
 

 MENTAL HEALTHCARE USERS’ PERCEPTIONS OF MENTAL HEALTH 

SERVICES AT A PRIMARY HEALTHCARE LEVEL 

                           

A thesis submitted in partial fulfilment of the 

requirements for the degree of 

MASTER OF ARTS IN CLINICAL PSYCHOLOGY 

of 

RHODES UNIVERSITY 

 

by 

SIPHELELE ZWANE 

G22z2369 

SUPERVISOR 

DR DUANE D. BOOYSEN 

 

October 2024   



 

ii 
 

 

Abstract 

This study interrogates the complexities of mental healthcare in primary healthcare settings, 

focusing on the experiences and perceptions of participants within the Makana municipality 

in the Eastern Cape Province, which is characterised by a low socio-economic status. The 

matter of mental healthcare is of great significance within the context of South Africa, a 

country grappling with multifaceted challenges. Over the years, mental health has 

progressed from being marginalised to being more widely acknowledged. While the 

integration into tertiary and urban healthcare settings has become smoother, primary 

healthcare has encountered numerous obstacles. This presents a concern, due to the 

socioeconomic difficulties faced by individuals accessing primary care, which predispose 

them to mental health issues. Consequently, it is imperative to conduct research focusing on 

the experiences and perspectives of mental healthcare users within primary healthcare, a 

relatively underexplored area. The primary objective of the current research study was to 

contribute to the existing knowledge base, providing valuable insights for relevant 

stakeholders and policymakers, such as the National Mental Health Policy Framework 

2023-2030, to reference when formulating strategies to enhance the integration of mental 

healthcare into primary healthcare. The study used purposive sampling to interview mental 

healthcare users within the Makana municipality. Employing a qualitative design facilitated 

in-depth dialogue between the participants and the researcher, generating valuable data. 

Thematic Analysis was employed to analyse and present meaningful data, providing an 

overview of the participants' shared experiences. The study identified four significant 

themes: the utility of primary health clinic; the urgent need for mental health education; 

socioeconomics, and mental health, and the complex dynamics of help-seeking behaviours. 

The findings underscore the pressing need to integrate quality mental health into PHC, 
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emphasising the importance of mental health education, increased resources, task-sharing, 

and the prioritisation of both physical and mental illnesses. 
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CHAPTER ONE 

  INTRODUCTION 

1.1 Chapter Overview  

The main goal of this study was to investigate the viewpoints of individuals using 

health services within a semi-rural area in the Makana municipality. The research specifically 

looked at an underprivileged community in the Eastern Cape in the Makana municipality. 

This entailed exploring the perceptions of community members at PHCs on mental healthcare 

services. This chapter provides a concise overview of the study, addresses the research 

rationale, and provides the research question and the study’s main objective.  

1.2 Background of the research problem 

There is limited research on how individuals access mental healthcare services in the 

Eastern Cape (Makana municipality). Given that the Eastern Cape is one of the most 

impoverished provinces in South Africa, there is significant pressure on the mental healthcare 

system to offer suitable services to its residents (Statistics et al., 2018). According to Kohrt et 

al. (2018), considering the difficulties faced by healthcare systems in low to middle-income 

countries (LMICs), it is crucial to identify ways to collaborate with communities and 

community-based service providers, for delivering appropriate mental healthcare in settings 

with limited resources. Hence, it is essential to interrogate the perspectives of individuals 

utilising these services to better understand the current status of primary healthcare and 

suggest a way forward, especially through community-based mental health initiatives. 

According to Donnelly (2021), delivering services, care and support within 

communities and primary healthcare settings enhances access to mental healthcare. This 
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strategy can help identify undiagnosed individuals and narrow the treatment gap. While 

tertiary facilities are components of a mental healthcare system relying solely on them for 

most mental health services, such as prevention and promotion, is not practical nor 

sustainable. This highlights the significance of initiatives involving stakeholders, such as 

mental health professionals, policymakers, and community leaders, collaborating to 

implement such programmes effectively.  

The World Health Organisation (WHO) defines health as a complete physical, mental 

and social well-being, rather than simply the absence of illness or infirmity. Nevertheless, 

many primary healthcare systems worldwide, primarily focus on care without addressing 

mental healthcare for their populations (WHO, 2008). There is increasing evidence indicating 

that factors, such as poverty, inequality, urbanisation, unemployment, trauma, violence and 

substance abuse, play a significant role in the development of illness. These issues contribute 

to a prevalence of health problems and disabilities in society (Lund et al., 2010). In a 

developing country such as South Africa, which is faced with numerous social issues 

impacting one’s mental well-being, prioritising mental healthcare alongside physical health is 

deemed crucial (de Villiers, 2021).  

The right to quality healthcare is fundamental to all individuals' physical and mental 

well-being and a necessary condition for exercising other human rights, including the pursuit 

of an adequate standard of living (Mulaudzi, 2007). According to the 2017 General 

Household Survey, 71.2% of the population use public providers as their first choice of 

consultation when in ill health (Wolf et al., 2021), with primary healthcare (PHC) serving as 

the first point of entry into the health system. The quality of care in PHC facilities is a 

recurring topic that attracts public attention and scrutiny, following convincing evidence that 

the health system should be more responsive (Kelly et al., 2019). The Department of Health's 
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(DOH) mission is to create a caring and humane society where all South Africans can access 

affordable, good-quality mental healthcare (Health/ South African Government, 2014). 

The PHC approach has been adopted as the most feasible means to achieve this 

mission (Health/ South African Government, 2014). Since 1994, the year of liberation from 

Apartheid rule, emphasis has been placed on building and developing primary care and 

reorienting hospitals as referral facilities for complex or severe cases that require secondary 

and tertiary-level care (Glover, 2014). According to the Mental Health Policy Framework 

(MHPF), the Mental Health Care Act of 2002 integrates scientific evidence and best 

practices, emphasising human rights and vulnerable populations (Stein, 2014).  

Following the establishment of the mental health policy and legislation, provincial 

and local health planners have been challenged to manage the transformation from hospital-

based to community-based care and to expand mental health prevention and promotion 

initiatives (Stein, 2014). Despite South Africa’s progressive mental health legislation (i.e., 

MHCA), multiple barriers to the financing and development of mental health services exist. 

These barriers result in (i) psychiatric hospitals remaining outdated, falling into disrepair, and 

often unfit for human use; (ii) severe shortages of mental health professionals; (iii) an 

inability to develop crucial tertiary-level psychiatric services (such as child and adolescent 

services, psychogeriatric services, neuropsychiatric services, etc.); and (iv) community 

mental health and psychosocial rehabilitation services remaining undeveloped. As a result, 

patients end up institutionalised, without hope of rehabilitation back into their communities 

(Lund, 2016). 

The National Mental Health Policy Framework has undergone significant 

transformation from its previous version (2003-2018) to the new iteration (2023-2030). The 

updated policy places a strong emphasis on comprehensive, high-quality, integrated mental 
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health promotion, prevention, care, treatment, and rehabilitation. This strategic shift not only 

refines the focus but also the approach, ensuring evidence-based strategies, continuity with 

updated action areas, and a commitment to prioritising cost-effective implementation through 

National Health Insurance (NHI). The framework also emphasises human rights, 

collaboration across sectors, and continuous monitoring to ensure accountability and measure 

progress. Overall, the new objectives aim to promote mental well-being, prevent mental 

health issues, provide accessible and equitable mental health services, and uphold a recovery-

oriented approach for all mental health facilities. 

1.3 Rationale for this Research  

With the growing burden and need for mental health provision in community-based 

healthcare it was crucial to investigate the perspectives and experiences of individuals 

accessing health services at a community level. Based on the few studies on this topic, 

Faitema et al. (2021) highlighted the limited availability of mental healthcare in South 

Africa’s PHC. Booysen and colleagues (2021) also emphasised this and further reported that 

factors, such as stigma commonly exacerbate the difficulties in accessing mental healthcare 

in underprivileged communities. Therefore, in response to this issue, this study probed the 

thoughts and experiences of individuals regarding their perceived utility and need for mental 

health provision in the Makana municipality. 

1.4 Research Aim and Question 

The existing literature shows a lack of research on this topic. Thus, the primary 

objective of this study was to explore perceptions regarding mental healthcare at the PHC 

level. This unique study aimed to enhance health services in underserved communities by 

gathering insights from individuals’ utilising primary care facilities. The research sought to 

address the following question. 
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 “How do individuals receiving healthcare at the primary care level perceive mental 

healthcare?”.  

1.5 Significance of the study 

This research plays a role in meeting the needs of MHCUs accessing healthcare 

services at community level. The research will contribute to the understanding thereof, while 

also identifying avenues for development. Therefore, understanding patients’ opinions on the 

quality of care in government institutions could empower policymakers to enhance service 

quality and boost service utilisation standards (Baltussen, 2002). By bridging the gap between 

health policy creators and enhanced service delivery as acknowledged by healthcare users, 

this study has the potential to pave the way for an improved landscape in mental health 

provision. In addition, it may stimulate research in other underserved communities, echoing 

the necessity for ongoing research to ensure consistent, high-quality care across all primary 

healthcare clinics. 

1.6 Outline of the Research Dissertation 

Chapter 1 begins by introducing the research topic and its significance while, chapter 

2 explores the literature on the importance and necessity of health care at community level in 

the Makana municipality. Chapter 3 outlines the study design and methodology, including the 

use of Thematic Analysis to identify key study themes. Chapter 4 presents the study’s 

findings and chapter 5 discusses these findings, along with the existing literature. Lastly, 

chapter 6 concludes the study by summarising the findings and their relevance to NMHPF 

2023-2030, addressing any limitations of the study, proposing research recommendations, 

and giving the researchers reflective statements.  

1.7 Chapter Summary  
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In summary, Chapter One acts as an introduction to the research project. It 

demonstrates why it is essential to investigate MHCUs perceptions of mental healthcare at a 

community-based level, such as the Makana municipality. Furthermore, it highlights the need 

for investigations within this specific context, due to limited prior research conducted in this 

area. The subsequent chapter will review the existing literature that supports the significance 

of this study. 
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CHAPTER TWO 

Literature review 

2.1 Chapter overview  

This chapter seeks to consult the relevant literature about the research topic. The 

chapter defines mental health and mental illness. The chapter then discusses the topic 

globally, within low-middle income countries, and finally, within primary healthcare. The 

chapter then discusses and seeks to understand the policies regarding mental health in 

primary care. The perceptions and experiences of mental healthcare users are discussed 

briefly, as well as the barriers mental healthcare users encounter in community-based 

facilities.  Lastly, the chapter gives an overview of the trajectory of mental health within the 

Eastern Cape and gives a rationale for the importance of the current study and its contribution 

to primary healthcare.  

2.2 Literature Search Strategy  

This literature review discussed both the historical and recent literature concerning 

mental healthcare in primary care. The literature was extracted from Google Scholar, 

PubMed Central, Springer Link, ACADEMIA, Science Direct, Research Gate, WILEY 

Online Library, South African Journal of Psychiatry, and News24.  

The primary keywords used to find this literature were “mental healthcare,” “primary 

healthcare,” “barriers to help-seeking,” “mental healthcare users,” “community-based care,” 

and “users, experiences, and perceptions of primary healthcare.”   

2.3 Defining Mental health  

The World Health Organisation (WHO) defines mental health as “a state of well-

being in which the individual realises their abilities, can cope with the everyday stressors of 
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life, can work productively and fruitfully, and can contribute to his or her community” 

(WHO, 2004). 

According to WHO (2004), a highly functioning individual is someone who can 

access their mental capacities and respond appropriately, even when faced with a challenge. 

This ability to persevere without a lack of functionality is crucial for maintaining good mental 

health. Mental health is an integral part of the body system and is essential for a person's 

physical and social functioning. Without good mental health, a person may experience 

deficits that affect their quality of life in their relationships, work, and community (WHO, 

2004). 

2.4 Defining Mental illness          

The designation 'mental illness' has evoked diverse reactions, often described as 

"madness," "insanity," or "lunacy" (Eghigian, 2017). Moncrieff (2014) asserts that social 

forces influence psychiatric concepts. Thus, it is imperative to contextualise the term "mental 

illness" within the framework of modern professionalism (Rensburg, 2021). 

Mental illness significantly impacts an individual's cognitive processes, emotional 

state, behavioural patterns, and overall functioning. Conditions, such as schizophrenia, 

bipolar disorder, and other psychotic disorders are categorised as severe mental illnesses. 

These disorders can be further exacerbated by inadequate access to treatment and socio-

economic factors, as highlighted by the National Alliance on Mental Illness (NAMI, 2015). 

2.5 Mental Health Globally 

"The prevailing situation stemming from the policy of apartheid presents an obstacle 

to achieving the highest level of health for all individuals" (WHO, 1975, p. 5). Mental health 

issues are a significant concern worldwide, but they have been largely ignored and 

marginalised. The lack of resources and the need for a paradigm shift in psychiatry have 
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made it challenging to address this issue (Saraceno, 2004). Global mental health involves 

improving mental health worldwide, while addressing disparities in access to mental health 

services (Wainberg et al., 2017). It is essential to shift power towards local actors to hold 

national authorities accountable and reap the benefits of Global Mental Health (Eaton, 2019). 

The field of global mental health has traditionally prioritised addressing treatment gaps in 

LMICs as a moral and ethical responsibility (PMC). The prevalence of mental health 

conditions underscores the importance of global efforts to raise awareness, reduce stigma, 

and increase support for mental health initiatives worldwide (Shisana, et al., 2024). The need 

for stepped-care approaches, as demonstrated in the Perinatal Mental Health Project in South 

Africa, emphasises the importance of tailored interventions for specific populations 

(Honikman et al., 2012). However, there are gaps in the global epidemiological data for 

mental disorders, as highlighted by Baxter et al. (2013). The insufficient availability of 

comprehensive data highlights the urgency to adopt measures to enhance data collection 

efforts. These efforts can help in comprehending the extent of mental health disorders across 

the world and their impact (Samartzis & Talias, 2020). Global mental health discussions have 

questioned the effectiveness of current approaches; therefore a new framework is needed to 

address these issues and improve outcomes (Kirmayer & Pedersen, 2014). This new approach 

advocates community-based practices and ongoing research to promote global equity 

and social justice in access to mental healthcare. The COVID-19 pandemic has highlighted 

the need to address global mental health, as evidenced by studies by Torales et al. (2020) and 

Jakovljevic et al. (2020). The pandemic has had a significant impact on mental health 

worldwide, particularly in LMICs, where resources for mental health have historically been 

limited (Kola et al., 2021).  

The field of global mental health is constantly evolving, and with a growing 

recognition of the need to address mental health challenges on a global scale. To improve  
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mental health outcomes worldwide, it is crucial to strengthen data collection efforts, 

implement tailored interventions, and promote equity in access to mental healthcare. By 

taking these steps, progress is possible in the fight against mental health issues.  

2.6 Mental Health in Low- and Middle-Income Countries 

A study conducted by Mendenhall and colleagues (2014) identified persisting 

inconsistencies in the effective implementation of mental health policies. The study revealed 

that 75% of the global mental health burden is concentrated in LMICs, where a significant 

deficit in mental health services exists. The shortage of resources in these settings is a cause 

for concern; therefore, to tackle this issue, the exploration of task-sharing approaches is 

underway. This study's primary objective was to assess the viability of task-sharing for 

mental health care in LMICs.  

The study sample was extracted from consultations with primary care service 

providers, community members, and service users in Ethiopia, India, Nepal, South Africa, 

and Uganda; all countries involved in the Programme for Improving Mental Health Care 

(PRIME). Moreover, 36 focus group discussions and 164 in-depth interviews were conducted 

at the pre-implementation stage (Mendenhall et al., 2014).   

Task-sharing mental health services in LMICs can be successfully implemented under 

specific conditions, including enhanced human resources, improved medication access, 

ongoing supportive supervision, and adequate training and compensation for healthcare 

professionals. The study by Mendenhall et al. (2014), supports these findings. 

With regard to Mendenhall et al. (2014), provision of mental health services through 

task-sharing is feasible. However, Petersen and colleagues (2017) emphasise that inadequate 

governance in LMICs has posed a significant barrier to integrating mental healthcare 

systems. Governance plays a pivotal role in developing and enforcing policies and legislation 
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aimed at promoting, directing, and safeguarding the mental health of the populace (Petersen 

et al., 2017). His study’s main objective was to help governance pinpoint facilitators who 

could aid in the appropriate integration of mental health into PHC settings in LMICs 

(Petersen et al., 2017). 

Data were gathered by conducting qualitative interviews with 141 important 

participants in emerging systems research programmes in Ethiopia, India, Nepal, Nigeria, 

Uganda, and South Africa. The data were then transcribed and translated into English, where 

needed, and analysed using thematic framework analysis. This analysis was conducted 

nationally and across the countries involved (Petersen et al., 2017). 

The study found that all five countries had good national mental health policies but 

executing them was challenging. Strengthening managers' capacity, improving critical 

aspects of the health system, and developing mechanisms for collaboration, engagement, and 

innovative approaches to reducing stigma, were identified as crucial. The biggest challenge 

was inadequate financing. Strategies were recommended for improving governance in 

integrated mental healthcare in LMICs (Petersen et al., 2017). 

It is important to note that the studies of Mendenhall et al. (2014) and Petersen et al. 

(2017) were undertaken to examine the problems associated with integrating mental health 

services into PHC in LMICs. The studies produced similar results, highlighting the 

difficulties with implementation. It is worth noting that the studies were conducted a year 

apart, indicating that little or no progress had been made in implementing mental healthcare 

services during that time.  

Similarly, the study by Esponda and colleagues (2020) further reinforced the findings 

of the studies conducted by Mendenhall et al. (2014) and Petersen et al. (2017). Esponda et 

al. (2020) conducted a systematic review to explore the barriers and facilitators to 
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implementing mental health programs in PHC settings, within LMICs. These authors 

concurred that integrating mental health services into PHC is crucial for improving access to 

care in LMICs, thus solidifying the consensus among these studies (Esponda et al., 

2020).  Their study aimed to improve our understanding of how to effectively integrate 

mental health services into PHC, especially for individuals with common mental disorders 

(Esponda et al., 2020). 

The study found two groups of challenges – (1) implementation challenges and (2) 

determinants. Integration challenges included a lack of mental health services, the availability 

of services at the primary level, human resource shortages, and historical factors, such as 

stigma related to mental illness. Implementation determinants were related to coordination 

among stakeholders, level of preparedness of the organisation, knowledge, beliefs, and 

attitudes of healthcare providers, addressing complex needs of individuals seeking mental 

health care, perceived advantages and adaptability of interventions, and effective planning 

and evaluation during implementation (Esponda et al., 2020).  

Unlike Mendenhall et al. (2014) and Petersen et al. (2015), the Esponda et al. (2020) 

study was helpful, in that it sought to look not only at challenges but also at factors that 

require attention to improve implementation of service delivery. Understanding and 

addressing implementation challenges can improve mental health programmes in primary 

care (Esponda et al., 2020). However, the similarity within the studies is found in their 

recommendations, which suggest an ongoing emphasis on integrating mental healthcare into 

PHC.  

The literature reviewed indicates that mental healthcare services must be strengthened 

at the primary care level. Barriers to access must be addressed, service users must be 

involved in policy-making decisions, and innovative strategies must be used to improve care 
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coordination and service delivery. The studies also highlight a continuing concern of a lack of 

prioritisation of mental health integration into PHC settings in LMICs, which is a cause of 

concern. Therefore, according to Mendenhall et al. (2014), Petersen et al. (2017), and 

Esponda et al. (2020), improving access to care for individuals with mental health conditions 

requires ongoing efforts.  

2.7 Policy Implementation towards Mental Healthcare Systems 

Owing to the previously established issues around the implementation of PHC in 

LMICs, the development of mental health policies has become an area of interest.  Omar et 

al. (2010) conducted a comparative study of mental health policy processes in Ghana, South 

Africa, Uganda, and Zambia as part of the Mental Health and Poverty Project. They argued 

that even though mental illnesses are recognised worldwide as a leading cause of disability, 

many countries lack a functional mental health policy or implementation. Therefore, their 

study focused on policy development and practical implementation in these four countries 

(Omar et al., 2010).  

Researchers used purposive sampling to select participants from different mental 

health policy levels. Data were collected through interviews and document analysis to 

understand factors affecting mental health policy development. A conceptual framework was 

developed to guide data analysis. Researchers used a framework approach to analyse data, 

including themes that emerged from the data and framework (Omar et al., 2010).  

The study results revealed that mental health policies were poorly developed or non-

existent in the four countries. In addition, there was a lack of awareness and negative 

perception surrounding mental health, which was further amplified by a lack of prioritisation 

by donors and policymakers (Omar et al., 2010). 
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On the other hand, Marais and Petersen (2015) took a more focused look at South Africa’s 

new policy framework and its vision towards supporting the integration of mental health care 

into PHC. They argued that it was insufficient to ensure the transformation of the healthcare 

system towards integrated primary mental healthcare. Consequently, Marais and Petersen's 

(2015) main goal was to identify systemic factors within institutional and policy contexts 

likely to aid or hinder the implementation of integrated mental healthcare in South Africa.  

The research was carried out by conducting semi-structured qualitative interviews 

with 17 essential individuals who work in the DOH and Department of Social Development 

(DSD) at the national, provincial, and district levels in the Dr Kenneth Kaunda district. The 

participants were selected purposefully, based on their positions and job responsibilities 

(Marais & Petersen, 2015). 

The study results found that mental healthcare has improved due to several factors, 

such as implementing the MHPF, which has a national action plan promoting integrated care 

through a task-sharing model. The policy emphasises establishing district mental health teams 

and implementing the integrated chronic disease service delivery platform. Lastly, NGOs' 

involvement in service delivery has been beneficial (Marais & Petersen, 2015).  

Challenges in providing mental healthcare include the low prioritisation and 

stigmatisation of mental illness; weak managerial and planning capacities; poor pre-service 

training; weak orientation to integrated care; high staff turnover; weak intersectoral 

coordination; infrastructural constraints, and no dedicated mental health budget (Marais & 

Petersen, 2015).  

Marais and Petersen's (2015) argument is evidenced by a study by Mokitimi et al. 

(2018), who echoed that mental health problems represent the greatest global burden of the 

disease among children and adolescents in South Africa. LMICs lack policy development for 
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child and adolescent mental health (CAMH). South Africa, an upper-middle-income country, 

may not be advanced in CAMH policymaking (Mokitimi et al., 2018).  

In 2003, a national CAMH policy framework was created to guide provinces in 

establishing their policies; it is unclear if they did. The study aimed to investigate the 

development of CAMH policy (Mokitimi et al., 2018). 

The study methodology involved a comprehensive search to identify all provincial 

mental health and comprehensive general health policies across South African provinces. The 

Walt and Gilson policy triangle framework (1994) was used for analysis (Mokitimi et al., 

2018).  

With regard to the study’s findings, no South African province had a CAMH policy or 

implementation plan to support the policy. Provincial health policies only partially addressed 

CAMH issues and were focused on tackling HIV/AIDS problems. Moreover, CAMH 

professionals or users were not involved in the policy development (Mokitimi et al., 2018).  

The results reinforce the neglect of CAMH even at the policy level, despite the burden 

of CAMH disorders in South Africa. There is an urgent need to develop and implement 

CAMH policies in South Africa and other LMICs. Further research will be required to 

identify and explore the barriers to policy development and implementation, as well as to 

service development and scale-up in CAMH (Mokitimi et al., 2018).  

It should be noted that all three studies at different times emphasise the importance of 

implementing mental health policies. In the conclusion section (Omar et al., 2010 and Marais 

& Petersen, 2015) recommend strengthening mental health policy processes in South Africa 

and other African countries and good governance to implement relevant policy imperatives. 

However, five years later (Marais & Petersen, 2015), in their results section, admitted that 

although some changes had begun through the development of a national mental health 
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policy; it was clear, that not much shift had taken place in the integration of the policies 

which were emphasised in the last five years.  

Moreover (Mokitimi et al., 2018) further provide evidence of a lack of policy 

optimisation through CAMH in South Africa. The difference in this study is seen in the 

conclusion, where further research is suggested to identify and explore the barriers to policy 

development, implementation, service development and scale-up in CAMH (Mokitimi et al., 

2018). On the other hand, unlike Omar et al. (2010) and Marais and Petersen (2015), a 

limitation of this study is the choice of data collection through a comprehensive search. In 

contrast, the previous studies were qualitative and collected data through semi-structured 

interviews. Therefore, the study could be subjective in nature.  

2.8 Mental Health in Primary Healthcare Settings 

Integrating mental health into PHC in South Africa offers significant benefits. It 

provides early access to mental healthcare without disruption, leading to better health 

outcomes, full recovery, and maintained social integration (Funk et al., 2008).  

Petersen (2000) suggests expanding mental health care to include non-psychiatric 

issues and promotion. Nurses lack comprehensive training and follow doctors' instructions, 

ignoring other factors contributing to an illness.  As Parker et al. (1995) emphasised, 

reorienting nurses and integrating them into primary care is crucial for transforming the 

healthcare system. 

The study was conducted in rural Kwa-Zulu Natal and focused on PHC nurses who 

form the backbone of the PHC system in South Africa. Ethnographic research methods were 

used to understand the nature of the care provided by PHC nurses and how it was sustained 

by the context within which it was provided (Petersen, 2000). The study revealed that nurses' 
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approach to patients was biomedical, and when psychological or emotional matters arose, 

nurses tended to dismiss such issues (Petersen, 2000).  

Similarly, Kigozi-Male et al. (2023) conducted a study to uncover nurses' knowledge 

and attitudes toward patients and mental health care. They argued that successful integration 

and quality mental healthcare services at primary levels depend highly on mental healthcare 

providers (Kigozi-Male et al., 2023).  

The study involved selecting a sample of 205 PHC nurses from 47 clinics. The 

selection was based on self-administered questionnaires. With reference to the knowledge of 

the nurses, they scored 23 out of 30. However, they seemed to have less knowledge about the 

recovery, employment, and help-seeking behaviours of individuals with mental illnesses. The 

study also revealed that the nurses had stigmatising attitudes towards mental illness. Their 

scores indicated a tendency to hold negative attitudes towards mentally ill persons and mental 

health. (Kigozi-Male et al., 2023).  

Two studies (Petersen 2000 and Kigozi-Male et al., 2023) revealed negative 

connotations towards mental illness by nurses who have direct implications for MHCUs. 

Noteworthy is the study by Kigozi-Male et al. (2023) which was conducted on a large scale 

across 47 clinics, suggesting good generalisability of its results.  

The limitations of this method arise from the fact that the data are collected through 

self-administered questionnaires. This can be problematic as participants may lack guidance 

and misunderstand some information, leading to poor responses. Similarly, the ethnographic 

data collection method by Petersen et al. (2000) is also problematic. According to 

Malinowski (cited in Hammersley & Atkinson, 1983), an investigator using the ethnographic 

approach is more interested in discovery than verification. The investigator usually begins the 

investigation with some ideas or "foreshadowed problems." 
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De Kock and Pillay (2017) discuss the persistent issue of delivering essential mental 

health services in South Africa in their study. Most of its prescribing mental health specialists 

practice in private and urban areas (De Kock & Pillay, 2017).  

The paper presents a situation analysis audit of the number of psychiatrists in the 

public rural primary healthcare (PRPHC) sector. This audit was based on both primary and 

secondary data. The data collection method was undertaken through key informant interviews 

with the clinical heads of 160 PRPHC provisions, while the secondary data were obtained 

through a literature review (De Kock & Pillay, 2017).   

The results indicate that psychiatrists are severely underrepresented, employed at a 

rate of 0.03 per 100,000 population in SA’s PRPHC settings (De Kock & Pillay, 2017). 

Because of a lack of mental health nurses and medical officers dedicated to mental health in 

PRPHC facilities, recommendations are made that the current task-shifting strategy be 

revisited to include more mental health professionals with specialised psychopharmacological 

training such as non-medical prescribers at the PRPHC level. It is advised that visiting 

psychiatrists and family physicians be involved in constructing training and supervision 

programmes for nonmedical prescribers at the PHC level (De Kock & Pillay, 2017).   

As previously reported, each study presented evidence of low-resourced mental health 

care in primary care. Therefore, to ease the burden, Selohilwe et al. (2023) argued that lay 

counselling in PHC could close this gap. Thus, the study's main goal was to understand all 

factors contributing to the success or failure of such a service for people with depression in 

PHC (Selohilwe et al., 2023).  

Semi-structured key informant interviews (SSI) were conducted with a purposive 

sample of PHC providers, lay-counsellor supervisors, district and provincial managers, and 

patients receiving services. A total of 86 interviews were conducted. The Consolidated 
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Framework for Implementation Research (CFIR) was used to guide the data collection and 

Framework Analysis, to determine barriers and facilitators for implementing and 

disseminating the lay-counselling service (Selohilwe et al., 2023).  

According to Selohilwe et al. (2023), the factors that could be helpful were 

supervisors and support for counsellors. Subsequently, the challenges identified were a lack 

of support for the counsellors who lacked counselling space and treatment modalities, 

insufficient counsellors, and a lack of inclusion of counselling as part of the patient’s 

treatment plan (Selohilwe et al., 2023).  

According to Seholiwe et al. (2023), some recommendations were made to improve 

the integration of lay counselling services. These included ensuring facility organisations 

were ready for such improvements, formally recognising the counselling services provided by 

lay counsellors. This included lay counselling as a treatment modality within mental health 

treatment data element definitions. It was also emphasised that psychologists should play a 

more diversified role, which included training and the supervision of lay counsellors 

(Selohilwe et al., 2023). 

Overall, these studies emphasised the need for integrated mental health services in 

primary care settings in South Africa to address the treatment lacuna for mental disorders, as 

well as improving access to care for the population. They highlighted the need for mental 

healthcare education amongst nurses to improve nurse intervention with mentally ill persons 

and eliminate stigmatisation by staff members (Petersen, 2000; Kigozi-Male et al., 2023). 

Moreover, evidence of low resources in health professionals is highlighted (De Kock & 

Pillay, 2017). Finally, they present evidence of the usefulness of task-sharing, as argued by 

Selohilwe et al. (2013). 

2.9 Experiences and perceptions of mental healthcare users 
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Kohrt et al. (2018) reported that given the challenges in mental health care in LMICs, 

it is vital to determine how to effectively work in communities and with community-based 

service providers for mental healthcare delivery in low-resource settings. Thus, the views of 

MHCUs should be explored to gain insight into the state of mental healthcare in the Makana 

municipality and contextualise the way forward. It should be noted, however, that there is a 

considerable gap in the literature on service users’ experiences and perceptions of the use of 

mental health services in PHC, especially in South Africa.  

Booysen et al. (2021) were some of the few who conducted a study that interrogated 

the perceptions and experiences of MHCUs in PHC. The study took place in a low-resourced 

region in the Eastern Cape. The researchers aimed to explore the participants’ experiences 

and perceptions of having a mental disorder and seeking treatment from their local clinics. 

The data collection method was semi-structured interviews with 8 participants (Booysen et 

al., 2021).  

The study's results indicated that participants were blamed for not functioning 

optimally within their communities, due to a lack of education, stigma, and efficiency in 

service delivery by healthcare providers. The study also revealed experiences of feeling 

socially withdrawn, which is maintained by a lack of knowledge, discrimination, and 

labelling by their community members (Booysen et al., 2021).  

Comparably, a study by Baker and Naidu (2021) took an interest in providing 

services, as an interference in providing good services. The study interviewed 15 participants 

who identified problems, such as the lack of infrastructure and resources, shortage of staff 

members, long waiting periods, and a shortage of medication.   

Both studies reveal major challenges to the PHC system, which can have major 

implications for patients’ treatment and improved well-being. Moreover, a positive factor in 
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both studies is their relatively small sample sizes, which could make the data less 

complicated to work with and thus yield reliable results. Furthermore, both studies are 

qualitative, which helped gain in-depth feedback on participants' experiences.  

While both Booysen (2021) and Baker and Naidu (2021) report that one of their 

limitations is the languages used during interviews and contextual considerations, which tend 

to limit generalisability, it is evident that issues in PHC may be a shared experience across 

MHCUs from different communities.  

Another significant limitation of the Baker and Naidu (2021) study was the choice of 

sample, which is from an urban community as opposed to the Booysen et al. (2021) study, 

where the users were predominantly from rural Eastern Cape, which meets the interest of this 

current study. However, this gives a fascinating insight into the shared experiences of people 

with a mental disorder endure, regardless of the environmental context. Thus, in conclusion, 

both studies in their recommendations highlight the importance of education and training 

through, for instance, mass media campaigns and other interventions.   

Similarly, Trevillion et al. (2022) examined service users’ perceptions of community 

mental health services for people with complex emotional needs. The study sample consisted 

of 30 participants who had received a ‘personality disorder’ diagnosis at some point in their 

lives. The researchers were interested in their experiences and perceptions of community-

based mental health services, for their emotional-related needs.  

The participants were encouraged to discuss their perceptions of the services at 

community-based levels and how these could be improved to meet their needs better. 

Participants reported some experiences of good practice but also severely stigmatising 

interventions, a lack of adequate support, and service fragmentation (Trevillion et al., 2022). 
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Trevillion et al. (2022) argued that the overarching central theme, called “Relational 

Practice,” could help describe how community services can better help service users with 

complex emotional needs. This approach involves care, delivered in a non-stigmatising, 

individualised, and compassionate way, with trauma-informed care. It involves care planned 

collaboratively with service users to ensure their multiple needs are addressed flexibly, 

holistically, and consistently, accounting for their fluctuating and long-term needs (Trevillion 

et al., 2022).  

One can argue that the study by Trevillion et al. (2022) is not beneficial to this current 

study because it was conducted in England, which holds significant economic and social 

differences, as opposed to South Africa. However, the study is conducted in community-

based care, highlighting an approach that ceases to address the issue of community-based 

services and adequate care provided to its users; an approach that can also be adopted into 

LMICs, such as South Africa.  

The study's limitation was its use of a sample of people diagnosed with a personality 

disorder. It is vital to use sensitivity and caution when working with people with personality 

disorders, as they can tend to exaggerate, minimise, or distort their experiences.  

One similarity between Booysen et al. (2021), Baker and Naidu, (2015) and Trevillion 

et al. (2022) is the theme of stigma amongst MHCUs. It highlights the reality that stigma is 

present globally in both high- and low-income countries, further emphasising the need for 

education and knowledge on mental health, as suggested by Booysen et al. (2021) and Baker 

and Naidu, (2015) in their concluding statements.  

2.10 Barriers to mental healthcare for users at a Primary Healthcare level 
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Various obstacles to accessing mental health services have been recognised, 

contributing to human rights violations (Seedat et al., 2009, p. 346; Andersson et al., 2013; 

Drew et al., 2011, p. 1664).  

Patel et al. (2008) note the limited research on barriers affecting access to and use of 

mental health services. These barriers may result in individuals with mental illness in LMICs, 

such as in South Africa, not receiving essential treatment (Andersson et al., 2013; WHO, 

2011). A deeper insight into the barriers preventing care for individuals with mental illness 

could aid in enhancing access to such services. In addition, Ahad et al. (2023) emphasises the 

impact of internal and external obstacles to seeking mental healthcare. The association of 

negative perceptions, such as shame and stigma of having a mental illness might deter 

individuals from seeking care. Personal, negative beliefs about mental illness could also 

influence one's attitude toward seeking care. Furthermore, concerns about judgement and 

ridicule from family and friends may contribute to the fear of seeking help (Ahad et., 2023). 

A study by Strumpher et al. (2016) aimed to understand the perceptions of 

professional nurses in the Eastern Cape on the barriers to mental healthcare. Nurses were 

interviewed to understand the societal and healthcare system barriers that mentally ill people 

face. The primary societal barriers were a lack of knowledge, socioeconomic status, and 

stigma. The primary barriers to adequate services from the healthcare system were a lack of 

support from stakeholders and leaders in the mental health sector and financial, human, and 

infrastructure resources (Strumpher et al., 2016). 

The health professionals' recommendations included better community knowledge 

production about mental health and more robust support from stakeholders to improve the 

quality and accessibility of mental healthcare (Strumpher et al., 2016).  
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While the current study is interested in the users' perceptions, rather than the 

providers of mental healthcare services, it is worthwhile to get an idea of the healthcare 

professionals’ views. Nurses have regular contact with patients thus, their perspective could 

reveal what is happening in mental healthcare system. 

The study's limitations (Strumpher et al., 2016) were quite significant, considering the 

level of interest on which this study is focused. First, the study did not include a sample of 

nurses working in PHC. Second, the study did not consider any patients or their caregivers’ 

perspectives. Their experiences could yield valuable insights into the barriers to accessing 

and utilising mental health services in the Eastern Cape Province. On the other hand, the 

study was valuable because it was conducted within the Eastern Cape.    

A study by Bruwer et al. (2011) focused on the barriers to mental health care and 

predictors of treatment dropouts among South African adults. Face-to-face interviews were 

conducted with more than 4000 individuals who met the criteria for a diagnosis in the 

previous 12 months. The study's main aim was to assess the severity of a disorder, barriers to 

treatment, and service use (Bruwer et al., 2011).  

Results showed that low perceived need was the main reason for not seeking 

treatment. Moreover, attitudinal barriers influenced those who recognised the need. The lack 

of treatment-seeking was mainly attitudinal. Furthermore, substance abuse and no health 

insurance influenced dropouts. (Bruwer et al., 2011).  

The study suggested educating the public, creating affordable healthcare, providing 

accessible substance abuse rehabilitation services, and increasing awareness among 

healthcare professionals to improve mental health advocacy and care in South Africa (Bruwer 

et al., 2011).  
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The study highlighted the link between low socioeconomic status, lack of education, 

and the resultant health consequences. A caution regarding this study, however, is the large 

sample size. While it can be beneficial in allowing the generalisability of its findings, it can 

also yield extensive data that could be difficult to manage accurately, thus amplifying the 

detection of differences while emphasising the statistical differences that are not clinically 

relevant (Altman, 1991).  

Similarly, Alemu (2023) and colleagues took an interest in a systematic study on 

internalised stigma among people with mental illness in Africa. He explained that 

‘internalised stigma’ is a form of accepting a negative but socially accepted connotation to 

one’s mental illness.  

The study revealed a high prevalence of internalised stigmas among people with a 

mental illness. Moreover, people with co-morbid factors, such as unemployment or previous 

suicidal behaviours, tend to have a higher chance of internalised stigma (Alemu et al., 2023).  

Future research should use a sample, focusing on a specific diagnosis, and 

quantitative and qualitative studies to address stigmas and mental illness (Alemu et al., 2023).  

This study provides valuable advice and recommends that future studies concentrate 

on one specific diagnosis. More in-depth ideas could be provided about how populations 

experience different diagnoses and whether there are any differences in attitudes towards 

people with those mental illnesses, based on severity. This could, in turn, shape a way of 

educating people on the differences in mental disorders, based on these findings.  

Oegba et al. (2014), on the other hand, described a phenomenon called ‘Psychiatric 

stigma,’ which encompasses both the internalised and externalised stigma. The stigma 

surrounding mental health can exacerbate social anxiety and impact self-esteem, leading to 

adverse effects on employment, relationships, and access to care (Oegba et al., 2014).    
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 The study aimed to explore the experiences of users with a psychiatric stigma to 

create interventions targeted at reducing stigmas in South Africa. The study sample included 

77 adults over 18, including professional nurses, auxiliary workers, counsellors, social 

workers, and service users. The study method included individual qualitative interviews and 

focus group discussions. The study site was in the North-West province in the Dr Kenneth 

Kaunda District, an urban location with about only 10% rural population. The results of the 

study reported on four key themes.  

The study found that service users experienced internalised stigmas and 

discrimination. They were afraid of others knowing about their condition and reported being 

excluded and abused by family, friends, community members, and health professionals 

(Oegba et al. 2014). The second theme was that a psychiatric stigma is caused by 

misconceptions about mentally ill individuals, such as the belief that some may be faking 

their illnesses, or when someone experiencing hallucinations may be dismissed as faking it 

(Egbe et al., 2014). 

The study's third theme was the impact of stigmas on MHCUs. Adverse treatment by 

healthcare workers led to a decline in help-seeking, affected users' ability to live normal lives, 

and worsened their health. Furthermore, those who did not adhere to treatment were reluctant 

to return to clinics (Egbe et al., 2014).  

For the fourth theme, users suggested raising awareness about mental illnesses 

through advocacy and education (Egbe et al., 2014). 

The study revealed that internalised and externalised stigmas are at the core of health 

users’ attitudes toward help-seeking. It negatively affects their health and the chances of 

recovery. Health workers also perpetuate this behaviour; thus, anti-psychiatric stigma 

interventions are mandatory in community health clinics, as a shift towards quality health 
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care at low-resourced clinics. On the positive side however, the results demonstrate that 

MHCUs can contribute with ways to improve mental health provision through promotion.  

A study by De Wet and Pretorius (2020) acknowledged the existence of barriers to 

mental healthcare. Therefore, their study focused on uncovering the prominent barriers 

amongst users as a facilitator toward recovery. Despite recovery being mandated in the 

MHFP 2013-2020, significant shortfalls remain, due to limited financial resources (South 

African Department of Health, 2013). The study collected data through individual interviews 

and focus groups with MHCUs, caregivers, and providers.  

Despite the presence of potentially debilitating barriers, participants also discussed 

many facilitators. The most common facilitators were the support of family or friends, helpful 

Service Providers, and empowerment (De Wet & Pretorius, 2022).  

Unlike previous studies, De Wet and Pretorius (2022) were valuable, in that they 

reported some of the positives that the users, health workers, and caregivers noted as helpful 

in the recovery process. Moreover, since support was the underlying theme within barriers 

and recovery, the study highlighted a solution and recommendation regarding peer support 

workers (PSWs).   

PSWs can support service users, Service Providers, and mental health services. They 

can relieve the burden of care and address the stigma of mental health in communities, while 

generating an income for themselves (De Wet & Pretorius, 2022).   

Stigmas can hinder access to health, education, employment, housing, and other basic 

needs (MHPF, 2023). Fortunately, the MHPF 2023-2030 policy sees the gap and aims to 

address issues of stigma of MHCUs through addressing stigma related to mental illness. This 

policy, along with additional interventions, such as educating and training professional staff 
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members on anti-stigma, holds the potential for significant, positive change in mental health 

provision.  

2.11 The current state of the mental health system in the Eastern Cape 

The poor economy of the Eastern Cape is rooted in the legacies of the Apartheid era, 

where the province inherited the largely impoverished and corrupt former Ciskei and 

Transkei homelands (Westaway, 2012). The Eastern Cape economy is further affected by the 

current poor governance. With the Eastern Cape being one of the leading impoverished 

provinces, there is a considerable burden on the mental healthcare system to provide 

appropriate services for its population (Statistics et al., 2018). Alan et al. (2023) suggest that 

in South Africa, substance use, the rate of crime, and HIV/AIDS exposure have created a 

vulnerability to ill mental health. This is the case in the Eastern Cape, a low-resourced 

province that carries a mental healthcare service burden, due to its poor socio-economic 

status, lack of early detection of mental disorders, and limited access to mental healthcare in 

low-resource communities (Lund, 2012).  

In 2017, the Eastern Cape exhibited the highest prevalence of mental illnesses in 

South Africa, despite demonstrating lower rates of general illnesses. The region faced 

significant challenges due to a lack of community-based mental health facilities and 

integration into Primary Health Care (PHC) services, combined with prevalent stigmas and 

discrimination. Moreover, rural areas lacked licensed mental health facilities, leading to 

inadequate service provision for the rural population. Consequently, a recommendation was 

put forth to allocate staffing for the provincial mental health directorate and finalise a 

strategic plan to enhance access to mental healthcare in rural areas (Mehlwana & October, 

2021). 
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In 2018, the Health Ombudsman investigated an incident at Tower Hospital in Fort 

Beaufort, which exposed substantial deficiencies in mental healthcare provision. While the 

investigation did not uncover deliberate human rights violations, it revealed negligent 

practices within the department, resulting in substandard care. The recommendation at the 

time entailed appointing a mental health administrator and addressing the shortages in human 

resources (Mehlwana & October, 2021). 

By 2021, mental health institutions in the Eastern Cape were severely understaffed, 

exacerbating the impact of the COVID-19 pandemic on mental health services. Despite 

commendable plans, evidence of their implementation remained scarce (Mehlwana & 

October, 2021). 

In light of the significant mental healthcare challenges prevalent in the Eastern Cape, 

particularly in rural areas, such as the Makana municipality, there is a pressing need to 

explore the perceptions of MHCUs regarding the value and necessity of mental healthcare at 

PHC level. This need is underscored by the dearth of research in this domain in previous 

years and the historically inadequate state of the region's health system. This paucity of 

information was evident during the current study, where sourcing literature on the 

perceptions and experiences of MHCUs proved problematic, with an estimated five or six 

studies conducted in South Africa and only one study by Booysen and colleagues (2021), 

explicitly focusing on the Eastern Cape. The existing literature predominantly centres on the 

perceptions of healthcare professionals and caregivers. Consequently, there exists a clear gap 

in understanding patients' perspectives on mental healthcare in underserved communities.  

2.12 Chapter Summary  

This literature review chapter examined the global and local state of mental health, 

particularly in PHC, and identified various policy implementation obstacles in mental 
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healthcare in LMICs. The chapter also explored the barriers MHCUs face from the 

perspectives of both the users and providers of care. It notably emphasised the limited 

literature in South Africa, regarding MHCUs' perceptions and experiences of services in 

primary care, stressing the need for more information from MHCUs to improve mental health 

in PHC. The chapter concluded that PHC must be improved to prioritise and adequately care 

for the population in these contexts, aligning with human rights. Chapter three will elaborate 

on the study design and methodology. 
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CHAPTER THREE 

Research Design and Methodology 

3.1 Chapter overview  

This chapter will discuss the details and overview of the study's research design and 

methodology employed by the researcher. This includes the thematic analysis used to guide 

and use the data collected in this study to yield pertinent information. The rationale for using 

a qualitative study design to answer the research question, will be explained. Information on 

how the researcher collected data, analysed the data, chose the sample and sampling 

techniques, and the trustworthiness and ethical considerations of the study, will be explained. 

3.2 Qualitative Research Design 

As mentioned in chapter 1, the study aimed to explore the experiences and 

perceptions of patients from the Makana municipality seeking and accessing services at 

primary health clinics. The aim was to improve mental health provision in low-resourced 

communities by gaining relevant information from its users. The study sought to answer the 

following question: "How do individuals receiving healthcare at the primary care level 

perceive mental healthcare?”.   

To best answer this research question, a qualitative research method was deemed most 

appropriate for collecting data from MHCUs in the Makana municipality. According to 

Denzin and Lincoln (2011), qualitative research draws from interpretivism and constructivist 

paradigms, seeking to understand a research subject, rather than predict outcomes deeply. 

Interpretivism aims to develop knowledge by understanding unique perspectives and their 

meanings. On the other hand, constructivism views knowledge as constructed by individuals 

seeking to make sense of their experiences (Creswell & Poth, 2018). Qualitative research is 

subjective, and values lived experiences, but it is also sensitive to the biases of both 

participants and researchers (Tomaszewski et al., 2020).  The advantage of using a qualitative 
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approach is that it provides descriptive information, rather than statistical or numerical data 

(Nieuwenhuis, 2020). According to Lincoln and Guba (1985), when conducted thoughtfully, 

qualitative research provides valuable insights into people's lives and answers crucial 

questions. Therefore, the qualitative data method allowed the researcher to gain in-depth 

information on participants' lived experiences as mental healthcare users. Walsh (2023) 

concurs that it is a subjective way of looking at life as it is lived, attempting to explain the 

studied behaviour.  For instance, this method was helpful because the researcher could tailor 

semi-structured questions to obtain pertinent data; this would not be possible with a 

quantitative data method.  

The qualitative approach focuses on documents and aims to interpret the "meaning-

making" process. (Patton, 2015, p. 48). This process of constructing meaning occurs within a 

socially constructed reality (Denzin & Lincoln, 2005). In essence, qualitative research seeks 

to comprehend how individuals interpret their experiences, what significance they attribute to 

them, and how their social contexts shape their worldviews (Merriam, 2009; Creswell, 2014). 

Hence, this approach allowed for no predetermined objective. Nevertheless, it allowed 

participants to communicate their experiences and perceptions; thus, the study's findings were 

based solely on the collected data (Creswell, 2014).  

The most used qualitative data collection methods in health research include 

document studies, observations, semi-structured interviews, and focus groups (Shenton, 

2004). Consequently, the current study collected data through one-on-one, in-person, semi-

structured interviews with 12 MHCUs across four clinics in the Makana municipality. The 

purpose was to gain in-depth and elaborative thoughts, opinions, and feelings on participants’ 

lived experiences of getting mental healthcare services in their local primary clinics. Not only 

was this form of analysis not possible in quantitative data, but it would also not add to the 
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limited research available in the in-depth nature of a qualitative study (Merriam, 2009; Austin 

& Sutton, 2014).   

3.3 Participant Sampling and Sampling Technique 

In this study, purposive sampling was employed as the sampling strategy. Purposive 

sampling is important in qualitative research because it allows researchers to select 

participants based on specific criteria to achieve the research goals. Palinkas (2015) 

suggested that qualitative research aims to describe, explore, and explain phenomena and 

often uses purposive sampling strategies. According to Alkassim and colleagues (2016), 

purposive sampling involves recruiting participants who can offer information or experience 

based on a set objective. In this study, participants who received services from a specific 

clinic in the Makana district and could discuss their perceptions and experiences of the 

clinics, were recruited based on specific criteria.  

Qualitative research usually involves smaller sample sizes compared to quantitative 

research, and the sampling is flexible until data saturation is reached (Moser & Korstjens, 

2018). Therefore, the study used a sample size of 12 participants, which was manageable and 

minimal. Purposive sampling is crucial in qualitative research because it allows researchers to 

strategically select participants to address research questions and achieve data saturation 

effectively. This approach reflects the growing importance of context in sampling decisions 

(Poulis et al., 2013).  

When establishing the criteria for inclusion in this study, the researcher targeted 

individuals who were service users of any of the four clinics in the Makana municipality, 

namely Joza Clinic, Raglan Road Clinic, NG Dlukula Clinic and Middle Terrace Clinic. 

These participants had to have attended the clinic for at least six weeks and be 18 years or 

older. This criterion aimed to ensure that the study would encompass participants who could 

provide detailed information about the facility and their experiences and perceptions.   
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Unlike the studies discussed in Chapter 2, which included a mix of participants, such 

as staff members, service users, and caregivers, this study focused solely on MHCUs, due to 

the limited research in this area. Contributing to the limited body of knowledge on studies 

focusing on individuals’ perceptions of mental healthcare at a community-based level was 

deemed crucial. 

The choice of the Eastern Cape context was intentional, due to the high levels of 

poverty in the province, leading to numerous psychosocial issues. It was also observed that 

mental health rights and advocacy were not a priority in this province, significantly affecting 

those seeking services from primary healthcare facilities. Therefore, it was advantageous to 

conduct the study in this environment to help inform and guide areas of improvement. 

To recruit participants, the researcher met with the head nurses at the identified clinics 

to inform them of the research study and discuss the intention to include participants from 

their clinics. An information booklet was left with the head nurses for further information 

prior to the day of data collection. On the scheduled day, the researcher approached potential 

participants who had come to the clinic to collect their treatment. The researcher informed 

them about the study and invited them to participate. Interviews were conducted with three to 

five participants from each facility, resulting in a total study sample of 12 participants. 

3.4 Data Collection  

Data in qualitative research can be generated in various ways, such as through 

interviews, observations, documents, and written stories. Qualitative researchers are 

interested in giving voice to the participants about a particular situation (Newhart & Patten, 

2023). Therefore, the data was collected through semi-structured, open-ended questions to 

gain insight into the participant's perceptions of community-based mental healthcare services. 

A semi-structured interview is a commonly used data generation method in qualitative 

research (Braun et al., 2016). Open-ended questions are utilised independently or with other 
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interviewing methods to comprehensively investigate topics, comprehend procedures, and 

recognise potential causes of observed correlations (Weller et al., 2018).  

Moreover, face-to-face interviews align with qualitative research and offer many 

advantages. The researcher noted that this method helped build rapport quickly with the 

participants, potentially easing anxiety and fostering greater participant transparency. The 

interviews were tape-recorded with the participants' consent. Using a tape-recording during 

interviews promotes better non-disturbed communication between researcher and participant 

and improves data accuracy (Weller et al., 2018). The interviews occurred either in a room 

provided by the clinic (before or after their clinic consultation) or outside, where clinics 

lacked available rooms. Where interviews were held outside the clinic, confidentiality was 

maintained by sitting away from other patients in a reserved area without any distraction. 

This setup was convenient as it eliminated the need for participants to allocate time for 

interviews or incur travel expenses (Dineva & Nedeva, 2020). Each interview lasted between 

30-45 minutes. 

Before the commencement of the interview, the researcher first gained informed 

consent from participants (see Appendix D). The consent provided participants with the 

nature and purpose of the research study. For participants who were not fluent in English, the 

researcher explained this information in their preferred language to ensure they were well 

acquainted with what was required. The consent form disclosed information, such as, the 

participation was voluntary, no compensation would be given for participation, COVID-19 

precautions would be adhered to if needed, and the researcher would maintain confidentiality 

and anonymity of all data collected. 

Once consent was secured, the interview proceeded according to a structured 

interview guide (see Appendix E). As recommended by Pietkiewicz and Smith (2014), it was 



 

36 
 

essential to maintain a conversational style and rapport while following the guide during the 

interviews. 

The interview began with the patients briefly introducing themselves and informing 

the researcher about their geographical background. These introductions were prompted by 

questions about the participants' residential context, access to services, employment, and 

education. These questions were essential for determining if the participant met the study 

criteria, as well as for building rapport. The interview then focused on the clinic's services 

that the patients accessed. Inquiries included, “What is your experience with the services at 

the clinic?" The interview further delved into the patient’s mental health, exploring questions, 

such as: "What is mental health?"; "What causes mental health difficulties?”; "How do you 

perceive individuals with mental health issues?”; "Where can individuals find support for 

mental healthcare?”; "Do individuals with mental health issues face specific challenges?”, 

and “Is there a need for mental healthcare in your community?” The audio recordings were 

transcribed verbatim, allowing the researcher to fully engage with the data from the start, as 

Smith et al. (2009) recommended. 

3.5 Thematic Analysis 

Thematic analysis is an easily accessible and theoretically flexible interpretative 

approach to qualitative data analysis that facilitates identifying and analysing patterns or 

themes in each data set (Braun & Clarke, 2019). It also allows readers to gain a greater sense 

of the essential themes that dominate in an area that is under-researched and less known, for 

example, mental healthcare users' perceptions and the utility of primary healthcare services 

(Braun & Clarke, 2006). Braun and Clarke (2006) also reported that thematic analysis is 

considered ideal, as it is not tied to any particular epistemological perspective. 

Thematic analysis helped arrange the data stored in the voice recording from the 

semi-structured interviews into a document transcript for careful analysis. The researcher 
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then followed a six-phase data analysis method, as Braun and Clark (2019) recommended. 

The researcher maintained a neutral stance during the analysis and interpretation phase, 

ensuring that my opinions, values, and beliefs did not influence the data results, following 

Braun and Clarke's (2022) proposal.  

3.5.1 Phase one- Getting to know the data  

The researcher familiarised themselves with the data by rereading and listening to 

audio recordings of the dataset several times to understand the contents. This was particularly 

important, as the researcher had not transcribed the data themselves. Often, data may not 

have been gathered or transcribed by the researcher, so it is beneficial for the researcher to 

watch or listen to video or audio recordings, to achieve a greater contextual understanding of 

the data (Braun & Clark, 2019). Moreover, in carefully reading the data, the researcher noted 

critical issues and interesting facts in the data (Braun & Clarke, 2022). The researcher then 

made notes of all the similar ideas that emerged, while engaging with the data. This process 

required patience and rigour from the researcher. 

3.5.2 Phase two- Coding data 

To mitigate the time and volume of thematic analysis, the researcher used hand 

coding and Atlas. ti to ensure comprehensive data handling, organising, and storing (Miles et 

al., 2014). The researcher identified segments from the data that answered the research 

question (Braun & Clarke, 2022). The researcher coded these segments, then collated code 

labels and compiled relevant data segments for each code (Braun & Clarke, 2022). Here, the 

researcher began to note their initial impressions and thoughts. Organisation, structuring, and 

repeated patterns of the initial codes were recorded.  

3.5.3 Phase three- Searching for themes and coding. 

In this phase, the researcher developed initial themes based on the data and research 

questions. Their knowledge and insight were then used for the research focus, which was 
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important in generating appropriate codes (Braun & Clarke, 2022). After coding the data, the 

researcher arranged it according to the themes developed, to address the research questions 

(Kiger & Varpio, 2020; Braun & Clarke, 2022). 

3.5.4 Phase four- Reviewing themes.  

Braun and Clark (2022) suggested that at this phase of analysis, the researcher 

consistently assesses the relevance of the themes to the data and revises them as needed, 

either by combining, splitting, or removing them. At this point, the researcher changed 

themes multiple times to retain relevant data. This involved mainly removing and replacing 

themes which was helpful, as the researcher had to continuously think of what was significant 

and keep sight of the aim of the current study. 

3.5.5 Phase five- Refining themes  

In this phase, the researcher continuously refined and checked the theme's relevance 

to the data presented and which gave meaning to the theme (Braun & Clarke, 2022). The 

researcher had to change and refine themes multiple times, to ensure they captured meaning 

according to the codes used under such a theme. Thus, the researcher ensured that themes 

were unique; however, they collectively had a shared purpose: to answer the research 

question comprehensively. Furthermore, the researcher used third-party opinions to help 

arrive at a decision with which the researcher was satisfied. 

3.5.6 Phase six- Producing the report.  

At this point, a helpful task would be establishing the order in which themes are 

reported. Themes should connect logically and meaningfully, building a coherent narrative of 

the data (Braun & Clark, 2012). Where relevant, themes should build upon previously 

reported themes while remaining internally consistent and capable of communicating their 

narrative, if isolated from other themes (Braun & Clarke, 2012). In this phase of the study, 
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specific data sets were reported to express each theme, and these were compared with the 

literature and the research question. 

3.6 Trustworthiness 

Reliability in qualitative research is crucial for influencing future research paths and 

advancing cumulative knowledge. Trustworthy qualitative research findings are also vital for 

informing policy decisions and improving the provision of services in various fields. 

Although qualitative research can be subjective and resource-intensive, thorough application 

of measures to ensure trustworthiness significantly improve the accuracy and reliability of the 

research (Ahmed, 2024). Cypress (2017) argues that rigor and trust are crucial for 

establishing the credibility and reliability of findings, due to their subjective nature, when 

conducting qualitative research. Trustworthiness in qualitative research comprises various 

essential elements, such as credibility, transferability, dependability, and confirmability 

(Dodgson, 2019). 

3.6.1 Credibility   

Lincoln and Guba (1985) argue that credibility is crucial to establishing 

trustworthiness. According to Merriam (1998), credibility is the qualitative investigator's 

equivalent of validity, which concerns the extent to which the findings are consistent with 

reality. 

Of the strategies suggested by Shenton (2004) to ensure credibility, the researcher 

engaged in the following. Each person approached was allowed to refuse participation in the 

project, to ensure that the data collection sessions involved only those genuinely willing to 

participate and prepared to offer data freely (Shenton, 2004). I disclosed my independent 

identity, which informed the participants that I was not affiliated to the clinic; therefore, they 

were more open and expressive without objection. Consultation and scrutiny of the interview 

guide with my supervisor, ensured a non-biased and clear focus on the research purpose and 
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question. My education level and previous research experience were instrumental in 

guaranteeing credibility with data collection and analysis (Patton, 1990). 

3.6.2 Transferability  

Merriam writes that external validity "concerns the extent to which the findings of one 

study can be applied to other situations" (Merriam, 2009, p. 69). In positivist research, the 

primary objective is to prove that the study's outcomes can be generalised to a larger 

population. However, with regard to qualitative research, the results are limited to a specific 

group of individuals and environments. Therefore, it is impossible to demonstrate that a 

qualitative study's findings and conclusions can be applied to other populations and 

situations. This is particularly difficult to achieve, especially when working with a few 

participants. However, in attempts at transferability, the researcher indicated the participants' 

demographics (MHCUs in primary healthcare). They detailed the study design, data 

generation methods, and research findings to enhance transferability (Shenton, 2004; Fabio & 

Maree, 2012). Thus, other researchers interested in a similar study could use this information 

for their benefit. 

3.6.3 Dependability  

Dependability involves acknowledging environmental context variability and 

monitoring decision-making when collecting data (Thomas & Magilvy, 2011). To 

demonstrate reliability, positivists use techniques to illustrate that similar results would be 

achieved if the work were repeated in the same context, using the same methods and 

participants (Shenton, 2004). The study's processes should be reported in detail, to address 

the dependability issue more directly. This would enable a future researcher to replicate the 

study, even if the same results are not obtained (Shenton, 2004). 

3.6.4 Confirmability 
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Fabio and Maree (2012) argue that confirmability refers to the objectivity of data 

collection and analysis and that it ensures no errors. According to Haq and colleagues (2023), 

confirmability refers to the objectivity and impartiality of research findings, ensuring they 

remain untainted by researcher bias or preferences. Moreover, other researchers can confirm 

the results to establish validity and prevent researcher bias (Korstjens & Moser, 2018). The 

study of MHCUs is not biased for the researcher, as it is a study that seeks to benefit the 

marginalised population, in hopes of influencing future policies concerning community-based 

care in mental health. Therefore, the researcher has no personal motive to conduct this study. 

3.7 Ethical Considerations  

According to O'Brien (2010), ethical considerations are crucial in research to protect 

participants and address sensitive issues, while emphasising the role of the researcher. 

Before conducting the study, the researcher had to ensure that it aligned with the 

Rhodes University Ethical Standards Committee (RUSCE) guidelines. Thereafter, an 

approval for the proposed study was received from the Research Proposals and Ethics 

Review Committee (RPERC) to commence with the study, referencing (2022-5578-7109) 

(see Appendix A). Finally, before approaching the health facilities, a request to conduct 

research was requested from the Eastern Cape Department of Health (ECDoH) to conduct 

interviews at the four identified clinics (see Appendix B). Thereafter, the Gatekeeper 

clearance and ethical approval was obtained (see Appendix C).  

3.8 Limit harm  

Qualitative researchers have an ethical obligation to identify, minimise, and address 

the risks of research-related distress (Whitney & Evered, 2022). Thus, the researcher ensured 

that no harm was done and that all participants' rights, safety, and well-being were 

safeguarded (Leavy, 2017). Fortunately, no harmful events required cautionary measures 

during or after the researcher's contact with participants. 
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3.9 Informed consent 

Participants involved in scientific research should do so willingly and voluntarily 

(Hesse-Biber & Leavy, 2011). Before giving consent, individuals should be clear on the aims, 

methodology, and potential risks they may encounter, when they are involved in the research. 

As reported previously, all the participants were given consent forms, which were read or 

explained in their language, and allowed to agree or disagree to be part of the study. They 

were informed that they could withdraw at any stage from participation without 

consequences. They were informed that interviews would be tape-recorded, and the study 

would contribute to creating academic articles, a Master's thesis, and conference 

presentations.  

3.10 Confidentiality  

Cacciattolo (2015) argued that confidentiality in most research refers to how data are 

managed and stored; it also refers to who is granted access to the data and the degree to 

which it is shared with others outside the research project. Sieber (1992) posited that 

confidentiality also refers to protecting participants' identities to minimise exposure to harm 

and scrutiny. The names and identifying information of participants were not required in the 

study to maintain confidentiality. Participants should be informed who would access their 

data during and after the research (Brinkman & Kavale, 2008). Thus, participants were told 

about the study being used for academic purposes and possible publications, to which they 

could request access should they desire. 

3.11 Chapter Summary 

This chapter focused on the research design and methodology of the study. The 

rationale for utilising a qualitative study and how it assisted in answering the research 

question and achieving the study's goals were explained. Details on the sampling methods, 

data collection, thematic analysis, and the six phases were discussed. Finally, the study’s 
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trustworthiness and ethical consideration steps were outlined in detail. The next chapter will 

discuss the findings of the data collected.   
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CHAPTER FOUR 

Findings 

4.1 Chapter Overview  

This chapter effectively communicates the current study's findings by capturing the 

participants' common perceptions and experiences. The widespread agreement among most 

participants underscores the importance of including these findings in the chapter. The 

selected themes were directly relevant to addressing the research topic and associated 

questions. The superordinate and sub-themes can be found below in Table 1. 

Table 1  

List of Super-ordinate and Sub-themes 

 

Super-ordinate themes Sub-themes 

4.3 The utility of the primary health clinic 4.3.1 The overall perception of the clinic 

 4.3.2 Poor professionalism of staff 

  4.3.3 Patients’ attitudes towards nurses 

 4.3.4 The problem of resources  

4.4 The urgent need for mental health 

education 

4.4.1 What is mental health? 

 

 

 4.4.2 Discriminatory behaviours  

4.5 Socioeconomics and mental health 4.5.1 Stress triggers  

4.6 The complex dynamics of help-seeking 

behaviours  

4.6.1 Beliefs and perceptions of mental 

illness 

 4.6.2 Bio-medical reasons for consultation 
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The chapter will begin by briefly describing the research participants, including their 

demographic information and relevance as participants. Then, it will discuss the themes in 

conjunction with the existing literature.  

4.2 Brief summary description of Participants 

The current study consisted of twelve participants who volunteered to be a part of the 

study. All the participants resided in the Eastern Cape in the Makana municipality. The 

persistent challenges faced in this district, like many regions in South Africa, are 

unemployment, inadequate infrastructure, and limited access to essential services. This is 

evidenced through the demographical descriptions of the participants. The age of the 

participants ranged between 18 and 67 years of age. The majority were black African 

isiXhosa, first-language speakers, with only two coloured females who were Afrikaans first-

language speakers.  

Many of the participants had only a primary or high school level of education, were 

unemployed or struggling grantees, and only a few had temporary jobs. The participants had 

chronic illnesses which affected their quality of life both physically and mentally. Some 

female participants reported being in single-parent households with no emotional or financial 

support from their partners or families. The male participants reported that it was difficult to 

support a family while unemployed.  

4.3 Super-ordinate Theme 1: The utility of primary health clinics 

All participants willingly shared their overall perceptions and opinions about the 

clinic they attend for regular treatment. Their opinions, often filled with gratitude, are formed 

based on the time they have been coming to the facilities. The times range from one month to 

ten years, since being clinic patients. Therefore, this super-ordinate theme strives to capture 

the participants' opinions on the “utility of the primary healthcare clinic” and how the 
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services and facility are run, considering these are primary health care facilities within low-

resourced communities, as the Makana municipality in the Eastern Cape Province.  

4.3.1 Sub-theme 1: Overall perceptions of the clinic 

The participants' experiences are divided between pleasant and unpleasant 

experiences, thus revealing that the experience is not linear or the same for all participants. 

The patients' positive feedback is primarily based on which clinic the participants attend 

within the Makana municipality (as some are more resourced than others), the relationship 

the patients have with the staff members, and the patients' appreciation for the extra role staff 

members play, regardless of the facility's limited resources. These positive comments, a 

testament to the dedication and commitment of the staff, are captured in the following 

participants’ comments: 

“I am treated very well in this clinic. Everything is all right, even though they are 

slow. Yes, they are slow, but they eventually attend to us.” (P6) 

“The culture of this clinic, the way we are served, they are trying but there is a 

shortage of staff, the space is limited because there are no private rooms…you see? And even 

if someone is sick, especially if they need to be put on these oxygen things, the whole service 

stops because the same room that is used for pressure is the same room that must be used to 

help patients with oxygen.” (P10)   

P6 and P10 provide valuable feedback and a sense of acknowledgement that even 

though the staff members treat them well, they recognise that the staff may also be 

disadvantaged through infrastructure and being short-staffed; thus, services are “slow” and 

“limited”.  

On the other hand, some participants such as P2 expressed dissatisfaction with the 

overall services; this is demonstrated by their statement below:  
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 “The service here is very poor….” (P2) 

The data by P2, compared to P6 above, indicates variations in the quality of care 

provided across clinics in the Makana municipality. It suggests an unequal distribution of 

resources, leading to an imbalance in the level of service offered to patients. As a result, 

certain clinics experience higher patient volumes, due to the available resources, straining 

their capacity to deliver timely care. This highlights the potential impact of resource 

availability on patients' experiences within primary healthcare facilities.  

4.3.2 Sub-theme 2: Poor professionalism of staff members  

In a tone of concern, some participants reported that nurses displayed poor conduct, 

creating doubt and mistrust in the patients. Nurses do not act professionally and, in the 

patient’s best interest; therefore, patients' perceptions of healthcare professionals can be 

harmful, based on such poor encounters. The following participants reported instances where 

nurses displayed incompetence and poor conduct:  

“Sometimes nurses fail to concentrate while helping people because they are 

distracted by cell phones…Or sometimes they spend too much time socialising with friends at 

work.” (P3)  

“Because now even if you want to speak with the nurse, you know that you will see 

about your business on Facebook, they will talk about you on WhatsApp. You, see? So, you 

cannot be comfortable because they write about you on WhatsApp or Facebook.” (P4) 

The statement by P3 indicates that the patient's health needs are unimportant and thus 

not prioritised. The statement above by P4 highlights issues of ethical conduct that all 

healthcare practitioners should abide by, namely confidentiality. Patients’ confidentiality is 

crucial for building trust when disclosing specific psychological and emotional issues 

concerning them. On the other hand, when nurses gain patients' trust, they can yield better 
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assessment and treatment outcomes. This also emphasises the need to implement task-sharing 

through training nurses to handle mental healthcare-related issues and understand how their 

behaviours can influence patient care. In addition, issues of trust are further illustrated by the 

following participant below.    

 “And, I should make a point of it, you should always know your medication. If you 

don't know your medication, you'll poison yourself.” (P7) 

The above statements from P7 further refer to the issues of trust/mistrust. They 

cautioned on a common experience at the clinic where one is given either no or incorrect 

medication due to nurse error. P7 statement “…I should make a point of it…” gives the idea 

that they have experienced or know this error occurs at least more than once. This error is 

unfavourable to patients, as it puts the onus solely on them to ensure they collect the correct 

medication, likely perpetuating mistrust toward healthcare staff, while increasing the 

potential of harming the patient.  

4.3.3 Sub-theme 3: Patients' attitudes towards nurses  

Some participants responded to their experiences of the clinic environment with 

statements about their feelings and attitudes toward the nurses. Getting an idea of how 

patients experience the nurses helps identify whether nurses are part of the problem in PHC, 

or whether they help to navigate quality care even under such circumstances. The patients' 

attitudes toward nurses can also determine the likelihood of patients returning to the clinic, 

significantly impacting their treatment adherence.   

 “Shame, nurses are very friendly in this clinic.” (P1) 

 “Healthcare workers here are very compassionate, and they are caring as well.” (P3) 

 “Just because healthcare workers are very caring here.” (P9) 
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P3's comment suggests a positive and trustworthy connection between MHCUs and 

the staff, stemming from the MHCUs' positive attitudes toward the nurses. Furthermore, P9's 

comment, "Just because healthcare workers are very caring here," emphasises the 

significance of the relationship between MHCUs and staff, regardless of the clinic's 

circumstances, indicating its potential impact on overall health outcomes. This highlights the 

importance of fostering positive staff-patient relationships, which play a crucial role in 

enhancing the effectiveness of nursing practice.   

4.3.4 Sub-theme 4: The problem of resources  

There was a recurring theme in the feedback from patients regarding the challenges 

they faced in accessing care. These included the impact of the shortages of nurses and the 

scarcity of employed mental health professionals in PHC. Many patients felt that a shortage 

of nurses was causing delays in service provision. They believed that hiring younger, more 

energetic nurses would improve care and alleviate the burden on current staff, making timely, 

efficient service provision possible. This is evident from the following participants.  

 “I wish more nurses could be added because they are few.” (P2)  

“If they could get fresh staff like young people, not these old nurses. Young people 

will be fresh, and they will know their job.” (P4) 

The above statements by P2 and P4 highlight the patients' frustration with scarce 

human resources in PHC. P2's use of the phrase “I wish” emphasises a strong desire for 

improvement, while the statement by P4 can be understood as patients' acknowledging that 

nurses are limited and overworked and, therefore, unable to meet patients' needs promptly. 

Consequently, the statement below points to some of the negative impacts patients face as a 

result of the shortages of nurses in PHC:  
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“It becomes difficult when my diabetic sugar levels are very high, and I have to wait 

in the queue.” (P3) 

“There are people who wait in queues… For example, people on wheelchairs. Like, 

old grannies should not wait in queues. You see what is happening here? I wish they could 

see how severe someone’s sickness is.” (P5) 

Statements from P3 and P5 show that the scarcity of human resources could adversely 

affect patients' overall health. Both participants felt that service provision was slow, posing a 

threat to patients with hypertension, the elderly, or those in wheelchairs who should not have 

to wait in queues, due to the severity of their health conditions.  

Furthermore, participants, such as P7 below, illuminate the lack of mental healthcare 

professionals in PHC. 

“Because there's one psychologist that I hear… The sister asked on Thursday, don't I 

want to see a psychologist? She said she just think that I need someone… You know? Like 45 

minutes, like once a week or so. But now she's fully booked up to February. So you can see 

that we need more people. You see? Not once that comes for a year to do the practical for a 

year and then go back to wherever.” (P7) 

P7 reported that despite occasional visits by a psychologist to their clinic, they 

expressed difficulty in accessing mental healthcare, due to extended waiting lists and 

concerns about the quality of the care. In light of this concern, it is clear that mental health 

conditions exist within PHC; however, there is an imbalance between the demand and 

availability of mental healthcare provision, due to the limited number of psychologists 

employed in PHC. Consequently, this suggests that many patients are deprived of their right 

to mental healthcare in PHC.  
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Moreover, participant P7 shared a deeply personal experience, highlighting the issue 

of infrastructure and private consulting space with a mental health provider in the clinic.  

“Yes. There's a psychologist here, but I don't feel comfortable coming here. I don't 

have a problem with her but I have a problem with where I have to see her.” (P7) 

The psychologist's placement without regard for patient confidentiality and dignity 

underscores the obstacles that can arise, due to insufficient resources for mental health 

service provision in PHC. Consequently, P7’s experience highlights the significance of the 

NMHPF 2020-2030 policy, which prioritises improving accessibility through expanded 

infrastructure and healthcare professional support.  

4.4 Super-ordinate Theme 2: The urgent need for mental health education 

As highlighted in Chapter 2, mental healthcare is considered a fundamental human 

right of all individuals in South Africa. Thus, patients should be informed about this right to 

utilise it accordingly. People’s knowledge of mental health can empower them to identify 

when, where, and how to seek the necessary help. This theme demonstrates whether a need 

for mental healthcare education exists within the Makana municipality.  

4.4.1 Sub-theme 1- What is mental health?  

All participants were asked to share their understanding of mental health. It was 

evident that most participants were unfamiliar with the concept, which was apparent in their 

responses. In the statements below, P1 did not fully understand mental health. While P12 

mainly referred to psychotic or externalised behaviours, as related to mental health without 

acknowledging mental illness as equally related to internalised disorders. 

“I think it has something to do with being disturbed mentally.” (P1) 

 “Mental health is crazy. It's mental illness, and you don't have a mind.” (P12) 
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Consequently, P1s use of the word “disturbed” or P12s use of the word “crazy” 

carries negative and dehumanising connotations. The use of these words also perpetuates the 

idea that people with mental illness are dangerous and unpredictable, which promotes social 

fear and exclusion from those with a mental illness. Moreover, participants shared blurred 

ideas of what mental illness entails, which is demonstrated by the comments below.   

“These are the things you need help with that bother you as a person.” (P2)  

“Mental health maybe is based on the brain. Then they check how you are coping. 

That’s what I’m thinking.” (P5) 

The above participants, P2 and P5, expressed uncertainty and confusion in their 

attempt to respond to the question. Similarly, the statements below suggested an even greater 

lack of knowledge in the following participants:  

“I don't know, I don't know. I hear it, but I don't know what it means.” (P11) 

The statement “I don’t know” made by P11 suggests no mental health literacy 

(MHL). These responses are interpreted as highly problematic and indicate that little or no 

information is given to patients. This hypothesis is evidenced by the following participants, 

P5 and P6, who report no recollection of mental health awareness programmes within clinics 

in the Makana municipality.    

“No. I can’t remember. Maybe they do. When I occasionally get here maybe I arrive 

after they have spoken about it.” (P5) 

“I haven’t heard anything.” (P6) 

The existing theme points to the need for clinics in the Makana municipality to 

actively engage in educating, raising awareness, and advocating mental health education. By 
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doing so, they can help reduce the stigma and discriminatory behaviours in these under-

resourced communities.  

4.4.2 Sub-theme 2: Discriminatory behaviour  

It was observed that due to a lack of MHL and advocacy in the clinics, participants 

experienced a sense of exclusion and isolation, resulting from the community's misguided 

beliefs about mental illness. The community tends to perceive individuals with mental illness 

as primarily dangerous, but some participants expressed empathy towards people with mental 

illness, driven by their observations of ill-treatment. Furthermore, it is apparent that there is 

still a significant stigma surrounding people with mental illness, especially in low-resourced 

communities. This stigma leads to the marginalisation of individuals through discriminatory 

and disrespectful behaviour. Notably, some participants' personal experiences align with the 

assumptions about the community's attitudes, highlighting the need for constructive change.   

“Sometimes people discriminate against you because they say you are ‘mad’. Because 

sometimes when I'm stressed, I even talk to myself and not talk to anyone.” (P3) 

“Other people, wow, they treat them very bad; they don’t care about them. They think 

they are crazy…Like people laugh at them.” (P5) 

The above P3 and P5 reported that the community frequently uses words like “crazy” 

or “mad” when describing how mentally ill persons are perceived. The terminology appears 

to be derogatory and affects the person's self-perception, as described by the following 

participant: 

“So now I will be viewed as valueless.” (P1) 

Similarly, the participant below recalls how they were marginalised during their 

school days.  
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“So, during my school days I had mental problem; I was younger than my classmates. 

They would tease me because of that.” (P9) 

The act of stigmatisation on a person seems to make them feel rejected and not 

worthy in the eyes of the rest of the population, as in the case of P1. This can instil shame in 

the rejected individual and cause long-term damage to a person’s self-esteem, such as in the 

case of P9. One can begin to resent the illness or even blame themselves for it. Thus, the 

findings of this theme suggest that stigma could negatively affect one's self-worth and 

positive treatment outcomes.    

It's worth noting that some participants expressed empathy and compassion towards 

individuals dealing with mental illness. Their responses were positive, with some individuals 

showing support for those with mental illness. The following participants expressed this:  

“I feel bad for them.” (P2) 

“I feel sorry for him.” (P4) 

The reported feelings of "bad" by P2 and expressions of feeling "sorry" by P4 toward 

PWMI may indicate their disapproval of the prevalent discriminatory behaviours directed at 

PWMI. However, none of the participants proposed solutions for assisting these individuals, 

exemplifying how limited MHL can result in a sense of helplessness. Moreover, the 

sentiments expressed by P10 appear to reflect frustration arising from this lack of knowledge.  

“I feel sorry for them because I can’t push that person away; I have to try to 

understand what they need. If I don’t have, I must tell them that I don’t have. I am a sensitive 

person.” (P10) 

The above statement by P10 supports the idea that the community's healthcare 

workers are not doing enough to educate the population on mental health. If people do not 
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have enough knowledge, expressing further views on the subject is complex. As a result, 

stigmatisation and rejection continue, as illustrated below by P1, who offered their 

recommendation on how the community should not view them differently.   

“What I am saying is, they shouldn’t treat them as people of less value.” (P1) 

The findings of this theme indicate that some individuals have compassion toward 

those experiencing mental illness. Many people express a desire to help; however, their lack 

of understanding regarding the challenges faced by individuals with mental illness leave them 

feeling incapable. As a result, those living with mental illness continue to experience 

isolation and rejection from their communities. Meanwhile, the prevailing lack of knowledge 

ill-equips and discourages potential helpers from offering support.   

4.5 Super-ordinate Theme 3- Socioeconomics and mental health 

The participants described concerns regarding their living conditions, which act as 

precipitants to their mental health. They noted issues about socio-economic backgrounds and 

how these factors constantly work against their mental health. 

4.5.1 Sub-theme 1: Stress triggers   

The participants mentioned that their distress was caused by living in low-resourced 

communities. It was interesting that even though many did not have knowledge about mental 

health issues, they were able to attribute the causes of their distress to stressful life 

circumstances. Furthermore, when describing how they were impacted, they talked about 

internalised disorders rather than externalised ones, unlike when assigning mental illnesses to 

others. This suggests that the participants may have experienced depression or anxiety; 

however, they lacked the awareness or the vocabulary to articulate it. Participants reported 

issues including unemployment, substance abuse, and the lack of family support. 
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“…Because some people do not have enough money for basic needs. So, they end up 

doing... They get depressed… And the stress of my daughter, is not getting a job.” 

(P2)  

Most participants reported that one of the prevalent triggers to their mental health was 

being unemployed. For example, P2 expressed feelings of helplessness and worry over his 

daughter's unemployment, an issue that appeared prevalent amongst most participants. 

Similarly, some participants reported that substance abuse contributed negatively to one's 

mental well-being.   

 “…maybe his parents abuse alcohol.” (P4) 

“Many causes. Stress is one of them. Drugs is.” (P8) 

In low-resourced communities and clinics, people often face stressful conditions with 

very few avenues of support. This is evidenced by some participants in the study. For 

instance, P4 suggests that many people abuse substances to cope with their distress, while P8 

suggests that drug abuse can contribute to mental health issues. This aligns with reports from 

South Africa, which estimates that one in six people are addicted to substances. Contributing 

factors include socio-economic issues such as poverty, urbanisation, and inequality.  

Furthermore, the participants indicated that loss and the lack of family support are 

contributing factors to mental health issues.  

“…maybe your mom has passed away. Your mom was your helper, providing you 

with everything. So, once she passes you don’t know where you will run to. So, that’s how 

depression happens. Maybe you think you should hang yourself and follow your mom. Then 

you commit suicide and follow your mom.” (P5) 



 

57 
 

“I am not studying; I have 4 children and the 5th one could not survive. That happened 

this year and I don’t have parents. I am HIV positive.” (P6) 

The participants are predisposed to mental health problems, due to a lack of familial 

support and unresolved grief. A prevailing theme of parental loss is reflected across the 

participants, who reported difficulties in managing both their personal losses and their 

associated responsibilities. P5 articulated the severity of their loss and admitted to 

contemplating suicide. P6, burdened with caring for four children and being HIV positive, 

experienced feelings of helplessness. Moreover, a lack of parental support heightens the 

challenges of caring for their children. All participants cited the prevalence of typical socio-

economic hardships endured by individuals in low-resourced communities. 

This theme thus highlights the burden of poverty experienced by individuals in the 

Makana municipality. It proves that many participants are faced with chronic stressful 

situations that impact their mental health severely.  However, as discussed earlier, it is 

evident that these conditions are not as prioritised and equally treated as physical illnesses in 

these clinics.  

4.6 Super-ordinate Theme 4: The complex dynamics of help-seeking behaviours 

Participants' beliefs and knowledge of mental illness strongly influence their help-

seeking behaviours. The participants in this current study shared what influences their help-

seeking behaviours.  

 4.6.1 Sub-theme 1:  Beliefs and Practices about Mental Illness  

With reference to mental health, the culture of the society that surrounds us influences 

our attitudes about seeking help, the type of support we need, and whether we decide to seek 

help at all. Cultural norms can account for minor differences to significant omissions in how 

people communicate their symptoms and which symptoms they report. The participant below 
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expressed a belief about how mental illness manifests, which influences their help-seeking 

behaviours.   

“Because we are the world where these things are happening, someone might be 

ruining people, you understand. They are now bewitched by other residents. They cast a spell 

on him to make him sick and stop talking.” (P11) 

P11 suggests that they believe mental illness is caused by witchcraft and spell casting. 

According to this belief, the illness is not organic but rather manufactured to disrupt another 

person’s life. This raises concerns about the potential for misdiagnosis and inadequate 

treatment, further exacerbating the condition. 

“Maybe there is a church for example, maybe a lake, St Johns. Others ask, this kid, 

why was he born like this? I think it’s because of witchcraft. So, they realise, no, let's take 

him to the lake and see him. Maybe at the lake they will say, no you must slaughter maybe 

something, so that this child becomes ok.” (P5) 

P5 suggests a connection between Christianity, witchcraft, and the manifestation of 

mental illness. They believe that performing animal sacrifices to honour their ancestors can 

cure mental illness. These findings indicate that many people in resource-constrained 

communities believe that mental illness is closely associated with culture and religion. 

Consequently, individuals in these communities often turn to churches or traditional healers 

for treatment, instead of seeking help from healthcare facilities. 

4.6.2 Sub-Theme 2: Bio-medical reasons for treatment  

A significant proportion of the patients at the clinic on the day were seeking medical 

attention for physical illnesses, while only a minority presented with mental health-related 

concerns. Consequently, there is a notable allocation of nursing staff, resources, and 

healthcare funding towards the treatment of conditions, such as HIV and diabetes. This trend 
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is consistent with patients in the Makana municipality, as evidenced by the accounts of 

participants who sought consultation on the day.  

“I get all my medication, including ARVs, mental health medications, and high blood 

pressure.” (P9) 

Numerous patients presented with chronic health conditions such as hypertension, 

diabetes, or HIV-related illness. Noteworthy is that hypertension, as in the case of P9, is 

commonly linked to stress, which is prominently featured among the patients. This 

correlation is unsurprising, given that the Makana community is characterised by a low socio-

economic status and burdened by various stressors that impact mental well-being. Addressing 

the interrelationship between specific physical illnesses resulting from or exacerbated by 

untreated, underlying emotional or psychological conditions is imperative. 

Participant 6 provided an illustrative example of how stress and worry manifest into 

physical symptoms. Moreover, this participant's experience highlighted the need to shift 

towards a more holistic approach in primary healthcare centres, integrating mental health 

interventions with traditional biomedical treatments.   

“I had pain here. I said, “No, I think my neck is sore.” They said, “No you think a 

lot.” I said, “No, there is nothing I am thinking about.” They said, “You will not know what 

you are thinking about.” I say, “No man, there is nothing I am thinking about, but this thing 

is painful.” They said, “No you cannot rub it.” I came to the clinic, and they gave me pills 

and I was better.” (P6) 

The onset of certain conditions, such as hypertension, can often be linked to persistent 

chronic stress which is likely, as in the case of P6. In addition to medical intervention, these 

conditions can be addressed through psychological or psychopharmacological treatments. 

This concept sheds light on the prevalence of illness within underprivileged communities. 
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Furthermore, it emphasises the correlation between physical and mental health conditions, 

highlighting their comorbid nature and the reciprocal impact on each other. Thus, it is 

essential to prioritise both aspects. Notably, this theme's findings suggest that in PHC, there 

has not been an adjustment to accommodate the escalating burden of mental health 

conditions, with the treatment remaining predominantly biomedical in nature. 

4.7 Chapter Summary 

This chapter presents the findings obtained from the data analysis of participant 

interviews. These findings are crucial to understanding the impact of cultural, religious, and 

socio-economic factors on mental health treatment in resource-constrained communities. The 

relevant themes related to the research topic were generated from the data and thoroughly 

discussed. The next chapter, along with the existing literature, will facilitate a comprehensive 

discussion based on these findings.  
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CHAPTER FIVE 

Discussion 

5.1 Chapter Overview 

 This chapter discusses the findings presented in the previous chapter. It will be 

structured like the findings chapter, seeking to broadly examine the main themes by linking 

with the existing literature to support the discussion.  

The themes will be discussed in the following order: the utility of the primary health 

clinic; the urgent need for mental health education; socioeconomics and mental health, and 

the complex dynamics of help-seeking behaviours. The chapter aims to discuss these critical 

issues comprehensively, engaging the reader in thoroughly exploring the current research 

question. 

5.1.1 The Utility of the Primary Health Clinic  

           Despite the post-democracy era in South Africa being a time of hope for improved 

public healthcare service delivery and policy implementation, progress in health departments 

has been sluggish overall (Maphumulo, 2019). This is directly evidenced by the challenges 

reported by participants in their experiences with PHC. While not directly addressed in the 

current study, previous literature by Marais and Petersen (2015) has highlighted the 

inadequacy of policy implementation in affecting transformation in the healthcare system in 

South Africa. This study further supports this finding, as participants expressed their 

dissatisfaction with the healthcare system in PHC. It is worth noting, however, that policy 

implementation in PHC in the Makana municipality was not a primary focus of this study, 

making it a potential area for future research. 
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This study aligns with previous research by Mendenhall et al. (2022) and Esponda et 

al. (2019) in Chapter 2, which identified a lack of resources as a significant concern in PHC. 

Govender et al. (2018) also emphasised the challenge of insufficient medical resources and 

staff shortages in PHC. This issue emerged as a common theme among participants in the 

current study. Despite overall satisfaction with the facility, participants recognised that 

inadequate resources hindered care. Mendenhall and colleagues (2022) investigated the 

potential of task sharing in LMICs to address these resource challenges. Their study 

recommendations aligned with the current participants' interests, who suggested that 

employing younger nurses and mental health practitioners could be beneficial. Therefore, the 

present study participants unequivocally support the concept of task-sharing in PHC, 

providing reassurance about potential solutions to resource shortages. Thus, these findings 

are not unique to previous research concerning issues in PHC, reinforcing the validity of the 

current study.  

In addition, what was unique about this study was that it found that resource shortages 

had an emotional impact on participants, who raised their fears and concerns about the 

potential impact of resource shortages on patients’ health. Participants feared that they were 

at risk of further illness, due to the strain of waiting in long queues, especially for those 

patients in wheelchairs, the elderly, or with hypertensive disorders. This finding from a 

patient perspective gives both evidence and emphasis to Tana (2013), who cautioned that the 

shortage of healthcare workers is likely to result in patients' physical and mental illness and, 

in some cases, further deterioration of their medical and/or mental healthcare conditions.  

Nonetheless, when patients acknowledge and give positive feedback, nurses feel 

appreciated for their efforts, regardless of being poorly resourced, which can promote good 

practice, as suggested by Gillespie (2021). Moreover, Luker and colleagues (2000) explained 
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that the quality of relationships between patients and nurses directly impacts the care 

provided, making it crucial for the effectiveness of nursing practice. 

On the other hand, some participants reported dissatisfaction with their overall 

experience of the clinic's utility. The study found that the difference between participants' 

feedback denotes a resource divide in healthcare, within the Makana municipality (Gillespie, 

2021). This finding is echoed by Lund and colleagues (2015), that resource limitations, such 

as staff shortages and inadequate infrastructure, are expected in PHC and often result in a 

significant gap between the needs of the population and the services provided (Barron & 

Padarath, 2017). This finding is a well-documented and prevalent issue in PHC settings; 

however, identifying its root causes is crucial for meeting the research goals of this study. 

The research has shown that variations in patients' experiences within the same communities 

are influenced by intricate human behaviour. Patients’ preference for one clinic over another 

perpetuates issues, such as extended waiting times and perceived inadequacies in nurse 

responsiveness. Addressing these issues is imperative to breaking the cycle of negative 

perceptions and experiences in PHC. The issue is echoed by Barron and Padarath (2017), 

who noted that healthcare problems in South Africa are worsened by the unequal distribution 

of healthcare professionals between the private and public sectors and among the provinces.  

Moreover, although the primary focus of the study is on patients, it is crucial to 

recognise the significant impact of nurses on patient experiences of PHC. This is evident 

from patients' continuous reflection on nursing practice and nurses’ influence on patient care. 

Previous studies by Petersen (2000) highlighted nurses' lack of training, while Kigozi and 

colleagues (2015) examined nurses' knowledge and attitudes toward patients with mental 

illnesses. Furthermore, this study contributes to the existing knowledge base by finding 

patients’ concerns over nurses' poor professional conduct. It was revealed that some patients 

do not trust nurses, due to concerns about their problems and conditions being disclosed on 
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social media without their consent. One patient wrote, “…So, you cannot be comfortable 

because they write about you on WhatsApp or Facebook....”   

The comment sheds light on the issue of confidentiality breaches among some nurses, 

presenting an opportunity for improvement. Confidentiality is crucial in building trust and 

enabling patients to openly discuss their emotional and psychological challenges with nurses, 

a vital aspect of patient care (Parsa, 2009). The Code of Ethics for Nursing Practitioners 

emphasises respecting the confidentiality and privacy of personal information and belongings 

of healthcare users (Lachman, 2009). This insight suggests a need to address potential ethical 

oversight among PHC nurses to safeguard patients' well-being. The findings provide 

important insights for incorporating patient perspectives into mental healthcare task-sharing 

strategies. This is essential as task-sharing strategies, which seek to improve mental 

healthcare provision in low-resource communities and guarantee the delivery of high-quality 

services for individuals with mental health conditions. They are highlighted in the NMHPF 

2023-2030.  

In addition, a study cited in the literature review chapter by Baker and Naidu (2021) 

on the challenges MHCUs face in a primary care setting, found that most participants felt 

disrespected and uncared for, especially when treated by unskilled or overworked staff. In the 

current study, some participants shared similar views and further found that nurses might lack 

skills in specific work areas, due to feeling overworked and overwhelmed by the burden of 

care in PHC. Therefore, this study's findings concur that mental healthcare nurses (MHNs) 

should be redistributed to PHC areas to increase human resources, to address the mental 

healthcare workforce crisis, as the issue remains fluid (De Kock & Pillay, 2017). As per the 

literature discussed by De Kock and Pillay (2017), it is evident that most mental health 

practitioners work in urban areas, rather than in rural or semi-urban facilities.  
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In their study, De Kock and Pillay (2017) focused on the importance of having 

psychiatrists working in low-resourced communities. Similarly, the current study identified a 

growing need for psychologists in PHC, to address mental health conditions, particularly in a 

mentally burdened society, such as the Makana municipality. This recalls a recurring pattern 

in healthcare, where PHC tends to prioritise patients with severe mental illnesses over those 

with milder disorders. In evidence, the 'SASH study', a research project that investigated the 

prevalence and impact of mental health disorders in South Africa, found that only adults with 

severe or moderately severe disorders received treatment, neglecting those with milder cases 

(Docrat et al., 2019). Consequently, the participants in this study expressed concerns about 

the shortage of psychologists in their clinics. One participant shared, "There's only one 

psychologist here... But she's fully booked up to February. So, you can see that we need more 

people...". This situation presents challenges for individuals in need of care. Therefore, the 

current study findings are an important reminder of the growing need for non-prescribing 

mental health practitioners in PHC.  

5.1.2 The urgent need for mental health education 

Nurses are the first point of contact and are in a prime position to educate their 

patients about mental health. However, past studies have revealed that PHC nurses encounter 

significant challenges, including a lack of skills and training in providing mental healthcare 

services. To tackle these challenges, PHC nurses must embrace lifelong learning and 

consistently enhance their knowledge, skills, and competence throughout their careers 

(Hlongwa & Sibiya, 2019; Petersen, 2002; Kigozi et al., 2015). 

Emphasising the pivotal role of nursing staff in patient care, underscores the necessity 

for nurses to possess the required skills to educate patients about mental health and 

effectively manage mental health crises, as underscored by Petersen (2002). The findings of 
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the present study further support this notion, as participants demonstrated a lack of 

understanding of mental health and mental illness, possibly due to a reported lack of mental 

health education and awareness in their clinics. This finding is concerning, as the study's 

participants reported a high likelihood of having mental health issues related to stressors 

linked to their socioeconomic status. Therefore, the study underscores the growing need for 

MHL within this specific demographic. 

As with the previous literature, the current study found an interrelationship between 

low MHL, and high rates of stigma which is still prevalent in PHC due to ignorance 

(Strumpter et al., 2020; Booysen et al., 2021, Oegba et al., 2014). For example, due to their 

established lack of education on mental health, some participants used the words "crazy" or 

"mad" when referring to PWMI. These terms carry negative and dehumanising connotations, 

which can make PWMI feel shameful and cause them to refrain from disclosing their mental 

health statuses. This was the case of one participant who feared being judged for having a 

mental illness, and another who experienced stigma and social rejection, due to having a 

mental illness, which ultimately caused them to feel of less value. Both experiences support 

the findings of a study by Corrigan and Watson (2002), who came up with the concept called 

self-stigma.  Their study outlined the process of self-stigma in three stages: first, individuals 

develop negative beliefs about themselves, followed by internalising these beliefs, and 

eventually, engaging in behaviours influenced by these beliefs. In this study, these behaviours 

are demonstrated by individuals with mental illness not seeking treatment, based on self-

stigma, thus adversely affecting their lives and indicating a poor prognosis.  

Furthermore, an interesting finding of this study was the participants' compassionate 

attitudes towards individuals with mental illness. Many expressed feelings of empathy and 

understanding, with one participant stating, "I feel for them". This raised questions about 

whether people were willing to share their genuine views on PWMI or whether they felt 
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discomfort in openly advocating them in the face of community stigma. Furthermore, it 

seemed that this pattern was linked to a deficiency in MHL, as people expressed a willingness 

to help but lacked the necessary preparation to advocate individuals with mental illness, 

against discriminatory attitudes and behaviours. Thus, highlighting the different ways MHL 

can be a valuable tool for community members who wish to extend their support to PWMI.  

5.1.3 Socioeconomics and mental health 

Several studies, including Bruwer et al. (2011), have investigated the impact of 

substance use and untreated mental illness. Their study examined barriers to mental health 

care and predictors of treatment dropouts among South African adults. It revealed that low 

perceived need and attitudinal barriers affected those who acknowledged the need, while 

substance abuse influenced dropouts. However, this study has uncovered a complex interplay 

between substance abuse, mental illness, and the perpetuation of stigma in the Makana 

municipality. 

 According to Statistics et al. (2011), the Eastern Cape Province boasts the second-

highest unemployment rate among the nine provinces, resulting in widespread poverty. This 

was exemplified by participants in the study who expressed feeling stressed or worried, due 

to unemployment, often resorting to substance abuse as a coping mechanism. This is 

problematic for various reasons; for instance, Bolton et al. (2009) noted that when individuals 

self-medicate through substance use to alleviate specific symptoms, it becomes even more 

challenging for them to receive treatment. Moreover, individuals with both substance abuse 

and psychiatric disorders are more likely to face unemployment, homelessness, violence, and 

instability in family and interpersonal relationships, therefore creating a vicious cycle (Lander 

et al., 2013). This is the situation faced by community members in the Makana municipality, 

as reported by the study participants.  
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More so, participants believe that most people with mental illness were due to 

substance abuse, which aligns with a study by Corrigan et al. (2006), demonstrating that 

people often attribute severe mental illness to drug addiction. Unfortunately, this notion leads 

to the idea that individuals with mental illness are at fault for their conditions and are 

therefore blamed and shown less compassion. This is particularly the case with participants in 

this study who believed that their mental illness was caused by substance use. This can be 

problematic as PWMI may believe they are to blame for their conditions and thus accept 

marginalisation. This is demonstrated in a study by Alemu and colleagues (2023) who took 

an interest in systematic research on internalised stigma among people with mental illness in 

Africa. Their study found that individuals may accept a negative but socially accepted 

connotation of one’s mental illness, a term they coined self-stigma. These individuals then 

believe they do not deserve empathy or respect from others. In such cases, MHL could play a 

crucial role by providing advocacy and protection for individuals with mental illness to 

correct misinformation and reduce stigma. The study's findings suggested that people in these 

communities face significant challenges with limited options of mitigating their 

predicaments. 

Moreover, De Wet and Pretorious (2023) conducted a study on the strategies for 

managing mental health challenges, highlighting the vital role of family and friends in 

providing support. The findings of the present study emphasise the importance of such 

support. A prominent theme among the participants was the impact of parental loss and grief, 

resulting in a lack of support and causing individuals to perceive life as overwhelming and 

stressful. Some participants mentioned parental loss due to HIV-related illnesses, while 

others highlighted the difficulties of raising multiple children without parental support. These 

challenges mirror those experienced in underprivileged communities, shedding light on the 

likely chronic mental health issues faced by the participants, including unresolved grief, 



 

69 
 

anxiety, and depression. These issues are often overlooked and untreated in PHC, as 

supported by Meyer and colleagues (2019). Their study warned that in LMICs, conditions 

such as anxiety, depression, substance use disorders, and mood disorders are frequently 

reported and diagnosed. At the same time, South Africa grapples with a significant burden of 

these mental health conditions. This finding concurs with the existing literature on the mental 

health challenges encountered by PHC patients. 

5.1.4 The complex dynamics of help-seeking behaviours  

People's first line of treatment was found to be strongly influenced by their knowledge 

and belief systems regarding mental illnesses. Lezcano (2021) corroborates that with 

reference to mental health, society's culture influences people's attitudes about seeking help, 

the type of support they need, and whether they decide to seek help. Cultural norms can 

account for minor differences in how people communicate their symptoms, to significant 

omissions of which symptoms they report. Each cultural group brings its own beliefs, 

traditions, and practices concerning the concept of mental health. Therefore, it makes it 

crucial to understand the role of these cultural factors in the person's overall approach to 

getting treatment (Lezcano, 2021).  

The participants' comprehension of mental illness as stemming from witchcraft and 

being amenable to traditional healing, presents an opportunity for constructive engagement. 

Some participants cited that witchcraft was associated with others' envy or jealousy, 

portraying mental illness as a man-made condition that is curable. This understanding aligns 

with the findings of Oegba and colleagues' study (2014), which highlighted a tendency 

among individuals to seek solace from traditional African healers, before exploring Western 

treatment options. Furthermore, the study by Tilolo et al. (2015), on the beliefs of indigenous 

peoples concerning mental illness, suggested that the association of mental illness with 
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witchcraft, driven by jealousy, leads to difficulties in acceptance of one’s mental illness as 

manifested in any other form. Although this perception may lead to resentment, it highlights 

an inclination among participants to resist Western models of mental illness, due to historical 

oppression and concerns about coercion. Thus, understanding and addressing these 

perspectives can be pivotal in promoting constructive dialogue and developing culturally 

sensitive approaches to mental healthcare. 

Furthermore, in a study conducted by Petersen (2000) in chapter 2, it was observed 

that nurses would benefit from more comprehensive training. The study revealed that nurses 

often relied solely on doctors' instructions and overlooked other factors contributing to 

illnesses. It was further found that nurses tended to approach patient care primarily from a 

biomedical perspective, sometimes dismissing psychological or emotional aspects. Evidence 

of this trend was seen in the current study, where a participant reported: I had pain here. I 

said, “No, I think my neck is sore.” They said, “No you think a lot… they gave me pills and I 

was better”. The patient consulted their clinic for symptoms of muscle tension and 

headaches, and while the nurse acknowledged the potential role of stress in the symptoms, 

they were ultimately prescribed only medication. This example highlights the opportunity for 

nurses to consider a more holistic approach, integrating biomedical and psychological 

perspectives into patient treatment. However, there is still a persistent trend that negates the 

latter.  

Furthermore, participants reported visiting clinics mainly for biomedical 

consultations. They sought treatment for communicable diseases (HIV-related illnesses) and 

lifestyle diseases (hypertension and diabetes), with only one participant seeking treatment for 

a mental illness. This observation supports the Minister of Health, Phahlaa's (2023) 

announcement that physically-related illnesses significantly burden the health system, 

compared to mental health demands. However, it can be argued that some of the patients' 
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physical illnesses might be as a result of untreated or underlying mental illnesses, such as 

depression or anxiety. This highlights the dilemma of patients not being treated holistically in 

PHC. With the established burden of mental health as a result of individuals' socioeconomic 

statuses in the Makana municipality, this is unfavourable. The WHO (2014) emphasises the 

importance of a comprehensive healthcare strategy that focuses on overall healthcare, as an 

integrated way of managing and preventing mental disorders and other physical illnesses. In 

this regard, the current findings on help-seeking behaviours align with what is known in 

previous research.  

5.2 Chapter Summary  

This chapter discusses the main findings and relevant literature to support these 

findings. The findings reported challenges, experiences, and opinions of the state of mental 

health in PHC within the Makana municipality. The next chapter will deal with the 

concluding chapter, containing the final conclusions, limitations of the study, and 

recommendations for further research. 
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 CHAPTER SIX 

Conclusion 

6.1 Chapter Overview  

This chapter aims to consolidate the study by providing a broad overview of the 

current study. The chapter will recall the rationale and then report its main findings. The 

chapter includes a discussion of the findings in relation to the national mental health policy 

framework objectives. The chapter then includes a final conclusion, the study’s limitations, 

and recommendations for future research and the researcher’s reflective comments.  

6.2 Rationale of the study 

The study’s purpose was to explore community members’ perceptions on mental 

healthcare in primary healthcare settings. Given the limited research in this field, the study 

aims to explore the experiences and perspectives of mental healthcare users in disadvantaged 

communities in South Africa. Furthermore, it seeks to identify gaps in policy implementation 

that impede healthcare system transformation and consider solutions, such as task-sharing in 

healthcare as recommended by past studies and the NMHPF 2023-2030. Understanding the 

findings of the study and their implications for healthcare users in primary healthcare 

settings, is essential for enhancing the current primary healthcare system for its beneficiaries 

and informing the NMHPF 2023-2030 on appropriate areas of intervention.  

6.3 Summary of Findings  

The participants perceived primary healthcare in Makana municipality as having 

insufficient resources in the form of nurses, mental healthcare workers and appropriate 

consultation rooms which create obstacles to providing and receiving effective patient care. 

The participants feared that staff shortages could directly worsen the patients’ existing 
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medical and mental health conditions. Therefore, to address these problems the participants 

suggested more nurses and mental healthcare practitioners be employed in PHC to mitigate 

the burden of patient influx. More consultation rooms should be built to accommodate those 

seeking mental health provision in private rooms. Moreover, patients reported concerns about 

the trustworthiness of PHC nursing staff, due to their previously known lack of 

confidentiality concerning patients’ personal issues.  

Furthermore, patients had varying perceptions of mental health which was due to 

limited mental health literacy across the majority of the participants. Consequently, patients 

did not seek mental health services, and some were reluctant to disclose their conditions, due 

to the fear of being stigmatised. Some participants who wanted to support people with mental 

illness felt helpless, due to not feeling equipped to support. An emphasis on incorporating 

health education into mental health, to draw awareness to the importance of both physical and 

psychological care for outpatient treatment, was highlighted. This carries the potential to 

demystify the idea that healthcare is related to only physical health. Moreover, mental health 

education has the potential to combat stigma and equip individuals with skills to support 

those with mental illnesses.  

Importantly, participants perceived mental health provision as a vital need in such a 

community burdened with socio-economic factors, including a lack of employment, familial 

support, and substance abuse. Moreover, participants perceived the manifestation of mental 

illness as a result of cultural and religious factors. They thus believed that it could be treated 

through traditional doctors or religious healers. As a result, participants made use of PHC 

mainly for their biomedical needs, as compared to mental health needs.  

Overall, the findings suggest the need for specific actions to enhance the effectiveness 

of primary healthcare. This involves policy reforms; resource allocation; mental health 
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education, and efforts to improve the quality of patient-provider relationships in primary 

mental healthcare settings. Therefore, the study aligns with what is already known about the 

state of primary healthcare based on previous research, thus highlighting opportunities for 

development and refinement in the healthcare system.  

6.4 The relevance of this research to the National Mental Health Policy Framework 

Based on the current study themes, it is evident that the findings have significant 

implications for the National Mental Health Policy Framework 2023-2030. Moreover, the 

results of the current research align with important goals set out by the framework. To begin 

with, the emphasis on healthcare settings aligns well with the policies’ aim to enhance the 

efficiency and accessibility of health services at these facilities. This involves tackling 

resource shortages, improving patient experiences, and ensuring access to mental healthcare 

for all. 

Moreover, the pressing need for health education highlighted in the study is consistent 

with the framework’s objectives to increase mental health literacy, awareness and education 

across various sectors of society. Both the research outcomes and policy guidelines stress the 

importance of strategies to reduce the stigma and discrimination of people with mental health 

issues, through the integration of health education into different communities and healthcare 

platforms. 

Furthermore, the findings regarding socioeconomic influences are in line with the 

framework’s aim to ensure availability across all levels of care and early interventions. 

Moreover, the study’s discovery of how socio-economic factors influence well-being, is in 

line with the policy framework’s acknowledgment of the social determinants of mental 

health. By recognising the relationship between the socio-economic aspects and mental 

health, the study contributes to the framework’s aim of tackling mental health disparities and 
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ensuring fair access to mental healthcare services. The help-seeking behaviours mirror the 

framework’s goals to uphold the rights of people with a mental illness, by upholding 

autonomy and involving them in decision making. 

In summary, this research aligns with the targets outlined in the mental health policy 

framework for 2023-2030, underscoring its significance in advancing overarching goals 

related to mental health policy and service delivery. The study’s results carry implications for 

the health policy framework for 2023-2030 by presenting concrete evidence and valuable 

insights that can guide the creation and execution of mental health programmes in South 

Africa’s healthcare system. By addressing challenges, in delivering healthcare advocating 

health education, and acknowledging how socio-economic factors impact mental well-being, 

the study results can inform and direct the strategies outlined in the national mental health 

policy framework. 

6.5 Final Conclusions  

There are many intricacies of mental healthcare in PHC, as established by the 

participants in this study. The most persistent issue is integrating quality mental health into 

primary care, as reiterated in the previous literature in the study. It was emphasised even 

more through the shared lived experiences of participants utilising PHC. Policies on 

improving PHC are still lacking, at least within the Eastern Cape Province. The current 

population needs a focus on primary healthcare through education, increased resources, and 

task-sharing. A prioritisation of both physical and mental illnesses at the core of overall care 

is urgently required. Thus, the current study is valuable, as it demonstrates evidence of how 

critical the objective of the NMHPF 2023-2030 is.    

6.6 Limitations  
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The study has several limitations that should be noted. Since the research was carried 

out on one group, the results may not reflect the experiences of all individuals utilising 

primary healthcare. This limitation also restricts how broadly we can apply the study findings 

to all healthcare facilities in South Africa, considering their socioeconomic backgrounds and 

available resources. Hence, it is crucial to understand that the insights and challenges 

highlighted in this study, might not capture the spectrum of healthcare across various primary 

healthcare settings or regions. 

Interview questions were asked in English; however, the participants answered in 

their preferred languages (isiXhosa and Afrikaans), which required translating the data back 

into English. This translation process might have led to inaccuracies in expressions and 

meanings, which could have been lost. 

In addition, the analysis of the findings was influenced by the viewpoints of the 

participants. They do not claim to represent entire truths or be applicable to all individuals 

with mental health conditions in PHC settings. Therefore, the study could be influenced by 

the biased perspectives of the participants, based on their personal experiences. 

Moreover, because of the approach taken in Thematic Analysis, the research was 

qualitative in nature. This means it could be less structured and may not disprove hypotheses 

or measure the frequency and severity of reported issues as would a quantitative study. 

Qualitative data allow for an exploration of experiences but may lack capturing a 

comprehensive overview of the various difficulties faced in primary mental healthcare, as 

highlighted by Tenny et al. (2022). 

The study overlooked the problems and hurdles that healthcare workers in the Makana 

municipality face. This omission led to a limited understanding of the pressing problems 

presented in healthcare. Hence, it is important to interpret the study results, while keeping 
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these limitations in mind. Furthermore, considering the barriers identified it is vital to 

conduct further research to fully comprehend and tackle the issues associated with delivering 

high quality mental health services in primary care settings. 

6.7 Recommendations for future research 

This study is one of a few that examines the opinions of MHCUs within primary care; 

thus, it goes without question, that more research is needed. A recommendation for a larger 

sample size across rural areas in different provinces around South Africa would help make 

study findings more generalisable. Furthermore, recent research highlights the growing 

burden of mental illness in South Africa, therefore, future research is crucial to mitigate this 

problem.  

There is a need for MHL advocacy, and awareness campaigns are needed to educate 

community members on mental illness, as the findings of this study suggest. This will 

increase a shift towards more curiosity and less judgement and stigma for those who have a 

mental illness. People may become more compassionate and empathetic to those with a 

mental illness. Moreover, this strategy could help cultivate the growing burden of mental 

illness; when individuals are more aware of their mental health, they are likely to seek prompt 

help, which increases the advantage of early detection. In addition, it is recommended that 

more mental health providers be employed in PHC. This would provide community members 

who were battling mental health a greater probability of being treated by a mental health 

practitioner.  

In addition, an investigation on whether strategies on task-shifting for nurses in 

primary care are feasible for nurses to adopt and practice. Strategies should be employed to 

cultivate ways of educating nurses on mental health issues and the importance of managing 

such cases with as much depth as physical illnesses. Moreover, strategies to ensure that 
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nurses are kept accountable for advocating and promoting mental health care awareness to 

patients and communities by stakeholders. Studies should be undertaken on the influence of 

cultural beliefs on help-seeking behaviours for mental illness and the integration of traditional 

healing practices with modern mental health interventions in primary healthcare. 

Finally, research is needed to develop and implement policies to integrate quality 

mental health services into primary care, particularly in rural and low-socioeconomic areas, 

such as the Makana municipality in the Eastern Cape Province.  

6.8 Reflective comments by the researcher  

Throughout my research I have begun to understand how much an individual’s 

financial status can shape their life path. One's economic status impacts heavily the kind of 

lifestyle one lives or can afford. This includes the quality of education, opportunities and 

even the quality of healthcare one receives. This awareness grew during my engagement with 

community members of the Makana municipality. 

Growing up in a rural area in Kwa Zulu-Natal helped me to connect deeply with the 

participants in my study. The struggles they face in accessing healthcare and mental health 

services are familiar to me. At times, it was difficult to set aside my own views, as I could 

identify with many of their experiences and concerns. However, I knew it was important to 

remain neutral, to allow their authentic voices. 

As a female, my identity played a role in how I approached and interacted with the 

participants, which possibly helped build faster rapport with my participants. Moreover, 

sharing a similar background, gender, and ethnicity likely persuaded my participants to feel 

comfortable during our interactions. However, not being fluent in isiXhosa presented a 

challenge, as the participants expected that level of proficiency from me. On the other hand, 
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this experience highlighted how crucial it is to establish safe ground and trust within these 

communities, when engaging with such a community. 

Furthermore, the participants, in the study highlighted the psychological effects of 

unemployment and a lack of family support, thus their resorting to substance abuse as a 

coping mechanism. These behaviours, while harmful, are commonly observed in low-

resourced communities. It was interesting to learn how substance abuse, and a lack of mental 

health knowledge played a pivotal role in perpetuating a stigma. Therefore, I had empathy for 

both those experiencing stigmas and those perpetuating it, as well as deepening my empathy 

for individuals dealing with mental illness amidst limited community support. It became clear 

that a lack of health education in impoverished areas plays a role in sustaining stigmas rooted 

in ignorance. 

Moreover. the participants’ beliefs that mental illness manifests through witchcraft 

and jealousy shed light on how cultural beliefs influence help-seeking behaviours 

emphasising the importance of understanding these aspects as a mental health professional, in 

order to best engage at patients’ level of understanding. I acknowledge the privilege that has 

allowed me to view mental illness through the perspectives of others, living in such 

communities. I am dedicated to advocating enhanced access to health services, mental health 

education and combating stigmas, as a professional in this field. 

This experience has prompted me to reassess my assumptions and perspectives as I 

advance in my training, as a healthcare practitioner. As a mental health professional, my goal 

is that this study will enhance an awareness of health issues in underserved communities and 

push for policy changes to assist those utilising primary healthcare. 
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mental healthcare at a community-based level?    

• How do mental healthcare stakeholders perceive the status of mental healthcare in the 

Makana Municipality?  

Rhodes University, Research Office, Ethics  

Ethics Coordinator: ethics-commitee@ru.ac.za t: +27 (0) 46 603 7727 f: +27 (0) 86 616 7707  

Room 220, Main Admin Building, Drostdy Road, Grahamstown, 6139  

  

  

  

I am hereby seeking your consent to conduct the research across all the designated primary 

health clinics in the Makana municipality, to recruit staff and patients at the various clinics to 

conduct interviews in relation to the aim of the project. To assist you in reaching a decision, I 

have attached to this letter:  

  

(a) A copy of an ethical clearance certificate issued by the University  

(b) A copy the research proposal which I intend using in my research  

  

Should you require any further information, please do not hesitate to contact me or my 

supervisor. Our contact details are as follows:  
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Tel: 0466038507  

Cell: 0781676607  

Email: d.booysen@ru.ac.za   

  

Upon completion of the study, I undertake to provide you with feedback.  

  

Your permission to conduct this study will be greatly appreciated.  

  

Yours sincerely,  

  

  

  

Duane D. Booysen, PhD  

   

Rhodes University, Research Office, Ethics  

Ethics Coordinator: ethics-commitee@ru.ac.za t: +27 (0) 46 603 7727 f: +27 (0) 86 616 7707  

Room 220, Main Admin Building, Drostdy Road, Grahamstown, 6139  
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APPENDIX C: GATEKEEPER PERMISSION 
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APPENDIX D: PARTICIPANT INFORMED CONSENT 

 

PARTICIPANT INFORMED CONSENT DECLARATION  

(To be signed by research participants)  

  

Research Project Title: Public mental health needs, challenges, services, barriers, and 

opportunities in the Makana Municipality in the Eastern Cape  

  

  

Dr Duane Booysen from the Department of Psychology, Rhodes University, has requested 

my permission to participate in the above-mentioned research project.  

  

The nature and the purpose of the research project and of this informed consent declaration 

have been explained to me in a language that I understand.  

  

I am aware that:  

  

1. The purpose of the research project will explore and describe the systemic 

nature of mental health service provision and its relevance in the Makana 

Municipality in the Eastern Cape.  

  

2. Rhodes University has given ethical clearance to this research project (2022-

55787109) and I have seen/may request to see the clearance certificate by contacting 

the Ethics Coordinator (ethics-committee@ru.ac.za).  

  

3. By participating in this research project, I will be contributing towards 

research about the systemic nature of mental health service provision and its relevance 

in the Makana Municipality in the Eastern Cape.  

  

4. I will participate in the project by being interviewed about my experiences and 

perceptions regarding mental health services provision at a community level.   
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5. I understand that my participation in this research will also contribute to the 

creation of a series of academic articles, a master’s thesis, and conference 

presentations.   

  

6. My participation is entirely voluntary and should I at any stage wish to 

withdraw from participating further, I may do so without any negative consequences.  

  

7. I will not be compensated for participating in the research.  

  

8. The following risks are associated with my participation: The contraction of 

Covid-19 through in-person interviews which will be prevented through the full 

disclosure of my vaccination and masks will be worn throughout the interview. If at 

risk or not vaccinated, the interview will take via Zoom or telephonically.  

  

9. The Researcher will maintain confidentiality and anonymity of all data 

collected, and my name and identity will not be revealed to anyone who has not been 

involved in conducting the research, unless I indicate to the contrary/recognise that 

as a public figure, my identity will inevitably be/become known in which case I agree 

to and accept the loss of confidentiality.   

  

10. In terms of the Protection of Personal Information Act (No. 4, 2013), it 

remains my right to request the Researcher to provide me with a detailed explanation 

of exactly how confidentiality and anonymity will be achieved. I may request to know 

how my personal information will be stored securely, and for how long it will be 

stored.  

  

11. If any data collected from me for this research project is to be used by the 

researcher for any further project, I am to be informed in writing, and my written 

consent requested again. I need not give consent if such further research is 

incompatible with the initial data presented for this study (POPIA, s15(3)). Equally, I 

can simply reject the request.  In such cases a formal request needs to be made by the 

researcher via the Ethics Coordinator (ethics-committee@ru.ac.za).  
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12. In terms of the Protection of Personal Information Act, I possess the right to 

receive feedback about this research. This will take the form of receipt of a copy of 

the academic articles and MA thesis work made from the research I participate in, 

unless I elect not to receive feedback.  

  

13. Any further questions that I might have regarding the research, or my 

participation will be answered by Dr Duane D. Booysen who can be contacted at 

d.booysen@ru.ac.za or 0466038507.  

  

14. By signing this informed consent declaration, I am not waiving any legal 

claims, rights or remedies.   

  

15. I agree/disagree with the Researcher’s request to voice record my comments 

and opinions during interviews, the purpose of which is to ensure the accurate 

recording of my views. The environment of my choosing where the interview will 

take place will also be taken into consideration in the research results for further 

analysis in this research project. Furthermore, I have the right to request a copy of 

interview transcriptions to confirm that my opinions are accurately recorded.  

  

16. A copy of this informed consent declaration will be given to me, and the 

original will be kept on record by the researcher.  

  

  

  

  

  

  

I, …………………………………………………………………………., have read the above 

information / confirm that the above information has been explained to me in a language that 

I understand and I am aware of this document’s contents. I have asked all the questions that I 

wished to ask and these have been answered to my satisfaction. I fully understand what is 

expected of me during the research.   
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I have not been pressurised in any way and I voluntarily agree to participate in the 

abovementioned project.  

  

  

  

  

 ………………………………….          ………………………….  

    Participant’s signature                          Date  
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APPENDIX E: INTERVIEW GUIDE 

 

Draft Interview Guide – Patients   

Interview Orientation  

  

My name is _Siphelele Zwane_______ and I am a researcher/student researcher at Rhodes 

University working on the Public Mental Health project.   

  

Before we begin, I would like to take a minute to explain why I am inviting you to participate 

in this interview today and what I will be doing with the information you provide to me. 

Please stop me at any time if you have any questions. After I’ve told you a bit more about this 

interview, you can decide whether or not you would like to participate.   

  

We are conducting interviews with managers in the Makana Municipality. The purpose of 

this interview is to help us understand your experience and perceptions of accessing mental 

health services at a primary care level. I am interested in hearing about the things that you 

consider important regarding mental healthcare, service provision, and primary care level 

services and also any particular ways you think mental healthcare could have been improved. 

There are no right or wrong answers.   

  

Participation is purely voluntary. If you agree to participate in this interview, you will be 

asked questions related to your experiences in the public mental health services in Makana.  

We will NOT ask you any questions about your personal life or health related conditions, 

rather, we are only interested in your experiences and perceptions of mental health service 

provision in Makana.  The interview should take approximately 30-45 minutes and will be 

audio taped so that we do not miss anything that you have to say.  

  

If at any time and for any reason, you would prefer not to answer any questions, please feel 

free not to answer. If at any time you would like to stop participating, please tell me. We can 

take a break, stop and continue at a later date, or stop altogether. You will not be penalized in 

any way for deciding to stop participation at any time.   

  

Any information you provide will be handled in a confidential manner. Only people working 

on this study will use the interview recordings. We will take steps to ensure your answers 

stay confidential. Your name will not appear on any of the transcripts. The interview 

transcript will be labelled only with a project ID number and any personal references that 

would identify any individuals will be removed.  
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We may be required to break confidentiality if we believe that there is a risk of harm to 

yourself or someone else (for example, you may harm yourself, someone else, or someone is 

harming you, or in cases of child or elder abuse). This means that we may be required to 

inform the authorities to protect you or others. As with any research study, there may be other 

risks that are unforeseeable at this time. As mentioned before, if at any time you would like to 

stop participating, please tell me. We can take a break, stop, and continue at a later date, or 

stop altogether.  

Draft Questions  

1. Can you briefly introduce yourself; tell me about your background?  

(Prompt: Residential context? Accessing service? Employment? Education?)  

I would like to start with questions about the services at the clinic   

2. What’s your experience of the services you access at the clinic?   

(Prompt: What services do you receive? How frequent? How long does it take? Any 

difficulties? Any positives? What would they like to have differently)?  

I would like to start with questions about mental health  

3. What is mental health?   

(Prompt: For example: sadness, stress, worry, bizarre behaviour, etc. Also explore cultural 

idioms and understandings.)  

  

4. What are the causes of mental health difficulties?   

(Prompt: biological? Social? Cultural?)  

  

5. How do you view persons who have mental health difficulties?   

(Prompt: Do they know of persons living with mental health difficulties? What are their 

attitudes and beliefs? Stigma?)  

  

6. Where could a person access support for mental healthcare?   

(Prompt: Medical? Traditional? Social? Religious?)  

7. Do persons with mental health difficulties experience any specific challenges?  

(Prompt: For example: access to treatment, stigma, etc.)  

8. Is there a nee d for mental healthcare in your community?   

(Prompt: If not, explore why? If yes, explore why?)  

  

End  


