
















































































































































































































































































The transcripts became the primary documents from which an analysis was conducted to identify
codes, themes and subthemes. This transpired both during and after the data collection period.
According to Westat (1995), in analysing focus group data, common themes, points of interest and
tendencies among participants’ comments are sought out by the researcher. The researcher
imported each transcript from Microsoft Office Professional Plus 2013, and exported them into
ATLAS Ti 8.0 software programme [Computer-Aided Qualitative Data Analysis Software
(CAQDAS) package for qualitative data analysis]. This assisted the researcher to group and assign

codes to each emerging theme.

The researcher then embarked on initial coding by identifying codes within the raw data of each
transcript. Phrases, which related to a specific idea or question, were grouped together. Similar or
related concepts were clustered together in thematic categories. The thematic categories were
synthesized and interpreted into an analytical narrative. This was aimed at illustrating and
reflecting the perceptions of the participants by means of telling a story (Braun & Clarke, 2006).
The researcher used these categories to give meaningful contributions to the themes derived from
the data collected. This enabled the researcher to refer back to literature, in order to make an
argument in relation to the research question. Data was analysed until theoretical saturation was

reached.

3.7 TRUSTWORTHINESS

The purpose of qualitative research is to express and elucidate a clear description of the personal

experiences of participants of the study (Patton, 2015). Data collected in qualitative research,
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should undergo a rigorous process, which is used as a way for establishing accuracy and integrity
of the qualitative research process (Robson & McCartan, 2016). This is completed in order to
ensure that the quality of research performed is trustworthy, thus ensuring reliability. This was
achieved in a number of methods according to Creswell (2009) data collection strategies. For the

purpose of this study, the researcher made use of three strategies. The strategies utilized included:

3.7.1 Peer review or debriefing: This strategy involves examining the data by someone
who is familiar with the research topic under investigation (Creswell & Miller, 2000). For
the purpose of this study, a colleague and fellow post-graduate student, who was familiar
with the phenomenon under investigation in this study, assisted the researcher as the peer
reviewers. This allowed the peer reviewer to challenge the researcher by asking questions
and exploring the interpretations of the researcher (Creswell & Miller, 2000). Through this
the researcher was able to express their own perceptions and thoughts about the research
study. Any instances of biasness reported by the researcher, was identified by the peer

reviewers.

3.7.2 Member checks: Providing the respondents with a conclusion of the findings is the
aim of this strategy. This is done, to ensure that the data are correctly interpreted (Creswell
& Miller, 2000). Once all the data was transcribed, the researcher made descriptions,
interpretations and findings available to the participants, so that they could determine if the
researcher had accurately translated the participants interpretations into data. No
rectifications were received, after the participants were given two working weeks to

respond with rectifications.
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3.7.3 Prolonged engagement: The researcher remained in the research setting for a
prolonged period of time to build trust with the participants. The researcher spent two
weeks leading up to data collection in the research setting, which assisted her in developing
an ‘in-depth understanding of the phenomenon under study’ (Creswell, 2009: pg 192). This
strategy provided the researcher with information that was not easily accessible, and
improved her perspective and understandings of the participant’s views and circumstances

(Creswell & Miller, 2000).

3.8 REFLEXIVITY

Reflexivity is one of the most important measures in qualitative research as it requires self-
reflection that is critical and context bound as well as self-knowledge, to prevent research bias and
ensure accuracy and validity. This ensures that the researcher’s assumptions and explanations are
accounted for as they impact the researcher, which inevitably influences the research findings
(Lucas, 2015). “Reflexivity is an awareness of the researcher’s role in the practice of research and
the way this is influenced by the object of the research enabling the researcher to acknowledge the
way in which he or she affects both the research process and outcome.” (Haynes, 2012: pg 72). In
a qualitative study of this nature, research situations tend to be dynamic, making it crucial to
analyse the context of the research to ensure that the gathering and analysis of data have not been

influenced. Thus, contributing to the validity of the findings (Krefting, 1991).

In this study as the researcher, | was able to acknowledge that my preconceived assumptions,

beliefs and biases about the research topic, may influence the results of this study. In relation to
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the participants I realized that | was able to establish rapport with participants because racially and
anatomically | was similar to them. The participants, like myself also came from a low-resourced
community within the WC Province. All the FGD groups found that they could relate to me. The
female participants who were in their early 20’s were comfortable communicating with me, as |
fell within their same age category. The manner in which | spoke came across as a slight barrier to
one of the FGDs as the female participants sometimes struggled to understand my pronunciation
of certain words. Throughout the research process, | remained conscious of my preconceived views
and assumptions of the research topic, which may have influenced the data collection and analysis
process. This encouraged me to make notes of the way I felt during each FGD. Each FGD started
with the researcher obtaining demographic information from each participant. In each FGD the
participants were assured and guaranteed confidentiality and trust. Each participant was

encouraged to share their experiences without being influenced by my position as the researcher.

The first FGD took place at the Communiversity of South Africa in the community of Vrygrond.
The FGD took place during the week, in the afternoon with 11 female youth participants, during
an assigned class period time. The female youth participants were in the process of competing their
final week at the Communiversity, before graduating and class participation during that final week
was mandatory. The first FGD with the female youth participants started a few minutes late, as we
waited for some of the other participants to arrive from their previous class. Once all the
participants had arrived the FGD ran smoothly with no disturbances or interruptions in between. |
observed that this group of female youth participants were very outspoken and during the
discussion, they were not shy or afraid to share any information about their community and family,

pertaining to the topic under discussion.
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CHAPTER FOUR

FINDINGS AND DISCUSSION

4.1 INTRODUCTION

This chapter presents the findings of the study, which were obtained through the FGDs as
explained in detail in chapter three. The findings are partly presented in the form of direct excerpts
from the FGDs. The researcher made use of thematic analysis, based on the health belief model
(HBM) discussed in chapter two. Besides this introduction, and the conclusion, the researcher
divided the chapter into the following main sections: profile of the participants; demographic
characteristics of the participants and classification of the research findings. A sequential

presentation of the aforementioned components of this chapter follows next.

4.2 PROFILE OF THE PARTICIPANTS

Participants of this study comprised of 22 female youth (between the ages of 18 and 35 years old)
from the community of Vrygrond. Each participant was either from the Sozo Foundation or
Communiversity. Pseudonyms were used to ensure anonymity of participants. The details of the
participants, with regard to age and the organization, to which they belonged, are depicted in table

4.1 below.
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Table 4. 1: FGDs participants

Pseudonym
Angela
Anna
Chantal
Elizabeth
Gemma
Gina
Grace
Gwen
Lisa
Melissa
Molly
Mondie
Natalie
Nicole
Ntombi
Oyintando
Princess
Rachel
Radia
Terri

Tumi

Age
23
26
18
20
21
25
20
24
21
27
31
19
25
21
20
20
19
35
19
23

35

FGDs Number

1

1

Organization

Communiversity
Communiversity
Communiversity
Sozo Foundation
Sozo Foundation
Sozo Foundation
Sozo Foundation
Sozo Foundation
Communiversity
Communiversity
Sozo Foundation
Communiversity
Communiversity
Communiversity
Sozo Foundation
Communiversity
Communiversity
Sozo Foundation
Communiversity
Sozo Foundation

Sozo Foundation
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Valerie 18 2 Sozo Foundation

4.3 DEMOGRAPHIC CHARACTERISTICS OF THE PARTICIPANTS

Table 4.2 illustrates the demographic characteristics of the participant’s. A total of 22 female youth
participated in this study. All of the participants were between the ages of 18 and 35 years old, and
English was the predominant (n=14, 63.6%) language spoken amongst them. The majority of the
participants were single (n=19, 86.3%), unemployed (n=14, 63.6%) and secondary schooling was

the highest level of education obtained (n=16, 72.7%) (Table 4.2).

Table 4. 2: Participants demographic characteristics

Demographics Category Number  Percentages
Age group 18-35 22 100%
Gender Female 22 100%
Language English 14 63.63%
Afrikaans 5 22.72%
isiXhosa 3 13.63%
Marital status Single/never been married 19 86.36%
Married 1 4.54%
Divorced 1 4.54%
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Widow 1 4.54%

Education Secondary School 16 72.7%
Diploma and above 6 27.3%

Employment status Employed 8 36.36%
Unemployed 14 63.63%

4.4 CLASSIFICATION OF THE RESEARCH FINDINGS

Illustrated in Table 4.3, are the four HBM concepts, which were adapted in this study, and could
be linked with the objectives of this study:

1. Perceived susceptibility,

N

Perceived severity,

w

Perceived benefits, and

&

Perceived barriers

The first two HBM concepts (perceived susceptibility, perceived severity) links with the first
objective, namely to explore the knowledge of PA and NCDs risk factors. The last two HBM
concepts (perceived benefits and perceived barriers) links with the second objective which is to
explore the perception of PA and NCDs risk factors. As previously mentioned in Chapter 2, the
HBM specifies that an individual’s health seeking behaviour is influenced by their perceived

susceptibility and or severity to a disease, as well as their perceived benefits and barriers to
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changing health behaviour (Rosenstock, 1974). The reasons individual’s participate in health risk

behaviours and the actions that they take to improve their health, is demonstrated through this

framework.

Table 4. 3: Classification of the research findings based on the HBM

Adapted from (Glanz et al., 2008)

HBM Concept

THEMES

SUBTHEMES

Perceived

susceptibility

Knowledge and perception of
PA
Knowledge and perception of

NCDs

e Familiarity

e Discrimination
e Ignorance

e Stigma

e Poverty

Perceived severity

Health effects of physical

inactivity

Health effects of NCDs risk

e Obesity and overweight
o Effects brain function and ageing
e Prone to injury

e Causes illnesses and death

factors e Increases risk of disease
e Lack of threat appreciation
Perceived benefits  Benefits of PA e Promotes healthier lifestyle

Benefits of preventing NCDs

risk factors

¢ Weight Control
e Recreational
e Promotes healthier lifestyle

e Saves money

89



Perceived Barriers  Barriers to PA participation e Time constraints

e Lack of interest

e Low self-esteem

o Safety

e Low awareness of opportunities
Barriers to preventing NCDs eFinancial constraints
risk factors e Convenience

e Knowledge deficit

e Parental influence

e Peer pressure

e Poverty

e lack of authoritarian

The next section presents first HBM concept, perceived susceptibility, with the relevant themes

and subthemes found in this study.

4.5 PERCEIVED SUSCEPTIBILITY

Perceived susceptibility emphasises the individual’s perception of the risk of experiencing a given
disease or condition (Glanz et al., 2008; Rosenstock et al., 1988). For example, an individual must
accept that there is a possibility of being at risk of having a disease, before he or she becomes
interested in alleviating the disease. Health knowledge is an essential component in understanding

and being able to interpret risks that determine an individual’s health related behaviour (Surka et
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al., 2015). This theme was used to explore the participants’ understanding and awareness of PA
and NCDs. More specifically, this section refers to how the female youth from the community of
Vrygrond comprehend and view PA and NCDs, and whether they are aware of being at risk of
having a disease, because of their behaviour and lifestyle. The experiences of the participants in
this study with regard to perceived susceptibility will be discussed under the following two themes:
(1) knowledge and perception of PA and (2) knowledge and perception of NCDs. Findings for

each theme and sub-theme are discussed in the next section.

4.5.1 Knowledge and perception of PA

Physical activity (PA) for the purpose of this study has been defined as any bodily movements
produced by the contraction of skeletal muscles that substantially increases energy expenditure
(Caspersen et al., 1985; Donnelly et al.; 2018). In this particular section, the researcher specifically
considered how the participants interpreted and perceived the term PA. The responses of the
participants on their knowledge and perception of PA will now be discussed under the following

subthemes: 1) familiarity and 2) discrimination

4.5.1.1 Familiarity

Familiarity refers to the feeling of knowing a word or the concept represented by the word
(Kaushik, Gupta, Kharb, & Chahal, 2017). For instance, some of the female youth participants
from this study, were able to recognize and understand what the term PA meant. Whereas, for
some of the female youth participants, the term PA was only known as two separate terms. One of

the female youth participants expressed the following about the term PA,
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I have heard about the word physical and activity but not the word combined (Radia)

The above response indicates that the female youth participants were aware of what the term PA
could insinuate, even though they were unable to provide the researcher with an exact definition
of the term. Based on the definition of PA provided above, it was clear that one of the female youth
participants had reasonable knowledge of what the term PA may imply, as she expressed the

following,
It’s something that keeps you active... it’s something that you need to move to do it (Molly)

In other responses provided by the participants, who were familiar with the term PA, they

interpreted PA as the following:
...being active physically... (Mondie)
...like physical is something that you can do... (Gwen)
...doing something active... (Tumi)

From the above responses, it is clear that the female youth participants are familiar with term PA,
and it can be interpreted and understood in various ways. According to Thomas, Nelson, &
Silverman (2015), PA can be described in several ways and can be performed as hobbies or
activities involved in daily living (Miles, 2007). Furthermore, PA includes all forms of movement,
which can occur in occupational, home and family care, competing in sport and exercise, for
transportation and in any leisure settings (ACSM, 2013; Silverman et al., 2005). This can be
intentional or unintentional. One of the participants shared that PA is an activity she is involved in

as part of her daily living:
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Like every day I do physical activities from the time that | stand up even here whole day

and then 1 walk home and so I think | exercise enough (Rachel)

Similar findings were reported in a study conducted in Langa, which is a low-resourced community
in the Western Cape. In this study, walking for transportation was common among the
participant’s, because the distance they travelled was not that long and paying to use public
transport for a 10 minute walk seemed like a waste of money to them (Brangan, 2012). Moreover,
this particular participant is under the impression that the PA she engages in on a daily basis is
satisfactory. However, according to the World Health Organization’s (WHO) global
recommendations on PA for health, ages 18 to 64 years old should do at least “150 minutes of
moderate-intensity aerobic PA throughout the week, or do at least 75 minutes of vigorous-intensity
aerobic PA throughout the week, or an equivalent combination of moderate- and vigorous-
intensity activity” (WHO, 2010: pg-8). Based on this recommendation, it is evident that this
particular participant is not meeting the global recommendations and she is unaware of the PA

guidelines.

These observations imply that even though some of the female youth participants’ are familiar
with the term PA, there is still some ambiguity about what the term PA implies. Participant’s
responses about PA, were vague, and from that it is evident that promoting PA and healthy lifestyle

behaviour among these female youth participants, could encourage regular PA.
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4.5.1.2 Discrimination

Discrimination emerged as a theme in this section, and it refers to treating people differently, (i.e.
unfairly or unjustly) due to the perception that the individual is different from others (Chin, 2010;
Liamputtong, 2011; ten Bokum & von Steinau-Steinriick, Bartelings, 2009). For example,
participants from this study expressed that people from their community, who participate in PA by
themselves, are often discriminated against, because it might be assumed that there is something
wrong with that particular person. Therefore, they are frowned upon or judged by other community

members for engaging in PA. The following was expressed by one of the participants:

...you will always see them with someone... you won’t see them alone because people will

think you are crazy... (Gwen)

When asked why this was the case, the following response was provided,

Because people think you are weird when you start living that lifestyle, they literally think
you are weird and what is wrong with you, you probably are supposed to be living in
Marina De Gama...that’s how it is. It is a very narrow minded like that’s how it is. If you
start something, you will never see people exercising here on the field and like a bunch of
ladies doing it, no... because you don’t want to look weird, because you live in Vrygrond

Capricorn Park, that’s just how it is. (Gemma)

These negative attitudes, feelings and perceptions that the participants have about PA participation
in their community, is seen to be a common observation when sexuality, ethnicity and disability
are concerned (Women’s Sport And Fitness Foundation, 2008). There are a number of ways that
individual’s cope with discriminatory experiences, which can result in engaging unhealthy

practices, such as avoiding PA and problematic eating (Sutin & Terracciano, 2017). For instance,
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from the above participant’s response, it is evident that her way of coping with this discriminatory
experience, is through avoiding participating in PA within the community. Based on these
findings, it is evident that participants feel that by participating in PA in their community, they
will be discriminated against, because PA is not a common activity people engage in within the
community. Therefore, more awareness about the health effects and benefits of PA needs to be
promoted in this community, to positively change people’s mind-sets about PA and encourage the

adoption of a healthy lifestyle.

4.5.2 Knowledge and perception of NCDs

For the purpose of this study, NCDs has been are defined as diseases that are non-infectious, are
of long duration and generally with slow progression (Bloom et al., 2012). In this particular section
the researcher sought out to explore what the youth female participants understood about the term
NCDs and how they perceived it. The responses of the participants on their knowledge and
perception of NCDs will now be discussed under the following headings: 1) ignorance, 2) stigma

and 3) Poverty.

4.5.2.1 Ignorance

Ignorance refers to the participant’s lack of knowledge of the term NCDs. The findings reveal that
none of the participants were unaware of the term NCDs. Some of the participants thought Human
Immunodeficiency Virus (HIV) and Tuberculosis (TB) were a type of NCDs, because they are the

only two diseases that are often spoken about within the community. Furthermore, NCDs are also
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described as diseases that are non-infectious, are of long duration and generally slow progression
(Bloom et al., 2012). These diseases include cardiovascular disease, type 2 diabetes, cancer and
chronic respiratory diseases and are caused by four common modifiable risk factors, which consist
of: tobacco use, physical inactivity, unhealthy diets and harmful use of alcohol (Baldwin et al.,
2013; Naik & Kaneda, 2015; Spires et al., 2016). Whereas, HIV and TB are diseases which are
classified as communicable diseases, because they are illness that can be spread or transferred,

through direct or indirect transmission (Hawker et al., 2012; Webber, 2016).

Participants used words such as “Health” and “diet” to explain NCDs. One of the participants
shared that NCDs “is a rare disease” (Elizabeth). It is clear, from the participant’s responses that
there is a lack of NCDs knowledge among youths. This to a large extent confirms what has already
been found in research on the knowledge of NCDs among youths as also discussed in Chapter 2
of this study. In a study conducted in India, among rural adolescent students, it was evident that
the majority of the students (76.2 percent) had a low level of awareness of NCDs risk factors (Ade
et al., 2014a). According to previous literature this makes it difficult for the participants to
comprehend the severity and understand the risks of the NCDs (Mengesha, 2015; Oelke et al.,

2016; Surka et al., 2015).

4.5.2.2 Stigma

The feeling of being ashamed is often associated with diseases that are life threatening and in this
section, it particularly refers to how the female youth participants perceived NCDs (DoH, 2013;

Stern et al., 2010). Most of the participant’s shared their perception of NCDs as being diseases that
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are health related due to poor lifestyle choices and unhealthy diets. Some of the participants
perceived NCDs as diseases that people were too ashamed or embarrassed to discuss in public.
Some expressed that NCDs could be diseases that are kept private, because people are afraid to
disclose their health status to their family or community members. For example, the following

perceptions about NCDs were expressed by some of the participants,

Like they are not spoken about often (Princess)

A lot of people doesn’t know about it (Melissa)

Like everybody don’t speak about their status and diseases (Gemma)

The above responses indicates that the participant’s-preconception of NCDs is associated with
stigma, because they are misinformed and have a lack of awareness about NCDs. According to
NCD Alliance (2011), stigma towards NCDs is known to be common in many countries
worldwide, due to a lack of awareness and misinformation, preventing people with NCDs from
playing an active role in society. Based on these findings, it is important to educate participants
and the community members about NCDs and their risk factors, as well as encourage them to seek
diagnosis and treatment, if they are infected by disease. Providing a comfortable platform for
participants and their community members to openly and confidently disclose their health status,
without feeling humiliated or ashamed, may also encourage these participants to disclose their
health status and adopt preventative measures that will lead to practicing a healthy lifestyle (NCD

Alliance, 2011; Shisana et al., 2013).
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4.5.2.3 Poverty

Poverty was another prevalent theme mentioned by the participants of this study. Poverty plays a
significant role in influencing participant’s choices of leading a healthy lifestyle. According to
Burton, Turrell, & Oldenburg, (2003) & Islam et al. (2014), people of lower socio-economic status
(SES) are often incapable of living a healthy lifestyle and do not participate in regular PA. Further
to this, Solomons, Kruger, & Puoane (2017), reported that people perceive leading a healthy
lifestyle as being expensive, due to high rates of unemployment and lack of financial means.

Participants reported the following about NCDs risk factors in their community,

So they will eat anything, so with regards-to finances, people tend to eat whatever there

is... (Gwen)

...on the nutrition’s side...unemployment and poverty is a leader also...like I am going to

eat whatever | get when | am feeling hungry... (Gina)

They can’t afford like you the cooking oil that has this and that...uhm and then also uhm |
think we are very lazy or relaxed, so | won’t go jog and whatever...and then the gym is
also expensive so | would rather stay at home and sit and nibble on whatever so it’s the

environment (Rachel)

That is also because our community is...the poverty scale is very, very high with

unemployment... so we don’t blame them. We can’t judge them you know? (Terri)

The above responses indicates that there is a lack of financial resources and a lack of opportunities,
in the community that the participants reside in. This has an influence on the health choices that
the participants are forced to make. Better opportunities need to be made available, so that people

are able to afford to make better health decisions.
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Overall, this particular section reported that the even though participants were familiar with the
term PA, they had insufficient knowledge of NCDs. For example, most participants had heard of
the term PA, but when asked about NCDs, all of the participants stated that they had never heard
the term before. Through probing, participants were able to break down the term and make better
sense of it. This could be because most of the participants have only acquired secondary school
education and they lacked the necessary health knowledge to understand what NCDs are as well
as the risk factors associated with it. The participant’s inadequate education level may be due to
the fact that, Vrygrond is a low-resourced community, where availability of education, living
standards and health care facilities are insufficient. Similar findings were reported by Kaba et al.
(2017), where the majority of their participants are with lack of knowledge. Furthermore,
Hosseinpoor et al., (2012) also stated that low level of literacy is one of the leading factors
influencing unhealthy and risky behaviours. This types of outcome could influence participants’

perceptions of PA and NCDs from a low resourced settings.
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4.6 PERCEIVED SEVERITY

Perceived severity highlights the perception of the implication of the effects a given disease or
condition would have on the individual’s health (Glanz et al., 2008; Rosenstock et al., 1988). In
this study, participant’s knowledge and perceptions of the health effects of PA and NCDs risk

factors are presented and discussed further in this section.

4.6.1 Health Effects of physical inactivity

The theme on the health effects of physical inactivity brought about the following three sub-themes
in this section: 1) obesity and overweight, 2) effects brain function and ageing and 3) prone to

injury.

4.6.1.1 Obesity and overweight

The health effects of physical inactivity was eminent by a majority of the female youth participants
from the FGDs. The participants identified overweight and obesity as the most common health

effects of physical inactivity. One of the participants stated the following,

Uhm | read on a page and it said “obesity doesn’t run in the family, it’s because no one

runs in the family”.... (Princess)

From the above quote, it is clear that the participants are fully aware that obesity and overweight
has a major health implications. Studies illustrate that the prevalence of obesity and overweight is

gradually increasing among adults and youth populations, as a result of physical inactivity (Belton,
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O’Brien, Meegan, Woods, & Issartel, 2014; Hanson & Gluckman, 2015; Sedumedi, 2016). Thus,
both healthy diet and involvement in PA are important components in maintaining a healthy weight

and reducing the risks factor of obesity and overweight.

4.6.1.2 Effects on brain function and ageing

In addition, brain function and ageing, was also discussed as a part of negative health effect of

physical inactivity and the following was reported by the participants,
Miss it can start affecting your brains also... (Princess)

If you have exercised, you don’t get old quicker than a person that doesn’t
exercise....because a person that don’t exercise is always complaining about joint pains
and stuff like that and uhm... and also when you do exercise, your mind...the way the mind
works, it works differently than a person who doesn’t exercise...because they normally say

if you do exercise, your brain thingy’s whatever it is, | don’t know... (Grace)
...when you are young, you look older than you think... (Elizabeth)

In the above response, participants identified that an individual’s mental health and ageing can be
negatively affected due to physical inactivity. This finding was in line with Kinsman et al. (2015),
findings which reported that ageing occurred rapidly in those who do not participate in regular PA.
On the other hand, it has been reported that participants who became active or remained active,
experienced healthy ageing, compared to their inactive counterparts (Hamer, Lavoie, & Bacon,
2014). Brain function is also greatly affected by physical inactivity (Bherer, Erickson, & Liu-

Ambrose, 2013; Erickson, Gildengers, & Butters, 2013). Previous literature illustrates that PA has
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consistent and robust effects on the brain, because it alleviates the negative impact of ageing on

the mind (Bherer et al., 2013; Erickson et al., 2013).

4.6.1.3 Prone to injury

In contrast, participants also reported that too much PA can have negative long term health effects.
One of the participants clearly reported that excessive PA, can result in long term damage to the

body, due to injury.

Sometimes it’s like people overdo it... and sometimes like people hurt themselves and it

can cause damage for the rest of their lives... (Chantal)

It is clear from this response that this particular participant is aware of the effects of over
exercising. Previous literature illustrates that obsessively passionate athletes as well as amateur
athletes are susceptible to injury (Malan, 2015; Paradis, Cooke, Martin, & Hall, 2013). According
to Gerche & Heidbuchel (2015), these injuries can lead to musculoskeletal injury, overtraining
syndromes, and perhaps cardiac fatigue/injury, if the correct amount of PA and exercise is not

performed.

Overall, the above responses clearly indicates that the participants are familiar with the health
effects associated with physical inactivity. It is evident that participants perceive inadequate as
well as excessive physical inactivity to have harmful long term, health effects on the body. Obesity,
weight gain, ageing and brain function were the prevalent health effects of physical inactivity

reported by the participants. These findings are consistent with results of a study conducted among
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South African females, where 87 percent of the participants reported to being overweight, due to
a lack of PA (Walter et al., 2011). Literature verifies that inadequate physical inactivity among
females contributes to a number of health issues such as obesity, type 2 diabetes, cardiovascular
disease, osteoporosis and some cancers including bowel breast cancer (Yeats, 2010). Ageing and
the improvement of brain function are on the other hand, one of the more positive health outcomes
of regular PA, mentioned by the participants. Furthermore, some participants of this study also
reported that physical as well as long-term health complications can arise when doing too much
PA. From the participants responses it is clear that they are aware and understand the positive as

well as the negative health effects of physical inactivity.

4.6.2 Health Effects of NCDs risk factors

The theme health effects of NCDs risk factors along with the following sub-themes: 1) causes
illness and death, 2) increases risk of disease, and 3) lack of threat appreciation, are discussed in

this section.

4.6.2.1 Causes illnesses and death

In this section, participant’s understanding of the health effects of unhealthy eating, excessive
alcohol use, tobacco use and physical inactivity is reported. The participant’s cognizance of the
health implications and severity of these NCDs risk factors was very distinct. Participants reported

the following,

You are going to get sick (Natalie)
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...a person could possibly die... (Lisa)

...like your death will take long to come and then you will get sick... (Anna)

Participants above responses, clearly indicates that they are aware and understand the severity and
health implications associated with engaging in unhealthy eating, excessive alcohol use, tobacco
use and physical inactivity. These four NCDs modifiable risk factors have been reported to have
long-term harmful effects on health, contribute to the development of NCDs, which have been
projected to be the leading cause of death globally. Even though participants of this study
understood the severity of these NCDs risk factors, it was not always the case in previous studies.
In a previous study conducted among rural adolescents, 76.2 percent of the learners had a low
awareness of the NCDs risk factors (Ade, Chethana, Mane, & Hiremath, 2014). Based on these
findings it is clear that emphasis still needs to be placed on health education to target these NCDs

risk factors from an early age.

4.6.2.2 Increases risk of disease

Participants furthermore identified diseases such as cholesterol, cancer, diabetes, kidney failure
and liver problems, as common health effects of engaging in NCDs risk factors. The following

other diseases and illnesses were also mentioned,

Like what also causes diabetic and high blood pressure is like how you eat fatty foods...

(Radia)

Your heart rate level would then drop (Oyintando)
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I would assume, okay I am going to get cancer if I am smoking — that’s a most definite. |
am obviously going to end up with diabetes if I am just drinking too much and never

exercising... (Gwen)

The above responses indicate that participants are aware and are able to make the relevant
associations, as to which NCDs risk factors, causes which diseases. According to previous
literature unhealthy eating, excessive alcohol use, tobacco use and physical inactivity have been
recognized to be directly related to NCDs and can lead to overweight and obesity, high blood
pressure, and high cholesterol (Baldwin et al., 2013; DoH, 2013; Wagner & Brath, 2012; WHO.,

2013).

4.6.2.3 Lack of threat appreciation

Additionally, participants felt that many people who engaged in these NCDs risk factors are

unaware of the risks and repercussions, of these long term health effects.

They don’t know what alcohol does...it causes kidney problems... (Angela)

...and what the alcohol does is, when the mother is pregnant, it causes the baby to be Down

syndrome... (Radia)

Participants of this study were in many ways very knowledgeable and aware of the negative effects
of NCDs risk factors. They were able to recognize what the four common modifiable risk factors
for NCDs were as well as the diseases associated with NCDs. The findings of this study was similar
to the findings reported in a study among Village Health Teams (VHT) in Eastern Uganda, where

over 50 percent of the VHT had existing knowledge of NCDs and their risk factors (Ojo et al.,
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2017). According to the World Health Organization (WHO) 2013, these four modifiable risk
factors have been identified to make a large contribution to NCDs morbidity and mortality rates

globally, if the probability of disease is not reduced.

Furthermore this study found that the female youth participant’s perception of the severity of PA
and NCDs was comprehensible. This could be because these diseases are known to be prevalent
within their family and community, as some of the participants conveyed having had first-hand
experience of the illness in self or with a relative. Interestingly, even though this was the case,
almost all of the participant’s conveyed that they were not physically active. Participants shared
that being PA in their community is uncommon, because of the environment they live in and
therefore engaging in PA is frowned upon and perceived negatively the community. This is
concerning, as PA is known to help in preventing the development of NCDs and other chronic

diseases (Alves et al., 2012; Knight, 2012; Pratt, Norris, Lobelo, Roux, & Wang, 2014).

4.7 PERCEIVED BENEFITS

Perceived benefits refers to the individual’s perception of the benefits to be gained by reducing
risk or seriousness of impact (Conner & Norman, 2005; Rosenstock et al., 1988). For example, it
is important for the participants to understand the extent and value of the benefits of PA and
preventing NCDs risk factors, in order to reduce the risk of developing NCDs later in life (Dobe,
2012). In this particular section, participants report their perceived benefits of PA and benefits of

preventing NCDs risk factors.
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4.7.1 Benefits of PA

Participants identified three benefits of PA, which are discussed as the sub-themes in this section.

These sub-themes include: 1) promotes healthier lifestyle, 2) weight control and 3) recreational.

4.7.1.1 Promotes healthier lifestyle

Strong associations were made between the perceived benefits of regular PA and leading a healthy
lifestyle. Participants of this study perceived that a healthy lifestyle is attainable through regular
PA participation, which in turn improves quality of life. The participants expressed the following

about the benefits of PA,

...to keep fit... (Angela)

For you to think better and faster and stuff like that... (Lisa)

...being more healthier... (Princess)

This clearly indicates that participants are knowledgeable and fully aware that with regular PA
participation, individuals can achieve positive health outcomes. These responses to a larger extent
confirm what has already been found in research on the benefits of regular PA. Regular moderate-
intensity PA such as walking and running, carried out more often and for longer periods of has
been widely reported to reduce the risk of a number of medical conditions and contribute to
personal wellbeing (Al-Eisa & Al-Sobayel, 2012; Miles, 2007). In a study conducted on the long-
term health benefits of PA, it was concluded that PA has positive long-term influence on all
diseases and improving quality of life (Reiner, Niermann, Jekauc, & Woll, 2013). Similarly, in a
study conducted among South Africans, their study findings emulate this study findings, as the
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majority of the participants (69 percent) knew that PA is beneficial for all populations (Makamu,
2014). However, these benefits are only attainable, if individuals achieve the recommended PA
and health levels, which is not always the case. In a recent study, it was reported that less than 50
percent of youth in South Africa where meeting the PA recommendations (Uys et al., 2016). Thus,
even though participants are knowledgeable and understand the health benefits of regular PA, this

does not always result in regular PA participation.

4.7.1.2 Weight control

In addition to promoting a healthier lifestyle, one of the participants reported that regular PA can

positively contribute towards achieving a healthier body weight,

It can be good because if you were too thin now you gained some weight, now you can be

living a better life (Oyintando)

...50 I would be excited, oh I am going to lose weight ...but not lose weight to lose weight,
but to be, feel healthier because when | was skinner, | felt healthier...so that is the whole

thing, because now if I walk, | feel out of breath a bit or whatever, ... (Molly)

In this response, it is clear that participants perceive PA as a positive influence in maintaining a
healthy weight in order to lead a healthy lifestyle. The importance of PA for weight control, has
been assessed and reported in numerous studies. These studies have focused on the role of PA for
weight loss, energy balance and weight maintenance, to reduce the development of diseases.
According to a report conducted on the role of PA for weight loss and weight maintenance, PA
may be an essential component of weight maintenance after weight loss, if individuals engage in

a regular exercise program and continuing that program as a lifestyle modification (Cox, 2017).
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4.7.1.3 Recreational

Furthermore, participants perceived the benefit of PA as being fun, despite all the effort and

commitment that is required to being physically active,

...miss like | was traumatized like I was on a four day camp and every day like twice a day
we went on long hikes miss and it strained our legs and we had to do it... like I won’t do it

out of myself.... but it was fun... (Melissa)

The above response indicates that even though participants found PA to be challenging and
difficult at times, they still enjoyed participating in PA. Similar findings were reported on a study
conducted on youth PA towards health. The participants in this study reported that they enjoyed
participating in PA and they perceived PA as being fun (Belton et al., 2014). Previous literature
illustrates that PA that are perceived as being fun, encourages long-term PA participation, which
in turn benefits and promotes healthy living (Beni, Fletcher, & Ni Chroinin, 2017; Budd et al.,
2018; Sundar, Lendal, Lagerlgv, Galvin, & Helseth, 2018; Tannehill, MacPhail, Walsh, & Woods,

2015).

4.7.2 Benefits of preventing NCDs risk factors

Promoting a healthier lifestyle and saving money were the only two sub-themes recognized by the

participants and discussed in this next section.
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4.7.2.1 Promotes healthier lifestyle

Participants felt that there were limited positive benefits associated with preventing NCDs risk
factors. NCDs risk factors were perceived as behaviours that are negative and the only benefit
associated with its prevention, related to promoting a healthier lifestyle. The participants reported
the following,

...you are eating properly... (Mondie)

...to be, feel healthier... (Gemma)

...buy food that’s healthy... (Lisa)

Go jogging every day... (Angela)

The above participants response is similar to that of a study conducted among Senegalese women
(Holdsworth et al., 2006). Participant’s perception around the benefits of not partaking in NCDs
risk factors correlates. These participants as well as the participants from the community of
Vrygrond, have a poor knowledge of the benefits of eating plenty vegetables and fruit in preventing
NCDs. Previous literature illustrates that immediate and lifelong benefits of protecting people from
the risk of developing NCDs can be achieved through dietary patterns established in childhood
and adolescence as well as increase in organized PA, which is known to continue during adulthood
(Monyeki, 2014; Shisana et al., 2013). Participants also reported that through prevention, they are
encouraged to lead a healthier lifestyle. This observation resonated with the Center for Disease
Control and Prevention, as they reported that prevention of NCDs risk factors, encompasses health
promotion activities that encourage healthy living and limit the initial onset of chronic diseases
(CDC, 2009). According to Sedibe et al. (2014), an important factor to enable female youth to eat

more healthily, is the knowledge of health benefits attached to traditional foods imparted by female
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caregivers and their involvement in household agriculture and food preparation. Health knowledge
and promotion can positively impact people’s beliefs and behaviours in relation to diet, thus

encouraging healthy dietary practices (Shisana et al., 2013).

4.7.2.2 Saves money

In addition to promoting a healthier lifestyle, participants expressed that one could potentially save
money if you do not purchase tobacco and alcohol products,

Stop smoking and telling yourself you are wasting money... (Nicole)

...you don’t waste your money... (Anna)

It is clear from the above response that participants are aware of the financial costs associated with
purchasing tobacco and alcohol products in their community. Further to this, Rosenthal et al.
(2008), reported that “saving the money spent on tobacco,products”, was endorsed as motivation
to quitting smoking among women. The use of these substances are known to be common in low
resourced communities, such as VVrygrond, because people are exposed to poverty and there are no
strict policy’s in place preventing purchasing of these substances (Islam et al., 2014; Moodie et
al., 2013). In a recent study conducted on the lifestyle and income-related inequality in health, the
researchers were able to illustrate that smoking and alcohol consumption contribute positively to
income-related health, deteriorate health significantly, and are concentrated mainly among the
poor, like the participants from Vrygrond (Mukong, Van Walbeek, & Ross, 2017). Furthermore,
the purchasing of these substances may also hinder participant’s ability to acquire more NCDs
related information, to prevent use of NCDs risk factors. This was evident in a study conducted

among young among adults in Diepsloot Township, Johannesburg, South Africa. Participants in
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this study, would go out to look for money to be able to purchase alcohol and drugs, instead of

being exposed to NCDs information (Kaba et al., 2017).

Overall, participant’s poor perception and insufficient knowledge of the benefits of preventing
NCDs risk factors is of concern. According to the health belief model, individuals who do not
perceive themselves at risk underestimate the consequences of unhealthy behaviour and they are
not aware of the benefits associated with behavioural change (Dobe, 2012; Glanz et al., 2008;
Hayden, 2008). This therefore implies that participants of this study are unaware of the
consequences associated with unhealthy eating, physical inactivity, harmful use of alcohol and

tobacco use.

4.8 PERCEIVED BARRIERS

Perceived barriers relates to the hindering characteristics of a treatment or preventative measure
that prevents exertion (Rosenstock, 1974). In this section, participants shared their opinions and
experiences of the obstacles they are faced with, which prevents them to lead heathier lifestyles.
These barriers affect female youth during various stages in life, as they assume roles of
motherhood, academic challenges and old age (Moreno & Johnston, 2014; Smit., et al., 2011;

VicHealth, 2014).
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4.8.1 Barriers to PA participation

In an attempt to be physically active, participants identified the following barriers preventing them
from being physically active on a regular basis: 1) time constraints, 2) lack of interest, 3) low self-

esteem, 4) safety, and 4) low awareness of opportunities.

4.8.1.1 Time constraints

Time constraints due to family obligations, was one of the most common barriers to PA
participation that was revealed by the participants. Participating in PA seems not always possible
for some of the participants as they stated that they have other commitments to attend to. The

following was expressed by one of the participants,

The time also has something to do with it because you, like, like for instance most of the
people that are staying in Vrygrond most of them are single parents, so they go and work,
then when they get home they need to see that there is food, they cook, it is a lot of stuff
that they have to do. For instances like talking about me now, because | won’t have time
like an hour and a half to go sit in the gym while | know that my kids are unattended to at
home and stuff like that. So if it would be something that 30 minutes at least, but an hour

and a half is too much. (Tumi)

From the above responses it is clear that family obligations such as caring for children and taking
care of household duties are negatively affecting these female youth participants from participating
in regular PA. The family’s needs are known to be time consuming, therefore preventing some

females from being able to participate in PA during their leisure-time (Moreno & Johnston, 2014).
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Most, if not all of the family needs in low-resourced communities such as Vrygrond, are attended
to by the female. It has become common in these low-resourced communities for females to be the
breadwinner of the family, supporting immediate as well extended family members, because they
all live under the same roof. The females not only support the family financially, but they also do

all of the household chores, which hinders them from enjoying leisure-time.

4.8.1.2 Lack of interest

Most participants expressed that even though they are aware that there are means and ways around
being physically active, without having to financially commit to doing so, they still choose not to
do so. Some participant’s admitted that laziness, boredom and lack of interest hindered them from
participating in PA on a regular basis. On the other hand, lack of self-motivation on living a healthy

lifestyle was stated as one of the major barriers.

We can totally do that...I mean like people, we see these stuff on YouTube, we have phones,
and we always see how we can improvise with that you can use as let’s say a step or

whatever the case may be, we just choose not to do it... (Gemma)

Numerous studies have reported lack of interest as a common barrier to PA (Sundar et al., 2018;
Onagbiye et al., 2016; Madise, 2016; Awadalla et al., 2014). Similar results were also found in a
study conducted among South African adolescent girls, and therefore they recommend that care
should be taken to provide activities that would interest females of all ages and abilities (Kinsman

et al., 2015). This in turn will promote and increase PA participation among female participants.
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4.8.1.3 Low self-esteem

Another important barrier which emerged from the FGD was low self-esteem. Low-self-esteem,
for the purpose of this study refers to participants feeling self-conscious and insecure about their
body image. This hindered the participants to take part in PA. Some of the participants stated that
it was difficult for them to engage in PA because of the way they felt and their lack of self-

confidence. Two of the participants shared,

| feel weird about it... | feel, I’'m skinny yes, probably people think Ja you look good...but
| feel like no, no. Like yes everyone is looking at me, thinking, so why are you here? You

don’t need this...why are you showing off... | always feel like that... (Gemma)

Miss sometimes you are insecure about your body, you wanna play miss but... (Melissa)

The responses from these participant’s confirm what is already known in literature. Many females
have reported to develop body dissatisfaction, low self-esteem and lack of confidence, particularly
when they are referring to their body image. According to Moreno & Johnston (2014), feeling
uncomfortable about the way one’s body appears, especially whilst performing PA or engaging in
certain types of activities is a significant barrier to PA. In a recent study conducted among
Australian adults, lack of self-esteem was identified as a common barrier to PA (Hoare et al.,
2017). According to the South African National Health and Nutrition Examination Survey
(SANHANES-1), individuals can overcome these feelings of self-esteem through interventions
that aim at improving body image. This in turn will increase PA participation, prevent the
development of NCDs and improve an individual’s self-esteem and physical health (Shisana et al.,

2013).
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4.8.1.4 Safety

The community of Vrygrond is a low-resourced community and has been reported to have high
crime rates, especially where women are concerned. The participants in the community expressed
that it is not always safe for them to participate in PA on a regular basis, therefore safety is major
issue for them. One of the participants who engages in PA, expressed that she can only do so
during certain times of the year, when it is lighter, because she fears her safety can be

compromised.

... during the summer its fine because it is lighter than it is in Winter....So in winter | don’t

do it at all, because it is really dark and people are so dodgy out there (Molly)

You just walk in the road then you without your phone... and shoes... (Valerie)

...there is shootings... sometimes it’s just cross fires... it’s mostly gang related... (Terri)

...maybe they will just rob you if you didn’t see them coming... (Elizabeth)

Furthermore theft has also become a big issue in the community. Participants mentioned that the

city put structures in place to facilitate outdoor PA, however that did not last long.

There is a park here that was made with the exercise stuff but it didn’t last long before they

stole all the stuff... (Gemma)

It is clear from the above response that the participants are concerned about their safety in the
community, which is hindering them from participating in regular PA. Violence such as theft,
shootings and abuse are common in this community and participants are afraid that, if they
participate in PA, their lives will be threatened. According to previous literature, personal safety

on the streets, on public transportation, and in and around sport and community centres is known
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to be a problem for females (Women’s Sport And Fitness Foundation, 2008). Female youth who
reside in low-resourced communities that are not conducive and are unsafe are less likely to
participate in PA than those who live in safe neighbourhoods (Yeats, 2010). Concerns such as
crime, victimization, traffic, stray dogs and lack of group participation have been documented in
previous studies (Wilson et al., 2004). In a study conducted among adolescent girls in rural South
Africa, parents had a legitimate concerns about the well-being and safety of their daughters,
because rape is a big concern in their neighbourhood (Kinsman et al., 2015). This fear, poses as a

hindrance for PA among these participants.

4.8.1.5 Low awareness of opportunities

Participants felt that there is a lack of awareness with regards to the opportunities and facilities
available in the community, which are used for sport and recreational purposes. Often they would
have to travel to neighbouring communities to join their sports clubs or PA programs. Even when
there are programs happening in the community, participants reported that they were unaware of

them. One of the participants reported the following,

...but the thing is miss, there is not a lot of programs like for that and people don’t know

about programs that they are... (Melissa)

In the above response, it is clear that participants are uninformed about the PA programs and
facilities available in their area. This is therefore seen as a barrier to PA. Similar findings were
reported in a study conducted among participants in a deprived suburban neighbourhood.
Participants felt uninformed about what was happening in their neighbourhood, where PA was

concerned and they referred to word of mouth as their main source of information (Withall, Jago,
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& Fox, 2011). According to previous literature, including more advocacy campaigns and
increasing publicity of the PA program and facilities in the community, can increase PA

participation (Monyeki, 2014).

4.8.2 Barriers to preventing NCDs risk factors

Barriers to preventing NCDs risk factors as a theme refers to participants perceptions of what
hindered them as well their community from avoiding or stopping the use of tobacco products,
consuming alcohol and eating unhealthy. Sub-themes such as 1) financial constraints, 2)
convenience, 3) knowledge deficit, 4) parental irresponsibility, 5) peer pressure, 6) poverty, and

7) lack of authoritarian emerged in this section and are discussed below.

4.8.2.1 Financial constraints

Living in a low-resourced communities like VVrygrond, makes it difficult for most people to lead a
healthy lifestyle because of affordability. Participants felt that the cost of buying healthy fresh food
was more expensive than buying unhealthy food from the local Spaza shop. Spaza shops, are local
informal convenience shops, commonly found in low-resourced communities, and they sell
everyday small household items (Steyn, Labadarios, & Nel, 2011). Some of these Spaza shops
sold fruit and vegetables, but these were not always fresh and appetizing, according to the
participants. Thus, participants felt that purchasing healthier food is more expensive and not
always affordable, despite the health outcomes. Some of the participants shared the same views
around affordability with regards to purchasing healthy food. These participants expressed the

following,
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Being healthy sometimes it cost a lot of money (Anna)

...and you always just have this in your fridge and you can make your own Gatshy or you

make a sandwich...its junk food...and then also veggies is very expensive... (Molly)

...the stuff that you use, that you should use like she uses coconut milk or olive oil, that

stuff is usually expensive... (Rachel)

Conversely, one of the participant’s, a mother from the community of Vrygrond, disagrees with
the statements made by the previous ladies. Tumi believes that buying fast food and/or “junk food”
is more expensive than buying healthy food. As the breadwinner of the family and the person
responsible for doing all the grocery shopping, Tumi noticed that every time she bought unhealthy
snacks for her children, it turned out to be more expensive and it didn’t last as long, than buying

healthy food.

...I buy both....I buy junk food because I have kids who like to nibble on chips and stuff like
that, so | buy that stuff and I buy the healthy food...but when I am cooking then in whatever
| am cooking there is a lot of veggies and less of the starch so they would have their starch
but I will have my veggies and my piece of meat... and then when I look at my slips, the
veggies cost, the heathy stuff cost less than the fried chips, all the chocolates...all your junk

food...that’s the expensive stuff... (Tumi)

This observation made by the participant, correlates with a study conducted on factors which
influence the consumption of street foods and fast foods in South Africa. The females were mainly
responsible for doing grocery shopping and considered a number of factors when purchasing foods
that males considered less frequently. The price of a given food item was considered important as

well as taking health considerations into account when purchasing food (Steyn et al., 2011).
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Furthermore, most participants explained that it is cheaper to purchase unhealthy food, because it
lasts longer and feeds more people, than purchasing healthy food. Purchasing and consuming fast
foods such as “slap chips” and bread, “Gatsby” or “Tshisa nyama” from the Spaza shop, is cheaper
and more filling than purchasing healthier food, like fruit and vegetables, (which are sometimes
not even fresh anymore) and they “are very appealing to poor people who need to reduce their

hunger as cheaply as possible” (Steyn, Labadarios, & Nel, 2011: pg. 5).

4.8.2.2 Convenience

Participants felt that it was easier to prepare unhealthy food because it took less time to cook and
did not require much effort. However, eating healthy and leading a healthy lifestyle is not always
practical and convenient for most participants, as it takes time to prepare and cook food. This was

perceived as a concern to one of the participants as she expressed the following

...but now if you buy fruit and vegetables, you must still come home and cook it and then

eat it... (Chantal)

As a result of this, it has become more common for fast foods to be consumed in low-resourced
communities because of the increasing cost of living, economic challenges, and increasing
availability, access and popularity of fast foods (Sedibe et al., 2014). The Spaza shops, is where
most participants would purchase their lunch, if they did not pack in lunch for that day. The Spaza
shop is close to work and sells prepared affordable food options. These food items sold at the
Spaza shops are not always the healthiest, but because the food is ready to eat and it is sold outside
their place of work, participants feel that this option is more convenient and requires less effort.

One of the participants shared the same perspective as Valerie and expressed the following:
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...and then is like, now you so busy or whatever, now you are eating bread and | mean you
eat bread and that’s like the worst, but it is so easy to pack it in at night and to have it the

next day or to say to the girls can’t you bring me a packet of hot chips... (Valerie)

This particular participants admits that bread is not the healthiest option, but because it is effortless
and doesn’t require much preparation, she enjoys eating it with a packet of hot chips, bought from
the local Spaza shop. The hot chips are usually made upon order and sold as takeaways, so that
people can enjoy them in the comfort of their own homes, with their family members. This is
usually a cheaper and more convenient alternative to purchasing potatoes and preparing them at
home. These hot chips are usually eaten with bread, because it is more filling, can feed more than
one person and are effortless to make. In low-resourced communities, where there is a lack of
finances and lots of people to feed, fast foods like hot chips and bread, is one of the most affordable
options, because it feeds many people. Some of the participants even mentioned that, when they
are hungry and they do not have enough money to buy food, they would all put money together,
to buy slap chips and bread or a Gatsby, because that way they can afford it and they can all enjoy

a fulfilling meal.

Many of the participants also shared that they would rather eat fast food or unhealthy food, because
they didn’t like the taste of certain fruit and vegetables. Eating and cooking vegetables seemed to
be something that only happened once a week, typically on a Sunday, for Sunday lunch. During
the week participants hardly cooked because of time constraints and instead they preferred to buy
food at the Spaza shop. Most of the participant’s work or attend school all day, so it is difficult for
them to prepare a healthy meal, after a long day. Instead they opt for eating something that is

unhealthy and quicker to prepare. One of the participants expressed the following:
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...but for instance like we work until 5:30pm so when you go at home you don’t feel like
cooking anything...so then you do whatever, Vienna’s or something and then there’s one,
like I only cook twice a week like food that will be once a week for food and on a Sunday.

So the other days we eat whatever (Molly)

From the above responses it is clear that participants find it difficult to prepare a healthy meal
during the week due to other work and family commitments, thus it is more convenient for them
to eat unhealthy and purchase processed foods, like Vienna’s. Vienna’s are processed sausages
that are made out of pork or beef and are commonly eaten in low-resourced communities, because
it is affordable and it requires no preparation time. They are often sold and bought prepared, so
that they are ready to be eaten. They can be eaten cold or warmed up. People from middle to high
income communities, usually use Vienna’s to make hot dogs, whereas people from low-resourced
communities will treat it as a protein that can be used in-almost all meals, by putting it on a
sandwich, in a Gatsby or even using it as protein filler in'meals like spaghetti and meat balls.
Instead of having beef meatballs, chopped Vienna’s are used as the more affordable alternative.
The consumption of processed foods like Vienna’s which are high in saturated fats, low in fibre,

and/ or having a-high glycaemic load is known as a poor diet (Mathur, 2011).

4.8.2.3 Knowledge deficit

One of the participants expressed that she would like to change, however her lack of dietary
knowledge and fear of failure, got in the way of her improving her diet. One of the participants

elaborated by stating:
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...there’s a lot of people in this community they would like to see a change, but they are
like so afraid of, okay like I am going to do this...but like of that failure part of everything
or like what if it doesn’t work out or what if I don’t have the support or whatever the case
might be...but if you are more knowledgeable...let’s say | don’t have anyone in my family
that has diabetes, my uncle he is so fit, but he has cholesterol and I am like ja dude how
did you get that and like he is healthy, eating healthy but he still has that... so for me it’s
like if you have knowledge of it and life experience about it then you can teach someone on

the different like do’s and don’ts... (Gemma)

It is clear from the above response that participant’s poor dietary knowledge is hindering them
from eating healthy and preparing healthy meals. Poor dietary practices that have been closely
linked to the development of chronic diseases include high-fat foods, lack of fruits and vegetables,
together with the use of low-density cholesterol cooking oil (Tawa, 2010). These are common
contributing factors associated with the increase in obesity, type 1l diabetes, metabolic syndrome,
and cardiovascular diseases later in life (Sedibe et al., 2014; Shisana et al., 2013). Being more
knowledgeable can positively influence beliefs and facilitate healthier food intake practices

(O’Brien & Davies, 2006).

4.8.2.4 Parental influence

Parental influence refers to the impact parents have on encouraging or discouraging children from
engaging in unhealthy behavioural practices (Mahabee-Gittens, Xiao, Gordon, & Khoury, 2013;
Musaiger et al., 2013; @stbye et al., 2013). Parents in the community also contribute and encourage

unhealthy habits in the community of Vrygrond, as they will send their children, who are under
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the drinking and smoking age, to purchase them alcohol and cigarettes at the local shop, making it
effortless for underage youth to obtain and engage in these substances. The participants felt that
severer consequences should be implemented to shop vendors who sell alcohol and cigarettes to

underage youth.

Miss like they are not supposed to sell cigarettes to people under 18...they must make it

more harder for people to get cigarettes because it’s too easy... (Melissa)

So if the child can buy cigarettes and they send the inspector up then they must close the

shop see... (Nicole)

The impact that it does is that the parents-send the kids with money to go buy them
cigarettes and now that also makes the child say okay my mommy is fine with me buying

the cigarettes so | can rather just smoke... they must stop that... (Radia)

Participant’s responses indicate that parents are equally responsible and to blame for youth in their
community to engage in these unhealthy habits. Smoking habits adopted at a young age are likely
to continue through to adulthood, increasing the exposure to and risk for NCDs (Baldwin et al.,
2013; Naik & Kaneda, 2015). Parents have been reported to have an influence on alcohol
consumption and tobacco use among young people. Frequent use of alcohol and tobacco among
parents is seen to increase the likelihood of young people being exposed to alcohol, tobacco and
related risk behaviours. Additionally, heavy binge drinking was reported to be more likely among

young people whose parents held permissive attitudes towards alcohol use (Ghuman et al., 2012).
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4.8.2.5 Peer pressure

All of the participants shared the same experiences around peer pressure and being negatively
influenced by their friends to partake in consuming alcohol at an early stage. Ntombi, expressed
that she has even lost friends along the way, because they were not willing to accept her in the

friendship group, unless she also participated in drinking with her friends.

Because me and friends when they are drunk and then when I stay with them then say you
must take one glass and then | say no I don’t drink, then 1 when I was grow up | didn’t

drink, so I can’t drink now... so then they say no man, its better if you must go (Ntombi)

Peer pressure has been as a common issue currently faced by many South African youth. Studies
have reported that peer pressure plays a significant role inalcohol misuse (Chauke, van der Heever,
& Hoque, 2015; Lewis & Lewis, 1984; Oluwamayowa, 2014). This was evident in a study
conducted on the demographic factors and the'influence of parents and peers, in KwaZulu-Natal,
South Africa, where respondents reported that their peers offered them their first drink (Ghuman
et al., 2012). According to Lewis & Lewis (1984), substance use during adolescence is increased
by having friends who live closer to each other and are involved in illegal or rule-breaking
activities. Similarly, Oluwamayowa (2014) stated that, facing peer pressure is inevitable and it
happens to everyone, because it is part of the social and emotional development of an individual
(Oluwamayowa, 2014). As people grow and develop, their thinking and behaviour is greatly
influenced by their peers over the years (Ghuman et al., 2012; Osgood et al., 2014; @stbye et al.,
2013). They can be positively or negatively influenced. However, in communities, such as

Vrygrond, where poverty is rife, most young people do not have positive role models to look up
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to, and thus, they find themselves in situations where they are negatively influenced by their

environment as well as their peers.

4.8.2.6 Poverty

Participants felt that because of the circumstances they are faced with on a daily basis, many young
people in the community use binge drinking as a way to overcome their issues. Take for example

this quote by Natalie:

Like people that are sitting at home, they like drinking every day. They don’t eat food they
just drink. They live for alcohol, so they don’t buy food, they buy wine...but sometimes

alcohol is taking their problems away...but it doesn’t (Natalie)

This finding is consistent with Ramsoomar & Morojele (2012) study, who reported that “the risk
for youth drinking, and binge drinking, is.exacerbated by environmental stressors such as poverty,
unemployment and crime”. This observations were found to be similar Seggie (2012) study who
reported that peer pressure, poor home environments and boredom, ignorance of alcohols harms
and the relative cheapness of alcohol products, and their ease of access are some of the reasons

associated with the use and misuse of alcohol among young people.

4.8.2.7 Lack of authoritarian

Lack of authoritarian for the purpose of this study refers to the failure to implement rules associated
with purchasing alcohol and tobacco products in the community of VVrygrond. Participants felt that
the laws and regulation around alcohol and tobacco sales and distribution are not strict enough,
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especially in their community. This is therefore contributing to the use and misuse of these
substances among youth in their community. Although the Tobacco Products Control Amendment
Act (No. 63 of 2008) and the Liquor Act, 2003 (No. 59 of 2003) forms part of the national
legislation on substance use, participants feel that this is not being implemented in their
community. Participants expressed that there is no control and all the shop vendors care about is
making money, thus selling alcohol and tobacco products to anyone, regardless of the age. This is
against the law, as both these acts prohibit the sale of alcohol products and tobacco products to
individuals under the age 18 years old. Furthermore, participants felt that these products are easily
available and accessible at the local Spaza shops, “shebeens” and other unlicensed liquor outlets,

which outnumber licensed ones (Seggie, 2012).

Alcohol and tobacco use seemed to be common substances abused in the community. The
consumption of alcohol in low-resourced communities like Vrygrond, has a long social history in
South Africa. Previously, the government had control over where people could purchase and
consume liquor, how much they could purchase, who produced and procured it, and the quality of
alcohol available to them (Schneider et al., 2007). These informal alcohol establishments originally
sold home-brewed alcohol and were known as the meeting grounds for activist during apartheid.
Operation of these Shebeens became “a form of resistance against oppressive laws” (Schneider et
al., 2007: pg. 664). During that time, almost 70 percent of liquor outlets were unlicensed, making
it highly available and accessible to large numbers of minors in low-resourced communities

(Ramsoomar & Morojele, 2012).
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High availability and accessibility of alcohol contributes to binge drinking among South African
young people. Binge drinking refers to “the consumption, on one occasion, of less than five drinks
for males and less than four drinks for females” (Ramsoomar & Morojele, 2012: pg. 551).
Increasing taxation and legislating liquor outlet registration has still not reduced alcohol
availability to minors in South Africa. Affordable price of alcoholic beverages, advertising, large-
scale youth specific marketing, poor community policing and areas of access are influencing

youths drinking patterns (Ramsoomar & Morojele, 2012).

The socioeconomic environment that participants are in, seems to have a great influence on
participant’s health risk behaviours and the actions that they take to improve their health. The
findings reported that a large number of the participants (63.6 percent) were unemployed and based
on participants perceived barriers to PA and to preventing NCDs risk factors responses, the
inequalities that are experienced by the participants hinder them from leading healthy active lives.
Barriers such as time constraints, lack of interest and low-self-esteem were identified as some of
the major reasons for physical inactivity among the participants. In addition, financial constraints,
convenience and poverty were some of the reasons related to preventing NCDs risk factors. Similar
findings were reported in a study conducted by Hosseinpoor et al. (2012). Participants with lower
education levels or household income levels, reported to have high levels of PA. It is evident from
this that the promotion of PA as an aspect of NCDs prevention in low-resourced communities, has
been largely neglected (Hosseinpoor et al., 2012). Therefore, it is important to consider the impact
poverty has on participant’s access to NCD related knowledge, in order to reduce and prevent the
risk of developing NCDs later in life. Furthermore, there is a need to consider integrating and

promoting PA and health knowledge at local schools, medical facilities and NGO’s in low-
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resourced communities, such as Vrygrond. Since, it has been reported that physical inactivity and
the development of NCDs is found to be more prevalent among females, programme developers
and policy makers should address these health issues and implement interventions specifically
focusing on females, to encourage PA and combat the development of NCDs. The conclusion of

this chapter is next.
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4.9 CHAPTER CONCLUSION

This chapter has presented a discussion of the participant’s knowledge and perception of PA and
NCDs risk factors, through the lens of the health belief model. Perceived susceptibility, perceived
severity, perceived benefits and perceived barriers were the four HBM concepts adapted and

discussed for each finding.

The participant’s responses presented that they had inadequate knowledge and misconception
about PA and NCDs risk factors. With regard to perceived susceptibility, the lack of knowledge
about the term NCDs is evident and although participants had limited knowledge about the term
PA, the misconception around PA is hindering participants from partaking in regular PA.
Participants were able to identify the health effects of physical inactivity and NCDs risk factors
and it was discussed further in this section. Participants expressed that if you do not participate in
PA you can be at risk of being obese and gaining weight, ageing faster and be prone to injury.
Being at risk of developing an illness and even dying are some of the more serious health effects
of NCDs risk factors that the participants identified. Participants felt that money can be saved and
one can lead a healthier lifestyle if NCDs risk factors are prevented. In addition, leading a healthy
lifestyle, achieving a heathier body weight and enjoyment, were recognized as benefits for
participating in PA. Although these benefits were identified, participants expressed that regular
PA participation and NCDs risk factors prevention, is not always easy to do, as they are faced with
many challenges that interfere and get in the way of leading a healthy and active lifestyle.

Chapter five presents the study’s conclusions and recommendations for further research.
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CHAPTER FIVE

SUMMARY, CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS

5.1 INTRODUCTION

The primary focus of this study was to explore the knowledge and perception of PA and NCDs

risk factors among the youth in a low-resourced community in the Western Cape Province.

This study consists of five chapters. Chapter one includes background, introduction and
significance of the study. Chapter Two includes a review of literature which explored PA and
NCDs risk factors among female youth. Also highlighted were the barriers to PA participation

among female youth and the burden of NCDs in the Western Cape Province.

An overview of knowledge and perception of NCDs risk factors and PA was presented, and lastly,
the Health Belief Model (HBM), which was the theoretical framework used in this study, was
outlined and defined. Methodological considerations, research approach as well as the research
design, were outlined in chapter three. A qualitative approach was selected to explore the
knowledge and perception of youth in a low-resourced community in the Western Cape, regarding
PA and NCDs risk factors. In Chapter Four, the findings of the study are presented and discussed,
using the HBM as the lens to interpret the findings of this study. In this chapter, summary,

conclusions and recommendations were presented below.
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5.2 EVALUATION OF THE RESEARCH

In chapter 1, the research question, aim and objectives of this study were stated and the structure
of this dissertation was explained. The general aim of the study was to explore the knowledge and
perception of youth in a low-resourced community in the Western Cape, regarding PA and NCDs
risk factors. This aim was achieved by making use of an explorative qualitative approach to gain
an in-depth understanding and to capture the female youths’ participants’ experiences with regard
to their knowledge and perception about physical activity and non-communicable disease risk
factors. The sample was selected from the population by means of homogeneous purposeful
sampling to ensure access of information rich data from the participant’s thoughts and experiences.
For the purpose of this study, FGD were used as the method of data collection with a semi-
structured question guide. The semi-structured question guide adopted open-ended questions to
encourage meaningful discussions that are explanatory in nature, about physical activity and non-
communicable disease risk factors. The FGDs were voice recorded, transcribed verbatim and
transcripts were read and placed into thematic categories were it was synthesized and interpreted
into an analytical narrative to form the data for this study. After the data had been analysed, it was
discussed in Chapter 4 with supporting literature. The process of data analysis helped the
researcher gain an understanding, from the participants’ perspective of their knowledge and
perception of PA and NCDs risk factors. In order to achieve this aim, certain objectives was set.

The following objectives were identified in Chapter 1:

1. To explore the youths’ knowledge of PA and NCDs risk factors.

2. To explore the youths’ perception of PA and NCDs risk factors.
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The summary of findings were presented within the HBM framework detailed earlier, in order to
explain how each objective was achieved by allowing the reader to gain insight into the knowledge
and perception of youth on PA and NCDs risk factors in a low-resourced community in Vrygrond,

Western Cape,

5.3 SUMMARY OF THE FINDINGS

The summary of the findings is presented within the health believe model, which was used as a
framework in this study. Participants of this study shared their knowledge and perception of PA
and NCDs risk factors. This study was conducted with female youth population from a low-

resourced community of VVrygrond.

5.3.1 Perceived Susceptibility

The first HBM concept highlighted participant’s knowledge and perception of the term PA and
NCDs. Two themes emerged from this concept namely: knowledge and perception of PA and

knowledge and perception of NCDs. Perceived susceptibility was explored in the following ways:

1. Whether participants were knowledgeable and understood what the term PA meant
2. Whether participants knowledgeable and understood what the term NCDs meant
3. How participants perceived PA

4. How participants perceived NCDs

A definition by Rosenstock, Strecher, and Becker, (1988) refers to perceived susceptibility as an
individual’s opinion of chances of getting a condition or a disease condition. For example, an
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individual must believe there is a possibility of being at risk of getting a disease, before he or she
becomes interested in alleviating the disease. Therefore, for the purpose of this study, the
participant’s understanding and perception of PA and NCDs, is discussed in this concept. From
the participant’s experiences and responses of perceived susceptibility, the following key findings

were raised:

1. Participants were familiar with the term PA

2. Participants had limited knowledge of the term NCDs

3. Even though participant’s were familiar with the term PA, they reported to have
negative experiences associated with PA

4. Participant’s environment and lack of financial resources influenced their perception

of NCDs as well as its risk factors

Findings from this study indicate that there is limited knowledge and misconception about PA and
NCDs. Some of the participants were familiar with the term PA, whereas others expressed that
they had only heard the term PA as two separate words, as a pose to one word. Additionally,
participants were aware of what the term PA could insinuate, even though they were unable to
provide the researcher with an exact definition. Participants expressed that the only form of PA
that they were participating in was mainly for transport and doing house hold chores. This could
be due to the fact that in a low-resourced community like Vrygrond, walking for transportation is
a common way of getting around for many reasons: not many people cannot afford to own a car,
the public transport is unreliable or inactive, the distance travelled is not long and paying in some
in cases some people cannot afford to pay for public transport. Similar findings were reported in a
study, where individual predictors for PA related to walking for transport and doing household

chores (Micklesfield et al., 2014). This had an influence on participant’s perception of PA, as
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participants were under the impression that walking to working and doing house hold chores, was
satisfactory and meet the global recommendations on PA for health. This finding is supported by
previous literature, where researchers found that disadvantage population groups are less
knowledgeable about PA and their guidelines (Hui & Morrow, 2001; Knox, Esliger, Biddle, &
Sherar, 2013; Makamu, 2015). Furthermore, participants felt that by participating in PA in their
community, they will be discriminated against, because PA is not a common activity people
engage in within the community. Therefore, participants limited knowledge and misconception

about PA is hindering them from adopting a healthy lifestyle.

With regards to NCDs, it was evident from the participant’s insufficient responses that they were
misinformed and had a lack of knowledge about the term NCDs. Participant’s perception of NCDs
related to their experiences with other diseases in their prevalent within their community such as
HIV and TB. Some of the participants perceived NCDs as diseases by which people were ashamed
or embarrassed to discuss in public. Furthermore, the socio-economic environment that the
participants are exposed to had an effect on their perceptions of NCDs, which influenced their
health behaviours. In addition, previous literature supports that there is a lack of NCDs knowledge
and misconceptions about NCDs risk factors (Makamu, 2015; Puoane et al., 2013). This findings
corroborates the findings of Ade et al. (2014), who reported low level of awareness of NCDs and
their risk factors among youths from a low socioeconomic area in India. Moreover, participants
experiences of stigmatization and poverty relating to NCDs within their community is known to
be common in developing countries, because people are restricted in the decisions that they are
able to make as a result of the socio-economic environment they find themselves (Burton et al.,

2003; Islam et al., 2014; NCD Alliance, 2011).
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5.3.2 Perceived Severity

The second HBM concept highlighted participant’s knowledge and perceptions of the health

effects of PA and NCDs risk factors. This was done by exploring the themes in the following ways:

1. Whether participants were knowledgeable and understood what the health effects of PA
are

2. Whether participants knowledgeable and understood what the health effects of NCDs are

3. How participants perceived PA health effects

4. How participants perceived NCDs health effects

For the purposes of this study, the interpretation of perceived severity as offered by Glanz, Rimer,
Viswanath, & Orleans, (2008) has been adopted. According to these researchers, perceived
severity refers to an individual’s opinion of how serious a condition and its consequences are. For

the purposes of this study, this interpretation of perceived susceptibility was utilised.

Participant’s knowledge and perception of PA and NCDs risk factors health effects, gave rise to

the following key findings:

1. Participants identified overweight and obesity as the common health effects of
physical inactivity.

2. Participants acknowledged that an individual’s mental health and ageing can
negatively be affected due to physical inactivity.

3. Participants are aware and understood the severity and health implications
associated with unhealthy eating, excessive alcohol use, tobacco use and physical

inactivity.
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4. Participants are aware and able to link which of NCDs risk factors causes which

diseases

Findings in this study indicated that physical inactivity and NCDs risk factors have negative health
implications to an individual’s overall health status. The following conditions were then identified
by the participants as the health effects of physical inactivity: overweight and obesity, brain
function and ageing and injury. This was supported by Henderson and Ainsworth (2003); WHO
(2011), who also found the health risks of physical inactivity to be associated with being at risk of
premature death, some chronic diseases and obesity. In addition, associations were made, as to
which four modifiable NCDs risk factors (tobacco use, physical inactivity, unhealthy diets and
harmful use of alcohol) causes which diseases. The World Health Organization (2013) stated that
these four modifiable risk factors are known to make a large contribution to NCDs morbidity and

mortality rates globally.

5.3.3 Perceived benefits

The third HBM concept highlighted participant’s perception of the benefits of PA and preventing
NCDs risk factors. This concept was explored in conjunction with the study objectives and

participant’s perceptions and opinions were recorded in the followings ways:

1. How participants perceived the benefits of PA

2. How participants perceived the benefits of preventing NCDs risk factors

A definition by Conner and Norman, (2005) refers to perceived benefits as an individual’s
perception of the benefits to be gained by reducing risk or seriousness of impact. For example, the

extent and value of the perceived benefits needs to be understood in order to reduce the risk of
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developing a condition or a disease. Therefore, for the purpose of this study, the participant’s
understanding and perception of the perceived benefits of PA and preventing NCDs risk factors,

was discussed in this concept.

From the participant’s experiences and responses of perceived benefits, the following key findings

were raised:

1. Participants are knowledgeable that with regular PA participation, individuals can
achieve positive health outcomes

2. Participants perceive PA as a positive influence in maintaining a healthy weight in
order to lead a healthy lifestyle.

3. Participants perceived the benefit of PA as being fun, despite all the effort and
commitment that is required to being physically active.

4. Participants felt that there were limited positive benefits associated with preventing
NCDs risk factors

5. Participants expressed that one could potentially save money if you do not purchase

tobacco and alcohol products

It was found that there are positive benefits associated with participating in PA on a regular basis.
Participants identified promoting a healthy lifestyle, weight control and recreational as their
perceived benefits of participating in regular PA. However, these benefits are only attainable, if
individuals achieve the recommended PA and health levels, which is not always the case. Most of
the participants reported that the only PA that they engage in pertains to walking for transport or
doing household chores, which they are aware is insufficient, thus making them unable to attain

these benefits. Similar findings were described in studies conducted among South African youth,
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where participants did not meet the recommended PA and health levels (Sedibe et al., 2014; Uys

etal., 2016).

Along with promoting a healthier lifestyle, saving money was found to be one of the benefits of
positive benefits associated with preventing NCDs risk factors. Due to the socioeconomic
environment participants reside in, participants are fully aware of the financial implications
associated with purchasing tobacco and alcohol products. Participants expressed that individuals
should remind themselves that money is being wasted through purchasing these products as well
as if individuals stop engaging in these NCDs risk factors, they can save money. This is supported
by Aira, Wang, Riedel, and Witte (2013) were participants reported that saving money is preferable

to purchasing alcohol or tobacco products.

5.3.4 Perceived barriers

The fourth HBM concept highlighted participant’s perceived barriers of PA and preventing NCDs

risk factors. This was done by exploring the themes in the following ways:

1. How participants perceived the barriers of PA

2. How participants perceived the barrier of preventing NCDs risk factors

For the purposes of this study, the interpretation of perceived barriers as offered by Glanz, Rimer,
Viswanath, and Orleans, (2008) has been adopted. According to them, perceived barriers refers to

an individual’s opinion of the tangible and psychological costs of the advised action. In this
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section, participants shared their opinions and experiences of the obstacles they are faced with,

which prevents them to lead heathier lifestyles.

Participant’s perceived barriers of PA and preventing NCDs risk factors, gave rise to the following

key findings:

1. Family obligations such as caring for children and taking care of household duties are
negatively affecting these female youth participants from participating in regular PA.

2. Even though participants are aware that there are means and ways around being
physically active, without having to financially commit to doing so, they still choose
not to do so.

3. Even though participants were interested in being physically active, it was difficult for
them to do so because of the way they felt and their lack of self-confidence.

4. Participants felt that the cost of buying healthy fresh food was more expensive than
buying unhealthy food from the local Spaza shop.

5. Participants felt that it was easier to prepare unhealthy food because it took less time to
cook and did not require much effort.

6. Participants felt that parents are equally responsible and to blame for youth in their
community who engage in unhealthy habits.

7. Participants also felt that the laws and regulation around alcohol and tobacco sales and

distribution are not strict enough, especially in their community.

Participants in this study expressed that there were various barriers hindering their participation in
PA. Barriers such as time constraints, lack of interest, low self-esteem, safety and low awareness
of opportunities were identified by the participants. According to Moreno and Johnston, 2014;

Smit et al., 2011; VicHealth (2014) these barriers are seen to effect female youth during various
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stages in life, as they assume roles of motherhood, academic challenges and old age. Many of the
participants in this study are unemployed and therefore are required to assist with household chores
as well as family obligations. As a result, participants expressed that they found it difficult to

participate in PA because of their daily commitments.

In some cases, participants felt that they lacked motivation and interest to participate in PA. This
may be due to the fact that the environment that they reside in, is known to have high rates of
crime, therefore participants do not feel safe to participate in PA within their community. This
coincides with previous literature, where it has been reported that female youth who reside in low-
resourced communities that are not conducive and are unsafe are less likely to participate in P.A

than those who live in safe neighbourhoods (Yeats, 2010).

Furthermore, barriers such as financial constraints, convenience, knowledge deficit, parental
irresponsibility, peer pressure, poverty and lack of authoritarian hindered participants from
preventing them from engaging in NCDs risk factors. Many of the participants expressed that they
cannot afford to lead a healthy lifestyle and they do not have the time to do so. This could be due
to the fact that they lack the sufficient knowledge on how to purchase and prepare healthy cost
effective meals. On the other hand, according to Aira, Wang, Riedel, and Witte (2013) the rising
cost of groceries cause by the fluctuating economy and political conditions may also be a

contributing factor.
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It was also found that participant’s socio-economic environment has an impact on their perceptions
and decisions made with regards to preventing them from engaging in NCDs risk factors. The
perpetuating cycle of poverty in the community of Vrygrond, contributes to these barriers faced
by the participants. According to Hosseinpoor et al., (2012) poverty-reduction strategies may
contribute to the success of policies addressing these NCDs risk factors that are prominent within

these low-resourced communities, where education is utilized to reinforce healthier lifestyles.

5.4 CONCLUSIONS RELATED TO THE RESEARCH FINDINGS

The study set out to examine the research question: What is the knowledge and perception of youth

in a low-resourced community in the Western Cape Province regarding PA and NCDs risk factors?

To this end, participants of this study were invited to participate in FGDs. The FGDs adopted semi-
structured questions based on literature. Questions were guided by the HBM, which is the

theoretical framework which was used to shape this study.

From the findings, it can be concluded that:

5.4.1 Perceived susceptibility

e Participants were reasonably knowledgeable about the term PA. However, they
misunderstood the recommended amount of PA required to improve their health,
corroborating with findings of Hui & Morrow Jr, (2001); Knox, Esliger, Biddle, and
Sherar, (2013); Makamu, (2015).
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There is a lack of knowledge with regards to NCDs, indicating that participants are
uninformed about NCDs and their risk factors in their community and local healthcare
centres. Being aware of NCDs and its risk factors is essential, in order to seek the necessary
screening, diagnosis and treatment required. It can also assist with the establishment and
implementation of intervention programmes that promote healthy lifestyles and prevent
NCDs, corresponding to findings of Lorga, Aung, Naunboonruang, Junlapeeya, and
Payaprom (2013); Shivalli et al., (2013).

Participant’s misconceptions about PA and NCDs is a result of their environmental
influences and their lack of knowledge, indicating that the lack of financial resources and
opportunities in the community, as well as participants inadequate education level
influences unhealthy and risky behaviours. This finding is supported by Hosseinpoor et al.

(2012).

5.4.2 Perceived severity

The health effects of physical inactivity include obesity and overweight, effects brain
function and ageing and individuals can become prone to injury. This is hindering
participants from performing at their optimal level, thus also increasing their risk of
sustaining a musculoskeletal injury or impairing their physical performance, corresponding
to findings of Teyhen et al. (2016).

Participants are aware of the health implications and severity associated with engaging in

unhealthy eating, excessive alcohol use, tobacco use and physical inactivity. Individuals of
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low socioeconomic status generally experience a higher burden of NCDs risk factors,

corroborating with findings of Allen (2017).

5.4.3 Perceived benefits

Participating in regular PA and preventing NCDs risk factors can promote a healthier
lifestyle. Regular moderate-intensity PA, carried out more often and for longer periods of
can therefore reduce the risk of a number of medical conditions and contribute to personal
wellbeing corroborating with findings of Al-Eisa and Al-Sobayel (2012); Miles (2007).
PA contributes positively to-maintaining a healthy weight in order to lead a healthy
lifestyle. PA may be an essential component of weight maintenance after weight loss, if
individuals engage in a regular exercise program and continuing that program as a lifestyle
modification as supported by Cox (2018).

Participating in regular PA can be enjoyable. PA that are perceived as being fun,
encourages long-term PA participation, which in turn benefits and promotes healthy living,
as supported by Beni, Fletcher, and Ni Chroinin, (2017); Budd et al. (2018); Sundar,
Leondal, Lagerlgv, Galvin, and Helseth, (2018); Tannehill, MacPhail, Walsh, and Woods
(2015).

Engaging in negative health behaviours can be financially taxing. Purchasing of tobacco
and alcohol products hinder participant’s ability to acquire more NCDs related information,
to prevent use of NCDs risk factors. This findings correspond with that of Kaba et al.

(2017).
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5.4.4 Perceived barriers

e Time constrains hinder regular PA participation. Participating in PA is not always possible
for some of the participants as they have other commitments to attend to, thus limiting their
time, corresponding to findings of Moreno and Johnston (2014).

e There is a lack of interest with regard to PA participation. Participants mentioned laziness,
boredom and lack of interest hindered them from participating in PA on a regular basis.
Similar findings were reported by Awadalla et al. (2014).

e Participant’s lack of self-confidence hindered them from being physically active. This
hindered the participants to take part in PA in their community. Interventions aimed at
improving body image and improve self-esteem will increase PA participation, prevent the
development of NCDs, corroborating with findings of Hoare, Stavreski, Jennings, and
Kingwell (2017).

e Personal safety in the community, hinders the participants from participating in PA.
Participants mentioned that it is not always safe for them to participate in PA on a regular
basis, in their community. This finding is supported by Yeats (2013).

e Healthy foods are more expensive to purchase than unhealthy foods. Thus, participants felt
that purchasing healthier food is more expensive and not always affordable, despite the
health outcomes. Access to healthy, affordable foods can encourage participants to
consume healthy food, corroborating with findings of Seguin et al. (2014).

e It is more convenient for participants to eat unhealthy foods and purchase processed foods,
due to time constraints. As a result of this, it has become more common for fast foods to

be consumed in low-resourced communities because of the increasing cost of living,
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economic challenges, and increasing availability, access and popularity of fast foods, as
supported by Sedibe et al. (2014).

Parents negatively influence and encourage unhealthy habits. Participant’s responses
indicate that parents are equally responsible and to blame for youth in their community to
engage in these unhealthy habits, corresponding to findings of Ghuman, Meyer-Weitz, and
Knight (2012).

Lack of authoritarian encourages the use of alcohol and tobacco products. Participants also
felt that the laws and regulation around alcohol and tobacco sales and distribution are not
strict enough, especially in their community. Government structures that are put in place
to increase taxation and legislate liquor outlet are not elevating the issue. This finding is

supported by Ramsoomar and Morojele (2012).

Recommendations for further research as well as recommendations to benefit practice are made in

the next section of this chapter.

5.5 STUDY LIMITATIONS

This study set out to explore the knowledge and perception of PA and NCDs risk factors among

youth in a low-resourced community in the Western Cape Province. The limitations that were

recognized during the execution of this study, are discussed below. These may also serve as further

methodological recommendations for the improvement and adjustment of the findings and

conclusions of this study.
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5.5.1 Language

Firstly, even though the research was conducted in English and most (63.6 percent) of the
participants indicated that English was their first language, the researcher still found it difficult to
conduct the FGD, particularly with the Sozo Foundation participants. Participants might have been
able to provide even richer descriptions of their knowledge and perception of PA and NCDs risk

factors, if the research was conducted in a language(s) participants were more comfortable in.

5.5.2 Age

This study only included female youth between the ages on 18 and 35 years old and therefore,
describes the knowledge and perception of PA and NCDs risk factors, of that specific age group.
Even though there were clear reasons why female youth of this age were chosen, this study does
not give account on what the knowledge and perception of PA and NCDs risk factors are of older
or younger female youth, and acknowledges that there might be other factors which impact the

knowledge and perception of PA and NCDs risk factors of female youth of different age groups.

5.5.3 Participants

Even though the researcher clearly indicated the reasons why it was important for this study to be
gender specific, the focus was specifically on the knowledge and perception of PA and NCDs risk
factors of female youth and the knowledge and perception of PA and NCDs risk factors of male
youth, was therefore not addressed in this study. During the time period data was collected, most

of the participants had already left the Vrygrond to go on holiday, making it difficult to conduct
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each focus group discussion with ten participants. Setting focus group discussion times and days

posed itself as a challenge as well.

5.5.4 Demographic area

This study was conducted in Vrygrond, a low-resource community in the Western Cape Province
and acknowledges that it would not necessarily be possible to generalize the findings of this study
to other South African provinces and low-resourced communities. Due to the researcher being a
member of the neighbouring community, it was challenging to connect and engage with

participants from the Vrygrond community, to participate in this research study.

5.6 RECOMMENDATIONS

The following recommendations are being made on the basis of the findings with regard to the
knowledge and perception of PA and NCDs risk factors among youth in a low-resourced
community in the Western Cape Province. Recommendations for further research and for practice

are discussed below.

5.6.1 Recommendations for practice

5.6.1.1 Perceived susceptibility

1. Participants should be encouraged to participate in regular PA from an early age. This

may reduce the risk of developing NCDs later in life and increase PA participation.
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2. PAand NCDs knowledge needs to be increased among participants. It is recommended
that the Western Cape Health department and local health facilities develop and
implement a health knowledge based intervention to education and create awareness
about PA and NCDs risk factors. This will in turn positively influence participant’s

perceptions about PA and NCDs and encourage healthy lifestyle practices.

5.6.1.2 Perceived severity

1. Itis suggested that the Western Cape Health department collaborates with local health
facilities regarding future dialogue about the prevention of the health effects associated

with physical inactivity and NCDs risk factors.

5.6.1.3 Perceived benefits

1. It is recommended that the Department of Cultural Affairs and Sport (DCAS) assign a
specific focus to promote and encourage female youth in low-resourced communities, to
participate in regular PA and lead a healthier lifestyle.

2. It is recommended that local reactional facilities and sports clubs host frequent PA
activities and programmes that are enjoyable and focus specifically on female youth.

3. It is suggested and recommended that local recreational facilities in the community of
Vrygrond and surrounding communities, work in partnership, perhaps once or twice a year,
to host mutually financially beneficial festivals, fundraisers and events to create awareness

around the benefits of PA and preventing NCDs risk factors, with a specific focus on female
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youth. This will enable more female youth to work together and create supportive networks

that will encourage regular PA participation and prevent unhealthy behaviours.

5.6.1.4 Perceived barriers

1.

It is recommended that PA programmes that are available in the community accommodate
the female youth’s schedules and family obligations that they have to attend to. Perhaps
initiating a day care facility will encourage females to participate more in PA because their
children will be attended to.

It is recommended that local recreational facilities and sports clubs collaborate with the
female you to introduce new and fun activities that will encourage and create interest
around PA participation.

It is suggested that more female instructors, of all shapes and sizes, as well different ethnic
backgrounds, are appointed to train and coach female youth participants, so that they feel
more comfortable and confident to participate in PA. Participants who can relate to their
instructor and are comfortable in the space that they are in, are more likely to participate in
PA on a regular basis.

The Western Cape department of health in collaboration with local NGO’s should develop
workshops that educate female youth on how to grow their own vegetable gardens and how
to prepare food in a healthy way. Therefore, leading a healthy lifestyle will become more
cost effective.

It is recommended that meal prep workshops are provided in the community to educate
and teach female youth on how to prepare healthy weekly meals. This will therefore
increase the consumption of healthy foods and reduce the purchase of unhealthy foods.
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6. Parents need to be educated about the health implications PA and NCDs risk factors have

on their children. Parent and youth initiatives about the risk of unhealthy behaviours and
the role parent’s play in encouraging a healthy lifestyle need to be implemented in
collaboration with local schools, NGOs and the Western Cape department of health.

It is suggested and recommended that stricter policies should be put in place to monitor the
sales and distribution of alcohol and tobacco products, in communities such as Vrygrond.
Increasing the tax on these products and enforcing server punishment for illegal and under
age purchase of these products may reduce the purchase of alcohol and tobacco products

in the community. Thus, decreasing the risk of developing NCDs.

5.6.2 Recommendations for future research

Throughout the investigation the researcher came across different aspects which impacts female

youth’s knowledge and perception of PA and NCDs risk factors and on the basis of this would like

to make the following recommendations for further research:

From the findings, there is a need to conduct further research in order to explore the
knowledge and perception of PA and NCDs risk factors among female youth in more low-
resourced communities in the Western Cape, and on a larger scale, in South Africa. There
is a lack of literature exploring the knowledge and perception of PA and NCDs risk factors
among female youth in low-resourced communities within the Western Cape Province, in
conjunction with the health belief model, this could therefore assist the researcher to

provide further insight into the effect knowledge and perception of PA and NCDs risk
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factors have on regular PA participation and prevention of the development of NCDs later
in life.

It is recommended that further research takes place by increasing the number of FGDs,
thus increasing the sample size considerably, by including female youth participants from
other low-resourced communities within the Western Cape, in order to gauge a more
holistic view of the knowledge and perception of PA and NCDs risk factors among female
youth in low-resourced communities in the Western Cape Province.

As this study has illustrated that there are various barriers preventing regular PA
participation and NCDs risk factors, it may be necessary to direct further research towards
the impact these barriers could have on the increasing PA participation and reducing risk
of developing NCDs in these low-resourced communities.

It was revealed in this study that there was a lack of NCDs knowledge among the female
youth participants, which had an influence on their perception of NCDs risk factors. Further
research could be aimed at developing NCDs awareness interventions and programmes to
educate female youth in low-resourced communities about NCDs and its risk factors, the
risks thereof, prevention and management of NCDs.

As this study was conducted qualitatively, further research could be aimed at conducting
quantitative data in conjunction with qualitative data. This may strengthen the quality and
richness of the data provided, as well as assist in developing intervention programmes that
focus specifically on increasing female youth knowledge and perception of PA and NCDs

risk factors, so that they can lead and enjoy a healthy quality of life.
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5.7 RESEARCHER’S EXPERIENCE OF THE QUALITATIVE PROCESS

The exploratory nature of this study, warranted the utilization of a qualitative research design. Due
to the nature of the information sought and the intricacies and variations of the participant’s
experiences with regards to their knowledge and perception of physical activity and non-
communicable disease risk factors, a qualitative approach was indisputably the most feasible
research method for this study. This study sought the experiences, understanding and opinions on
physical activity and non-communicable disease risk factors from female youth participants

residing in a low-resourced community.

The use of the HBM, as the theoretical framework of the study was useful to guide this research.
This enables the researcher to design questions appropriate for the different concepts of health

behaviour as illustrated in the HBM, for the female youth participants.

The facilitation of the data collected was assisted by the willingness shown by all the female youth
participants. Participants were interested to contribute to this research and agreed to being audio
recorded using an electronic voice- recorder. It is important to note that the findings presented in
this research only apply to a set of purposefully selected participants. Generalizations to the study
findings cannot be applied elsewhere, as they are only pertinent to the context of the community
of Vrygrond, in the Western Cape Province. As a researcher | believe that female youth in low-
resourced communities want to acquire more knowledge and have positive opinions about physical
activity and non-communicable disease risk factors. This research was conducted from the idea
that the lack of knowledge and misconception about physical activity and non-communicable

diseases may play arole in the prevention or promotion of physical activity and non-communicable
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disease risk factors. In addition, as the researcher | wanted to comprehend what participants

understood and perceived about physical activity and non-communicable disease risk factors.

As the researcher, from my experience of this study, | found that most of the participants during
the focus group discussions spoke openly and freely. | also noticed that the participants from the
second focus group discussion found it difficult in the beginning to express themselves and later
became more comfortable with engaging in the discussion. An opportunity for conversation was
provided and the participant’s viewpoints were understood holistically. Participants shared strong
views about their experiences with physical activity in the community of VVrygrond as well as their
lack of knowledge of the term non-communicable diseases. Some of the participants expressed
that they have never heard of the term non-communicable diseases before and even though they
have heard of the term physical activity, it did not promote or increase their desire to want to be

physically active because of the low-resourced community.they resided in.

During the data analysis of this study, it was clear that there was a lack of knowledge and
misconception about physical activity and non-communicable disease risk factors, which in turn
contributed to and affected the promotion of physical activity and prevention of non-

communicable disease risk factors. This was discussed in detail in chapter four of this study.

An opportunity for further research is presented in this study. Possibly having more sports
activities focused on females and more health awareness initiatives, would have expand the field
of research and results considerably. A shortcoming of this study is perhaps that, as the researcher,
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I could have collected data in other low-resourced communities within the Western Cape Province.
This would have provided richer data, broadened results and findings of this study extensively.
More focus group discussions could have been conducted to allow for more in-depth discussions
and participant’s views could have been challenged further. This study provides useful information
with regard to knowledge and perception of physical activity and non-communicable disease risk
factors to the provincial and national department of sport and recreation, sports federations, clubs,
provincial as well as the national department of health. This may provide an opportunity for these
stakeholders and governmental departments to create a better environment and atmosphere to
facilitate physical activity participation and to create awareness about non-communicable diseases
and its risk factors. As the researcher, | felt that-my inexperience in research, hindered me the
opportunity and foresight to motivate and probe for answers to questions around practical
improvements that can be made, with the current resources that are available. Even though this
may have been a missed opportunity, the data collected for this study is rich and considerable

valuable.

5.8 STUDY CONCLUSION

This study reveals that there is a lack of knowledge and misconception with regards to physical
activity and non-communicable disease risk factors. The term NCDs was unknown by all of the
participants and even though the participants were aware of what PA is, their perceptions of PA
hindered them from being physically active on a regular basis. Participant’s shared various PA and

NCDs barriers that hindered them from participating in regular PA and leading a healthy lifestyle.
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The results of this study provided insight into what the participants understood and perceived with
regards to PA and NCDs risk factors and offered recommendations for further research and
practice. The results and findings of this study can be utilized by government sport departments,
sports federations as well as the government health departments within the Western Cape and
South Africa, to improve and promote PA participation and create awareness about NCDs and the

risk factors among female youth in low-resourced communities.

In conclusion, this study provides insight to the knowledge and perception of female youth in a
low-resourced community with regards to PA and NCDs risk factors. This investigation aims to
create awareness, and provide information with regard to the current knowledge and perception of
female youth in a low-resourced community in the Western Cape Province, with regards to PA

and NCDs risk factors.
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APPENDIX A: Information Sheet

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

1t
\, > ) Tel: +27 21-959 3137 Fax: 27 21-959 3688
RESPics mtosf"cE

E-mail: bandrews@uwc.ac.za or myoung@uwc.ac.za or onagbiyesunday@gmail.com

INFORMATION SHEET

Project Title: Physical activity and non-communicable disease risk factors: knowledge and

perceptions of youth in a low resourced community in the Western Cape

What is this study about?

This is a research project being conducted by Mpai Rampou at the Vrygrond community in the
Western Cape Province, Cape Town. The purpose of this study is to explore the knowledge and
perception of physical activity and non-communicable disease risk factors among the youth in a
low-resourced community in the Western Cape. This study provides information about the risk for
disease regarding physical activity and exercise, specifically for female youth across the lifespan.
This study also provides awareness and an overall insight into lifestyle choices, heath, diet,

behaviour and exercise.

What will | be asked to do if | agree to participate?
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Participants are free to contribute to this research through focus group discussions. The participant
will be asked to sign a consent form as well as a confidentiality binding form to ensure their
anonymity and protection of the information gathered. Participants will be asked to provide some
personal information for demographic purposes. The focus group discussion will take place for
approximately 90minutes and a semi-structured question guide will be used to facilitate the

discussion.
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Would my participation in this study be kept confidential?

To ensure your anonymity, the use of pseudonyms (fake names) and/or numeric codes will be used
to ensure anonymity of the participant. As part of the data collection phase of research, the
researcher will use a Dictaphone or audio-recording device to record the discussion. The researcher
is the only person who will have access to this recording, and these audio files will be stored in a
locked cabinet at the Department of Sport, Recreation and Exercise Science, to ensure the safety

of the audio-files. Your identity is protected throughout the research process.

What are the risks of this research?

There may be some risks for participating-in this research study. The study may include risks that
may be better described as things that could make the participant feel uncomfortable such as
disclosing information that you don’t want to share. Yaou may then ask to move to the next question
and are under no obligation to answer. Y ou may withdraw from the study at any time. Other than

that there are no known risks associated with participating in this research project.

What are the benefits of this research?

Your contribution to this research study will enable us to provide the community at large with
information about health, physical activity and the risk for non-communicable diseases.
Participants of this study will receive the opportunity to share their experiences of physical activity

and contribute to the body of knowledge in Sport, Recreation and Exercise Sciences.

Do I have to be in this research and may | stop participating at any time?
Your participation in this research is completely voluntary. You may choose not to take part at all.

If you decide to participate in this research, you may stop participation at any time.
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What if I have questions?

This research is being conducted by Mpai Rampou of the Department of Sport, Recreation and
Exercise Science at the University of the Western Cape. If you have any questions about the

research study itself, please contact:
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Mpai Rampou
Cell: 063 444 2151

Address: 29 Sand Olive Road, Steenberg, 7945

Should you have any questions regarding this study and your rights as a research participant or if

you wish to report any problems you have experienced related to the study, please contact:

Head of Department: Dr Marie Young

Address: Department of Sport, Recreation & exercise Science, University of the Western Cape,
Private Bag X17, Bellville 7535

Email: myoung@uwc.ac.za

Dean CHS: Prof Rina Swart
Address: Faculty of Community and Health Sciences, University of the Western Cape, Private Bag
X17, Bellville 7535

Email: chs-deansoffice@uwec.ac.za

This research has been approved by the University of the Western Cape’s Senate Research

Committee. (REFERENCE NUMBER: HS17/9/5)
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APPENDIX B: Consent Form

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

s
ICE pRO Tel: +27 21-959 3137 Fax: 27 21-959 3688

E-mail: bandrews@uwc.ac.za or myoung@uwec.ac.za or onagbiyesunday@gmail.com

CONSENT FORM

Title of Research Project: Physical activity and non-communicable disease risk
factors: knowledge and perceptions of youth in a low

resourced community in the Western Cape

The study has been described to me in language that | understand. My questions about the study
have been answered. | understand what my participation will involve and | agree to participate of
my own choice and free will. | understand that my identity will not be disclosed to anyone. |
understand that 1 may withdraw from the study at any time without giving a reason and without

fear of negative consequences or loss of benefits.

Participant’s name:
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UNIVERSITY of the
WESTERN CAPE

https://etd.uwc.ac.za
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APPENDIX C: Focus Group Confidentiality Binding Form

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

1
e
IcE 7RG Tel: +27 21-959 3137 Fax: 27 21-959 3688

E-mail: bandrews@uwec.ac.za or myoung@uwec.ac.za or onagbiyesunday@gmail.com

FOCUS GROUP CONFIDENTIALITY BINDING FORM

Title of Research Project: Physical —activity and non-communicable disease risk
factors: knowledge and perceptions of youth in a low

resourced community in the Western Cape

The study has been described to me in language that | understand. My questions about the study
have been answered. | understand what my participation will involve and I agree to participate of
my own choice and free will. | understand that my identity will not be disclosed to anyone by the
researchers. | understand that | may withdraw from the study at any time without giving a reason
and without fear of negative consequences or loss of benefits. | understand that confidentiality is

dependent on participants’ in the focus group maintaining confidentiality.
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I hereby agree to uphold the confidentiality of the discussions in the focus group by not disclosing

the identity of other participants or any aspects of their contributions to members outside of the

group.

Participant’s NAMEe. ... ..c.vveiieie e e e,
Participant’s Signature..........coocoviiiiiiiicn e

Date.....vvviii e
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APPENDIX D: Personal Information

PERSONAL INFORMATION

This information is being requested in accordance with the research study that will be conducted.

The information is voluntary and confidential. Please tick the appropriate box for each question.

Date: Participant number:

1. Age Group
|:| 18 to 20 years old |:| 24 t0 26 years old |:| 30 to 32 years old
|:| 21 to 23 years old |:| 27 10,29 years old |:| 33 to 35 years old

2. What language do you speak?

|:| English DisiXhosa |:| Other
|:| Afrikaans DisiZqu

3. Marital Status

|:| Single/never been married |:| Divorced

|:| Married |:|Wid0w
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4. Education Level

|:| Primary School |:| Diploma and above

|:| Secondary School |:| No Schooling

5. Employment status
|:| Full-time employed |:|Self-employed
|:| Part-time employed |:|Unemp|0yed
6. Who do you live with?

|:| Mother |:|Sibling (sister/brother) |:| Guardian

|:| Father DGrandparents

7. Who financially supports the family? (Breadwinner)

|:| Mother |:|Sibling (sister/brother) |:| Guardian

|:| Father DGrandparents

8. How many people live in your home?

|:| I live alone |:|3 to 4 people

|:| 1 to 2 people |:|5 and more

Thank you for taking the time to complete this questionnaire
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APPENDIX E: Semi-structured Question Guide

SEMI-STRUCUTRED QUESTION GUIDE

Welcome and thank you for volunteering to take part in this focus group. You have been asked to

participate as your point of view is important. | realize you are busy and | appreciate your time.

Introduction: This focus group discussion is designed to assess your current thoughts and feelings
about physical activity and non-communicable diseases. The focus group discussion will take no
more than two hours. Before we start, please can you fill out a short questionnaire, with your

personal information? Lastly, may | tape the discussion.to facilitate its recollection?

Anonymity: Despite being taped, | would like to assure you that the discussion will be anonymous.
The tapes will be kept safely in a locked at the department of Sport, Recreation and Exercise
Science at UWC, until they are transcribed verbatim, then they will be destroyed. The transcribed
notes of the focus group will contain no information that would allow individual participants to be
linked to specific statements. You should try to answer and comment as accurately and truthfully
as possible. I and the other focus group participants would appreciate it if you would refrain from
discussing the comments of other group members outside the focus group. If there are any
questions or discussions that you do not wish to answer or participate in, you do not have to do so;

however please try to answer and be as involved as possible.

Ground rules

1. The most important rule is that only one person speaks at a time. There may be a temptation to

jump in when someone is talking but please wait until they have finished

2. There are no right or wrong answers
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6.

You do not have to speak in any particular order

When you do have something to say, please do so. There are many of you in the group and it

Is important that | obtain the views of each of you
You do not have to agree with the views of other people in the group

Does anyone have any questions? OK, let’s begin

Opening question

First, I’d like everyone to introduce themselves. Can you tell us your name and where you are

from?

Key questions

1.

2.

What is physical activity?

Is physical activity beneficial? Explain how?

What do you understand or know about diseases that are non-transmittable or cannot be passed
on through direct contact (non - communicable diseases)?

Is there a connection between physical activity and non -communicable diseases? If so, what
is the connection?

Which lifestyle behaviours that can be controlled (modifiable risk factors) do you know of,
and will increase your chance of getting non-communicable diseases?

Which diseases can be classified as non - communicable diseases?

Who is most likely to develop/have non - communicable diseases?

Can non - communicable diseases be prevented? Explain how?

Ending question
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e Of all the things we’ve discussed today, what would you say are the most important issues you

would like to express about physical activity and non-communicable diseases?

Conclusion

Thank you for participating. This has been a very successful discussion
e Your opinions will be a valuable asset to the study
e We hope you have found the discussion interesting

e Ifthereisanything you are unhappy with or wish to bring to my attention, please do not hesitate

to
e | would like to remind you that any comments featuring in this report will be anonymous

e Before you leave, please hand in your completed personal details questionnaire
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