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SUMMARY

The effect of the Lifeplan® programme on the psycHhogical well-being of a rural

community in South Africa

Keywords: psychological well-being; life skills; awarenesstal community; poverty;

community development

This study explored the effect of the Lifeplan® gnamme, an Africa Unit for Transdisciplinary
Health Research (AUTHeR) initiative, on the psydgatal well-being of the rural community

of Taung, in the North West Province of South Adrié mixed method sequential explanatory
research design was followed where quantitativa degre obtained in a pre- and post-evaluation
phase. Participants were adult individuals (N=9tween the ages of 20 and 83 years, with a
mean age of 43 years, living within six rural tovimshe Taung community. Participants were
randomly divided into an experimental group (n=4i@jl a control group (n=52). Four
standardised scales, the General Psychologicalheéaily Scale (GPWS) (Khumalo, Temane, &
Wissing, 2010), the Patient Health Questionnait¢@F) (Kroenke, & Spitzer, 2002), the
Coping Self-Efficacy Scale (CSE) (Chesney, Neilai@sambers, Taylor, & Folkman, 2006),
andthe Mental Health Continuum — Short Form (MHC-3kgyes, 2006; Keyes, Wissing,
Potgieter, Temane, Kruger, & van Rooy, 2008), \abd for use in a Setswana-speaking group,
were administered to measure psychological wetidpeQualitative data were obtained through
conducting semi-structured interviews with a simaledom sample of 30 participants three

months after presentation of the programme. Thatifative findings reflected a small increase



in the general psychological and emotional welhigeaf the experimental group. Between-group
comparisons showed small practical significantedéghcesd=0.19 — 0.40) in the experimental
group on most of the measuring instruments. Quagaesults suggest that the participants in
this study experienced the Lifeplan® programmedasational, and contributing positively
towards their general well-being. Participants tiedtt they have become more attentive to their
health needs especially through exercise, a healtliet and better attendance to overall
hygiene. Suggestions for further research and plessrogramme interventions include a
follow-up study to evaluate the sustainability kills obtained and changes made as a result of

the Lifeplan® programme.



OPSOMMING

Die effek van die Lifeplan®-program op die psigologse gesondheid van ‘n landelike

gemeenskap in Suid-Afrika

Sleutelwoorde psigologiese gesondheid; lewensvaardighede; itbeids landelike

gemeenskap; armoede; gemeenskapsontwikkeling

Hierdie studie het die effek van die Lifeplan®-praxg, ‘n “Africa Unit for Transdisciplinary
Health Research” (AUTHeR)-inisiatief, op die psiggiese gesondheid van die landelike
gemeenskap van Taung, in die Noordwes-Provinsguid-Afrika ondersoek. ‘n Gemengde-
metode sekwensiéle verduidelikende navorsingsoptigegevolg waarin kwantitatiewe data in
‘n pre- en post-evaluasiefase verkry is. Die deakrs was volwasse individue (N=99) tussen
die ouderdomme van 20 en 83 jaar, met ‘n gemiddaldierdom van 43 jaar, wat in ses
landelike dorpe binne die Taung-gemeenskap woandBélnemers is ewekansig verdeel in ‘n
eksperimentele groep (n=47) en ‘n kontrole groetb). Vier gestandaardiseerde skale, die
“General Psychological Well-being Scale” (GPWS) (Kialo, Temane, & Wissing, 2010), die
“Patient Health Questionnaire” (PHQ-9) (Kroenke git3er, 2002), die “Coping Self-Efficacy
Scale” (CSE) (Chesney, Neilands, Chambers, Tagléiplkman, 2006), en die “Mental Health
Continuum — Short Form” (MHC-SF) (Keyes, 2006; Key@/issing, Potgieter, Temane, Kruger,
& van Rooy, 2008), wat vir die gebruik in ‘n Setswaasprekende groep gevalideer is, is
toegepas om psigologiese gesondheid te meet. katielite data is verkry deur semi-

gestruktureerde onderhoude met ‘n ewekansige steefkypan 30 deelnemers te voer drie
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maande nadat die program aangebied is. Die kwaetita bevindinge het ‘n klein toename in

die algemene psigologiese en emosionele gesondaeidie eksperimentele groep reflekteer.
Inter-groepvergelykings het klein prakties-beduiienerskille ¢=0.19 — 0.40) in die
eksperimentele groep in die meeste van die meetmente getoon. Kwalitatiewe resultate het
getoon dat die deelnemers aan hierdie studie fiéplain®-program as opvoedkundig, en as ‘n
positiewe bydrae tot hulle algemene welstand erliaairDeelnemers het gevoel dat hulle meer
aandag aan hulle gesondheidsbehoeftes gegee radtd@er oefening te doen, ‘n gesonder dieet
en beter aandag aan algehele higiéne te skenkstédervir verdere navorsing en moontlike
programintervensies sluit ‘n opvolgstudie om di¢heabaarheid van aangeleerde vaardighede te
evalueer en veranderinge wat aangebring is as gj@anl die toepassing van die Lifeplan®-

program in.
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Manuscripts

. Manuscripts should be submitted in English, Frefdriuguese or Spanish. They should
be typewritten and double-spaced, with wide margissig one side of the page only.

. Manuscripts should conform to the publication glirdes of the latest edition of the
American Psychological Association (APA) publicatimanual of instructions for

authors.

Manuscript format

All pages must be numbered consecutively, includmoge containing the references, tables and

figures. The typescript of manuscripts should baraged as follows:

. Title: This should be brief, sufficiently informative fogtrieval by automatic searching
technigques and should contain important keywordsf¢pable < 10 words).

. Author(s) and Address(es) of author(s)The corresponding author must be indicated.
The author’s respective addresses where the woskdarae must be indicated. An e-mail
address, telephone number and fax number for tlresmonding author must be
provided.

. Abstract: Articles and abstracts must be in English. Subiomssf abstracts translated in
French, Portuguese and /or Spanish is encouragedafa-based contributions, the

abstract should be structured as follo®@bjective— the primary purpose of the paper,



12

Method- data source, subjects, design, measurementsaaigsis Results- key
findings, andConclusions- implications, future directions. For all othentributions
(except editorials, letters and book reviews) th&tr@ct must be a concise statement of
the content of the paper. Abstracts must not ext@8dwvords. It should summarize the
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Referencing in text: References in running text should be quoted dsvigt (Louw &
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reference occurs, e.g. Louw, Mkize, and Naidoo 43@0 (Louw, Mkize, & Naidoo
2004). Subsequent citations should etsal., e.g. Louw et al. (2004) or (Louw et al.
2004). ‘Unpublished observations’ and ‘personal ommications’ may be cited in the
text, but not in the reference list. Manuscriptsegated but not yet published can be
included as references followed by ‘in press’.

Reference list:Full references should be given at the end oétliele in alphabetical
order, using double spacing. References to joustaisid include the author’'s surnames
and initials, the full title of the paper, the fathme of the journal, the year of publication,
the volume number, and inclusive page numberseddf journals must not be
abbreviated. References to books should includadki®ors’ surnames and initials, the
year of publication, the full title of the bookgtiplace of publication, and the publisher's
name. References should be cited as per the exainglew (please note the absence of

punctuation):
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approximately here>. Provide the title for the itand any notes that should appear at the
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guidelines, only one space should follow any puaittun. 3. Do not insert spaces at the

beginning or end of paragraphs. 4. Do not use caiotext.
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ABSTRACT

This study explored the effect of the Lifeplan® gnamme on a rural South African
community’s psychological well-being. Participantsre adult individuals (N=99) between 20
and 83 years, with a mean age of 43. A mixed mesieggiential explanatory research design
was followed with quantitative data obtained thiostandardised scales, validated for a
Setswana-speaking group, in a pre- and post-evatustiage. Qualitative data (N=30) was
obtained through semi-structured interviews. QuatiNe findings reflected an increase in
general psychological and emotional well-being. Bpractical significant differencesl€0.19

— 0.40) were found between the experimental antt@logroups. Qualitative results suggested
that participants experienced Lifeplan® as eduaatiand contributing towards general well-
being. Further research suggesting an evaluatisnsthinability in skills and knowledge

obtained, was made.

Keywords: psychological well-being; life skills; awarenesstal community; poverty;

community development
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The effect of the Lifeplan® programme on the psyopial well-being of a rural community in

South Africa

This study focuses on the effect that the Lifeplgm@&gramme (Freeks, 2008) has on the
psychological well-being of the people living irethural community of Taung, situated in the
North West Province of South Africa. The Lifeplap&gramme was developed by the Africa
Unit for Transdisciplinary Health Research (AUTHdR)mM the North-West University, as part
of research and postgraduate training that focub@iealth needs and context of South Africa
(Vorster, 2006), and has been designed to integiiezent issues that individuals within a rural
community are faced with regularly. Following alpaf interactive, core lecturing exercises,
activities and presentations, Lifeplan® has beesigihed to build knowledge, promote
interpersonal skills and trust through contact simaking, it also builds thinking and planning
skills, motivation and commitment to action (FreekB08). Lifeplan® is a combination of
human development and training in life skills, mdler to improve well-being in terms of health,
nutrition and choice, and can therefore be seenhadistic promotion of health in context, i.e.
restoring, maintaining and promoting bio-psychoksldeealth, as to add to the best possible
quality of life and well-being for the populatioRréeks, 2008).

The dynamics of the Lifeplan® programme are closelgted to the model of
community development described by the World He@ltganisation (WHO) as mobilizing and
empowering communities to become responsible fair ttwn health and development.
Emphasis is put on the improvement in standardisiofy, health status and quality of life, as
well as economic growth (WHO, 2003). The Lifeplapf@gramme has been designed according

to the socio-cultural context of the Taung rurahoounity, an area situated on the western part
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of the North West Province where it borders with Morthern Cape. Taung is approximately
428 kilometres from Johannesburg (South Africanl&xqy, 2008). According to the Census
2001 released in July 2003 (North West Provinc@920the majority of the residents in the
Taung rural community are Setswana speaking and afdise population belong to Christian
denominations.

In this study “rural” communities are understood®based on demographic,
infrastructure and socio-economic criteria thathagross nations (Thekiso, 2008). While
researching for alternative definitions it was fduhat poverty is closely linked to rural
communities (Aliber, 2003; Studies in Poverty andduality Institute, 2007; Woolard, 2002).
Explaining “rural” in terms of geography, GopauD(5) found that South African rural societies
are some of the most impoverished societies invtiiéd, and access to employment, education,
land, housing, health services and other resostdeseparate them from their urban
neighbours. An agreement has not yet been reachadtcommon definition for “rural”, as
African countries distinguish between rural andamrbon a legal basis, some kind of
administrative basis, or ‘common knowledge’ that@s easy to harmonize (WHO, 2006). Even
though no consensus have been reached about teestamtling of “rural communities”, it is
clear that they have fewer resources than urbammonities, leaving them, like the Taung
community, in a disadvantaged position. A great dépoverty is experienced in the Taung
municipality district, having an undersupply of lwaservices like running water, electricity and
flush toilets (Kintu, 2003). This has multiple ingations for rural development and planning in
the context of improving the standards of livingtie community as well as the overall health

situation.
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Combrink (2008) found that a gap exists in the kieolge of psychosocial well-being in
rural areas and emphasizes the importance of isiaggavell-being awareness in a rural context,
therefore enhancing the experienced level of pdyglical well-being.

In this study, psychological well-being is seemadti-dimensional (Wissing & Van
Eeden, 2002) and defined from a positive psycholigierspective focusing on strengths,
mental well-being and capabilities, with positiventributions towards enhancement in quality
of life (Thekiso, 2008; Wissing & Van Eeden, 200Rgsearch on psychological well-being has
opened up the possibility of a new psychologicétdiscipline focusing on psychological
strengths, called Psychofortology (Wissing & Vard&we, 2002). Early research of psychological
well-being was mainly focused on the subjectivearathnding of well-being, life satisfaction
and the difference between positive and negatifectfRyff, 1989). According to Edwards and
Steyn (2008), Carol Ryff (1989, 1995) has in regeyars, moved the focus from a subjective to
an objective conception of psychological well-beiagd integrated previously established
theories to operationalize the following six dimens of psychological well-being: 1)
Autonomy, which she defines as the regulation & ®own behaviour through an internal locus
of control, 2) personal growth, seen as the ahititglevelop and expand the self, to become a
fully functioning person, to self-actualize and @mplish goals, 3) environmental mastery is
choosing and controlling the surrounding and imedienvironment through physical and/or
mental actions, 4) purpose in life refers to theeped significance of one’s existence and
involves the setting and reaching of goals, whizhtgbute to the appreciation of life, 5) having
positive relations with others is an essential congmt in the development of trusting and lasting
relationships as well as belonging to a networkashmunication and support, and 6) self-

acceptance, which is a key component of self-aig@t#dn. There has however been a question
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about the universality of this model as it onlyarmorates Western personality theorists’ cultural
values and assumptions (Christopher, 1999).

Several models and theories have been developagtore the multi-dimensional aspect
of psychological well-being. Gropp (2006) has fouhe following dimensions to appear
consistently in most of these models: 1) Aspecthefself (intrapersonal, affective or cognitive
behaviour, spirituality and personal growth), aha@ther domains of life (interpersonal, social
and contextual, in love and work) in which the se#nifests itself. Van Eeden (1996) also
acknowledged these dimensions, stating that psggheal wellness can be divided into the
different facets of individuals’ lives, namely fas®f the self, cognition, emotions, behaviour,
social interaction and value alignments (Groppdéehuys, & Visser, 2007). Optimal
functioning of psychological well-being occurs whedhdimensions are in balance.
Psychological well-being therefore functions incanplex system that will change with time and
place, as well as with the integration of the d#éfg dimensions (Gropp, Geldenhuys, & Visser,
2007). Eckersley (2002) found that socio-cultueatdrs of psychological well-being can
directly affect health and well-being (Sokoya, @gh, & Muthukrishna, 2005).

The aim of this research study is to evaluate ffezieof the Lifeplan® programme on
the psychological well-being of the rural Taung couamity.

Method
Research Design

A mixed method sequential explanatory researchydd€iresswell & Plano Clark, 2007;

Tashakkori & Teddlie, 2003) was used with the wialation of quantitative and qualitative data

gathering and analysis methods. Qualitative dadsiged a refined understanding and
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explanation of quantitative results obtained duphgse one and two of this study (Cresswell &
Plano Clark, 2007).
Participants

Participants were adult individuals (N=99) betwé®m ages of 20 and 83 years, with a
mean age of 43 years, living within six rural tovimshe Taung community. Participants were
separated through simple random sampling (De Viogd&m, Fouché, & Delport, 2005), into an
experimental group (n=47) and a control group (n=BBth male and female participants
(12:87) were represented in the sample. The mgjofithe residents in the Taung community
are Setswana speaking. Some of the participants @eaployed, and most of them had limited to
no literacy capabilities.
Procedure

Participants were selected and informed consenblsned during initial access to the
Taung community. During the pre-evaluation stagetigipants completed the questionnaires for
guantitative data collection. Trained field workessisted illiterate participants in completing
the questionnaires. A staff member of AUTHeR presegtthe Lifeplan® programme to the
Taung community, where after participants were ds$&ecomplete the questionnaires again in
the post-evaluation stage. Qualitative data wellected through scheduled interviews, three
months after the programme was presented, dunpggipost-evaluation stage. All
guestionnaires were translated into Setswana tisenfprward translation, back translation
method (Ferreira, Carvalho, Ruotolo, de MoraisdBr& Prado, 2009). All questionnaires were

bound and all participants were fully informed abite voluntary nature of the research.
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Data Gathering
Quantitative Measures

Quantitative research was conducted in two stagpse and a post-evaluation stage
(Neuman, 1997). The following measuring instrumevese used as test battery in both stages of
the study.

General Psychological Well-being Scale (GPW&humalo, Temane, & Wissing, 2010)

The GPWS is a 20-item measuring scale developaddardance with research done by
Wissing and Van Eeden (2002) on the general psggical well-being (GPW) factor. Research
has shown that general psychological well-beinguiohes several functioning subsystems of the
person as a whole (i.e. affective, cognitive, béhaal, etc) (Wissing & van Eeden, 2002). The
identification of the GPW construct, involves seneoherence as measured with the Sense of
Coherence Scale, life satisfaction measured bg#tisfaction with Life Scale, and positive
affect balance measured by the Affectometer-2 (Kddoret al. 2010). The GPWS is therefore an
integrative construct with facets from both thedrdd and eudaimonic perspectives, and is
based on the fact that although psychological Weiig is conceptualized from different
theoretical perspectives and from different viewshaman nature, this actually refers to a great
extent to the same multi-dimensional phenomenocarcempirical data level (Wissing & Van
Eeden, 2002). The GPWS is a newly developed mewgstodl and has been validated and
translated into Setswana (Khumalo et al. 2010).

Patient Health Questionnaire (PHQ-9(Kroenke & Spitzer, 2002)

The PHQ-9 is the 9-item depression module fronPatent Health Questionnaire

(PHQ) and consists of the actual nine criteria tiictvthe diagnosis of the American Psychiatric

Association Diagnostic and Statistical Manual ofrité Disorders (DSM-1V) depressive
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disorder is based (Kroenke, Spitzer, & WilliamsQ2p The PHQ-9 is distinguished from other
two-step depression measures for which, when seweekigh, additional questions must be
asked to establish a DSM-1V depressive diagnosestein was added at the end of the
diagnostic portion of the PHQ-9, which is an exaeilglobal rating of functional impairment
and has been shown to correlate strongly with albeuraf quality of life, functional status and
health care usage measures. The PHQ-9 has goduopsgtric properties and is a valid and
reliable tool to use in an African context (Adewugda, & Afolabi, 2006).

Coping Self-Efficacy Scale (CSHChesney, Neilands, Chambers, Taylor, & Folkman,@6)

The CSE consists of 26-items measuring an indiVislself-efficacy to cope with life
stressors. It has three subscales, namely: profdeused coping, stop unpleasant emotions and
thoughts, and get support from friends and famityline with stress and coping theory,
predictive validity analysis of the CSE showed tttznge in using problem- and emotion-
focused coping skills was predictive of reducedcpsjogical distress and increased
psychological well-being over time. The CSE hasbeanslated into Setswana and has shown
good reliability and validity during previous resetadone in a South African context (Laureano,
2008).

Mental Health Continuum — Short Form (MHC-SF)Keyes, 2006; Keyes, Wissing, Potgieter,
Temane, Kruger, & van Rooy, 2008)

The MHC-SF consists of 14 items that were chosd@hemost prototypical items
representing the construct definition for each faéevell-being. Three items were chosen
(happy, interested in life, and satisfied) to reprég emotional well-being, six items (one item
from each of the 6 dimensions) were chosen to septepsychological well-being, and five

items (one item from each of the 5 dimensions) wlesen to represent social well-being. The
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response option for the short form measures ifréfggiency with which respondents
experienced each symptom of positive mental heaitti,thereby provides a clear standard for
the assessment and a categorization of levelsgifiymental health. Mental health is
categorised on three levels, namely: flourishingdarately mentally healthy and languishing.
The psychometric properties of the MHC-SF have shtmabe reliable and valid for use in an
African context (Van Rooy, 2007). The MHC-SF hagib translated into Setswana (Keyes et al.
2008).
Qualitative Measures

The first author and two co-authors conducted ssmictured interviews with thirty
participants (N=30) of the experimental group, dgrihe post-post evaluation stage. The
following questions were asked to find out how plagticipants experienced the Lifeplan®
programme, and if it had an impact on their welhge“What was negative and what was
positive about the programme?”, “Do you think tmegramme has made, or will make a
difference in your own lives or in the community@ahd “What was the most important thing
you got from the programme that you didn’t knowhad previously?” Participants were asked
to elaborate further on all questions. These ppéitds were chosen through the method of
simple random sampling (De Vos et al. 2005). Iritamg were recorded and transcriptions
delivered a total of 42 (A4) pages of information.
Data Analysis

Statistica (Marques de Sa, 2003) and SPSS (Madpi&s, 2003; Field, 2005; Pallant,
2007) were used in consultation with the North-Wésiversity Statistical Consultation Service
to analyse the quantitative da@ualitative data was analysed through coding, iregimaw data

into relevant text, repeating ideas and establgstiiemes using ATLAS.Ti 5.0 (Muhr & Friese,
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2004). From this information, theoretical and ative constructs were formulated (Auerbach &
Silverstein, 2003; Braun & Clarke, 2006). Trustthimess was ensured by 1) triangulation of
data analysis through a mixed method approachradependent coding, 2) continuous
confirmation of researcher’s interpretation anchiee with participants through member
checking, 3) reflexivity by continuous reflection my role as researcher to prevent possible
biases (Krefting, 1991).

Results
Quantitative Results

As Table 1 indicates, the measuring scales (GPVBE, @nd PHQ-9) used in this study
displayed good internal consistency with Cronbdphacoefficients varying between 0.76 and
0.93. Items on the MHC (EWB, SWB and PWB) and ti8&=(SFF) displayed low Cronbach
alpha coefficients (< 0.5). These low results caridund with scales that have less than ten
items (Nunnally & Bernstein, 1994; Pallant, 20Gf)d will require careful interpretation. On the
basis that a small non-homogeneous sample was t@st@lues have been included for the sake
of completeness.

Before the Lifeplan® programme was presented, @pents in both the experimental
and control groups were considered to have an gedexel of psychological well-being as
measured by the GPWS, when taking 4 as the middig pn this seven-point Likert type scale
(Khumalo et al. 2010). Both groups were moderataiytally healthy, neither “languishing” nor
“flourishing” on emotional well-being (MHC_EWB) argbcial well-being (MHC_SWB), as per
the MHC-SF (Keyes, 2009). On the MHC_PWB the sctoeboth groups indicated a level of

flourishing (Keyes, 2009). Both groups displayedderate to good coping skills as measured by
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all three subscales of the CSE (Chesney et al.)2@6the PHQ-9 both groups showed mild
symptoms of depression (mean< 10) (Kroenke & Spi2@02).

An independent-samples t-test was conducted to amarthe scores prior to the
presentation of the Lifeplan® programme, betweenetkperimental and control groups.
Statistical significant differences were found (G8WIHC_TOTAL, CSE_SUE and
PHQ_TOTAL p< 0.05) as indicated in Table 1. The magle of differences in the effect sizes
was small. A difference with medium effect was dtsaond for CSE_TOTAL, even though the

p-value was insignificant. As the sample is rekinsmall, this difference is important.

<Insert Table 1 approximately here>

Table 2 shows the means of the scales used, faxiperimental and control groups, pre-
and post-evaluation. The experimental group digaastatistical significant increases in scores
on the GPWS, but with small effect only. Small piead significance was also found on the
MHC_EWRB. The control group showed an increase iamecores on CSE_SUE, and a decrease

in mean scores on MHC_PWAB, both with statisticghsicance, but only with small effect.

<Insert Table 2 approximately here>

To compensate for initial differences (Table 1)rfdbetween the experimental and
control group, an ANCOVA test (Field, 2005; Palla2@07) was used to explore the differences
between the experimental and control groups dfieeptesentation of the Lifeplan® programme.

Table 3 shows that after adjusting for pre-evatuaticores, there were small significant
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differences found between the experimental andrabgtoups on post-evaluation scores for

most of the measuring instruments.

<Insert Table 3 approximately here>

Qualitative Results

The results are reported here in order of identifiemes. Themes are reported according
to frequency of occurrence.
Physical well-being

Firstly the participants indicated that through tifeplan® programme, they became
more aware of what a healthy lifestyle entails.sTdivareness has also created some concern
about the health risks they are exposed to, whicludile high blood pressure, cholesterol and
HIV. Participants identified specific factors thhey felt put them at risk. These included
unhealthy food, tbo much fét limited fruit and vegetables in their diets, aheé lack of
exercise. Since the Lifeplan® programme, they tsaged to apply the knowledge obtained to
their lifestyle, as reported in: “but now | try to exercise, ... fruit and vegetahtest | didn't
eat, now | begin to eat it, ... when you have HIV gnust never smoke, ...also eat good food and
help your body”.

Secondly, there seemed to be a lack of awareihess the role hygiene plays on
enhancing physical health, before Lifeplan® wasented. Comments like: fxe didn’t know
how to keep our body clean, ... if you wash you mash between my toes and my fingers and

sometimes germs they can be there, ... now | @odaisting”.
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Thirdly, dealing with stress to increase physigall-being was also explored and
participants are now “trying to relieve my stress, but though it is dific... one should take
rest so that your body can rest and so that youbattéer able to deal with the stress, ... 0 maybe
that stress when she sit alone at home, by nove flusy exercising”.

It seems that the participants’ experience of tifieplan® programme increased their
understanding of what aspects are important regauiysical well-being, and what role they
can play in creating a healthier lifestyle.

Social well-being

Before the Lifeplan® programme, participants untterd optimal social functioning to
be the result of working together and creatingtéebeommunity"...just continued helping each
other”. One participant indicated that.when | have a problem in sewing, | go to this Ineof
to ask him what'’s the problem when | forget tole teach me, and also he come to nTgiis
however tended to be very simplistic and conciegasing them difficulties with problem
solving, relating to others and handling conflistter Lifeplan®, participants provided examples
of how they have started to implement more effectiays of making provision for their own
finances'...don’'t have to wait for other people to do it, yda it yourself, ... Lifeplan® helped
me very much because by now I'm selling electficityproved communicatioh..| try to tell
them how to take care of themself, ... when yoe pasblems when you must sit down with your
family and talk”, and using more effective ways to handle conflictcommunity, when they
fight, come and learn them how to move from thifig to the writing, ...you see for the first
time she said she didn’t talk with peoples andghand forgive them after Lifeplan”.

Participants have indicated the importance ofihglpthers in the community and

teaching them the skills which they have obtaifedugh Lifeplan®'...because | didn't know if
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somebody got HIV and AIDS what can | help her or With, ... learning his sons about HIV
and AIDS, ... | got to teach him or her that yom d® this if you want life, ... Motivate, to
motivate other people”.

Participants found forgiveness to be an essefattabr in their social well-being after
completing the Lifeplan® programme. One participadicated thatI'm also glad about
Lifeplan®. The thing in Lifeplan® is about forgivess”. They also indicated tHatyou must
forgive him, ... | have forgive other people, heThildren when they fight I try to take them and
sit with them told them the big one must forgivegmmall one, ... are talking more to the people
and not just ignoring them”.

Although the participants are moving towards amdted to implement more effective
ways to improve their social well-being, factoielf...the abuse, and the alcohol abuse, and the
child abuse did not really change, ...unemploymeat& preventing them to experience optimal
social well-being.

Psychological well-being

Participants displayed a better acceptance of ifmp&fter, and standing up for
themselves after the programme. Before Lifeplan®dlseemed to be a lack of awareness of the
self as individual entities, functioning autonomiguSome changes have been made since
Lifeplan®, moving towards the satisfaction of theivn needs...accept yourself before that
you want the people to accept yourself, ... Arkelmyself, , ... It has also taught me to speak
out, ...Now when | sing | had that hapines#f'seems like Lifeplan® has made participants
aware of how they can look after themselves onyaiphl, emotional and social level,
contributing to a higher level of psychological Weting. Participants explain how they have

started to apply their knowledde:.we didn’t know how to keep our body clean..|, ...
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understand now, what can be bad in my body, whgdagl in my body,... | begin to exercise, |
eat healthy food, ... | wash myself and clean thesh, .... don’t have to wait for other people to
do it, you do it your self, ... It has also taughe to speak out, ... You are talking more to the
people and not just ignoring them”.

There seem to be a newly found motivation fromrttagority of participants, to work
towards the future and reaching their gdal8y now | stand up now and | am working, ... 1 do
something like go and work, ...We must try to wankd for what we want, ...By now we must
learn to go forward, not backward, ...it is thedpfan he encourage me more”.

Participants displayed difficulty in finding wordisr expressing emotions after
completing the Lifeplan® programme, and mostly oon general explanatiohs..we were
enjoying that, ... but it was very positive, ..uye not going to get better, ... help you feadjo
... |l am melancholic,...l was very positive abauti was feeling a little bit discouraged,...tisme
goes on | feel very encourageduring the interviews, emotions were mainly abayting with
issues in the community.

Coping

Participants spoke about how, after Lifeplan®, they handling stress and looking after
themselves to cope more effectively with life’s @erds. It seems that religion has always
played a big role in helping them to cope withidifft circumstances, and Lifeplan® confirmed
this importancé...learn about to pray, if | have the problem | masto pray for that fault, ...
you must thanks God always, nevermind the foambismnall, ... religion is very important”.
Talking about issues also seem to have an impatttednhandling of difficult situations. One

participant inidicated that after completing Lifep®*“...now today | know that if my child has
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HIV and AIDS, | just come and talk to him, speakito and say no, it is not the end of the life,
can go on going, and | teach her to go to the clini The stress come out”.

During the programme, participants were introduoechaking use of relaxation as a
coping mechanisr.. one should take rest so that your body carn aesl so that you are better
able to deal with the stressParticipants became more aware of effective cogkilts they
were already making use of before the Lifeplan®prome. Singing is one of these skills that
help them to deal with stress and problems as arteeipant explainsiwhen | sing | had that
happiness”.

Discussion

The current study investigated the effect thatifieplan® programme had on the
psychological well-being of the Taung rural comntynkrom a multi-dimensional perspective
this study attempted to understand psychologic#iteing through facets of the self, cognition,
emotions, behaviour, social interaction and valigneents.

Minimal increases with small effea<0.2) were found after the presentation of the
Lifeplan® programme. Participants displayed srimieases within their level of psychological
well-being as measured by the GPWS. The small &serén their ability to stop unpleasant
emotions and thoughts as measured by CSE_SUE faditzat the participants made more use
of emotion-focused coping (Chesney et al. 2006¢r dfie Lifeplan® programme was presented.
Similar to Worthington and Scherer (2004), parteifs have used forgiveness as an emotion-
focused coping strategy. As confirmation, partioigastated:...And now today | know that if
my child has HIV and AIDS, | just come and talkito, speak to him and say no, it is not the
end of the life, can go on going..., By now we rmash to go forward, not backward..., ... it is

the Lifeplan he encourage me more..., ...communiten they fight, come and learn them how
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to move from the fighting to the writing, ...accgptrself before that you want the people to
accept yourself..”.

The small practical significance found by MHC_EWR)gests that the increase in
effective emotion-focused coping had a positiveasimn overall emotional well-being. This
supports Fredrickson and Joiner’s (2002) theort gbaitive emotion should facilitate coping
with adversity, building psychological resilienagdeenhance emotional well-being.

No significant differences were found in MHC_SW8Bim CSE_SFF scores. Participants
have already made use of these skills prior tgtheentation of Lifeplan®, which can be seen in
statements like:...when | have a problem in sewing, | go to this neof to ask him what'’s
problem when | forget to do this teach me, and hils@ome to me’and as confirmed by the
interviewer, participants: “.just continued helping each othet. This supports the assumption
that people within an African context is more inelil to a collectivistic than an individualistic
way of life, and have a tendency within their créttowards gregariousness and group
orientation (Eaton & Louw, 2000). No practical sfgrant difference was found within
CSE_PFC. Participants only received an introdudiioproblem solving skills through the
Lifeplan® programme, and could benefit from a memdanced level of training in this
particular skill.

Participants displayed a greater sense of awaseéndsrms of their health, which might
account for the small practical significant deceeimsPHQ-9 scale scores. They became more
attentive to their health needs especially throexghrcise, a healthier diet and better attendance
to overall hygiene as can be seen but‘now I try to exercise..., ..fruit and vegetatiieat |

didn’t eat now | begin to eat it..., ....now | ds@dusting.
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Considering the phases of change (Prochaska, D&ltan& Norcross, 1992),
participants have started to modify their behaviedperiences and environment in order to
overcome what they found to be problems, and amefbre classified to be in the action stage.
Participants have therefore started the procesharfge, but may move through the
precontemplation, contemplation and action stagesral times before mantaining their new
behaviours (Prochaska et al. 1992).

Conclusions

Considering the small, but positive changes fouittinvthe experimental group and in
comparison with the control group in the post-eatitn phase, as well as the perceived
gualitative changes for the experimental groupait be concluded that the Lifeplan®
programme has enhanced aspects of psychologichbeiah, specifically with regards to the
general level of psychological and emotional welidg, and seems to have played an
educational role within the sample group.

Obvious limitations to the study include the sns&k of the samples for both
experimental and control groups. All quantitatizadwere gathered by trained field workers,
but the quality of their work could not be evaluhtdiHomogeneity of participants in terms of
gender and literacy levels, are further limitatitimat should ideally be taken into account by

future studies. As basis for a follow-up projeght sustainability of the Lifeplan® programme,
in other words its effect on the psychological wWading of participants over time, should also be

evaluated.



34

References

Adewuya, A. O., Ola, B. A., & Afolabi, O. O. (20Q6yalidity of the patient health questionnaire
(PHQ-9) as a screening tool for depression amadWiggrian university studentdournal
of Affective Disorders, 989-93.

Aliber, M. (2003). Chronic poverty in South Africkacidence, causes and polici¥gorld
Development31(3), 473-490.

Auerbach, C. F., & Silverstein, L. B. (2002 introduction to coding and analysis: Qualitative
data New York: New York University Press.

Braun, V., & Clarke, V. (2006). Using thematic aysas$ in psychologyQualitative Research in
Psychology, 377-101.

Chesney, M. A, Neilands, T. B., Chambers, D. Byldia J. M., & Folkman, S. (2006). A
validity and reliability study of the coping selffieacy scaleJournal of Health
Psychology11(3), 421-437.

Christopher, J. C. (1999). Situating psychologigall-being: Exploring the cultural roots of its
theory and researcBournal of Counseling & Developmei?, 141-152.

Cohen, J. (1997 Btatistical power analysis for the behavioural sces New York: Academic
Press.

Combrink, I. (2008)Socio-demographic factors and psychological weilrgén an African
rural context(Unpublished master’s dissertation). North-Wesivdrsity, Potchefstroom.

Creswell, J. W., & Plano Clark, V. L. (200Designing and conducting mixed methods
research Thousand Oaks, CA: Sage.

De Vos, A. S., Strydom, H., Fouché, C. B., & Delp@. S. L. (2005)Research at grass roots:

For the social sciences and human service profasggrd ed.). Pretoria: Van Schaik.



35

Eaton, L., & Louw, J. (2000). Culture and self iough Africa: Individualism-collectivism
predictions.The Journal of Social Psycholadgy4((2), 210-217.

Eckersley, R. (2002). Health, wellbeing and progriigw South Wales Public Health Bulletin
13(6), 128-130.

Edwards, D. J., & Steyn, B. J. M. (2008). Sportgtmlogical skills training and psychological
well-being.South African Journal for Research in Sport, Phgisieducation and
Recreation, 3(L), 15-28.

Ferreira, V. R., Carvalho, L. B. C., Ruotolo, Fe,Morais, J. F., Prado, L. B. F., & Prado, G. F.
(2009). Sleep disturbance scale for children: Tediw, cultural adaptation, and
validation.Sleep Medicingl0, 457-463.

Field, A. (2005)Discovering statistics using SPE%d ed.). Thousand Oaks, CA: Sage.

Fredrickson, L., & Joiner, T. (2002). Positive eians trigger upward spirals toward emotional
well-being.Psychological Scien¢&3(2), 172-175.

Freeks, F. E. (2008Manual for course facilitators: Lifeplan@Jnpublished manuscript,
African Unit for Transdisciplinary Health Resea(@UTHeR), North-West University,
Potchefstroom, South Africa.

Gopaul, M. (2006)The significance of rural areas in South Africa fourism development
though community participation with special refezerio Umgababa, a rural area
located in the province of Kwazulu-Nat@npublished master’s dissertation). University
of South Africa, Pretoria.

Gropp, L. (2006)An exploratory factor analysis on the measureméptgchological wellness

(Unpublished master’s dissertation). Universitysoluth Africa, Pretoria.



36

Gropp, L., Geldenhuys, D., & Visser, D. (2007). tsylogical wellness constructs:
Relationships and group differenc&suth African Journal of Industrial Psycholgogy
33(3), 24-34.

Keyes, C. L. M. (2006Mental health in the CDS youth: Is America’s yoildlirishing?
Retrieved from

http://psidonline.isr.umich.edu/Publications/Worgpk/CDS2ER/Papers/Keyes.pdf

Keyes, C. L. M. (2009Brief description of the mental health continuurorstiorm (MHC-SF)
Retrieved from

http://www.sociology.emory.edu.downloads/MHC-SF d@rDescription.doc

Keyes, C. L. M., Wissing, M., Potgieter, J. P., Bama, M., Kruger, A., & van Rooy, S. (2008).
Evaluation of the mental health continuum-shortfdMHC-SF) in Setswana-speaking
South AfricansClinical Psychology and Psychotherapy, 1B1-192.

Khumalo, I. P., Temane, Q. M., & Wissing, M. P. 12). Development and initial validation of
a general psychological well-being scale (GPWS3rirAfrican contextJournal of
Psychology in Africa20(1), 13-22.

Kintu, F. (2003).The status of healthcare services in the local aredaung(Unpublished
master’s dissertation). University of the Free &t&8loemfontein.

Krefting, L. (1991). Rigor in qualitative researdrhe assessment of trustworthinesserican
Journal of Occupational Therapy5b, 214-222.

Kroenke, K., & Spitzer, R. L. (2002). The PHQ-9nAw depression diagnostic and severity
measurePsychiatric Annals32(9), 1-7. Retrieved from

http://www.lphi.org/LPHIadmin/uploads/.PHQ-9-Revidvoenke-63754.PDF




37

Kroenke, K., Spitzer, R. L., & Williams, J. B. W2@01). The PHQ-9: Validity of a brief
depression severity measuriurnal of General Internal Mediciné6(9), 606-613.

Laureano, C. M. D. (2008Loping and psychological well-being of universitgly players
(Unpublished doctoral dissertation). North-West\émnsity, Potchefstroom.

Marques de Sa, J. P. (2008pplied statistics using SPSS, STATISTICA and MBTLA
Germany: Springer.

Muhr, T., & Friese, S. (2004)ser’s manual for ATLAS.Ti 5(@nd ed.). Berlin: Scientific
Software Development.

Neuman, W. L. (19975ocial research methods: Qualitative and quantiagépproache§3rd
ed.). Needham Heights, MA: Allyn & Bacon.

North West Province. (2009\n overview of the North West Provin&etrieved from

http://www.tourismnorthwest.co.za/about/index.html

Nunnally, J., & Bernstein, I. H. (1994ysychometric theor{Brd ed.). New York: McGraw-Hill.

Pallant, J. (2007SPSS survival manual: A step by step guide to @lsddysis using SPSS for
Windows(3rd ed.). Berkshire, England: Open Universitys8re

Prochaska, J. O., DiClemente, C. C., & Norcros€, J1992). In search of how people change:
Applications to addictive behaviorAmerican Psychologis#7(9), 1102-1114.

Ryff, C. D. (1989). Happiness is everything, oit?s Explorations on the meaning of
psychological well-beinglournal of Personality and Social Psychology(&71069-
1081.

Ryff, C. (1995). Psychological well-being in adiifié. Current Directions in Psychological

Science, #), 99-104.



38

Sokoya, G. O., Collings, S. J., & Muthukrishna,(RD05). Exploring the complexities of gender
roles and psychological wellbeing in farm-familié®splications for agricultural
extension, management and reseascuth African Journal of Agriculture Extension,
34(1), 122-135.

South African Explorer. (2008T.aung distancedRetrieved from

http://www.saexplorer.co.za/south-africa/distarasty_distance.asp

Studies in Poverty and Inequality Institute. (200He measurement of poverty in South Africa
project: Key issuesRetrieved from

http://www.treasury.gov.za/publications/other/pdykme/SPI11%20document.pdf

Tashakkori, A., & Teddlie, C. (2003)landbook of mixed methods in social and behavioural
research.Thousand Oaks, CA: Sage.

Thekiso, M. S. (2008Psychological well-being, health and the qualitfifef of farm workers in
South Africa(Unpublished doctoral dissertation). North-Wesiugrsity, Potchefstroom.

Van Eeden, C. (1996Fsigologiese welstand en koherin§ignpublished doctoral dissertation).
North-West University, Potchefstroom.

Van Rooy, S. G. (2007Yalidation of a scale to measure psychosocial Wwelkg in an African
context(Unpublished master’s dissertation). North-Westugrsity, Potchefstroom.

Vorster, E. (2006)Africa Unit for Transdisciplinary Health ResearchlTHeR).North-West
University annual research report. Retrieved from

http://www.puk.ac.za/opencms/export/PUK/html/fakitk/gesond/auther/auther_e.pdf

Wissing, M. P., & Van Eeden, C. (2002). Empiriclassification of the nature of psychological

well-being.South African Journal of Psychology,(3p 32-44.



39

Woolard, 1. (2002)An overview of poverty and inequality in South &sfrRetrieved from

http://www.sarpn.org.za/CountryPovertyPapers/Sofrth&/july2002/woolard/Poverty i

nequality SA.pdf

World Health Organization (WHO). (2003Jommunity empowerment for health and
developmentCairo: World Health Organization. Retrieved from

http://whglibdoc.who.int/emro/2003/WHO-EM _CBI 019 G eng.pdf

World Health Organization (WHO). (200@Africa symposium on statistical development: The
2010 round of population and housing censuSesaith Africa: World Health

Organization. Retrieved frofmitp://www.statssa.gov.za/asc/WebsiteReports/ASSB620

02.pdf

Worthington, E. L., & Scherer, M. (2004). Forgivesds an emotion-focused coping strategy
that can reduce health risks and promote healilierese: Theory, review, and

hypothesesPsychology and Health, {3), 385-405.



40

Table 1
Reliability analysis, and initial differences betwa groups: Experimental (N=47) and Control

(N=52)

Variable o Mean SD Mean SD p d

E C

GPWS_TOTAL 0.85 87.77 21.53 96.84 18.56 0.03° 0.42*
MHC_EWB 0.49 9.94 3.36 1040 3.06 047 0.14
MHC_SWB 0.55 1598 4.78 16.19 565 0.84 0.04
MHC_PWB 0.61 2596 3.71 2542 468 053 0.11
MHC_TOTAL 0.58 51.87 7.25 52.02 9.07 0.020.02

CSE_PFC 0.8694.66 17.43 85.40 19.30 0.20 0.48*
CSE_SUE 0.86 73.00 15.17 65.81 14.30 0.01° 0.47*
CSE_SFF 0.6640.51 861 37.87 7.93 0.12 0.31*

CSE_TOTAL 0.93 208.17 37.51 189.08 38.36 0.93 0.50**
PHQ_TOTAL 0.76 9.38 573 7.90 5.69 0.019.26*

Note: GPWS= General Psychological Well-being Scale; MH@=sntal Health Continuum;
EWB= Emotional Well-being; SWB= Social Well-beirgyvVB= Psychological Well-being;
CSE= Coping Self-Efficacy Scale; PFC= Problem fecusoping, SUE= Stop unpleasant
emotions and thoughts, SFF= Get support from fsearttl family; PHQ= Patient Health
Questionnaire; E= Experimental group; C= Controlugr; SD= Standard deviation; d= Effect
size

*d = 0.2 small effect, **d = 0.5 medium effect, *#*= 0.8 large effect & practical significance.

OStatistically significant (p-values&05).
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Pre-and Post differences within groups: Experimeh{&l=47), and Control group (N=52)

Pre Post

Variable Mean SD Mean SD Mean SD Mean SD p

E C E C C E C
GPWS_TOT 87.77 21.53 96.84 18.56 97.89 20.67 97.92 20.86 0.00° 0.75 0.47* 0.06
MHC_EWB 9.94 3.36 1040 3.06 10.79 354 1031 3.20 0.186 0 0.25* 0.03
MHC _SWB 1598 4.78 16.19 565 1568 549 16.81 547 0.73%20.0.06 0.11
MHC PWB 2596 3.71 2542 468 2557 334 23.67 543 0.594°00.10 0.37*
MHC _TOT 5187 7.25 52.02 9.07 52.04 898 50.79 1168389 047 0.02 0.14
CSE_PFC 9466 17438540 19.3094.66 18.7185.15 18.131.00 0.93 0.00 0.01
CSE_SUE 73.00 15.1765.81 14307482 1298 70.62 13.530.42 0.03°0.12 0.34*
CSE_SFF 4051 861 3787 7.93 40.16 8.21 3821 931 0.80/90.0.04 0.04
CSE_TOT 208.17 37.51 189.08 38.36 209.64 36.11 193.98 37.16 0.77 0.38 0.04 0.13
PHQ_TOT 9.38 573 7.90 5.69 8.30 5.74 7.56 527 0.24 0.6819 0 0.06

Note: GPWS= General Psychological Well-being Scale; MH@=sntal Health Continuum;

EWB= Emotional Well-being; SWB= Social Well-beirgyVB= Psychological Well-being;

CSE= Coping Self-Efficacy Scale; PFC= Problem fecusoping, SUE= Stop unpleasant

emotions and thoughts, SFF= Get support from fseartt family; PHQ= Patient Health

Questionnaire; E= Experimental group; C= Controlugr; SD= Standard deviation; d= Effect

size

*d = 0.2 small effect, **d = 0.5 medium effect, **= 0.8 large effect & practical significance.

OStatistically significant (p-values&05).
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Table 3

Analysis of covariance between groups: Post-evaiat

Variable p d

GPWS_TOTAL 0.36 0.19*

MHC_EWB 0.32 0.20*
MHC_SWB 0.32 0.20*
MHC_PWB 0.05° 0.40*

MHC_TOTAL 050 0.14

CSE_PFC 0.15 0.30*
CSE_SUE 050 0.14
CSE_SFF 0.62 0.10

CSE_TOTAL 0.34 0.20*
PHQ TOTAL  0.86 0.04

Note: GPWS= General Psychological Well-being Scale; MHsntal Health Continuum;
EWB= Emotional Well-being; SWB= Social Well-beirgvVB= Psychological Well-being;
CSE= Coping Self-Efficacy Scale; PFC= Problem fecusoping, SUE= Stop unpleasant
emotions and thoughts, SFF= Get support from fgeartl family; PHQ= Patient Health
Questionnaire; d= Effect size.

*d = 0.2 small effect, **d = 0.5 medium effect, *#*= 0.8 large effect & practical significance.

OoStatistically significant (p-values&05).



