ESCA 

scale and the KP questionnaire to determine their relationship.  The results of the 

study provided evidence for the development of recommendations to facilitate self 

care in patients diagnosed with hypertension, which was the overarching aim of 

this research. 

The purpose of descriptive research is to describe phenomena investigated in 

real life situations (Burns & Grove, 2009:45). It presents a picture of the specific 
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details of a situation, social setting or relationships.  The researcher began with a 

well-defined topic and conducted research to describe it accurately in order to 

become conversant with basic facts and to create a general picture (Fouche, 

2005:109).  According to Burns and Grove (2009:359) and Strydom (2005:214) the 

design is a valuable way in which practical information on in this case knowledge, 

perception and self care can be explored and described to develop 

recommendations towards self care behaviour of patients with hypertension. 

The research is correlational in nature as it determines the relationship between 

the variables in the study (Burns & Grove, 2009:25) with the use of the ESCA 

scale self care and the Knowledge and Perception (KP) questionnaires (see 

chapter 3,[3.2.3]) 

This research was also contextual as it was conducted in a peri-urban area of 

Vryburg (Naledi sub-district). The PHC clinics visited were those conversant with 

the researcher. These clinics positioned in Naledi sub-district in the Dr Segomotsi 

Ruth Mompati Health District in the North West Province are constantly used by 

the patients diagnosed with hypertension participating in the research.  An in-

depth discussion of the context of this study is provided in chapter 3 [3.2.4].  

1.6.2 RESEARCH METHOD 

The research method consisted of identifying the population, sampling, data 

collection and data analysis. The research method, which entailed four objectives 

are described in detail in chapter 3. 

1.6.2.1 Population and sampling 

Population is defined as all elements (individual, objects, events, or substances) 

that meet the sample criteria for inclusion in a study, sometimes referred to as a 

target population (Burns & Grove, 2009:714).  In this research, only patients 

diagnosed with hypertension and who met the inclusion criteria were included. 
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 Sampling  

A non-probability, convenience sampling method was used. This method was 

chosen because the subjects who could have been included in the study were in 

the right place at the right time (Burns & Grove, 2009:353). This meant that all the 

patients diagnosed with hypertension, which met the inclusion criteria, visiting the 

PHC clinics on the days the researcher chose to visit the clinic with the field 

workers and who gave voluntary permission to participate, were included in the 

study. 

 Sample  

A sample denotes the selected group of people elements included in the study as 

defined in Burns and Grove (2009:343) and the sample might have inclusion and 

exclusion criteria.  Inclusion criteria are those characteristics that a subject or 

element must possess to be part of the target population. Exclusion sampling 

criteria are those characteristics that can cause a person or element to be 

excluded (Burns & Grove, 2009:345).   

For this study, the inclusion criteria were the following: 

- All those patients diagnosed with hypertension for six months or more 

with/without treatment for the condition;  

- The patients should stay in and around Vryburg; 

- The patients should speak Setswana and/or Afrikaans and/or English;   

- The patients should be 35 years and older; 

- The patient should be willing to participate voluntary after informed on 

the research. 
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 Sample size 

The factors that must be considered in decisions about sample size are the effect 

size, the type of study, the number of variables, the sensitivity of the measurement 

methods and the data analysis techniques. In descriptive studies researchers tend 

to use smaller samples. The exploratory studies are designed to increase the 

knowledge of the field of study (Burns & Grove, 2009:358). The researcher 

consulted with the statistical consultation services of the North West University 

(NWU) (Potchefstroom Campus) with regard to the sample size to gain the best 

information on knowledge and perceptions of patients with hypertension (n=142).  

1.6.2.2 Data collection 

Data collection is the precise, systematic gathering of information relevant to the 

research purpose or specific objectives, questions, or hypotheses of the study 

(Burns & Grove, 2009:43). For this study the researcher used structured 

questionnaires with items identified from literature and questionnaires focusing on 

the aspects pertaining to self care in patients with hypertension. 

Data was collected by trained field workers who work as health promoters in the 

three identified PHC clinics in the Naledi sub-district. The field workers were 

selected based on the fact that they know the PHC clinics where they had to 

collect data and the DoH gave permission for them to engage in the research. 

They completed 22 questionnaires for the pre-test study and then 142 

questionnaires in the final study at the three different PHC clinics. A clear outline is 

presented in chapter 3. 

1.6.2.3 Data analysis 

Data analysis is the process of organising, managing and reducing the raw data 

collected with the structured questionnaires. A plan for data analysis was executed 

with assistance of the Statistical Consultant Services of the NWU (Potchefstroom 

Campus). Explorative, descriptive and correlational statistics were utilized to 
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describe, summarize and synthesize the data and to convert and condense the 

data into an organized representation with meaning (Brink, 2006:171). 

1.7 RELIABILITY AND VALIDITY 

In order to ensure reliability and validity the researcher took care to be as objective 

and honest as possible throughout the study and to avoid bias so that personal 

preferences would not influence the interpretation of the findings.  Internal 

reliability testing of the measurement instruments was estimated by using 

Chronbach‟s Alpha coefficient (Polit & Beck, 2004:420; Burns & Grove, 2006:379), 

which assesses items to determine their congruency. This was assured by 

administering the questionnaire to the patients who met the sampling criteria for 

the target group population (please refer to chapter 3, [3.3.1] for an in-depth 

discussion). 

1.7.1 RELIABILITY 

Reliability means that if the instrument is repeated at two different occasions within 

a short period of time, it produces more or less the same results (Burns & Grove, 

2009:37; Polit & Beck, 2008:196). The internal consistency of the questions was 

determined by measuring the Chronbach‟s alpha coefficient (Polit & Beck, 

2008:455), which assess items to determine their congruency. In the context of 

this study, the questionnaires were piloted prior to data collection in order to 

compare the reliability of results at the conclusion of the data collection process. 

1.7.2 VALIDITY 

Validity implies the degree to which an instrument measures what it is supposed to 

measure. Validity is essential to ensure that the results of a study can be applied 

in practice (Burns & Grove, 2006:214). In the context of this study, validity refers to 

the questionnaires to measure self care, knowledge and perceptions amongst 

patients with hypertension at PHC clinics, and implies that the results could be 

applied to the larger community.  Three types of validity were adhered to in this 

research as outlined below: 
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Face validity refers to whether the instrument “looks” as though it is measuring 

the appropriate constructs (Polit & Beck, 2008:458) by ensuring that the 

questionnaires contain questions on self care, knowledge and perception that 

could be used on patients with hypertension at PHC clinics. The questionnaire was 

scrutinized by the researcher, the study-leaders and experts at Statistical 

Consultation Services, NWU Potchefstroom Campus. The standardised 

questionnaires were in English only. In order for it to be accepted by the 

respondents who speak other languages, it was translated into two additional 

languages (see chapter 3 paragraph 3.4). 

Content validity concerns the degree to which an instrument has an appropriate 

sample of items for the construct being measured. This was ensured by evaluating 

the appropriateness of the questions contained in the questionnaires to 

correspond with the objectives the study (Polit & Beck, 2008:458). 

Construct validity was ensured with the aim of guaranteeing that the 

questionnaire measured self care and patients with hypertension at PHC clinics 

(Burns & Grove, 2009:693). The evidence for construct validity was obtained in the 

literature review. 

1.8 ETHICAL CONSIDERATIONS 

Before the researcher can undertake the research, specific ethical principles must 

be adhered too (Brink, 2006:32). In this study the following fundamental ethical 

principles were considered: 

 Before the research could be conducted, an ethics certificate had to be 

granted by the Ethical Committee of North West University (Potchefstroom 

Campus) for ethical permission. A certificate number NWU-00060-11-A1 

was given as permission to carry out the study (refer to appendix A);  

 Consent to conduct this research was obtained from North West 

Department of Health‟s Research and Policy Development Directorate 

(refer  to Appendix C); 
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 An application was submitted to the Chief Director of Health Services in 

Vryburg, where the research was conducted (refer to appendix B); 

 The researcher was guided by the principle of respect for persons who 

participate in the research study. They were informed that their rights will be 

respected and protected and that they have the right to voluntary participate 

in the study. The right of patients to participate in the study were respected 

as they were given the opportunity to decide to participate or not; 

 The researcher selected the population fairly for the study from patients 

diagnosed with hypertension and their right to privacy was protected 

because each client‟s name was kept confidential (Burns & Grove, 

2009:194). It was explained to the patients that they had a right to privacy at 

all times; 

 All respondents participating in the study were asked to give informed 

consent, thus verbal as well as written consent (Burns & Grove, 2009:201). 

Written information included an introduction to the research, the title, the 

purpose of the research, the researcher‟s position as a Master‟s degree 

student, the population, why they have been selected, the method of data 

collection and the procedures of how data will be handled during data 

collection, how respondents will benefit from the study, a contact number in 

case they are needed for follow up, and that respondents can withdraw at 

any time without any risk to their well-being. Both the respondentand the 

researcher signed at the delineated area. 

 The well-being of the respondents was also secured as these respondents 

had  the right to protection from discomfort and harm – be it physical, 

emotional, spiritual, economical, social or legal (Burns & Grove, 2009:198). 

The researcher and field workers ensured that this right was always 

observed. 

 During selection of respondents the researcher ensured that respondents 

have the right to self-determination (Burns & Grove, 2009:189). Those 

respondents who during the research felt that they cannot continue and 

were allowed to withdraw from the study. 
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1.9 RESULTS 

The results of the study will be communicated to the Dr Ruth Segomotsi Mompati 

district North West Province so that decision makers may be influenced to 

implement the recommendations of the study to enhance self care in patients 

diagnosed with hypertension at PHC clinics. 

1.10 DIVISION OF CHAPTERS 

In this study the chapters will be divided as follows: 

Chapter 1: Overview of the study. 

Chapter 2: Literature review 

Chapter 3: Research methodology. 

Chapter 4: Results, discussion and conclusions. 

Chapter 5: Evaluation of the study and recommendations. 

1.11 SUMMARY 

In this chapter, an overview of the research study was provided, which entails the 

introduction and background, the problem statement, the research question, the 

paradigmatic perspective of the study, the research design and method, data 

collection, analysis rigour and ethical considerations. In Chapter 2 a 

comprehensive literature review is conducted on hypertension and the promotion 

of self care based on patient‟s knowledge and perceptions. 



21 

CHAPTER 2 - LITERATURE REVIEW 

2.1 INTRODUCTION 

Chapter 1 provided an overview of the study, including the introduction and 

problem statement, the research problem, aims and objectives, paradigmatic 

perspective, research methodology, as well as rigour and ethical considerations of 

the study. 

In this chapter, literature from all the relevant sources is reviewed.  Sources 

include textbooks, academic journal articles, the internet, government reports, 

government policy documents and legislation.  Burns and Grove (2009:38) state 

that the purpose of a literature review is to “…critically appraise, generate and 

synthesise the current state of knowledge relating to the topic under investigation 

as a means of identifying gaps in the knowledge”.  The purpose of this chapter is 

to provide an overview of the current literature on all the main concepts in this 

research namely self care, hypertension, knowledge and perception and primary 

health care. This will enable the researcher to confirm the research problem and 

its relevance to the study. The objectives of this study are indicated in table 2.1 

below. 

Table 2.1: Objectives of study 

Objective 1 Objective 2 

To explore and describe the self care of patients with 
hypertension who visit PHC clinics in the Naledi sub-

district in the North West Province. 

To explore and describe the knowledge and 
perceptions of patients with hypertension who visit 
PHC clinics in the Naledi sub-district in North West 

Province. 

Objective 3 Objective 4 

To identify and describe the association between self 
care, knowledge and perception in relation to the level 
of education, age, income and time period diagnosed 
with hypertension of patients who visit PHC clinics in 

the Naledi sub-district in the North West Province. 

To identify and describe the relationship between 
self care and knowledge and perceptions of patients 
with hypertension who visit PHC clinics in the Naledi 
sub-district in the North West Province 

The aim stipulated in chapter one was to identify and describe the self care 

abilities amongst patients diagnosed with hypertension, as well as to explore and 

describe their knowledge and perceptions. 
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In order to gain a clear understanding of self care and hypertension, the 

researcher will study (i) hypertension and its impact on health, (ii) health and 

factors that influence healthy lifestyles, (iii) self care in the management of 

hypertension, (iv) knowledge and perception of patients with hypertension, (v) 

PHC as an approach to enhance self care and (vi) the realisation of health care in 

South Africa. 

2.2 HYPERTENSION AND ITS IMPACT ON HEALTH 

Hypertension is characterised by a Bp elevated above normal, measured on three 

separate occasions, a minimum of two (2) days apart with readings that are as 

follows: systolic blood pressure equal to or more than 140mmHg and/or diastolic 

Bp equal to or more than 90mmHg (DoH, 2008:61; Chiong, 2008:151). In most 

cases patients who suffer from hypertension are asymptomatic and once 

diagnosed, it may increase an individual‟s awareness of bodily symptoms and 

make a “healthy” person ill (Bardags & Dag, 2000:172). However, early signs and 

symptoms may include fluctuating changes in blood pressure and narrowing of the 

retinal arteries with or without haemorrhage. Other symptoms include headache, 

vision changes, ringing in the ears, tingling of the hands and feet (Chiong, 

2008:152). 

Hypertension is universally under-diagnosed or inadequately treated, resulting in 

extensive target organ damage and premature death (Gozum & Hachihasanoglu, 

2009:129; Ike et al., 2010:57). The outcomes of hypertension contribute to the 

quad-burden of diseases, which includes cerebro-vascular diseases, myocardial 

infarction and kidney disease or failure, as well as heart enlargement due to left 

ventricular hypertrophy, which could predispose to congestive heart failure (DoH, 

2007:237; Iyer et al., 2010:45). Other hypertension-related organ damage includes 

retinopathy and dementia (Cohuet & Struyker-Boudier, 2006:85; Han, 2011:1). 

Poorly controlled hypertension can be avoided if early detection and cost-effective 

management of the condition occur (DoH, 2007:237).  In the management of mild 

hypertension and other levels of high blood pressure mentioned in chapter one 

table 1.3, the DoH in the Essential Drug List (EDL), recommends lifestyle changes  

as part of the treatment plan (see table 2.2). Some of the lifestyle changes include 
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reducing oil and sodium intake, eating more vegetables and fruits and encouraging 

patients to engage in physical activities (Chiong, 2008:15). 

Table 2.2: Management of hypertension according to different levels (DoH, 2008:65) 

STEP TREATMENT TARGET 

Entry Step1 

Diastolic Bp 90-99mmHg and/or systolic 
Bp 140-159mmHg without existing 
disease and no major risk factors. 

 Lifestyle modification Bp control with 3 months to 
systolic Bp below 140 and 
diastolic below 90mmHg. 

Entry Step 2 

 Diastolic Bp 90-99HmmHg and 
systolic Bp 140 – 159mmHg without 
any existing disease; and 

 no major risk factors; and 

 failure of lifestyle modification alone 
to reduce Bp after 3 months; or 

 mild hypertension with major risk 
factor or existing disease; or 

 moderate hypertension as diagnosis. 

 Lifestyle modification; and 

 Hydrochlorothiazide, oral, 
12.5mg daily. 

Bp control within one month to 
systolic Bp below 140mmHg 
and diastolic below 90mmHg. 

Entry Step 3 

 Failure to achieve target in Step 2  
after 1 month despite adherence to 
therapy; or 

 severe hypertension (see table 2.1 . 

 Lifestyle modification; and 

 Hydrochlorothiazide oral, 12,5 
mg daily; and 

 ACE-inhibitor, e.g. enalapril, 
10mg daily; or 

 Long acting calcium channel 
blocker, e.g. amlodipine, oral 
5mg daily. 

Bp control within 1 month to 
systolic Bp below 140 and 
diastolic below 90mmHg. 

Entry Step 4 

Failure of step 3 after 1 month of 
compliance. 

 Lifestyle modification; and 

 Hydrochlorothiazide, oral 12.5mg 
daily; and 

 ACE-inhibitor, e.g. enalpril, 
increase to 10-20mg daily; and 

 Long acting calcium channel 
blocker, e.g.: amlodipine oral, 
5mg daily. 

BP control with 1 month to 
systolic Bp below 140 and 
diastolic below 90mmHg with 
no side effects. 

Entry Step 5 

Failure of Step 4 after 1 month of 
compliance. 

 Lifestyle modification; and 

 Hydrochlorothiazide, oral 25mg 
daily; and 

 ACE-inhibitor, e.g. enalpril, 
increase to 20mg daily; and 

 Long acting calcium channel 
blocker, e.g.: amlodipine oral, 

10mg daily; and  

 Atenolol, oral 50mg daily. 

 

If not controlled on Step 5 – refer to the (DOH, 2008:63-65). 
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Hypertension still remains a major problem in South Africa in both men and 

women as portrayed in the graphs below, irrespective of a management plan that 

includes lifestyle changes that can be reached through self care. Figure 2.1 and 

figure 2.2 below portray the prevalence of high Bp (Hypertension) among men and 

women compared to other chronic diseases during the years 1998 and 2003. The 

survey was done by the 2003 South African Demographic and Health Survey 

(SADHS), which enables the department of health to track changes in the health 

status of the population over the period of five years (DoH, 2007:i). According to 

the statistics hypertension remains the most highly reported chronic condition as 

compared to the other four chronic diseases. 

 

Figure 2.1: Prevalence of chronic diseases among women: SADHS1998 and 2003 

According to the figure 2.1, hypertension is the highest reported condition 

compared other chronic conditions for women between the year 1998 and 2003.
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Figure 2.2: Prevalence of chronic diseases among men: SADHS 1998 and 2003 

As evident from figure 2.2, men are equally affected by hypertension as women 

and still hypertension is the highest reported condition compared to the other 

chronic conditions. 

The impact of poorly controlled hypertension can be avoided if early detection and 

cost effective management strategies are followed (DoH, 2007: 237).  This can 

reduce the overburden of adult disease in the population.  It cannot be denied that 

lifestyle changes are the cornerstone in the management of hypertension at al l 

levels of blood pressure (Brown et al., 2007:93).  Adherences to these lifestyle 

changes, which can be attained through self care–activities, increases 

antihypertensive drug efficacy and decreases complications as a result the 

condition (Ike et al., 2010; 55). 

Hypertension should not be regarded as much as a disease, but rather as one of 

the treatable or reversible risk factors for premature death (Xiaglin et al., 

2000:380). Lifestyle therefore remains the cornerstone of the management of 

hypertension for all levels of Bp. Furthermore, a healthy lifestyle enhances 

antihypertensive drug efficacy and decreases complications due to the condition. 

Empowering the patients to employ self care by adopting a healthy lifestyle could 

be a crucial measure for the primary prevention of high blood pressure and it can 

be an indispensable part of the management of those with hypertension. Lifestyle 

modification is believed to be a sufficient intervention in those with hypertension 
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and antihypertensive drug treatment can be safely avoided in these patients as 

long as the blood pressure remains normal and evidence of target-organ damage 

does not develop during close long-term follow-up. 

2.3 FACTORS THAT INFLUENCE A HEALTHY LIFESTYLE 

Hypertension is responsible for more deaths than any other cause worldwide. 

Consequently the social and economic demands of adequately treating 

hypertension are of considerable magnitude and complexity (Giziano et al., 

2005:3571). Some personal activities constitute health-risk behaviours. These are 

undertaken by some people with a problematic frequency or intensity, increasing 

their morbidity and mortality rate and affecting the health of the population. 

Examples include tobacco and alcohol consumption, physical inactivity and 

unhealthy dietary habits (Van der Star & Van der Berg, 2010:2; Wilson et al., 2009: 

374). These activities have an impact on self care ability and can be attributed to 

level of education, income and the duration of illness. 

2.3.1 LEVEL OF EDUCATION 

Knowledge is a factor that affects performance of self care behaviour in patients 

(Heo et al., 2008:1813). The patient‟s low level of awareness and perception of the 

disease is attributed to low levels of education (Kusuma et al., 2008:127). Level of 

(formal) education influences the degree of awareness and knowledge of lifestyle 

modification measures (Kusuma et al., 2010:58), which may influence self care.  

Patients with higher educational attainment have better general health, which may 

increase the likelihood of being more physically active (Leyva-Flores et al., 

2001:24). These patients have more of ability and will to engage in self care 

activities. Efforts should be made to encourage professional nurses to educate 

patients about the effects of hypertension and ways in which hypertension can be 

treated, in addition to empowering the patients with knowledge of prevention and 

treatment strategies (Han, 2011:1). Patient education has been defined by the 

Cochrane Collaboration as “the teaching or training of patients concerning their 

own health needs” (Coster Norman, 2009:509).  This can be achieved by providing 

information and teaching skills of self care (Epping-Jordan et al., 2010:300) to 
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enable patients diagnosed with hypertension to take to care better for their 

condition. Educational intervention has shown to increase patient‟s knowledge and 

self care activities (Persell et al., 2004:746). Knowledgeable patients are more 

likely to report self care behaviours (Cardiol, 2007:521).  

2.3.2 AGE 

According to the health survey of 1998-2003 older South Africans are more 

hypertensive than younger ones (DoH, 2007: 237). The prevalence of 

hypertension among the aged gives rise to a sedentary population that has an 

increase in risky lifestyle e.g. poor dietary habits and increasing obesity (Cardiol, 

2007:521). The patient‟s age has some impact on the patient‟s knowledge and 

perceptions (Inoue et al., 2010:5) Patients with a longer history of hypertension 

have more hypertension knowledge (Lee et al., 2010:415).  In providing 

professional nurses will have to integrate health education and exercise programs 

into the treatment of older patients with hypertension for effective control of the 

condition in to improve their quality of life (Park et al., 2010:5)  

2.3.3 INCOME  

Health variations across the socio-economic spectrum suggests that expectations 

of health may also vary, meaning that individuals in lower socio-economic groups 

may equate higher levels of disease risk with good health than those in higher 

socio-economic groups (Adam & White, 2006:74). The main difference between 

these two factors pertains to the fact that the individual income is bound to exert its 

main effect through access to health care resources (Cerin & Leslie, 2008:2597) 

and people who take better care of their lives. Among the low socio economic 

group, certain diseases like hypertension have become part of everyday life and of 

their „normal‟ health condition and therefore are not considered a question of 

importance deserving medical care (Leyva-Flores et al., 2001:23). These patients 

perceive their health problems as not serious and opt for self care since they 

considered medical services to be far too expensive (Leyva-Flores et al., 2008:24).  
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Irrespective of the above variables, patients have a right to access to better health. 

Health is explained as a state of complete physical, social and mental well-being, 

and not merely the absence of disease or infirmity. Health is a resource for 

everyday life, not the objective of living. It is a positive concept emphasising social 

and personal resources, as well as physical capabilities (WHO, 1998:1). In order 

to attain health, there are four levels of health care that are encompassed in the 

delivery of PHC: health promotion, disease prevention, diagnosis and treatment 

and rehabilitation (Clark, 2008:73).  The levels of health care delivery are indicated 

in table 2.3 (refer to chapter 1, [1.5.2.2] and table 1.2).   

Table 2.3: Levels of health care delivery (Clark, 2008:73) 

Level of health care 

delivery 
Activities 

Health promotion To improve or maintain health status. Examples are to ensure 

adequate rest or designing an exercise programme.   

In this study it will include measures to ensure healthy lifestyles to 

prevent hypertension, which include:   

 weight loss if overweight; 

 regular physical exercise; 

 stopping smoking; 

 moderate or no alcohol intake; 

 restricting salt intake; 

 restricting fat intake; 

 adequate dietary fibre intake (fruit, vegetable and unrefined 

carbohydrate).   

Disease prevention  Measures that are aimed at prevention of disease or disability. Clinical 

prevention in this study will include screening, diagnosis and treatment 

of risk factors of hypertension, behavioural strategies focused on 

lifestyle changes as mentioned in the health promotion level. 

Diagnosis and 

treatment  

Early recognition of therapy for existing health problems. The national 

objective related to the control of hypertension as described in the EDP 

of South Africa (DoH, 2008:63-65), which is implemented at PHC 

clinics for the diagnosis and management of hypertension. 

Rehabilitation  Attempts to limit the incapacitation caused by health problems and to 

prevent recurrences. In this study it will refer to early detection of the 

disease and promoting of self care and where therapeutic measures 

are in place, compliance to medication will be emphasized. 
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The DoH of South Africa and the Minister of Health ensures in the service delivery 

agreement that they will direct greater effort and resources towards prevention, 

screening and early detection and effective management to improve life 

expectancy and quality of life at PHC level (DoH, 2010:8). All patients diagnosed 

with hypertension will have free and affordable health service at PHC clinics. 

2.4 SELF CARE IN THE MANAGEMENT OF HYPERTENSION 

The reasons to investigate self care in patients suffering from hypertension in the 

Naledi sub-district (Vryburg) are: 

- There is an increased number of patients diagnosed with hypertension on a 

monthly basis as already noted in chapter one (refer table 1.1); 

- When more patients are diagnosed, they end up with uncontrolled blood 

pressure, which further complicates into cardiovascular diseases, kidney 

diseases and stroke; and 

- To relieve the workload on health services whereby patients will be able to 

take care of themselves (DoH, 2010); 

The prevalence of hypertension has an increasing financial and social 

consequence for individuals, communities and societies. It is for these reasons 

that the response has to be a shift in governmental health policy to a focus on 

encouraging greater involvement of the individual in their health care participation 

in self-management programmes (Kielman et al., 2010:55). More recent evidence 

suggests that patients who are more engaged in self care have better 180-day 

economic outcomes and have a lower composite risk of one-year mortality or 

hospitalization (Lee et al,. 2009:1486). Furthermore, self care can be seen as 

bridging the gap between supply and demand for health care services through 

increased participation by individuals and communities (Wilkinson & Whitehead, 

2009:1144). Gone are the days of the specialist clinic, designed to see every 

patient with hypertension. Instead, we need to support the delivery of hypertension 

care at the level of primary care and the patient (Lewanczuk 2006:616).While 

medication is arguably the most important therapy for hypertension, behavioural 
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strategies have long been recommended as a first line initial and adjunctive 

therapy. Specifically, educational approaches designed to help patients 

incorporate commonly accepted lifestyle changes (e.g., nutrition, weight loss, 

exercise, and social behaviours, including altering tobacco and alcohol use) into 

their daily living have been advocated (Boulware et al., 2001:221). 

Self care is described by Gohar et al. (2008:2) as the maintenance of health, 

prevention and treatment of illness by an individual. It has shown to improve 

patient satisfaction, quality of life and also reduce primary care, outpatient and 

emergency department visits. The four components of self care are: leading a 

healthy lifestyle, treating minor ailments, managing chronic conditions and care 

after hospital discharge. In hypertension self care includes lifestyle measures such 

as maintaining a healthy weight and diet, as well as adhering to medication to help 

patients achieve blood pressure control.  Wilkinson and Whitehead (2009:1144) 

further describe self care as a situation that is culture specific; it involves the 

capacity to act and make choices; it is influenced by knowledge and skills. 

Furthermore, self care promotes a course of action orientated toward changing 

individual behaviour and lifestyle. 

According to Orem (2001:53) self care involves activities performed to maintain 

one‟s own life and health. These activities are directed towards meeting three 

types of self care requisites necessary for continued health function: universal self 

care requisites, developmental self care requisites and health deviation self care 

requisites (Orem, 2001:53 as explained in table 2.4).  Patients are more likely to 

engage in the desired self care activities if they are instructed about their 

behaviour (Wilkinson & Whitehead, 2009:1144; Bundensmann & Kaplowitz, 

2011:1). The self care requisites (table 2.4) include those activities that patients 

with hypertension will have to adhere to and which professional nurses can assist 

patients with hypertension with, in order to improve the quality of life through active 

participation and support in self care. 
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Table 2.4: Requisites for self care (Orem, 2001:53) 

Concept Applied to this study 

Universal self care involves activities 
designed to meet the needs of everyday 
life (Orem, 2001:280). These are activity 
requisites at health promotion level of 
care. 

Patients with hypertension do have a need for 
clean water, correct food and clean air, a house 
to stay in and feel safe. It is important that 
patients with hypertension fulfil their daily needs 
as part of self care activities to manage the 
hypertension.  

Developmental self care involves 
activities designed to foster achievement 
of developmental tasks (Orem, 
2001:280). 

 Screening patients routinely for early 
detection of the condition. 

 Increase equitable access to information on 
hypertension, life skills, informed choices 
concerning healthy lifestyles (DoH, 2005) 
guideline. 

Health deviation self care include the 
following:  

 appropriate medical assistance;  

 dealing with effects of health 
deviation;  

 effectively performing medically 
prescribed measures; 

 dealing with any adverse effects on 
medical measures;  

 modifying one‟s self-concept to 
incorporate a realistic view of one‟s 
current state of health; and  

Adjusting one‟s lifestyle to promote 
continued personal development in light 
of existing health conditions and required 
treatment measures (Orem, 2001:280). 

 Once diagnosed the patient‟s hypertension 
will be classified according to Table 2.1 and 
managed appropriately as in Table 2.2. 

 The patient needs to adhere and comply with 
any prescribed medications. 

 If there are adverse effects of medical 
treatment, the patient will be advised to seek 
medical assistance as early as possible. 

 Due to the diagnosis the patient needs to 
adjust his/her lifestyle to deal with the ill 
effects of the condition and to change the 
lifestyle behaviour to prevent further 
complications. 

In order to achieve the pre-requisites of self care, professional nurses need to 

change their attitudes toward patients and should be aware that it will be big 

stumbling block to successful self care if a PHC nurse fears empowering the 

patient towards behaviour change.  By providing patients with information on self 

care and support, professional nurses can enable patients to care better for their 

illness. Self-management support is central to improving care and outcomes 

(Epping-Jordan et al., 2010:300).  Furthermore, professional nurses need to know 

that patients‟ knowledge of their clinical condition and its management; their 

perception of the ability to control the clinical condition, symptoms and their lives, 
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are important factors in the performance of self care activities (Heo et al., 

2008:1808). 

It can therefore be concluded that PHC is a powerful means to reform the health 

sector and address significant health care needs worldwide (Solheim et al., 

2007:624). Deviation from health by engaging health risk behaviours e.g. tobacco 

and alcohol consumption, physical inactivity, and unhealthy dietary habits (Van der 

Star & Van der Berg, 2010:2), cause the deterioration of health and increase the 

risk of complications due to hypertension.  Professional nurses working in PHC 

clinics are facilitators and partners for health education, not teachers or 

gatekeepers (Wilkinson & Whitehead, 2009:1145) in improving the health of 

patients with hypertension. 

More than 50% of hypertensive patients globally are unaware of their condition; 

and of those whore are aware, more that 50% have not been treated (Ike et al., 

2010:270). Furthermore, there is poor adherence to hypertensive therapy and 

even poorer adherence and awareness of advice on lifestyle modification 

measures. Therefore patients‟ knowledge and perceptions have to be reviewed to 

enhance self care ability among patients diagnosed with hypertension.  

2.5 THE KNOWLEDGE AND PERCEPTIONS OF PATIENTS WITH 

HYPERTENSION 

Knowledge is the facts, information and skills acquired through experience or 

education or the theoretical or practical understanding of the subject (Oxford 

Dictionary, 2012). In this study it refers to the information on hypertension that a 

patient has to acquire from a PHC nurse at the clinic after being diagnosed. It is 

not clear whether this knowledge is accessible to all patients with hypertension at 

each visit (Ike et al., 2010:56).  

There is little knowledge of how patients process information to develop the 

necessary self care skills and health promotion behaviours that are culturally 

applicable and relevant (Cameron et al., 2012:2).  If patients are knowledgeable 

about their condition and its management (Heo et al., 2008:1813), patients will be 
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motivated to adhere to self care and will take personal responsibility for their 

actions.  

Lack of knowledge on hypertension and self care ability appear to be more 

frequent among persons with low education (Katz, 2008:1058).  The need to 

emphasise interventions on behavioural factors such as smoking, dietary factors, 

obesity and sedentary lifestyle have shown to increase patients‟ self care ability in 

the management of hypertension (Persell et al., 2004:746).  According to Ike et al. 

(2010:56) not much work has been done on knowledge and perception of lifestyle 

modification measures among patients with hypertension. For this reason the 

study reviews perceptions of hypertension to identify and describe the self care 

ability among patients diagnosed with hypertension.  

Perceptions are defined as ways in which something is regarded, understood or 

interpreted (Oxford Dictionary, 2012). An accurate perception of health statutes is 

a prerequisite for adequate self care behaviour (De Redder et al., 2004:342). 

In this study perceptions refer to how patients understand or interpret self care 

with regard to hypertension, which forms part of their health. Professional nurses 

require an understanding of the myriad of social, political, economic and personal 

factors that impact on whether an individual will self care and to what extent. 

These determinants can be as varied as the individual‟s definition of health and 

the importance of health to that particular individual, their perceived health status, 

their perception of who or what controls their health, self-efficacy and the 

perceived benefits of and barriers to engaging with health promoting behaviours. 

Therefore, a personal understanding of self care is also important (Wilkinson & 

Whitehead, 2009:1146). How patients interpret self care of their health can either 

have a negative or positive impact on their condition. As already mentioned in 

paragraph 2.3, patients‟ perceptions of their ability to control their clinical condition, 

symptoms and their lives are important factors in the performance of self care 

(Heo et al., 2008:1813). 

According to a study of Ike et al. (2010:57), there are perceptions among patients 

that hypertension is caused by stress, witchcraft and even poison. It follows that if 
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hypertension is caused by stress, the treatment is short term and that there are 

alternative means of therapy, such as prayer alone, herbal medications or dietary 

vitamin supplements that could treat hypertension successfully. Such perceptions 

might have a negative impact on the management abilities of hypertension.  

Poor knowledge among patients with hypertension could be attributed to the silent 

nature of hypertension, the lack of access to health care and lack of information 

about hypertension and its consequences (Kusuma et al., 2009:127). This is a call 

to strengthen and expand PHC services to bring primary prevention of 

hypertension to people with hypertension through strategies of self–care, lifestyle 

and dietary modification, to mention just a few (Ike et al., 2010:56). Therefore, 

insight into the patients‟ knowledge and perceptions of hypertension are important 

factors of prevention and treatment for lifelong self care ability in the management 

of the condition (Kusuma et al., 2009:120). It is therefore important to gather 

essential information from different patients with hypertension in order to develop 

patient specific information, education programs and communications and 

appropriate strategies to bring about behavioural changes (Kusuma et al., 

2009:120).  Behavioural changes are sufficient intervention in those patients with 

hypertension and ensure that antihypertensive drug treatment can be safely 

avoided in patients so long as the blood pressures remain normal and evidence of 

target organ failure does not develop during close long-term follow up (Ike et al., 

2010:57).  

There is a need for comprehensive management of hypertension, which includes 

self care. Professional nurses need to have strategies that require education in 

order to improve the knowledge and perceptions of patients with hypertension at 

PHC clinics (Ike et al., 2010:55). Patients with hypertension need to be seen at 

regular intervals at PHC clinics to be educated on the nature of the condition of 

hypertension, the risk factors and self care in hypertension in order to empower 

them to accept and implement changes in lifestyle (Ike et al., 2010:58). 

In order to improve the quality of life of patients with hypertension, professional 

nurses need to motivate patients to adhere to the lifestyle modifications that are 



35 

mentioned in table 2.2. Patients need to take personal responsibility for how to use 

the knowledge they require in order to improve their actions. 

Professional nurses need to monitor if patients adhere to self care activities. This 

can be done by screening patients who visit PHC clinics to detect and diagnose 

any complications.  

2.6 PRIMARY HEALTH CARE APPROACH TO ENHANCE SELF CARE 

Primary Health Care is essential care that is based on practical, scientifically 

sound and socially acceptable methods of technology. The care and technology 

used should be accessible to individuals and families in the community (WHO, 

2008:47). Furthermore, families and individuals should participate in their own 

health care at every stage and the patients‟ self-reliance and self-determination 

with regard to their health should be encouraged. Worldwide PHC remains the first 

contact and comprehensive, continuous, coordinated, decentralised care of 

providing health care to communities (Solheim et al., 2007:623). The actions taken 

in the PHC context should be such that PHC services remain affordable to the 

community and the country and consequently remains sustainable (DoH, 

2010:25). 

Primary Health Care is a more cost-effective, simpler approach to the delivery of 

health care and the best possible form of health care for everyone. The 

government of South Africa, in the transition from Apartheid rule to a new 

democracy has been accompanied by the vision of a national health care system 

based on the principles of universal primary health care (Petersen, 2000:321). The 

main aim is to bring health services closer to the people as it is encompassed in 

the definition of PHC by means of community health centres or PHC clinics by 

providing comprehensive services, including promotive, preventive, rehabilitative 

and curative health care services (DoH, 2010:25). 

One of the elements of PHC is health education about prevailing health problems, 

and hypertension is one of those problems. Through health promotion, 

professional nurses should promote healthy lifestyles, psychosocial health and 
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supportive environments for health (Simon-Rehn et al., 2009:1).  The 

environments created by professional nurses at the PHC clinics encourage 

patients to talk about their health concerns more easily than with the physicians 

and those seen at hospitals (Inoue et al., 2010:6).  

The services provided in the PHC package of the district health system are 

promotive and preventive services, health education and screening for common 

diseases, and they are the responsibility of professional nurses (WHO, 2008:47; 

DoH, 1997:18).  These services constitute comprehensive health care and are 

rendered by technically skilled professional nurses at PHC clinics at an affordable 

cost (Mmuwe-Hlahane, 2003:12). 

The key function of professional nurses is identifying health care requirements at 

PHC level, to promote health, prevent diseases and promote self care (Orem, 

2001:197) of patients by ensuring the following key elements are achieved:  

 Every individual under nursing care has health care requirements at 

PHC level: 

Every patient seen at the PHC clinic has the right to health information concerning 

their health. Therefore, it is extremely important for professional nurses to provide 

patients with information on self care to promote and prevent the patients 

developing hypertension.  Health promotion should be directed towards improving 

people‟s control over all modifiable determinants of health e.g. smoking, food 

choices, and physical activity (Nutbeam, 2006:261). In order for patients to 

improve their health, professional nurses should ensure that patients are assisted 

in acquiring knowledge regarding self care, as it has been advocated that 

professional nurses shall assess an individual‟s ability to performing self care 

before applying strategies directed at promoting self care (Cameron et al., 2012:2). 

 Universal self care and developmental care when therapeutic care 

constitutes health care at PHC level of prevention:  

Practices to prevent diseases should be based on rationales of how to prevent or 

interrupt relations between causative agents of disease and factors in patients that 
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are necessary for the disease to develop (Orem, 2001:197). Patients with 

hypertension will be screened at every visit at the health care clinics. In cases of 

early diagnosis of hypertension and in the continuous care of the condition, there 

is a need for self care, especially when it comes to lifestyle modification activities 

that should definitely be part of self care activities at each nursing care 

intervention.  Examples of self care activities are: 

- Achieving and maintaining an ideal weight with a body mass index (BMI) 

between18.5 and 24.9 kg/m²; 

- Limiting total sodium intake to less than 2 400 mg per day by consuming 

less than 1 teaspoon of salt per day; 

- Limiting alcohol intake to 2 standard drinks per day for men and 1 standard 

drink for women; 

- Following the nutrition guidelines reported in the global strategy i.e. diet low 

in total fat, with a high intake of fruit and vegetables (5 portions per day), 

regular use of low-fat dairy products, high intake of high-fibre wholegrain 

foods, fish rather than red meat, use of products low in saturated fat and 

low salt content, and sparing use sugar and sugar containing foods; 

- Engaging in regular moderate-intensity exercise for at least 30 minutes on 

most or preferably all week days;  

- Stopping the use of all tobacco products (DoH, 2006:234; Han, 2011:3).  

Many patients with hypertension do not comply with suggested recommendations 

and as a result, often fail to control their blood pressure (Lee et al., 2010:412).  

PHC is a mechanism for enhancing self care because the information provided by 

a PHC clinic is inexpensive, i.e.   

- it is affordable to every patient suffering from hypertension;  

- it is accessible, because health clinics are brought closer to the people, and 

- information is available at every visit of the patient when screened for 

hypertension. 
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If the self care activities are practiced as indicated, they will be effective as the 

hypertension will be controlled and complications can be prevented as much as 

possible. 

2.7 THE REALISATION OF HEALTH CARE FOR ALL IN SOUTH AFRICA  

The WHO was founded on the principle that states that the enjoyment of the 

highest attainable standard of health is one of the fundamental rights of patients 

(De Haan, 2001:21).  On the 21st of November 1986, a conference was held in 

Ottawa (Canada). This conference was firmly convinced that if people in all walks 

of life, non-governmental and voluntary organisations, governments, the WHO and 

all other bodies concerned join forces in introducing strategies for health 

promotion, Health For All by 2000 will become a reality (WHO, 2009:5).  Following 

this, the National Health Plan of South Africa has pledged that every person has 

the right to achieve optimal health, and the government has the responsibility to 

provide the conditions to achieve this (DoH, 2010:3). The Minister of Health has 

signed the Negotiated Service Delivery Agreement (NSDA) according to which the 

government agrees on 12 key outcomes as the indicators for its health programme 

of action for the period 2012 to 2014. Its vision is “A Long and Healthy Life for All 

South Africans”. This will be made possible by broadening and deepening the 

extent and scope of community involvement and social mobilisation in all aspects 

of health provision at local levels (DoH, 2010:3).  For this study the following key 

points of the Ottawa Charter (Dennill et al., 2002:12) will be described as a means 

to attain health for all in South Africa:  
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Table 2.5: Key points of the Ottawa Charter as adapted from Dennill (2002:12) 

KEY POINTS DESCRIPTION AND APPLICATION 

Build public policies 
that support health 

 In line with the declaration by the WHO, “…all governments should formulate national policies, 
strategies and plans of action to launch and sustain PHC as part of a comprehensive national 
health system in collaboration with other sectors” (DoH, 2010:25). 

 The White Paper for the Transformation of the Health system in SA was published by the 
Ministry of Health. The document presents various implementation strategies designed to meet 
the basic needs of all people given the limited resources available (DoH, 1997:1). 

 The Negotiated Service Delivery Agreement (NSDA) is a charter that reflects the commitment of 
key sectoral and intersectoral partners linked to the delivery of identified outputs as they relate to 
a particular sector of government. Its priority is improving the health status of the entire 
population and to contribute to the Government‟s vision of “A Long and Healthy life for All South 
Africans” (DoH, 2010:3 & 10).  In increasing life expectancy, the DoH focuses its strategies at 
primary prevention of non-communicable and chronic diseases through education of individuals, 
households and communities on the benefits of healthy lifestyles. 

 The EDL (DoH, 2008) has been developed by the Department of Health in order to manage 
conditions at PHC clinics. It outlines the management of hypertension at PHC level even before 
the condition can become complicated. 

 The South African Hypertension Guideline is a guideline that represents an important step 
towards the implementation of a national standard of care for persons living with hypertension 
(DoH, 2006:337). 

Create supportive 
environments  

PHC services shall be based on the following: 

 Equity: all patients will be treated equally at all health clinics. Information on health should be 
shared to each person to empower them towards self care activities to promote and prevent ill 
health. 

 Accessible: Professional nurses avail themselves to share information and each visit for 
patients should be a teachable moment of lifestyle modification for patients with hypertension. 

 Affordable: information on self care activities should be cheap and easy to use for all patients. 

 Available: health education should be available through every means of communication to reach 
patients. It can be on a one-to-one basis, media- pamphlets, and radio or television, which can 
be used while patients are waiting for help. 

 Effectiveness: continuous monitoring on each visit will determine the effectiveness of self care 
activities. 

 Efficient: patient will be informed on their progress and this will build trust with the PHC nurse. 

Strengthen 
community action 

The government has developed a handbook on service delivery, the ”Batho Pele Principles”, which is 
aimed at helping to improve public service delivery by supporting the transformation of the public 
service into a citizen-orientated organisation. One of its objectives is to help close the gap between 
“knowing” and “doing” and putting Batho Pele (People First) in action.  In this study, patients  seen at 
PHC clinics will be empowered with knowledge on self care activities at every visit. The PHC nurse 
will be there to provide information on self care activities that will enhance quality of life; but it will be 
the patient who has to initiate the skill. Spontaneous participation is advisable because most of the 
self care activities will be done by the patient at home. Family members, or those close to the patient, 
need to participate in the care of this patient. 

Reorientation of 
health services 

Every person has the right to achieve optimal health and it is the responsibility of the state to provide 
the conditions to achieve this. It is therefore a commitment that the ANC has made to the promotion 
of health through prevention and education. The PHC approach is the underlying philosophy for the 
restructuring of the health system. The provision of health is coordinated among local, provincial and 
national authorities. Primary Health Care clinics will remain the main points of first contact within the 
health system (DoH, 2010:25).  Patients with hypertension have access to health care at PHC clinics 
as the focus at this level is prevention and control of major risk factors and diseases. 

 



40 

2.8 CHAPTER SUMMARY 

The literature reviewed shows that despite advanced treatment, hypertension 

remains responsible for more deaths than any other cause worldwide. The social 

demand for adequately treating hypertension is of considerable magnitude and 

complexity (Giziano et al., 2005:571). This social demand includes managing 

lifestyle behaviours through self care. This can be achieved through health 

education, which is one of the elements of PHC. South Africa is in line with the 

principles of PHC, as it has implemented the strategies of the Ottawa Charter by 

making health care services available, accessible, and affordable to the people 

through PHC clinics. There are strategies on self care in place that need to be 

communicated to patients to enhance quality life. These lifestyle modifications are 

necessary to prevent and manage hypertension. Such modifications include 

dietary changes, which involves eating more fruits, vegetables, and low-fat dairy 

products and fewer saturated fats, reducing sodium and alcohol consumption, 

engaging in regular physical activity, and maintaining a healthy weight (Han, 

2011:3).The knowledge and perceptions of patients with hypertension cannot be 

overlooked as these have an impact on the self care ability of patients visiting PHC 

clinics.   
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CHAPTER 3 - RESEARCH METHODOLOGY 

3.1 INTRODUCTION 

The previous chapter consisted of a literature review during which literature on self 

care and patients with hypertension at Primary Health Care (PHC) clinics were 

reviewed.  The purpose of this chapter is to describe the methodology deployed in 

this study.  Special attention is paid to the research design, research method, 

reliability and validity, as well as the ethical considerations. 

The overall aim of the study is to explore and describe self care amongst patients 

diagnosed with hypertension, as well as to explore and describe their knowledge 

and perceptions.  In order to achieve this, a quantitative study design was used 

and data was collected by using a structured questionnaire (Burns & Grove, 

2009:406). The following objectives were formulated to achieve the overall aim: 

Table 3.1: Objectives of the study 

Objective 1 Objective 2 

To explore and describe self care of patients 

with hypertension who visit PHC clinics in the 

Naledi sub-district in the North West Province.  

To explore and describe the knowledge and 

perception of patients with hypertension who 

visit PHC clinics in the Naledi sub district in 

North West Province. 

Objective 3 Objective 4 

To identify and describe the association 

between self care, knowledge and perception in 

relation to the level of education, age, income 

and time period diagnosed with hypertension of 

patients who visit the PHC clinics in the Naledi 

sub-district in the North West Province. 

To identify and describe the relationships 

between self care, knowledge and perception 

of patients with hypertension who visit PHC 

clinics in the Naledi sub district in the North 

West Province.  
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3.2 RESEARCH DESIGN 

A quantitative, exploratory, descriptive, correlational and contextual research 

design was employed to achieve the main aim of the study. The research design is 

described in the paragraphs below: 

3.2.1 QUANTITATIVE RESEARCH 

The research design determines the methods used to obtain information for the 

study, which includes the selection of respondents, data collection, data analysis 

and interpretation of results (Brink, 2006:92).  In this study, a quantitative 

approach was followed as it accommodates the use of descriptive and 

correlational statistics. According to Burns and Grove (2009:231) a quantitative 

design is a formal, objective, systematic process of enquiry that uses numerical 

data to obtain data about the world. Two questionnaires, namely the Exercise of 

self care agency scale (referred to as ESCA scale) and Knowledge and Perception 

(referred to as KP) questionnaires (discussed under data collection), were used to 

explore and describe self care, knowledge and perceptions in patients with 

hypertension at PHC clinics in Naledi sub-district. 

3.2.2 DESCRIPTIVE RESEARCH 

According to Burns and Grove (2009:232) and Brink (2006:10) descriptive 

research is used to provide an accurate portrayal of qualities or characteristics of 

studied population.  In this study the researcher investigated and gained 

information on a specific area (the self care and knowledge and perception of 

patients with hypertension). In order to reach the objectives of this study, a 

descriptive research design was followed, which aimed at determining and 

describing the self care, knowledge and perception of patients with hypertension at 

PHC clinics in Naledi sub-districts.  

In descriptive studies there is no manipulation of variables, the researcher only 

searches for specific information in a single sample. The researcher defines the 

different variables of interest to obtain and a give a complete picture of the studied 

phenomenon (in this study, self care and knowledge and perception in patients 
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with hypertension at PHC clinics in Naledi sub-district). This description leads to 

the determination of the theoretical significance of findings (Brink, 2006:104; Burns 

& Grove, 2005:233). 

3.2.3 CORRELATIONAL RESEARCH 

In view of objective 3 and 4 of the study, Pearson‟s correlational analysis was 

used to correlate factors of the ESCA scale and KP to determine the relationship 

(Burns & Grove 2009:245; Polit & Beck, 2008:246). In order to perform 

correlational research, all data obtained should be from the same population 

(Brink, 2006:180). In order to associate self care, knowledge and perception of 

patients with hypertension in relation to the socio-demographic variables, the data 

was collected from patients visiting the three PHC clinics in the Naledi sub-district. 

As the responses from the patients with hypertension were from a clustered group 

(all from the PHC clinics), they could exhibit some degree of relatedness and the 

researcher allow for adjustment (McCoach in Hancock & Mueller, 2010). In this 

study the data of the different clinics where analysed as independent. The nature 

of this research provided two sets of factors, the ESCA scale and KP, as the 

respondents completed both the ESCA scale and KP questionnaires. The 

correlation between the factors of the questionnaires indicated the nature of the 

linear relationship (positive and negative) as well as the magnitude (strength) of 

the linear relationship between them. 

3.2.4 CONTEXTUAL RESEARCH 

According to Burns and Grove (2009:170) contextual research implies that the 

findings are valid and applicable to a specific situation and therefore the 

researcher should give a clear description on the context of this study. The 

contextual framework of the study refers to the environment and the conditions 

where the study took place. This study was conducted in PHC clinics in the Naledi 

sub-district and included patients with hypertension who attend these clinics on a 

regular basis. For a description of the geographical boundaries and where the 

targeted PHC clinics are situated, see the geographical map illustrating the Naledi 

sub-district (Vryburg region) (see Figure 3.1).  
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The Dr Ruth Segomotsi Mompati District (formerly Bophirima District Municipality), 

is one of the four districts of the North West Province (one of nine provinces in 

South Africa). The Naledi sub-district (Vryburg) is situated in the Dr Ruth 

Segomotsi Mompati District. The majority of its 439 637 citizens speak Setswana 

(SA Stats, 2007). The Naledi sub-district also consists of smaller towns: Stella, 

Dithakwaneng, Devondale and surrounding farms. It is situated in the western part 

of the Dr Ruth Segomotsi Mompati District. The area of jurisdiction is 

approximately 7 264 km/sq with an estimated population of 57 930 (Stats SA, 

2007).  

 

Figure 3.1: Map indicating where the study took place in the North West Province 
(Source: http://www.africaninvitation.com/themaps/NorthWest1) 

Figure 3.1 indicates the area where the study was conducted. The context 

furthermore refers to aspect like the three PHC clinics in the Naledi sub-district, 

North West Province that deliver equity services available for patients with 

hypertension of all population groups. Patients speak Setswana, English or 

Afrikaans, mostly Setswana, and experience socio-economical hardship.  

http://www.african/


45 

3.3 RESEARCH METHOD 

Detailed information on the research method is provided below, with emphasis on 

the population, sampling, data collection and data analysis. 

3.3.1 POPULATION AND SAMPLING 

According to Burns and Grove (2009:343) a population includes all the individuals 

who are the focus of the research.  In this study, it was patients diagnosed with 

hypertension and visiting PHC clinics in the Naledi sub-district that adhered to 

specific inclusion criteria (see chapter 1[1.7.2.3]). 

Sampling in this study involved the selection of a group of people from the 

population within which the study was conducted (Burns & Grove, 2009:343). A 

non-probability, convenience sampling method was applied to all patients 

diagnosed with hypertension visiting the PHC clinics for their monthly 

assessments.  

The sample consisted of the selected group of people included in the study who 

met a specific set of inclusion criteria (Burns & Grove, 2009:342). The following 

inclusion criteria were relevant: 

 All those patients diagnosed with hypertension for six months or more 

with/without treatment for hypertension;  

 The patients should have been staying in and around Naledi sub-district 

attending the PHC clinics in that area; 

 The patients should be Setswana- and/or Afrikaans- and/or English-

speaking;   

 The patients should be 35 years and older; 

 The patients should be willing to participate voluntary after informed on 

the research. 

The sample size was influenced by the availability of hypertensive patients visiting 

the three PHC clinics twice a week during the time scheduled for chronic disease 
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management between 08h00 to 16h00. Their willingness to participate in the 

research, the time consumed during data collection and the research instrument 

(ESCA scale and KP questionnaires) also influenced the availability.  The 

researcher and the field workers completed questionnaires with one hundred and 

forty two (N=142) respondents. This sample size was sufficient for statistical data 

analysis as confirmed by the statistician of the NWU (Potchefstroom Campus) 

Statistical Consultation Services. 

3.3.2 DATA COLLECTION  

Data collection is discussed for clarity on the most important aspects that applied 

to the research: 

The instrument used as data collection method was a self-administered 

questionnaire (SAQ), whereby the respondents completed the instrument 

themselves, Pilot & Beck (2008:414).  Burns and Grove (2009:44) describe data 

collection as the process where data are collected and then quantified in order to 

generate information for the objectives described (see chapter 1 [1.2]). This study 

utilised two structured questionnaires as a data collection method. The first 

questionnaire was the standardised ESCA scale, based on Orem‟s self care 

theory, and developed by Kearney and Fleischer in 1979 (the table in Kearney & 

Fleischer, 1979:28).  The ESCA scale was used to collect data to meet objective 

1, 3 and 4.  For objective 2, 3 and 4, the Knowledge and Perception questionnaire 

(KP) was adapted by the researcher from Ike et al. (2010) and Kusuma et al. 

(2009) to suit the population in this study.  

The Statistical Consultation Services of NWU (Potchefstroom Campus) assisted in 

determining if the questionnaires could be applied to generate answers to the 

questions. The statistician confirmed that the standardized structured ESCA scale 

as well as the KP questionnaire adapted with changes by the researcher from 

literature (Ike et al., 2010; Kusuma et al., 2009) could be used with minor 

adaptations to make the items more understandable to the predominantly 

Setswana-speaking population in the Naledi sub-district. The statistician also 
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indicated changing both the questionnaires from 5-point Likert to 3-point Likert 

scales.  

The following advantages of questionnaires (Burns & Grove, 2009:406) also apply 

to this research: 

 Questionnaires can safe time in the collection of data from a large 

population. As mentioned previously, the population consisted of 2 523 

patients diagnosed with hypertension, of whom 142 participated in this 

research. 

 Respondents can remain anonymous because the questionnaires are only 

marked with a code. 

 Illiterate respondents participated in the study as fieldworkers assisted them 

and ticked questionnaires on their behalf.  

 Questions that were not understood could be clarified immediately. 

According to Burns and Grove (2009:424) the main reason for questionnaire 

translation is to enable researchers to compare concepts between dif ferent 

respondents of different cultures. Translation of the questionnaires was 

important in this research and the following forward and backward translation 

method (Burns & Grove, 2009:424-425) was followed: 

 The original questionnaires were first translated from English into Setswana 

by the researcher (also Setswana-speaking) and the wording of the 

questions was not changed.  

 After the pre-test study was done a Setswana colleague from the School of 

Nursing Science of the NWU (Potchefstroom Campus) who understands 

the different dialects of the local community that apply to the study reversed 

both questionnaires back from Setswana to English. During this process 

she discovered questions that were not clear within the cultural context of 

the Setswana population.  
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Both questionnaires were pre-tested (see 3.3.3) to determine the clarity of 

questions, effectiveness of instructions, completeness of response sets, time 

required to complete the questionnaire and the success of data collection 

techniques (Burns & Grove, 2009:406). 

An explanation on the role of the researcher during data collection follows:  

 The researcher was introduced to the field workers before the onset of data 

collection.  Appointments were scheduled to explain the purpose and 

objectives of the research, method of data collection, and applicable ethical 

aspects like informed consent.  

 During the follow-up appointment with the field workers the researcher 

orientated them with regard to how they should complete the 

questionnaires, after which they were given a chance to ask questions and 

clarified uncertainties. They were issued with questionnaires.   

 After a period of one week the researcher went back to the PHC clinics to 

collect the completed questionnaires of the pre-test study (see paragraph 

3.5), to clarify any misunderstandings and to ensure that field workers 

avoided leading patients in answering questions.  

 To exclude the possibility of fabrication or falsification the researcher joined 

the field workers during the data collection period. The researcher ensured 

quality by doing spot checks for at least two hours in a day to ensure that all 

the data of the whole study were authentic and that the field workers did 

complete questionnaires with patients with hypertension visiting the PHC 

clinics 

 Twenty-two questionnaires were collected as pre-test study and those were 

coded and send to the statistician for analysis to ensure that the questions 

did answer the research questions and meet the objectives of the study.  

 The major project was completed with 142 questionnaires for both the 

ESCA scale and the KP answered by patients with hypertension. It was 

completed over a period of three weeks in August 2012. 
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3.3.3 PRE-TEST STUDY 

A pre-test study is a study done on a small-scale prior to the main study on a 

limited number of respondents from the population at hand based on a proposed 

study to improve or refine the research method before a major study is conducted 

(Burns & Grove, 2009:44). The feasibility of this research was investigated by the 

pre-test study to refine the data collection instrument (the ESCA scale and KP 

questionnaires). The pre-test study was useful in this study because the 

researcher compiled the questionnaire for the purpose of measuring self care, 

knowledge and perception of patients with hypertension at PHC clinics. Please 

refer to data collection (see 3.3.2). 

Before actual data was collected, questionnaires were distributed to twenty-two 

(22) patients with hypertension who were not part of the actual study, but who met 

the criteria for participation as stated in paragraph 3.3.1. Participation in the pre-

test study took place on a voluntary basis. This was done to determine the validity 

of the questionnaires and to improve the quality of the study. The field workers 

were assisted only those respondents who were unable to read or write and this 

was done minimally. Completion of each questionnaire took approximately 15 

minutes. 

3.3.4 DATA ANALYSIS 

The purpose of data analysis was to reduce and organise the data into an 

interpretable form, to formulate a conclusion to the problem statement, and to give 

meaning to the data (Burns & Grove, 2009:43). Explorative, descriptive and 

correlational statistics were utilised to convert and condense the data into an 

organized representation (Brink, 2006:171).   

The statistical analysis of the data was done with the assistance of the Statistical 

Consultation Services of the NWU (Potchefstroom Campus). SPSS (2011) 

software were used to interpret the data, which include the socio-demographic 

data, self care,  knowledge and perception of patients with hypertension at PHC 



50 

clinics in Naledi sub-district in the North West Province of South Africa.  Hereafter 

the data analyses done were discussed with reference to the different objectives.  

Objective 1: To explore and describe self care of patients with hypertension 

who visit PHC clinics in the Naledi sub-district in the North West Province 

the researcher used exploratory factor analysis in order to determine the 

interrelationship among different variables.  Maree et al. (2008:219-221) stated 

that “factor analysis performed on a set of items produces as its primary output a 

factor loading matrix”. In the pattern matrix used each item contains a loading on a 

specific factor. These loadings give the correlation between the factor and items. 

When the loading has large values it indicates that specific items belong to that 

factor. Items cluster when they are closely linked, and are then called factors 

(Burns & Grove, 2005:489). Items that did not cluster meaningfully on a specific 

factor were regarded as a factor on its own.  An exploratory factor analysis was 

done on the 24 items of the ESCA scale self care questionnaire as a data 

reduction method.  

Objective 2: To explore and describe the knowledge and perception of 

patients with hypertension who visit PHC clinics in the Naledi sub-district in 

the North West Province the same method of exploratory factor analysis was 

used in order to determine the interrelationship among different variables of the KP 

questionnaire. The reader should refer to the factor analysis employed during the 

ESCA scale factor analyses.  An exploratory factor analysis was done on the 10 

items of the KP questionnaire as a data reduction method.  

Chronbach‟s alpha coefficients were calculated to determine the reliability of the 

specific factors and are discussed under reliability (see 3.4.1).  

Objective 3: To identify and describe the association between self care, 

knowledge and perception and the level of education, age, income and time 

period diagnosed with hypertension of patients who visit PHC clinics in the 

Naledi sub-district in the North West Province descriptive and correlational 

statistical analyses was used. The descriptive statistics included percentage 

distribution regarding the socio-demographic variables and is presented to the 
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reader in a frequency table (see Table 4.1). Data of the respondents on self care, 

knowledge and perception of patients with hypertension was analysed in relation 

to the following demographic variables:  

 Age, which was divided into five groups (1=35-45 years); (2=46-55 years); 

(3=56-65 years); (4=66-75 years); (5=76 -and above years).  

 Level of education, which was grouped as level 1= (Grade 0-4); level 2= 

(Grade 5-8); level 3= (grade 9-12) and level 4= (tertiary and others);  

 Income, grouped in ZAR of 2=(R0-R500); 3=(R600–R1500); 4=(R1600-

R3000) and 5=R3000–more). The statistician grouped the items (1 and 2) 

on income and started with 2.  

 Preferred language was grouped as (1=Tswana); (2=English/Afrikaans). 

Because the majority of respondents were Setswana speaking, the 

statistician grouped Afrikaans and English.  

 Time period of diagnosis indicated as 1=(6 months-1 year); 2=(1–2 

years); 3=(more than 2 years). 

The level of statistical significance was defined at a probability value of p=<0.05, 

signifying a significant difference, and p=<0.01, signifying a highly significant 

difference (Ellis & Steyn, 2003:52). For the purposes of the study, effect sizes 

were calculated to determine the practical significance of the findings and the 

results focused on the p-values calculated. Even if a study does not have 

statistically significant results, the results can still be applied to clinical practice and 

may be considered to be of practical importance (Burns & Grove, 2009:355).  

As a result of the fact that non-random sampling was done, interpretation of 

comparisons between means of groups were done according to Cohen‟s effect 

sizes (Cohen, 1988:500). Effect sizes indicate practical significance, defined as 

the extent to which a difference is large enough to have an effect in practice 

(Steyn, 2009). No inferential statistics were interpreted, although p-values 

(statistical significance) were reported as if random sampling was assumed for the 
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sake of completeness. To clarify the reader should take note that the d-value was 

mentioned only for the factors where a statistical significance appear.  

The following guidelines by Cohen (1988:503 in Ellis & Steyn, 2003) were followed 

for d-values regarding differences between means:  

- Small effect (d=0.2);  

- Medium effect means it is noticeable with the naked eye (d=0.5);  

- Large effect means practically significant (d ≥0.8).  

The mean analyses on the ESCA scale and the KP factors was separately done 

on the ESCA scale and the KP according to the data analysis approach that 

employs a measure of central tendency; namely, mean and measures of 

dispersion, i.e., the standard deviation, which is the most widely used to measures 

of variability and of relationship (Burns & Grove, 2005:462-463; Brink, 2006:178). 

Each of the factor‟s means was discussed according to the score it had.  The 

explanation on the mean analyses applies to all three above-mentioned objectives 

explained.  

Objective 4: To identify and describe the relationships between self care, 

knowledge and perception of patients with hypertension who visit PHC 

clinics in the Naledi sub-district in the North West Province the Pearson‟s 

correlational analysis was used to correlate the factors of the ESCA scale and the 

KP to determine the relationship (Burns & Grove, 2005:483-484). In order to 

perform correlational analysis, the researcher obtained all data from the same 

population (Brink, 2006:180). The same population group (patients with 

hypertension visiting the PHC clinics in the Naledi sub-district) completed both the 

ESCA scale and the KP. The correlations can be used as effect sizes. Cohen 

(1988) proposes the following guideline values to interpret the strength of the 

relationship between the different factors (the correlation r means the degree of 

linear co-variation): 

 Small effect: (r = 0,1) 

 Medium effect: (r = 0,3) 

 Large effect: (r = 0,5) 
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When investigating the relationship of the factors of the ESCA scale and the KP, a 

positive relationship means that when the one score of the variable is high the 

other is high, and vice versa. When the relationship is negative the scores are the 

opposite of one another. The results ranged between the values of the correlation 

coefficient ranging from +1 to -1. This coefficient determines the strength of the 

linear relationship between two quantitative factors. The positive coefficient implies 

that there is a positive correlation, whereas the negative correlation implies a 

negative coefficient, whereas 0 means there is no correlation (Brink, 2006:181). 

3.4 RELIABILITY AND VALIDITY 

According to Burns and Grove (2009:33) rigour involves striving for excellence in 

research with discipline, adherence to details and strict accuracy. In quantitative 

research rigour includes reliability and validity and its application is described 

below. 

3.4.1 RELIABILITY 

The Chronbach‟s alpha coefficient for reliability was computed in this study for 

each measuring instrument based on the inter-item correlations (Burns & Grove, 

2009:379). Maree and Pietersen (2007:216) indicate that if the reliability estimates 

are 0.80 and above, the questionnaire is regarded as acceptable, but if the 

reliability estimates are below 0.60, reliability is unacceptable. However, Field 

(2005:668) states that in the social sciences values below 0.70 and even lower are 

acceptable when measuring constructs due to variability.  

Reliability tells you how repeatable your measures are on a retest. This study was 

conducted in a specific context, namely the Naledi sub-district and it should be 

noted that the results are only applicable to this area. Errors might occur when 

collecting data. Therefore, reliability should be ensured with the aim to achieve 

more accurate results (Burns & Grove, 2009:377). Because “reliability is a 

characteristic of data” (Eason, 1991:84), the researchers took into account that the 

respondents themselves had an influence on score quality in this study. As Eason 

(1991:84) explains, because total score variance is an important aspect of 
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reliability, the respondents involved in the study will themselves affect score 

reliability: “the same measure, when administered to more heterogeneous or more 

homogenous sets of subjects, will yield scores with differing reliability”.   

Reliability means that if the instrument (in this study the ESCA scale and the KP 

questionnaires) is repeated on the same respondents (patients with hypertension 

visiting the PHC clinics) at different periods (patients visiting the three PHC clinics 

twice a week during the time scheduled for chronic disease management between 

08h00 to 16h00) the results of the questionnaires will be the same. The type of 

reliability applicable in this study was internal reliability. Another term that has the 

same meaning as internal reliability is internal consistency. All questions in the 

ESCA scale and KP questionnaire are called items (see Appendix F and G).  

Items are supposed to measure a certain construct. In this study, the constructs 

measured was self care, knowledge and perception.  Chronbach‟s alpha 

coefficient is based on inter-item correlations (in the study it refers to the 5 factors 

of the ESCA scale and 2 factors of the KP) and was used to determine the internal 

reliability of this study. When the Chronbach‟s alpha coefficient is close to 1, the 

internal consistency is high, meaning that the items on the questionnaire are 

strongly correlated. On the other hand, if the internal consistency was low, the 

Chronbach‟s alpha coefficient would have been close to 0, meaning that the 

answers do not strongly correlate with each other. 

3.4.2 VALIDITY 

Validity of an instrument implies the ability of an instrument to measure the 

construct that it is intended to measure and to yield the accuracy of the claim 

(Burns & Grove, 2009:380; Brink, 2006:207-208; Polit & Beck, 2004:422). The four 

most used types of validity to measure the accuracy of variables measured are: 
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 Content validity 

Content validity concerns the degree to which an instrument has an appropriate 

sample of items for the construct to be measured. It was assured by determining 

the appropriateness of the questionnaires and checking whether the questions 

corresponded with the study objectives (Polit & Beck, 2008:458).  According to De 

Vos et al. (2011:173) all components must be included, if one is ignored, the 

content is not valid. The instrument should measure the concept accurately. The 

full meaning should be given in the variable measured to provide valid, accurate, 

adequate sample of all content (De Vos et al., 2011:173).  

 Face validity 

Face validity verifies that the instrument looked like or gave the appearance of 

measuring the content desired for a study (Burns & Grove, 2009:700; Polit & Beck, 

2008:458). This is based on intuitive judgement by experts in the field of research. 

The researcher submitted the questionnaire to Statistical Consultation Services of 

the NWU (Potchefstroom Campus) for approval before it was handed to 

respondents for completion. This is important during questionnaire development, 

because it determines the reliability and clarity of the content under study (in this 

study self care, knowledge and perception). Without face validity respondents may 

be resistant, which may in turn affect the results (Brink, 2006:207). Simple 

language was used and the questionnaires were translated into Setswana to 

enable patients with hypertension to understand the questionnaire, as well as to 

enable field workers to complete the questionnaire. 

 Criterion validity 

Criterion related validity refers to the ability to compare an instrument with another 

one that is also valid. If the instrument matches the collected data using the 

criterion measured, the used instrument is valid with the same group of 

respondents (Brink, 2006:207).  
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 Construct validity 

Construct validity deals with the meaning of the instrument. It examines the fit 

between conceptual and operational definitions and it determines whether the 

instrument actually measures the theoretical construct that it is supposed to 

measure (Burns & Grove, 2009:693). Factor analysis is another method to 

measure construct validity. It is a procedure utilised to determine from the data the 

number of underlying factors in a questionnaire. The procedure determines which 

items cluster together to measure a particular construct. It also identifies items that 

do not relate well with the dimensions of measurement (De Vos et al., 2011:175).  

The forward-backward method of translation done in the research adds to 

construct validity.  

3.5 ETHICAL CONSIDERATIONS 

A researcher is responsible for conducting research in an ethical manner.  Failure 

to do so might undermine the scientific process and may have negative 

consequences (Brink, 2006:30). The ethical principles as identified by Burns and 

Grove (2009:189–207) guided the researcher during the study. These ethical 

principles were applied in order to ensure the safety of respondents and to prevent 

violation of human rights.  The ethical considerations that were addressed during 

the study are summarised below:  

 Permission to conduct the study 

Ethical approval (certificate number NW-00060-11-A) from the Ethics Committee 

of the NWU (Potchefstroom Campus) was granted before data collection 

commenced (see Appendix A). Further permission and support to access the 

clinics and conduct the study were obtained from the Ruth Mompati Health District 

Chief Director, where the Naledi Sub-District (Vryburg) forms part of the district, 

before data collection commenced (see Appendix B). Written approval to 

undertake the research project was also given by the North West Department of 

Health‟s Research Unit (see Appendix C). Participation in the study was gained 

through informed consent and on a voluntary basis (see Appendix D). Permission 
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to conduct the research was obtained from the respondents after the purpose and 

importance of the research was explained. 

 Informed consent 

The research activities were introduced and explained to the respondents. 

Respondents were given the choice to withdraw from the study, or not to 

participate at all, if they were not willing to do so, without being coerced. Informed 

consent was obtained after full and thorough explanation of the aims and the 

potential benefits of the study.  A copy of the signed informed consent was also 

included in each participant‟s file. 

 Anonymity and confidentiality 

The researcher treated all information as confidential and numbers were used to 

identify the questionnaires.  The respondents‟ names do not appear anywhere in 

the research findings. Questionnaires were kept in a safe place under lock and 

key. 

 Protection from harm and discomfort 

There were no risks or discomfort involved because all questionnaires were 

completed in a setting safe and familiar to the respondents, namely in a private 

room in the PHC clinics where there were no distractions.  With the permission of 

the respondents, the interviews were completed within fifteen to twenty (15-20) 

minutes.  Respondents‟ needs were respected and they were treated with 

sensitivity, especially when addressing personal self care needs. Support was 

assured by means reference to counselling services at PHC clinics to those 

respondents who felt any discomfort, uncertain or felt guilty “that they did not do 

the right thing” regarding self care in hypertension. 

3.6 CHAPTER SUMMARY 

In this chapter each step of the research process was explained, from the grand 

plan to the smaller details of how each step was implemented. The chapter 

focused on the data collection method, population, sampling, as well as analysis. 
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A discussion on quantitative, explorative, descriptive, correlational and contextual 

study design was provided.  The study design was selected to meet the objectives 

of this study to determine self care abilities amongst patients with hypertension 

visiting PHC clinics and to identify and describe knowledge and perception about 

hypertension as a disease by patients with hypertension visiting PHC clinics. The 

ethical considerations principles were followed in order to protect the rights of the 

respondents throughout the study.  In the following chapter, the results will be 

presented and discussed, as well as the conclusions drawn from the results. 
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CHAPTER 4 - RESEARCH RESULTS 

4.1 INTRODUCTION 

Chapter 3 discussed the research design, methodology, validity and reliability, as 

well as ethical aspects.  The purpose of this chapter is to present a detailed 

description of the findings of the study and to offer an interpretation.  The results 

will be presented and discussed in order to gain a better understanding of the 

relation between factors of self care, knowledge and perception of patients with 

hypertension at PHC clinics. This will then enable the researcher to make 

recommendations to the nursing practice, nursing education and nursing research 

on how to enhance self care in patients with hypertension. 

The objectives (see figure 4.1) gave direction to assess self care and the 

knowledge and perceptions of patients diagnosed with hypertension at PHC clinics 

and enabled the researcher to obtain research results.  

 

 

 

 

 

 

Figure 4.1: Objectives to assess self care and the knowledge and perceptions of patients 
diagnosed with hypertension at Primary Health Care clinics 

The self care ability of patients diagnosed with hypertension can be enhanced and 

the effective facilitation of this process can be offered by professional nurses 

working PHC clinics. This necessitates research on self care ability of patients 

diagnosed with hypertension together with knowledge and perceptions. This is 

consequently explored and described towards better understanding of the 

Objective 1 To explore and describe self care of patients with hypertension who visit PHC clinics in the 

Naledi sub-district in the North West Province. 

Objective 2 To explore and describe the knowledge and perceptions of patients with hypertension who 

visit PHC clinics in the Naledi sub-district in North West Province. 

Objective 3 To identify and describe association between self care, knowledge and perception in relation 

to the level of education, age, income and time period diagnosed with hypertension of patients 

who visit the PHC clinics in Naledi sub-district in the North West Province. 

Objective 4 To explore and describe the relationship between self care, knowledge and perception of 

patients with hypertension who visit PHC clinics in Naledi sub-district in the North West 

Province. 



60 

problem. The gained knowledge will enable the researcher to formulate 

recommendations for professional nurses working at PHC clinics to facilitate and 

enhance self care of patients diagnosed with hypertension in order to improve their 

quality of life. 

The literature review and the data selected from the empirical world (the 

measuring of self care and knowledge and perceptions of patients diagnosed with 

hypertension) form the basis for the recommendations of the study. 

4.2 REALISATION OF DATA COLLECTION 

Two structured questionnaires (see chapter 3 [3.3.2]) were administered to 

patients diagnosed with hypertension visiting the PHC clinics in Naledi sub-district.  

To measure self care of hypertension patients, the ESCA scale, based on 

Dorothea Orem's self care theory of nursing was used (see Appendix F). The 

knowledge and perception (KP) of patients diagnosed with hypertension were 

subsequently measured with a questionnaire developed from the literature based 

on Ike (2009) & Kusuma (2009) (see Appendix G and refer to chapter 3[3.3.2]).  

Adaptations were made to both questionnaires after consultation with an expert at 

the Statistical Consultation Services of the North West University, Potchefstroom 

Campus. The questionnaires were translated into Setswana and the original 5-

point Likert scale was changed to a 3-point Likert scale to be better understood by 

the Setswana speaking respondents diagnosed with hypertension (see Appendix's 

F and G). Although an existing standardised questionnaire to measure self care of 

the patient with hypertension, the ESCA scale was used, the researcher had to 

adjust some of the questions for the respondents to have a clearer understanding.   

A total of three field workers were employed for data collection, which was 

conducted over a period of three weeks in August 2012.  The field workers were 

trained before the onset of data collection, not only on how to administer the 

questionnaires, but with a clear understanding and focus on aspects like informed 

consent and how to ensure privacy and confidentiality.  The researcher ensured 

that data collection involved respondents who were patients diagnosed with 

hypertension and visiting PHC clinics in the Naledi sub-district. The population-
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sample consisted of 142 patients diagnosed with hypertension from three PHC 

clinics in the Naledi sub-district.  The completed questionnaires were handed in at 

the Statistical Consultation Services of the NWU, Potchefstroom Campus to 

capture the raw data and assist the researcher in the data analysis process. To 

exclude the possibility of fabrication or falsification the researcher joined the field 

workers during the data collection period for quality assurance and did spot checks 

twice a week (see chapter 3, [3.4]).  

4.3 RESULTS AND DISCUSSION 

Data analysis, results and discussions were done in a systematic way and 

presented in such manner that the reader can gain an understanding of the socio-

demographic data in relation to firstly self care and secondly knowledge and 

perceptions of patients diagnosed with hypertension.   

4.3.1 SOCIO-DEMOGRAPHIC PROFILE OF PATIENTS WITH 

HYPERTENSION IN THE NALEDI SUB-DISTRICT 

Frequency tables were drawn to describe the socio-demographic variables (refer 

to the last part of the KP questionnaire, Appendix G) pertaining to the 142 

respondents who attended the three PHC clinics in the Naledi sub-district. The 

socio-demographic data included age, level of education, income, preferred 

language and time period diagnosed with hypertension. Table 4.2 indicates that 

142 patients diagnosed with hypertension who visit PHC clinics in the Naledi sub-

district participated in the study and chronologic markers were used to group the 

respondents in main groups as indicated table 4.2 for systematic discussion of the 

results.  Missing data means that the respondent did not complete the particular 

question. With regard to the level of education, 73.9% of respondents were 

educated below grade 9 and were between the ages of 45-55 years and had 

31.7% response rates in the study. The Setswana speaking were the highest at a 

rate of 79.6% as compared to those who were English and Afrikaans speaking at 

19.7%. According to the statistics as indicated in chapter 3 paragraph 3.2.4 within 

the context of the Naledi sub-district, the majority of its 439 637 citizens speak 

Setswana (SA Stats, 2007). According to the results, more than 76.8% of the 
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respondents have been diagnosed with hypertension for more than two years.  

Most of the respondents, that are 72.5%, have an income less than R1500. 

Table 4.1: Frequency table on the demographic data of patients diagnosed with 
hypertension at PHC clinics (n=142). 

Characteristics  n=number Percentage 

Level of education 

Grade 0 - 4 48 33.8% 

Grade 5 - 8 57 40.1% 

Grade 9 - 12 17 12.0% 

Tertiary and others 14 9.9% 

Missing  6 4.2% 

Total (N=142) 142 100% 

Age distribution in years 

35 – 45 14 9.9% 

46 – 55 45 31.7% 

56 – 65 39 27.5% 

66 – 75 30 21.1% 

76 and above 13 9.1% 

Missing  1 0.7% 

Total  (N=142) 142 100% 

Income 

0 – R500 21 14.8% 

R600- R1500 82 57.7% 

R1600-R3000 16 11.3% 

R3000-more 19 13.4% 

Missing  4 2.8% 

Total (N=142) 142 100% 

Language 

Setswana speaking 113 79.6% 

English & Afrikaans 28 19.7% 

Missing  1 0.7% 

Total  (N=142) 142 100% 

Diagnosed with hypertension 

6 months–1 year 10 7% 

1- 2 years 22 15.5% 

More than 2 years 109 76.8% 

Missing  1 0.7% 

Total (N=142) 142 100% 
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In conclusion on the demographic data it is noticeable that the majority of 

respondents in the study were from a Setswana speaking group with 73.9% with a 

level of education below grade 9 and almost 76.8% of patients that participate in 

the study were diagnosed with hypertension for longer than 2 years.  It is 

noticeable that the largest group of hypertensive patients falls in the age group 

between 46 and 55 years, that is 31.7%.  

Subsequently the results and discussion on ESCA scale and KP of patients with 

hypertension will be indicated. Although the statistical analyses for both the ESCA 

scale and the KP are the same, the results are illustrated and discussed 

separately for clarity. Hereafter the results on the ESCA scale follows.  

4.3.2 SELF CARE OF PATIENTS WITH HYPERTENSION 

After the respondents completed the questionnaires, the analysis and the 

necessary consultation to interpret the findings was conducted by the Statistical 

Services of North-West University, Potchefstroom Campus. The statistician used 

SPSS (2011) Institute Inc. Software, to analyse the data. In order to reach the first 

objective of the study, self care in patients with hypertension will be discussed first.  

The exploratory factor analyses in order to determine the interrelationship among 

different variables is presented in the following paragraph.  

4.3.2.1 Exploratory factor analysis on self care of patients diagnosed with 

hypertension. 

The factor analyses extraction method used in this research was the Principal Axis 

Factoring and Rotation Method of Oblimin with Kaiser Normalisation (Wyers et al., 

2006:531). Factor analyses examine the interrelationship among different 

variables (in this section the items of the ESCA scale self care and disentangle 

their relationship to identify which items cluster together). Items cluster when they 

are closely linked. These clusters are called factors (Burns & Grove, 2009:484; 

Burns & Grove, 2005:397). The items that are strongly related to their respective 

factors were highlighted as indicated in table 4.3. From the total of 24 items, five 

factors were extracted, that explains 50, 6% of the variance.  Table 4.3 indicates 
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the factor analyses of the ESCA scale questionnaire on self care. The discussion 

regarding factor analyses of the ESCA scale follows below the table.  

Table 4.2: Pattern matrix of the Principal Axis Factoring and Rotation Method of 
Oblimin with Kaiser Normalisation of the ESCA scale (Exercise of self 
care agency scale) 

Question 

number 

Question as it 

appeared in the 

ESCA scale 

questionnaire (see 

Appendix F ) 

Factors 

1 2 3 4 5 

Adherence 

to 

therapeutic 

self care 

demands 

Adequate 

self care 

ability 

Internal 

positive 

power to 

engage in 

self care 

activities 

Ability to 

acquire self 

care 

knowledge 

Adhere to 

lifestyle 

changes to 

achieve self 

care tasks 

ESCA 

scale 6 

I strive to improve my 

health 
.660     

ESCA 

scale 11 

I would gladly give up 

some of my set ways if it 

meant improving my 

health 

.635     

ESCA 

scale 7 
I eat a balanced diet .569     

ESCA 

scale 15 

I take responsibility for 

my own actions 
.514     

ESCA 

scale 11 

I take good care of 

myself 
.503     

ESCA 

scale 8 

I look for better ways to 

look after my health 
.456     

ESCA 

scale 10 

I deserve all the time and 

care it takes to maintain 

my health 

.414     

ESCA 

scale 4 

I deserve all the time and 

care it takes to maintain 

my health 

.395     

ESCA 

scale 16 

I know what food to eat 

that can keep me healthy 
.362     

ESCA 

scale 2 
I know what food to eat 

that can keep me healthy 
 .688    

ESCA 

scale 21 

In my daily activities I 

seldom take time to care 

for myself 

 .576    

ESCA 

scale 12 

I only promote my health 

when the opportunity 

arises 

 .565    
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ESCA 

scale 20 

I rarely carry out 

resolutions I make 

concerning my health 

 .536    

ESCA 

scale 3 
I tend to neglect my 

personal needs 
 .516    

ESCA 

scale 5 

I often put off doing 

things that I know would 

be good for me 

 .446    

ESCA 

scale 17 

I want to learn all that I 

can about my body and 

how it functions 

  .753   

ESCA 

scale 14 I enjoy life   .608   

ESCA 

scale 22 

In the past I have 

changed some of old 

habits to make my health 

better e.g. drinking 

   .696  

ESCA 

scale 24 

When I am informed 

about my health, I ask 

questions to understand 

what it means 

   .475  

ESCA 

scale 13 

I have a planned 

program for rest and 

exercise 

    .612 

ESCA 

scale 18 
I seek information to care 

for myself 
    .508 

ESCA 

scale 19 
I eat in a way that will 

keep my weight normal 
    .410 

ESCA 

scale 23 
I seldom have time for 

myself 
 .296    

ESCA 

scale 9 
I think my health is very 

well 
    .282 

Chronbach’s Alpha coefficient with 

ESCA scale 23 in factor 5 

.803 .693 .634 .530 .497 

Chronbach’s Alpha coefficient with 

ESCA scale 23 in factor 2 

.803 .740 .634 .530 .530 

4.3.2.2 Discussion on factor analysis of the ESCA scale 

The first factor was labelled adherence to therapeutic self care demands 

because items loaded on this factor indicate that the patient is aware of self care 

activities to stay healthy. The items indicated that patients with hypertension strive 

to improve their health through eating a balanced diet, being responsible for their 
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own health, always looking for better ways to look after their health, even if they 

have to give up some of the set ways if they meant to keep them healthy. The 

Chronbach‟s alpha coefficient for this factor was .803, which is high and 

acceptable (Burns & Grove, 2009:379).  

The second factor was labelled adequate self care ability. Items loaded on this 

factor indicate that patients with hypertension are aware of things that can improve 

their health, but do not have adequate time to take care of themselves, and even 

neglect things that can improve their health; sometimes put off things that are 

good for their health. Items on this factor showed an acceptable Chronbach‟s 

alpha of .69, which is close to a reliability value of .70, which showed acceptable 

reliability (Burns & Grove, 2009:379). 

The third factor was labelled internal positive power to engage in self care 

activities. Items in this factor indicate that patients appreciate life irrespective of 

being diagnosed with hypertension because they know how the body functions. 

The patient will be able to engage positively in self care activities.  Items on this 

factor had two items and had a Chronbach‟s alpha coefficient of only .63, which is 

lower than the reliable value, but acceptable. 

The fourth factor was labelled ability to acquire self care knowledge. Items in 

this factor indicates that patients with hypertension is conscious of things that 

affect their health, which is why the patient would want to be informed more on 

health by asking questions related to health in order to change some of the 

behaviours that can affect patient‟s health.  There were two items loaded in this 

factor that had a lower acceptable Chronbach‟s alpha coefficient of .53.  

The fifth factor was labelled adherence to life-style changes to achieve self 

care tasks.  The patients with hypertension acknowledge the importance of taking 

care for themselves by engaging in programmes that improve health like rest and 

exercise, seeking information that will assist in taking care of themselves and 

eating in a way that will keep their body weight normal. Items loaded in this factor 

were four and had a Chronbach‟s alpha coefficient value of .53 which is lower than 

reliable and not acceptable. 
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4.3.2.3 Reliability of the ESCA scale questionnaire on self care 

Chronbach‟s alpha coefficients that are based on the inter-item correlation 

determined the reliability of the ESCA scale questionnaire on self care. It is usually 

used as an index of an internal consistency to estimate the extent to which 

different items an instrument are reliable to measure the critical attributes (Polit & 

Beck, 2008:455; Maree et al., 2008:215-216).The values that guide the 

interpretation of Chronbach‟s alpha coefficient are generally accepted as:  

● 0.90 high reliability;  

● 0.80 moderate reliability;  

● 0.70 acceptable reliability  

If the reliability estimates 0.80 and above, the questionnaire is acceptable. 

However, when below 0.60 the reliability of the questionnaire should be looked at 

cautiously and interpreted with care (Maree et al., 2008:215-216). According to 

Field (2005:668), when measuring psychological constructs, a value below .70 is 

acceptable due to the variety of constructs measured. The same author added that 

the number of items determines the Chronbach‟s alpha; if the number of items is 

low; the Chronbach‟s alpha coefficient is low, not due to unreliability of the 

questionnaire. The Chronbach‟s alpha coefficient to check the reliability was 

computed in this study for each measuring instrument based on the inter-item 

correlations (Burns and Grove, 2009:379).  Chronbach‟s alpha coefficient is 

important indicators of the quality of the instrument.  

Table 4.3: Reliability of the ESCA scale 

Cluster/Factor  Items Chronbach’s alpha 
coefficient 

ESCA Factor 1: Adherence to therapeutic self care demands 9 .803 

ESCA Factor 2: Adequate self care ability. 7 .740 

ESCA Factor 3: Internal power to engage in self care activities. 2 .634 

ESCA  Factor 4: Ability to acquire self care knowledge 2 .530 

ESCA  Factor 5: Adhere to life-style changes to achieve self care 
tasks 

4 .530 
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Factor 1 of the ESCA scale had nine items and had a reliability of .80, which is 

acceptable. Factor 2 had a reliability value of .69 before ESCA scale 23 was 

loaded. After the loading this resulted in an acceptable reliability value of .74. 

Factor 3, which had two items had a Chronbach‟s alpha coefficient of .63, which 

according to Field (2005:668) is an acceptable reliability.  Factor 4 and 5 had a 

reliability of .53 after item 23 was removed.  The factor on the ability to acquire 

self care knowledge and the factor on adherence to life-style changes to 

achieve self care tasks should be looked at cautiously and interpreted with care 

as the low reliability values are indicated. After the discussion with the statistician, 

item 23 of the ESCA scale was loaded in factor two. This improved the reliability 

for both factor two and factor five of the ESCA scale.   

4.3.2.4 Mean analysis of the ESCA scale questionnaire, 

The mean analysis of the ESCA scale was done to determine the average of the 

factors.  In order to determine the mean the value is obtained by summing all the 

scores and dividing that total by the number of scores being summed (Burns & 

Grove, 2009:472). This was done to determine the average of the factors. 

The ESCA scale items were marked on the Likert scale: 

 1 Disagree (negative); 

 2 Neither or disagree (negative or positive); 

 3 Agree (positive). 

The following table describe the mean analysis of the ESCA scale factors. 

Table 4.4: The mean analysis of the ESCA scale 

Factor number Items Factor name SD Mean Analysis 

ESCA scale 
Factor 1 

6,1,7,15,11,8,10,4 Adherence to therapeutic self care demands. .27 2.84 

ESCA scale 
Factor 2 

2,21,12,20,3,5,23 Adequate self care ability .40 1.41 

ESCA scale 
Factor 3 

17,14 Internal positive power to engage in self care 
activities. 

.35 2.82 

ESCA scale 
Factor 4 

22,24 Ability to acquire self care knowledge. .49 2.59 

ESCA scale 
Factor 5 

13,18,19,9 Adhere to lifestyle changes to achieve self 
care tasks. 

.40 2.62 

TOTAL for the ESCA scale 78.89% 
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The mean for the ESCA scale factor 1 was 2.84, indicating that patients with 

hypertension are good in adhering to therapeutic self care demands. Factor two‟s 

(2) mean was 1.14 indicating that, on average, patients‟ diagnosed with 

hypertension have the knowledge of self care but do not have time for 

implementing self care activities. According to the mean of factor 3, which was 

2.82, patients with hypertension are of the opinion that they have internal positive 

power to engage to self care activities. The mean for factor 4 was 2.59, indicating 

that many patients with hypertension are always ready to acquire self care 

knowledge.  The mean for factor 5 was 2.62, indicating that patients with 

hypertension adhere to lifestyle changes to achieve self care tasks.  The total 

mean of the ESCA scale score was measured in percentage and resulted in 

78.89%, which is good.  

4.3.2.5 Conclusion statements on the ESCA scale  

In conclusion there is an indication that the respondents self care ability was 

clearly satisfactory, except factor 4 of adequate self care ability, which was 

1.41(scored low), but overall the factors the ESCA scale scored 78, 89%. Most of 

the factors were reliable according to the Chronbach‟s alpha coeffic ient.  Grouping 

factors gave theoretical sense. Therefore it can be concluded that there was 

construct validity and therefore reliability was satisfactory. 

4.3.3 KNOWLEDGE AND PERCEPTIONS (KP) OF PATIENTS WITH  

 HYPERTENSION 

The discussion on knowledge and perceptions of patients with hypertension, 

objective two of the research apply, namely to explore and describe the knowledge 

and perceptions of patients diagnosed with hypertension visiting PHC clinics in the 

Naledi sub-district in North West Province. 

4.3.3.1 Exploratory factor analysis on KP of patients diagnosed with 

hypertension 

The factor analysis extraction method used in this section on the knowledge and 

perceptions of patients with hypertension was also the Principal Axis Factoring 

and Rotation Method of Oblimin with Kaiser Normalisation (Wyers et al., 
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2006:531). Factor analyses examine the interrelationship among different 

variables (in this section the items on the knowledge and perceptions were 

disentangled to formulate clusters). Items cluster when they are closely linked. 

These clusters are called factors (Burns & Grove, 2009:484; Burns & Grove, 

2005:397). The items that strongly related to their respective factor were 

highlighted as indicated in table 4.6. From the total of 10 items, two factors were 

extracted, that also explain 50, 6% of the variance.  

Table 4.6 indicates the factor analyses of the KP questionnaire on knowledge and 

perceptions of patients with hypertension. The discussion regarding factor analysis 

of the KP follows below the table. 

Table 4.5: Pattern matrix of the Principal Axis Factoring and Rotation Method of 
Oblimin with Kaiser Normalisation of the KP of patients with hypertension 
who visit PHC clinics. 

Question 

number 

Question as it appeared in the KP questionnaire (see 

Appendix G) 

Factor 

1 2 

Management 

abilities of 

hypertension 

Consequences 

due to inability 

to manage 

hypertension 

KP 1 A patient with hypertension should take medication .412  

KP 2 Some of our lifestyles behaviour can contribute to hypertension .744  

KP 3 There are alternative ways to manage hypertension .761  

KP 4 Hypertension can have serious consequences in your life .638  

KP 5 Hypertension can affect anybody .503  

KP 6 If hypertension is managed properly it can be cured .648  

KP 7 Hypertension can be prevented. .474  

KP 8 

Taking part in changing your lifestyle behaviours can prevent 

the occurrence of hypertension, (stop smoking, exercising, 

stop drinking alcohol, and reduce fat.) 

 .705 

KP 9 Hypertension can affect my brain, kidneys, eyes and my heart  .711 

KP 10 
Being involved in self care activities related to lifestyle 

modification can prevent the occurrence of hypertension 
 .791 

Chronbach’s alpha coefficient .680 .669 
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4.3.3.2 Discussion on factor analysis of the KP 

The first factor was labelled management abilities of hypertension. Items 

loaded on this factor indicate that the patient with hypertension (have the 

knowledge that they should take medication because if hypertension is not 

managed properly it has serious consequences; their lifestyle behaviours can 

contribute to hypertension; and therefore it can affect anybody) is aware that 

hypertension can have serious consequences in their lives. The respondents 

agreed in their perceptions that it is a disease that can affect anybody, but that 

they should be able to manage hypertension through self care, referring to the 

medication use and that they acknowledge that there are alternative ways to 

manage hypertension and that is a disease influenced by lifestyle activities. They 

also perceive hypertension as a disease that can be prevented. The Chronbach‟s 

alpha coefficient for this factor was .68, which is acceptable according to Field 

(2005:668).  

The second factor was labelled consequences due to inability to manage 

hypertension. Items loaded on this factor indicate that patients (do know that 

taking part in changing lifestyle behaviour can prevent the occurrence of 

hypertension and being part of self care activities related to lifestyle modification 

can prevent the occurrence of diseases which can affect the brain kidneys and 

heart) perceptions that taking part in lifestyle behaviour can prevent hypertension, 

especially if they stop with unhealthy behaviour like smoking and drinking alcohol.  

It is noteworthy that patients with hypertension are aware that if they involve in self 

care activities related to lifestyle changes, they can prevent hypertension. The 

Chronbach‟s alpha coefficient for this factor was .67, which is acceptable 

according to Field (2005:668).  

4.3.3.3 Reliability of the KP questionnaire 

Chronbach‟s alpha coefficients that are based on the inter-item correlation 

determined the reliability of the KP questionnaire on knowledge and perception of 

patients with hypertension. It was used as an index of an internal consistency to 

estimate the extent to which different items an instrument (in this section the items 

of the KP questionnaire) are reliable to measure the critical attributes (Polit & 
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Beck, 2008:455; Maree et al., 2008:215-216).  Please refer to 4.3.2.3 on the 

values that guide the interpretation of Chronbach‟s alpha coefficient also 

applicable to this section.  

Table 4.6: Reliability of the KP questionnaire of patients with hypertension 

Cluster/Factor  Items Chronbach’s alpha 
coefficient 

KP Factor 1: Management abilities of hypertension  7 .680 

KP Factor 2: Consequences due to an ability to manage hypertension 3 .669 

The factor (factor 1 with 7 items) on the management abilities of hypertension and 

the factor (factor 2 with 3 items) on consequences due to ability to manage 

hypertension indicate a Chronbach‟s alpha coefficient of .68 and .67 respectively.  

Although both are acceptable according to Field (2005:668) one should look 

cautiously at both, as well as the interpretation thereof. 

4.3.3.4 Mean analysis of the KP questionnaire of patients with 

hypertension 

The mean analysis of the KP was done in the same manner as that of the ESCA 

scale in paragraph 2.3.2.4 to determine the average of factors.   

The KP items were marked on the Likert scale as indicated below: 

 1 Disagree (Negative); 

 2 Neither agree or disagree (Neither negative or positive); 

 3 Agree (Positive). 

Table 4.7: Factor analysis of the KP questionnaire of patients with hypertension 

The mean factor of both KP factor one (management abilities of hypertension) and 

KP factor two (consequences due to inability to manage hypertension), indicated a 

Factor number No  Factor name SD Mean analysis 

KP Factor 1 1,2,3,4,5,6,7 Management abilities of 
hypertension 

.27 2.81 

KP Factor 2 8,9,10 Consequences due to an inability to 
manage hypertension 

.37 2.73 
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mean analyses nearer to three (factor 1=2.8 and factor 2=2.7), meaning that 

respondents themselves indicated that patients with hypertension have the ability 

to manage hypertension and that patients with hypertension have knowledge on 

the consequences due an inability to manage hypertension. 

4.3.3.5 Conclusion statements of the KP of patients with hypertension 

In conclusion it can be said that patients are aware that they should take care of 

their health once they are diagnosed with hypertension and they should get 

involved in activities related to lifestyle modification to prevent the occurrence and 

prevent complications of hypertension. The reliability of the total factors had a low 

reliability, but the individual items were on average reliable. Grouping factors gave 

theoretical sense, therefore it be can concluded there was construct validity. 

4.3.4 ASSOCIATION OF SELF CARE, KNOWLEDGE AND PERCEPTION 

WITH SOCIO-DEMOGRAPHICAL VARIABLES 

In the section that follows, the researcher identified whether there is an association 

between the factors and the socio-biographical variables that refer to objective 3 

namely to identify and describe association between self care, knowledge and 

perception in relation to the level of education, age, income and time period 

diagnosed with hypertension who visit the PHC clinics in Naledi sub-district in the 

North West Province. 

In order to associate self care, knowledge and perception of patients with 

hypertension in relation to the socio-demographic variables (see table 4.1) the 

data was collected from patients visiting the three PHC clinics in the Naledi sub-

district. As the responses from the patients with hypertension were from a 

clustered group (all from the PHC clinics), they could exhibit some degree of 

relatedness and the researcher allowed for adjustment according to McCoach (in 

Hancock & Mueller, 2010).  

The mean of groups were used to describe the differences in the data (Burn & 

Grove, 2009: 56). The Mean Squared Error (MSE) is an estimator of the 

unsystematic variance (“error” in the data). Data of the respondents on self care, 
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knowledge and perception of patients with hypertension was analysed in relation 

to the socio-demographic variables namely age, level of education, income, 

preferred language and the time period of diagnosis. 

As a result of the fact that non-random sampling was done, interpretation of 

comparisons between means of groups were done according to Cohen‟s effect 

sizes (Cohen, 1988:500). Effect sizes indicate practical significance, defined as 

the extent to which a difference is large enough to have an effect in practice 

(Steyn, 2009). Even if a study does not have statistically significant results, the 

results can still be applied to clinical practice and may be considered to be of 

practical importance (Burns & Grove, 2009:355). The reader should take note that 

the d-value was mentioned only for the factors where a statistical significance 

appeared.  

The following guidelines by Cohen (1988:503 in Ellis & Steyn, 2003) were followed 

for d-values regarding differences between means:  

 Small effect (d=0.2);  

 Medium effect means it is noticeable with the naked eye (d=0.5);  

 Large effect means practically significant (d ≥0.8).  

No inferential statistics were interpreted, although p-values (statistical significance) 

were reported as if random sampling was assumed for the sake of completeness. 

The level of statistical significance was defined at a probability value of p=<0.05, 

signifying a significant difference, and p=<0.01, signifying a highly significant 

difference (Ellis & Steyn, 2003:52).  

The results and discussion on association of self care, knowledge and perception 

regarding the above-mentioned socio-demographical variables (see table 4.2) 

follow hereafter. Although 142 patients with hypertension participated, six of the 

questionnaires‟ socio-demographic data was incomplete, thus only 136 

questionnaires are reported in section 4.3.4.  
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4.3.4.1 The association between self care and knowledge and perception in 

relation with EDUCATION of patients with hypertension 

The hierarchal linear model determines if there was a difference in self care, 

knowledge and perception with regard to education. The p-values were calculated 

between the mean and MSE and the d-value were calculated only where there 

was statistical significance (table 4.8). 

Table 4.8: ESCA and KP factors in relation to the level of EDUCATION of patients with 
hypertension  

Factor Level of education N (142) Mean MSE P-value(a) 

ESCA Factor1 Adherence to 

therapeutic self care demands 

Grade 0-4 48 2.81 

.075 .075 

Grade 5-8 57 2.82 

Grade 9-12 17 2.94 

Tertiary and others 14 2.83 

Total  136 2.83 

ESCA Factor 2 Adequate self 
care ability 

Grade 0-4 48 1.41 

.137 .137 

Grade 5-8 57 1.34 

Grade 9-12 17 1.26 

Tertiary and others 14 1.87 

Total  136 1.41 

ESCA Factor 3 Internal positive 
power  

Grade 0-4 48 2.77 

.128 .128 

Grade 5-8 57 2.81 

Grade 9-12 17 2.85 

Tertiary and others 14 2.96 

Total  136 2.81 

ESCA Factor4  Ability to acquire 
knowledge 

Grade 0-4 48 2.70 

.227 .227 

Grade 5-8 57 2.43 

Grade 9-12 17 2.61 

Tertiary and others 14 2.78 

Total  136 2.59 

ESCA Factor 5 Adherence to 

lifestyle changes 

Grade 0-4 48 2.54 

.164 .164 

Grade 5-8 57 2.64 

Grade 9-12 17 2.83 

Tertiary and others 14 2.50 

Total  136 2.59 
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KP Factor 1. Management 

abilities of hypertension  

Grade 0-4 48 2.75 

.078 .014* 

Grade 5-8 57 2.82 

Grade 9-12 17 2.91 

Tertiary and others 14 2.86 

Total  136 2.81 

KP Factor 2 Consequences due 

to inability to manage to manage 

hypertension 

Grade 0-4 48 2.88 

.120 .120 

Grade 5-8 57 2.62 

Grade 9-12 17 2.62 

Tertiary and others 14 2.83 

Total  136 2.73 

a=p-value obtained from t-test for independent groups in case of random sampling *= statistically significant at 

a 0.05 level in case of random sampling 

There was statistical significance with a p=<.014 in KP1 (Management abilities of 

hypertension) with regard to level of education. The d-value was calculated with a 

value of d=<.057 between patients with grade 0-4 and grade 9-12 and a value of 

d=<.039 for between patients with grade 0-4, tertiary and others. Patients with 

higher education have more knowledge on hypertension. According to literature, 

the higher the level of education the more aware patients become of the effects of 

various lifestyle measures on blood pressure (Ike et al., 2010:57). Patients with 

low level of education have do not have the ability to manage hypertension. 

4.3.4.2 The association between self care and knowledge and 

perception in relation with AGE of patients with hypertension. 

The hierarchal linear model determines if there was a difference in self care, 

knowledge and perception with regard to age. The p-values were calculated 

between the mean and MSE and the d-value were calculated only where there 

was statistical significance (table 4.9). 

There was no statistical difference except for ESCA scale 3 (internal positive 

power). The mean showed a decline in the age distribution. There was statistical 

difference p=<.032 with regard to internal positive power. Younger patients of ages 

between 35-45 and older patients age 76 and above showed a d-value of d=<0.90. 

Again younger patients of ages from 35-45 and older patients aged 66-75 showed 

a d-value of d=<0.70. Younger patients of ages between 35-45 and patients age 
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46-65 a d-value of d=<0.78. In practice it will mean that patients between 35 – 45 

years might have more internal positive power in self care abilities. 

Table 4.9: ESCA and KP factors in relation to AGE of patients with hypertension  

Factor Age distribution N (142) Mean MSE P-value(a) 

ESCA Factor1 Adherence to therapeutic self care 
demands 

35-45 14 2.77 

.076 .777 

46-55 45 2.8 

56-65 39 2.84 

66-75 30 2.89 

76 and above 13 2.79 

Total  141 2.84 

ESCA Factor 2 Adequate self care ability 

35-45 14 1.60 

.165 .375 

46-55 45 1.35 

56-65 39 1.42 

66-75 30 1.44 

76 and above 13 1.41 

Total  141 1.42 

ESCA Factor 3 Internal positive power  

35-45 14 2.92 

.119 .032* 

46-55 45 2.88 

56-65 39 2.85 

66-75 30 2.71 

76 and above 13 2.61 

Total  141 2.82 

ESCA Factor 4 Ability to acquire knowledge 

35-45 14 2.85 

.237 .251 

46-55 45 2.60 

56-65 39 2.61 

66-75 30 2.56 

76 and above 13 2.65 

Total  141 2.59 

ESCA Factor 5 Adherence to lifestyle changes 

35-45 14 2.50 

.165 .265 

46-55 25 2.72 

56-65 39 2.55 

66-75 30 2.58 

76 and above 13 2.67 

Total  141 2.62 

KP Factor 1. Management abilities of 
hypertension 

35-45 14 2.83 

.076 .091 

46-55 45 2.88 

56-65 39 2.77 

66-75 30 2.82 

76 and above 13 2.85 

Total  141 2.8 

KP Factor 2. Consequences due to inability to 
manage hypertension 

35-45 14 2.90 

.165 .498 

46-55 45 2.69 

56-65 39 2.72 

66-75 30 2.75 

76 and above 13 2.71 

Total  141 2.74 

a=p-value obtained from t-test for independent groups in case of random sampling *= statistically significant at 

a 0.05 level in case of random sampling 
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4.3.4.3 The association between self care and knowledge and perception in 

relation with INCOME of patients with hypertension 

The hierarchal linear model determines if there was a difference in self care, 

knowledge and perception with regard to income. The p-values were calculated 

between the mean and MSE and the d-value were calculated only where there 

was statistical significance (table 4.10). 

Table 4.10: ESCA and KP factors in relation to INCOME of patients with hypertension 

Factor Income N (142) Mean MSE P-value(a) 

ESCA Factor 1 Adherence to 

therapeutic self care demands 

0-R500 21 2.75 

.074 .499 

R600-R1500 82 2.84 

R1600-R3000 16 2.86 

R3000 and more 19 2.85 

Total  138 2.83 

ESCA Factor 2 Adequate self care 
ability 

0-R500 21 1.36 

.134 .001* 

R600-R1500 82 1.35 

R1600-R3000 16 1.45 

R3000 and more 19 1.73 

Total  138 1.41 

ESCA Factor 3 internal positive power  0-R500 21 2.83 

.127 .321 

R600-R1500 82 2.78 

R1600-R3000 16 2.84 

R3000 and more 19 2.94 

Total  138 2.81 

ESCA  4 Factor 4 Ability to acquire 
knowledge 

0-R500 21 2.71 

.236 .070 

R600-R1500 82 2.52 

R1600-R3000 16 2.53 

R3000 and more 19 2.81 

Total 138 2.59 

ESCA Factor 5 Adherence to lifestyle 

changes 

0-R500 21 2.66 

.167 .235 

R600-R1500 82 2.62 

R1600-R3000 16 2.68 

R3000 and more 19 2.46 

Total  138 2.61 

KP Factor 1 Management abilities of 

hypertension  

0-R500 21 2.76 

.079 .409 

R600-R1500 82 2.79 

R1600-R3000 16 2.88 

R3000 and more 19 2.87 

Total  138 2.81 

KP Factor 2 Consequences due to 

inability to manage hypertension  

0-R500 21 2.84 

.142 .119 

R600-R1500 82 2.68 

R1600-R3000 16 2.68 

R3000 and more 19 2.87 

Total  138 2.73 

a=p-value obtained from t-test for independent groups in case of random sampling *= statistically significant at 

a 0.05 level in case of random sampling 
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There was a statistical significance with a p=<.001 in ESCA factor 2 (adequate self 

care ability) with regard to the income of the patients with hypertension. The d-

value was calculated with a value of d=<1.02 between patients earning less than 

R1500 and those earning R3000 and above. In practice it means that the higher 

the income the better self care ability. 

4.3.4.4 The association between self care and knowledge and 

perception in relation with LANGUAGE of patients with 

hypertension 

The hierarchal linear model determines if there was a difference in self care, 

knowledge and perception with regard to language. The p-values were calculated 

between the mean and MSE and the d-value were calculated only where there 

was statistical significance (table 4.11). 

Table 4.11: ESCA and KP factors in relation to LANGUAGE of patients with hypertension 

Factor Language N (142) Mean MSP P-value(a) 

ESCA Factor 1 Adherence to 

therapeutic self care demands 

Setswana  113 2.80 

.073 .735 English & Afrikaans  28 2.82 

Total  141 2.84 

ESCA Factor 2 Adequate self care 

ability 

Setswana  113 1.42 

.165 .640 English & Afrikaans  28 1.44 

Total  141 1.41 

ESCA  Factor 3 Internal positive 
power  

Setswana  113 2.79 

.122 .039* English & Afrikaans  28 2.94 

Total  141 2.82 

ESCA  Factor 4 Ability to acquire 
knowledge 

Setswana  113 2.61 

.241 .269 English & Afrikaans 28 2.50 

Total  141 2.59 

ESCA Factor 5 adherence to lifestyle 

changes 

Setswana  113 2.60 

.167 .201 English & Afrikaans  28 2.71 

Total 141 2.62 

KP Factor 1. Management abilities of 

hypertension  

Setswana 113 2.78 

.075 .017* English & Afrikaans  28 2.92 

Total  141 2.81 

KP Factor 2 Consequences due to 

inability to manage hypertension  

Setswana  113 2.76 

.140 .063 English & Afrikaans  28 2.61 

Total  141 2.73 

a=p-value obtained from t-test for independent groups in case of random sampling  *= statistically significant 

at a 0.05 level in case of random sampling 
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There was a statistical significance with a p=<.039 in ESCA factor 3 (internal 

positive power) with regard to the language of the patients with hypertension. The 

d-value was calculated with a value of d=<0.43 between patients speaking 

Setswana and English/Afrikaans. In practice it means that the English/Afrikaans 

had more internal positive power towards self care than Setswana speaking 

people. 

There was a statistical significance with a p=<.017 in KP1 (management abilities 

of hypertension) with regard to the language of the patients with hypertension. The 

d-value was calculated with a value of d=<0.51 between patients speaking 

Setswana and English/Afrikaans. In practice it means that the English/Afrikaans 

had higher management abilities of hypertension than Setswana speaking people. 

4.3.4.5 The association between self care and knowledge and perception in 

relation with the TIME PERIOD OF DIAGNOSES of patients with 

hypertension 

The hierarchal linear model determines if there was a difference in self care, 

knowledge and perception with regard to time period of diagnoses. The p-values 

were calculated between the mean and MSE and the d-value were calculated only 

where there was statistical significance (table 4.12). 

There was a statistical significance with a p=<.036 in KP1 with regard to the time 

period of diagnoses. The d-value was calculated with a value of d=<0.62 in 

patients diagnosed with a time period between 6 months and more than two years.  

Between patients diagnosed in time period of 1 year and more than 2 years there 

was a d-value of d=<0.44.  This means in practice that people who were newly 

diagnosed had more knowledge on hypertension. 
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Table 4.12: ESCA and KP factors in relation to TIME PERIOD OF DIAGNOSES of patients 
with hypertension 

Factor Time period of 

diagnoses 

N (142) Mean MSP P-value(a) 

ESCA Factor 1 Adherence to 

therapeutic self care demands 

6months-1year 10 2.92 

.074 .583 1-2years 22 2.84 

More than 2 years 109 2.83 

Total  141 2.84 

ESCA Factor 2 Adequate self care 

ability 

6months-1year 10 1.61 

.162 .086 1-2years 22 1.28 

More than 2 years 109 1.42 

Total  141 1.41 

ESCA Factor 3 Internal positive 

power  

6months-1year 10 2.90 

.125 .316 1-2years 22 2.90 

More than 2 years 109 2.79 

Total  141 2.82 

ESCA  Factor 4 Ability to acquire 

knowledge 

6months-1year 10 2.70 

.242 .716 1-2years 22 2.59 

More than 2 years 109 2.59 

Total  141 2.59 

ESCA Factor 5 Adherence to 

lifestyle changes 

6months-1year 10 2.70 

.161 .243 1-2years 22 2.70 

More than 2 years 109 2.60 

Total  141 2.63 

KP Factor 1 Management abilities 

of hypertension  

6months-1year 10 2.95 

.076 .036* 1-2years 22 2.90 

More than 2 years 109 2.78 

Total  141 2.81 

KP Factor 2 Consequences due to 

inability to manage hypertension  

6months-1year 10 2.93 

.142 .236 1-2years 22 2.72 

More than 2 years 109 2.72 

Total  141 2.73 

a=p-value obtained from t-test for independent groups in case of random sampling *= statistically significant at 

a 0.05 level in case of random sampling 

4.3.4.6 Conclusion statements regarding the association of ESCA and KP 

factors relation socio-demographic data of patients with 

hypertension 

Patients with a low level of education demonstrate a significant low level of ability 

to manage hypertension. The higher the income of patients the better self care 

ability they have than those with low income. Patients who are English and 
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Afrikaans speaking have more internal positive power and have better 

management abilities with regard to hypertension. Younger patients have more 

internal positive power, which declines with age. Those patients who are newly 

diagnosed have more knowledge on hypertension than those have been 

diagnosed for more than two years. 

4.3.5 THE RELATIONSHIP BETWEEN ESCA AND KP FACTORS OF 

PATIENTS DIAGNOSED WITH HYPERTENSION 

In order to reach objective 4 of the study, the researcher explored and described if 

there was any relationship between self care and knowledge and perception as 

shown in table 4.13.  

The Pearson‟s correlational analysis was used to correlate the factors of the ESCA 

and the KP to determine their relationship (Burns & Grove, 2005:483-484). In 

order to perform correlational analysis, the researcher obtained all data from the 

same population (Brink, 2006:180). The same population group (patients with 

hypertension visiting the PHC clinics in the Naledi sub-district) completed both the 

ESCA and the KP. The correlations can be used as effect sizes. Cohen (1988) 

proposes the following guideline values to interpret the strength of the relationship 

between the different factors (the correlation r means the degree of linear co-

variation): 

 Small effect: (r = 0,1) 

 Medium effect: (r = 0,3) 

 Large effect: (r = 0,5) 

When investigating the relationship of the factors of the ESCA and the KP, a 

positive relationship means that when the one score of the variable is high, the 

other is high and vice versa. When the relationship is negative the scores are the 

opposite of each other. The results ranged between the values of the correlation 

coefficient ranging from +1 to -1. This coefficient determines the strength of the 

linear relationship between two quantitative factors. The positive coefficient implies 
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that there is a positive correlation, whereas the negative correlation implies a 

negative coefficient and 0 means there is no correlation (Brink, 2006:181). 

Refer to table 4.11 regarding the relationship between ESCA and KP of patients 

diagnosed with hypertension. 

Table 4.13: The relationship between ESCA and KP factors of patients diagnosed with 
hypertension  

ESCA scale Factors 

KP Factor 1: 
Management abilities 
of hypertension 

KP Factor 2: 
Consequences due to 
inability to mange 
hypertension 

ESCA Factor 1: Adherence to 
therapeutic self care demands 

.438** -.131 

ESCA Factor 2: Adequate self care 
ability 

-345** .255** 

ESCA Factor 3: Internal positive power .506** -.157 

ESCA Factor 4: Ability to acquire 
knowledge 

-.168* .467** 

ESCA Factor 5: Adherence to lifestyle 
changes 

.383** -.375** 

Total ESCA and KP Factors .192* .129 

**correlation is significant at the 1% level .1 = small effect .3 = medium effect  .5 – large effect 

*correlation is significant at the 5% level 

According to the results above KP1 (items 1-7), management abilities of 

hypertension shows a strong positive relationship to adherence to therapeutic self 

care demands and adherence to lifestyle changes. The more knowledge patients 

have on hypertension they will adhere to lifestyle changes and therapeutic 

demands in order to control the hypertension. The KP1 is furthermore negatively 

related to the adequate self care ability and the ability to acquire knowledge, 

meaning that self care ability and the ability to acquire knowledge of the patients 

with hypertension was relatively low in knowledge on hypertension.  

The finding on the KP2 (item 8-10), consequences due to inability to manage 

hypertension revealed a strong relationship to adequate self care ability and 
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abilities to acquire knowledge. If patients have the knowledge of the abilities to 

manage hypertension, they will have adequate self care abilities. This is also 

supported by Brown et al. (2007:93) in the saying that if patients understand the 

health risks associated with hypertension; they seem to understand the 

consequences of the disease. The factor KP2 is negatively related to internal 

positive power and adherence to lifestyle changes. Patients with a low internal 

positive power and failure to adhere to lifestyle changes have more consequences 

due to their inability to manage hypertension. Management abilities of 

hypertension (KP1) has a small effect on the ability to acquire knowledge r = -.168 

of the ESCA and medium effect on adequate self care ability r = .-345 and large 

effect on adherence to therapeutic self care demands r = .438 and internal positive 

power r = .506.  The ability to manage hypertension (KP2) have a small effect on 

adherence to therapeutic self care demands r = -131 and internal positive power r 

= -.157. It has medium effect on adequate self care ability r = .255   and 

adherence to lifestyle changes r = .375. It is therefore concluded that patients 

need more knowledge on hypertension to have abilities to manage hypertension in 

order to adhere self care activities. The literature also states that more than 50% 

of hypertensive population globally are unaware of their conditions; therefore there 

is poor adherence to therapy and lifestyle modification (Ike et al., 2010:57). 

4.4 SUMMARY 

The data collected during this study was analysed, interpreted and presented by 

the researcher with the help of the statistician. The objectives of the study were 

reached with the use of exploratory, descriptive and correlation statistics. The 

demographic data was analysed by making use of frequency tables.  The 

researcher explored and described self care, knowledge and perceptions among 

patient with hypertension visiting PHC clinics in the Naledi sub-district in the North 

West Province. The association between self care, knowledge and perception in 

relation to the level of education, age, income and time period as well as the 

correlation between self care and knowledge and perception. 
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The next chapter presents the conclusions, limitations of the study, and 

recommendations for further studies as identified from the present and previous 

studies in the same area of interest (Burns & Grove, 2009:564). 
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CHAPTER 5 - CONCLUSION, EVALUATION, LIMITATIONS 

   AND RECOMMENDATIONS OF THE STUDY 

5.1 INTRODUCTION 

In Chapter 4 the realisation of the data collection and data analysis were described 

and the research findings were discussed. Thereafter the conclusion statements 

were formulated.  In this chapter an integrated discussion of the conclusions is 

conducted.  Thereafter the study is evaluated and limitations identified.  This 

chapter is concluded by the formulation of recommendations to nursing education, 

research and practice to improve self care in patients with hypertension visiting 

PHC facilities. 

5.2 INTEGRATED DISCUSSION OF CONCLUSIONS 

In conclusion on the demographic data it is evident that the majority of 

respondents in the study were from a Setswana speaking group.  The majority of 

the respondents‟ (73.9%) level of education was below grade 9.  Almost 76.8% of 

patients that participated in the study were diagnosed with hypertension for longer 

than 2 years.   

In conclusion on the self care ability there is an indication that the respondents‟ 

self care ability was satisfactory except for factor 2 on adequate self care ability, 

which was 1.41 while the overall factors of the ESCA scale scored at 78,89%, 

which is acceptable to good. Most of the factors were reliable according to the 

Chronbach‟s alpha coefficient.  Grouping factors gave theoretical sense, therefore 

it be can concluded there was construct validity and therefore reliability was 

satisfactory.  

On the knowledge and perceptions it can be concluded that patients are aware 

that they should take care of their health once they are diagnosed with 

hypertension and they should get involved in activities related to lifestyle 

modification to prevent the occurrence and complications of hypertension. The 

reliability of the total factors had a low reliability, but the individual items were on 
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average reliable. Grouping factors gave theoretical sense, therefore it be can 

concluded there was construct validity. 

Concluding statements with regard to the association between self care, 

knowledge and perceptions of patients with hypertension and their socio-

demographic factors concluded that: 

 

 

 

 

 

 

The relationship between self care and knowledge and perception led to the 

conclusion that the patients with hypertension need knowledge on hypertension in 

order to adhere to self care ability. The more knowledge patients have the more 

they will adhere to self care activities.   

5.3 EVALUATION OF THE STUDY 

This study is evaluated with regard to the research problem, aims and objectives, 

the hypothesis, appropriateness of the research methodology and the research 

results. 

The research aim and objectives (below) acted as the pathway through all the 

completed chapters.  The research question stated as “What are the self care 

ability, the knowledge and perceptions of patients with hypertension?” and the 

sub-questions (please refer to chapter 1, paragraph 1.2) were appropriate as 

confirmed by a literature review.  The impact of hypertension globally, nationally 

and in the Naledi sub-district was formulated in Chapter 1 and the background to 

this study. In chapter 2 international and national literature were scrutinized on (i) 

Patients with a low level of education lack the ability to manage hypertension. 

The higher the income of patients the better self care ability they have 

compared to those with low income. Patients who are English and Afrikaans 

speaking have more internal positive power and have better management 

abilities of hypertension. Younger patients have more internal positive power, 

which declines with age. Those patients who are newly diagnosed have more 

knowledge on hypertension than those have been diagnosed for more than 

two years 
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hypertension and its impact on health, (ii) health and factors that influence healthy 

lifestyles, (iii) self care in management of hypertension, (iv) knowledge and 

perception of patients with hypertension, (v) PHC as the mechanism to enhance 

self care and (vi) the realisation of health care in South Africa.   

The overall aim of the study was to identify and describe self care abilities 

amongst patients with hypertension, as well as to explore and describe their 

knowledge and perceptions. In order to obtain this aim, the objectives were: 

Table 5.1: Objectives of the study 

Objective 1 Objective 2 

To explore and describe self care of patients 

with hypertension who visit PHC clinics in the 

Naledi sub-district in the North West 

Province. 

To explore and describe the knowledge and 

perceptions of patients with hypertension who 

visit PHC clinics in the Naledi sub-district in 

North West Province. 

Objective 3 Objective 4 

To identify and describe association between 

self care, knowledge and perception in 

relation to the level of education, age, income 

and time period diagnosed with hypertension 

of patients who visit PHC clinics in the Naledi 

sub-district in the North West Province 

To explore and describe the relationship 

between self care and knowledge and 

perception of patients with hypertension who 

visit PHC clinics in the Naledi sub-district in 

the North West Province. 

The overall aim of this research, as well as the subsequent objectives were 

reached as the researcher was able to identify and describe self care abilities 

amongst patients diagnosed with hypertension and to explore and describe their 

knowledge and perceptions.  Therefore the researcher can accept both 

hypotheses as listed below:  
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 hypothesis 1:  there is a strong association between self care, knowledge and 

perceptions with patients diagnosed with hypertension and their socio-

demographic factors; and  

 hypothesis 2:  there is a positive correlation between self care and knowledge 

and perceptions of patients diagnosed with hypertension. 

A quantitative, explorative, descriptive, correlational and contextual research 

design was utilised to achieve the main aim of the study. A non-probability, 

convenience sampling method was applied to all those patients visiting the PHC 

clinics for their monthly assessments on hypertension.  A pre-test study with 22 

patients diagnosed with hypertension that fit the inclusion criteria was conducted 

before the actual study commenced.  Throughout the course of this study the 

researcher strived to adhere to the reported strategies to enhance rigour and 

considerations on ethical issues. 

Data was gathered from patients with hypertension who met the criteria visiting the 

three PHC clinics identified. Data was collected to reach the objectives of the 

study, was organised, presented and analysed.  The Statistical Consultation 

Services of the NWU (Potchefstroom Campus) was consulted and assisted with 

the preparation for data analysis. Through exploratory statistics the researcher 

could explore and describe the data gathered. Internal reliability was tested to 

determine how repeatable data gathered by means of the questionnaire is, i.e., 

stability and homogeneity, to test reliability without administering the test twice. 

Internal consistency was enhanced and estimated through Chronbach‟s alpha 

coefficient, which assessed items to determine their congruency (table 4.3 for the 

ESCA, and table 4.6 for the KP). 

The data from patients with hypertension was analysed with the use of exploratory 

factor analysis, means, mean square error and the effect sizes were done only 

where there was practical significance. The data was described and discussed in a 

systematic manner; the demographic data, self care; knowledge and perception 

formed the main categories, followed by a description of all factors related to level 

of education, age, income and language. All the findings presented in presented in 
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Chapter 4 were computed, analysed and interpreted using the IBM SPSS 

Statistics Version 20 Release 20.0.0 (2011).   

In the following paragraphs the limitations of the research are highlighted and 

integrated conclusions are presented. Thereafter recommendations are formulated 

regarding practice, education and further research. 

5.4 SIGNIFICANCE OF THE STUDY 

The significance of this research is motivated by two aspects.  Firstly, the global 

impact of hypertension was reiterated.  Secondly, based on the findings of the 

study,  conclusion statements and the recommendations (formulated below), 

regarding self care, knowledge and perception in relation to age, level of 

education, income and language of patients with hypertension visiting PHC 

facilities, this research is significant as it can assist professional nurses and 

patients with hypertension to enhance these patients‟ quality of life. 

5.5 LIMITATIONS 

The following limitations were identified during the completion of this study: 

 The sample was to too small to be generalised because the study was 

conducted in only three PHC facilities in the Naledi sub-district, yet there 

are still other areas in the sub-district receiving health services by mobile 

clinics. 

 The study was conducted with patients who visited public PHC facilities only 

and excluded those patients who visited private health care services.  

Therefore the findings should be interpreted keeping the two health care 

sectors in consideration when analysing self care, knowledge and 

perception in patients with hypertension in the Naledi sub-district. 

 The researcher utilised only 50% of the complete ESCA to evaluate self 

care in patients with hypertension.  Although the most applicable items were 

extracted from this scale, the utilisation of the complete scale could have 

provided richer research results.   
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 On the original survey‟s demographic data, there was a space provided for 

the participant(s) to indicate in addition to the diagnosis of hypertension, 

also the presence of other diseases, as well as other types of treatment for 

hypertension besides chronic medication.  Feedback from the Statistical 

Consultation Services concluded an insufficient response rate on these 

demographic data.  Although these questions weren‟t central in the study‟s 

aim and objectives, these results could have fortified the richness of the 

data.   

5.6 RECOMMENDATIONS 

From the research findings, the following recommendations are formulated for 

nursing practice, education and research in order to enhance the level of self  care 

amongst patients diagnosed with hypertension.   

5.6.1 RECOMMENDATIONS FOR NURSING PRACTICE 

The recommendations for nursing practice refer to those recommendations that, 

when implemented, may have a direct positive impact. They will assist 

professional nurses in caring for patients with hypertension and the patients with 

hypertension to enhance self care.  

 The findings of this study should be communicated to all professional nurses 

working in PHC facilities in the Naledi sub-district in order for these nurses to 

know how to assist patients with hypertension by enabling patients to 

participate in self care activities to control hypertension and prevent 

complications. 

 All professional nurses including other health professionals appointed in PHC 

clinics, community-based support groups and ward-based teams as well as 

appointed in PHC re-engineering, should be aware of risk factors contributing 

to hypertension (figure 5.1) and lifestyle modification (figure 5.2) for effective 

education to community members on the prevention of hypertension.  
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Figure 5.1: List of risk factors contributing to hypertension as adapted from the  
Standard Treatment Guidelines and Essential Medicine List of the DoH 
(2008:62) 

 In order to improve the knowledge of patients to encourage them in self care, 

all patients who are diagnosed with hypertension need to be informed about 

their condition with regard to: 

- What the condition is all about e.g., it is a condition of lifestyle behaviour 

which can be managed by an individual alone with simple life activities that 

can make a difference in the management and control hypertension in 

order to improve the quality of their lives. 

- Patients need to be educated regarding what a normal blood pressure is, 

what it means and what to do to maintain a normal blood pressure at all 

times. 

- Information on dangers of high blood pressure and how it affects the target 

organs e.g., the heart, kidneys, eyes and brain. Use pictures in any form of 

media to make the information reach all levels of education, age, language 

to make them understand. 

 

Risk factors contributing to hypertension 

 Sedentary life style (physical inactivity) 

 Smoking 

 Obesity 

 High alcohol intake 

 Stress. 
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Figure 5.2: Life style modifications (DoH, 2008:62). 

The following factors need to be considered when giving information to patients:  

- Review the patients‟ understanding of his or her condition at each visit by 

asking if the patient understands and can interpret his/her own hypertension 

reading at that visit. 

- Take into consideration the language of the patient and give information in 

the language that is understandable, trying to avoid using confusing medical 

terms with the patient. 

- The level of education of the patient plays a major role. Those who have 

higher levels of education will grasp information easily through a two way 

communication between the professional nurse and patient as opposed to 

those with lower level of education. For those with lower education, the 

professional nurse should use other strategies, which include images, 

drawings or other media like television to part with information to make the 

patient understand more. 

- Health education and advices related to self care activities should be those 

that the patient can afford according to their income as this will ensure 

compliance to such activities. 

Life style modifications 

 Achieving and maintaining an ideal weight with a BMI between18.5 and 24.9 kg/m². 

 Limiting total sodium intake to less than 2 400 mg per day by consuming less than 1 

teaspoon of salt per day. 

 Limiting alcohol intake to 2 standard drinks per day for men and 1 standard drink for 

women. 

 Following the nutrition guidelines reported in the global strategy i.e. diet low in total 

fat, with high intake of fruit and vegetable (5 portions per day), regular use of low-fat 

dairy products, high intake of high-fibre wholegrain foods, fish rather than red meat, 

use of products low in saturated fat and low salt content, and sparing use sugar and 

sugar containing foods. 

 Engaging in regular moderate-intensity exercise for at least 30 minutes on most or 

preferably all week days.  

 Stopping the use of all tobacco products.  
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- Allow the patient to ask questions and answer them honestly as this 

improves the patient‟s knowledge and builds trust between the professional 

nurse and patients. This will improve confidence in patients to engage in self 

care activities to manage hypertension. 

- Always give praise if there is an improvement in a patient‟s hypertension 

reading and in any changed behaviour that contributes to the control of 

hypertension, as this improves the patient‟s internal positive power in taking 

part in self care activities. 

- Organise to have support groups with patients who have hypertension where 

they can meet once a month or twice: 

~ To share information among themselves and share ideas to promote 

self care activities in management of hypertension.  

~ During this session professional nurses should be part of and engage 

patients in activities that can help them reduce weight e.g. an exercise 

program (brisk walking or playing games, which can be of physical 

activity or mental activity). 

~ Organise a dietician or professional nurse who will advise on how to 

prepare food that is affordable to patients with all levels of income and 

at the same time it is s healthy to maintain an ideal body weight. 

 There should be health promoters in the clinic who will give topics on health 

promotion to all clients visiting PHC clinics, topics related to healthy life style 

prevent the occurrence of hypertension in patients such as control of body 

weight by engaging in daily or twice a week exercises, healthy diet to control 

weight and prevent hypertension, the danger of smoking and other risk factors, 

which are all contributory to hypertension. 

 Screening of all patients who visit PHC clinics for early detection and diagnosis 

of hypertension. 
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 For those patients who are obese, refer to a dietician to help them in planning 

their diet which can help with weigh reduction, encourage exercise and monitor 

body weight at all visits. 

 Professional nurses should lead by example by ensuring that they themselves 

participate in programmes of healthy living and avoid health risk factors as this 

encourages a positive attitude towards patients in managing hypertension. 

5.6.2 RECOMMENDATIONS FOR NURSING EDUCATION 

Recommendations for the nursing education include aspects identified in the study 

that should be included in the curriculum. 

 The module that is related to hypertension should be specific to primary 

prevention of hypertension, which emphasises risk factors that contribute to 

hypertension; the management should specifically look at self care activities, 

which include life style behaviours to control and manage hypertension. 

 Nursing personnel should know the patho-physiology of hypertension, which 

will help them to be able to define and explain what hypertension is and how it 

affects the body to make the patient understand their condition. 

 In-service training, workshops or seminars on management of hypertension 

and recent update to be held on regular basis.  This can be accomplished 

through partnership between the PHC clinics, the University and the 

community. 

 Educational material on hypertension that is user friendly should be made 

available at PHC clinics. This can include brochures. The facility should have a 

television to play videos that play in the language preference of that area on 

health topics related to hypertension. 

 Road shows can be organised with different health educational teams in areas 

where people can be reached to educate them on health risk factors (figure 

5.1) that lead to hypertension and how to avoid them; screening patients for 

hypertension and checking their body weight to give the relevant advice with 
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regard to life style modification (figure 5.2). Those individuals who have high 

blood pressure should be managed appropriately by being referred to nearest 

PHC facility.  

5.6.3 RECOMMENDATIONS FOR NURSING RESEARCH 

Based on the findings of literature review, the following recommendations for 

further research are made: 

 Exploration of current successes regarding the management of hypertension, 

not only in health care facilities, but also by the patients themselves. 

 The relationship of hypertension and other chronic conditions, especially 

diabetes mellitus, in the control of hypertension should be investigated. 

 The use of traditional practices in controlling blood pressure levels as opposed 

to therapeutic and scientific medications among patients with hypertension 

should be investigated and carefully noted.   

 Regular group discussions with traditional healers should be promoted for 

better understanding between the Western Health Systems and the Indigenous 

Knowledge Systems.  

5.7 SUMMARY 

The objectives of the research namely to explore and describe self care of patients 

diagnosed with hypertension; the knowledge and perceptions; the association 

between self care, knowledge and perception in relation to the level of education, 

age, income and duration of illness and the relationship between self care and 

knowledge and perception of patients with hypertension visiting PHC clinics 

around Naledi sub-districts were reached. Literature was reviewed to serve as the 

basis for data collection and data analysis for this study. Conclusion statements on 

findings, limitations as well as recommendations for nursing practice, education 

and research based on self care of patients diagnosed with hypertension were 

successfully discussed. 
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P.O.Box 4168 

MOLOPO POST OFFICE 

8628 

0729137050 

Mr. K. Rabanye/ Ms S Malakane 

Directorate Policy, Planning and Research     02 September 2011 

North West Department of Health 

 

Sir/Madam 

REQUEST FOR PERMISION TO CONDUCT RESEARCH IN NALEDI SUB-DISTRICT 

(Vryburg) 

I am currently registered for Masters Degree (Community Nursing) at the North West University 

(Potchefstroom Campus).  As part of the degree I plan to conduct research to formulate 

recommendations to professional nurses working at primary health care clinics to facilitate and 

enhance self care to patients with hypertension to enhance their quality of life.  

In order to achieve this objective, a questionnaire will be distributed among patients with 

hypertension that visits the primary health clinic, to determine self care abilities and explore and 

describe their knowledge, attitudes and current practices with hypertension.  

The inclusion criteria for prospective respondents are as follows: 

 All those patients diagnosed with hypertension and have been on treatment for six 

months and more. 

 Patients staying around Vryburg (Naledi sub-District)  

 Patients who are Tswana-/English speaking, and  

APPENDIX B:  Letter to North West Province DoH for permission to do 

research 
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 Are older than 20 years of age. 

The completion of questionnaire will be administered and filled with patients those who agree to 

participate during the month of October and November 2011 at primary health care clinics.  It 

will take approximately 15-20minutes to complete each questionnaire and there are two 

questionnaires. Confidentiality will be ensured for all respondents and research proceedings. 

Attached find the ethics certificate number NWU-00060-11-A1 from the NWU Ethics Committee. 

 

Your timeous response will be appreciated as I will be able to make further arrangements. 

 

Thanking you in anticipation. 

 

 

___________________________ 

Ms E.T. Bonnecwe (Researcher) 

 

________________________ 

Dr Mada Watson (Supervisor) 

 

__________________________ 

Dr Petra Bester (Co-Supervisor) 
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APPENDIX D:  Information sheet and informed consent of 

participant 

1 INFORMATION TO THE RESPONDENT  

Mrs. Elaine Bonnecwe is conducting a study on self care and knowledge and perceptions of 

patients with hypertension who visit PHC clinics in the Vryburg (Naledi sub-District).  

Hypertension is a common, but dangerous disease that can be mange through the correct 

lifestyle and knowledge. The objectives of the research are: 

 To explore and describe self care of patients diagnosed with hypertension visiting PHC 

clinics in the Naledi sub-district in the North West province 

 To explore and describe the knowledge and perceptions of patients diagnosed with 

hypertension visiting PHC clinics in the Naledi sub-district in North–West province. 

 To identify and describe the association between self care, knowledge and perception in 

relation to the level of education, age, income and other chronic illnesses of patients 

diagnosed with hypertension visiting the PHC clinics in Naledi sub-district in the North 

West province 

 To identify and describe the relationships between self care and knowledge and 

perception of patients with hypertension visiting PHC clinics in Naledi sub district in the 

North West province 

In order to achieve these objectives, structured questionnaires will be used to gather data from 

you as the respondent regarding self care abilities and knowledge and perception on 

hypertension. Interviews will be conducted at the clinics you visit and if you adhere to th 

following inclusion criteria: 

- You should be diagnosed with hypertension for six months or more with/without 

treatment for the condition;  

- You should stay in and around Vryburg; 

- You should speak Setswana and/or Afrikaans and/or English;   

- You should be older than 20 years; 

- You should be willing to participate voluntary after informed on the research. 

THE RIGHTS OF RESPONDENTS 

Your participation in this study is voluntary and you can refuse to participate or you can decide 

to stop at any stage of the study. Refusing to participate will involve no loss of benefits or 

penalty. The results of the study will be provided to you on request. 



112 

RISK OF DISCOMFORT 

There are no risks involved with this study the study will not include any experiments. 

Researcher will ensure that you are free from any discomfort and harm. 

CONFIDENTIALITY 

Information obtained from this study will be kept confidential. Your records will be handled as 

confidential as possible. Only Mrs. Bonnecwe and the fieldworker helping you to complete the 

questionnaires will have access to your research records. No individual identification will be 

used in any reports or publication resulting from this research.  The fieldworker assisting you to 

complete the questionnaire will sign a declaration to respect the confidentiality of the patients 

participating in the research 

BENEFITS  

There will be no benefit to you from participating in this study. Your participation will help the 

researcher to formulate recommendation to nursing practice, nursing education and -research 

on self care and knowledge and perceptions of patients with hypertension who visit the PHC 

clinic.  

PAYMENT 

There will be no payment for your participation. 

QUESTIONS 

If you have any questions concerning the research and the consent asked from you to 

participate you should clarify it with the fieldworker or wait for the researcher to answered them.  

CONSENT 

You will be given a copy of this consent to keep. 
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PARTICIPATION IN THIS RESEARCH IS VOLUNTARY. You are free to decline to be in this 

research or to withdraw from it at any time. Your decision as to whether or not to participate in 

this research will have no influence on your present or future employment of the health services. 

2 DECLARATION OF RESPONDENT 

I ----------------------------------------hereby give consent to participate in research study conducted 

by Elaine Bonnecwe. I declare that I voluntarily decided to participate and I was not placed 

under obligation to take part.  I understand that th information given to the fieldworker will be 

treated confidential and only the fieldworker, researcher, study leader/s and myself will have 

access to the data. 

I acknowledge that I can stop the answering the questionnaires at any time, without 

discrimination against me. 

Signed at ---------------------------on this-------------------------day of -------------------20-- 
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APPENDIX E:  Declaration of fieldworker 

DECLARATION OF FIELDWORKER 

I ------------------------------------------------, hereby give my voluntary consent to Elaine Bonnecwe, to 

participate  as fieldworker in the research on self care and patients with hypertension in 

primary health care clinics in Naledi Sub-District.  I declare that I will do my outmost best to fill 

the questionnaires correctly and will respect the confidentiality of the patients participating in the 

research. 

 

Signed at ---------------------------on this-------------------------day of -------------------20-- 
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APPENDIX F:  Questionnaire for objective 1 

EXERCISE OF SELF CARE AGENCY SCALE (ESCA scale) 

Developed by: Kearney B.Y. and Fleischer, B.J. (Slight adaptations made for the South African 

setswana-speaking population 

 Disagree 
/ Ga ke 

dumele 

Neither agree 
or disagree / 
Ga ke dumele 
mme ga ke 

ganele  

Agree / Ke a 
dumalana  

1. I would gladly give up some of set ways if it meant 
improving my health / Ke tla fetola mekgwa e ke e 

tlwaetseng go tokafatsa boitekanelo jwa me. 

   

2. I am often too tired to look after my health the way I 
would like to / Nako e ntsi ke dula ke lapile thata go 

ka tlhokomela boitekanelo jwa me jaaka ke rata. 

   

3. I tend to neglect my personal needs / Ke na le go 
itlhokomolosa ditlhoko tsa me tsa sebele. 

   

4. I take pride in doing the things I need to stay 
healthy / Ke kgatlhisiwa ke dilo tse ke 

tshwanetseng go di dira gore ke dule ke itekanetse. 

   

5. I often put off doing things that I know would be 
good for me / Gantsi ke kgapela-thoko go dira dilo 

tse ke itseng gore di ka ntswela mosola. 

   

6. I strive to improve my health / Ke leka ka bojotlhe 
go tokafatsa boitekanelo jwa me.  

   

7. I eat a balanced diet / Ke ja dijo tse di siametseng  
mmele.  

   

8. I look for better ways to look after my health / Ke Ke 
batlisisa mekgwa e e botoka go ka tlhokomela 

boitekanelo jwa me. 

   

9. I think my health is very well / Ke akanya gore 
boitekanelo  jwa me bo siame thata. 

   

10. I deserve all the time and care it takes to maintain 
my health / Ke tshwanetswe ke nako le tlhokomelo 

yotlhe go ka boloka boitekanelo jwa me. 

   

 



116 

 

 Disagree/ 

Ga ke 

dumele 

Neither agree 
or 
disagree/Ga 
ke dumele 
mme ga ke 

ganele  

Agree/Ke a 
dumalana  

11. I take good care of myself / Ke itlhokomela sentle 

thata. 

   

12. I only promote my health when the opportunity 
arises / Ke leka fela go tokafatsa boitekanelo jwa 

me fa go na le        tshono ya go ka dira jalo. 

   

13. I have a planned program for rest and exercise / 
Ke na le lenaane-tema la go ikhutsa le go ikatisa.  

   

14. I enjoy life / Ke itumelela botshelo.    

15. I take responsibility for my own actions / Ke tsaya 
boikarabelo jwa ditiro tsa me. 

   

16. I know what food to eat that can keep me healthy 
/ Ke itse gore ke je dijo dife tse di tla ntsholang ke 

itekanetse.  

   

17. I want to learn all that I can about my body and 
how it functions /  Ke batla go ithuta gotlhe go go 
kgonagalang ka mmele        wa me le gore o dira 

jang.  

   

18. I seek information to care for myself / Ke batlisisa 
tshedimosetso ka go itlhokomela.  

   

19. I eat in a way that willl keep my weight normal / 
Ke ja ka mokgwa oo ka dirang gore boima jwa me 

bo dule bo le jwa tlwaelo. 

   

20. I rarely carry out resolutions I make concerning 
my health / Nako nngwe ga ke diragatse 
ditshweetso tse ke di tsayang ka ga boitekanelo 

jwa me.  

   

21. In my daily activities I seldom take time to care for 
myself / Mo ditirong tsa me tsa letsatsi, ga nke ke 

tsaya nako e ntsi gore ke itlhokomele. 

   

22. In the past I have changed some of old habits to 
make my health better (e.g. stopped drinking 
alcohol or stopped smoking) / Mo nakong e e 
fetileng, ke fetotse mekgwa mengwe ya kgale go 
ka tokafatsa botshelo jwa me (jaaka go emisa go 

nwa bojalwa kgotsa go tsuba).  

   

23. I seldom have time for myself / Ga kena nako e 
ntsi  e eleng ya me ke le nosi. 

   

24. When I am informed about my health, I ask 
questions to understand what it means / Fa ke 
sedimosetswa ka ga boitekanelo jwa me, ke 

botsa dipotso gore ke tlhaloganye go feta.  
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APPENDIX G:  Questionnaire for objective 2 

KNOWLEDGE AND PERCEPTION 

Adapted from Ike, 2009 & Kusuma, 2009 with changes for the South African Setswana-speaking population 

 Disagree 
 
Ga ke 
dumele 

Neither agree 
or disagree 
Ga ke dumele 
mme ga ke 
ganele  

Agree 
 
Ke a 
dumalana  

1. A patient with hypertension should take 
medication 

Molwetse wa ‘high blood’ o tshwanetse go nwa melemo. 

   

2. Some of our lifestyles behaviour can contribute to 
hypertension. 

Mekgwa ya rona ya botshelo e ka tlhotlheletsa bolwetse 
jwa ‘high blood’. 

   

3. There are alternative ways to manage 
hypertension. 

Go na le mekgwa e mengwe ya go ka tlhokomela 
bolwetse jwa ‘high blood’. 

   

4. Hypertension can have a serious consequence in 
your life. 

Bolwetse jwa ‘high blood’ bo ka nna le ditlamorago tse di 
kotsi mo botshelong jwa gago.  

   

5. Hypertension can affect anybody. 
Bolwetse jwa high blood bo ka tshwara mongwe le 
mongwe. 

   

6. If hypertension is managed properly it can be 
cured. 

Fa o tlhokometse bolwetse jwa „high blood‟ sentle, bo ka 
okobala. 

   

7. Hypertension can be prevented. 
Bolwetse jwa ‘high blood; bo ka thibelwa. 

   

8. Taking part in changing your lifestyle behaviours 
can prevent the occurrence of hypertension, (stop 
smoking, exercising, stop drinking alcohol and 
reduce fat). 

Go tsaya karolo mo go fetoleng mengwe ya mekgwa ya 
matshelo a re a tshelang, go ka thibela bolwetse jwa ‘high 
blood’, (jaaka go tlogela go goga, go itshidila mmele, go 
tlogela go nwa bojalwa le go fokotsa mafura mo dijong). 

   

9. Hypertension can affect my brain, kidneys, eyes 
and my heart. 

Bolwetse jwa ‘high blood’ bo ka koafatsa boboko, diphio, 
matlho le pelo ya me. 

   

10. Being involved in self care activities related to 
lifestyle modification can prevent the occurance 
of hypertension. 

Fa ke nna karolo ya itlhokomelo ya botshelo jwa me, ke 
ka thibela kgonagalo ya bolwetse jwa „high blood‟. 
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APPENDIX H:  Demographic information of each respondent 

DEMOGRAPHIC INFORMATION 

PERSONAL CODE FOR RESPONDENT  : 

PHC Clinic CLINIC A CLINIC B CLINIC C 

 

LEVEL OF 

EDUCATION 

GRADE 0-4 GRADE 5-8 GRADE 9-12 TERTIARY AND OTHERS 

 

AGE 35-45 46-55 56-65 66-75 76-85 86-95 

 

INCOME IN 

RANDS 

R0-250 R250-500 R600-1500 R1600-3000 R3000- MORE 

 

PREFERRED 

LANGUAGE 

TSWANA ENGLISH AFRIKAANS 

 

MEDICATION  NONE Hypertension RX OTHER  

 

FOR HOW LONG DIAGNOSED 

WITH HYPERTENSION 

6mnth-1yr 1-2yr More than 2 yrs 
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APPENDIX I:  Field notes on ESCA scale and KP questionnaire 

Personal notes: 

I feel anxious to activate this data collection and sincerely hope that all the respondents are willing to 

participate.  I planned this data collection to the best of my ability.  Have photocopied all the surveys 

and grouped them according to each clinic.  I am pleased with the eagerness of the fieldworkers to 

assist in this research.  My main concern is to get a sufficient amount of respondents and that the 

respondents will be eager to complete the questionnaires.  I am aware of the time constraints at the 

clinics and have therefore planned ahead to complete surveys also at respondents‟ homes if needed.  

Theoretical notes: 

Ensured that facility managers at three clinics received letter of approval from the chief director to 

conduct the studies. 

Questionnaires were verified against the original copies to ensure all data was captured for each 

respondent to complete. 

A meeting was held and the researcher and field workers agreed on dates to have questionnaires 

completed. 

Coding of questionnaires and entering of patients who participated in the pre-test study and major 

study. 

Declaration of field workers was signed by all three field workers prior to onset of the study.  

Declaration of respondents to give consent to participate in the study was done before each patient 

participated. Ensured that field workers did not answer questions for respondents. 

Methodological notes: 

Fieldworkers: 

Three field workers were identified by the researcher in collaboration with the facility manager of a 

PHC and through networking within the community.  One field worker was allocated per clinic.  The 

fieldworkers were classified as follows: 

 Fieldworker 1: A health promoter working at the PHC clinic, representing Clinic A.  

 Fieldworker 2: A health promoter working at the PHC clinic, representing Clinic B.  

 Fieldworker 3: A member of the local community with good rapport with community members and 
have sufficient baseline information on health issues, representing Clinic C.  

Permission for the fieldworkers to assist the researcher in data collection was granted by the PHC 

facility manager.  These managers were informed by the researcher about the research. All three 

clinics had a copy of the following documents that granted the researcher to do the study at their 

facilities: 

 Ethics clearance certificate of the EC of NWU.  

 Ethics clearance from the Provincial Department of Health of the North West Province.  

 Consent letters for respondents.  

The fieldworkers received training on the process of data collection on an individual basis.  Training 

covered the following with regard to how to use the questionnaires: 

 Ask permission from respondentto fill the two questionnaires 

 Ensure that the respondentunderstands each item on questionnaire and if you have to explain, do 
not explain in a manner that will influence the response of the participant.  

 To respondents that can read and write assist with minimal 

 Two those who cannot read and write fill in form on their behalf and ensure that the questions are 
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filled in exactly as what the respondentanswers. 

 Do not help any respondentto give answer 

 Ensure that each respondentfills in the declaration form to show that she participated voluntarily.  

 Do not write any names on questionnaires. 

 Ensure that the respondentfill in both forms. 

 If a respondentfeels he or she does not want to continue, do not force the participant. 

The researcher practiced with the field workers to complete the demographic forms with each 

fieldworker and made sure it was role played back to herThe fieldworkers practiced filling of forms 

among themselves and clarity was given if there were any questions. Each fieldworker was give ten 

forms to pilot the questionnaire. Researcher spend one hour with each during data collection of pre-

test study and was satisfied that it was done properly. Day four. One fieldworker reported that the 

patients refused to participate and that he cannot fill in any information. The fieldworker collected 20 

names of patients which complied with sampling criteria which was outlined to them. The researcher 

later visited these patients at their homes and six out of twenty forms were filled by the researcher. On 

day six, the other two fieldworkers brought in their questionnaires which were filled in correctly and 22 

questionnaires were sending to the supervisor which later was given to the statistician.  

Three weeks later the researcher was give a go ahead to go on with the major project. 150 

questionnaires were to be completed. 230 questionnaires were rolled out and clinic A field worker were 

give 70 questionnaires, clinic B 70 and clinic C was given 70. Clinic A, chronic patients especially 

hypertension, were seen on Monday and Friday and this made easier to access respondents who 

visited the clinic.  The response was very good the researcher spend one and half hour to give support 

to the fieldworker. The only challenge at this clinic is that most patients needed 100% assistance as 

they could not read or write. Clinic B was done over two weeks and the chronic patients also had same 

visiting days to the clinic. The researcher also supported the fieldworker by spending one hour to 

assist with filling of questionnaires. Most of the clients were able to read and write at this clinic and 

could fill the forms on their own with minimal assistance. Respondents at clinic A and B were 

conveniently selected and it was ensured that met the selection criteria mentioned.  

Clinic C, data collection was went slowly at the clinic as the field worker experienced the same 

problem he had with the pre-test study. Those clients who could read and write filled them in but the 

process was still slow as most of the client could not read and write and still refused to be delayed.  

On 9 August 2012 there was an event for chronic (Diabetic Mellitus, Hypertension, Epilepsy and 

Asthma) at the same area. The researcher and other three field workers all went to this event and after 

the researcher addressed few patients on this day and they willingly participated after giving consent.  

Respondents were told if they are interested in participating in the study, they should willingly 

approach the three fieldworkers to fill in the forms. The process went faster as there was enough 

manpower and most of the patients who attended filled the questionnaires with the help of the three 

field workers and researcher.  

The questionnaires were collected and verified by the researcher for any unfilled spaces and if there 

were any, the relevant fieldworker was contacted to fill in new form to replace the incompletely filled 

form. 
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APPENDIX J:  Declaration language editing 

CUM LAUDE LANGUAGE SERVICES 

BA (Pol Sc), BA Hons (Eng), MA (Eng), TEFL 

22 Strydom Street      Tel 082 821 3083 

Baillie Park       cmeterblanche@hotmail.com 

2531 

 

DECLARATION OF LANGUAGE EDITING 

 

I, Christina Maria Etrecia Terblanche, id nr 771105 0031 082, hereby declare that I have edited the 

dissertation of Ms Elaine, T Bonnecwe, entitled Self care and patients with hypertension at primary 

health clinics, without viewing the final product.     

 

Regards, 

 

CME Terblanche 

Director: Cum Laude Language Practitioners (CC) 

 

mailto:cmeterblanche@hotmail.com

