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ABSTRACT 

Health communication has become an integral component of quality health care. 

However, it is not just the process of giving information, but rather an active process 

that facilitates the use of information to improve decision-making and change 

behaviour that lead to positive health outcomes. Therefore, effective communication 

should be encouraged by means of two-way interaction between the health 

practitioners and the patients.  

The purpose of this research study was to determine the effectiveness of health 

communication in the Vaal region, using Levai Mbatha clinic as a case study. The 

study used the mixed method design consisting of both qualitative and quantitative 

methods. Quantitative research design was done through the distribution of 

questionnaires to parents in order to ascertain how child immunisation issues are 

communicated to them. Simple random sampling approach was used to gather the 

data, and the sample size for this design was 100 parents.  For the qualitative 

approach, semi-structured interviews was used to determine the effectiveness of 

health communication information as disseminated by health practitioners to parents. 

Purposive sampling approach was used to select six (6) health practitioners. 

From the descriptive results (quantitative) it was evident that there is ineffective health 

communication at Levai Mbatha clinic. Parents are not aware of other illnesses related 

to child immunisation, and they feel that it would be better if the content of 

communication mediums were to be written in their mother tongue. It is therefore 

evident that, due to lack of understanding of the content, parents cannot participate in 

the discussions related to child immunisation this hinders effective communication. 

The interviews (quantitative) revealed that health practitioners felt that much needs to 

be done when it comes to the dissemination of child immunisation information. They 

indicate that there is not enough health communication material at their disposal to 

distribute to parents. Furthermore, there seem to be a challenge in language when 

they have to communicate with parents. Consequently, the efforts to effectively 

communicate child immunisation to parents effectively becomes insignificant.  

Keywords 

Health communication, effective communication, print media, child immunisation  
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GLOSSARY OF TERMS/CONCEPT CLARIFICATION 

 

TERM:     Explanation: 

HEALTH COMMUNICATION  The study and use of communication 

strategies to communicate, inform and 

influence individual and community 

decisions that enhance health (Parvanta, 

2011). 

CONTENT  The context in a message that conveys 

concrete, objective information about what 

the content of the message is or what the 

message is about. The message enables 

one to inform others about something 

(Steinberg, 2008:119). 

CHANNEL Platforms for exchanging (sending and 

receiving) information. There are formal 

channels which are official as both written 

and oral. Informal channels are unofficial and 

include conversations (Steinberg, 

2008:295). 

COMMUNICATION The transmission process of exchanging 

messages and negotiating meaning to 

establish and maintain relationships 

(Steinberg, 2008:58). 

TEXT The linguistic and formal aspect of verbal 

messages constructed from written or 

spoken language signs (Fourie, 2014:90). 

VISUALS The use of photography and pictures as an 

educational aid (Fourie, 2014:118). 
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 Visuals in the form of images, paintings, film 

and photography are icon signs that are 

immediately recognised and the recipient 

does not need any special knowledge to 

interpret the sign. Speakers of all languages 

will attach the same literal (denotative) 

meaning to the iconic or visual sign (Fourie, 

2014:52). 

LANGUAGE A complex and social phenomenon that 

comprises any system of signs used for oral 

and literary forms of communication (Fourie, 

2014:84-85). 

PARENTS The person who begets, gives birth to, 

nurtures and raises a child. A guardian or 

caregiver (Sakyi, 2010: 156). 

GOVERNMENT A group of people with the authority to 

govern a country or state. The government 

creates, implements and administers public 

policy (SABC 2 Vuka Siwze, 2014:4). 

CLINIC A place or hospital department where 

outpatients are given medical treatment or 

advise, especially of a specialist nature 

(Tilley, Murray, Watson & Comrie, 2014:48). 

INFANT Neonate is a newborn infant, a child under 

28 days of age. Babies from newborn 

(neonate) to two months of age, and babies 

are from two months to one year (Corley, 

2016). 

CHILD Babies aged from one month to five years of 

age. Toddler are babies aged from one to 
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four years. Pre-schooler are babies aged 

three to five years of age (Corley, 2016). 

IMMUNISATION The process whereby a person is made 

immune or resistant to an infectious disease, 

typically by the administration of a vaccine 

(Betsch, Bŏhm, Airhihenbuwa, Butler, 

Gretchen & Herrmann, 2015:6). 

HEALTH LITERACY The degree to which individuals can obtain, 

process and understand the basic health 

information and services which they need in 

order to make appropriate health decisions 

(Silk, Horodynski, Rienzo, Mercer, Olsen & 

Aldrich, 2010:226). 

HEALTH PRACTITIONERS A doctor of medicine or osteopathy, 

podiatrist, dentist, chiropractor, clinical 

psychologist, optometrist, nurse practitioner, 

nurse-midwife or a clinical social worker, all 

of whom are authorised to practise by law 

through a university qualification or the 

employees group health plan (Jones & 

Watson, 2012:419). 

VACCINE Vaccines contain weakened versions of 

a virus or versions that look like a virus 

(called antigens). This means the antigens 

cannot produce the signs or symptoms of the 

disease, but they do stimulate the immune 

system to create antibodies. These 

antibodies help protect you if you are 

exposed to the virus in the future (Family 

Doctor, 2017). 
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CHAPTER 1 

INTRODUCTION AND BACKGROUND TO THE STUDY 

 INTRODUCTION 

The research study sought to determine the effectiveness of health communication in 

the Gauteng province. Health communication has become an integral component of 

quality health care. There have been several explanations for this phenomena 

including increased demands for health information from patients and public, legal 

pressures, earlier hospital discharge, promotion of self-care and preventative health 

practices, a higher incidence of chronic and infectious diseases, and the empirical 

evidence supporting the benefits of health education (American College of Physicians 

Foundation, 2003). The communication of health information was based on the 

fundamental premise that the dissemination of health information could influence 

people’s knowledge and in turn, their ability to make an informed decision about their 

health care (Thomson, Edwards & Grey, 2005). Therefore every health care encounter 

involves the exchange of information. 

To make an informed decision, people must understand what is being communicated 

to them otherwise they may not be prepared to face the consequences of their 

decisions. Thus, health communication is not just the process of giving information, 

but rather an active process that facilitates the use of the information to improve 

decision-making, change behaviour lead to positive health outcomes. The 

comprehension of verbal or written health information, such as prescription bottle 

labels, informed consent forms and health education materials all play a significant 

role in people’s ability to understand child immunisation and preventative immunisation 

practices (Garenne 2015:3). 

Most times, printed health materials have been used to either reiterate or replace 

verbal health communication. Similarly, in the public health setting, communication of 

health information to the public about potential health hazards and preventive 

practices through printed materials have remained the most valuable intervention 

(Rothmann & Kiviniemi, 1999).  

Relevant and accurate information on healthcare needs to be properly communicated 

to the parents of the infants and young children from the community, thus healthcare 

practitioners needs to have a general understanding of the community demographics, 
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cultures, their varying situations, adaptability and knowledge of the community (Jones 

& Watson, 2012:419). Parents need to be encouraged as a community to engage in 

issues related to immunisation (Findley, Irigoyen, Sanchez, Guzman, Meija, Sajous, 

Levine, Chen & Chimkin, 2006:191).  

Furthermore, effective communication should be encouraged by means of two-way 

interaction between the health practitioner and the parents. Jones & Watson 

(2012:420), posit that it is important to enable parents to have a voice and create open 

discourse in order to avoid restricting them from asking questions about 

misunderstood or unclear health information (Jones & Watson, 2012: 421). In the 

context of child immunisation, open discourse can be accomplished through the 

application of primary health care information (Oyefara, 2014:2) through two-way 

communication  

Health practitioners need to be able to provide and deliver health information 

effectively to ensure better quality of health care (Baker & Watson, 2015:600). 

Effective communication of health information involves ensuring comprehension, 

which is an important aspect of informed, autonomous, preference-based patient 

choice. Vahabi (2017) argues that effective communication of health information 

required careful consideration of plethora of factors extending from the individual’s 

cognitive ability and biases to the content and format presentation of information. 

The implementation of promotion of immunisation has proven to be successful in 

eliminating immunisation disparities (Findley, Irigoyen, Sanchez, Guzman, Mejia, 

Sajous, Levine, Chen & Chimkin, 2006:191). It is therefore important for health 

practitioners to put emphasis on the importance of child immunisation for the wellness 

of the child (Tilley, Murray, Watson & Comrie, 2014:42). Substantially, government-

owned clinics ought to make use of different methods of effective health 

communication to assist health practitioners in providing information on immunisation 

to parents efficiently and effectively.  

1.2 RATIONALE AND MOTIVATION FOR THE STUDY 

The effective of health communication is important in the health sector. The manner 

in which health practitioners communicate to parents, considering the factors of 
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language difficulties and the different dialect styles of communication, create differing 

perceptions of illness and health information (Jones & Watson, 2012:416). 

Jones & Watson, 2012:417 cite the fact that miscommunication could lead to adverse 

outcomes in the health sector where lives are important. Recent statistics have 

revealed that in 2011 alone, about seven million children under the age of five had 

died in the world. Of that number, about 41% occurred in Sub-Saharan Africa and the 

vast majority of the deaths could have been prevented through child immunisation 

provided in local clinics (Oyefara, 2014:1). In Africa, the mortality rate from 1985 to 

2010, has failed to meet the target decrease of 67% in mortality (Garenne, 2015:3). 

Parents and health practitioners have not always been able to communicate with the 

same language, which ought to create a barrier to the effectiveness of health 

communication. Consequently, there appears to be a knowledge gap in the 

dissemination of health information which consequently impedes effective health 

communication.  

Levai Mbatha clinic does not have the best immunisation facilities. It has only one 

room for two health practitioners and a parent and child. There are no children’s toys 

and the room is unattractive to the child being immunised. It has few posters on child 

immunisation, which are not very colourful, but does give the essential information 

regarding child immunisation. 

This is different to an immunisation facility such as a private clinic which has colourful 

and visually appealing children’s posters with information on immunisation. A private 

clinic has toys for the children. Moreover, the parent and child visit for the child’s 

immunisation on an appointment basis. 

 PROBLEM STATEMENT 

The problem that this study investigates is the effectiveness of health communication 

in the Gauteng province. There is a continual growth and development for the demand 

of effective health communication (Baker & Watson, 2015:600) in South Africa. 

Effective health communication is the pillar of human existence and survival, hence 

uninformed health decisions could jeopardise people’s safety as much as the 

administration of a wrong medication to the patient (Dlamini & Maja, 2016:675). 

Therefore, effective communication of information should be considered to be a high 



4 
 

priority for health care professionals. Mostly, the communication of written health 

information is based on the common but spurious assumption that people can read 

and understand the health materials that are provided to them, and that the information 

disseminated can fill the person’s knowledge gap of understanding health 

communication jargons (Dlamini & Maja, 2016:675). This presumption ignores a host 

of factors such as health literacy and numeracy skills, the presentation format of 

information, cognitive biases and effective/personal influences that could influence 

people’s comprehension and processing of health information and decision formation. 

This study seeks to look at the effectiveness of health communication, particularly in 

communicating child immunisation in the area of Vaal Region. Furthermore, it intends 

to demonstrate how miscommunication of health information can jeopardise children’s 

health.  

Notably, the following reports were reported in relation to ineffective health 

communication on immunisation in Africa. The report focused on the immunisation 

statistics of other third world countries, much like South Africa (Alles, Eussen, Ake-

Tano, Diouf, Tanya, Oduwole & Mauras, 2013:289). 

 In Ivory Coast – 179 deaths were reported were reported in 2012-2013 (Alles, 

Eussen, Ake-Tano, Diouf, Tanya, Oduwole & Mauras, 2013:289); 

 Senegal – 125 deaths were reported in 2012-2013 (Alles, Eussen, Ake-Tano, 

Diouf, Tanya, Oduwole & Mauras, 2013:289); 

 Cameroon – 210 deaths were reported in 2012-2013 (Alles, Eussen, Ake-Tano, 

Diouf, Tanya, Oduwole & Mauras, 2013:289); 

 Kenya – 180 deaths were reported in 2012-2013 (Alles, Eussen, Ake-Tano, 

Diouf, Tanya, Oduwole & Mauras, 2013:289); and 

 Nigeria – 230 deaths were reported in 2012-2013 (Alles, Eussen, Ake-Tano, 

Diouf, Tanya, Oduwole & Mauras, 2013:289). 

From the above mentioned reports, it was evident that the ineffectiveness of health 

communication was the contributing factor to the deaths of the children, and hence the 

study was important to avoid such occurrences in South Africa, particularly in the Vaal 

region, where users of the chosen clinic were mainly from the informal settlement with 

limited access to health information. It was therefore important to undertake the study 

in order to determine the effectiveness of health communication in this area. 
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 THE PURPOSE OF THE STUDY 

The purpose of the study was to determine the effectiveness of health communication 

in the Gauteng province through the use of communication mediums used by the Levai 

Mbatha clinic in the Vaal Region in order to avoid miscommunication of child 

immunisation information to parents.  

 OBJECTIVES OF THE STUDY 

The objective was to explore and explain the effectiveness of health communication 

mediums used by Levai Mbatha with reference to child immunisation in terms of 

language usage, media and the content, in order to investigate the parents 

understanding on health communication topic.  

 RESEARCH QUESTIONS 

In line with the above objective, the study was guided by the following overarching 

research question: 

How effective is health communication in communicating child immunisation as a 

health communication topic at the Levai Mbatha government clinic? 

The question translates into the following more specific research sub-questions: 

 What media is the clinic using to communicate with parents?  

 To what extent do parents understand what is communicated to them?  

 What language is used to communicate with parents?  

 How do the parents process the information communicated to them?  

 How does health information influence parents’ decision to immunise their 

children?  

 LEVAI MBATHA CLINIC  

Levai Mbatha is a government-owned clinic located in Evaton, Vereeniging. The clinic 

was named after political activist Levai Lombard Mbatha, who contributed greatly to 

Evaton and the Vaal region. Evaton is a semi-rural location and the largest township 

in the Vaal region. The Vaal Triangle has an estimated population of 721 664 in 2011 

(Stats SA, 2011). The total estimated human population has increased rapidly over 

http://www.statssa.gov.za/
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the years, reaching nearly a million (Vaal Triangle Information, 2011). In 2011, Evaton 

had an estimated population of 132 851 (Stats SA, 2011). 

 THEORETICAL FOUNDATION 

The study adopted the cognitive heuristic theory. Theories are a prediction of how 

events are related (Lattimore, Baskin, Heiman & Toth, 2012:52).  Cognitive heuristic 

theory focused on the mental shortcut that allows for people to solve problems and 

make decisions more quickly and efficiently (Cherry, 2018) based on the information 

they receive. People are not passive, unbiased recipients of information about health. 

Their perception of risk, particularly related to child immunisation, are a complex 

phenomenon, coloured by personal values and bases that challenge attempts to 

ensure the correct interpretation of risk information.  

Heuristics are found to be helpful in many situations when it comes to the decision- 

making process. People rely on a set of informal rules of thumb (i.e. heuristics) in the 

place of statistical principles when processing and interpreting risk/benefit information. 

Although these rules may be quite useful in some circumstances, in other instances 

they could lead to large and persistent biases, with serious implications for risk 

assessments (Katapodi et al., 2005) as was the case in understanding illness related 

to child immunisation.  Parents generally rely on cognitive heuristics based on a 

number of different theories that would influence their decision making when it involves 

child immunisation. The theory focuses on making it easier for decisions and 

judgements to be made faster. Cognitive heuristic theory focuses on the dual method 

of communication between the health practitioner and the parent (Cherry, 2018), thus 

encourages two way communication. It further urges parents to be objective, logical 

and capable of evaluating health information provided to them through various media.  

Cognitive heuristics plays various important roles in both problem-

solving and decision-making. When trying to solve a problem or make a decision, 

people would often turn to the mental shortcuts when in need of a quick solution 

(Goyder, Boyer & Martinelli, 2006), which could be the case in child immunisation 

where some children do not complete all vaccinations. 

The empirical literature in cognitive psychology presented substantial evidence for 

many biases related to how individuals perceive risk and interpret risk information in 

http://www.vaaltraingleinfo.co.za/
http://www.statssa.gov.za/
https://www.verywellmind.com/problem-solving-2795008
https://www.verywellmind.com/problem-solving-2795008
https://www.verywellmind.com/decision-making-strategies-2795483
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health communication. If there was no dissemination of effective communication, 

parents would probably interpret information incorrectly with little understanding of the 

consequence of putting the child’s health at risk.  Although risk estimates have typically 

been interpreted as the probability with which people believed a health problem had 

occurred, there is considerable evidence that they reflect a broader set of cognitive 

heuristics suggested that people are error-prone in their statistical reasoning, and 

statistical principles are violated in human reasoning (Adams & Smith, 2001; Tvwersky 

& Kahneman, 1981). 

 METHODOLOGY 

1.9.1  Research design 

The study followed a case study approach using mixed methods, pragmatic research 

to administer questionnaires and semi-structured interviews. A mixed method 

approach is the combination of quantitative and qualitative methodologies to acquire 

actual research outcome (Maree, 2007:130) and it involves collecting, analysing and 

integrating both approaches to a single study (Cresswell, 2009:148).   

Specifically, a quantitative, exploratory and descriptive research was used to 

administer and test the questionnaire, to determine the effectiveness of health 

communication information as disseminated to parents. A quantitative study is the use 

of a survey design utilised to provide descriptions of numeric trends, attitudes or 

opinions of a population by studying a selected sample of the population (Creswell, 

2009:145).  Furthermore a qualitative approach was used through semi-structured 

interviews, to determine the effectiveness of health communication information as 

disseminated by health practitioners to parents, as well as the relevance of media 

used.  

1.9.1.1 Study population 

As a quantitative study, the research provides a representation of the population. For 

this study the population consisted of parents of infants and young children who visited 

Levia Mbatha for child immunisation during the weeks of September 2017 to 

November 2017. The population also consisted of health professionals who worked in 

Levai Mbatha government clinic. A population is the total group of people, individuals, 

organisations or social artefacts (du Plooy, 2009:108) who all share at least one 
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common characteristic which was in this study an effectiveness of health 

communication on child immunisation. The Vaal Triangle had an estimated population 

of 721 664 in 2011 (Stats SA, 2011), the figures had since increased. The clinic is 

located in the area with an estimated population of 132 851 (Stats SA, 2011). 

1.9.1.2 Sampling method  

The study took place in two phases. For quantitative phase 1, probability, simple 

random sampling was used for 100 parents of infants and young children, Probability 

sampling refers to whether or not each individual in the general population has an 

equal opportunity to be  part of the sample (du-Plooy-Cilliers, Davis & Bezuidenhout, 

2014:136). This study used probability sampling because every parent that made use 

of the clinic on the selected day had an equal opportunity to be randomly selected for 

the study. This meant that parents bringing their children to the government clinic were 

randomly selected to complete the questionnaire. 

Based on the registration of parents at the clinics, numbers were issued to the parents 

that were at the clinic for their infants and children’s immunisation. This process 

ensured that every parent who is at the clinic for this purpose had a fair chance of 

being selected for the study (du Plooy-Cilliers, Davis & Bezuidenhout, 2014:139).  

For phase 2, a non-probability, purposive sampling was used for six clinic 

sisters/health professionals who specialise in child immunisation and provide 

immunisation services at Levai Mbatha clinic. The population also consisted of six 

health practitioners who provide these services and also communicate with the 

parents. 

A Pilot study was conducted with ten respondents who were randomly selected and 

asked to complete the questionnaire. The randomly selected respondents were based 

in the Vaal Region. This was done to ensure that the questionnaire could be easily 

understood. It is crucial to test the research instrument before using it for genuine data 

collection (Burgess, 2001:15). The testing also enabled the researcher to identify 

errors in the wording of the questionnaires and to ensure the researcher to make 

amendments to the questionnaire timeously in order to ensure the study would be a 

success. The results of the pilot study did not form part of the main survey. 
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1.9.2 Data collection method 

The measuring instrument used to collect data for the study was a questionnaire. 

Questionnaires require written information/responses supplied directly by people in 

response to questions asked about the research topic (Denscombe, 2013:156). A 

questionnaire was used to reach the respondents in the clinic in its area. The questions 

asked were fairly clear, wanting straightforward information. A minimum of 100 

questionnaires were provided to the respondents from Levai Mbatha clinic in the Vaal 

Triangle. The questionnaire was divided into five different sections: Section A which 

required the demographics of the participants; Section B was on Health Practitioners; 

Section C referred to Media of Communication; Section D, asked about the Language 

of Understanding; and Section E, which focussed on the Content of Health 

Communication. 

The questionnaires consist of close-ended questions and five point likert scale. 

Questionnaires are a useful tool to use as they qualify and simplify responses (du 

Plooy-Cillers et al., 2014:152) to the questions. 

The survey questionnaire had included an introduction where the researcher had 

explained who was doing the survey, who the researcher was, and why the survey 

was being conducted. The participants were assured that their identifications would 

remain anonymous – only clinic or card numbers were required. The participants had 

to sign an indemnity form that accompanied the questionnaire. An estimated 

completion time for the survey was also provided. The language that was used was 

clear and simple, while trying to eliminate or avoid language barriers. The participants 

were thanked for completing the questionnaire. The questionnaire was pre-tested to 

see whether it is clear and easy to understand (du Plooy-Cilliers et al., 2014:152). The 

information that the researcher collected from the parents ought to be safeguarded 

and confidential (Punch, 2006:56). Confidentiality for the parents was applied when 

they arrived at the reception area of one government clinic used for the study. The 

parents were also reassured on the anonymity of their identities to reassure them that 

no information would be made public or known, when conducting the questionnaires. 

The measuring instrument that was used to collect the qualitative data for the research 

project was the semi-structured interview. Various questions were asked and the 

questions were based on the direction of the interview and the feedback which the 
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interviewer received from the clinic sisters. The answers from the semi-structured 

interview were used to collect all the relevant data on the effectiveness of child 

immunisation for the research project. 

1.9.3 Data analysis 

For phase 1, the data from the respondents was firstly captured and analysed on a 

Microsoft Excel spreadsheet, and descriptive statistics were used to analyse the data. 

The data included the demographic profile of respondents, media of communication, 

language of understanding and content of health communication. Secondly, the data 

was captured and analysed in SPSS. The data included the content of health 

communication. Cronbach’s Alpha coefficient statistical technique was applied. The 

results are presented with descriptive charts in Chapter 5 of this study. 

For phase 2, content analysis was used to analyse the data. Content analysis has 

been defined by Stemler (2001) as a systematic, replicable technique for compressing 

many words of text into fewer content categories, based on explicit rules of coding 

such as coding student drawings, or coding of actions observed in videotaped studies 

(Holtsi, 1969:14). Hesse-Biber and Leavy. (2011) argue that qualitative content 

analysis is merely the analysis strategy of choice in qualitative descriptive study. 

Therefore, for the purpose of this study, the data from the participants from recordings 

and interviews was firstly intensively examined to enable the researcher to understand 

and keep track of text. This was largely a process of cutting and sorting. Secondly the 

data collected electronically was transcribed. It was done verbatim, written down word 

for word, as is from the recording in order to avoid bias. Thirdly, getting to know your 

data is important, and so here the researcher read and reread the text and listen more 

to the interviews and any impressions the researcher had as going through the data 

were written down. This process is called memoing. The researcher builds into a 

journal containing her own reflective notes about what she has learned from the data. 

These process is called coding the data. The coding process enables the researcher 

to quickly retrieve and collect all text and other data associated with some thematic 

idea so that the sorted bits can be examined together and different cases compared 

in this process. 
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 CONCEPT CLARIFICATION 

Narrow concepts are defined below.  

 Health communication: The use and study of communication strategies to 

communicate, influence and inform individual and community decisions that 

enhance health practices (Parvanta, 2011). 

 Content: The context in a message that conveys actual, objective information 

about what the message is about or what the content of the message consists 

of. The message enables one to inform others about something (Steinberg, 

2008:119). 

 Channel: Platforms for exchanging (sending and receiving) information. There 

are formal channels which take the form of written and oral. Informal channels 

are unofficial and include conversations (Steinberg, 2008:295). 

 Mediums: the way information flows within an organisation or setting (Manker, 

2017). 

 Communication: The transmission process of exchanging messages and the 

negotiation of meaning to establish and maintain relationships (Steinberg, 

2008:58). 

 Health communication: the application of spoken and receptive language in 

social interaction (Hopkins, Clegg & Stackhouse 2016:97). 

 Text: The linguistic and formal aspect of verbal messages constructed from 

written or spoken language signs (Fourie, 2014:90). 

 Visuals: The use of photography and pictures as educational aids (Fourie, 

2014:118).Visuals in the form of images, paintings, film and photography are 

icon signs that are immediately recognised and the recipient does not need any 

special knowledge to interpret the sign. Speakers of all languages tend to attach 

the same literal (denotative) meaning to the icon or visual sign (Fourie, 

2014:52). 

 Language: A complex and social phenomenon that comprises of any system of 

signs used for oral and literary forms of communication (Fourie, 2014:84 & 85). 
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 ETHICAL CONSIDERATIONS 

To receive approval and clearance to conduct the study in the government clinic in the 

Vaal region, a formal letter (Annexure B) was sent to the local health department. This 

letter requested permission to conduct the study at the government clinic and was 

accompanied by a letter from the Vaal University of Technology’s Faculty of Human 

Science, department of Hospitality, Tourism and Public Relations Management 

(Annexure B), stating who the researcher was, confirming that the researcher is a 

registered student at the institutions and giving the reasons for conducting the study. 

Furthermore, an ethical clearance letter (Annexure B) was requested from the National 

Department of Health and obtained under the signed approval of the Chief Director 

and the Health Director for the Sedibeng Region. The letters were then submitted to 

the Matron at Levai Mbatha clinic. 

The researcher preserved the anonymity of the participants, as well as those of the 

healthcare practitioners. The researcher’s ethical responsibilities included, but not 

limited to, the overarching principles of academic integrity, honesty and respect for 

other people (Punch, 2006:56).  

 OUTLINE OF THE CHAPTERS 

The structure of this work appears below.  

Chapter 1 – This chapter consists of the background and scope of the study. It includes 

the scope of the study and, the motivation and purpose of the study, as well as the 

problem statement. The research methodology is briefly outlined in this chapter. 

Chapter 2 – The second chapter looks at the literature review on the roles and effects 

of health communication in a government clinic, methods of effective health 

communication, and the conceptualisation of health communication. In addition, the 

influence of language in communication when communicating to parents of infants and 

children on immunisation is explored. 

Chapter 3 – This chapter focuses on methods of inquiry used for the research. 

Chapter 4 – The forth chapter consists of presentation, analysis and interpretation of 

the research study findings. 
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Chapter 5 – The final chapter consists of summary, conclusion, and the 

recommendations formulated from the study will be provided. 
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CHAPTER 2 

LITERATURE REVIEW 

2.1 INTRODUCTION 

The previous chapter introduced the topic of the study and provided the background 

into the study. The problem statement, purpose of the study, objectives of the study, 

and the research design of the study were all outlined. The research project looked at 

communication with a holistic view. The researcher focused on the role that health 

communication played in the information sharing process. Communication was the 

single most important means of sharing information and messages. 

In the first part of the literature review, this researcher focused on the importance and 

usage of health communication channels to understand the importance of effective 

health communication and promote influential communication skills. Communication 

is the process of sending and receiving information to achieve an objective (Steinberg, 

2008:5). Health communication consists of the basic components of sending and 

messages, through media and to audiences. It is the glue that holds organisations 

together (Suher, 2010:3063) to ensure that messages are shared. In the second part 

of the literature review, the researcher explores the implications in a government clinic 

in order to establish the effectiveness of communicating on child immunisation as a 

health topic. Communication is more than just making messages match, but rather 

concerns matching audiences to communication strategies (Smith 2010:48). 

Greater attention is now paid towards the role of everyday communication (Leeuwis & 

Aarts, 2016:2), which was practised through various relations and interactions. Health 

communication involves reorganisation of facts into information available through 

channels represented as foundations (Longnecker, 2016:1) of information sharing. 

The research study has investigated health communication in its various roles. 

2.2 DEFINING COMMUNICATION 

In Public Relations, communication is the transmission process of exchanging 

messages and negotiating meaning to establish and maintain relationships (Steinberg, 

2008: 58). Communication is the non-verbal and verbal interchange of ideas or 

thoughts. Communication is the process of transmitting information (Littlejohn & Foss, 

2011:4). 
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Health communication refers to the application of spoken and receptive language in 

social interaction (Hopkins, Clegg & Stackhouse, 2016:97). It is the transmission of 

information and adds greater focus to factors that affect the individual’s use of that 

information to develop knowledge and acquire knowledge (Longnecker, 2016:3). 

Communication in medicine, is revolutionising every sphere of human interaction 

(Leeuwis and Aarts 2016:6). This was unpacked into the context of health 

communication.  

Health communication facilitates effective information sharing and dissemination 

amongst health professionals and medicinal doctors located in different parts of the 

world (Leeuwis & Aarts, 2016:6). Medical practitioners now understand the importance 

of effective communication and communication skills, to ensure better healthcare and 

universal medical practice (Yedidia, Gillespie, Kachur, Schwartz, Ockene, Chepaitis, 

Snyder, Lazare & Lipkin 2003:1157). 

Professional communication activities play a key role in the building or undermining of 

support for innovation (Leeuwis & Aarts, 2016:4) and business practice. 

According to social science, communication is defined as a social, interactive and 

transactional phenomenon (Baker & Angelopulo, 2010:5). Communication is 

perceived as the body of knowledge that has accumulated over the centuries through 

pre-scientific, social science, humanistic and scientific inquiry (Baker & Angelopulo, 

2010:4). 

Health communication is very important in the life of individuals. Through time, 

communication meanings were very varied and useful. It is now possible to have more 

effective health communication systems, which offer greater scope and are more 

powerful and practical (Diaz, 2006:74). Health communication was an intricate source 

of providing political and legal jargons, processes, laws and policies. Information is 

now shared in a more expedient way amongst a greater number of individuals than 

ever before (Saeh, 2012:1) through the various means of health communication 

channels. 

In modern communication information and technology, source localisation is a key 

research element in the application of navigation, tracking, radar and sonar (Kabir, 

Jeevan, Reza & Ramiah, 2015:1). Information and communication technologies have 
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become increasingly relevant for information technologies specialists (Ojo, 2006:94). 

Information communication technology (ICT) is rapidly changing due to the 

proliferation of ICT’s, especially the internet (Ojo, 2006:94) 

Baker and Angelopulo (2010:12) define business communication as a communication 

process that is used to attain a business objective. Knowledge about processes of 

decision-making and behaviour change has become even more sophisticated 

(Leeuwis & Aarts, 2016:2). Communication had created an opportunity to share and 

transmit information and knowledge. In the 21st century, the role of health 

communication in freedom of information has evolved (Leeuwis & Aarts, 2016:2), and 

has become pertinent to the use of communicative strategies as a vehicle of 

transmitting messages (Leeuwis & Aarts, 2016:7). Communication can improve with 

increased understanding of how people perceive and use information (Longnecker, 

2016:2). In defining what health communication is and what it intended to do, the 

researcher is able to identify the importance of communication. This ensured the 

necessity of ensuring that effective health communication was achieved. 

2.3 IMPORTANCE OF HEALTH COMMUNICATION 

Health communication serves the important purpose of satisfying a personal or social 

need (Steinberg, 2008:19). We communicate with others because we have basic 

physical and psychological needs, and to get a sense of one’s self, for information to 

make decisions and to persuade (Steinberg, 2008:19 & 20). Health communication is 

relevant across various platforms of information sharing. In order for effective health 

communication to take place, the decoding process of the message received must 

match the encoding of the sender (Ilter, 2017:60). As a communicator, it is important 

to send encoded messages that will make consumers understand the meaning and 

decode the messages in the manner that the sender intended for the message to be 

understood (Ilter, 2017:261). Health communication needs to be relevant with the 

intent of being effective and influential. There is a danger in ineffective health 

communication (Longnecker, 2016:3). 

There is a good reason for audiences to be sceptical (Longnecker, 2016:2). The health 

communicator needs to understand the importance of audiences and the purpose they 

served (Toth, 2015:452). For this research, it was also important to understand the 

origin of communication and how it had been practiced in the past. 
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2.4 HEALTH COMMUNICATION 

The research was motivated by the number of limited studies conducted in South 

Africa on the use and importance of effective health communication on infant and child 

immunisation, and the gap in the health communication methods, or systems of 

approach used on the communication practice of child immunisation. Another point of 

motivation came from South Africa having 12 official languages and many cultural 

practices. Health communication is important in healthcare practice and interactions 

between patients and health practitioners. Health communication is the study and use 

of communication strategies to communicate, to inform and influence individual and 

community decisions that enhance health (Parvanta, 2011). It is important for health 

communication to be efficient and mutually beneficial to all participants. Individuals 

that received messages through various communication channels needed and still 

need to understand and interpret the message correctly. The strong demand for 

effective health communication is continually growing and constantly developing 

(Baker & Watson, 2015:600), to ensure that there is no discord in a message. Health 

communication is evolving over time from a medical-and-supply orientated model to 

one that is integrative and focused on individuals and communicates as producers of 

their own health (Sood, Shefner-Rogers & Skinner, 2014:68). When the parent of the 

child did not understand the information on child immunisation, it creates a 

misunderstanding of the knowledge on child immunisation and the effects of not 

immunising. Health communication has consisted of jargon, medical terms and 

practices that would not be understood by parents or patients. There have been 

constant continuous changes in the advancement of health care technologies and 

treatment options. The ability to effectively deliver health information is an essential 

part of quality health care and patient outcomes (Baker et al., 2015:600). If not used 

and applied correctly, health communication has created complexities in the health 

context, which influence the understanding of the message (Jones et al., 2012:512). 

A poor understanding of the message has led to miscommunication between the 

parents and health practitioners. This, in turn, has affected the parent’s decisions 

regarding their children’s health care. Health communication is key in the sharing of 

health information, health promotion, and training and health education for health 

practitioners (Stuttaford, Bryanston, Hundt, Connor, Thorogood & Tollman, 2006:32). 
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Patient care can be negatively affected through ineffective communication between 

themselves and health practitioners (Jones & Watson, 2012:416). Health practitioners 

need to be able to relate to patients (parents of patients) in order to make health 

communication easier and better understood. Health communication difficulties have 

been implicated in poorer health service delivery and thus poorer outcomes. It is 

important to understand how effective and ineffective health commutation does differ 

among different parents (Jones et al., 2012:420). Health communications is an 

important aspect of ensuring successful changes for social development. There is a 

continual growth and development for the demand of effective health communications 

(Baker & Watson, 2015:600).  

2.4.1 Language 

Language has always been a critical and important part of health communication. 

Language is a complex and social phenomenon comprising of any system of signs 

used for oral and literary forms of communication (Fourie 2014:84-85). Language is 

an indicator of health communication, allowing for interaction to take place. It is 

important for health practitioners to communicate with parents on immunisation in a 

language and manner that the parents can understand and comprehend. 

Health practitioners have needed to communicate essentially, in more than one 

language, to eliminate poor understanding or misunderstanding of the information they 

provide. Language barriers affect the patients understanding, which results in 

interactions with health practitioners, thus taking longer to understand and 

miscommunication to take place (Jones & Watson, 2012:422). 

Even with English being a language of choice in many countries across the world, not 

every parent has been able to communicate in English. South Africa alone has 12 

official languages, which all have different dialects. To only rely on English as a 

medium of health communication at Levai Mbatha clinic would lead to poorer health 

communication and interaction. Parents with limited English, which ranged from basic 

to fluent proficiency have experienced a poor understanding of the health messages 

communicated to them. The reactions in turn, are linked to anxiety, fear, lack of 

confidence and a sense of dependency (Jones & Watson, 2012:422). Jones and 

Watson (2012:422) further explained that the feelings that the parents experienced 

resulted in problems affecting good healthcare decisions and practices, administration 
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of medicines, compliance and treatment. Language and health literacy barriers have 

challenged an individual’s ability to access and make sense of health information 

(Jones and Watson 2012:422). Parents have not always been able to understand or 

express themselves if they not understand the message. This has resulted in 

interactions between health practitioners and parents being poorly shared and 

received. The usage of language is to create messages that have meaning and 

communicating these messages accordingly (Sayki, 2010:157) to ensure that effective 

health communication is achieved successfully. 

2.4.2 Health Literacy 

There are varying degrees to which an individual can obtain, process, interpret and 

understand the basic health information and services they require in order to make 

appropriate and beneficial health decisions (Silk, Horodynski, Rienzo, Mercer, Olsen 

& Alrich, 2010:226). 

Other than failure to communicate efficiently, poor health literacy is another reason for 

poor health outcomes (Shrivastava & Srivastava, 2016:72) in communities. Low 

understanding of literacy has been a serious barrier to educating parents about the 

importance of health literacy. Low literacy has affected how parents have received and 

interpreted messages. Content and information available is complex, lengthy, full of 

jargon, is culturally insensitive, cluttered and without illustrations, thus creating barriers 

for understanding the engagement to recommended behaviour (Silk, Horodynski, 

Rienzo, Mercer, Olsen & Alrich, 2010:226). Low literacy on immunisation has meant 

that parents did not understand the importance of getting their children immunised. 

Health literacy has become a primary interest for health providers, educators and 

communicators as the necessity for accessible and useful information has been linked 

to more positive health outcomes (Silk et al., 2010:226). There has been a greater 

desire for a better understanding of the benefits and importance of child immunisation. 

It is believed that this does influence the parents to get their children immunised 

(Shrivastava et al., 2016:72). 

An individual with a low health literacy also has also generally had a limited 

understanding of knowledge on medical treatments and instructions, and thus has not 

always made good health decisions. 
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Parents with low health literacy often have less effective communication with their 

health care providers than parents with adequate health literacy (Silk et al., 2010:227). 

Individuals with low incomes are more likely to exhibit low health literacy if they do not 

have access to more media of communication to improve their knowledge and 

understanding of child immunisation. Silk has further explained that low literacy has 

also been more prevalent among adults who received government social assistance 

(Silk et al., 2010:227). 

2.5 CONCEPTUALISATION OF HEALTH COMMUNICATION 

Health communication has played a role in the distribution of information. Over the 

years, health communication has become more important (Zerfass & Sherzada, 

2015:292) and diversified. Health communication is often understood as intended 

message in transit between origin and end, one which is derived from its destination 

and leads to an understanding (Ilter 2017:260). Health communication is an essential 

process in ensuring a transaction of messages. Health communication has been an 

important element to the overall satisfaction, productivity and ultimately success 

(Suher, 2010:3063). Communication has aimed to entertain, inform and persuade. 

According to Suher (2010), this has defined a new era of symmetrical communication. 

The way information has been created and shared has influenced the interpretation of 

the messages, which shows the impact and influence of communication in our daily 

lives. Health communication needs to make the communicators’ information clear and 

accessible (Longnecker, 2016:3), while providing meaning in the messages and 

information communicated. The message is what is communicated to the intended 

target audience (Skinner, Von Essen, Mersham & Motau, 2007:108). 

The way people communicate perceives the importance of communication (Zerfass & 

Sharzada 2015:291), and how effective health communication is practiced. The 

interpretation of health communication is the communication line, which consists of 

the sender, message and receiver (Ilter, 2017:262) that can be easily applied to 

various communication platforms. There is a deeper understanding of the 

effectiveness of health communication (Toth, 2013:452). Health communication plays 

an important role information and knowledge sharing (Ojo, 2006:94). Daily 

conversations amongst people in different settings, aree key elements in the process 

of health communication (Leeuwis & Aarts, 2016:6). 
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Health communication is one of the most essential and important areas of public 

relations (Suher, 2010:3063). Health communication in public relations plays the role 

of combining different functions. The messages sent and received are evaluated and 

used (Suher, 2010:3063) for interpretation and to gain knowledge. Health 

communication is seen as the force in shaping developments in society (Leeuwis & 

Aarts, 2016:2) as content and information was shared to create knowledge and 

positive development and growth. 

Conceptualisation of health communication starts from an objective or sender-

orientated outcome (Leeuwis & Aarts, 2016:2), which has been to transfer specific 

messaging. Through the messages transferred by senders, it has been realised that 

knowledge, technologies and policies advocated have frequently been inappropriate 

(Leeuwis & Aarts, 2016:2). 

Trust in and the credibility of the source of information are factors that impact the 

effectiveness of health communication (Longnecker, 2016:2) and longevity of the 

meaning of the message. This helped in better defining health communication and 

grasping its role and purpose. Health communication had previously consisted of the 

following constructs: process of communication; channels of communication; 

messaging and content, and model of communication. 

2.6 EFFECTIVENESS OF HEALTH COMMUNICATION  

Health communications has become an important aspect of ensuring successful 

changes for social development. There is continual growth in and development of the 

demand of effective health communications (Baker & Watson, 2015:600). 

Communications resonates from ancient history of the human species development, 

such as the Stone-age, Iron-age, and Biblical era (Steinberg, 2008:3). Daily 

conversations are key elements in the process of communication (Leeuwis & Aarts, 

2016:6) in modern day communications. A similar series of “ages” could be used to 

define the stages in which our ancestors made advances in their ability to 

communicate. It has been equally important for the development of civilisation that our 

ancestors be able to exchange information, record it, recover it and disseminate it 

(Steinberg 2008:3). 
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The various stages of human communication are associated with the development of 

speaking, writing, printing, mass media and digital media. 

Over the years, the effect and influence of communications in the health sector have 

grown and improved. There have been several implementations of communication 

strategies and media that were seen relevant for information sharing and health 

literacy. 

Effective health communications has been important in ensuring that the objectives of 

communicating on child immunisation as a health topic were achieved at Levai Mbatha 

clinic. When health communication has been effective, the participants have been able 

to receive, interpret and understood the information shared with them. The participants 

understanding have meant that the parents understood the importance and effects of 

child immunisations. Health communication was required to be effective in providing 

public information and educating the community of Evaton on child immunisation as a 

health topic. The use of various media at the clinic, such as flyers, brochures and clinic 

cards, represents processes to ensure that communication on child immunisation was 

as effective as possible. The use of the media to ensure that Levai Mbatha clinic was 

able to use as many media as possible to ensure that the information that they were 

sharing could be accessible to as many parents as possible.  

Immunisation as a health topic has needed to be communicated more and on various 

platforms. Health communications, which includes information about HIV/AIDS, 

occurs in various communication contexts: interpersonal, small group communication, 

as well as a more public level of communication (Fourie, 2013:382). 

2.7 PROCESS OF HEALTH COMMUNICATION 

The scientific study of health communication consists of two general and basic views: 

a technical view and a meaning-centred view (Steinberg, 2008:39). The early thinking 

about health communication and innovation is firmly rooted in enlightenment thinking 

(Leeuwis & Aarts, 2016:1). 

Technical views focus on how accurately and, efficiently messages are transferred 

from one person to another (Steinberg, 2008:37). These have attempted to identify 

ways of increasing the clarity and accuracy of the message and concentrated on 

improving tools and techniques that have promoted efficient health communication. 
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Technical views have seen communication as a linear (one-way) sequence of events 

from one person to another (Steinberg, 2008:39). 

The meaning-centred view created a more complex view of communication. In addition 

to the transmission of messages, it involves their interpretation and meaning 

(Steinberg 2008:40). This view has regarded health communication as a human 

phenomenon and the central aspect of human existence. It has been a dynamic 

process of exchanging meaningful messages. Health communication is characterised 

by continuous evolution and change (Steinberg, 2008:40). Health communication is 

the added value that sums up the communication efforts above and beyond the value 

of other contributing factors that do not do so on their own (Smith, 2010:48). 

The health communication process tends to consist of various components such as 

the sender, the message, encoder, a channel of communication and a receiver who 

decodes the message. Sometimes a receiver does give the sender feedback, and the 

sender encodes information (Saeh, 2012:2), by selecting a channel of communication 

by which to send the message. The receiver then receives the message, and may 

provide feedback to the sender. Noise can make it difficult to understand the message 

conveyed (Saeh 2012:2). Noise has been anything that interfered with the 

transmission and decoding of a message from its sender to the receiver. Integrated 

communication is a process where all communication functions are synchronised to 

achieve objectives and build or improve relationships with stakeholders through 

communication consistency (Smith, 2010:47). The process of health communication 

has identified phases that have required various channels of information sharing and 

implementation. The channels of communication have been used to share messages 

through strategies of communication. 

2.8 MEDIA OF HEALTH COMMUNICATION 

In an organisation, information flows forward, backwards and sideways through 

speaking, writing, printing, electronic mass media (radio, film, television), digital media. 

Health communication is the flow of health information. The phrase health 

communication channels refers to the way information flows within an organisation or 

setting (Manker, 2017). There have previously been many different types of health 

communication channels available to share and convey information. There were 

formal communication channels and informal information channels available. These 
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have included face-to-face interactions, telephone or email and medical records 

(Coiera, 2006:90). Channels of health communication have multiple attributes like 

noise and capacity, which determine their suitability of different tasks (Coiera, 

2006:91). 

The formal health communication channels transmit different information such as 

goals or policies and procedures (Manker, 2017), when messages follow a chain of 

command, which means that in channels of health care, information flows from a 

health practitioner to a patient (Manker, 2017). These messages have included 

newsletters, brochures and flyers as a top-down command of communication. 

All information that was exchanged in a health care setting forms a “space”. That is, a 

portion of the total number of information transactions that involve interpersonal 

interaction is the communication space (Coiera, 2014:416). Communication space is 

the number of information transactions that involving interpersonal transactions. 

(Najeeb, 2014: 407). These include face-to-face conversations, telephone calls, letters 

and emails. Even small clinical teams have the capacity to generate large and complex 

communication spaces (Coiera, 2014:416). 

Informal health communication used to fall outside the formal chain of command 

structure i.e. quality circles, waiting areas. This channel of communication may disrupt 

the chain of command. 

Formal health communication has been a downward (top to bottom) in the form of 

instructions, directions, orders, information. Formal health communication did not 

always provide for feedback. It could also be upward (bottom to top) in the form of data 

required to complete projects, status reports, suggestions for improvement and new 

ideas. (Najeeb, 2014:410). Horizontal communication has also been part of formal 

health communication, which was the coordination of cooperation, such as group 

settings. Informal health communication was information shared without any formally 

imposed obligations or restrictions. Informal channels of health communication are 

based mainly on friendships or acquaintances (Najeeb, 2014:410). Informal health 

communication has included the “grapevine” which was oral communication and was 

undocumented. 
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Interactive media may have been compared to traditional media. Interactive media 

have several advantages for health communication efforts, which have included 

improved access to personalised health information, access to health information, 

support and service on demand. The biggest comparison is the enhanced ability to 

distribute materials widely and update content or functions and offer choices to 

consumers (Healthy People, 2017). Health communication occurs in a variety of 

contexts such as school, home, work or social activities, through a variety of channels 

(Nkanunye & Georgy, 2017:2). A breakdown in the health communication channel 

leads to an inefficient flow of information (Nkanunye & Georgy, 2017:2). 

The source of various means of information, communication techniques or tools 

selected often depend on the subject that needs to be communicated to the target 

audience (Skinner, Von Essen, Mersham & Motau, 2007:97). The less sophisticated 

and educated the target group, the less dependence there is on mediated 

communication, and the more dependence there is on interpersonal, small groups and 

public communication and focused groups (Skinner et al., 2007:97). 

Channels of health communication to consider are short videos, which prove to be a 

great driver of engagement (Hausmann, 2013). Brochures and flyers should foster the 

feelings of unity, keep the readers informed of company activities and enhance 

understanding of the topic discussed (Skinner, Von Essen, Mersham & Motau, 

2007:101). Brochures and flyers represent the information that parents physically take 

home to share with their families. They are a reflection of the clinic, its involvement in 

the community and its understanding of its community (Skinner et al., 2007:101). 

Brochures and flyers have been a combination of internal and external publications. 

They have usually been available in the clinic but they could also be accessed by non-

staff members i.e. parents and patients were also able to access the brochures and 

flyers elsewhere. 

Agents of health communication are involved in the different processes of information 

sharing transactions, for example, a clerk sits at the front desk to welcome people in 

and attend to their general inquiries. Another example is of a more specialised agent 

who is able to attend to more specialised or detailed enquiries on topics (Coiera, 

2006:94). Both examples have indicated different levels of health communication. 
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Health communication systems have provided a number of different communication 

services through means of various health communication channels. 

The most common channels of health communication according to (Nkanunye & 

Georgy, 2017:3), are face-to-face interactions. Face-to-face interactions are any type 

of verbal or non-verbal communication where one is in the same physical location as 

the receiver, which is perceived to be a very powerful and effective means of health 

communication (Nkanunye & Georgy, 2017:3). One can speak through words as well 

as non-verbally through body language, eye contact and facial expressions. Feedback 

often provides, i.e. group conversations (focused groups) or one-on-one (Nkanunye & 

Georgy, 2017:3). 

The scale and complexity of these interactive health communication practices within 

the healthcare system impose a strenuous burden on the process of health 

communication, when miscommunication has negative consequences (Coiera, 

2006:96). Health communication systems have been both formal and informal 

structures that organisations have used to support their health communication needs 

and objectives. A health communication system consists of people, the messages they 

wish to convey, the technologies that mediate the conversations and the 

organisational structures that define and constrain the conversations that are allowed 

to occur (Coiera, 2006:96). 

2.8.1 Messaging and Content 

New digital media and new digital technologies such as handheld devices have 

created an environment in which consumers and health practitioners can receive 

health messages at any time, in any place (Evans & McCormack, 2008:782). Choosing 

the right context, channels and messages that did motivate people to pay attention 

and use the health information are among the greatest health communication and 

social marketing devices (Evans et al., 2008:782). Messages are tailored to suit 

various audiences, which ensures that there is no a wastage of information and 

messaging. Messages can also be tailored to be more specific and individualised to 

best fit the receiver. Content in the message should also be aimed specifically at the 

individual and others who are very similar (Evans et al., 2008:783). 
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2.8.2 Language and Communication 

Language is an important part of health communication. Language is a complex and 

social phenomenon comprising of any system of signs used for oral and literary forms 

of communication (Fourie, 2014:84-85). Language is an indicator of communication, 

allowing for interaction to take place. It was important therefore for health practitioners 

to communicate with parents on immunisation in a language and manner that the 

parents understood and can comprehend. 

There has seemed to be a gap in the health communication methods or systems of 

approach used in the health communication practice of child immunisation. Another 

point of motivation has come from South Africa having 12 official languages and many 

cultural practices. The way parents communicate with health professionals with the 

challenge of language difficulties and the different language dialect styles of 

communication create differing perceptions of health and illness information (Jones & 

Watson, 2012:416). Language has influenced information sharing and receiving at 

Levai Mbatha between health practitioners and the parents of the children being 

immunised.  

Even with English being a language of choice in many countries across the world, not 

every parent can communicate in English. South Africa alone has 12 official 

languages, which all have different dialects. To only rely on English as a medium of 

communication at Levai Mbatha clinic would lead to poor health communication and 

interaction. 

2.8.3 Health Practitioners 

A health practitioner plays a pivotal role in the process of health care to inform, 

persuade, to council, to create awareness, to coordinate, to mobilise and to promote 

heathy lifestyles (Shrivastava & Srivastava, 2016:71). The health practitioner was the 

first point of contact for a patient and very often plays an important role. Primary health 

care is seen in most countries as the first level of contact for the formal health system 

(Ogali, Giles, Daker-White & Bower, 2015:1). Health practitioners need to reassure 

patients and parents on the effectiveness of immunisation (Cowan & Haslam, 

2005:332). The health practitioner also needed to obtain the appropriate consent from 

parents for child immunisation. Health practitioners could have poor attitudes when 
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dealing with the parents of the children. The health practitioner needs to provide 

appropriate advice and information on child immunisation and also to present records 

of the child’s clinic visits (Cowan et al., 2005:333). 

A healthcare practitioner is a doctor of medicine or osteopathy, podiatrist, dentist, 

chiropractor, clinical psychologist, optometrist, nurse practitioner, nurse-midwife or a 

clinical social worker, all of whom are authorised to practise by law through a university 

qualification or the employee’s group health plan (Jones & Watson, 2012:419). A 

health practitioner is required to have strong leadership qualities, effective health 

communication skills and the ability to effectively reach and positively influence the 

community (Shrivastava & Srivastava, 2016:71). Without comprehensive information 

about the factors associated with failure to complete the full series of recommended 

vaccines, it is hard to plan substantial health programmes that would improve 

childhood immunisation programmes in the region (Wiysonge, Uthman, Ndumbe & 

Hussey, 2012:2). 

A health practitioner provides important information and services to patients and 

parents of the children. The way health practitioners communicate and provide 

immunisation information to patients and parents influences the patient’s response 

and outlook on child immunisation and other health topics (Ojo, 2006:94). The patient’s 

views in the improvement of quality in health care are becoming increasingly important 

(Ogali, Giles, Daker-White and Bower 2015:1). 

It has become of importance for the health practitioners to have created contusive and 

safe environments for information sharing. Doctor (healthcare practitioner) – patient 

communication may be influenced by factors related to national and cultural 

differences (Van den Brink-Muinen, Maroos & Tähepöld, 2008:385). The role of health 

education and health promotion is to assist people to gain knowledge and to maintain 

good health through promoting a combination of educational and environmental 

support (Wills & Rudolph, 2006:29). Wills and Rudolph (2006:29) further explain that 

the educational and environmental support influenced the parent’s actions and outlook 

on child immunisation. 

Levai Mbatha did have the challenge of not having enough health practitioners to 

assist with the high volumes of parents who bring their children in for immunisation; 
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and the challenge of finding health practitioners who specialise only in child 

immunisation. 

Many third world countries, such as South Africa; face major challenges in providing 

universal access to health services (Alles, Eussen, Ake-Tano, Diouf, Tanya, Oduwole 

& Mauras, 2013:291). A large percentage of children in rural areas of Sub-Saharan 

Africa are not immunised because their parents believe that the vaccines have 

negative effects on their children (Alles et al., 2013:291). In countries such as the Ivory 

Coast, there has been a greater belief in African traditional medicinal practice than in 

Western medicine. Over the years, there has been an increase in reported cases of 

measles, neonatal tetanus and polio (Alles et al., 2013:291). 

In other African countries like Malawi, Ghana and Zambia, there is also a great 

percentage of the population who make use of traditionally facilitated health-based 

centres (Maleta & Amadi, 2014:34) in comparison to westernised medicinal practice. 

Vaccine efficiency tends to be lower in low-income countries than in higher-income 

countries (Wiysonge, Uthman, Ndumbe & Hussey, 2012:1). 

The Centre for Disease Control and Prevention for South Africa, identified 14 

immunisation diseases that children contract due to not being immunised. The most 

common diseases are Measles, Tetanus (Lockjaw) and Polio (Murphy, Slade, Broder, 

Kretsinger, Tiwari, Iskander, Brown, & Moran, 2016). The others are Diphtheria, 

Varicella (Chicken Pox), Mumps, Rotavirus, Pneumococcal disease, Pertussis 

(Whooping cough), Haemophilus Influenza type B (HIB), Rubella (German Measles), 

Hepatitis B, Hepatitis A and Influenza (Flu) (Murphy, Slade, Broder, Kretsinger, Tiwari, 

Iskander, Brown & Moran, 2016). 

The vaccines help make the child immune to serious diseases (Murphy, Slade, Broder, 

Kretsinger, Tiwari, Iskander, Brown & Moran, 2016) 

Levai Mbatha clinic worked relentlessly to ensure that they were able to communicate 

and promote the importance of having a child immunised. The clinic focuses on all 

immunisation diseases and constantly interacted with the parents to remind them of 

the different immunisation diseases and also communicated details about the negative 

effects of not getting their child immunised. 
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The clinic has faced challenges regarding limited resources of both health practitioners 

and vaccines. They have been trying their best to work with the challenges that were 

sometimes beyond their control. 

2.8.4 Media strategy for Health Practitioners 

A media strategy requires the idea, planning and implementation of a well organised, 

effectively managed programme that addresses specific high-risk populations 

(Nkanunye & Georgy 2017:3). Its objectives are based on the public health goals and 

outcomes, which include understanding one’s audience and their needs. The strategy 

also requires identifying the necessary action steps (Maryland Department of Health 

& Mental Hygiene, 2011:13). A media strategy educates and reminds the public 

audience about healthy living behaviours and health literacy. The public is also 

motivated to support health improvement initiatives. The strategy consists of key 

messaging, including information of what services the health centre provided. It also 

explains that the clinic is government owned, with a board of directors representing 

the patients to whom services are provided to. It also has media relations areas that 

focus on communication resources toolkits, public service announcements (Maryland 

Department of Health & Mental Hygiene, 2011:13). 

2.8.5 Brochures as a medium of health communication 

Brochures and booklets should be flexible and have complete details of information. 

(Najeeb, 2014:406). Posters should be colourful, and have both written and visual 

texts and it should also grab attention (Skinner, Von Essen, Mersham & Motau, 

2007:98). The care of patients now almost inevitably seems to involve many different 

individuals who all need the means to share patient information (Coiera, 2006:92). 

2.8.6 Flyers as a medium of health communication 

Written health communication is any type of communication that involves both formal 

and informal health communication. With written health communication, no feedback 

is provided in most cases (Coiera, 2014:420). One benefit of written health 

communication is that it is used to document what information needs to be provided 

or shared. This takes the form of brochures, flyers, clinic cards, newsletters and 

reports (Nkanunye & Georgy, 2017:2). 
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2.8.7 Clinic cards as a medium of health communication 

Clinic cards are the most reliable channel of communication for parents. The clinic 

card is a source of information that was beneficial for both the health practitioners and 

parents. A clinic card contains all the child’s information, it is also a health tracking tool 

(Findly, Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, Chen & Chimkin, 

2006:191). The health practitioners update the card every time the child comes in for 

immunisation. The card helps track the child’s weight, height and growth. Should the 

child lose weight, for instance, the health practitioner is able to easily notice it against 

the growth chart in the clinic card. From that, the health practitioner can investigate 

the possible reasons for the weight loss. 

Immunisation promotion is particularly well suited to a community-based effort, much 

like primary health care or community health care because it is inclusive of all children 

in the community (Findly, Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, Chen & 

Chimkin, 2006:191). 

The parents were also able to know when the next visit was as a date and time was 

written on the clinic card. 

2.8.8 Audio visual as a medium of health communication 

Audio-visuals and films could play an effective role in communicating with parents 

while they are in the waiting areas, and the content can be played on the internal 

television screens (Skinner, Von Essen, Mersham & Motau, 2007:101), which were 

closed-circuit internal televisions. The parents are able to see and hear the message 

displayed and shared (Skinner et al,. 2007:103). 

Audio and video communication are a one-way channel of communication. This 

medium shares recorded messaging, which could be viewed by the receiver of the 

message. It includes educational recorded videos, podcasts and YouTube videos 

(Nkanunye & Georgy, 2017:2). 

2.8.9 Social media as a medium of health communication  

Social media communication has become a very common form of health 

communication. It has characteristics consisting of some of the other forms of 
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communication such as written communication and two-way communication. Social 

media allows for real-time feedback with the written record of what has been 

communicated, as in the case of Facebook, Twitter and Instagram (Project 

Management Skills, 2017). 

Electronic media, information technology and a better understanding of the 

communication process have increased the scope of health communication, from 

providing health information to attempting to persuade individuals to adopt health 

behaviours (Sar Dway, Soonthornworasiri, Jandee, Lawpoolsri, Pan-Ngum, 

Sinthuvanich & Kaewkungwal, 2016:132). Social media have become the most 

effective and quickest way of reaching the audience and sharing information. Most 

people have access to as least one social media platform, with Facebook being the 

most popular. 

Organisations are now using Google and Facebook as media of communication to 

address and reach their audiences. They use Facebook and Google to share 

messages on important topics. Social media use advanced marketing strategies to 

change individual and organisational behaviours and policies. It is effective on a 

population level across a wide range of public health and health care domains (Evans 

& McCormack, 2008:781). 

2.8.10 Direct Messaging (Short Messaging Service – SMS) as a medium of health 

communication 

Social marketing seeks to influence and persuade the social behaviours of the 

audience they aim to target (Evans & McCormack, 2008:781). Healthcare delivery 

systems are undergoing significant changes (Evans et al., 2008:781). Traditional 

communication channels have changed significantly over the years, giving patients 

direct access to more medical information (Evans et al., 2008:782). The use of short 

messaging services is efficient because it allows for direct access to the consumer, 

who was in this regard the parent, does not need to have data or airtime to receive or 

access the messages that are sent to him or her. 

http://www.projectmanagementskills.com/
http://www.projectmanagementskills.com/
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2.9 IMMUNISATION AS A HEALTH TOPIC 

Immunisation is an important health service provided by government clinics. It is the 

health process whereby a person’s immune system is made resistant or immune to an 

infectious disease, typically by the administration of a vaccine (Betch, Bŏhm, 

Airhihenbuwa, Butler, Gretchen & Herrmann, 2015:6). 

In government-owned clinics, immunisation is provided at no cost to the patient. This 

is done to ensure that the patients receive the necessary health care. Government 

policies encourage and promote administered immunisation practices in healthcare 

that require safe immunisation practice (Cowan & Haslam, 2005:333). Health 

practitioners will communicate key health messages on immunisation and are able 

offer support and guidance for adopting positive healthcare practices (Shrivastava & 

Srivastava, 2016:72). 

Immunisation in developing countries, especially in communities of colour, tends to be 

of lower access due to poor health care services and would likely receive fragmented 

lower quality health care (Findley, Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, 

Chen & Chimkin, 2006:191). Parents are not always knowledgeable on immunisation 

of their children from birth. 

It is important for the government to ensure that immunisation services are well 

communicated and communities know of them. Levai Mbatha clinic needed to ensure 

that the surrounding communities that they provided health services to know about 

child immunisation. The effectiveness and sustainability of immunisation programmes 

have become key issues (Rwashana, Williams & Neema, 2009:95) in South Africa to 

ensure that child immunisation was carried out effectively. These include the strong 

emphasis on health communication channels used to convey immunisation 

messages. Efficient health communication in healthcare could be beneficial to patients 

(parents of the children) and healthcare practitioners (Ojo 2006:94). The importance 

of communicating on immunisation (Zerfass and Sherdaza 2015:291) is to ensure that 

a meaning is created as opposed to a mere message (Sakyi, 2010:157) being 

conveyed. 

Preventable childhood diseases still occur, particularly in developing countries, due to 

low immunisation coverage on immunisation (Rwashana. Williams & Neema, 
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2009:96). This has, in turn, seen a vast increase in infant and child deaths due to poor 

child immunisation practice. Better health enables children to grow up healthy (Sood, 

Shefner-Rogers & Skinner 2014:68). 

Child immunisation has become an increase topic of discussion, especially in 

developing countries. It focuses on babies aged from one month to five years of age 

(Corley, 2016). An increase in coverage and effective health communication on child 

immunisation is important to encourage the prevention of childhood diseases 

(Rwashana, Williams & Neema, 2009:95). Health practitioners therefore need to 

ensure that immunisation procedures are in place (Cowan & Haslam, 2005:332). 

Rwashana et al. (2009:96), have further explained that failure to immunise the world’s 

children with lifesaving vaccines encourage and promote child immunisation would 

result globally in more than three million premature deaths each year. 

Government has encouraged and promoted parents to take their children to get them 

immunised accordingly. Child immunisation is incorporated as a health service routine 

with a recommended time schedule for children (Oliphant, Mann, Tamilson, Nsibande 

& Mebrahtu, 2010:249). Health practitioners need to record and report when children 

have reactions to immunisation vaccines (Cowan et al. 2005:332). 

The parents and guardians of Levai Mbatha take their children to Levai Mbatha to get 

them immunised. Every child has a clinic card which measured and closely evaluated 

their growth. 

Africa has made remarkable improvements in immunising children against 

preventable diseases such as polio, pneumonia, diphtheria, measles and tuberculosis 

(Wiysonge, 2015). Child immunisation is an important process in the child’s health and 

development (Tilley, Murray, Watson & Comrie, 2014:42), and is to the parents’ 

advantage and interest to see and understand the necessity and importance and 

benefits of it for their children (Oyefara 2014:1). There has been an increase in 

immunisation related illnesses such as measles, neonatal tetanus and polio (Alles, 

Eussen, Ake-Tano, Diouf, Tanya, Oduwole & Mauras, 2013:291). 

In order for parents to make an informed decision, they need sufficient time and 

information to weigh up the risks and benefits of embarking on the immunisation 

programme for their child or children (Cowan & Haslam, 2005:335). Parents of the 
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children being immunised have played a pivotal role in ensuring the health and 

wellbeing of their children through immunisation. Parental responsibility is key to the 

process of child immunisation (Cowan & Haslam, 2005:335). Vaccine preventable 

diseases are a major contributor to high African child mortality rates, purely because 

of the limited introduction of new vaccines and low intake of existing vaccines 

(Wiysonge, Uthman, Ndumbe & Hussey, 2012:1). 

2.10  MODELS OF HEALTH COMMUNICATION 

Communication is best understood through different means of models which describe 

and explain the health communication process (Steinberg, 2008:51). Models were the 

visual diagrams of abstract ideas. The core purpose of a model is to capture the 

essential features of a real situation in a more simplified form so that it can be 

described, explained and understood more easily (Diaz, 2006: 60). Communication 

theorists tend to use models to better identify relevant components of the process and 

provide a picture of how components relate to each other during a real communication 

encounter (Kabir, Jeevan, Reza & Ramiah, 2015:3). The following models of health 

communication are explored to identify and qualify them and their roles in sharing 

messages. The models of health communication communicated were the Shannon-

Weaver model of communication and Osgood-Schramm’s model of communication. 

2.10.1 The Shannon-Weaver Model of Communication 

Shannon and Weaver worked for the Bell Telephone Laboratory in the United States 

of America. Shannon was a mathematician and electronic engineer. Weaver was a 

scientist. They joined together to write an article in the “Bell System Technical Journal” 

on the “Mathematical Theory of Communication”, which is now called the Shannon-

Weaver model of communication (Al-Fedaghi, 2012:13). 

The model is designed to develop effective communication between the sender of the 

message and the receiver (Al-Fedaghi, 2012:13). Shannon and Weaver also found 

factors affecting the communication process which they called “noise”. Their model 

deals with various concepts like information source, transmitter, noise, channel, 

message, receiver, information destination, encode and decode (Steinberg, 2008:61). 
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Shannon and Weaver’s model depict a sequential process in which each component 

of the communication process was clearly defined. The model also drew attention to 

the effects of the message – the effects of noise on the reception and understanding 

of the message by the recipient. This was because Shannon and Weaver’s greatest 

concern was the efficient transmission of information from the communicator to the 

recipient, and the clarity of the message that was being transmitted. They did not 

consider the content of the message or the meaning conveyed and interpreted by the 

participants. 

The disadvantage of the model was that there is no channel for feedback. The model 

was concerned only with the clarity of the message and not its meaning. 

 

 

 

 

 

 

 

 

  

Figure 2.10.1 Shannon and Weaver Model of Communication 

According to the Shannon and Weaver model, the participants were as follows: 

The sender was the originator of the message, or the information source selected for 

the desired message. 

The encoder was the transmitter which converts the message into signals. The 

sender’s message is converted into signals which is compactable to transmit the 

messages through satellites (Steinberg, 2008:61). 
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The decoder was the reception place of the signal which converted signals into 

messages, a reverse process of encoding. The receiver converted the data into a 

message which was comfortable and understood by the receiver (Steinberg, 2008:61). 

A receiver of the message was the point of destination where the message arrived 

from the sender. Based on the decoded message, the receiver gave their feedback to 

the sender. If the message was distracted by noise, it would affect the communication 

flow between the sender and the receiver (Steinberg, 2008:61). 

Noise was when messages were transferred from the encoder to the decoder through 

a channel. During this process, the messages could be distracted or affected by 

physical noise like music, thunder and crowd noise (Steinberg, 2008:61). 

Encoded signals could also be distracted in the channel during the transmission 

process which affected the communication flow or the receiver did not receive the 

correct intended message. This model only dealt with external noise, which only 

affected the message or signal from external sources (Steinberg, 2008:61). 

The Shannon-Weaver model of communication was an ideal model of information 

sharing between the encoder and decoder of the message. The model took into 

consideration the information source, message, channel, noise source and 

destination. The model, however, does not have a feedback process between the 

information (encoder) and the destination (decoder) (Steinberg 2008:61). 

The Shannon-Weaver model of communication took into consideration the information 

source, who was the health practitioner, the message, which was the information that 

was shared by the health practitioner and the message received and understood by 

the recipient, who was the parent. The model also took the noise elements into 

consideration. The noise could be language barriers, scarce resources at the clinic 

and how the parent was able to interpret and made sense of the information. The 

model did, however, not have the feedback option for the parents to ask questions or 

engage in a two-way dialogue. 

2.10.2 Osgood-Schramm’s Model of Communication 

Charles Egerton Osgood was a distinguished American psychologist who developed 

a technique for measuring the connotative meaning of concepts, known as the 
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semantic differential (Rahman, 2015). He was a professor of psychology of the 

University of Illinois, and also a research professor of the Institute of Communication 

Research. Osgood replaced the linear model of communication with the circular 

process of communication and Schramm added the concept of field or experience to 

it (Rahman, 2015). 

Wilbur Schramm was an American scholar and one of the founding fathers of mass 

communication. He played an important role in founding and shaping the discipline of 

communication studies (John & Brooks, 2018:14), Schramm founded the Institute of 

Communication Research at the University of Illinois and served as its director in 1947. 

Schramm moved again in 1955, founding another Communication Research Institute 

at Stanford University (John and Brooks 2018:14) and developed the Osgood-

Schramm model of communication, which was adapted from the theories of another 

theorist, Charles Osgood. The model suggested that communication was a two-way 

process where both the sender and receiver take turns to send and receive the 

message (Rahman, 2015). The model had perceived communication as a never-

ending process which constitutes messages and feedback. Health communication 

was incomplete if there was no feedback. 

The message was only sent after encoding, so the sender was also called the encoder 

and the encoded message was decoded under receipt by the receiver, making him or 

her the decoder (Rahman, 2015). 

The Osgood-Schramm model was a circular model of communication that broke the 

sender and receiver as two parts of a practical model (Al-Fedaghi, 2012:17). 

The sender or transmitter of the message was the person who sent the message. 

The encoder was someone who converted the message to be sent into codes. The 

encoder did the encoding, or was the originator of the message who sent out the 

message. 

The decoder was the person who received the encoded message which had been 

sent by the encoder and converted it into the language understood by the person. 
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The interpreter was the person who tried to understand, analyse, perceive and 

interpret the message that was sent. The interpreter and receiver was the same 

person. 

The receiver was the person who got the message. He or she decoded and interpreted 

the actual message. 

The message was the data sent by the sender and the information that the receiver 

received. 

Feedback was an important process of responding to the received message by the 

receiver. Feedback would let the sender know if the receiver had interpreted the 

message as required or not. The message became useless if the receiver did not 

understand it, making feedback different than the expected outcome. 

A medium or media was the channel that was used to send the message. 

Noise was the interference and interruptions caused during the process. It was also 

created when the intended meaning of the message sent by the sender and the 

meaning interpreted by the receiver was different and were both known as semantic 

noise. 

The model occurred in two parts where each person acted as both the sender and 

receiver, hence the use of interpretation. The encoding, interpreting and decoding 

process is a simultaneous one (Al-Fedaghi, 2012:18). 

The semantic noise was a concept introduced and occurs when the sender and 

receiver applied different meaning to the same message. It happened mostly because 

of the words and phrases used would cause a deviation in the actual meaning of the 

communication (Al-Fedaghi, 2012:18). When there is semantic noise, decoding and 

interpretation become difficult and people are deviated from the actual message 

(Rahman, 2015). 
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Figure 2.10.2 Osgood-Schramm’s Model of Communication 

Schramm had believed that the background of the individual who was involved played 

an important role of communication; people with various knowledge, experiences and 

cultural practices interpreted messages in different ways than others. A sender passed 

on the information to the receiver (Rahman 2015). The receiver interpreted it according 

to his or her knowledge, experiences and gave feedback to the sender. The main 

concepts behind his model are set out below: 

 

 

 

 

 

Figure 2.10.3 Osgood-Schramm’s Concept of Communication Model 

People communicated according to the situation they were in, that was, they acted 

and communicated according to the place, time, reason and setting they were facing. 

The same people would act differently when they met casually or for official purposes. 
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According to Rahman (2015), the advantages of the Osgood-Schramm model of 

communication included circular communication which gave an opportunity to both 

parties to give their opinion, the model being a dynamic one, showing how a situation 

can change, and was helpful in general practice. The sender and receiver were 

interchangeable in their messages and were both equally active. The model showed 

why redundancy was an essential part of communication. The semantic noise included 

as a concept helped in understanding problems that could occur during interpretation 

of messages. There was no separate sender and receiver. The parts were 

interchangeable in a conversation. It assumed that communication was circular in 

nature where information was sent and received. Feedback was provided in the 

conversation; it was a central feature and it made it easier to know if the message was 

interpreted by the receiver as intended or not. The concept of interpretation made the 

communication effective. The field of experience helped to understand the 

communication process in many other ways other than the traditional ones. The 

concept of context made the environmental factor included in the interpretation of 

message and brought change in the message value. 

The disadvantage of the model is that it does not put emphasis on the semantic noise 

in the message process and it assumes that the encoding and decoding process is 

seamless. (Rahman, 2015). The model could not deal with multiple levels of 

communication and complex communication processes. There could only be two 

sources communicating, as many sources complicate the process and the model 

could not be implemented. The messages sent and received might be interpreted 

differently than intended. 

The Osgood-Schramm model of communication could be better applied to the 

information-sharing process. The model encouraged two-way communication through 

feedback. The participants of the communication process had interchanging roles of 

being both the encoder and decoder. The process allowed for the message to be 

understood almost instantly – interaction was encouraged. 

Osgood-Schramm’s model of communication would be the best model of 

communication for Levai Mbatha clinic as the health practitioner would be able to 

share information as a message and the parent as the recipient would be able to 

receive the information, interpret it and share information back to the health 
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practitioner. The health practitioner and parents would then have the dual roles of both 

the encoder and decoder of the messages shared.  

2.10.3 Health benefits model 

The Health Belief Model was developed in the 1950’s by a group of Public Health 

Service Social Psychologists (Croyle, 2005). In 1966, Irwin Rosenstock improved the 

model, making it more focused on the context at hand (Raingruber, 2011). In the 

1970’s and 1980’s, Becker and his colleagues further modified the Health Beliefs 

Model in include people’s responses to symptoms and illness (Raingruber, 2011). The 

model was created to explain why so few people were participating in health 

programmes aimed at preventing and detecting diseases. The model posed the “why” 

question. To investigate an answer, the social psychologists examined what was 

encouraging or discouraging people from participating in the health programmes 

(Abraham & Sheeran, 2015). 

The theory consists of constructs which influence people’s decision making process 

on whether or not to take action to prevent, screen for and control illness (Abraham & 

Sheeran, 2015). The model was extended to include illness behaviours, preventative 

health and health screening. The model’s constructs are demographic variables (age, 

gender, ethnicity, occupation), sociophysio-logical variables (socioeconomic status, 

personality, coping strategies), perceived self-efficacy (ability to adopt the desired 

behaviour), cues to action (factors that instigate preventative health such as 

information sought or provided, persuasive communication and personal experience), 

health motivation, perceived control and perceived threat (Abraham & Sheeran). 
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Figure 2.10.5 Health Beliefs Model  

The first construct is perceived susceptibility. Perceived susceptibility refers to 

subjective assessment of risk of developing a health problem. This is when the patient 

believes that they are susceptible to the condition. In this regard, the health belief 

model predicts that individuals who perceive that they are susceptible to a particular 

health problem will engage in certain behaviours to reduce their risk of developing the 

health problem (Croyle, 2005). Parents who want to prevent their children from getting 

ill from immunisation-related illnesses, are more likely to get their children immunised.  

Individuals with low perceived susceptibility may deny that they are at risk for 

contracting a particular illness (Abraham & Sheeran). Others may acknowledge the 

possibility that they could develop the illness, but believe it is unlikely. Individuals who 

believe they are at low risk of developing an illness are more likely to engage in 

unhealthy, or risky, behaviours (Corcoran, 2007). Individuals who perceive a high risk 

and believe that they will be personally affected by a particular health problem are 
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more likely to engage in behaviours to decrease their risk of developing the condition 

(Abraham & Sheeran, 2015). *3 In the case of child immunisation, a parent will get 

their child immunised in time for an immunisation related illness such as Mumps or 

Polio. The parent does this if they believe that their child is likely to contract the illness. 

The parent will get the child immunised in order to prevent the child from getting ill. 

The following construct is a combination of two constructs. These are the perceived 

severity and perceived susceptibility. The combination of perceived severity and 

perceived susceptibility. It is referred to as a perceived threat. Perceived severity and 

perceived susceptibility to a given health condition depends on knowledge about the 

particular health condition. The health belief model predicts that higher perceived 

threat leads to a higher likelihood of engagement in health-promoting behaviours 

(Abraham & Sheeran, 2015). Parents do not always understand the full context of an 

immunisation disease. They do, however, have the basic understanding and the 

consequences of immunisation diseases.  

Another construct is the perceived severity which refers to the assessment of the 

severity of a health problem and the potential consequences it has. The condition is 

believed to have consequences. The health belief model proposes that individuals 

who perceive a given health problem as serious, are more likely to engage in 

behaviours to prevent the health problem from occurring or reduce its severity 

(Abraham & Sheeran, 2015). Perceived seriousness encompasses beliefs about the 

disease itself. This could be whether it is life-threatening or may cause disability or 

pain, as well as broader impacts of the disease on functioning in work and social roles 

(Croyle, 2005).  

Health-related behaviours are also influenced by the perceived benefits of taking 

action. Perceived benefits refer to an individual's assessment of the value or efficacy 

of engaging in a health-promoting behaviour to decrease risk of disease. (Corcoran, 

2007). If an individual believes that a particular action will reduce susceptibility to a 

health problem or decrease its seriousness, then he or she is likely to engage in that 

behaviour regardless of objective facts regarding the effectiveness of the action 

(Croyle, 2005). The parents assess the benefits of getting their children immunised. 

They assess the advantages of preventing child diseases through immunisation.  
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Action-taking is another construct of the Health Belief Model. The patient believes that 

taking action would reduce the susceptibility or its severity of the condition. The 

patients believes the steps of taking action will outweigh the benefits. Health-related 

behaviours are also a function of perceived barriers to taking action. Perceived 

barriers refer to an individual's assessment of the obstacles to behaviour change 

(Corcoran, 2007). Even if an individual perceives a health condition as threatening and 

believes that a particular action will effectively reduce the threat, barriers may prevent 

engagement in the health-promoting behaviour. The perceived benefits must outweigh 

the perceived barriers in order for behaviour change to occur (Croyle, 

2005). Perceived barriers to taking action include the perceived inconvenience, 

expense, danger, such as side effects of a medical procedure, and discomfort through 

pain or an emotional experience, involved in engaging in the behaviour (Croyle, 2005).  

Individual characteristics, including demographic, psychosocial, and structural 

variables, can affect perceptions of health-related behaviours. Demographic variables 

which include age, sex, race, ethnicity, and education, among others. Psychosocial 

variables include personality, social class, and peer and reference group pressure, 

among others (Abraham & Sheeran, 2015). Structural variables include knowledge 

about a given disease and prior contact with the disease, among other factors 

(Abraham & Sheeran, 2015). The health belief model suggests that modifying 

variables affect health-related behaviours indirectly by affecting perceived 

seriousness, susceptibility, benefits, and barriers (Croyle, 2005).  

The health belief model posits that a cue, or trigger, is necessary for prompting 

engagement in health-promoting behaviours. Cues to action can be internal or 

external. Physiological cues are an example of internal cues to action. External cues 

include events or information from close others, the media, or health care 

providers promoting engagement in health-related behaviours (Abraham & Sheeran, 

2015). The intensity of cues needed to prompt action varies between individuals by 

perceived susceptibility, seriousness, benefits, and barriers (Croyle, 2005).  

Self-efficacy was added as a component of the health belief model. Self-efficacy refers 

to an individual's perception of his or her competence to successfully perform a 

behaviour. Self-efficacy was added to the health belief model in an attempt to better 

explain individual differences in health behaviours. Patients are confident in their ability 

to successfully perform an action (Abraham & Sheeran, 2015).  The health belief 

https://en.wikipedia.org/wiki/Demographic
https://en.wikipedia.org/wiki/Psychosocial
https://en.wikipedia.org/wiki/Self-efficacy
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model is applied to more substantial, long-term behaviour change such as diet 

modification, exercise, and smoking. Developers of the model recognized that 

confidence in one's ability to effect change in outcomes and is was a key component 

of health behaviour change (Croyle, 2005).  

The advantages of the Health Belief Model are that it is a good model for addressing 

problem behaviours that evoke health concerns. The model also assists in creating 

both short-term and long-term behaviour change strategies (Corcoran, 2007).  

The disadvantages of the Health Belief Model are that not all health behaviour is based 

on rational or conscious choice. The model focuses on negative factors and ignoring 

positive motivations that prompt healthy behaviour (Corcoran, 2007). The model lacks 

concepts associated with strategies for change. The biggest issue is that the model 

focused on individual factors rather than socioeconomic and environmental factors, 

and therefore, encourages victim blaming (Raingruber, 2011). 

The model is a good fit for the study as it allows the researcher to investigate the 

parent’s ability to adopt a desired behaviour in order to make better health decisions 

for their children.  

The model is able to explore various factors that contribute to the health outcomes 

and also influence the health beliefs. The model addresses problem behaviours that 

parents are not always to apply in order to prevent health concerns or implement 

health improvements. There tends to be triggers that prompt the parents at Levai 

Mbatha to follow the immunisation chart and get their children immunised.  

9.2 THEORY OF COMMUNICATION 

Theory of Communication is the study of communication and mass media which had 

led to the formulation of many theories, both structural and functional, which believe 

that social structures are real and functional in ways that could be observed 

objectively. Cognitive and behavioural theories tend to focused on the psychology of 

individuals and interactionist theories. The cognitive heuristic theory allows for 

decisions to be made quicker. The purpose of this study was to determine the 

effectiveness of health communication mediums used by the Levai Mbatha clinic in 

the Vaal Region, when providing information on child immunisation as a health 

communication topic. The theories used in the study were selected to provide more 
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understanding to the practice of communication. Institutional theory assisted in 

navigating an understanding of Levai Mbatha’s management practices and culture as 

an organisation that communicated immunisation as a health topic. The co-ordinated 

management of meaning theory focused on the patterns of communication through 

the interplay of relationships between health practitioners and the parents. 

9.2.1 Theory of Meanings 

Theory is the prediction of how events are related (Lattimore, Baskin, Heiman & Toth, 

2012:52). It is used in its broadest sense as any organised set of concepts, 

explanations, and principles that depict aspects of human and experience (Littlejohn 

& Foss, 2011:19). Broadly speaking, a theory is a systematic (logical, or step by step) 

description of the concepts, constructs and relationships of specific processes or 

phenomena in a given discipline (du Plooy-Cilliers, Davis & Bezuidenhout, 2014:37). 

Du Plooy-Cilliers et al., further state that a theory is thus also a statement of how and 

why specific concepts are related. 

Cognitive heuristic theory is a theory focusing on the dual method of communicating. 

Cognitive heuristic theory has focused on the mental shortcut people take to make 

decisions more quickly and judgements faster.  

When parents make a decision concerning their child on immunisation, they make 

judgments and decisions about the world around them. Parent would believe that they 

were objective, logical, and capable of taking in and evaluating all the information 

available to them. The information could be shared through various media, the most 

common be face-to-face (dual) communication between the parent and health 

practitioner.  

The theory allows for various elements such as social dimensions, economic status 

and cultural beliefs to be taken into consideration as to what affected a decision and 

what had has influenced a judgement.  

Although this theory allowed for quicker turn-around times, it also included bias errors 

in the judgements and decision-making process. One’s ability to rely on existing 

heuristic can make it difficult to see alternative solutions or come up with new ideas. 

Heuristics had previously lead to inaccurate judgments about how common errors 

have occurred and about how representative certain things may be. 



48 
 

Cognitive heuristic theory was the best applicable theory for this study as it focuses 

on immunisation as a health topic and more on the effect the information has on 

parents being able to make decisions on getting their child immunised. The study also 

explored the various possible barriers of influence and bias judgements.  

Institutional theory has focused on Levai Mbatha as an institution which had its own 

practices, management approach and social economic pressures that the clinic faced 

as a government facility. The theory allowed for the researcher to explore Levia 

Mbatha clinic as an organisation. The researcher was then able to identify limitations 

to the theory. Because the theory focused on the organisation, it did not focused on 

the media of communication and the processes that were needed to ensure that health 

communications at the clinic was effective. The theory avoided individual-level 

explanations and communications, thus skewing the theory to be more bias than 

objective. The information shared at Levia Mbatha clinic using the institutional theory 

approach, has the blanket approach of sending everyone the same message and not 

tailoring the approach to suit each individual. The theory was more relevant as an 

organisational theory that focused on the management approach to health 

communications and not on the effectiveness of health communications.  

Co-ordinated Management of Meaning Theory focused on the various patterns of 

communication. The dialogue usage of the theory was usually one-way from the health 

practitioner to the patient or parent. These was no open two-way dialogue and 

discussions on information. The information that was also shared did not change was 

always the same. This meant that the information shared had no new findings or 

improvements on the topic discussed. Co-ordinated management of meaning theory 

described how communicators made sense of their world through meaning. This could 

be argued in the context of health communications at Levai Mbatha clinic. The theory 

did not work for the study as it did not provide an opportunity for two-way 

communications ensuring its effectiveness.  

9.2.2 Cognitive Heuristic Theory 

Cognitive heuristic theory focuses on the mental shortcut that allows for people to 

solve problems and make decisions more quickly and efficiently (Cherry, 2018). 

Heuristics are found to be helpful in many situations when it comes to decision making 

process.  
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The rule-of-thumb strategies shorten decision-making time and allow for parents to 

function without constantly stopping to think about their next course of action when it 

comes to child immunisation as a health topic.  

In the 1950s, psychologist Herbert Simon had suggested that, while people strive to 

make rational choices, human judgment was subject to cognitive limitations. Simon 

further investigated the thought process that rational decisions would involve weighing 

such factors as potential costs against possible benefits. People are limited by the 

amount of time they have to make a choice, as well as the amount of information they 

have at their disposal (Cherry, 2018). Other factors such as overall intelligence, 

accuracy of perceptions and one’s understanding also influence the decision-making 

process (Metzger &, Flanagin 2013:213). 

During the 1970s, the psychologists Amos Tversky and Daniel Kahneman presented 

their research on the cognitive biases that influence how people think and make 

judgements (Goyder, Boyer & Martinelli, 2006). 

Parents rely on cognitive heuristics based on a number of different theories that would 

influence their decision making when it involved child immunisation.  

Effort reduction: According to this theory, people utilise heuristics as a type of cognitive 

laziness. Heuristics reduce the mental effort required to make choices and decisions 

(Metzger & Flanagin, 2013:213). This meant that the parents made decisions on child 

immunisation based on the notion of immunisation being an unknown norm rather than 

it being a health requirement.  

Attribute substitution: This theory suggests that people substituted simpler but relate 

questions in place of more complex and difficult questions (Metzger and Flanagin 

2013:213). In this regard, parents would ask much simpler questions on immunisation 

or not ask any questions at all, in hopes that they avoided communicating about the 

more complex topics on not getting the child immunised.  

Fast and frugal: The theory argued that cognitive heuristics were more accurate than 

they were biased. In other words, we use cognitive heuristics because they are fast 

and usually correct (Metzger & Flanagin, 2013:213). The parents understood the 

immunisation process and timings far more than they understood what non-
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immunisation had meant and what diseases arose from not getting their child 

immunised.  

Cognitive heuristics play various important roles in both problem-solving and decision-

making. When trying to solve a problem or make a decision, people often turn to the 

mental shortcuts when in need of a quick solution (Goyder, Boyer & Martinelli, 2006). 

Some common heuristics include the availability heuristic and the representativeness 

heuristic. The heuristic involves making decisions based upon how easy it is to bring 

something to mind. When trying to make a decision, the individual will quickly 

remember a number of relevant examples (Goyder, Boyer & Martinelli, 2006) that 

would influence the decision. Since some memories were more readily available, one 

would be likely to judge the outcomes as being more common or frequently-occurring. 

If the parent is thinking of skipping an immunisation date for treatment, and they 

remember that a neighbour’s child became ill from non-immunisation, the parent would 

then honour the immunization date for their child.   

The representativeness heuristic involves making a decision based on comparing the 

present situation to the most representative mental prototype. When the parent is 

trying to decide whether or not the health practitioner was trustworthy, the parent 

would compare aspects of the individual to other mental examples. The 

representativeness heuristic would cause the parent to classify the health practitioner 

as being more likely to be reliable to work in the profession. 

The affect cognitive heuristic involves making choices that were strongly influenced by 

the emotions that an individual is experiencing at that moment. Research has shown 

that people are more likely to see decisions as having higher benefits and lower risks 

when they are in a positive, upbeat mood (Goyder, Boyer & Martinelli, 2006). Negative 

emotions, on the other hand, lead people to focus on the potential downsides of a 

decision rather than the possible benefits (Goyder, Boyer & Martinelli, 2006). 

Cognitive heuristics could also contribute to issues such as stereotypes and prejudice. 

People use mental shortcuts to classify and categorize people. They often overlook 

more relevant information and create stereotyped categorizations that are not a true 

reflection of the reality (Goyder, Boyer & Martinelli, 2006). 

https://www.verywellmind.com/problem-solving-2795008
https://www.verywellmind.com/decision-making-strategies-2795483
https://www.verywellmind.com/decision-making-strategies-2795483
https://www.verywellmind.com/availability-heuristic-2794824
https://www.verywellmind.com/representativeness-heuristic-2795805
https://www.verywellmind.com/what-is-the-affect-heuristic-2795028
https://doi.org/10.1002/%28SICI%291099-0771%28200001/03%2913:1%3c1::AID-BDM333%3e3.0.CO;2-S
https://www.verywellmind.com/what-is-prejudice-2795476
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When parents make judgments and decisions about getting their child immunized. The 

parent may think that they are being objective, logical, and capable of taking in and 

evaluating all the information that is available to them (Metzger & Flanagin, 2013:213).  

The heuristic approach shapes the conceptual orientation (Goyder, Boyer and 

Martinelli 2006). 

People will fall back on short-cuts to decision making; that is, cognitive heuristics. 

(Goyder, Boyer & Martinelli, 2006). Parents may usually make decisions to get their 

child immunised as a short-cut rather that questioning the approach.  

Cognitive heuristic theory is a reminder of how thoroughly multidimensional are the 

reasons as to why people do or do not participate in making decisions (Goyder, Boyer 

& Martinelli, 2006) 

Methodologists believe that people respond to surveys after concluding that the 

rewards outweigh the costs; that a structure of social disorganisation may impede the 

endeavours of decision-making; that some socio-demographic pockets of a population 

are pre-destined to refuse or take their child to Levai Mbatha clinic to get the child 

immunised; (Goyder, Boyer & Martinelli, 2006), that there are cognitive aspects around 

how people process information; that the culture is especially sensitised to intrusions 

into people's time and privacy; that some people have attitudes about immunisation in 

general, apart from the health topic; (Goyder, Boyer & Martinelli, 2006) that part of the 

immunisation response approach is physiological; that the health practitioner as a 

communicator is key, with consequent implications and interactions with other factors 

around response decisions; that participation is partly an emotional decision that 

people divide on their amenability to one mode of contact over another; and that the 

foundation for any theory of response posits these decisions as simply random acts. 

(Goyder, Boyer and Martinelli 2006). 

9.2.3 Institutional Theory 

Institutional theory is an approach to understanding organisations and management 

practices as being more the product of social than economic pressures (Kessler, 

2013:6). Institutional theory has become a popular perspective within management 

theory because of its ability to explain organisational behaviours that defies economic 



52 
 

rationality. Institutions are multifaceted durable social structures that are made up of 

symbolic elements, social activities and material resources (Sahay, 2012:4). 

Institutional theory is based on the key idea that the adoption and retention of many 

organisational practices are often more dependent on social pressures for conformity 

and legitimacy than on technical pressures for economic performance (Kessler, 

2013:6). 

Formal rules contain political rules, economic rules and contracts. Informal rules 

include taboos, customs and traditions (Sahay, 2012:4). If institutions are the rules of 

the game, organisations are the players who play the game according to the rules. 

There are two types of institutions: formal and informal institutions. Formal institutions 

includes the constitution, laws and regulations. Informal institutions include work 

practices and local resources available (Sahay 2012:6). In organisations where there 

is a greater overlap between the formal and informal, the process for organisational 

change will be easier (Sahay, 2012:6). There are pillars of institutions which include 

regulative, normative and cultural-cognitive (Sahay, 2012:6). Sahay (2012:7) further 

explains what these pillars constitute regulative, which focus on the ability of 

institutions to constrain and regularise behaviour; normative, which emphasise the 

normative rules that prescribe rights and privileges, as well as responsibilities and 

duties. Cultural-cognitive stress the shared conceptions that constituted the nature of 

social reality and the frames through which meaning is created. 

Theoretical assumptions are a meta-theory on how institutions with underlying logics 

of action, shape, stability and change in the individuals and organisations. Institutions 

have material and cultural characteristics (Amenta & Ramsey, 2010:14). The 

embedded agency included identities, values and assumptions of individuals and 

organisations within prevailing institutional logics. Society within an organisation was 

inter-institutional on three analytical levels. Level one is when individuals compete and 

negotiate. (Kessler, 2013:5). Level two is organisations in conflict and coordination. 

Level three is institutions in contradiction and interdependency (Kessler, 2013:5). 

Contradictions may arise out of different institutional logics, which come from different 

forces coming out from entities that comprise the organisational field. 
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The effects of institutional pressures increased the homogeneity of organisational 

structures in an institutional environment. The three types of pressures in institutional 

theory included coercive pressure, mimetic pressure, and normative pressure. 

Deinstitutionalisation was the process by which the legitimacy of an established or 

institutionalised organisation practice eroded or discontinued. Deinstitutionalisation 

refers to the delegitimation of an established organisational practice or procedure as 

a result of organisational challenges, to or failure of, organisations to reproduce 

previously legitimated or organisational actions taken for granted (Sahay, 2012:8). 

Institutional logics describe the contradictory practices and beliefs inherent in the 

institutions of society – the way the social world works. Each logic has a central logic 

that guides the organising principles and provides social actors with vocabularies of 

motives and a sense of self. They both enable and constrain the means and ends of 

human behaviour. 

Institutionalists tend to avoid both individual-level explanations and explanations 

situated at the same level of analysis (Amenta & Ramsey, 2010:15). It was because 

of these reasons that they were sometimes criticised for being structurally biased. 

Institutionalists within an institution tend to have problems in explaining social and 

political change (Amenta & Ramsey, 2010:15). Institutional arguments rely not only on 

aggregations of individual action or on patterned interaction between individuals but 

on institutions that required action (Amenta & Ramsey, 2010:16). Institutions were 

emergent, “higher-order” factors above the individual level (Amenta & Ramsey, 

2010:16), limiting some forms of action and facilitating others. Another form of 

institutional theorising posits that institutions were constitutive, establishing the 

available and viable models and heuristics of political action (Amenta & Ramsey, 

2010:17). 

Legitimacy is when organisations adhere to rational myths and adopt isomorphic 

practices out of the desire to appear to be a legitimate organisation (Kessler, 2013:7). 

A central assumption of institutional theory was the idea that organisations improved 

their odds of survival by conforming to commonly held expectations of what a 

successful organisation should appear to be. Organisations that appear to be 

legitimate are more likely to access resources than organisations that do not appear 

to be legitimate (Kessler. 2013:7). 
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Institutional theory suggest that organisations exist simultaneously into elements: a 

technical element for material resources such as capital and labour, and a social 

element which attends to symbolic resources such as legitimacy and status (Kessler, 

2013:9), to provide a model of organisational behaviour. 

As a theory or organisations, institutional theory has demonstrated remarkable 

resilience (Kessler 2013:10) in many organisations. Institutional theory continued to 

have powerful impact on organisational theory and practice. 

9.2.4 Co-ordinated Management of Meaning Theory 

The introduction of the coordinated management of meaning theory focused on 

patterns of communication. Coordinated management of meaning or CCM was first 

introduced by W. Barnett Pearce and Vernon Cronen (Wilson, 2015). The theory is 

meant to explore meaning by making patterns through the interplay of relationships, 

identity and culture within an organisation (Hedman & Gesch-Karamanlidis, 2015:41). 

Coordinated Management of Meaning or CMM is the process of creating and 

managing the reality (Coates, 2016: 21) of an organisation. Each and every person 

has their own interpretation and meaning while interacting with others. The 

construction of meaning during a conversation comprises of interpersonal systems 

that explain actions and reactions (Wilson, 2015) of each communicator or participant. 

Coordinated management of meaning is the theory that people construct meaning on 

the basis of exchanging rule (Coates, 2016:18). Coates (2016:18), further elaborates 

on how the theory communicates when the people who are in conversation with each 

other construct their own social realities. The theory is particularly useful in the 

development of dialogue and quality of conversation (Hedman & Gesch-Karamanlidis, 

2015:42) and aims to assist the communicator find ways of communicating better with 

their audience (Pearce, 2004:36). 

Instead of seeing communication as only transmitting information, coordinated 

management of meaning takes a stand-point of seeing communication as the central 

role that makes the social world exist collectively (Hedman & Gesch-Karamanlidis, 

2015:42). The coordinated management of meaning theorises that communication is 

a process that allows people to create and manage social realities (Coates, 2016:20). 

The goal for ensuring that health communication is effective and that the message is 
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interpreted correctly, means that the communicator needs to pay more attention to the 

patterns of communication of the audience (Hedman & Gesch-Karamanlidis, 

2015:41). The coordinated management of meaning theory creates a process that 

helps communicators socially communicate that which creates meaning and also 

manage the social reality (Coates, 2016:20) of those receiving the message. 

The coordinated management of meaning theory describes how communicators make 

sense of their world through meaning (Coates, 2015:20). According to Coates 

(2015:20), meaning could be understood to exist in a hierarchy, depending on the 

source of that meaning. The sources include the seven points: raw sensory data, 

content, speech acts, episodes, master contracts, life scripts and cultural patterns. The 

first is the raw sensory data that are visual and auditory stimuli that are interpreted to 

see images and hear sounds (Coates, 2015:20). The second source is content, where 

the words spoken are understood by what they refer to (Coates, 2015:20). Speech 

acts, which is the third, creates more meaning when it is further interpreted as 

belonging to a speaker who is specific in health communication styles and 

relationships with the listener and intentions (Coates, 2015:20). The fourth source is 

episodes, which is the content of conversations or discourse, where the listener better 

understands the content of the speaker (Coates, 2015:20). Master contracts is the fifth 

source, which defines relationships of the communicating participants, or what each 

can expect of the other in a specific setting (Coates, 2015:20). The sixth is life scripts 

which are the set of episodes a person expects they would participate in (Coates, 

2015:20). The last source of communication is the cultural patterns which culturally 

set through a set of rules that governed what we understand to be normal 

communication in a given episode (Coates, 2015:20). 

To help people understand the message being communicated meant to help them 

understand the patterns of health communication in the message. There are two types 

of rules in the patterns of health communication: constructive rules for when the 

communicators make interaction to understand the message from other participants. 

Regulative rules are more about how the communicator reacts, behaves or responds 

to the message (Wilson 2015). 
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Social Cognitive Theory 

Social Cognitive Theory was developed by Albert Bandura in 1989, as an extension 

of the Social Learning Theory (Raingruber 2005). According to Bandura, behaviour is 

learned by observation, imitation and positive reinforcements. Role models facilitate 

learning, in the individuals re-enact behaviours they observe directly, have seen in the 

media and familiarise themselves with. The theory also suggests that people learn by 

noticing the benefits of the actions that they observe people performing (Cheng, 2017). 

Learning can occur without a change in behaviour. Visible change in behaviour is the 

most common proof of learning, it is not absolutely necessary (Cheng, 2017). Social 

learning theorists believe that because people can learn through observation alone, 

their learning may not necessarily be shown in their performance. These are 

interdependent on each other and its influence can be directly linked with individual or 

group psychological behaviour (Cheng, 2017).  

 According to the Social Cognitive Theory, behavioural change is determined by 

environmental, social, personal and behavioural elements. Each of the factors 

influences the other. Behaviour is guided by expected consequences. There are six 

main concepts in the theory: 

The first concept is the reciprocal determinism: the person, behaviour and environment 

influence one another (Corcoran, 2007). 

The core concepts of this theory are explained by Albert Bandura through a 

schematization of triadic reciprocal causation, the schema shows how the 

reproduction of an observed behaviour is influenced by the interaction of the following 

three determinants: 

Personal being whether the individual has high or low self-efficacy toward the 

behaviour, such as getting the parent to believe in his or her personal abilities to bring 

the child to the clinic to get immunised correctly complete a certain behaviour 

(Corcoran, 2007).  

Behavioural being the response an individual receives after they perform a behaviour 

like provide chances for the parent to experience successful learning on immunisation 

as a result of performing the behaviour correctly (Cheng, 2017).  

https://en.wikipedia.org/wiki/Albert_Bandura
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Environmental, such as, aspects of the environment or setting at the clinic that 

influence the individual's ability to successfully complete a behaviour. The clinic could 

have conducive environmental conditions for improved self-efficacy by providing 

appropriate support and materials (Corcoran, 2007).  

The second concept is behavioural capability. It is the knowledge and skill needed to 

perform a behaviour (Corcoran, 2007). Motivation and feelings of frustration 

associated with repeated failures influence behaviour (Raingruber, 2005). There are 

two types of expectations. The first one is self-efficacy, which is needed to initiate 

change and is a crucial factor. The second is outcome expectancy, which is the 

person’s evaluation that the behaviour will lead to a positive outcome (Windover, 

Boissy, Rice, Gilligan & Merlino, 2014). The theory is the most widely recognised 

feeder for health education and health promotion programmes.  

The third concept is expectations: anticipated outcomes (Corcoran, 2007). On order 

to learn a particular behaviour, people must understand what the potential outcome is 

if they repeat that behaviour. The observer does not expect the actual rewards or 

punishments incurred by the model, but anticipates similar outcomes when imitating 

the behaviour (Windover, Boissy, Rice, Gilligan & Merlino, 2014). This is called 

outcome expectancies, which impacts cognition and behaviour. These expectancies 

are heavily influenced by the environment that the observer grows up in and the 

actions performed (Windover, Boissy, Rice, Gilligan & Merlino, 2014).  

The forth concept is self-efficacy, which is confidence in one’s ability to take action 

(Corcoran, 2007). Social cognitive theory posits that learning most likely occurs if there 

is a close identification between the observer and the model and if the observer also 

has a good deal of self-efficacy (Windover, Boissy, Rice, Gilligan & Merlino, 2014). 

Self–efficacy is the extent to which an individual believes that they can master a 

particular skill. Self-efficacy beliefs function as an important set of proximal 

determinants of human motivation, affect, and action—which operate on action 

through motivational, cognitive, and affective intervening processes (Windover, 

Boissy, Rice, Gilligan & Merlino, 2014).  

The fifth concept is observational learning: learning by observing others (Corcoran, 

2007). To illustrate that people learn from watching others, Albert Bandura and his 

https://en.wikipedia.org/wiki/Self-efficacy
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colleagues constructed a series of experiments. Observations should include 

Raingruber 2005): 

Attention Observers which selectively gives attention to specific social behaviours 

depending on accessibility, relevance, complexity, functional value of the behaviour or 

some observer's personal attributes such as cognitive capability, value preference, 

preconceptions (Raingruber 2005).  

Retention Observe tends to observe a behaviour and subsequent consequences, then 

convert that observation to a symbol that can be accessed for future re-enactments of 

the behaviour itself. When a positive behaviour is shown, a positive reinforcement 

should follow, this parallel is similar for negative behaviour (Raingruber 2005). 

Production refers to the symbolic representation of the original behaviour being 

translated into action through reproduction of the observed behaviour in seemingly 

appropriate contexts (Cheng, 2017). During reproduction of the behaviour, a person 

receives feedback from others and can adjust their representation for future references 

(Raingruber 2005).  

The sixth concept is reinforcements: responses to a behaviour that increases or 

decreases the likelihood or reoccurrence (Corcoran, 2007). Motivational process re-

enacts a behaviour depending on responses and consequences the observer receives 

when re-enacting that behaviour.  

Parents that make use of Levai Mbatha’s immunisation services are influenced by 

environmental factors, social factors, personal factors and behavioural elements. Each 

factor influences the parents’ decision to get their child immunised and also eliminate 

any immunisation related illnesses. The parents behavioural concept is based on 

whether or not they get their children immunised. The environmental concept is the 

condition of the clinic and whether or not the clinic is a space whereby the parents’ 

feel safe and confident to utilise the immunisation services. The parents do not always 

have positive expectations of the health practitioners, this concept is thus influenced 

by the health practitioner’s actions and attitude towards the parents and children. The 

health practitioners can either increase or decrease the likelihood of the parents going 

back to the clinic. Parents also learn by observing other parents actions, this is a 

common practice in Primary healthcare and Community-based care. 
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9.3  PUBLIC RELATIONS AND COMMUNICATION 

Public Relations is the management function that identifies, establishes and maintains 

mutually beneficial relationships between an organisation and the various publics on 

whom its success or failures depend (Cobat, 2012:11). 

Skinner, Mersham and Benecke (2016:2) further define public relations practice as the 

art and science of analysing trends, predicting their consequences, counselling 

organisational leaders and implanting a planned programme of action, which serves 

both the organisation and the public interest. 

According to Skinner, Mersham and Benecke (2016:21), health communication was 

central to the practice of public relations, with the general aim of establishing 

understanding but specifically to persuade, inform and influence attitudes and bring 

about action. 

Health communication is referred to in five broad categories, where one is able to 

explore the public relations model: two-person communication, small-group 

communication, public communication, organisational communication and mass 

communication (Skinner, Mersham & Benecke, 2016:21). 

The organisations which receive public relations services are encouraged to receive 

service in the area of communication (Suher, 2010:3065). Communication should be 

credible, and the receiver must have confidence in the sender (Verčič, Verčič, 

Srirsmesh & Zerfass 2012:4). 

Studies have explored ramifications for the roles and applications of public relations in 

the communication environment (Suher 2010:3064), when communication cannot be 

disregarded (Smith 2010:62). 

It is important to conceptualise the evolving role of public relations with communication 

(Smith, 2010:54). Health communication is essential (Suher, 2010:3062) to ensure 

that the practice of public relations is a seamless process in organisations. 

Health communication should be credible, and the receiver must have confidence in 

the sender. The context must confirm the message and not contradict it. The content 

determines the audience of the message. The message was content with meaning for 

the receiver. Health communication should provide clarity to ensure that the message 
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is put in simple terms. Health communication is a never-ending process. The 

messages must be continuous and consistent. Health communication took place 

through established channels. Different channels are used for reaching different target 

audiences. Health communication must take into account the capability of the 

audience. Health communication is most effective when it requires the least effort on 

the part of the recipient of the message (Skinner, Mersham & Benecke, 2016:27). 

It is essential for public relations to develop capabilities in areas of health 

communication, to ensure that messages are disseminated to both internal and 

external audiences (Suher, 2010: 3063). Although an effective and reliable tool for 

sharing information, health communication also has barriers that hinder its 

effectiveness and understanding (Skinner, Mersham & Benecke, 2016:25). Barriers to 

reception, barriers to understanding and barrier to acceptance are the most common 

barriers to health communication (Skinner, Mersham & Benecke, 2016:25) 

9.4 THE CONSTITUTION AND BASIC HUMAN RIGHTS 

The South African Human Rights Commission Act 40 of 2013 was signed again on 20 

January 2014 by the President. The Act aimed to provide for the composition, powers, 

functions and functioning of the South African Human Rights Commission, to provide 

for the repeal of the Human Rights Commission Act of 1994 and to provide for matters 

connected therewith (South African Human Rights Commission 2017). Sections 

181(1)(b) and 184, read with item 20 of Schedule of 60 to the Constitution of the 

Republic of South Africa, 1996, provided that the South African Human Rights 

Commission, established in terms of Section 115 of the Constitution of the Republic 

of South Africa, 1993 (Act no. 200 of 1993), continued to function in terms of the 

legislation applicable to it, and for the conferring of certain powers on, and the 

assignment of certain functions of the Commission (Department of Justice and 

Constitutional Development - South African Constitution 2014). 

Furthermore, the Constitution required that the South African Human Rights 

Commission must annually provide relevant organs of the state with information on 

measures they had taken towards the realisation of the rights in the Bill of Rights 

concerning housing, health care, food, water, social security and the environment 

(South African Human Rights Commission, 2017). 
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The South African Constitution, Chapter Two, which focuses on the Bill of Rights 

stated that everyone has the right to access any information that was held by another 

person and that was required for the exercise or protection of any right (Department 

of Justice and Constitutional Development - South African Constitution 2014). Every 

child has the right to basic nutrition, shelter, basic health care services and social 

services (Department of Justice and Constitutional Development - South African 

Constitution, 2014). Everyone has the right to have access to health care services, 

including reproductive health care. The state has taken reasonable legislative and 

other measures within its available resources, to achieve the progressive realisation 

of each of these rights. No one can be refused emergency medical treatment 

(Department of Justice and Constitutional Development - South African Constitution 

2014). Children’s Rights have been one of the seven areas identified by the South 

African Human Rights Commission as a dedicated focused area in order to effectively 

fulfil its mandate of promoting, protecting and monitoring the realisation of children’s 

rights in South Africa (South African Human Rights Commission 2017). 

Many families make use of the free health services provided by Levai Mbatha clinic. 

The health practitioners working at government-owned clinics such as Levai Mbatha 

play a critical role in the education and health communication of child immunisation. 

The health practitioners are the closest point of contact for the parents. As Levai 

Mbatha is a semi-rural area, the parents are not all literate. It was the health 

practitioner’s duty to communicate and impart knowledge on the parents. The parents 

rely on the health practitioners to share information with them on child immunisation 

and also reliy on the health practitioners to answer any health-related questions that 

they may have had. 

9.5 SCOPE OF THE HEALTH SECTOR IN SOUTH AFRICA 

The Department of Health has created guidance, tools and initiatives to facilitate the 

development and implementation of policies that promote human health in priority 

sections (World Health Organisation, 2017). The role of the Department of Public 

Health is to promote a healthier environment, intensifying primary prevention and 

influence public policies in all sectors so as to address the root causes of 

environmental and social threats to health (World Health Organisation, 2017). 
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9.6 GLOBAL VIEW OF HEALTH COMMUNICATION 

The aim of health studies is to improve health literacy, health outcomes and health 

services (Bowling, 2002:1). There is an opportunity for achieving higher-value health 

care. There is an expected reduction in spending without reducing the quality of 

healthcare (Naylor, Aiken, Kurtsman, Olds & Hirschman, 2011:747). It is essential to 

ensure that health services are not compromised and are provided at the best level 

possible. 

Many first world and third world countries have laws and policies that stated that 

citizens are able to receive free or affordable healthcare. This is to ensure that citizens 

are able to get the help that they needed at any time should they become ill (Naylor, 

Aiken, Kurtsman, Olds & Hirschman, 2011:746). 

Healthcare facilities have seen that it is highly important to educate patients on the 

healthcare services offered and available for them. 

The World Health Organisation (WHO) and the United Nations Children’s Fund 

(UNICEF) are advocates for healthcare globally. They have implemented many 

strategies and supported many healthcare projects and initiatives, ensuring that every 

global citizen has access to health care facilities. 

The global community has seen greater than even consensus about the crucial role 

that the health workforce plays in realising goals to achieve universal health coverage 

(Dlamini & Maja, 2016:675). 

9.7 SOUTH AFRICA’S HEALTH VIEWS ON IMMUNISATION 

The World Health Organisation (WHO) and the United Nations Children’s Fund 

(UNICEF) have the potential for increasing coverage of child survival interventions and 

reducing child mortality (Callaghan-Kuro, Hyder, George, Gilroy, Nsona, Mtimuni & 

Bryce, 2012:62). South Africa has promoted health services and provides child 

immunisation services and has worked hard over the years to improve the latter 

services in public facilities. 

Immunisation remains the most cost effective public health intervention available 

(Department of Health South Africa, 2012:3). The vision of the “Decade of vaccines” 
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was to achieve universal access to immunisation with all lifesaving vaccines to uphold 

it as a human right and establish it as a care component of Primary Health Care 

(Department of Health South Africa, 2012:3). 

In 2014, the South African Department of Health introduced two new vaccines – the 

pneumococcal vaccine (PVC) and rotavirus (RV) (Dlamini & Maja, 2016:676). The 

immunisations were first introduced to the African continent through South Africa, 

which was a milestone for South Africa, and the African continent. It was confirmation 

that South Africa was growing and improving its healthcare system. 

South Africa remains the only country in the World Health Organisation for the African 

region that self-finances vaccines (Dlamini & Maja 2016:676), although increasing and 

maintaining high immunisation coverage in South Africa remains a challenge 

(Department of Health South Africa, 2012:9). Government clinics face challenges of 

promoting immunisation to communities and advocating it as a health topic. 

Great progress has been made in the maternal and child care sectors (Dlamini & Maja, 

2016:675). However, there is still a continued shortage of adequately trained health 

workers (Dlamini & Maja, 2016:675). Many government clinics have a shortage of 

skilled immunisation health practitioners, which puts a strain on child immunisation 

services offered. 

Political leadership in the public health sector became more pronounced in April 2008 

when there was a spike in child deaths in the Eastern Cape. To this day, political 

commitment is steadfast in all priority programmes involving child immunisation 

(Dlamini & Maja, 2016:676), and the South African Department of Health had made 

great strides. In 1995, hep B vaccine was introduced. In 1999, HIB vaccine was 

introduced. In 2000, there was a conversion from percutaneous to the intradermal 

route for BCG vaccine. In 2002, neonatal tetanus was eliminated. In 2006, South Africa 

was declared Polio free, with the last reported case in 1989. In 2008, CPV and RV 

were introduced. In 2009, South Africa was the first African country to introduce PCV 

into the public immunisation programme. In 2009, South Africa is the first South African 

country in Africa to introduce RV vaccine into the public immunisation programme in 

August (Dlamini & Maja, 2016:677). In 2009, South Africa switched from whole-call 

pertussis vaccine to a cellular pertussis vaccine, with the introduction of the 

pentavalent vaccine. In 2015, South Africa became the first country in Africa to 
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introduce a fully liquid hexavalent (6-in-1) vaccine, replacing the pentavalent (5-in-1) 

and hep B vaccines (Dlamini & Maja, 2016:677). 

Parents and children attending a clinic in South Africa are among those today who will 

reap the benefits of routine immunisation from the first day of life (Dlamini et al., 

2016:676). Parents and children who had made use of the health services at Levai 

Mbatha clinic have the benefit of receiving free basic healthcare.   

Immunisation in South Africa has made significant achievements in the last few 

decades. Polio has been eliminated in South Africa, with the last case found in 1989 

(Dlamini & Maja, 2016:676). Dlamini and Maja (2016:676) further state that Diphtheria 

and Pertussis are immunisation diseases that are now under control. 

Although the South African Health sector still faces several challenges, there have 

also been great and significant improvements and growth, especially relating to child 

immunisation. 

9.8 SUMMARY 

Health communication is defines as the transmission process of sharing information 

and exchanging messages and negotiating meaning to establish and maintain 

relationships. This research study has analysed, so far, how health communication 

was important by its means of sharing information and messages, essential for 

everyday practice. The use of language is also important. Health practitioners and the 

children’s parents need to speak the same language in order to understand one 

another and share information. In the context of the study, the relationships are 

between the health practitioner and the parents children. Health communication had 

serves the important purpose of satisfying a need to share information on child 

information in order to create an understanding of, and increase the knowledge on 

immunisation.  

Health communication needs to be efficient and mutually beneficial to the health 

practitioners working at Leavi Mbatha and the parents making use of Levai Mbatha’s 

immunisation services. There has been a strong demand for effective health 

communication, which is continually growing and constantly developing. Patient care, 

through things such as immunisation diseases, has been negatively affected through 
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ineffective communication between themselves and the health practitioners from Levai 

Mbatha.  

Health literacy has been a contributor of poor health outcomes. Health literature has 

also become a primary interest for health practitioners at Levai Mbatha clinic, as there 

is a link between accessible and useful information and the effectiveness of health 

communication.  

Health communication needs to share information and for the information to be well 

received, understood and interpreted. Language, cultural differences and practices, 

age and community practices are influencers of the ineffectiveness of health 

communications at Levai Mbatha clinic. The process of information looked at the way 

in which information has been created shared and received at Levai Mbatha. This was 

done through the various models of health communications.  

Various media used at the clinic to share information have also been explored. These 

included brochures, flyers and clinic cards. The study also explored other media such 

as social media and direct messaging such as short messaging service (sms) that 

would be used by clinic to ensure that the communication and messaging was effective 

and received by the parents regarding their children’s immunisation status.  

Health practitioners have played an important role in the information sharing process, 

as they are the first point of contact at the clinic. The health practitioners need to create 

comfortable environments for information sharing. The health practitioners also need 

to be cared for and equipped to provide these services.  

Immunisation as a health topic is an important topic that does not get as much 

exposure to the greater community. Government clinics provide immunisation services 

at no cost, meaning that immunisation is easily and freely available. There are many 

factors such as cultural beliefs that affect parents taking their children to Levai Mbatha 

to get immunised. A decrease in child mortality was positively influenced by more 

children getting immunised. This study shows that there is still a great need for 

immunisation, as a health topic, to be effectively communicated. Polio, measles, 

mumps, chickenpox and tuberculosis were the most common child non-immunisation 

diseases.  
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The models of communication that the Shannon-Weaver model of communication and 

Osgood-Schramm’s model of communication. Osgood-Schramm’s model was best 

suited for the study as it had allowed for two-way communication between the sender 

of the message and the receiver of the message.  

The theories investigated have been the cognitive heuristic theory, institutional theory 

and the co-ordinated management of meaning theory. Cognitive heuristic theory was 

the theory best applicable to the study as it allowed for dual interaction. 

Public Relations programmes have been designed to challenge certain government 

attitudes or to change and modify certain policies which have previously proved to be 

effective. Public Relations and Communication, in the context of the study, 

theoretically allowed for mutually beneficial relationships between Levai Mbatha, as 

an organisation, and its publics, who were the parents and children, to exist. These 

relationships have had an influence in determining the success and failures of effective 

health communication.  
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CHAPTER 3 

RESEARCH METHODS AND DESIGN 

3.1 INTRODUCTION 

The previous chapter gave a theoretical base and approach to the topic of health 

communication. This chapter deals with the research methodology that was used to 

solicit data about the effectiveness of health communication in Levai Mbatha clinic in 

the Vaal region. The current chapter discusses the overall design of the study, the 

population, the sampling technique, and the data collection tools and data analysis 

procedures that the researcher undertook.  The purpose of the study was to determine 

the effectiveness of health communication in the Gauteng province through the use of 

communication mediums used by the Levai Mbatha clinic in the Vaal Region in order 

to avoid miscommunication of child immunisation information to parents. 

3.2 RESEARCH DESIGN 

The study followed a case study approach using mixed methods, pragmatic research 

to administer questionnaires and semi-structured interviews. Mixed method research 

is both a method and methodology for conducting research that which involve 

collecting, analysing and integrating quantitative and qualitative research in a single 

study (Creswell, 2009: 146), to acquire actual research outcome (Maree, 2007:130). 

Du Plooy-Cilliers et al., posits that there are eight main kinds of research which are 

listed below, namely: 

Applied research is used to analyse practical issues to find solution; correlational 

research is used to determine whether a relationship between two or more aspects of 

a situation; descriptive research is used to describe the characteristics of a 

phenomenon; exploratory research is used to research the diverse degrees to which 

relations exist; exploratory research is a study done to discover new patterns or facts; 

pragmatic research is used to find a solution to a specific problem by using both 

qualitative and quantitative research methods; predictive research is done to 

accurately predict the outcome of a situation and pure research is done absolutely for 

the sake of generating knowledge. 

In this study, a quantitative, exploratory and descriptive research was used to 

administer and test the questionnaire, to determine the effectiveness of health 
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communication information as disseminated to parents. A quantitative study is the use 

of a survey design used to provide descriptions of numeric trends, attitudes or opinions 

of a population by studying a selected sample of the population (Creswell 2009:145).  

Furthermore a qualitative approach was used through semi-structured interviews, to 

determine the effectiveness of health communication information as disseminated by 

health practitioners to parents, as well as the relevance of media used. In this 

approach, the researcher was more interested in the real situations and therefore no 

artificial assimilation was carried out (Wood, 2006). The researcher listened, asked 

open-ended questions and probed in order to give the participants opportunities to 

respond.  This allowed for the researcher to get rich responses, and is explanatory in 

nature. 

The mixed method approach is best suited for the study in order to assist the 

researcher to ascertain a social phenomenon such as immunisation and health 

communication by emphasising the importance of effective health communication in 

the context of meanings, media, experiences and the views of parents and health 

practitioner in semi-rural area. 

3.3 STUDY POPULATION  

The population is the total group of people, individuals, organisations or social 

artefacts (du Plooy, 2009:108) who all share at least one common characteristic. As a 

study, the research provided a representation of the population for both quantitative 

and qualitative. 

The population for the study consisted of the parents of the infants and young children 

that make use of the government clinics for their children’s immunisation. The 

population also consisted of the health professionals who work in Levai Mbatha 

government clinic. These health professionals provide immunisation services to the 

infants and children and also communicate with the parents of the infants and children. 

The Vaal Triangle had an estimated population of 721 664 in 2011 (Stats SA, 2011), 

which had since increased. The clinic is located in the area with the estimated 

population of 132 851 (Stats SA, 2011). 

The target population in this study were the parents residing in the Vaal region and 

health practitioners working in the government clinics. A target population is described 
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by Julius and Wright (2000:111) as the collection of cases in which the researcher is 

ultimately interested, and about which he or she wishes to make generalisation”. The 

accessible population were the parents that came to have their children immunised at 

the Levai Mbatha clinic in Evaton and six health professionals selected purposefully 

who are working at Levai Mbatha clinic in Evaton. The accessible population is a 

subset of the target population that reflects specific characteristics with respect to age, 

gender, diagnosis and who are accessible for the study (Lunsford & Lunsford, 1995). 

3.4 SAMPLE SIZE  

For the quantitative approach, the sample consisted of one hundred respondents 

(parents) using the Levai Mbatha clinic for child immunisation and for qualitative 

approach. The researcher made use of only 100 respondents as the study’s limitations 

could not allow for more respondents. For the purpose of the study, the 100 

respondents were able to provide the data needed for the study.  For the qualitative 

approach, the sample also consisted of six health practitioners working at the Levai 

Mbatha clinic. The researcher conducted a semi-structureds interview.  Marshall 

(1999) stated that there is very little to be gained from studying a very large sample 

just for the sake of it as optimum size of sample depends upon the parameters of the 

phenomenon under study. Only six participants from the clinic partook in the study, as 

the clinic had limited resources and was short staffed. It is for this reason that the 

sample was not selected for the generalisability of the findings but rather as a good 

chance to answer the research questions, thus saving time and resources. 

3.5 SAMPLING METHOD 

For the quantitative approach, probability, simple random sampling was used for 100 

parents of infants and young children. Probability sampling refers to whether or not 

each individual in the general population has an equal opportunity to be part of the 

sample (du-Plooy-Cilliers, Davis & Bezuidenhout, 2014:136). This study used 

probability sampling because every parent that makes use of the clinic on the selected 

day had an equal opportunity to be randomly selected for the study. This means that 

parents bringing their children to the government clinic were randomly selected to 

complete the questionnaire. 



70 
 

For this process, the respondents were randomly drawn from the population from the 

Levai Mbatha clinic. On arrival at the clinic, every parent and patient reports to the 

reception area where they are assisted by the clinic administration to retrieve their file 

and information. From this process, the researcher was able to identify who is at the 

clinic for infant and child immunisation. The researcher needed to brief the health 

practitioners on duty on the selected days in order to provide the parents with the 

questionnaires. 

Based on the registration of parents at the clinic, numbers were issued to the parents 

that were at the clinic for their infants and children’s immunisation. This process 

ensured that every parent who was at the clinic for this purpose had a fair chance of 

being selected for the study (du Plooy-Cilliers, Davis & Bezuidenhout, 2014:139).  

For the qualitative approach, a non-probability, purposive sampling was used for six 

clinic sisters/health professionals who specialise in child immunisation and provide 

immunisation services at Levai Mbatha clinic. The population also consisted of six 

health practitioners that provide these services and also communicate with the 

parents. 

3.6 MEASURING INSTRUMENT  

The measuring instruments used to gather data were questionnaires and semi-

structured interviews that were developed using the literature and questions from 

previous studies, which increased the content validity and reliability (Ro & Mattila, 

2015:103). 

Questionnaires require written information/responses supplied directly by people in 

response to questions asked about the research topic (Denscombe, 2013:156). A 

questionnaire was used to reach a large number of respondents in the clinic in the 

areas. Questionnaires are less time consuming, a large amount of data can be 

collected and they are more cost-effective (du Plooy-Cilliers et al., 2014:160). 

The second measuring instrument was a semi-structured interview. Here, the 

researcher can make certain observations about the data without influencing the data 

results (Mills & Birks, 2014:35) because she doesn’t have control over the situation in 

which response is given (du Plooy-Cilliers et al., 2014:169). Qualitative interviews may 

include both face to face, or focus group discussions and in-depth interviews (DiCicco-
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Bloom & Crabtree, 2006). The purpose of qualitative research interview is to describe 

the central view according to the participant’s world view (Kvale, 1996). This enables 

the researcher to have a clear understanding of what the participant is saying. 

There were only six health practitioners who participated in the data collection as they 

were the only health practitioners available, that provided child immunisation services.  

3.7 PROCEDURE OF DATA GATHERING 

For the quantitative approach, the researcher distributed 100 questionnaires to the 

respondents during the period of September 2017 to November 2017. The only 

respondents who participated in the study were those who visited the clinic during that 

time. On arrival at the clinic, every parent and patient reported to the reception area 

where they were assisted by the clinic administrator to retrieve their file and 

information. From this process, the researcher was able to identify who is at the clinic 

for infant and child immunisation. The researcher needed to brief the health 

practitioners on duty on the selected days as they assisted in providing the parents 

with the questionnaires. Based on the registration of parents at the clinics, numbers 

were issued to the parents that were at the clinic for their infants and children’s 

immunisation. The survey took 15 to 20 minutes to complete. 

For the qualitative approach, one on one/face-to-face 30 minute semi-structured 

interviews were conducted with six health practitioners in the Levai Mbatha 

immunisation room. The semi-structured interview had questions which were based 

on the themes that had been derived from the questionnaire that was handed out to 

the parents. The semi-structured interview was not strictly based on only those 

themes. Based on the various themes, the researcher was able to conduct individual 

interviews with the six health practitioners. The researcher used a tape recorder and 

a journal to scribble some notes. 

3.8 TREATMENT OF THE DATA 

For the quantitative approach, the data from the respondents was firstly captured and 

analysed on a Microsoft Excel spreadsheet, and descriptive statistics were used to 

analyse the data. The data included the demographic profile of respondents, media of 

communication, the language of understanding and the content of health 

communication. Secondly, the data was captured and analysed in SPSS. The data 
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included the content of health communication. Cronbach’s Alpha coefficient statistical 

technique was applied. The results are presented with descriptive charts in Chapter 5 

of this study. 

For the qualitative approach, content analysis was used to analyse the data. Content 

analysis has been defined by Stemler (2001) as a systematic, replicable technique for 

compressing many words of text into fewer content categories, based on explicit rules 

of coding such as coding student drawings, or coding of actions observed in 

videotaped studies (Holtsi, 1969:14). Hesse-Biber and Leavy (2011) argue that 

qualitative content analysis is merely the analysis strategy of choice in a qualitative 

descriptive study. The researcher then transcribed the recording from each of the six 

health practitioners. From each transcription, the researcher then grouped the 

interview into the various themes for the study.  

Therefore, for the purpose of this study, the data from the participants from recordings 

and interviews was firstly intensively examined to enable the researcher to understand 

and keep track of text. This was largely a process of cutting and sorting. Secondly the 

data collected electronically was transcribed. This was done verbatim, written down 

word for word, as is from the recording in order to avoid bias. Thirdly, the researcher 

read and reread the text and listened further to the interviews and any impressions the 

researcher had as going through the data that had been collected. The researcher 

built into a journal containing her own reflective notes about what she had learned 

from the data. These process is called coding the data. The coding process enables 

the researcher quickly to retrieve and collect all text and other data associated with 

some thematic idea so that the sorted bits can be examined together and different 

cases compared in this process. Finally, the thematic categorisation approach was 

used to analyse the data. 

Thematic analysis is a method for identifying, analysing, and reporting patterns or 

themes with textual data. These themes, according to Keyton (2006), can be, for 

example, a conceptualisation of an event, a relationship or an interaction. Qualitative 

data from interviews were transcribed and presented into overall themes organised 

into categories or codes based on sub-research questions. 
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3.9 CRONBACH’S ALPHA 

Reliability and validity are important in the research study. Validity and reliability are 

two fundamental elements in the evaluation of a measurement instrument (Tavakol & 

Dennick 2011:53). Validity has to do with the sample size data (du Plooy-Cilliers, Davis 

& Bezuidenhout 2014:256). According to Tavakol and Dennick (2011:53), validity is 

concerned with the extent to which an instrument measures what it is intended to 

measure. Reliability is concerned with the ability of an instrument to measure 

consistently (Tavakol et al,. 2011:53). It was noted that the reliability of an instrument 

was closely associated with its validity. 

The validity of the instrument was detected by the ability of that instrument to evaluate 

what it was supposed to evaluate. 

Table 3.1: Cronbach’s Alpha questionnaire overview 

 

 

CRONBACH’S 

ALPHA 

CRONBACH’S 

ALPHA BASED 

ON 

STANDARDISED 

ITEMS 

Section A - Demographics NA NA 

Section B – Health Practitioners NA NA 

Section C – Media of 

Communication 

 

0.870 0.878 

Section D – Language of 

Understanding 

 

0.869 0.875 

Section E – Content of Health 

Communication 

 

0.985 0.985 
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Cronbach’s Alpha is summarised in the above table. Cornbach’s Alpha provided the 

internal consistency of the questionnaire. The results expressed were between 0 and 

1. Cronbach’s alpha was used as an instrument to measure the validity and reliability 

of the questions in the questionnaire (Tavakol and Dennick 2011:53) used at Levai 

Mbatha clinic. 

3.9.1 Validity of the instrument 

Validity refers to the extent to which an empirical measure adequately reflects the real 

meaning of the concept under consideration (Babbie, 2014:154). Validity assisted the 

researcher in measuring what it was supposed to measure from the study. It also 

reflects the extent to which the reality of the constructs were being measured for the 

study (Babbie, 2014:154). Validity is explained by du-Plooy-Cilliers, Davis and 

Bezuidenhout (2014:254) as a means of determining whether the research measured 

what it was supposed to measure. Du-Plooy et al., explain that validity is the extent to 

which the instrument selected reflects the reality of the constructs that were being 

measured. 

There is a difference between internal validity and external validity. Internal validity 

ensures that the data retrieved from the answers to the questionnaire will provide 

answers to the research question (Babbie, 2014:154). It refers to whether the research 

method or design will answer the research question. There should be no errors in the 

design of the research. The research method must be able to assist the researcher in 

answering the research question (du-Plooy-Cilliers et al., 2014:257). External validity 

focuses on the ability to generalise findings from a specific sample to a larger 

population. External validity refers to the researcher’s ability to state with confidence 

that, if the same research method and design were to be applied to the rest of the 

population, the researcher would find the same results (du-Plooy-Cilliers, Davis & 

Bezuidenhout, 2014:257). 

The aim of any research is to produce valid and reliable knowledge that can be used 

to help other researchers or the general population to understand the phenomenon 

under study (Merriam, 1998:198). It is essential, therefore, that the researcher’s results 

are trustworthy, valid and reliable. Validity and reliability are two concepts that 

provided assurance that the researcher’s instrument was capable of providing 

accurate and meaningful answers to the research questions. 
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For this study, care was taken to validate the conclusions by checking the data with 

both respondents and participants if they the views that they had put forward are 

correctly represented without any prejudice, effort was made by the researcher to seek 

clarification with participants, either during the interview or after the interview before 

leaving the study site. 

There are different types of validity, namely, content validity/sampling validity, face 

validity, construct validity and criterion-related/instrumental validity. 

Content validity/sample validity asks questions as to whether the test is representative 

or not and whether or not the measurement represents the specific content (du-Plooy-

Cilliers, Davis & Bezuidenhout, 2014:257). Face validity asks if the test looks like it is 

supposed to and also asks if the test is well designed (du-Plooy-Cilliers, Davis & 

Bezuidenhout, 2014:257). For this study, the researcher used face validity. 

 

The following tables indicate the validity of the sections in the measuring 
instrument as face validity. 

Table 3.2: Validity of Statistics for Section A  

 A1 V4 No A2 A3 A4 A5 A6 

N Valid 100 100 100 100 100 99 100 100 

Missing 0 0 0 0 0 1 0 0 

 

Table 3.3: Validity of Statistics for Section B 

 B1 B2 

N Valid 100 100 

Missing 0 0 

Mean 1.75 1.97 

Median 2.00 2.00 
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Standard Deviation .642 .674 

Skewness .278 .035 

Standard Error of Skewness .241 .241 

Kurtosis -.657 -.752 

Standard Error of Kurtosis .478 .478 

Minimum 1 1 

Maximum 3 3 

 

Table 3.4: Validity of Statistics for Section C 

 C1 C2 C3 C4 C5 C6 

N Valid 100 100 100 100 100 100 

Missing 0 0 0 0 0 0 

Mean 2.48 2.51 1.86 2.39 2.44 1.79 

Median 2.00 2.00 2.00 2.00 2.00 2.00 

Standard Deviation .969 1.010 .766 .952 .935 .769 

Skewness .533 .272 .658 .501 .442 1.468 

Standard Error of 

Skewness 

.241 .241 .241 .241 .241 .241 

Kurtosis -.320 -.586 .191 -.077 -.069 4.438 

Standard Error of 

Kurtosis 

.478 .478 .478 .478 .478 .478 

Minimum 1 1 1 1 1 1 
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Maximum 5 5 4 5 5 5 

 

 

 

 

 C7 C8 C9 C10 C11 C12 

N Valid 100 100 100 100 100 100 

Missing 0 0 0 0 0 0 

Mean 2.92 1.99 2.42 2.55 2.46 2.47 

Median 3.00 2.00 2.00 2.00 2.00 2.00 

Standard Deviation 1.245 .732 .806 .892 .846 .881 

Skewness .058 .647 .383 .326 .179 .364 

Standard Error of 

Skewness 

.241 .241 .241 .241 .241 .241 

Kurtosis -1.073 .726 -.299 -.386 -.531 -.626 

Standard Error of 

Kurtosis 

.478 .478 .478 .478 .478 .478 

Minimum 1 1 1 1 1 1 

Maximum 5 4 4 5 4 4 

 

 C13 C14 C15 C16 C17 C18 

N Valid 100 100 100 100 100 100 
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Missing 0 0 0 0 0 0 

Mean 2.42 1.93 1.82 3.99 2.72 2.93 

Median 2.00 2.00 2.00 4.00 3.00 3.00 

Standard Deviation .890 .714 .672 1.068 1.198 1.281 

Skewness .466 .273 1.246 -1.197 .094 -.043 

Standard Error of 

Skewness 

.241 .241 .241 .241 .241 .241 

Kurtosis -.139 -.446 4.764 .757 -.886 -1.039 

Standard Error of 

Kurtosis 

.478 .478 .478 .478 .478 .478 

Minimum 1 1 1 1 1 1 

Maximum 5 4 5 5 5 5 

 

 C19 C20 C21 C22 

N Valid 100 100 100 100 

Missing 0 0 0 0 

Mean 2.33 2.53 2.55 2.39 

Median 2.00 2.00 2.50 2.00 

Standard Deviation .842 .915 .892 .827 

Skewness .450 .273 .064 .578 

Standard Error of Skewness .241 .241 .241 .241 

Kurtosis -.275 -.456 -.732 .324 
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Standard Error of Kurtosis .478 .478 .478 .478 

Minimum 1 1 1 1 

Maximum 4 5 4 5 

 

 

Table 3.5: Validity of Statistics on Section D 

 D1 D2 D3 D4 D5 D6 

N Valid 100 100 100 100 100 100 

Missing 0 0 0 0 0 0 

Mean 1.76 1.88 2.05 2.31 2.31 2.19 

Median 2.00 2.00 2.00 2.00 2.00 2.00 

Standard Deviation .922 .729 .702 .918 .907 .895 

Skewness 1.603 .828 .468 .940 .751 .733 

Standard Error of 

Skewness 

.241 .241 .241 .241 .241 .241 

Kurtosis 3.098 1.185 .498 .970 .524 .359 

Standard Error of 

Kurtosis 

.478 .478 .478 .478 .478 .478 

Minimum 1 1 1 1 1 1 

Maximum 5 4 4 5 5 5 

 

Table 3.6: Validity of Statistics on Section E 

 E1 E2 E3 E4 E5 E6 
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N Valid 100 100 100 100 100 100 

Missing 0 0 0 0 0 0 

Mean 2.13 2.28 2.11 2.27 2.18 2.34 

Median 2.00 2.00 2.00 2.00 2.00 2.00 

Standard Deviation .906 .889 .942 .886 .957 .901 

Skewness .901 .649 .813 .683 .756 .620 

Standard Error of 

Skewness 

.241 .241 .241 .241 .241 .241 

Kurtosis .994 .612 .587 .682 .353 .402 

Standard Error of 

Kurtosis 

.478 .478 .478 .478 .478 .478 

Minimum 1 1 1 1 1 1 

Maximum 5 5 5 5 5 5 

 

3.9.2 Reliability of the data 

Reliability is a matter of whether a particular technique, applied repeatedly to the same 

object, yields the same results each time (Babbie, 2014:152). Reliability was linked to 

the findings of the research. It assessed whether a research method or instrument, 

such as a questionnaire, was reliable and would have provided the same results if the 

research were to be repeated at a different time. Reliability confirms whether the study 

on infant immunisation is credible and demands consistency or not (Babbie, 

2014:152). According to du Plooy-Cilliers, David and Bezuidenhout (2014:254) 

reliability is about the credibility of the research and demands consistency. Reliability 

is whether another researcher would be able to retest the data and obtain the same 

results. 
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Reliability was linked to the findings of the research. When assessing whether or not 

the research method or instrument is reliable, the researcher would need to ask 

whether the same results would be produced, if the research were to be repeated by 

a different researcher at a different time using the same method or instrument (Sijtsma, 

2009:107). Data greater than 0.7 means that the questionnaire is reliable (Sijtsma, 

2009:107). 

There are different types of reliability, namely, the inter-rater or inter-coder, test-retest, 

parallel forms, split halves and internal consistency. 

Inter-rater or inter-coder is a measure of agreement. Different participants are used 

but the same method, tool or instrument is administered. For this current research 

study, the instrument used was a questionnaire. It was a random sampling method 

which required different participants to complete the questionnaire (du-Plooy-Cilliers 

et al., 2014:255). 

Test-retest is a measure of stability. The same participants are used, and the method, 

tool or instrument is administered at different times (du-Plooy-Cilliers et al., 2014:257). 

Parallel forms are a measure of equivalence. Different participants are used and a 

different method, tool or instrument is administered at the same time (du-Plooy-Cilliers 

et al., 2014:257). 

Internal consistency is the last type of reliability. It is a measure of how consistently 

each item measures the same thing or construct. The researcher correlates the 

performance on each item with the performance across participants (du-Plooy-Cilliers, 

Davis & Bezuidenhout, 2014:257). 

 

Table 3.7: Reliability of Inter-Item Correlation Matrix for Section C 

 C1 C2 C3 C4 C5 C6 C7 C8 

C1 1.000 .914 .486 .846 .656 .502 .292 .078 

C2 .914 1.000 .381 .810 .690 .425 .346 .075 

C3 .486 .381 1.000 .450 .341 .601 .115 .286 
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C4 .846 .810 .450 1.000 .712 .527 .257 .064 

C5 .656 .690 .341 .712 1.000 .453 .213 .006 

C6 .502 .425 .601 .527 .453 1.000 .098 .194 

C7 .292 .346 .115 .257 .213 .098 1.000 .188 

C8 .078 .075 .286 .064 .006 .194 .188 1.000 

C9 .037 .044 -.002 .034 .168 -.133 .134 .298 

C10 .369 .381 .114 .340 .421 .052 .340 .241 

C11 .492 .503 .303 .490 .303 .119 .333 .399 

C12 .526 .534 .248 .489 .347 .117 .458 .399 

C13 .443 .490 .117 .401 .261 .056 .487 .301 

C14 .458 .456 .425 .367 .334 .377 .448 .347 

C15 .242 .315 .225 .268 .127 .239 .333 .202 

C16 .200 .117 .035 .044 .207 .169 .113 .116 

C17 -.083 -.123 .166 -.151 -.096 -.064 .222 .077 

C18 .101 .067 .113 .031 .060 -.107 .218 .118 

C19 .188 .252 .166 .203 .122 .061 .344 .120 

C20 .154 .185 .064 .154 .126 -.027 .472 .204 

C21 .171 .190 .114 .149 .131 -.007 .422 .194 

C22 .041 .074 .087 .036 .102 .098 .393 .190 

 

 C9 C10 C11 C12 C13 C14 C15 C16 

C1 .037 .369 .492 .526 .443 .458 .242 .200 
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C2 .044 .381 .503 .534 .490 .456 .315 .117 

C3 -.002 .114 .303 .248 .117 .425 .225 .035 

C4 .034 .340 .490 .489 .401 .367 .268 .044 

C5 .168 .421 .303 .347 .261 .334 .127 .207 

C6 -.133 .052 .119 .117 .056 .377 .239 .169 

C7 .134 .340 .333 .458 .487 .448 .333 .113 

C8 .298 .241 .399 .399 .301 .347 .202 .116 

C9 1.000 .392 .277 .316 .301 .280 .010 .263 

C10 .392 1.000 .679 .799 .712 .505 .116 .207 

C11 .277 .679 1.000 .832 .653 .472 .076 .005 

C12 .316 .799 .832 1.000 .841 .582 .229 .134 

C13 .301 .712 .653 .841 1.000 .539 .398 .153 

C14 .280 .505 .472 .582 .539 1.000 .394 .145 

C15 .010 .116 .076 .229 .398 .394 1.000 -.087 

C16 .263 .207 .005 .134 .153 .145 -.087 1.000 

C17 -.055 -.185 -.041 -.037 -.059 .166 .062 -.105 

C18 -.108 -.046 .030 .065 -.009 .061 -.073 .228 

C19 -.162 -.029 .068 .184 .137 .224 .267 -.030 

C20 .065 .209 .217 .452 .419 .289 .255 .109 

C21 -.015 .149 .210 .400 .368 .267 .217 .080 

C22 -.021 .144 .160 .314 .283 .235 .109 .142 
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 C17 C18 C19 C20 C21 C22 

C1 -.083 .101 .188 .154 .171 .041 

C2 -.123 .067 .252 .185 .190 .074 

C3 .166 .113 .166 .064 .114 .087 

C4 -.151 .031 .203 .154 .149 .036 

C5 -.096 .060 .122 .126 .131 .102 

C6 -.064 -.107 .061 -.027 -.007 .098 

C7 .222 .218 .344 .472 .422 .393 

C8 .077 .118 .120 .204 .194 .190 

C9 -.055 -.108 -.162 .065 -.015 -.021 

C10 -.185 -.046 -.029 .209 .149 .144 

C11 -.041 .030 .068 .217 .210 .160 

C12 -.037 .065 .184 .452 .400 .314 

C13 -.059 -.009 .137 .419 .368 .283 

C14 .166 .061 .224 .289 .267 .235 

C15 .062 -.073 .267 .255 .217 .109 

C16 -.105 .228 -.030 .109 .080 .142 

C17 1.000 .474 .243 .229 .268 .295 

C18 .474 1.000 .209 .153 .220 .198 

C19 .243 .209 1.000 .754 .779 .597 

C20 .229 .153 .754 1.000 .939 .778 

C21 .268 .220 .779 .939 1.000 .788 
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C22 .295 .198 .597 .778 .788 1.000 

 

Table 3.8: Reliability of Item-Total Statistics for Section C 

 

Scale Mean 

if Item 

Deleted 

Scale 

Variance if 

Item 

Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

C1 51.41 98.184 .643 .911 .857 

C2 51.38 97.672 .640 .903 .857 

C3 52.03 104.292 .422 .554 .865 

C4 51.50 99.566 .579 .843 .860 

C5 51.45 101.018 .509 .748 .862 

C6 52.10 105.869 .317 .704 .868 

C7 50.97 96.130 .565 .438 .860 

C8 51.90 105.667 .350 .445 .867 

C9 51.47 107.827 .179 .448 .872 

C10 51.34 101.378 .518 .808 .862 

C11 51.43 100.833 .584 .795 .860 

C12 51.42 97.761 .742 .911 .855 

C13 51.47 99.161 .650 .810 .858 

C14 51.96 101.473 .659 .606 .859 

C15 52.07 106.328 .338 .474 .867 

C16 49.90 105.929 .200 .445 .874 
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C17 51.17 107.173 .115 .492 .879 

C18 50.96 104.604 .199 .491 .876 

C19 51.56 103.421 .429 .750 .865 

C20 51.36 100.314 .563 .921 .861 

C21 51.34 100.792 .552 .914 .861 

C22 51.50 103.000 .464 .717 .864 

 

FINDINGS FROM SECTION C 

The inter-item correlation matrix for Section C was based on twenty two questions. 

Inter-correlation looks at how two questions interlink and correlate. This means that it 

looks at the strength of two questions against each other (Sijtsma,2009:109). 

A question correlating against itself, for example, C1 correlating C1, will be a complete 

one (1). The correlation of C1 and C2 showed the strongest correlation in the inter-

item correlation matrix for Section C. 

Cronbach’s Alpha average for Section C was 0.870 for the entire section, thus 

confirming the reliability of the section as being positive. All 22 questions individually 

showed a positive reliability, as all 22 questions were below one. 

The item-total statistics showed the effect of each question to the study. This examines 

the importance of each question to the overall study (Sijtsma, 2009:107). If the 

question were to be deleted, the item-total would determine whether or not it would 

affect the study. The stronger the correlated item-total correlation, the more 

Cronbach’s Alpha would change if the question was deleted from the questionnaire. 

The lower the corrected item-total correlation, the less Cronbach’s Alpha would be 

affected. For example, question C12 has a high corrected item-total correlation of 

0.742. If C12 were to be deleted, it would decrease section C’s Cronbach’s Alpha. 

Question C12 was clear and easily understood. 
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Opposite to question C12, is question C15. Unlike a high corrected item-total 

correlation from C12 which was the strongest, C15 is the weakest. If C15 were to be 

deleted from the study, it would not affect Section C’s Cronbach Alpha. C15’s 

correlation come at 0,115. This shows the question was a weak one. The question 

was not as clear as the other questions and thus became confusing for participants to 

understand. 

Table 3.9: Reliability of Inter-Item Correlation Matrix for Section D 

 D1 D2 D3 D4 D5 D6 D7 

D1 1.000 .633 .284 .363 .331 .459 .420 

D2 .633 1.000 .624 .237 .623 .655 .624 

D3 .284 .624 1.000 .336 .547 .563 .573 

D4 .363 .237 .336 1.000 .260 .309 .325 

D5 .331 .623 .547 .260 1.000 .710 .754 

D6 .459 .655 .563 .309 .710 1.000 .868 

D7 .420 .624 .573 .325 .754 .868 1.000 

 

Table 3.10: Reliability of Item-Total Statistics for Section D 

 

Scale Mean 

if Item 

Deleted 

Scale 

Variance if 

Item 

Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

D1 12.87 14.963 .529 .506 .867 

D2 12.75 14.836 .752 .696 .838 

D3 12.58 15.600 .631 .509 .853 

D4 12.32 15.957 .380 .238 .887 
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Scale Mean 

if Item 

Deleted 

Scale 

Variance if 

Item 

Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

D5 12.32 13.998 .703 .623 .842 

D6 12.44 13.542 .796 .779 .828 

D7 12.50 14.051 .801 .797 .829 

 

FINDINGS FROM SECTION D 

The inter-item correlation matrix for Section D was based on seven questions. Inter-

correlation looks at how two questions interlink and correlate. This means that it looks 

at the strength of two questions against each other (Sijtsma: 2009:109). 

A question correlating against itself, for example, D1 correlating D1, will be a complete 

one (1). The correlation of questions D6 and D7 showed the strongest correlation of 

the inter-item correlation matrix for Section D. 

Cronbach’s Alpha average for Section D is 0.869 for the entire section, thus confirming 

the reliability of the section as positive. All seven questions have individually shown a 

positive reliability, as all seven questions were below one. 

Opposite to question D7, is question D4. Unlike a high corrected item-total correlation 

from D7 which was the strongest, D4 is the weakest. If D4 were to be deleted from the 

study, it would not affect Section D’s Cronbach Alpha. D4’s correlation came to 0,380. 

This shows the question was a weak one. The question was not as clear as the other 

questions and thus became confusing for participants to understand. 

Table 3.11: Reliability of Inter-Item Correlation Matrix for Section E 

 E1 E2 E3 E4 E5 E6 E7 E8 

E1 1.000 .845 .965 .836 .939 .836 .897 .792 
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E2 .845 1.000 .832 .968 .819 .952 .742 .885 

E3 .965 .832 1.000 .848 .952 .824 .867 .736 

E4 .836 .968 .848 1.000 .811 .946 .701 .843 

E5 .939 .819 .952 .811 1.000 .876 .933 .819 

E6 .836 .952 .824 .946 .876 1.000 .796 .929 

E7 .897 .742 .867 .701 .933 .796 1.000 .871 

E8 .792 .885 .736 .843 .819 .929 .871 1.000 

E9 .940 .806 .963 .821 .969 .854 .894 .777 

E10 .822 .940 .834 .959 .851 .976 .751 .884 

 E9 E10 

E1 .940 .822 

E2 .806 .940 

E3 .963 .834 

E4 .821 .959 

E5 .969 .851 

E6 .854 .976 

E7 .894 .751 

E8 .777 .884 

E9 1.000 .873 

E10 .873 1.000 
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Table 3.12: Reliability of Item-Total Statistics for Section E 

 

Scale Mean 

if Item 

Deleted 

Scale 

Variance if 

Item 

Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

E1 20.23 61.936 .935 . .982 

E2 20.08 62.398 .919 . .983 

E3 20.25 61.503 .928 . .983 

E4 20.09 62.527 .912 . .983 

E5 20.18 60.998 .948 . .982 

E6 20.02 61.858 .947 . .982 

E7 20.15 61.341 .880 . .984 

E8 19.98 62.202 .888 . .984 

E9 20.22 60.880 .938 . .982 

E10 20.04 61.756 .933 . .983 

 

FINDINGS FROM SECTION E 

The inter-item correlation matrix for Section E was based on seven questions. Inter-

correlation looks at how two questions interlink and correlate. This means that it looks 

at the strength of two questions against each other (Sijtsma, 2009:109). 

A question correlating against itself, for example E1 correlating E1, will be a complete 

one (1). The correlation of questions E10 and E6 showed the strongest correlation of 

the inter-item correlation matrix for Section E. 

Cronbach’s Alpha average for Section E is 0.985 for the entire section, thus confirming 

the reliability of the section as positive. All seven questions have individually shown a 

positive reliability, as all seven questions were below one. 
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The item-total statistics showed the effect of each question upon the study. This 

examines the importance of each question to the overall study (Sijtsma, 2009:107). If 

the question were to be deleted, the item-total determines whether or not it would 

affect the study. The stronger the correlated item-total correlation, the more 

Cronbach’s Alpha would change if the question was deleted from the questionnaire. 

The lower the corrected item-total correlation, the less Cronbach’s Alpha would be 

affected. For example, question E5 has a high corrected item-total correlation of 0.948. 

If E5 were to be deleted, it would decrease section C’s Cronbach’s Alpha. Question 

E5 was clear and easily understood. 

Opposite to question E5, is question E7. Unlike a high corrected item-total correlation 

from E5 which was the strongest, E7 is the weakest. If E7 were to be deleted from the 

study, it would not affect Section E’s Cronbach Alpha. E7’s correlation came at 0,880. 

This shows the question was a weak one. The question was not as clear as the other 

questions and thus became confusing for participants to understand. 

3.10 SUMMARY 

The purpose of this chapter was to discuss the overall design of the study, the 

population, the sampling technique, and the data collection tools and data analysis 

procedures.  The study used a mixed method design which integrated the quantitative 

and qualitative approach. The study followed a case study which had administered the 

questionnaire and the semi-structured interview. 

The sample size for the study, for the quantitative approach, consisted of 100 hundred 

respondents, who were the parents whose children used Levai Mbatha to be 

immunised. The sample for the qualitative approach, was made up of the six health 

practitioners who worked at Levai Mbatha clinic. 

The probability simple random sampling method was used for the quantitative 

approach, which was for the one hundred respondents. The qualitative approach used 

a non-probability, purposive sampling method for the six health practitioners. 

The next chapter presents and interprets the data obtained from the field. 
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CHAPTER 4  

STATEMENT OF RESULTS 

4.1 INTRODUCTION 

The previous chapter focused on the research methodolgy used for the study and the 

collection of data. The main objective of this study was to determine the effectiveness 

of health communication on child immunsation at Levai Mbatha clinic in the Vaal region 

of Gauteng Province. A total of 100 respondents, who were parents and guardians of 

the children, participated in the completion of the questionnaire and six health 

practitioners also participated through semi-structured interviews. 

The aim of this chapter is to present the analysis and discuss the results of the study.  

4.2 PURPOSE OF THE STUDY 

The purpose of the study was to determine the effectiveness of health communication 

through the use of communication media used by the Levai Mbatha clinic in the Vaal 

Region, when providing information on child immunisation as a health communication 

topic.  

4.3 DESCRIPTIVE RESULTS 

Descriptive results are used to explain the basic features of the data captured. 
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4.3.1 SECTION A – DEMOGRAPHICS 

The following section highlights descriptive analysis reagarding the demographic 

information of respondents at the Levai Mbatha clinic. 

4.3.1.1 Clinic cards 

The first statement that was posed to respondents to indicate whether or not the 

children being brought for immunisation had clinic cards. The purpose was to establish 

the relevance of the respondent. 

 

Figure 4.3.1: Children brought for immunisation have clinic cards 

According to Figure 4.3.1, all the children that participated in the study had clinic cards. 

According to the South African Births and Deaths Registration Act 51 of 1992, upon 

birth every child needs to be registered by their parents at Home Affairs (Regulations 

of The Registration of Births and Deaths, 2014). In order for a child to obtain a clinic 

card, the parent needs to produce a birth certificate. Without a valid clinic card, no 

child can be assisted, as the clinic card monitors and measures the child’s growth and 

development. 

Every child at Levai Mbatha, had a valid clinic card. Boys have green clinic cards and 

girls have pink clinic cards. 

It is evident that every parent understood the relevance and importance of their child’s 

clinic card and information on the card.  
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4.3.1.2 Relationship 

The following statement was to establish the relationship the caregiver had with the 

child. 

 

Figure 4.3.2: Relation with the child 

Figure 4.3.2 demonstrated that a total of ninety parents had brought their children to 

be immunised. Five relatives such as a cousin, grandparent or aunt had brought the 

child to Levai Mbatha. Four siblings had brought their siblings for various reasons. The 

parent were either working or deceased. Only one other, being a neighbour, had 

brought the child in for immunisation. The neighbour had helped the infant’s 

grandmother care for the child as the mother of the infant no longer lives at home. 

Family members are important to patient care and well-being. They often take on the 

role of the carer (Baker & Watson, 2015:599). 

There are many parents who had brought their children to the clinic. The parents were 

either unemployed or who had to take time off from work as this was a whole day 

process. Siblings had brought their siblings younger siblings to the clinic for several 

varying reasons such as the parents being deceased, working or not being able to 

take time off work, or the parents were physically unable to take the child to the clinic.   
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4.3.1.3 Gender 

The question below establishes the gender of the parent or guardian bringing the child 

to Levai Mbatha clinic for immunisation. 

 

Figure 4.3.3: Gender of respondents 

It can be seen from Figure 4.3.3 that the majority of the respondents who brought their 

children to the clinic for immunisation were females at ninety one percent. Only nine 

percent were male. The results show that there were far more females than male 

respondents and it can be concluded that there is no equal distribution between 

respondents in terms of gender for comparative purposes. Tilley, Murray, Watson and 

Comrie (2014:42) in their study suggests that females are far more active in weighing 

perceived benefits and risks of immunisation than males.  
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4.3.1.5 Location 

The statement required parents to state where they reside. 

 

Figure 4.3.4: Location of the respondents 

There is a huge migration or dislocation in South Africa due to people seeking better 

lives. Figure 4.3.4 shows that eighty percent of the respondent’s live in the area 

(Evaton) followed by nineteen percent in Sebokeng while only one percent was from 

elsewhere. The results indicate that ninety-nine percent of the respondents reside in 

the Vaal region.  

Most respondents make use of Levai Mbatha clinic reside in Evaton, where the clinic 

is located. It was easier for the respondents to make use of the local services as they 

were more accessible. Government clinics have make it easy for patients to have 

access to basic healthcare services, irrespective of where the patient might have been.  
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4.3.1.5 Nationality 

The statement below establishes which country the respondents comes from. 

 

Figure 4.3.5: Nationality of respondents 

South Africa is arguably a home for citizens of many countries. According to Figure 

4.3.5, most of the respondents were South African citizens at ninety four percent, six 

percent of the respondents  were non-SA, coming from countries such as Zimbabwe, 

Mozambique and Botswana. In South Africa, healthcare is a basic human right for 

everyone residing in South Africa. 
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4.3.1.6 Home language 

The purpose of this question was to determine the home language of the respondents 

at the Levai Mbatha clinic. 

 

Figure 4.3.6: Home language of respondents 

Evaton is a semi-rural area with a diversified community, and in South Africa there are 

12 official languages, and therefore it was necessary to ask this question. According 

to Figure 4.3.6, most parents spoke Sesotho at forty-seven percent. The second 

highest language spoken was isiZulu at twenty percent. Setswana was at nine percent 

while isiXhosa was at fourteen percent. Other languages spoken were at ten percent, 

which included Portuguese, Shona, Venda, Sepedi, Ndebele and Tsonga. Language 

barriers tend to affect the parents’ understanding, which results in interaction with 

health practitioners taking longer to occur and miscommunication taking place (Jones 

& Watson, 2012:422).  
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4.3.2 SECTION B – HEALTH PRACTITIONERS 

The following section highlights the health practitioners’ contribution and 

understanding of child immunisation 

4.3.2.1 Knowledgeable health practitioners 

The following statement aimed to understand how parents felt about health 

practitioners’ knowledge on child immunisation. 

 

Figure 4.3.7: Health practitioners are knowledgeable about child immunisation 

Health practitioners play a crucial role in the immunisation of patients. Health 

practitioners are the parents’ means to knowledge and understanding of immunisation. 

It is also important for health practitioners to understand the importance of 

immunisation and to be able to guide and assist the parents. Medical decision making 

is often understood as a patient–central approach (Betch, Bŏhm, Airhihenbuwa, 

Butler, Gretchen & Herrmann, 2015: 11). 

According to Figure 4.3.7, twenty percent of respondents confidently and strongly 

agreed that the health practitioners were knowledgeable regarding child immunisation, 

while thirty-two percent of the respondents agreed that the health practitioners were 

knowledgeable regarding child immunisation. Eighteen percent of the participants 

were neutral. Twenty respondents disagreed about health practitioners being 

knowledgeable on child immunisation. Ten of the respondents strongly disagreed.  
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Health practitioners were the patient’s first point of reference with information sharing. 

Patients needed to understand what was being said to them. Most patients had felt 

that the health practitioners who had assisted them were knowledgeable and were 

able to help them receive and interpret the information more easily.  

4.3.2.2 Child immunisation inquiry 

The following statement was on establishing if parents felt that health practitioners 

were helpful with inquiries on child immunisation. 

 

Figure 4.3.8: Health practitioners are helpful with inquiries on child 

immunisation 

It is important to identify effective interventions to enable parents and communities to 

understand the meaning and relevance of vaccination to their health and the health of 

their families (Wisonge, Uthman, Ndumbe & Hussey, 2012: 6). 

Health practitioners are the parents and guardians’ first point of contact regarding 

immunisation and the wellbeing of their children. It was important for health 

practitioners to be helpful and approachable. According to Figure 4.3.8, fourteen 

percent of respondents strongly agreed that health practitioners are helpful with their 

inquiries on child immunisation. An average of twenty-three percent agreed that health 

practitioners were helpful with their inquiries on child immunisation. Twenty-one 

percent were neutral. Twenty percent of the respondents disagreed about health 
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practitioners being helpful and twenty-two percent of the respondents strongly 

disagreed.  

Patients felt that health practitioners were not always helpful and did not always give 

them information on their children’s immunisation. It was arguable, based on the data 

that the patients do not ask enough questions on the health topic and when they do 

ask, they had had actually not received satisfactory answers. Health practitioners in 

South African government clinics have been reported to have had a culture of 

intimidating patients and a tendency to promote one-way communication.  
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4.3.3 SECTION C – MEDIA OF COMMUNICATION 

The following section highlights the analysis of information sharing processes on child 

immunisation through various communication media. This section also explores the 

effectiveness of health communication using these media. 

4.3.3.1 Flyers with child immunisation information 

The following statement asked respondents whether Levai Mbatha clinic had flyers 

available with information on child immunisation. 

 

Figure 4.3.9: Levai Mbatha clinic have flyers with information on child 

immunisation 

Parents who took their children to Levai Mbatha for immunisation had different views 

on the media of communication available. According to Figure 4.3.9, eight respondents 

strongly agreed that there are flyers available on child immunisation. Twelve 

respondents agreed. Twenty-two respondents were neutral about the availability of 

flyers about child immunisation at Levai Mbatha. Twenty-six percent of the 

respondents disagreed that Levai Mbatha has flyers on child immunisation. Thirty-two 

respondents strongly disagreed that Levai Mbatha clinic had flyers with information on 

child immunisation. Patient care can be adversely ineffective through communication 

between the health practitioner and the parent (Jones & Watson, 2012:416). 

0

5

10

15

20

25

30

35

1 2 3 4 5

8

12

22

26

32

Levai Mbatha flyers

1

2

3

4

5

Strongly Agree

Agree

Neutral

Disagree

Strongly
Disagree



103 
 

Government was not always able to provide flyers on immunisation education at 

government clinics, mostly because of the budget constraints. Levai Mbatha was not 

always able to have immunisation related flyers in the clinic because the money for 

printing and distributing the flyers would need to be allocated to something 

management saw as being more important or urgent.   

4.3.3.2 Brochures with child immunisation information 

The following statement asked respondents whether Levai Mbatha clinic had 

brochures with information on child immunisation. 

 

Figure 4.3.10: Levai Mbatha clinic has brochures with information on child 

immunisation 

According to Figure 4.3.10, parents who take their children to Levai Mbatha for 

immunisation had different views on the media of communication available. Two 

respondents strongly agreed that there are brochures available on child immunisation. 

Five respondents agreed. Eight respondents were neutral about brochures with child 

immunisation being available at Levai Mbatha. Forty-two respondents disagreed that 

Levai Mbatha had brochures on child immunisation. Thirty-eight respondents strongly 

disagreed. Five respondents did not answer the question. 

Brochures were more expensive to print and were thus not always available. The 

sixteen percent of the parents being available was a small percentage. When 

available, brochures contained a lot of information on child immunisation. The 
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brochures are a reliable medium of information sharing and health literacy on child 

immunisation, for those that who are able to read in the language that the brochures 

were printed in.  

4.3.3.3 Clinic Cards with immunisation information  

The following statement asked respondents whether Levai Mbatha clinic had clinic 

cards with information on child immunisation. 

 

Figure 4.3.11: Levai Mbatha clinic has clinic cards with information on child 

immunisation 

Parents who take their children to Levai Mbatha for immunisation had different views 

on the media of communication available. A clinic card has all the child’s information. 

It is a health tracking tool (Findley, Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, 

Chen & Chimkin, 2006:191). According to Figure 4.3.11, thirty-four percent of the 

respondents strongly agreed that there are clinic cards available on child 

immunisation. Forty-eight respondents agreed. Fourteen parents were neutral about 

clinic cards with child immunisation being available at Levai Mbatha. Three parents 

disagreed that Levai Mbatha has clinic cards with information on child immunisation. 

One parent strongly disagreed. Knowledge of immunisation and/ or lack of access to 

information on childhood immunisation could be an important contributor to the high 

burden of unimmunised children in Sub-Saharan Africa (Wisonge, Uthman, Ndumbe 

& Hussey, 2012:4). 
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Clinic cards were the most commonly used medium at the clinic. The clinic cards were 

kept by the children’s parents and were updated by the health practitioners whenever 

the child was brought to the clinic for immunisation. Clinic cards were also the easiest 

medium to use for child immunisation as the child’s information (weight, height, growth, 

etc) is child specific. Both the parent and the health practitioner were always able to 

refer to the clinic card to monitor the child’s growth, development and immunisation 

treatment.  

4.3.3.4 Flyers on importance of immunisation 

The following statement asked respondents whether the flyer, as a medium of 

communication, provided information on the importance of immunisation. 

 

Figure 4.3.12: The flyer, as a medium of communication, provides information 

on the importance of immunisation 

Brochures and booklets should be flexible with complete details of information 

(Najeeb, 2014:406). The flyer is a medium of communication that is used to provide 

information. Levai Mbatha used it as a medium of communication to communicate the 

importance of immunisation. According to Figure 4.3.12, six respondents strongly 

agreed that flyers at Levai Mbatha clinic provide information on the importance of child 

immunisation. Eleven respondents agreed. Five respondents were neutral. Forty-one 

respondents disagreed. Thirty-two respondents strongly disagreed. Only five 

participants did not answer the question. 
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The flyers gave an overview of the importance of child immunisation. The flyer focused 

on a few points and did not go into too much detail on the negative effects of not 

immunising the child and the consequences.  

4.3.3.5 Timelines on brochures 

The following statement asked respondents if the brochure as a medium of 

communication provided dates and timelines for the next immunisation dates. 

 

Figure 4.3.13: The brochure, as a medium of communication, provides dates and 

timelines for the next immunisation dates 

The brochure is a medium of communication that is used to provide information Levai 

Mbatha uses it as a medium of communication to provide dates and timelines for the 

child’s net immunisation dates. Two percent of the respondents strongly agreed that 

brochures at Levai Mbatha clinic provide information on the importance of child 

immunisation. According to Figure 4.3.13, five percent of respondents agreed. Ten 

percent of respondents were neutral. Forty-six percent of respondents disagreed. 

Thirty-for percent of the respondents strongly disagreed. Only three percent of the 

respondents did not answer the question. 

The brochures did not have specific dates for immunisation but they provided a 

general overview of immunisation times, at which months the child was due for which 

immunisation treatment. This was usually shown in a table format.  
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4.3.3.6 Timelines on clinic cards 

The following statement explored if the respondents agreed that clinic cards, as a 

medium of communication, provided dates and timelines for the next immunisation 

dates 

 

Figure 4.3.14: The clinic cards, as a medium of communication, provides dates 

and timelines for the next immunisation dates 

The clinic card is a medium of communication that is used to provide information. Levai 

Mbatha uses it as a medium of communication to provide dates and timelines for the 

child’s net immunisation dates. According to Figure 4.3.14, thirty-six percent of the 

respondents strongly agreed that clinic cards at Levai Mbatha clinic provide 

information on the importance of child immunisation. Fifty-two percent of the 

respondents agreed. Nine percent of the respondents were neutral. Two percent of 

the respondents strongly disagreed. One percent of the respondents did not answer 

the question. Clinic cards are the most reliable channels of communication for parents 

(Findley, Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, Chen & Chimki, 

2006:191). 

The clinic cards provided the most details regarding immunisation dates, treatment 

and timelines. The clinic cards also provided past immunisation dates and the clinic 

cards had also provided immunisation information concerning previous and future 

immunisation treatment.  
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4.3.3.7 Influence of choice 

The statement below was to establish whether or not the media of communication 

used at Levai Mbatha clinic influence the respondent’s decision to make use of the 

services provided at the clinic. 

 

Figure 4.3.15: The media of communication influence your choice about making 

use of services at Levai Mbatha clinic 

Communication fulfils many of functions in policy making and the implementation of 

processes (Sakyi, 2010:157). According to Figure 4.3.15, the clinic makes use of 

various media of communication to provide parents with health-related information. 

Seven percent of the respondents strongly agreed that the media influenced their 

choice to utilise the Levai Mbatha services. Ten percent of the respondents agreed. 

Eleven percent of the respondents were neutral. Forty percent of the respondents 

disagreed that the media of communication influenced their choice to use the services 

at Levai Mbatha. Thirty percent of respondents strongly disagreed. Two respondents 

did not answer the question. 

The media through which information was shared played an important role in health 

communication. Literacy was important, and in order for it to be effective, people 

needed to be able to read. Word of mouth (in many under privileged areas) was the 

most reliable medium of communication, even though the information shared was not 
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always accurate due to poor literacy and understanding of information. Again, 

frequently, patients made use of Levai Mbatha because of the convenience of it being 

within a reasonable proximity, or the parents being able to communicate with the 

health practitioners in the same language.  

4.3.3.8 Child immunisation dates 

The next statement explored whether the media of communication explained how 

often they were supposed to bring their child in for immunisation. 

 

Figure 4.3.16: The media of communication explain how often I am supposed to 

bring my child in for immunisation 

The media of communication serve as a quick reference of information for the parents. 

Messages can be shared through a broad range of ways (Betch, Bŏhm, Airhihenbuwa, 

Butler, Gretchen & Herrmann, 2015:16), which assist in providing participants with 

dates for the child’s immunisation consultations. According to Figure 4.3.16, twenty-

one of the respondents strongly agreed. Twenty percent of the respondents agreed 

that the media of communication explained how often they needed to bring their 

children for immunisation treatment. Thirteen percent of the respondents were neutral. 

Twenty-four percent of the respondents disagreed. Twenty percent of the respondents 

strongly disagreed. Two percent of the respondents did not answer the question.  
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The media of communication did explain how often parents had to bring their children 

to Levai Mbatha for immunisation. The immunisation timeline was broken down into 

months showing when the child was due for his or her next immunisation treatment.  

4.3.3.9 Information on immunisation diseases 

The following statement asked respondents if the various media of communication 

provided information on non-vaccination diseases and illnesses. 

 

Figure 4.3.17: The various media of communication provide information on non-

vaccination diseases and illnesses 

According to Figure 4.3.17, the media of communication also provide information on 

the diseases and illnesses contracted from not getting children immunised. Nine 

percent of the participants strongly agreed. Eighteen percent of the respondents 

agreed. Twenty percent of the respondents were neutral. Thirty-two percent of the 

respondents disagreed. Twenty-one percent of the respondents strongly disagreed. 

Health promotion messages often use channels other than face-to-face 

communication (Betch, Bŏhm, Airhihenbuwa, Butler, Gretchen & Herrmann, 2015:12). 

The media did provide information on some of the non-immunisation diseases. The 

media did not cover all immunisation related diseases but frequently focused on the 

most common diseases. The media also provided visual imagery that showed how the 

diseases had an effect on the child’s health and appearance.  
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4.3.3.10 Visual texts in brochures 

The statement below asked whether the brochures used visual text that the 

respondents understood. 

 

Figure 4.3.18: The brochures use visual text I can understand 

According Figure 4.4.18, five percent of the respondents strongly agreed that the 

brochures used visual text that they could understand. Eight percent of the 

respondents agreed that the brochures used visual text they could understand. Ten 

percent of the respondents were neutral. Twenty-nine percent of the respondents 

disagreed that the brochures used visual text they could understand. Forty-eight 

percent of the respondents strongly disagreed that the brochures used visual text they 

could understand. Communication creates meaning as opposed to a mere message 

(Sakyi 2010:157). 

Brochures made use of visual text that provided visual representation of the written 

text. The visual text was used to provide assistance in better understanding the 

immunisation literacy. Forty-four parents had agreed that the brochures had used 

visual text they had understood. Another thirty-one parents were neutral about 

understanding the visual text that was used. 
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4.3.3.11 Written texts in brochures 

The below statement asked if the brochures use written text (no jargon) one could 

understand. 

 

Figure 4.3.19: The brochures use written text (no jargon) I can understand 

Two percent of the respondents strongly agreed that the brochures use written text 

that has no jargon and can be understood. According to Figure 4.3.19, three percent 

of the respondents agreed. Thirteen percent of the respondents were neutral. Forty-

two percent of the respondents disagreed. Thirty-seven percent of the respondents 

strongly disagreed. Three respondents did not answer the question. Most health 

materials are written at too complex a level for people with low health literacy to 

understand (Silk, Hordynski, Rienzo, Mercer, Olson & Aldrich, 2010:233). 

Parents did not always understand what the written text that was used had meant. 

Although forty-three participants had agreed that the brochures had used written text 

they understood and did not have medical jargon, another thirty-three participants 

were neutral about agreeing or disagreeing to having understood the written text that 

was used. It was doubtful that the parents, did in fact, understand the written text as 

many of the parents could have been illiterate. The understanding of information was 

based on the simplicity of the written text as there was no use of medical jargon in the 

brochures.  
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4.3.3.12 Visual texts in flyers 

The statement below asked if the flyers used visual text respondents could 

understand. 

 

Figure 4.3.20: The flyers use visual text I can understand 

According to Figure 4.3.20, ten percent of the respondents strongly agreed that the 

flyers used visual text they could understand. Ten percent of the respondents agreed 

that the flyers used visual text they could understand. Five percent of the respondents 

were neutral. Thirty-six percent of the respondents had disagreed that the flyers used 

visual text that they understood. Thirty-eight percent of respondents strongly 

disagreed that the flyers used visual text they could understand. One participant did 

not answer the question. Attention to the visual layout and graphics included as 

content is also important (Silk 2010:233). 

Flyers made use of visual text that provided a visual representation of the written text. 

The visual text was used to provide assistance in better understanding the 

immunisation literacy. Visual text was easier to interpret to form a basic understanding 

of immunisation. Parents were not always familiarised with the visual text nor were 

they able to interpret the visual texts accurately, at times.  
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4.3.3.13 Written texts in flyers 

The statement below asked whether the flyers used written text (no jargon) 

respondents could understand. 

 

Figure 4.3.21: The flyers use written text (no jargon) I can understand 

According to Figure 4.4.21, two percent of the respondents strongly agreed that the 

flyers use written text that has no jargon and can be understood. Five percent of the 

respondents agreed that the flyers use written text that has no jargon and can be 

understood. Thirteen respondents were neutral. Thirty-six respondents disagreed. 

Forty-one percent of the respondents strongly disagreed. Three percent respondents 

did not answer the question. Communication affects a patient’s quality of care and 

miscommunication leads to adverse outcomes (Jones & Watson, 2012:422). 

Parents did not always understand what the written text that was used had meant. 

Forty participants agreed that the flyers has used written text they understood and did 

not have medical jargon. Only ten participants had strongly agreed to having 

understood the written text. It was doubtful whether the parents always understood the 

written texts on flyers.   
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4.3.3.14 Visual texts in clinic cards 

The statement below asked if the clinic cards used visual text that parents could 

understand. 

 

Figure 4.3.22: The clinic cards use visual text I can understand 

According to Figure 4.3.22, twenty-eight percent of respondents strongly agreed that 

the clinic cards used visual text they could understand. Fifty percent of respondents 

agreed that the clinic cards used visual text they could understand. Nineteen percent 

of respondents were neutral. Two percent of respondents disagreed that the clinic 

cards used visual text they could understand. No respondents strongly disagreed. One 

percent of respondents did not answer the question. Communication channels have 

changed dramatically in recent years (Evans & McCormack, 2008:782). 

Clinic cards had made use of various visual texts that provided visual representation 

of the written text. These were in the form of images, charts and graphs. The visual 

text was used to provide assistance in better understanding the immunisation literacy 

and immunisation timelines in a child’s development cycle.  
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4.3.3.15 Written texts in clinic cards 

The statement below asked whether the clinic cards use written text (no jargon) I can 

understand. 

 

Figure 4.3.23: The clinic cards use written text (no jargon) I can understand 

According to Figure 4.3.23, twenty-nine percent of respondents strongly agreed that 

the brochures use written text that has no jargon and can be understood. Fifty-eight 

percent of respondents agreed. Six percent of respondents were neutral. One percent 

of respondents disagreed. One participant strongly disagreed. Five percent of 

respondents did not answer the question. 

Many parents were able to easily understand the immunisation information on the 

clinic cards. It was of importance to ensure that the written text be simplified and also 

be in a language that the parent could read, interpret and understand, in order to 

ensure effective health communication on child immunisation.  
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4.3.3.16 SMS reminders 

The following statement asked whether respondents received an SMS from the clinic 

that reminded them about the date of their child's immunisation. 

 

Figure 4.3.24: I receive the SMS from the clinic that reminds me about the date 

of my child's immunisation 

The clinic currently does not have any direct messaging means of sending parents a 

reminder to inform them about child immunisation dates. A total of three respondents 

strongly agreed about receiving texts that reminded them about immunisation dates. 

Twelve respondents agreed, while three respondents were neutral. According to 

Figure 4.3.24, forty-three respondents disagreed about receiving reminder texts. 

Thirty-five respondents strongly disagreed about receiving reminder texts. Four 

respondents did not answer the question. 

Levai Mbatha did not have an SMS facility that was able to send SMS reminders to 

the parents about their child’s next immunisation appointment. No texts were sent out 

to the parents. The texts would have been used as reminders of the next immunisation 

date for the child.  
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4.3.3.17 No SMS received 

The statement below asked whether respondents did not receive the SMS from the 

clinic that reminded them about the date of their child's immunisation. 

 

Figure 4.3.25: I do not receive the SMS from the clinic that reminds me about the 

date of my child's immunisation 

According to Figure 4.3.25, sixty-eight percent of respondents strongly agreed that 

they do not receive reminder SMS’s from Levai Mbatha clinic reminding them of their 

child’s next immunisation date. Twenty percent of respondents agreed that they do not 

receive reminder SMS’s from Levai Mbatha clinic reminding them of their child’s next 

immunisation date. Seven percent of respondents were neutral about not receiving 

reminder SMS’s from Levai Mbatha clinic reminding them of their child’s next 

immunisation date. Two percent of respondents disagreed about receiving reminder 

SMS’s. One percent of respondents strongly disagreed. Two percent of respondents 

did not answer the question. 

Parents did not receive SMS’s from Levai Mbatha clinic. The high percentage of 

parents who strongly agreed confirmed about not receiving texts from the clinic. The 

facilities at Levai Mbatha did not allow for SMS reminders as this was a costly exercise. 

The use of SMS reminders would be helpful in ensuring that parents did not skip or 

miss the child’s immunisation schedules. This would have assisted in ensuring that 

effective health communication was successful.   
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4.3.3.18 Preferred use of SMS 

The statement below asked whether respondents would prefer to receive the SMS 

from the clinic that reminded them about the date of their child’s immunisation date. 

 

Figure 4.3.26: I would prefer to receive the SMS from the clinic that reminds me 

about the date of my child’s immunisation date 

As a rule, Levai Mbatha does not use text messaging to communicate with 

participants. According to Figure 4.3.26, forty-eight percent of respondents strongly 

agreed about receiving SMS’s from the clinic to remind them about their children’s 

immunisation dates, as a preferred method of communication. Thirty-nine percent of 

respondents agreed to receiving sms’s from the clinic to remind them about their 

children’s immunisation dates, as a preferred method of communication. Two percent 

of respondents were neutral about receiving SMS’s from the clinic to remind them 

about their children’s immunisation dates, as a preferred method of communication. 

Four percent of respondents disagreed to receiving SMS’s from the clinic that reminds 

them about their children’s immunisation dates, as a preferred method of 

communication. Two percent of respondents strongly disagreed to receiving SMS’s 

from the clinic reminding them about their children’s immunisation date, as a preferred 

method of communication. Five respondents did not answer the question. New media 

such as handheld devices create an environment in which consumers and health care 

providers can receive health messages at any time and any place (Evans & 

McCormack, 2008:782). 
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Receiving SMS’s could be to be an effective media of information sharing. Many 

parents have basic handheld devices which could receive SMS’s. They do not require 

the use of data.  

4.3.3.19 Reading clinic cards 

The statement below asked whether respondents were able to read the information 

on the clinic cards. 

 

Figure 4.3.27: I am able to read the information on the clinic cards 

According to Figure 4.3.27, thirteen percent of respondents strongly agreed that they 

were able to read the information on clinic cards. Fifty-two percent of respondents 

agreed that they are able to read the information on clinic cards. Twenty-four percent 

of respondents were neutral about being able to read the information on clinic cards. 

Eleven percent of respondents disagreed about being able to read the information on 

clinic cards. No respondents strongly disagreed. Many health educations programmes 

rely too heavily on printed materials and should consider alternative strategies that 

advantage participants rather than distance them from being able to comprehend 

information and use it effectively (Silk, Horodynski, Rienzo, Mercer, Olsen & Aldrich, 

2010:233). 

Many of the parents were not literate. Those who could read, needed the media to be 

in a language that they could read and would be able to understand.  
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4.3.3.20 Reading flyers 

The statement below asked whether respondents were able to read the information 

on the flyers. 

 

Figure 4.3.28: I am able to read the information on the flyers 

According to Figure 4.3.28, two percent of respondents strongly agreed to that they 

were to read the information on flyers. Six percent of respondents participants agreed 

about being able to read the information on flyers. Twenty-one percent of respondents 

were neutral about being able to read the information on flyers. Thirty-five percent of 

respondents disagreed about being able to read the information on flyers. Thirty-six 

percent of respondents strongly disagreed about being able to read the information on 

flyers. Communication is a basic tool for transferring information (Fourie 2014:85). 

Many of the parents were not literate. Those who could read, needed the media to be 

in a language that they could read and would be able to understand.  
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4.3.3.21 Reading brochures 

The statement below asked whether respondents were able to read the information 

on the brochures. 

 

Figure 4.3.29: I am able to read the information on the brochures 

According to Figure 4.3.29, six percent of respondents strongly agreed that they were 

able to read the information on brochures. Nine percent of respondents agreed about 

being able about read the information on brochures. Four percent of respondents were 

neutral abour being able to read the information on brochures. Forty percent of 

respondents disagreed to being able to read the information on brochures. Forty 

percent of respondents strongly disagreed about being able to read the information on 

brochures. 

Many of the parents were not literate. Those that could read, needed the media to be 

in a language that they could read and would be able to understand.  
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4.3.3.22 Questions to health practitioners 

The statement below asked respondents whether they were able to ask health 

practitioners questions on child immunisation. 

 

Figure 4.3.30: I am able to ask health practitioners questions on child 

immunisation 

Parents and health professionals differ more generally in their style of communicating. 

There are major differences in communication as consequences of a patient’s ethnic 

background (Jones & Watson, 2012:423). According to Figure 4.4.30, ten percent of 

respondents strongly agreed that they were able to ask health practitioners at Levai 

Mbatha questions regarding child immunisation. Twenty-two percent of respondents 

agreed that they were able to ask health practitioners at Levai Mbatha questions 

regarding child immunisation.  Fourteen percent of respondents were neutral about 

being able to ask health practitioners questions regarding child immunisation. Twenty-

nine percent of respondents disagreed that they were able to ask health practitioners 

at Levai Mbatha questions regarding child immunisation. Twenty-five percent of 

respondents strongly disagreed that they were able to ask health practitioners at Levai 

Mbatha questions regarding child immunisation. Health care practitioners disseminate 

the information on the vaccine (Betch, Bŏhm, Airhihenbuwa, Butler, Gretchen & 

Herrmann, 2015:12). 
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Many respondents had felt that they could not ask health practitioners questions 

relating to immunisation. The opportunity to ask questions was not always possible, 

as health practitioners were not always friendly, nor was the environment contusive 

for one-on-one conversations.   
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4.3.4 SECTION D – LANGUAGE OF UNDERSTANDING 

The following section highlights the use of language in ensuring that there is effective 

health communications. 

4.3.4.1 Same language 

The statement below asked whether the respondents and health practitioners spoke 

the same language. 

 

Figure 4.3.31: The health practitioners and I speak the same language 

Language and health literacy barriers can challenge an individual’s ability to access 

and make sense of health information (Jones & Watson, 2012:422). Most health 

practitioners, like parents and patients, speak the same language. According to Figure 

4.3.31, forty-six percent of respondents strongly agreed that they could communicate 

with the health practitioners. Thirty percent of respondents agreed that they spoke the 

same language as the health practitioner. Three percent of respondents were neutral. 

Nine percent of respondents disagreed saying that they did not speak the same 

language as the health practitioners. Eleven percent of respondents strongly 

disagreed. One participant did not answer the question. Two participants strongly 

disagreed by saying that they did not speak the same language as the health 

practitioners. One participant did not answer the question. Interplay between the 

health messages and the recipients’ cultural characteristics will influence the 
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understanding and effectiveness of health communication (Betch, Bŏhm, 

Airhihenbuwa, Butler, Gretchen & Herrmann, 2015:2). 

Health practitioners from Levai Mbatha speak more than one language. The most 

commonly spoken languages are Sesoth and isiZulu. Health practitioners need to 

essentially communicate in more than one language. Language was a critical and 

important part of health communication. Even though English is a language of choice 

in many countries, not every parent in Evaton can communicate fluently, if at all, in the 

language.  

4.3.4.2 Understanding information 

In the following statement, respondents were asked whether they understood the 

information shared in the language spoken. 

 

Figure 4.3.32: I understand the information shared in the language spoken 

It is important to caution that communication is not just the giving of information, it is 

giving understandable information and receiving and understanding the information 

(Sakyi 2010:158). According to Figure 4.3.32, twenty-two percent of respondents 

strongly agreed that they could understand the information shared in the language 

spoken. Fifty percent of respondents, agreed that they could understand the 

information that the health practitioners gave as they communicated in the same 

language. Seven percent of respondents were neutral about understanding the 
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information shared in the language spoken. Eleven percent of respondents disagreed 

about understanding the information shared in the language spoken. Ten percent of 

respondents strongly disagreed. Decision makers have a thorough understanding of 

the displayed information (Betch, Bŏhm, Airhihenbuwa, Butler, Gretchen & Herrmann, 

2015:6).  

Language barriers tend to affect the parents understanding of information. The health 

practitioners’ ability to speak more than one language increase the effectiveness of 

health communications when they shared immunisation information to the parents.  

4.3.4.3 One-on-one setting 

 The respondents were asked whether the information shared with them was in a one-

on-one setting. 

 

Figure 4.3.33: Information shared with me is in a one-to-one setting 

There is a shortage of resources such as flyers and brochures. Health practitioners 

have found that it is easier to share information in face-to-face settings and group 

settings. According to Figure 4.3.33, twenty-six percent of respondents strongly 

agreed that information is shared with them in a one-on-one setting when they walk 

into the immunisation room where their children are being immunised. Fifty percent of 

respondents agreed that information is shared with them in a one-on-one setting when 

they walk into the immunisation room where their children are being immunised. 

Eighteen percent of respondents were neutral about whether information is shared 
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with them in a one-on-one setting when they walk into the immunisation room where 

their children are being immunised. Three percent of respondents disagreed that that 

information is shared with them in a one-on-one setting when they walk into the 

immunisation room where their children are being immunised. No respondents 

strongly disagreed that that information is shared with them in a one-on-one setting 

when they walk in the immunisation room where their children are getting immunised. 

Three respondents did not answer the question. Health practitioners raise this topic in 

their face-to face conversations with immunisation decision makers (Tilley, Murray, 

Watson & Comrie, 2014:51). 

The information shared was on a one-on-one basis using a one-way communication 

method. The health practitioner provided the information to the parents – who were 

the recipients. There was usually no dialogue or conversation that took place. The 

information was also shared during the time when the parent was in the immunisation 

room to have the child immunised. There was also not much time for dialogue, as the 

health practitioners need to immunise a certain number of children a day.  
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4.3.4.4 Group setting 

In the following statement, the respondents were asked whether the information 

shared with them was in a group setting. 

 

Figure 4.3.34 Information shared with me is in a group setting 

According to Figure 4.3.34, nineteen percent of respondents strongly agreed that 

information was shared in a group setting. Forty-seven percent of respondents agreed 

about information being shared in a group setting. Twenty percent of respondents 

were neutral about information being shared in a group setting. Eight percent of 

respondents disagreed that information was shared in a group setting. Eight percent 

of respondents strongly disagreed about information being shared in a group setting. 

Three percent of respondents did not answer the question. 

Again, because of limited resources, Levai Mbatha provides group information sharing 

sessions. The sessions take place in the waiting area, while parents wait to have their 

children immunised. This assists in sharing information and ensuring understanding 

of the content. Immunisation promotion into existing community service programmes 

is an effective way to identify eligible parents and to provide timely education and 

reminders about immunisation for their children (Findley, Irigoyen, Sanchez, Guzman, 

Mejia, Sajous, Levine, Chen & Chimkin, 2016:191). 

The information on child immunisation was public information. It provided the greater 

public with useful information. Public information was shared as a one-way process of 
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information sharing. Although in these regards, the health practitioner did share the 

information in a group setting, there was no open dialogue to engage further 

concerning the health topic. Group setting also limited the respondents’ comfort and 

freedom to go onto more details on immunisation.  

4.3.4.5 Language understood 

The following statement asked respondents whether the information on the media was 

in a language that they understood. 

 

Figure 4.3.35: The information on the media is in a language that I understand 

According to Figure 4.3.35, twenty-three percent of respondents strongly agree that 

the information on the media of communication at Levai Mbatha clinic was in a 

language that they could understand. Eighteen percent of respondents agreed that the 

information on the media of communication at Levai Mbatha clinic was in a language 

that they could understand. Ten percent of respondents was neutral that the 

information on the media of communication at Levai Mbatha clinic was in a language 

that they could understand. Twenty-four percent of respondents disagreed that the 

information on the media of communication at Levai Mbatha clinic were in a language 

that they could understand. Twenty-two percent of respondents strongly disagreed 

that the information on the media of communication at Levai Mbatha clinic was in a 

language that they could understand. Three percent of respondents did not answer 
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the question. Language is an indicator of health communication, allowing for 

interaction to take place (Fourie, 2014:84). 

The language used in the media was mostly in English, while a few were in other 

African languages. Sesotho and isiZulu were the two most commonly spoken 

languages in Evaton. It was uncertain whether or not the information in English was 

easily understood by the parents. Many respondents did disagree to the information 

being in a language that they were able to understand.  

4.3.4.6 Cultural differences 

The statement below asked respondents if health practitioners were empathetic to 

cultural differences concerning the beliefs of immunisation. 

 

Figure 4.3.36: Health practitioners are empathetic towards cultural differences 

on the beliefs of immunisation 

Health practitioners can come across as rude and sometimes difficult to approach. A 

successful consultation outcome depends on the consultation and communication 

skills of the health practitioner (Van den Brink-Muinen, Maroos & Tähepöl, 2008:385). 

According to Figure 4.3.36, eight percent of the respondents strongly agreed that the 

health practitioners at Levai Mbatha were empathetic towards the parents’ cultural 

differences on the believers of immunisation. Twelve percent of respondents of the 

parents agreed that the health practitioners at Levai Mbatha were empathetic towards 
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the parents’ cultural differences on the believers of immunisation. Six percent of 

respondents were neutral. Thirty-nine percent of respondents disagreed about the 

health practitioners being empathetic to the parents’ cultural differences towards 

immunisation. Thirty-three percent of respondents strongly disagreed that the health 

practitioners at Levai Mbatha were empathetic to the parents’ cultural differences on 

the believers of immunisation. Two percent of respondents did not answer the 

question.  

The health practitioners were accommodating to many cultural backgrounds. The 

health practitioners had to find various approaches to encouraging parents to get their 

child immunised as immunisation was a Western practice and not an African practice. 

Many parents believed in the practice of African medicines for child care.  

4.3.4.7 Health related words 

In the statement below respondents were asked whether health practitioners use 

health related words they are able to make sense of. 

 

Figure 4.3.37: Health practitioners use health related words one is able to make 

sense of 

Health practitioners communicate information on immunisation as simply as possible. 

According to Figure 4.3.37, twenty percent of respondents strongly agreed that health 

practitioners used health related words that they could make sense of. Forty-nine 

percent of respondents agreed that health practitioners used health-related words that 
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they could make sense of. Five percent of respondents were neutral about health 

practitioners using health-related words that they could make sense of. Twenty-four 

percent of respondents disagreed that health practitioners used health-related words 

that they could make sense of. Two percent of respondents strongly disagreed that 

health practitioners used health related words that they could make sense of. More 

education and interventions are needed that highlight the range of contextual factors 

which influence effective health communication (Baker & Watson, 2015:602). 

Health practitioners did not make use of medical jargons. They used simple words that 

parents were able to understand. Health practitioners spoke several languages. This 

had made it easier for the parents to make sense of the health information.  
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4.3.5 SECTION E – CONTENT OF HEALTH COMMUNICATION 

The following section explores the respondents’ understanding of immunisation 

diseases that are caused by non-vaccination. The section looks at the top five 

immunisation diseases in South Africa. Respondents were asked if they understood 

the contents and health information of immunisation.  

4.3.5.1 Understanding Polio 

In the statement below, respondents were asked if they understood what Polio was. 

 

Figure 4.3.38: I understand what Polio is 

Parents and other guardians seemed to have an understanding of immunisation 

diseases. According to Figure 4.3.38, two percent of respondents strongly agreed that 

they knew what Polio was. Six percent of respondents agreed that they knew what 

Polio was. Eighteen respondents were neutral on what they knew about Polio. Forth-

nine percent of respondents disagreed that they knew what Polio was. Thirty-three 

respondents strongly disagreed that they knew what Polio was. Two respondents did 

not answer the question. 

Polio was one of the most known immunisation illnesses. It was also one of the oldest 

illnesses. Many a time, the little understanding was from community-based interaction. 

The respondents did not have an in-depth understanding of the disease.  
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4.3.5.2 Consequences of Polio 

In the statement below respondents were asked whether they understood the 

consequences of not getting their child immunised for Polio. 

 

Figure 4.3.39: I understand the consequences of not getting my child immunised 

against Polio 

It is important for parents to know what immunisation diseases are. It is also important 

for parents to understand the consequences of not getting their children immunised. 

According to Figure 4.3.39, seventeen percent of respondents strongly agreed that 

they understood the consequences of not getting their children immunised. Sixteen 

percent of respondents agreed that they understood the consequences of not getting 

their children immunised. Eight percent of respondents were neutral in understanding 

the consequences of not getting their children immunised. Thirty-six percent of 

respondents disagreed about understanding the consequences of not getting their 

children immunised. Twenty-two percent of respondents strongly disagreed on 

understanding the consequences of not getting their children immunised. One percent 

of respondents did not answer the question. 

The most common consequences of Polio were disability and death. These were due 

to children not being immunised. Many respondents has the basic understanding of 

this. Other side effects to not having a child immunised for Polio, which most 
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respondents did not know of, were a damaged nervous system, brain damage and 

paralysis.  

4.3.5.3 Understanding Tuberculosis 

In the statement below, respondents were asked whether they understood what 

Tuberculosis was. 

 

Figure 4.3.40: I understand what Tuberculosis is 

Parents and other guardians seemed to have some understanding of immunisation 

diseases. According to Figure 4.2.40, two percent of respondents strongly agreed that 

they understood what Tuberculosis was. Four percent of respondents agreed that they 

understood what Tuberculosis was. Only ten percent of respondents were neutral 

about understanding what Tuberculosis was. Forty-five percent of respondents 

disagreed about knowing what Tuberculosis was. Another thirty-nine percent of 

respondents strongly disagreed that they understood what Tuberculosis was. 

Tuberculosis is a well-known immunisation illness. It is also one of the most common 

illnesses. Tuberculosis has also been well communicated through other media outside 

of the clinic’s media. Respondents did not understand the disease in great detail.  
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4.3.5.4 Consequences of Tuberculosis 

I understand the consequences of not having their child immunised against 

Tuberculosis. 

 

Figure 4.3.41: I understand the consequences of not getting my child immunised 

for Tuberculosis 

According to Figure 4.3.42, thirteen percent of respondents strongly agreed that they 

understood the consequences of not getting their children immunised against 

Tuberculosis. Fifteen percent of respondents agreed that they understood the 

consequences of not having their child immunised. Two percent of respondents were 

neutral about understanding the consequences of not getting their children immunised. 

Forty percent of respondents disagreed that they understood the consequences of not 

getting their children immunised against Tuberculosis. Thirty percent of respondents 

strongly disagreed about understanding what Tuberculosis was. One parent did not 

answer the question. 

There were several consequences to not getting a child immunised for Tuberculosis. 

These included severe coughing, collapsing of lungs, weight loss, fever and eventually 

death. Respondents still did not understand the consequences of Tuberculosis in 

detail.  
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4.3.5.5 Understanding Measles 

In the below statement below, respondents were asked whether they understood what 

Measles was. 

 

Figure 4.3.42: I understand what Measles are 

According to Figure 4.3.42, fourteen percent of respondents strongly agreed to 

knowing what Measles was. Fifteen percent of respondents agreed that they knew 

what Measles was. Eight percent of respondents were neutral that they knew what 

Measles was. Thirty-four percent of respondents disagreed on knowing what Measles 

was. Twenty-nine percent of respondents strongly disagreed that they knew what 

Measles was.  

Respondents did not understand the disease, as Measles and Mumps were usually 

confused. Both illnesses are dangerous but have different effects.  

 

 

 

 

 

0

5

10

15

20

25

30

35

1 2 3 4 5

14 15

8

34

29

Understanding Measles

1

2

3

4

5

Strongly Agree

Agree

Neutral

Disagree

Strongly 
Disagree



139 
 

4.3.5.6 Consequences of Measles 

The following statement asked the participants whether they understood the 

consequences of not getting their child immunised against Measles. 

 

Figure 4.3.43: I understand the consequences of not getting my child immunised 

for Measles 

According to Figure 4.3.43, fifteen participants strongly agreed that they understood 

the consequences of not having their children immunised for Measles. Forty-seven 

participants agreed that they understood what the consequences of not getting their 

child immunised. Twenty-seven participants were neutral about understanding the 

consequences of not getting their children immunised. Eight participants disagreed 

that they understood the consequences of not having their children immunised against 

Measles. Two parents strongly disagreed that they understood the consequences of 

not getting their children immunised against Measles. One parent did not answer the 

question. 

Non-immunisation of a child for Measles would lead to the child coughing. There were 

a number of other consequences to not having a child immunised against Measles. 

The child would have a runny nose, inflamed eyes, sore throat, fever and red blotchy 

skin rash.  
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4.3.5.7 Understanding Mumps 

In the statement below, respondents were asked whether they understood what 

Mumps was. 

 

Figure 4.3.44: I understand what Mumps is 

According to Figure 4.3.44, five percent of respondents strongly agreed that they 

understood what Mumps was. Three percent of respondents agreed on knowing what 

Mumps was. Ten percent of respondents were neutral about understanding what 

Mumps was. Thirty percent of respondents disagreed about knowing what Mumps 

was. Fifty percent of respondents strongly disagreed that they knew what Mumps was. 

Two percent of respondents did not answer the question. 

Mumps and Measles were usually confused. Both illnesses are dangerous but have 

different effects. Many respondents strongly disagreed about understanding what 

Mumps was.  

 

 

 

0

5

10

15

20

25

30

35

40

45

50

1 2 3 4 5 6

5
3

10

30

50

2

Understanding Mumps

1

2

3

4

5

6

Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree

No Answer



141 
 

4.4.45 Consequences of Mumps 

In the statement below respondents were asked if they understood the consequences 

of not having their child immunised for Mumps. 

 

Figure 4.3.45: I understand the consequences of not having my child immunised 

against Mumps 

According to Figure 4.3.45, five percent of respondents strongly agreed that they 

understood the consequences of not getting their children immunised for Mumps. Four 

percent of respondents agreed that they understood the consequences of not getting 

their child immunised against Mumps. Seventeen percent of respondents were neutral 

in understanding the consequences of not getting their children immunised. Thirty 

percent of respondents disagreed. Forty-two percent of respondents strongly 

disagreed about understanding the consequences of not having their children 

immunised against Mumps. Two percent of respondents did not answer. 

Non-immunisation of a child for Mumps has various consequences. These include 

swollen and painful salivary glands, a painful abdomen, fever, headache, fatigue, 

appetite loss and chills.   
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4.3.5.9 Understanding Varicella (Chickenpox) 

In the statement below, respondents were asked whether they understood what 

Varicella (Chickenpox) was. 

 

Figure 4.3.46: I understand what Varicella (Chickenpox) is 

According to Figure 4.3.46, seven percent of respondents strongly that they knew what 

Varicella (Chicken Pox) was. Ten percent of respondents agreed that they knew what 

Varicella (Chicken Pox) was. Seven percent of respondents were neutral about 

knowing what Varicella (Chicken Pox) was. Forty-two percent of respondents 

disagreed about knowing what Varicella (Chicken Pox) was. Thirty-four percent of 

respondents strongly disagreed. 

Varicella was a widespread non-vaccination illness, which a large number of 

respondents disagreed about understanding. It was more commonly known as 

Chickenpox.  
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4.3.5.10 Consequences of not having a child immunised against Varicella 

(Chickenpox) 

In the statement below respondents were asked whether they understood the 

consequences of not getting their child immunised against Varicella (Chickenpox). 

 

Figure 4.3.47: I understand the consequences of not getting my child immunised 

against Varicella (Chickenpox) 

According to Figure 4.3s.47, ten percent of respondents strongly agreed that they 

understood the consequences of not having their children immunised against Varicella 

(Chicken Pox). Fourteen percent of respondents agreed that they understood the 

consequences of not getting their child immunised against Varicella (Chicken Pox). 

Seven percent of respondents were neutral in understanding the consequences of not 

getting their children immunised. Thirty-eight percent of respondents disagreed about 

understanding the consequences of not having their children immunised. Thirty-one 

percent of respondents strongly disagreed about understanding the consequences of 

not getting their children immunised against Mumps.  

Children who get Varicella (Chickenpox) show symptoms of fatigue, headache, blisters 

or red spots on the skin, ulcers, sore throat and swollen lymph nodes. Most 

respondents were familiar with the blisters or red spots but not the other symptoms 

from non-immunisation.   
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4.4 INTERPRETATION OF GRAPHS 

The graphs were created from the data that was collected using the questionnaire.  

The sections in the questionnaire were: Section A, which focused on the 

demographics of the participants. Section B focused on the health practitioners from 

Levai Mbatha government clinic. Section C, focused on the media of communication 

at Levai Mbatha clinic. Section D, which focused on the usage of language to create 

an understanding of the message that was being shared. And Section E, focused on 

the parents understanding on immunisation based diseases.  

Effective health communication was important in ensuring that children were 

immunised and their parents were also well informed on child immunisation. This study 

revealed several things: child immunisation is an important health topic. The 

importance of the contribution of health practitioners on the knowledge of child 

immunisation. The effectiveness of communication media in providing information on 

child immunisation is an important topic; and communication serves as the most 

important purpose to satisfy a personal or social need (Steinberg, 2008:19). 

Communication has further been narrowed down to health communication as means 

of building relationships. The global perspective of health communication is to ensure 

that there is an improvement on health literacy, better health outcomes and efficient 

health services (Bowling, 2002:1). 

The study was guided by the following overarching research question: 

How effective is health communication in communicating the importance of child 

immunisation as a health topic at Levai Mbatha government clinic?  

The question translates into the following more specific research sub-questions: 

Research sub-question 1: 

What media is the clinic using to communicate with parents? 

Research sub-question 2: 

To what extent do parents understand what is communicated to them? 

Research sub-question 3: 

What language is used to communicate with parents? 
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Research sub-question 4: 

How do the parents process the information communicated to them?  

Research sub-question 5: 

How does health information influence the parents’ decision to immunise their child? 

 

Based on the findings from the study, the research question was answered and further 

examined through the use of the questionnaire. 

4.4.1 Analysis of graphs 

Evaton is a large township in the Vaal Region government clinic that provides 

healthcare services to the greater community. The health practitioners from the area 

had faced various challenges daily that influenced the effectiveness of health 

communications.   

Barriers in the graphs included a clear understanding and interpretation of the 

questionnaire, language, language barriers between the parents and health 

practitioner when completing the questionnaires. The questionnaire was in English 

and the study showed that isiZulu and Sesotho were the most commonly spoken 

languages in Evaton. Parents were not always able to read or speak the same 

language as the health practitioners and this had a negative effect on the information 

shared and how it was interpreted and understood.  

The effectiveness of health communication, focusing on child immunisation as a health 

topic, was important in the study. The way information has been shared either by the 

health practitioner or media of communication and the way it has been understood 

and interpreted by the parents through language and dialect has influenced the impact 

of effective health communication for immunisation as a health topic. Sesotho and 

isiZulu are the most common languages spoken in the area. It was important for the 

parents to feel that they could truth the health practitioners. It was also important for 

the media used at Levai Mbatha clinic to be of relevance and of use to the parents 

who were making use of the immunisation services. Parents need to understand the 

importance of immunisation and the consequences of non-immunisation for their 

children. The top five immunisation diseases in South Africa were not well known or 
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well understood by the respondents. Parents also need to have a better and clearer 

understanding of the five most common immunisation diseases in South Africa, what 

they were and what their side effects and consequences were. 

4.5THEME ON HEALTH PRACTITIONERS’ SEMI-STRUCTURED INTERVIEW 

The objective of the semi-structured interview for health practitioners was to analyse 

and better understand the effect of communication and the challenges that the health 

practitioners face on a daily basis.  

4.5.1 Theme of Levai Mbatha health practitioners’ feedback 

Table 4.1 

CONCEPT SUB-CONCEPT CATEGORY 

 

Clinic resources Clinic Over-population in the 

area. The clinic is not large 

enough to provide 

immunisation services. 

  The volunteers and  

receptionists do not 

always come to work, 

patients cannot be 

attended to timeously or at 

all. 

 Clinic sister The clinic should have 12 

clinic sisters assigned to 

child immunisation. The 

clinic does not always 

have enough sisters in the 

clinic and immunisation 

sisters need to move and 

assist elsewhere. 

  The shortage of nurses 

affects the number of 
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children immunised daily. 

A shortage of nurses 

means that some children 

are sent back home at the 

end of the day as there are 

not enough nurses to 

immunise them. 

 Doctors Should a child require 

assistance from a doctor, 

there is not a single doctor 

assigned just to the child 

immunisation facilities. 

 Nutritionists  The children sometimes 

have various nutritional 

deficiencies and there is 

no nutritionist assigned to 

the immunisation facility. 

 HIV Specialist  HIV positive parents do 

not always understand the 

requirements to follow for 

their children. It is difficult 

for the parents to ask 

questions and get a better 

understanding of the 

health condition. 

  HIV that has not been 

identified through testing 

but the symptoms are 

there, weight loss, slight 

change in complexion, 

coughing, sweating at 

night. The parent is not 
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aware of knowledgeable 

enough on the topic 

 

Immunisation 

resources 

Immunisation medicines The various immunisation 

medicines are not always 

in stock. There tends to be 

a worrying shortage of 

immunisation medicines. 

 Immunisation instruments Shortage of clinic gloves. 

Health practitioners do not 

always have gloves to 

wear when immunising 

the children. 

  There are no refrigerators 

or cooler boxes to store 

the medicines. 

 

Barriers Literacy Illiterate parents who 

cannot read or write. The 

media are not always able 

to be used to its full extent. 

 Language Sesotho and IsiZulu are 

the most commonly spoke 

languages in Evaton. It is 

difficult for the health 

practitioners to always  

communicate effectively 

on immunisation with 

parents who speak other 

languages such as Venda 

and Portuguese.  

  Parents not understanding 

what is communicated to 



149 
 

them and thus not being 

able to adhere to the 

health requirements and 

procedures thus affecting 

the wellbeing and 

healthcare of the child. 

 Interpreters There are no interpreters 

at the clinic who can assist 

health practitioners with 

communicating on child 

immunisation. 

 Media of communication The parents are not 

always able to read or 

understand the content 

and messaging on the 

media. 

  The content is written in a 

limited languages that are 

not always applicable to 

the parents. 

  The clinic does not always 

have the media available 

at the clinic. This means 

that parents are not 

always able to receive 

more information on child 

immunisation. 

  The posters in the 

immunisation facilities are 

old, dated and not 

appealing. 
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Communication Language Sesotho and IsiZulu are 

the most commonly spoke 

languages in Evaton. It is 

difficult for the health 

practitioners to 

communicate effectively 

on immunisation with 

parents who speak other 

languages such as Venda 

and Portuguese. 

 Dialect Health practitioners do not 

speak all 12 official 

languages and cannot 

always understand what 

the parents are 

communicating. 

 

Privacy Patients When bringing the child in 

to the consultation room, 

the health practitioners 

then ask the parents or 

guardians about the 

health status of the parent 

and child publicly or in the 

presence of other people.  

  If the child is surrounded 

by a person(s) with 

Tuberculosis or other 

illnesses in the clinic, there 

are no safety measures to 

assist with the cross-

infection. 
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4.6 INTERPRETATION OF THEMES 

The themes dealt with the concepts of clinic resources, immunisation resources, 

barrier, communication and privacy. These concepts derived from the feedback from 

the semi-structured interview, where the health practitioners were the participants.  

4.6.1 Analysis of the semi-structured interview 

Levai Mbatha is a large government clinic that provides healthcare services to the 

greater community. As a health topic, child immunisation is a critical topic. The health 

practitioners have been faced with various challenges restricting them from providing 

efficient services. Some of the challenges sometimes made it difficult to ensure that 

the various mediums of health communications were as effective as they needed to 

be. There has been be a scarcity of clinic resources ranging from health practitioners 

(clinic sister, doctor, nutritionist, HIV specialist), to equipment and sometimes 

immunisation treatment.  

Barriers in the thematic table included literacy, language, language interpreters and 

the media of communication. Parents were not able to read or speak the same 

language as the health practitioners and this had a negative effect on the information 

shared and how it was interpreted and understood.  

Effective health communication was important in the study. Language and dialect 

influenced the impact of effective health communication for immunisation as a health 

topic. Sesotho and isiZulu are the most common languages spoken in the area. Health 

practitioners do not speak all twelve official languages fluently, and no one could speak 

sign language. Any deaf parents would not be able to communicate with health 

practitioners and ensure that their child received the service they needed. 

Privacy of information sharing such as breastfeeding information for HIV positive 

mothers, or additional immunisation treatment for HIV positive children, was restricted. 

Health practitioners were not always able to have private conversations with parents 

due to the fact that there were limited immunisation rooms allocated. Most 

conversations took place in more public areas such as the waiting area.  
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4.7 SUMMARY 

The research study found that Levai Mbatha has various media of communication. 

The media of communication haveused both written texts and visual texts. The media 

are not always in a language best understood by the parent. The health practitioners 

at Levai Mbatha provide health talks in more group settings as opposed to one-on-one 

settings. The patients are not always able to ask questions and find clarity of health 

topics that are more personal. Patients can also feel intimidated by the health 

practitioners. This has affected the effectiveness of health communication. The most 

commonly spoken languages in the Vaal Region were Sesotho and isiZulu. The 

language barriers became a challenge for parents who do speak the languages that 

the health practitioners speak.  

Health practitioners provided parents with information on child immunisation, but the 

health practitioners did also face challenges at the clinic such as limited resources in 

language and communication barriers.  
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CHAPTER 5 

INTERPRETATION AND ANALYSIS OF RESULTS 

5.1 INTRODUCTION 

The previous chapter provided an analysis, discussions and interpretations of the 

findings. The study used a mixed method research design. The twofold stages of data 

collection and analysis have been identified and described. The research project 

explored and examined the way in which the government clinic, Levai Mbatha, used 

various communication mediums, languages and media to communicate the 

effectiveness of immunisation, as a health topic, to the parents and children. In the 

second part of the literature review, the researcher focused on health communication. 

Health communication is the study and use of communication strategies to 

communicate, inform and influence individual and community decisions that enhance 

health (Parvanta, 2011). From reviewing what health communication was, the 

researcher was able to unpack the process further and place the focus on health 

communication, examining child immunisation. 

In the interpretation and analysis of results, the researcher focused on the usage of 

health communication and health communication channels to ensure and promote 

effective health communication. The findings from the data collected at the Levai 

Mbatha Clinic were further analysed and compared to the literature findings. 

Communication took place between health practitioners and the children’s parents on 

a daily basis. Health practitioners need to be able to relate to the parents in order to 

make communicating with them easier (Jones & Watson, 2012:419). There has been 

a high occurrence of childhood diseases, which were preventable through 

immunisation. These occur particularly in developing countries due to little knowledge 

and a lack of understanding on immunisation (Rwashana, Williams & Neema, 

2009:96). 

Health communication is an important aspect of ensuring successful changes for 

social development. There is a continual growth and development in the demand for 

effective health communication (Baker & Watson, 2015:600). 

The research was worth doing because health communication for social development 

is a rich topic of relevance in developing countries such as South Africa, with 

increasing improvements towards better healthcare. This situation, the researcher felt, 
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could positively influence and contribute towards the relevant countries, even in a 

small way. Health communication was applied to everyday practice in the Levai 

Mbatha clinic. It is important for the health practitioners to apply the correct usage of 

language and communication media. The parents of the children needed to be able to 

access the information on child immunisation and understand it. It is also important to 

have a better understanding of how health practitioners working for a government 

clinic, such as Levai Mbatha, communicate with their patients. Effective health 

communication will only be achieved if the media and messages are easily understood 

and impactful.  

Cronbach’s Alpha was positive in the study. Section C, Section D and Section E were 

tested for Cronbach’s Alpha. Cronbach’s Alpha was 0.878 for Section C, 0.869 for 

Section D and 0.980 for Section D. All the tested sections were below 1, which showed 

that the reliability of the questions was positive and strong. 

5.2 PURPOSE OF THE STUDY 

The purpose of the study was to determine the effectiveness of health communication 

through the use of communication mediums used by the Levai Mbatha clinic in the 

Vaal Region, when providing information on child immunisation as a health 

communication topic.  

5.3 RESEARCH QUESTION 

How effective is health communication in communicating the importance of child 

immunisation as a health communication topic at Levai Mbatha government clinic?  

5.3.1 Research sub-questions 

Research sub-question 1: 

What media is the clinic using to communicate to them? 

Research sub-question 2: 

To what extent do parents understand what is communicated to them? 

Research sub-question 3: 

What language is used to communicate with parents? 



155 
 

 

Research sub-question 4: 

How do the parents process the information communicated to them?  

Research sub-question 5: 

How does health information influence the parents’ decision to immunise their child? 

5.4 INTERPRETATION OF THE GRAPHS 

Health communication is important in communicating health topics such as child 

immunisation in the Vaal Region. Health communication, therefore, is an important 

aspect of ensuring successful changes for social development (Baker & Watson, 

2015:600). The proper health communication process involved effective 

communication between health practitioners and the parents of the children. Health 

communication was key in the sharing of health information, health promotion and 

training and health education for health practitioners and patients (Stuttaford, 

Bryanston, Hundt, Connor, Thorogood & Tollman, 2006:32). In this study, results from 

Figure 4.2.30 show that twenty-nine percent of respondents disagreed that they were 

not able to ask health practitioners questions on child immunisation, only ten percent 

strongly agreed. Health practitioners and parents of the children need to communicate 

in a language that they understand. This has not always been possible, as parents do 

not always ask questions. This could possibly be due to health practitioners’ approach 

to communicating with the parents. Forty-six percent of the parents strongly agreed 

that they spoke the same language as the health practitioners. Another fifty percent of 

the parents agreed that they understood the information shared to them by the health 

practitioners because of the language in which the health practitioner communicated 

with them. Information shared in verbal communications, in one-to-one or group 

settings, was better received by the parents.  

Communicating child immunisation as a health topic is important as it ensures that 

parents understand the benefits of getting their children immunised and the 

consequences of not having their children immunised. According to Jones & Watson, 

(2012:419), health practitioners need to be able to relate to the parents in order to 

make communicating with them easier. It is essential for the parents of infants and 

young children to be knowledgeable about child immunisation so that they can make 
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more informed decisions. Based on the five most known child immunisation diseases, 

only two percent of the respondents strongly agreed that they understood what Polio 

was, while forty-nine percent of the respondents disagreed. Forty-nine percent of the 

respondents disagreed about understanding what Polio was. Sixteen percent of the 

respondents agreed that they understood what the consequences of not getting their 

child immunised were, while thirty-six percent of the respondents disagreed. Four 

percent of the respondents agreed that they understood was Tuberculosis was. Forty 

percent of the respondents disagreed to understanding what Tuberculosis was. 

Another fifteen percent of respondents agreed to having understood what Measles 

was, while thirty-four percent of parents disagreed. Seven percent of respondents 

agreed that they knew what Mumps was, while forty-eight percent of the respondents 

disagreed. Three percent of the respondents agreed that they knew what Varicella 

was. Fifty percent disagreed about knowing what Varicella was. 

Another important finding was that forty-seven percent of the respondents who made 

use of the child immunisation services were Sesotho speaking and twenty percent 

were isiZulu speaking. Evaton in the Vaal Region is a predominantly Sesotho and 

IsiZulu speaking region. What was further interesting was that ten percent of the 

respondents spoke other languages, which included Portuguese, Shona, Venda, 

Sepedi, Ndebele and Tsonga. The results in Figure 4.2.6, show the various languages 

spoken by the parents that made use of the Levai Mbatha immunisation services. The 

health practitioners in the Vaal Region had predominantly spoken Sesotho and isiZulu. 

The language barriers became evident in the other ten percent of the respondents 

speaking other languages that the health practitioners could not speak. The way 

parents communicate with the health practitioners, with the factors of language 

difficulties and the different dialects create differing perceptions of health and illness 

information (Jones and Watson 2012:416). Language is a key element of 

communication, therefore it was important to ensure that the message shared is well 

received, interpreted and understood. Fifty-two percent of respondents agreed that 

they were able to read the information on the clinic cards, while eleven percent 

disagreed. Two percent of the respondents strongly agreed that they could read the 

information of the clinic flyers, while thirty-six percent of respondents strongly 

disagreed. Nine percent of respondents agreed that they could read the information 
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on the clinic brochures, while forty percent of the respondents disagreed about being 

able to read the information on the clinic brochures.  

Media of communication played a vital role in communicating the important dates such 

as clinic dates for immunisation, types of immunisation vaccines and diseases. In 

Figure 4.2.14, fifty-two percent of the respondents had strongly agreed that the clinic 

cards at Levai Mbatha provided information on the child’s next immunisation dates. 

Clinic cards are the most reliable channel of communication for parents (Findley, 

Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, Chen & Chimkin, 2016:190). The 

clinic cards used at Levai Mbatha were the most reliable medium of communication 

which both the parents and health practitioners were able to make use of. The clinic 

cards had the child’s details, growth chart, weight, height and vaccines they had been 

immunised for. Immunisation promotion is particularly well suited to a community-

based effort because it is inclusive of all children in the community (Findley et al., 

2016:191). The use of written and visual texts on media of communication assisted in 

ensuring that the messages communicated were well received and interpreted for 

understanding. Flyers, brochures and clinic cards were the three most popular and 

common media of communication used at Levai Mbatha clinic. Eight percent of the 

respondents agreed that brochures use visual text that they understand and twenty-

nine percent disagree. Another three percent of parents agreed that the brochures 

used written text that they understand and forty-two percent disagreed. Ten percent 

of respondents agreed that the clinic flyers used visual texts that they understood, 

while thirty-six percent disagreed. Five percent of the respondents agreed that the 

clinic flyers used written texts that they understood, while forty-one percent strongly 

disagreed. The clinic cards appeared to be the best media of communication on child 

immunisation at Levai Mbatha. Half of the parents, at fifty percent agreed that the clinic 

cards used visual texts that they could understand and only two percent of the parents 

disagreed. More than half the parents that participated, at 58 percent, agreed that 

clinic cards used written texts that they could understand, and only one percent 

disagreed. 

Clinic cards are the most effective media of communication for respondents. The data 

from the study had shown that the clinic cards assist in ensuring that health 

communication is effective. The use of clinic cards at Levai Mbatha clinic ensures that 
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the child’s immunisation journey is tracked and followed through accordingly. The 

same clinic card is expected to be used throughout the child’s immunisation journey. 

With the use of clinic cards, the health practitioners are able to track the child’s 

immunisation journey effectively and observe progress in the child’s growth or decline 

in the child’s health. Clinic cards also provide detailed overall timelines on the child’s 

immunisation times. Health practitioners are able to write in the child’s next 

immunisation dates. The clinic cards have both visual text and written text that provide 

information on child immunisation as a health topic.  

Levai Mbatha clinic faces many financial restrictions, limiting the availability and 

access of most media of communication. Clinic cards are the media of 

communications that is always available, with longevity, which ensures that 

immunisation is effectively communicated as a health topic at Levai Mbatha clinic. 

There was no visible communication and signage in the clinic that informed parents 

and other patients who made use of the clinic for the first time and were not familiar 

with the clinic.  

The communication models best practised in Levai Mbatha clinic are the Shannon-

Weaver model of communication and Osgood-Schram’s model of communication. The 

Shannon-Weaver model of communications took into consideration the channel which 

the message was being shared and the noise source which would affect the 

interpretation and understanding of the message from the health practitioner to the 

parents. Osgood-Schramm’s model of communication encouraged two-way 

communication with feedback, meaning that the health practitioners could share 

information with the parents and the parents could ask questions and engage in the 

conversation.  

The clinic has experienced challenges which have influenced and affected the 

effectiveness of health communication. Health practitioners and parents do not always 

see eye-to-eye. The data, it showed that the feedback provided by the parents was 

different from that of the health practitioners. Health practitioners provided the parents 

with information on immunisation, but the parents did not always understand the 

information. It was doubtful that parents would ask questions pertaining to the 
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information on immunisation that was shared with them, or whether that the parents 

could also fully understand the information in totality.  

Speaking the same language positively influences the information sharing process 

between the health practitioner and the parent. Information can be simplified, with 

important issues being discussed first. 

Another challenge is the health practitioners’ approach to information sharing with the 

parents. Health practitioners are not always easily approachable, which can come 

across as intimidating. Health practitioners are faced with challenges of being 

understaffed and providing services to extremely large numbers of people in a short 

space of time. Staff resources are a challenge as they cannot give each patient the 

attention they need.  

The clinic does not have all resources required. This sometimes makes it difficult for 

health practitioners to ensure that health communication is effective.  

5.5 INTERPREATTION OF THE SEMI-STRUCTURED INTERVIEW 

The themes dealt with the concepts of clinic resources, immunisation resources, 

barrier, communication and privacy. These concepts derived from the feedback of the 

semi-structured interview, where the health practitioners were the participants.  

The concept of clinic resources showed an extensive shortage of clinic staff affecting 

the immunisation services that the clinic provides. The shortage of staff has also 

affected the immunisation process at Levai Mbatha clinic. There were no doctors, 

nutritionists and HIV specialists allocated to just the immunisation facility. This affected 

the treatment and information that the parents received and understood. 

The concept of barriers included health literacy as a barrier between the health 

practitioner and the parent. The parents were not always knowledgeable on the topic 

of immunisation. The parents were not always literate nor could they always read in 

the languages the media were available in. The parents did not always communicate, 

read, or write in the languages that the media were published in.  

The concept of communication was derived from the use of language. Sesotho and 

IsiZulu are the most commonly used languages in the Evaton region. It was 

challenging for health practitioners to communicate immunisation information 
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effectively with parents who spoke that languages that are very different to Sestho and 

IsiZulu. This was in the case where the parent spoke a foreign language such as 

Shona or Portuguese.  

The concept of privacy was based on the notion that the clinic did not have health 

practitioners assigned purely to the immunisation facility. This affected the 

“Practitioner-Patient” confidentiality. Patients were also not in a safe space that 

allowed for patients to disclose their conditions freely or ask questions that were 

related to immunisation or other health topics related to immunisation.  

5.6 SUMMARY 

The research assignment has observed the way in which a government-owned clinic 

conducted their information sharing process on health communication topics through 

various channels of communication. 

The researcher focused on the usage of language used by health practitioners to 

communicate to parents on child immunisation and the importance of health literacy. 

The researcher has further focused on what child immunisation was and what role the 

health practitioners play in both the parents’ and children’s lives, by providing parents 

with all the relevant and important information of child immunisation. 

The researcher also observed the various diseases that a child could contract from 

not being immunised. She also analysed the reasons for parents to understand and/ 

or participate in western medicinal practices. 

The process of information sharing on child immunisation was explored at the Levai 

Mbatha clinic in Evaton, located in the Vaal Triangle. 
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CHAPTER 6 

CONCLUSIONS AND RECOMMENDATIONS 

6.1 INTRODUCTION 

The previous chapter provided the analysis, discussions and interpretations of the 

findings. The purpose of the study was to determine the effectiveness of health 

communication in the Gauteng province through the use of communication mediums 

used by the Levai Mbatha clinic in the Vaal Region in order to avoid miscommunication 

concerning child immunisation information to parents.  

The topic of health communication is crucial because the lives of the people depend 

on it.  

This chapter provides an overview of the study by presenting a clear answer to the 

research question and sub-questions. . The research report confirms the value of the 

study along with the limitations that the researcher faced during the study. The 

researcher ends the chapter with recommendations for further research and final 

conclusions.  

To achieve the objective of this study, the following overarching and sub-questions 

were formulated. 

Main question: 

How effective is health communication in communicating the importance of child 

immunisation as a health communication topic at Levai Mbatha government clinic? 

Sub-questions: 

Research sub-question 1: 

What media is the clinic using to communicate to them? 

Research sub-question 2: 

To what extent do parents understand what is communicated to them? 

Research sub-question 3: 

What language is used to communicate with parents? 
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Research sub-question 4: 

How do the parents process the information communicated to them?  

Research sub-question 5: 

How does health information influence the parents’ decision to immunise their child? 

6.2 CONCLUSION 

The media of communication which Levai Mbatha clinic is using are brochures, flyers 

and clinic cards. Eight percent of the respondents strongly agreed that the clinic had 

flyers with immunisation information and thirty-two percent of the respondents strongly 

disagreed that Levai Mbatha had flyers with immunisation information. Five percent of 

the respondents agreed that the clinic had brochures with immunisation information, 

while forty-two respondents disagreed that the clinic had brochures with information 

of child immunisation. Another forty-eight percent of the parents agreed that the clinic 

had clinic cards with information on child immunisation. The study found that the clinic 

cards are the most reliable media of communicating with the parents. Clinic cards 

ensure that the health communication is effective for child immunisation.  

The study reveals that respondents do not always understand what is communicated 

to them. This sometimes makes it difficult for health practitioners to provide detailed 

information. Health practitioners prefer rather to focus on the most important 

information to share, thus ensuring that communication is as effective as possible. 

Most of the parents have sufficient knowledge of child immunisation and its related 

illnesses. Notably, there is no association between the knowledge and practical 

behaviour of parents in semi-rural areas of Gauteng province.  

There are clearly delineated boundaries stipulating the selection and exclusion of 

communication lines between parents and health practitioners. Some illnesses of child 

immunisation are linked to mortality. 

Gender appears to be biased when comes to child immunisation. It has been revealed 

that females play an important role as they are the ones who takes children for child 

immunisation. This does have a negative impact on parenting behaviour and practice. 
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There is a desire among parents to receive more information about child immunisation. 

This desire is exacerbated by deeply held parental values and the fear of their children 

getting immunisation related illnesses. 

The use of written texts on media of communication assists in ensuring that the 

message communicated is well received and interpreted.  

Another important finding is that forty-seven percent of the respondents who make use 

of the child immunisation services are Sesotho speaking and twenty percent are 

isiZulu speaking. Evaton in the Vaal Region is a predominantly Sesotho and IsiZulu 

speaking region. The language barriers are evident in the other ten percent of the 

respondents, speaking other languages that the health practitioners do not speak. The 

way parents communicate with the health practitioners, with language difficulties and 

the different dialect styles of communication create differing perceptions of health and 

illness information. Language is a key element of communication. Therefore it is 

important to ensure that the message shared is well received, interpreted and 

understood. Fifty-two percent of respondents agreed that they were able to read the 

information on the clinic cards. Thirty-five percent of the respondents disagreed that 

they could read the information of the clinic flyers, while only six percent agreed. 

Another nine percent of the respondents agreed that they could read the information 

on the clinic brochures and forty-one percent of respondents strongly agreed. For 

health communication to be effective and successful, language becomes an indicator 

that enables for interaction to take place. Visual text and written text contribute greatly 

to the effectiveness of health on information sharing on child immunisation.  

The health practitioners from Levai Mbatha clinic had a different perspective on the 

immunisation process in comparison to the parents. The clinic has limited resources 

such as immunisation treatment and staff. Health practitioners found that the use of 

media such as flyers and brochures was not always reliable. The clinic did not always 

have flyers and brochures available and printed for the parents. Clinic cards were the 

most reliable as the parents had to keep them in a good condition to follow the child’s 

growth and immunisation schedule. The clinic cards were required for the child’s visit 

to the clinic. Health practitioners also preferred to talk to the parents as this allowed 

for easier immunisation information sharing.  
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The clinic did not always have enough immunisation health practitioners because the 

practitioners would need to assist in other departments. The clinic provides services 

to a large population of community members.  

The parents seemed to have a small and basic understanding of the immunisation 

information that was shared with them. The clinic card, as a medium of communication 

provide information on the child’s immunisation journey. The information includes a 

progress report on the child’s weight and height. The clinic card also has a chart where 

it tracked the child’s immunisation journey. The card also included an area where 

health practitioners wrote in the child’s next immunisation appointment. All these 

information help respondents to process the information properly.  

The clinic uses various media of communication to share information with parents. 

Flyers, brochures and clinic cards are the most commonly used media of 

communication at Levai Mbatha clinic. Funds are not always available and this puts a 

strain on most media being readily available at the clinic. Flyers and brochures are not 

always available due to limited financial resources. Parents are not always able to 

make use of the media of communication effectively. Health literacy contributes to the 

understanding of information on media. Parents are not always able to read the 

information on the various media for several reasons: the parents could be illiterate, 

they may not read or speak the language used in the media. The media could have 

medical jargon which makes it difficult to understand.  

Clinic cards are the most reliable and available media because the parents ought to 

keep the cards from the birth of the child. The clinic cards are the most effective media 

of communication used at the clinic. The clinic cards are also the easiest to read and 

interpret as they are always available at the clinic. The clinic does not have any sms 

services currently available. The clinic cards consist of both written text and visual text. 

The clinic card also consists of tables and graphs. The clinic cards are alos used to 

write down immunisation dates. This assists in informing the parent about their child’s 

exact next immunisation dates, even if the parent might not understand the 

immunisation content on the clinic card.  

The use of sms’s to parents would, in this regard, be a good media of communication 

as it would require no printing of media for the clinic. The use of sms’s would be an 

effective media of health communications, because parents would be informed and 
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reminded of their child’s immunisation dates. The sms’s can also be used as an 

information sharing media for the other immunisation related topics.  

The use of visual texts on media of communication assists in ensuring that the 

message communicated is well received and interpreted for understanding. Flyers, 

brochures and clinic cards are the three most popular and common media of 

communication used at Levai Mbatha clinic.  

Forty-four parents strongly agree that brochures use visual text that they understand 

and another forty-percent of parents agree that the clinic flyers used visual texts that 

they understand. 

The clinic cards appear to be the best media of communication on child immunisation 

at Levai Mbatha. Half of the parents, at fifty percent agree that the clinic cards use 

visual texts that they can understand.  

The Shannon-Weaver model of communication and the Osgood-Schramm model of 

communication were the best models for the study. They focused on two different 

aspects of communication. Both models are able to contribute to the effectiveness of 

health communications.  

The Shannon-Weaver model of communication is a one-way model of communication. 

The model takes into consideration the information source, channel, noise, the 

receiver and the destination of the message.  

The Osgood-Schramm model of communication is a circular model, which promotes 

two-way communication. The model takes into consideration the inter-changeable 

roles played and the messages shared. The health practitioner and the parent play the 

inter-changeable roles of the encoder and decoder of the messages. The encoder of 

the messages is also the receiver of the feedback. The decoder is also the encoder of 

the feedback.  

The study explored three theories best applicable for the study, which were the 

Cognitive Heuristic theory, Institutional theory and the Co-ordinated Management of 

Theory. Although each theory contributes to the study, the Cognitive Heuristic theory 

was the most applicable theory to the study. Cognitive Heuristic theory focuses on the 

dual method of communicating. The theory also take into consideration elements such 



166 
 

as social dimensions, economic status and cultural beliefs. These elements influence 

the mental shortcuts parents take to make quicker decisions on immunisation related 

topics. Information sharing by health practitioners is interpreted differently by each 

parent. The theory focused on immunisation as a health topic. The theory looked at 

the effect that the information had on the parents ability to make decisions on getting 

their children immunised. A barrier of communication with the parents was language. 

Parents were not always able to read the information on the media of communication. 

Parents and health practitioners did not always speak the same language. Parents 

would pretend to understand the information shared with them. This has had a 

negative effect on the information shared and how has been was interpreted and 

understood. 

Sesotho and isiZulu are the most commonly spoken languages in Evaton. These 

languages also created barriers of information sharing and interpretation.  

The lack of various resources, such as health practitioners, has affected the 

effectiveness of information sharing the effectiveness of health information. Health 

practitioners are under pressure to provide services daily to hundreds of parents and 

children. Parents find that health practitioners are not always approachable. Health 

practitioners find it challenging to keep sharing information with parents, on child 

immunisation with the parents due to the limitation of time, health literacy and the 

number of health practitioners available at the clinic. 

The clinic does not always have various media of communication available. When the 

clinic does not have them, not all parents can read in the language in which the media 

is printed. Parents are not well informed and knowledgeable on what immunisation 

diseases are and what the consequences of not getting immunised are. 

6.3 VALUE OF THE STUDY 

Future researchers who explore and explain the topic of health communication could 

further expand on the topic. The Department of Health would benefit from the research 

study and be able to get a better understanding of the topic of child immunisation and 

how it is communicated to parents that make use of the services provided at 

government clinics. The Department of Health would also be able to take 

recommendations from the study and apply them to the clinics. 
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The research study would further prove to be valuable to other academics that would 

be interested in the study of health communication in third world countries. The study 

could further serve as a guide for their studies. The study contributes to theoretical 

research through means of the thesis and the literature that can further be applied to 

child immunisation studies. The study will further contribute to empirical research 

through the findings of the study and means of applying the recommendations to other 

government clinics in order to provide better immunisation services and decrease child 

mortality rates in Gauteng and South Africa.  

The study further provides guidelines on how to formulate a well-developed 

questionnaire to measure effectiveness of health communication. It will also show the 

importance of effective communication in the health sector. 

6.4 LIMITATIONS OF THE STUDY 

The following limitations were evident to the study: 

 The study was conducted at only one clinic in the Vaal region. 

 The sample size of the study was limited to 100 respondents as the parents’ 

and six participants as the health practitioners. The researcher could not reach 

more than respondents due to different dates for child immunisation. The 

researcher could also not reach the six participants as the clinic was short 

staffed. The limited about of 100 respondents and six participants was also due 

to the extensive budget limitations for the study. 

 Budget for the study was a limitation. It was limiting as it did not allow for 

exorbitant spending. The budget limited the researcher from getting interpreters 

and assistants to assist with the field work. 

 The language barrier between the researcher and the respondents of the 

questionnaire, who were the parents of children being immunised was another 

limitation. 

 Access to information was another limitation. This applied to the National 

Department of Health, the National Health Research Database and academic 

literature on child immunisation as a health communication topic to support the 

study. Policies and regulations restricted the researcher from accessing 

additional information on child immunisation at government clinics. 
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 Another limitation has been a lack of access to an updated digital library with 

more recent articles and findings on child immunisation. The articles on child 

immunisation are limited. They aren’t always new and advanced, and the 

information is not always relevant for use in the study. 

Generally, the findings of this study cannot be generalised to all populations. As it 

has already been said from the beginning that this was the investigation focusing 

on one clinic in a semi-rural area. 

6.5 RECOMMENDATIONS 

These recommendations are made based on the findings of the study, as well as the 

recommendations for the future. Researchers could replicate the investigation carried 

out in this study by comparing the effectiveness of health communication on child 

immunisation at other governmental clinics and even private clinics.  

 Health practitioners should consider using more interactive media of 

communication when providing information to respondents on child 

immunisation. The use of effective communication through visual texts, written 

texts and media of communication should all complement each other and be 

received as significant to one another by the parents. 

 Develop a communication strategy and policy for the clinic, which will cover the 

basis of effective health communication.  

 Health practitioners should be encouraged to undergo short courses on 

communication. The courses would assist health practitioners to improve their 

communication skills. 

 A suggestion box could be placed outside the immunisation room, where 

parents can put in their suggestions on things they would like to have improved 

or done differently.  

 It is important to use of multiple languages on media and when communicating 

with parents of the children. The communication in the health sector should be 

evaluated at least annually. 

 An SMS system should be used to communicate and remind parents among 

other things about the dates for child immunisation 



169 
 

6.6 CONCLUDING REMARKS 

Health communication is important in healthcare practice and interactions between 

patients and health practitioners. Health communication is the study and use of 

communication strategies to communicate, inform and influence individual and 

community decisions that enhance health (Parvanta, 2011) to bridge the gap in the 

communication methods or systems of approach used on the communication practice 

of child immunisation. 

Many children come to the clinic daily to be immunised yet there is a shortage of staff, 

which has resulted in some children being sent back home to come back at another 

time, affecting the due date of the child’s immunisation. 

Health practitioners are under-staffed and, as a result, non-specialised health 

practitioners are working in the immunisation department. There is then an uncertainty 

concerning vaccines, dosages content and the immunisation process for the children 

The parents and the guardians of the children misplace and lose the clinic cards, which 

makes it difficult for the health practitioners to track the growth and development 

process of the child. 

There is a high shortage or lack of resources. This means that there is not only a lack 

of health practitioners, but also a shortage of administrative staff for the children’s 

department. There is a lack of the vaccines required. There is a shortage of equipment 

– correct refrigerators for storing medicines, injections, latex gloves and posters 

communicating on immunisation. 

There are language barriers because the health practitioner and parent do not speak 

the same language and therefore cannot fully understand each other, which causes a 

communication breakdown and misunderstanding. Language is a critical and 

important part of health communication. Language is a complex and social 

phenomenon that comprises any system of signs used for oral and literary forms of 

communication (Fourie, 2014:84-85). Language is an indicator of communication, 

allowing for interaction to take place. It is important for health practitioners to 

communicate with parents on immunisation in a language and manner that the parents 

can understand and comprehend. 
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Parents and guardians share incorrect information regarding immunisation such as, 

what to use to help your child heal after getting immunised, information that was not 

provided to the parents by the health practitioners. These have a negative effect on 

the child’s health status. A poor understanding of the message can lead to 

miscommunication between the parents and health practitioners. This, in turn, affects 

the parents’ decisions regarding their children’s health care. Health communication is 

key in the sharing of health information, health promotion, and training and health 

education for health practitioners (Stuttaford, Bryanston, Hundt, Connor, Thorogood & 

Tollman, 2006:32). 

The children’s parents do not comply with the requirements and procedures of child 

immunisation thus affecting the wellbeing and healthcare of the children. This would 

include breast feeding mothers who should test for HIV every six weeks and do not 

adhere to that. This leads to issues later on such as HIV in children that has not been 

identified through the mother testing, but the symptoms are there, such as weight loss, 

slight changes in complexion, coughing, sweating at night. The parent is not aware of 

knowledgeable enough on the topic as they do not make use of the health practitioners 

by asking questions.  

Health practitioners need to communicate essentially, in more than one language, to 

eliminate poor understanding or misunderstanding of the information they provide. 

Language barriers often affect the patients understanding, which results in interactions 

with health practitioners, thus taking longer to understand and miscommunication to 

take place (Jones & Watson, 2012:422). 

There are varying degrees to which an individual can obtain, process, interpret and 

understand the basic health information and services they require to make appropriate 

and beneficial health decisions (Silk, Horodynski, Rienzo, Mercer, Olsen & Alrich, 

2010:226). 

Health literacy has become a subject of primary interest for health providers, educators 

and communicators as the necessity for accessible and useful information becomes 

linked to more positive health outcomes (Silk et al., 2010:226). There is a greater 

desire for a better understanding of the benefits and importance of child immunisation. 

It is believed that this will influence the parents to ensure their children are immunised 

(Shrivastava & Srivastava, 2016:72). 
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The most common channels of communication are face-to-face interactions. Face-to-

face interactions are any type of verbal or non-verbal communication where one is in 

the same physical location as the receiver, which is perceived to be a very powerful 

and effective means of communication. One can speak verbally and also speak non-

verbally through body language, eye contact and facial expressions. Feedback is often 

provided, i.e. group conversations (focused groups) or one-on-one. 

Brochures and booklets should be flexible and have complete details of information. 

(Najeeb, 2014:406). Posters should be colourful and, have both written and visual 

texts, and they should also grab attention (Skinner, Von Essen, Mersham & Motau, 

2007:98). 

Written communication is any type of communication that involves both formal and 

informal communication. With written communication, no feedback is provided in most 

cases. One benefit of written communication is that it can be used to document what 

information needs to be provided or shared. 

Clinic cards are the most reliable channel of communication for parents. The clinic 

card is a source of information beneficial for both the health practitioners and parents. 

A clinic card contains all the child’s information. It is also a health tracking tool (Findly, 

Irigoyen, Sanchez, Guzman, Mejia, Sajous, Levine, Chen & Chimkin, 2006:191). 

Audio-visual items and films can play an effective role in communicating with parents 

while they are in the waiting areas, and the content can be played on the internal 

television screens (Skinner, Von Essen, Mersham & Motau, 2007:101), which are 

closed-circuit internal televisions. 

Social media communication has become a very common form of communication. It 

has characteristics consisting of some of the other forms of communication such as 

written communication and two-way communication. This allows for real-time 

feedback with the written record of what has been communicated i.e. Facebook, 

Twitter and Instagram. 

Social marketing seeks to influence and persuade the social behaviours of the 

audience they aim to target (Evans and McCormack 2008:781). Healthcare delivery 

systems are undergoing significant changes (Evans & McCormack, 2008:781). 
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Traditional communication channels have changed significantly over the years, giving 

patients direct access to more medical information (Evans et al., 2008:782). 

The study concludes that child immunisation, as a health topic in South Africa, is still 

not as well communicated as other health topics such as HIV/AIDS. Therefore, in the 

light of the findings, it is recommended that the Departments of Health, Education, 

Social Development and other stakeholders combine their efforts to create awareness 

regarding child immunisation and improve community involvement in order to enhance 

effective health communication of the phenomenon. 

6.7 FUTURE RESEARCH  

Child immunisation, as a health communication topic, is still relatively new. There are 

great opportunities for more research to still to be conducted. Extensive research on 

the influence of communication on immunisation can be explored further. 

Another possible future research would be to explore how communication media assist 

health practitioners in communicating health communication with more simplicity and 

understanding.  

The last future research could explore how health communication has contributed to 

the significant decline in child mortality rate, the lowest it has been in the past two 

decades. 

Each of these future research topics would possibly impact on the way government 

clinics view health communication. The research could assist in creating easier 

communication media and simpler messaging. These could assist health practitioners 

to find easier means of communicating information about immunisation with the 

children’s parents. The findings could also be applied to other government clinics in 

Gauteng and South Africa and could contribute towards reducing the child mortality 

rate through health communication.  
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