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ABSTRACT 

 

There is a high number of recurring readmissions of mental health care users (MHCUs) which 

has raised concern related to factors that hinder comprehensive care also related to who and 

what is needed to provide comprehensive mental health care. This is also a concern in the 

community setting of Mahikeng sub-district of the North West Province (NWP), South Africa 

(SA). Comprehensive care is seen as fulfilling the maximum quality of care through developing 

community- and home-based care that focuses on early detection, follow-up care, rehabilitation, 

and promoting available social support services, promotion of general health, and continuous 

updates on mental health. Comprehensive care can be fully reached when there is full 

collaboration with mental health and non-mental health practitioners.  

The aim of this study was to explore and describe the perceptions of healthcare providers of 

providing comprehensive care to MHCUs in the community setting of Mahikeng sub-district of 

the NWP, SA. The objectives were to explore and describe their perceptions regarding 1) 

factors that hinder providing comprehensive care to MHCUs in the community setting of 

Mahikeng sub-district of the NWP, SA, 2) healthcare providers who are needed to implement 

comprehensive care in the community setting of Mahikeng sub-district of the NWP, SA; and 3) 

what can be done to improve comprehensive care for MHCUs in the community setting of 

Mahikeng sub-district of the NWP, SA. 

An explorative, descriptive, and contextual qualitative research design was followed in order to 

allow healthcare providers to share their perceptions regarding factors hindering comprehensive 

care in the community setting of Mahikeng sub-district of the NWP, SA. Purposive sampling was 

used to identify participants who meet the selection criteria. The sample size was determined by 

data saturation, which was reached after 20 telephonic semi-structured individual interviews 

with healthcare providers. Telephonic semi-structured individual interviews were utilised to 

gather data after written approval from the Health Research Ethics Committee (HREC) of the 

North-West University, the North West Provincial Department of Health (DoH), and the 

Mahikeng sub-district manager (Primary Health Care Manager) was obtained. The sub-district 

manager who is the gatekeeper then, informed facility managers who acted as mediators about 

the research study and data collection process. The researcher was then given the authority of 

being in contact with mediators and obtained informed consent from the healthcare providers 

who were the research participants. The co-coder and the researcher analysed the data 

independently. 



 

iv 

The findings of this study included four (4) main themes, with sub-themes. The main themes 

were: theme 1: healthcare providers’ understanding of comprehensive care to MHCUs; theme 2: 

factors hindering comprehensive care to MHCUs; theme 3: stakeholders needed for providing 

comprehensive care to MHCUs; and theme 4: suggestions for improving comprehensive care to 

MHCUs. 

Conclusions were drawn, namely that improved mental health service is possible through 

involving/hiring more general health care and mental healthcare providers, enriching the 

community with knowledge, ensuring availability of treatment, more mental health training for 

healthcare providers, and ensuring lowered or no factors that hinder comprehensive care. 

Recommendations were formulated for nursing education, nursing research, and nursing 

practice from the findings, literature, and conclusions of the study. 

Keywords: community mental health, comprehensive care, healthcare providers, mental 

health care users, psychiatric nursing 
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CHAPTER 1: 

OVERVIEW OF THE STUDY 

1.1 INTRODUCTION 

The high number of recurring readmissions of MHCUs is raising concern about mental health 

care services. Contributing factors may be the lack of community-based service provision and 

its inability to assist the MHCUs (Hendricks, 2018:2). It is further supported that although there 

is access to mental health care in the community setting, it is still lacking in terms of quality and 

adequate care (Marais & Petersen, 2015:2; Petersen et al., 2016:29). According to De Kock and 

Pillay (2016:2), comprehensive approaches are indeed necessary to ensure adequate mental 

health care services to MHCUs. This is a major concern, as the provision of comprehensive 

care is emphasised and prescribed in the South African Mental Health Care Act (Act 17 of 2002; 

Maritz, 2010:61).  

Comprehensive care, in this case, is mental health care that attends to the biological, 

psychological, intellectual, social, environmental, physical and economic needs of the MHCUs 

(Hendricks, 2018:10; Marais & Petersen, 2015:19-20). Comprehensive care is aimed at fulfilling 

the following: developing community and home-based care that focuses on rehabilitation, 

providing care that emphasises early detection, providing follow-up care, and promoting 

available social support services (Marais & Petersen, 2015:2-3; Maritz, 2010:61). According to 

Hendricks (2018:2), for the MHCUs to receive comprehensive care, their care should be 

associated with assessment, screening, counselling, outpatient treatment, emergency help 24 

hours a day, and referral to appropriate services to satisfy all their health needs. 

Comprehensive care is based on quality assurance, advocacy, rights protection, capacity, and 

management development, which further encourage appropriate, useful, and patient-centred 

care (Marais & Petersen, 2015:2-3; Maritz, 2010:61).   

Comprehensive care services are mainly about the needs of the MHCUs (Aburquergue-Sendin 

et al., 2018:293-298). Comprehensive care is guided by protocols and standards that 

emphasise quality assurance, advocacy, and rights protection, leading to mental health user-

centred care (Marais & Petersen, 2015:1-2; Maritz, 2010:61). Other comprehensive mental 

health care services include the provision of guidance to develop MHCU-centred services, 

provision of treatment, which include psychosocial interventions, and appropriate feedback on 

available services (Acharya et al., 2017:4).  
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In the following few sections, the researcher provides the background to the study, problem 

statement, aim and objectives, and the methodology. Measures to ensure trustworthiness as 

well as ethical considerations are also discussed. 

1.2 BACKGROUND TO THE STUDY 

Many factors are hindering comprehensive care to MHCUs, such as a lack of mental health 

resources at the community level related to the promotion of mental health recovery (Maritz, 

2010:61; Petersen et al., 2016:29). Comprehensive care in this regard means 1) ensuring 

quality services; 2) protection of rights; 3) promoting available social services with the use of 

protocols and standards that emphasise quality assurance and advocacy; 4) early detection and 

rehabilitation; and 5) encouraging appropriate patient-centred care; therefore, fulfilling adequate 

care (Marais & Petersen, 2015:7-8; Maritz, 2010:61).  

Healthcare providers state some challenges to providing comprehensive care, including lack of 

time, poor communication with specialists, and fragmented care (Loeb et al., 2016:2; Marais & 

Petersen, 2015:2-3). However, healthcare providers further stated that comprehensive care is 

needed in the health system for care coordination, preventing hospitalisations, and building 

good patient rapport, as poor access to mental health care services is also stated to be a 

negative contributing factor to the provision of comprehensive mental health care (Loeb et al., 

2016:9). According to Albuquerque-Sendin et al. (2018:293); and Marais and Petersen, 

(2015:9), health providers caring for MHCUs need extensive training, dedication, and motivation 

that aim at comprehensive care.  

Maritz (2010:61) highlights barriers impacting negatively on maximum care and quality follow-up 

care, i.e., inadequate service provision related to resource availability which includes human 

resources, time, and infrastructure. Stigma is one of the most identified barriers related to 

mental health, low insight, and lack of treatment compliance of MHCUs (Haugen et al., 

2017:218-219; Marais & Petersen, 2015:1). Other barriers are related to support systems and 

the attitudes of the MHCUs, how they feel and react regarding the type of treatment and care 

they receive, as well as their family members’ attitudes (Maritz, 2010:61). It is further supported 

that mental health still has barriers in relation to mental health care services, lack of resources, 

stigma, and comorbidity (Tristiana et al., 2018:63-64). In this regard, there seems to be a high 

level of unmet needs related to follow-up care and follow through by mental health care services 

in SA (Marais & Petersen, 2015:19; Maritz, 2010:61).  

This is alarming, considering that due to the nature of mental disorders, MHCUs’ performance 

often becomes diminished, as is evident in physical functioning, behavioural regulation, and 
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recurring mental symptoms, leading their self-esteem and self-efficacy to be compromised 

(Chan et al., 2018:126). Schneider et al. (2016:154) further state that many of those affected by 

the mental disorder are more likely to experience financial stress, live in inadequate housing, 

have low levels of productivity, and suffer from malnutrition. It is highly touching as the main 

reason behind the predisposing factors of disability and premature death is mental health 

conditions (Schneider et al., 2016:154). 

As much as 70% of MHCUs default from treatment immediately after their first or second visit of 

receiving treatment in the community due to the abovementioned issues, but also due to not 

receiving the quality care they require, a lack of services, and being demotivated (Corrigan et 

al., 2014:40). MHCUs are therefore experiencing major challenges, which leads to relapse, 

being hospitalised, and reduced value of life (Velligan et al., 2017:449). Non-adherence to 

medication treatment, poor insight, substance use, negative attitudes towards psychotropic 

medication, medication side-effects, and cognitive impairments are some of the reasons why 

MHCUs relapse (Velligan et al., 2017:449). Another reason seems to be relapsing due to not 

having enough income to reach health care services (Corrigan et al., 2014:40). Schneider et al. 

(2016:154) are also concerned about the high prevalence of poverty among the mentally ill. All 

this seems to be leading to a lack of treatment adherence. 

Primary care services for MHCUs are thus faced with various challenges affecting the 

comprehensive delivery of care (Marais & Petersen, 2015:2; Maritz, 2010:61), including mental 

illness stigma (Chan et al., 2018:126; Corrigan et al., 2014:37). The experience of stigma leads 

MHCUs not to attend follow-up treatment because of feeling judged, and family members feel 

inhibited to express how they feel about the mental state and other related issues of their family 

members (Chan et al., 2018:126; Marais & Petersen, 2015:11-12). Therefore, there is an urgent 

need for comprehensive service delivery to MHCUs in the community setting. The Mental 

Health Atlas (MHA, 2014:13) discusses components necessary for comprehensive service 

delivery to MHCUs, such as financial resources, human resources, capacity building, 

stakeholder involvement, service availability, service continuity, and social support. According to 

the World Health Organisation (WHO, 2012:1), mental health care development and service 

provision showed a lack of appropriate mental health services and attention, and that leads 

government and development actors to be active in developing strategies and programmes.  

Such programmes include education, employment, health, social protection, and poverty 

reduction policies. The WHO report, through the Mental Health Gap Action Programme, states 

that international priorities include developing comprehensive policies and strategies to promote 

mental health, prevent mental disorders, ensure early identification, and provide care and 

support, treatment, and recovery (WHO, 2012:2). Comprehensive mental health care services 
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should include assessment of vulnerabilities, protection, promotion of comprehensive mental 

health care services, and respect for MHCU rights protection, accessible and affordable mental 

health care services, and the development of competent, sensitive, adequate human resources 

for the provision of comprehensive mental health care services (Marais & Petersen, 2015:7-9; 

WHO, 2012:3-4). Provision of comprehensive care furthermore includes psychosocial 

interventions, medication, promotion of physical health care needs, policies to promote mental 

health and prevent mental disorders, health education, schooling, housing, participation in 

income-generation programmes, and community and family involvement in caring for the 

MHCUs (WHO, 2012:3-4). 

In SA, a policy framework supporting the integration of such comprehensive mental health care 

into primary health care is in development (Marais & Petersen, 2015:7-8; Schneider et al., 

2016:153; Van Rensburg & Fourie, 2016:8). Challenges in community settings still include low 

prioritisation and stigmatisation of mental health, weak managerial and planning capacity to 

develop and implement mental health care plans, poor pre-service training of generalists in 

mental health care, poor service delivery, poor infrastructure, and an insufficient mental health 

budget (Marais & Petersen, 2015:21). Bear in mind that Schneider et al. (2016:154) also state 

that about 75% of MHCUs do not receive mental health service/care in SA, because of a lack of 

service delivery. This challenge is aggravated by the dual burden that across the nine (9) South 

African provinces, about 43% of people living with human immunodeficiency virus (HIV) present 

with a mental disorder, which further complicates treatment adherence and compliance, e.g., 

the amount of medication these MHCUs have to take (Schneider et al., 2016:154). Schneider et 

al. (2016:153) also state that policy and practice for improving services rendered should be 

combined and implemented for the improvement of health care services related to mental, 

neurological, and substance use (MNS) disorders. Hence the urgent need for the provision of 

comprehensive mental health care in the community setting. 

To render comprehensive mental health care in a community setting, the involvement of multi-

disciplinary team (MDT) members is crucial. Schneider et al. (2016:154) acknowledge the need 

for a well-functioning MDT for a comprehensive rendering of mental health care. Furthermore, 

Marais and Petersen, (2015:9) and Smith (2014:18) agree that human resources are important 

and that the necessary human resources for mental health care include MDT members such as 

nurses, medical doctors, psychiatrists, psychologists, social workers, and occupational 

therapists. These mental health care professionals are mostly placed in hospitals, and they are 

less available in community settings (Thornicroft et al., 2014:279). These authors further support 

the fact that the limited availability of mental health care practitioners seems to be a major 

problem in many countries and that the presence of these MDT members could be very 
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beneficial in providing effective primary health care to MHCUs in community settings 

(Thornicroft et al., 2014:279). Less-than-ideal mental health care services to MHCUs is certainly 

also a reality in SA. In spite of the well-known national slogan, “there is no health without mental 

health”, mental health still remains a problem in the South African context (Schneider et al., 

2016:153). Vision, commitment, allocation of resources, oversight, including support given to all 

provinces in SA, are highly needed in the implementation of comprehensive mental health care 

services (Schneider et al., 2016:153). In the NWP particularly, comprehensive mental health 

care services seem to be unavailable (Marais & Petersen, 2015:1). There is a limited number of 

mental health care professionals available, such as registered nurses with advanced training in 

psychiatric nursing (De Kock & Pillay, 2016:5).   

Marais and Petersen, (2015:6-11) found that in some community settings in the NWP where 

mental health care services are provided, there is a lack of resources including medication, 

incomplete assessment of MHCUs, and a lack of correct records. These problems contribute 

negatively to comprehensive mental health care services to the MHCUs. Marais and Petersen, 

(2015:6-11) also stated that MHCUs and health caregivers complained of the standard of care 

and attention given to mental health, as MHCUs are regarded the same as the general 

population in the health care setting, while they have special needs. Caregivers together with 

their MHCUs’ family members also raised their concerns regarding problems that hinder 

comprehensive care, namely (Marais & Petersen, 2015:6-11): 

 Improper communication 

 Lack of continuity of care due to staff turnover 

 Long waiting times 

 A desire expressed for specialised services in the form of special clinics and dedicated 

staff 

 A need for more staff  

 A particular need for doctors to be involved in their treatment 

Due to the lack of comprehensive services in the NWP, as in other provinces, the majority of 

MHCUs are being readmitted after discharge. Hence it is necessary for comprehensive mental 

health care services to be introduced, implemented, and continued in the community setting, as 

Alburquerque-Sendin et al. (2018:293-294) also support the fact that there is a high need for 
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improving mental health care facilities and services where MHCUs receive their treatment and 

for ensuring comprehensive mental health care services through quality care.  

1.3 PROBLEM STATEMENT 

MHCUs in the community setting relapse despite the provision of primary health care services 

(Petersen et al., 2016:29). Even though MHCUs have some access to treatment at the 

community level, there are not enough resources to promote their mental health (Petersen et 

al., 2016:29). This problem negatively impacts MHCUs and their families (Hou et al., 2014:5). A 

possible contributing factor is that comprehensive mental health care is not provided (Acharya 

et al., 2017:1). Mental health care in community settings still shows a problem and challenges 

are still faced indicated by lack of dedicated mental health staff, deficiency of allocated funding, 

and poor accountability for quality service delivery (Ellie, 2020:2). Most registered nurses in 

community setting facilities do not have a nursing qualification in psychiatric nursing or a 

speciality in mental health care and are still being expected to work with MHCUs (Ellie, 2020:2).  

Comprehensive mental health care is seen as the ideal and is described as community and 

home-based care that focuses on early detection, follow-up care, rehabilitation, and promoting 

available social support services (Maritz, 2010:61). It also involves the use of protocols and 

standards that emphasise quality assurance, advocacy, rights protection, as well as capacity 

and management development; leading to patient-centred care (Maritz, 2010:61). The South 

African National Mental Health Policy Framework and Strategic Plan 2013-2020 (Department of 

Health [DoH], 2013) states that mental health was aimed and intended to be integrated into all 

aspects of general health care (Madikizela, 2017:2). The Programme for Improving Mental 

Health Care in South Africa (PRIME-SA) has implemented projects to uplift and upgrade mental 

health care in SA in facilitation of integration and task-sharing (Madikizela, 2017:2). 

Comprehensive mental health care ideally requires the provision of both psychosocial 

interventions and medication, the promotion of physical health, policies to promote mental 

health care and prevent mental disorders, health education, adequate schooling and housing, 

income-generation programmes, as well as community and family involvement in caring for 

MHCUs (WHO, 2012:3-4).  

The reality is, however, that in many communities such as the NWP, including the Mahikeng 

sub-district, the provision of mental health care services does not seem to be a priority. Mental 

health care mainly focuses on providing medication, e.g., the primary reason MHCUs visit 

primary health care clinics after being discharged from the hospital is to collect treatment. In 

addition, there is a huge gap in communication between the psychiatric hospital and community 

health centres (CHC) in terms of follow-up of MHCUs (Loch, 2014:137). According to Loch 



 

7 

(2014:137), after mental health admissions and possible setbacks after discharge, there is 

unsatisfactory care which leads to negative outcomes e.g., relapse of MHCUs. Regardless of 

the PRIME-SA for integrating mental health care services into the community setting, there’s still 

a major challenge as healthcare providers in the community setting still show negative attitudes 

and perceptions and other negative concerns towards mental health, which makes it difficult for 

MHCUs to receive proper care (Madikizela, 2017:2). 

Looking at related research, a study conducted by Corrigan et al. (2014:37) regarding MHCUs 

not honouring follow-up appointments determined that this mainly happened because of 

negative judgements attached to mental illness. Due to such issues, approximately 70% of 

MHCUs default from mental health check-ups and treatment after the first or second 

appointment (Corrigan et al., 2014:37). Furthermore, a study conducted by Velligan et al. 

(2017:449) found that factors related to relapse include defaulting treatment, poor insight, 

substance abuse, cognitive impairments, and medication side effects. Maritz (2010:61) shares 

barriers impacting negatively on maximum care and quality follow-up care, namely inadequate 

service provision related to resource availability which includes human resources, time, and 

inadequate infrastructure. Other barriers are related to support systems and the attitudes of the 

MHCUs as well as of their family members (Maritz, 2010:61). Hendricks (2018:2-4) shares that 

MHCUs do not receive adequate mental health services due to lack of appropriate service 

provision in community settings, lack of training and knowledge of healthcare providers, 

negative attitudes, and poor understanding of mental illness. Although much research has been 

conducted on this topic, no research could be found on the perceptions of healthcare providers 

themselves on comprehensive care delivery to MHCUs in the community setting of Mahikeng 

sub-district of the NWP, SA. Healthcare providers are in a position to improve mental health 

care in community settings to bring such health care services closer to the ideal of 

comprehensive care (Schneider et al., 2016:154). 

Comprehensive care in the community to MHCUs is vital as MHCUs require attention from 

several and specific MDTs to be in a good state of mental health. This, however, seems to be 

ideal, and the reality is that often there are not enough MDT members with the necessary skills 

in the community setting to ensure this care to MHCUs (Yesuku-Udechuku et al., 2015:268). 

There may be several barriers in community settings that prevent the provision of 

comprehensive mental health care that we are not aware of yet. 

There was thus a need to explore and describe healthcare providers’ perceptions of providing 

comprehensive care to MHCUs in the community setting of Mahikeng sub-district of the NWP, 

SA. The researcher argued that such research will increase knowledge and understanding 
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regarding how mental health care services can be improved to contribute to MHCUs living a 

higher quality of life in a community setting. 

1.4 RESEARCH QUESTION 

The research question is an important step in research, as it narrows down the research topic 

(Doody & Bailey, 2016:19). It is important to select a good research question as it guides the 

choice of methodology, methods, sample, sample size, data collection instruments, and data 

analysis techniques (Doody & Bailey, 2016:19). In this research study, the research question 

was the following:  

 What are the perceptions of healthcare providers regarding comprehensive care to 

MHCUs in the community setting of Mahikeng sub-district of the NWP, SA? 

1.5 RESEARCH AIM AND OBJECTIVES 

The research aim was to explore and describe the perceptions of healthcare providers providing 

comprehensive care to MHCUs in the community setting of Mahikeng sub-district of the NWP, 

SA, to gain new insights on how to improve these services in this specific context. The 

objectives of the research study were the following: 

 To explore and describe the perceptions of healthcare providers regarding factors that 

hinder providing comprehensive care to MHCUs in the community setting of Mahikeng 

sub-district of the NWP, SA; 

 To explore and describe the perceptions of healthcare providers who are needed to 

implement comprehensive care in the community setting of Mahikeng sub-district of the 

NWP, SA; and 

 To explore and describe the perceptions of healthcare providers on what can be done to 

improve comprehensive care for MHCUs in the community setting of Mahikeng sub-

district of the NWP, SA. 

1.6 PARADIGMATIC PERSPECTIVE 

The paradigmatic perspective is a collection of rationally connected ideas and suggestions that 

give a theoretical perspective that leads the researcher in a specific research direction 

(Pretorius et al., 2016:176), and is discussed below. 
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1.6.1 Meta-theoretical assumptions  

The meta-theoretical assumptions for this research study are based on the researcher’s own 

opinion and observation regarding man and world, including Ray’s theory of bureaucratic caring 

(Coffman, 2013:121-122). The assumptions regarding nursing, person, health, and environment 

are described below: 

1.6.1.1 Nursing 

According to Ray’s theory of bureaucratic caring (Coffman, 2013:121) nursing is defined as 

holistic, rational, spiritual, and ethical caring that needs the good intentions and aim of an 

individual and others including the whole community, organisational, and bureaucratic cultures. 

This definition is in line with the principle that MHCUs should be cared for comprehensively in 

the community setting, taking all their needs into consideration and considering their cultural 

and spiritual beliefs. 

1.6.1.2 Person 

The researcher agrees with Ray’s theory of bureaucratic caring that a person is a spiritual and 

cultural being, created by God, the Mystery of Being, and they engage co-creatively in human 

organisational and transcultural relationships to find meaning and value (Coffman, 2013:121). In 

this study, person refers to MHCUs and healthcare providers (MDT members) who need 

comprehensive care in a community setting for development, implementation, facilitation and 

maintenance of proper provision of mental health care services. 

1.6.1.3 Health  

Ray’s theory of bureaucratic caring views health as a state of complete physical and 

psychological well-being for individuals, families, and communities as a whole (Coffman, 

2013:122). People construct their reality of health in terms of biology, mental patterns, 

characteristics of their image of the body, mind, and soul, ethnicity, and family structures of 

society and community (political, economic, legal, and technological), and experiences of caring 

that give meaning to lives in complex ways. The focus of this study was on the provision of 

comprehensive care to MHCUs in a community setting in order that their health is improved. 

1.6.1.4 Environment 

Ray’s theory of bureaucratic caring explains environment as a complex spiritual, ethical, 

ecological, and cultural phenomenon (Coffman, 2013:122). The environment consists of 

symbolic systems and patterns of meanings which are transmitted historically and are 
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maintained through caring values, attitudes, and communication. Nursing practice in 

environments embodies the elements of the structure and spiritual and ethical patterns of 

meaning. Environment in this study specifically refers to community settings, both the 

community health care centres and the community where the MHCUs receive mental health 

care and treatment. 

1.6.2 Theoretical assumptions 

The theoretical assumptions of this study include the central theoretical argument as well as the 

conceptual definitions of the major concepts applicable to this study. 

1.6.2.1 Central theoretical argument 

By exploring and describing the perceptions of healthcare providers of providing comprehensive 

care to MHCUs in the community setting of Mahikeng sub-district of the NWP, SA, including 

perceptions on factors hindering comprehensive care to MHCUs, who are needed to implement 

comprehensive care to MHCUs and what can be done to improve comprehensive care for 

MHCUs, insight will be gained. Through gaining this insight, recommendations can then be 

made regarding providing comprehensive care and limiting hospital re-admissions of MHCUs 

living in the community setting of Mahikeng sub-district of the NWP, SA. 

1.6.2.2 Definition of concepts 

The following concepts were prominent in this research: 

• MHCUs 

MHCUs as described in the Mental Health Act, No. 17 of 2002 (South Africa, 2002) as 

individuals receiving care and treatment from mental health care facilities. In this research 

study, MHCUs refer to all individuals who seek mental health treatment, including newly 

mentally diagnosed patients and known mentally ill/psychiatric patients in the community setting 

of Mahikeng sub-district of the NWP, SA. 

• Comprehensive care 

Comprehensive means ‘complete’ or ’full’, aimed at including all details, items, facts, information 

that may be concerned for something to be achieved fully and thoroughly (Oxford Advanced 

Learner’s Dictionary, 2010:296). Care is defined as attention or thought given to a matter which 

needs proper handling to avoid doing wrong or harm, i.e., what an individual may need for their 

health or protection (Oxford Advanced Learner’s Dictionary, 2010:212). 
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Comprehensive care means fulfilling maximum quality of care through developing community 

and home-based care that focuses on early detection, follow-up care, rehabilitation, and 

promoting available social support services (Maritz, 2010:61). It also involves the use of 

protocols and standards that emphasise quality assurance, advocacy, rights protection, as well 

as capacity and management development; leading to patient-centred care (Maritz, 2010:61).  

In this research study, comprehensive care therefore means quality care and treating MHCUs in 

the community setting of Mahikeng sub-district of the NWP, SA comprehensively by 

implementing and practising proper and needed care on a daily basis, which includes 

rehabilitation, early detection of illness, follow-up care, social support services, advocacy, 

assessment, health education, and receiving medication.  

• Perceptions 

The Oxford Advanced Learner’s Dictionary (2010:1087) defines perception as the way one 

notices things, mostly with senses and also by the ability to understand the true nature of 

something, meaning the reasoning, thinking, and viewpoint: simply, insight. In this study, 

perceptions refer to the meaning, thoughts, and viewpoints of healthcare providers regarding 

comprehensive care to MHCUs in the community setting of Mahikeng sub-district of the NWP, 

SA. 

• Community setting 

According to Smith et al. (2012:2) community setting is a level of care where integrated, easy-

to-access health care services are provided by healthcare providers who are accountable and 

who develop a continuous therapeutic relationship with health care users.  

In this research study, a community setting means the setting where the MHCUs receive mental 

health care services, live, and work; specifically, in the community setting of Mahikeng sub-

district of the NWP, SA. 

 Healthcare providers 

Healthcare providers refer to a person/individual who provides health care services (South 

Africa Mental Health Care Act 17, 2002:5). In this research study, healthcare providers refer to 

all individuals who provide treatment, including diagnosing psychiatric conditions and providing 

care to mentally ill/psychiatric patients in the community setting of Mahikeng sub-district of the 

NWP, SA. 
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 Contextual 

Contextual refer to the specific area or place where data will be collected (Brink et al., 

2016:59). 

1.6.3 Methodological assumptions 

The research model of Botes (1995:6) was used for guiding the methodological assumptions of 

this study as it is specifically developed for nursing research such as this research exploring and 

describing the perceptions of healthcare providers’ regarding factors hindering comprehensive 

care for MHCUs in a community setting. The Botes model guides researchers to conduct 

research in a systematic, scientific manner, within the context of nursing. The context of nursing 

is described on three levels in the Botes model (Botes, 1995:6), and its application in this 

research is discussed below.  

The first level indicates nursing practice as a potential source of research problems. The 

researcher who is a Registered Nurse registered with the South African Nursing Council 

(SANC), recognised the problem of MHCUs who mostly relapse and go back to hospital for re-

admission. Based on this observation, the researcher gained interest in exploring and 

describing healthcare providers’ perceptions regarding providing comprehensive care to 

MHCUs in a community setting, in order to better the provision of comprehensive mental health 

care. 

The second level represents nursing research. The researcher agrees that nursing research 

should be conducted in a systematic manner, following the research process. Principles of 

rigour and ethics should be and were adhered to, in order to ensure trustworthiness. The 

researcher engaged in this research process in order to address the research problem that was 

identified from the nursing practice. Based on the outcomes of this research, recommendations 

could be formulated to assist in providing comprehensive care in the community setting and 

limiting hospital re-admissions of MHCUs. 

The third level consists of the paradigmatic perspective of the researcher. The researcher’s 

paradigmatic perspective guided her view of nursing, man, health, and environment as 

applicable to this research, as well as on relevant methods of knowledge generation and thus 

formed the framework within which research decisions were made. The paradigmatic 

perspective of this study consists of meta-theoretical, theoretical, and methodological 

assumptions, and was discussed in detail in section 1.6. 
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1.7 RESEARCH METHODOLOGY 

In this chapter, the research design and method will be discussed briefly and a detailed 

description will follow in Chapter 2. 

1.7.1 Study design and method 

An explorative, descriptive, and contextual qualitative research design was deemed appropriate 

in this research study because it enabled the researcher to explore and describe the 

perceptions of healthcare providers regarding providing comprehensive care to MHCUs in the 

community setting of Mahikeng sub-district of the NWP, SA (Bradshaw et al., 2017:1-2; Brink et 

al., 2016:120; Colorafi & Evans, 2016:24; Creswell, 2014:4; Flick, 2018:8; Holloway & Galvin, 

2016:3-4; Klopper, 2008:68; McAlpine, 2016:40; Polit & Beck, 2017:666; Silverman, 2016:3). 

The research method will briefly be described with attention given to the population, sampling, 

data collection, data analysis, and literature integration. 

1.7.2 Population, sampling technique, and sample size 

Population, sampling technique and sampling size for this study will be discussed. This includes 

how research participants were selected and events from which the actual information was 

drawn and this was discussed under population and sampling (Brink et al., 2016:130-131).  

1.7.2.1 Population 

Population is the individuals to whom the researcher is interested in who have required 

knowledge and experience regarding research (Brink et al., 2016:131; Holloway & Gavin, 

2016:143; Polit & Beck, 2017:365).  

In this research, the study population was mental health care providers working in the Mahikeng 

sub-district in five (5) CHCs and four (4) primary care clinics for a period of more than two (2) 

years. They were included as the population as they are the professionals who work with 

MHCUs in the community setting of Mahikeng sub-district of the NWP, SA.  

There were no numbers available regarding the specific healthcare providers in the Mahikeng 

sub-district, but the numbers available for the district within which this sub-district falls indicated 

that at the time of the study the following healthcare providers were working in the district: 

community health workers = 2354, nursing assistants = 564, enrolled nurses = 198, registered 

nurses = 1120, medical practitioners = 161, pharmacists = 64, dental practitioners = 16, 
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occupational therapists = 8, physiotherapists = 15, and speech and audiologists = 1 (Health 

System Trust (HST), 2019:715). 

In this research study population included mental healthcare providers like one medical doctor 

and nineteen (19) registered nurses. Due to Covid-19 restrictions, not all of these healthcare 

providers were available at the community setting at the time the study was conducted. 

Consequently, only registered nurses and a medical practitioner could be involved in the study 

(see Chapter 2 for more detail). 

1.7.2.2 Sampling and sampling technique 

In this research study, purposive sampling was used. Purposive sampling means selecting 

specific people who will take part as participants in a research study (Brink et al., 2016:141; 

Holloway & Galvin, 2016:143; Lawrence et al., 2015:1-2; Nyumba et al., 2018:23; Polit & Beck, 

2017:368). For this research study, potential participants were chosen and selected based on 

the researchers’ judgement regarding their knowledge and experience, and on how informative 

participants are based on the research topic (Moser & Korstjens, 2018:10). This sampling 

technique was utilised to select healthcare providers who complied with the selection criteria, 

and who voluntarily participated and signed a consent form. The selection criteria are listed in 

Chapter 2. 

1.7.2.3 Sample size 

The sample size was determined by data saturation (Brink et al., 2016:141-144; Fusch & Ness, 

2015:1407; Gentles et al., 2015:1782-1783; Holloway & Galvin, 2016:152; Polit & Beck, 2017: 

702). Data saturation was reached after 20 telephonic semi-structured individual interviews with 

healthcare providers working with MHCUs in the community setting of Mahikeng sub-district of 

the NWP, SA. 

1.7.3 Data collection 

The role of the researcher, physical environment, the method of data collection, as well as the 

recruitment of participants will be discussed in this section. 

1.7.3.1 Role of the researcher 

Before data collection, scientific clearance was obtained from the Quality in Nursing and 

Midwifery (NuMIQ; see Appendix A) review committee and ethical approval was also obtained 

from the North-West University’s Health Research Ethics Committee (HREC; reference number 

NWU-00323-20-A1; see Appendix B). Thereafter written legal authorisation was obtained from 
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the North West Provincial Department of Health (see Appendices C and D), and the Mahikeng 

sub-district manager (Primary Health Care Manager; see Appendices E and F) of the health 

facilities where the researcher collected the data. The researcher then continued with the 

recruitment of participants, as explained in section 1.7.3.2.  

1.7.3.2 Recruitment of participants 

The researcher planned to obtain permission and recruit participants through face-to-face 

meetings and distributing hard copies of recruitment material and informed consent 

documentation. However, due to Covid-19 restrictions she had to adjust to using a telephonic 

approach. Through this approach, she obtained consent from the North-West Provincial 

Department of Health and the Mahikeng sub-district manager who is a gatekeeper. The 

gatekeeper shared through email to all mediators regarding the research study that the 

researcher will need to do in the Mahikeng sub-district and researcher was included in the email 

so she can gain access to the community.  

The researcher then contacted the mediators and discussed the purpose of the researcher 

study, informed consent to conduct study and to gain access to staff members, and the 

inclusion and exclusion criteria. The mediators shared contacts of the potential research 

participants with the researcher. Then, after gaining consent, the researcher distributed 

recruitment material a week-two weeks before collection of data through WhatsApp to every 

potential participant, who were selected by operational manager of every CHCs or Clinic in the 

Mahikeng sub-district (see Appendix G). During this process, the researcher informed the 

healthcare providers about the inclusion and exclusion criteria through telephone calls after 

distribution through WhatsApp, so that healthcare providers who were eligible to be part of the 

research study could consider to participate.  

Mediators then shared potential participants cell-numbers with the researcher, after gaining 

access to healthcare providers who were eligible as chosen/selected by operational managers 

to be part of the research study, the researcher shared with them the stamped and signed 

informed consent through assistance of the mediators who printed the forms and placed them in 

the plastic folder, while sanitizing hands throughout and then the researcher explained the 

purpose and measures included in the consent form to potential participants through telephone 

calls. After this explanation and discussion, the healthcare providers indicated whether they 

were interested or not. The researcher guided the mediators on how to handle consent forms 

after printing i.e. to sanitize hands and put consent form in a plastic folder for four (four). After 

signing of the informed consent, the mediators scanned the consent forms and sent to the 

researcher, placed the original copies in a plastic folder and inside a box.  Initially the interviews 
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would have been done through focus group interviews, but then the Covid-19 pandemic struck 

and the researcher’s approach had to change to telephonic semi-structured individual interviews 

(see Chapter 2 for more detail). 

1.7.3.3 Data collection method 

Before amendment of the data collection method, the researcher’s initial strategy was to 

conduct focus group interviews from nine (9) facility in the community setting of Mahikeng sub-

district of the NWP, SA, but all of that had to change due to the Covid-19 pandemic restrictions.   

The strategy regarding the data collection method had to be amended to the following data 

collection method: telephonic semi-structured individual interviews. In line with Emans 

(2019:20), the researcher used telephonic semi-structured individual interviews as it allowed the 

researcher to use probing questions in order to guide the participant (interviewee) into finding 

the most relevant answers. This was the method of data collection in this study as it provided a 

wide range of information (see Chapter 2 for more detail). 

1.7.3.4 Physical environment 

The interviews were conducted through telephonic semi-structured individual interviews. The 

researcher and participants were thus in different settings during data collection. The telephonic 

semi-structured individual interviews were conducted at a time that was conducive and 

convenient for both the researcher and the participants of the study. However, participants were 

given a chance to be comfortable and to ensure a closed-up private room to maintain privacy, 

confidentiality, and comfort. An hour before the interview, the researcher called the research 

participant and reminded him/her of the research interview, and reminded the research 

participant to be in a quiet and closed or, if possible, locked room to avoid disturbance during 

the research interview. A few minutes before the interviews, the researcher called the research 

participants to check that they are comfortable and ready to start with the interview. 

1.7.3.5 Field notes 

During data collection, the researcher documented all required contextual information as part of 

the field notes during the individual semi-structured interviews (Brink et al., 2016:59-60; Phillippi 

& Lauderdale, 2018:381). The researcher considered the field notes as her own private, 

personal thoughts, ideas, and queries regarding the research interviews and responses (Brink 

et al., 2016:159; Phillippi & Lauderdale, 2018:381). As the interview was conducted 

telephonically, the researcher ensured that for every participant, “jotting down” was done, in 

order to remind herself of the participants’ responses (Phillippi & Lauderdale, 2018:381). The 
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researcher ensured that she took note of the weather/season, date of collection of data, etc. 

(Phillippi & Lauderdale, 2018:383) as some participants would complain of weather e.g., rain 

and how it would disturb the interview. 

Directly after the interview, the researcher made field notes on what happened during the 

interview, namely methodological, descriptive, and personal notes (Brink et al., 2016:159). 

These notes were written on paper, including non-verbal cues, and were read in conjunction 

with the transcripts during data analysis.  

1.7.4 Data analysis 

Audio-recordings of the telephonic semi-structured individual interviews with the healthcare 

providers were transcribed verbatim. The transcription of recordings included laughter, notes 

about pauses, and emphasis (Holloway & Wheeler, 2002:116). A transcriber was involved to 

transcribe the data, namely an independent person with experience in transcribing audio-

recordings of research interviews. This process generated 20-30 pages of written dialogue per 

interview, and the researcher then read it while listening to the recording (Sutton & Austin, 

2015:227-228). The transcripts were then also analysed by a co-coder (See Appendix: L) 

following Tesch’s (Creswell, 2014:196; Theron, 2015:7) coding process. This process is 

discussed in more detail in Chapter 2. 

1.7.5 Literature integration 

Literature was obtained through literature searches on the articles, books, and theses available 

from the Ferdinand Postma Library of the North-West University, Potchefstroom Campus and 

Mahikeng Campus as well as the internet. This literature was used to embed the findings of the 

research in existing literature, adding to the trustworthiness of the study. The literature 

integration forms part of the discussion of the findings in Chapter 3. 

1.8 MEASURES TO ENSURE TRUSTWORTHINESS 

Trustworthiness or rigour of the research study is about the degree of confidence in data, 

interpretation, and methods used for ensuring the quality of the research study (Connelly, 

2016:435). According to Brink et al. (2016:126), Connelly (2016:435) and Cope (2014:89), 

measures to ensure trustworthiness in qualitative research include credibility, dependability, 

confirmability, transferability, and authenticity. Rigour in qualitative studies is of importance as it 

validates integrity in research findings because qualitative data is made up of interpretative 

methods which aim to explore, understand, and explain people’s experiences through non-

numerical data, which in turn make an impact on health practice or policy development (Brink et 
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al., 2016:126; Hadi & Closs, 2016:641; Polit & Beck, 2017:787). The researcher’s 

understanding of the measures to ensure trustworthiness are outlined briefly below, while the 

application of these measures are discussed in Chapter 2. 

1.8.1 Credibility 

Credibility is also known as confidence in the truthfulness of the findings of the study as the 

most important elements of the study (Brink et al., 2016:172; Connelly, 2016:435).  

Techniques to ensure credibility included prolonged engagement over phone calls, member 

checking, exploring explanations, iterate questioning of data, audit trial. The study will be 

examined by internal and external examiners and published in the form of a mini-dissertation 

and a research article. More details will be discussed under 2.9.1. 

1.8.2 Dependability 

The stability of research data over time and over the conditions of the research data is known 

as dependability (Brink et al., 2016:172-173; Connelly, 2016:438; Cope, 2014:89).  

In this research study thick description of the research was done, the research study was peer 

examined and a co-coder was included during data analysis. More details will be discussed 

under 2.9.2. 

1.8.3 Confirmability 

Confirmability is the neutrality or the degree of consistency of findings and the degree to which 

the information could be repeated (Brink et al., 2016:173; Connelly, 2016:435; Cope, 2014:89).  

In this research study member checking, sharing detailed description of the research process, 

data collection through telephonic semi-structured individual interviews using audio-recorders 

and writing field notes was done. More details will be discussed in 2.9.3. 

1.8.4 Transferability 

Transferability is the manner in which findings are useful to individuals in other settings, and 

differs from other aspects of research in that readers merely determine how applicable the 

findings are to their situation (Brink et al., 2016:173; Connelly, 2016:435; Cope, 2014:89).  

This research study is contextual as collection of data took place where the challenge or 

problem is experienced. More details will be discussed under 2.9.4. 
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1.8.5 Authenticity 

According to Brink et al. (2016:172) and Cope (2014:89), authenticity speaks of the ability and 

extent to which the researcher expresses the feelings and emotions of the participants’ 

experiences in a faithful manner without sugar-coating anything. 

In this research study, telephonic semi-structured individual interviews were transcribed 

verbatim and analysed according to specific data analysis steps, and also involving a co-coder.  

1.9 ETHICAL CONSIDERATIONS 

Ethical issues specific to qualitative research were related to informed consent, anonymity, 

confidentiality, data generation, treatment, publication, and the participant-researcher 

relationship (Streubert & Carpenter, 2011:60). The principle of beneficence was protected at all 

times and therefore participants were not harmed, and in cases where the research had 

potential to cause psychological trauma, follow-up counselling and referrals would have been 

made. In addition, participation was voluntary. Streubert and Carpenter (2011:60-65) further 

share that participants should be treated with dignity and respect at all times and the principle of 

justice should always be a priority, too. The application of these principles, as well as additional 

ethical considerations, are discussed in detail in Chapter 2. 

1.10 CHAPTER OUTLINE 

This mini-dissertation on exploring the perceptions of healthcare providers regarding providing 

comprehensive care to MHCUs in a community setting is divided as follows: 

Chapter 1:  Overview of the study 

Chapter 2:  Research design and method 

Chapter 3:  Findings and literature integration 

Chapter 4:  Conclusions, limitations, and recommendations 

1.11 CHAPTER SUMMARY 

This chapter comprised an overview of this study which includes the introduction, background 

and problem statement, research question, research aim and objective, paradigmatic 

perspectives as well as a short description of the research design and method that was followed 
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in this study. The division of chapters were outlined. A detailed description of the research 

design and method is given in the following chapter. 
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CHAPTER 2: 

RESEARCH DESIGN AND METHOD 

2.1 INTRODUCTION 

In the previous chapter, the introduction, background and problem statement, research 

question, research purpose and paradigmatic perspective as well as a brief description of the 

research design and method were discussed. This chapter comprises a detailed description of 

the research design and method followed in this study. 

2.2 RESEARCH DESIGN 

According to Creswell (2014:4), the research design is the significant plan of the research study, 

following the research problem (Brink et al., 2016:96; Holloway & Gavin, 2016:3). The research 

problem directs the type of research design to be followed, as the aim of the research design is 

to properly align the pursuit of a research goal with practical considerations and limitations 

(Mouton & Marais, cited by Klopper, 2008:68). Mouton and Marais, cited by Klopper (2008:68), 

define research design as a set of guidelines and instructions used to address a specific 

research problem. 

An explorative, descriptive, and contextual qualitative research design was used in this research 

study because it enabled the researcher to explore and describe the perceptions of healthcare 

providers regarding providing comprehensive care, including their perceptions on factors that 

hinder providing comprehensive care to MHCUs, perceptions of who are needed to implement 

comprehensive care, and perceptions of what can be done to improve comprehensive care for 

MHCUs in the community setting of Mahikeng sub-district of the NWP, SA (Bradshaw et al., 

2017:1-2; Brink et al., 2016:59; Colorafi & Evans, 2016:24; Creswell, 2014:4; Flick, 2018:8; 

Holloway & Galvin, 2016:3-4; Klopper, 2008:68; Polit & Beck, 2017:666; Silverman, 2016:3).  

Qualitative research is said to be a form of social inquiry that is based on the way people make 

sense of their experiences and the world they live in (Brink et al., 2016:11; Flick, 2018-8). 

Qualitative research aims to explore human behaviour, feelings, and experiences and what lies 

at the core (Brink et al., 2016:11; Flick, 2018:8). The researcher described, analysed, and 

interpreted the findings of the research (Holloway & Galvin, 2016:3-4). Qualitative research is 

about understanding others’ experiences (Silverman, 2016:3). Qualitative research methods 

view the researcher’s communication, research participants, and their environment as modes of 

knowledge, and researchers become part of the research process and try to understand 

participants’ knowledge and practices (Brink et al., 2016:11; Flick, 2018:8; Polit & Beck, 
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2017:666-667). Semi-structured individual interviews are aimed at providing a flexible technique 

for researchers (Kallio et al., 2016:2955-2958). Semi-structured individual interviews are mainly 

utilised when the research benefits from an open setting and also when more useful information 

is needed from research participants (Kallio et al., 2016:2955-2960). According to Guest et al. 

(2006) cited by Fusch and Ness (2015:1409) six (6) participants can be used during semi-

structured individual interviews; however, in this research study, data collection was determined 

by data saturation. The purpose of qualitative research in this research was to provide strong 

evidence regarding the research problem investigated (Brink et al., 2016:97). 

Explorative designs were used because the researcher needed to have insight on what is 

occurring on a particular topic on which no information has been found, in order to find out the 

gap, needs, or goals for a particular population (McAlpine, 2016:40). Telephonic semi-structured 

individual interviews were used in exploring certain phenomena (McAlpine, 2016:40). The 

purpose of explorative designs in this study was to explore the perceptions of healthcare 

providers regarding comprehensive care, including their perceptions of factors that hinder 

providing comprehensive care to MHCUs, perceptions of who are needed to implement 

comprehensive care, and the perceptions of healthcare providers on what can be done to 

improve comprehensive care for MHCUs in the community setting of Mahikeng sub-district of 

the NWP, SA. 

Descriptive designs are mostly concerned with collecting data to identify or justify current 

problems in practice, to make judgements, or to determine what others do in related practice 

(Brink et al., 2016:113; Bradshaw et al., 2017:1-2), as in this case. Descriptive designs aim to 

find out more and understand a phenomenon, process, or the perspective and views of the 

people involved (Brink et al., 2016:113; Bradshaw et al., 2017:1). Qualitative descriptive studies 

are moreover relevant to the health science environment as they provide a space to describe 

factual responses regarding questions of how people feel about certain issues, reasons 

regarding issues or why they use specific services or functions of certain services, and factors 

that facilitate or hinder use (Brink et al., 2016:113; Karen & Browynne, 2016:16). The purpose of 

descriptive research in this study was to describe the perceptions of healthcare providers 

providing comprehensive care, including their perceptions of factors that hinder providing 

comprehensive care to MHCUs, perceptions of who are needed to implement comprehensive 

care, and the perceptions of healthcare providers on what can be done to improve 

comprehensive care for MHCUs in the community setting of Mahikeng sub-district of the NWP, 

SA. 

This was also a contextual study as data collection was done where the problem or challenge 

was found/experienced. Contextual studies are considered when data collected is only valid in a 
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specific context (Brink et al., 2016:59; Klopper, 2008:68). A study which focuses on specific 

events in natural settings, giving the researcher a chance to familiarise him/herself and 

understand meanings of experiences, is said to be a contextual research study (Brink et al., 

2016:59; Zhou, 2010:310). In this study, the context was in the community setting of Mahikeng 

sub-district of the NWP, SA. According to Health System Trust (HST, 2019:715), the Mahikeng 

sub-district has 40 ward-based outreach teams, 27 clinics, four (4) community health centres 

(CHCs), one (1) district hospital, one (1) central/tertiary hospital, and one (1) private hospital. 

There were no numbers available regarding the specific healthcare providers in the Mahikeng 

sub-district, but the numbers available for the district within which this sub-district falls indicated 

that at the time of the study the following healthcare providers were working in the district: 

community health workers = 2354, nursing assistants = 564, enrolled nurses = 198, registered 

nurses = 1120, medical practitioners = 161, pharmacists = 64, dental practitioners = 16, 

occupational therapists = 8, physiotherapists = 15, and speech and audiologists = 1 (HST, 

2019:715). Healthcare providers meeting the criteria for this study worked in the community 

setting of Mahikeng sub-district of the NWP, SA and provided care to MHCUs in a community 

setting. 

2.3 POPULATION 

Population in research means a group of individuals who are of interest and who meet the 

criteria of the research study (Brink et al., 2016:120; Brink et al., 2012:131; Creswell, 2014:4; 

Flick, 2018:8; Holloway & Gavin, 2016:143; McAlpine, 2016:40; Polit & Beck, 2017:365; 

Silverman, 2016:3). This abovementioned sub-district was chosen as it is part of the NWP 

where a lack of comprehensive service delivery due to lack of communication, improper service 

delivery, lack of service continuity due to staff turnover, long waiting times, particular need for 

specialised doctors, lack of full assessment, poor records, need for more staff, and lack of 

mental health medication were reported (Marais & Petersen, 2015:7-8). Conducting research in 

this sub-district allowed the researcher to explore and describe the perceptions of healthcare 

providers regarding comprehensive care to MHCUs in a part of this identified province. 

In this research, the study population was healthcare providers working in the said setting, in 

five (5) CHCs, and four (4) primary care clinics as they are the professionals who work with 

MHCUs in the community. Healthcare providers in this research study included psychiatrists, 

medical doctors, social workers, registered nurses (RNs), and psychologists. In the said setting, 

normally one (1) doctor is assigned to about three (3) - four (4) community health centres and 

psychologists and social workers rotate in clinics on specified days, excluding Saturdays and 

Sundays. However, at the time of the study, due to Covid-19 restrictions, these healthcare 
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providers were placed minimally in community settings. The RNs were still permanently placed 

at each CHC and primary care clinic. For more information on the inclusion and exclusion 

criteria, see section 2.4.1. 

2.4 SAMPLING  

Sampling refers to the manner of selecting a particular group of people for successful interview 

(Brink et al., 2016:130; Creswell, 2014:79-80). Brink et al. (2012:132) define sampling as the 

process of choosing certain individuals from a population to gather information on a 

phenomenon in a way that represents the population of interest. The sampling technique and 

sample size are discussed. 

2.4.1 Sampling technique 

In this research study, purposive sampling was used. Purposive sampling was considered to be 

the most appropriate for this study as the researcher is familiar with the population from which 

the sample was selected and was thus able to select specific people who would be the most 

appropriate to take part in the research study (Brink et al., 2016:141; Holloway & Wheeler, 

2002:138; Lawrence et al., 2015:1-2; Nyumba et al., 2018:23; Polit & Beck, 2017:368). 

Purposive sampling was used because it allowed the researcher to choose specific individuals 

from a population to gather information on a said phenomenon in a way that represents the 

population of interest which the researcher will be focusing on, as it is used for the identification 

and selection of information-rich cases in qualitative research studies (Brink et al., 2016:141; 

Lawrence et al., 2015:1-2).   

Purposive sampling is furthermore recommended in studies where interviews are considered, 

as such discussions depend on the ability and capacity of the most relevant participants to 

share relevant and appropriate information (Brink et al., 2016:141; Holloway & Galvin, 

2017:143; Lawrence et al., 2015:1-2; Nyumba et al., 2018:23; Polit & Beck, 2017:368). In this 

research study, purposive sampling was used to select healthcare providers who met the 

criteria of selection, and who agreed to participate in this study. For this research study, 

potential participants were chosen or selected based on the researchers’ judgement regarding 

their knowledge and experience (Moser & Kortjens, 2018:10). 

The following inclusion and exclusion criteria were applicable to this study. 

Inclusion criteria: 

Participants who were: 
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 Multidisciplinary team (MDT) members who have experience in working with MHCUs in a 

community setting in the North West Province. 

 Members of the MDT, including psychiatrists, medical doctors, psychologists, speech 

therapists, occupational therapists, pharmacists, social workers, and RNs. 

 MDT members with two (2) years or more experience working in a community setting 

because they have experience working with MHCUs and are therefore seen as 

information-rich persons regarding providing care to MHCUs in a community setting. 

 MDT members who were willing to participate in the study. 

 MDT members who were able to communicate and express their perceptions comfortably 

in English, as the preferred and practiced language in the workplace in health care 

settings. Members were included if they expressed themselves in another language, 

granted that the language was understood by the researcher. 

Healthcare providers in the inclusion criteria were considered because they came in direct 

contact with the MHCUs for review, consultations, examination, and they have experience in 

providing care to the MHCUs and understand the needs of MHCUs.  

Due to Covid-19 and its restrictions, the researcher only managed to conduct research 

interviews with nineteen (19) RNs as they mostly work in the community setting and are always 

available at the CHC and clinics, and only one (1) medical practitioner. Other members of the 

MDT were not allowed to be in the community as they work at the hospitals, and only come to 

the community for relief or monitoring of patients for only a few hours on a weekly basis.  

Exclusion criteria: 

In this research study, the following individuals were excluded because although they form part 

of the health care team, they work under supervision of the healthcare providers mentioned 

under the inclusion criteria. 

 Enrolled nursing assistants 

 Enrolled nurses 

 Community service nurses  

 Student nurses 
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 Medical assistants 

 Students of the other professions 

2.4.2 Sample size 

The sample size was determined by data saturation after interviews with twenty (20) 

participants. Data saturation occurs when no additional information is obtained during data 

collection and when themes that emerge keep repeating (Brink et al., 2016:141-144; Fusch & 

Ness, 2015:1407; Gentles et al., 2015:1782-1783; Holloway & Galvin, 2016:152; Polit & Beck, 

2017:702). According to Fusch and Ness (2015:1407), data saturation is reached when new 

information is no longer obtained from the research participants, which makes no further coding 

necessary; in other words, there is no additional information to add to topics or sub-topics. 

During data collection, telephonic semi-structured individual interviews were mainly utilised 

because the research benefited from an open setting and because rich information was needed 

from research participants (Kallio et al., 2016:2959-2960).  

According to Fusch and Ness (2015:1409), depending on the sample size of the population, 

data saturation can be reached by conducting interviews from as little as six (6) interviews, and 

that only when no new data, no new themes, no new coding, and the ability to replicate the 

study emerge. When the researcher reaches a point of no new data, it is most likely to reach 

point of no new themes, meaning data saturation has been reached (Fusch & Ness, 

2015:1409). In this study, data saturation was reached after conducting 20 telephonic semi-

structured individual interviews. 

2.5 RECRUITMENT OF PARTICIPANTS AND OBTAINING INFORMED CONSENT 

Before recruitment and data collection, scientific clearance was obtained from the Quality in 

Nursing and Midwifery (NuMIQ) review committee (see Annexure A) and ethical approval was 

also obtained from the North-West University’s Health Research Ethics Committee (HREC; 

reference number NWU-00323-20-A1; see Appendix B). Thereafter, written legal authorisation 

was obtained from the North West Provincial Department of Health (see Appendices C and D), 

and the Mahikeng gatekeeper (Primary Health Care Manager; see Appendices E and F) of the 

health facilities where the researcher collected the data.   

The recruitment procedure was carried out with the assistance of the gatekeeper of the relevant 

sub-district (Mahikeng sub-district). The district manager acted as the gatekeeper and is also 

known as the Primary Health Care Manager. The gatekeeper gave the researcher the authority 
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to conduct research at the chosen district and issued letters of authority for said health facilities 

to allow the researcher to gain access to healthcare providers and the health facilities. 

The gatekeeper shared through email to all mediators regarding the research study that the 

researcher will need to do in the Mahikeng sub-district and the researcher was included in the 

email so she can gain access to the community. The researcher made arrangements 

professionally through email and calls with the mediators, who are leaders known as operational 

managers in clinics and CHCs. The researcher then contacted the mediators and discussed the 

purpose of the research study, informed consent to conduct study and to gain access to staff 

members, and the inclusion and exclusion criteria. The mediators shared contacts of the 

potential research participants with the researcher.  

The mediator of every clinic or CHC identified potential participants, based on the inclusion and 

exclusion criteria, and all potential participants were informed by the mediators that they had a 

right to choose whether they want to participate in the study or not, to avoid coercion. The 

mediators identified potential research participants at the sub-district facilities by informing 

participants about the research study through word of mouth and the researcher shared 

recruitment material via WhatsApp and explained through telephone calls to avoid violating 

Covid-19 restriction regulations (see Appendix G with title Recruitment material: “Invitation to 

participate in the research study”). Participants were also informed that no penalty or prejudicial 

treatment will be given to them if they decide not to participate in the research study. 

Participants were informed about their right to withdraw from the research study if they do not 

feel comfortable and to withhold information if they do not want to share. Participants were also 

informed about their right to seek clarification regarding the purpose and aim of the research 

study.  

Prior to the informed consent, through communicating with the mediators, the researcher sent 

the “inclusion and exclusion criteria” via email to them so that they could familiarise themselves 

with it and later fully discuss it to clarify questions. This ensured that the mediators understood 

fully who they should invite for informed consent to avoid misunderstandings. Participants in this 

research study gave conditional informed consent verbally, then later on arrangements were 

made for signing of informed consent. 

After the inclusion criteria were fully understood by respective mediators, an “informed consent 

form” (see Appendix H), together with a document with title “Section A: Demographic details and 

definition of concepts” (see Appendix I) were sent via email, a date and time to address 

misunderstandings were set, and through telephonic contact, matters were addressed.  



 

28 

Due to the fact that most of the population were not comfortable with the use of emails and have 

limited connectivity and experience in using smart phones, as Mahikeng sub-district is a rural 

area, the mediators then printed out the “informed consent form” which were paid for by the 

researcher and “Section A: Demographic details and definition of concepts” (see Appendix I) for 

all potential participants. 

Consent forms were signed, with the assistance of and in the presence of the mediator, one (1) 

or two (2) weeks after the recruitment of the potential participants with the mediator in order to 

provide them with adequate time to make a decision without being coerced to do so. This 

allowed enough time for research participants to decide whether they would like to participate in 

the research study. During this time, the document with title “Section A: Demographic details 

and definition of concepts” (see Appendix I) was also given to the participants that have signed 

the informed consent form.  

The demographic details forms were printed four days before issuing to potential participants 

and were placed in plastic bags, and strict order was given regarding hand sanitizing and given 

to participants to fill in their details such as cell phone numbers to be contacted on for interview 

appointment preparation and for conducting the interviews. The form was also used for 

indication of gender, home language, number of working years and for indication of 

“responsibilities towards the MHCUs”.  

The mediators were guided by the researcher regarding assurance of handling the consent 

forms, the researcher asked that after printing the consent forms should be in plastic pockets for 

about a week. On the day of signing the informed consent, the researcher called potential 

participants per CHC or Clinic. 

The researcher then made arrangements with the mediators on how the signed “informed 

consent form” and document with title “Section A: Demographic details” would be scanned and 

sent back to the researcher via email as contact with participants was not allowed according to 

Covid-19 regulations (Güner et al., 2020:571-576).  The researcher then after four (4) days  

collected the signed informed consent forms while they were put in plastic folders and put in a 

box to avoid potential spread of Covid-19. 

2.6 DATA COLLECTION  

The data collection method, communication skills used during telephonic semi-structured 

individual interviews as explained by Farooq and De Villiers (2017:3) and Emans (2019:17-26) 

as well as the role of the researcher will be discussed in this section. 
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Data collection consists of the use of information to understand and explain the phenomenon 

(Bradshaw et al., 2017:4). In this study, it was initially planned that focus group interviews would 

be used as data collection method. However, due to Covid-19 restrictions, this data collection 

method had to be amended and data collection was done by means of telephonic semi-

structured individual interviews. Semi-structured individual interviews aim at providing a flexible 

data collection technique for researchers (Brink et al., 2016:158; DeJonckheere & Vaughn, 

2019:1). Semi-structured individual interviews were mainly utilised as the research benefited 

from an open-ended approach, and also because the researcher needed rich information from 

research participants (Brink et al., 2016:158; DeJonckheere & Vaughn, 2019:1-2). For this 

research study, data was collected from 20 participants, although 8-12 participants can be used 

during semi-structured individual interviews (Brink et al., 2016:158; DeJonckheere & Vaughn, 

2019:1).  

The researcher used telephonic interviews due to the Covid-19 pandemic, for protection of self 

and the participants. Furthermore, Farooq and De Villiers (2017:3) state that participants tend to 

participate more freely in telephonic interviews as compared to face-to-face interviews, and it 

also reduces bias and increments anonymity as the interviewee and interviewer cannot see 

each other. 

The data collection method included a short demographic information questionnaire (section A; 

already completed by participants who gave informed consent) and the semi-structured 

interview schedule (section B; see Appendix I). 

In section A, the following demographic information was asked: 

 Current occupation 

 Institution 

 Gender 

 Home language 

 Years working in community setting with MHCU 

 Role and responsibilities towards the MHCU 

Section B consisted of an interview schedule of five (5) questions that allowed the researcher to 

explore and describe perceptions of participants on providing comprehensive care to MHCUs in 

the community setting, and the following are the questions that were asked: 
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 In your view, what does comprehensive mental health care entail? 

 In your opinion, what factors hinder comprehensive care to MHCUs in the community 

setting? (Why?) (Motivate) 

 Who do you think is needed to provide comprehensive care in the community setting? 

(Why?) (Motivate) 

 What do you think can be done to improve comprehensive care among MHCUs in the 

community setting? (Why?) (Motivate) 

 Any other comments on comprehensive care to MHCUs 

Prior to data collection, the researcher called the participant at least one (1) or two (2) hours 

before the interview to check if the participant was still ready and free for the set appointment. 

The researcher informed and discussed with the participant the importance of being in a 

conducive, private room away from noise, to avoid being disturbed during the interview. The 

researcher also notified the participant that if they had extra phones, the phone should be on 

silent to avoid disturbance due to incoming calls or text messages. The participant was also 

made aware of the importance of ensuring that they were comfortable and in a private space in 

order to limit interruptions to the minimum during the course of the interview. 

During the telephonic semi-structured individual interviews, the researcher again introduced 

herself to the participant, then checked together with the participant if indeed the participant met 

the requirements of being part of the research interview i.e., two (2) years’ experience, 

registered with the correct professional body (e.g., SANC), and a member of the MDT. The 

researcher again made the participant aware of his/her right of voluntary participation and that 

he/she could withdraw or stop the interview at any time without being penalised in any way. The 

participant was also made aware again of the time the interview would take, which was 30 

minutes to an hour, and that the interview would be a telephonic semi-structured individual 

interview and consisted of five (5) questions. Before asking the questions, the researcher asked 

for the participant’s verbal permission to audio-record, and then the interview began. The 

telephonic semi-structured individual interviews were audio-recorded by the researcher to allow 

transcribing and analysis of data after data collection. 

During data collection, to encourage participants to express themselves freely, the researcher 

followed communication skills as described by Emans (2019:17-26) in the publication 

“Interviewing: Theory, techniques and training” which describes types of cognitions in research 

such as feeling (e.g., level of anxiety), knowledge and instructions. Some participants got 
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anxious during the interview because of answering a certain question and the researcher 

always took that into consideration. Knowledge is related to this study because participants 

answered questions in a form of sharing knowledge to close the gap to a said phenomenon 

(e.g., anything known about the said regulations/information on a said setting). Instructions of 

the interview included how the interview was followed, i.e., introduction and conclusion, location 

of interview, use of audio recorder, prepared questions of the interview, allowing free flowing 

during the interview, and avoiding interruptions in-between. 

The researcher used semi-structured interviews during November 2020 to December 2020 as it 

allowed the researcher to probe questions in order to drive the participant (interviewee) into 

finding the most relevant answers (Brink et al., 2016:158; Emans, 2019:20). The researcher 

maintained a neutral attitude throughout the interview and all personal behaviour, values, and 

opinions of the researcher were on the background (Emans, 2019:20). Anonymity and the use 

of an audio-recorder were transparent to the participants’ knowledge and privacy and 

confidentiality was made clear to the participant (Brink et al., 2016:37; Emans, 2019:23-24). 

Emans (2019:25-26) made the researcher aware of: how to assess participants’ responses and 

behaviour: participants were chosen according to their purpose of expertise, i.e., according to 

the interests of the researcher; and that questions to all participants should be the same and be 

formulated to allow free flowing and a formal format of the research data. 

During and after data collection, the researcher documented all required contextual information 

as part of field notes (Phillippi & Lauderdale, 2018:381). The researcher considered the field 

notes as her own private, personal thoughts, ideas, and queries regarding the research 

interviews and responses (Phillippi & Lauderdale, 2018:381). As the interview was telephonic, 

the researcher ensured that for every participant, “jotting down” was done, in order to remind 

herself of participants’ responses (Phillippi & Lauderdale, 2018:381). The researcher ensured 

that she took note of the weather/season, date of collection of data, etc. (Phillippi & Lauderdale, 

2018:383) as some participants would complain of weather e.g., rain and how it would disturb 

the interview. Field notes were organised into methodological, descriptive, and personal notes 

(see Appendix K). These notes were read in conjunction with the transcripts during data 

analysis.  

2.7 DATA ANALYSIS 

The audio-recordings were transcribed verbatim. The transcription of recordings included 

laughter, notes about pauses, and emphasis (Holloway & Wheeler, 2002:116). A transcriber 

was involved to transcribe the data, namely an independent person with experience in 

transcribing audio-recordings of research interviews. Transcribing usually takes an experienced 
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transcriber eight (8) hours to transcribe one 45-minute audio-recorder interview. This process 

generated 20-30 pages of written dialogue per interview, and the researcher then read it while 

listening to the recordings, to check for accuracy and completeness (Sutton & Austin, 2015:227-

228). 

The researcher then organised the data in an orderly, coherent fashion so that she could 

discern patterns and relations regarding the data. The qualitative analysis process involved the 

assimilation and synthesis of narrative non-numeric data that includes reduced themes and 

categories with the aid of a coding procedure (Brink et al., 2016:177; Brink et al., 2012:57-58), 

which was shared with an independent co-coder to follow during data analysis. 

The following eight (8) steps of Tesch’s (Creswell, 2014:196-197; Theron, 2015:7) coding 

process was applied by the researcher and an independent co-coder: 

 The researcher read all transcripts to acquire a sense of the whole data set and wrote 

down ideas in the margins. 

 Secondly, the researcher selected one (1) interview, the shortest and/or most interesting 

one, and read through it; the concept being to know what it is about and identify similar 

and meaningful phrases in the transcripts. 

 The researcher then completed this task for several transcripts and made a list of topics. 

Similar topics were grouped together and columns were formed and data was arranged 

into main/major topics, unique topics, and leftovers. 

 The list of topics was made and returned to the data. The topics were abbreviated as 

codes and the researcher wrote the codes next to the appropriate segments of the text. 

Then the researcher used this preliminary organising process to gather whether new 

categories and codes emerged. 

 The most descriptive wording was found for the topics and were returned into categories. 

The researcher continued to try and reduce the total list of categories by grouping 

together topics that related to each other. Lines were drawn between categories to show 

interrelationships. 

 The researcher then made final decisions on the abbreviations for each category and 

alphabetised the codes made from the data. 

 The researcher then assembled data material belonging to each category in one place 

and performed a preliminary analysis, focusing on all the data at hand in one category at a 
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time. The focus was on the content of each category. During this process, the research 

question was kept in mind in order to discard irrelevant and unneeded data.  

 Then the researcher recoded the existing data where needed. 

In this research study, an independent co-coder was involved to also analyse the data and after 

a consensus discussion with the co-coder, the themes were finalised, as discussed in Chapter 

3. 

2.8 LITERATURE INTEGRATION 

After analysing and presenting the data (see Chapter 3), literature was searched in medical 

journals, PubMed, Medline, Science direct, emerald insight journals, Google Scholar, eBooks, 

books from the national library and North-West University; Potchefstroom Campus and 

Mahikeng Campus. Various other resources available were used.  

Information gained from the literature assisted and gave the researcher direction regarding how 

the findings of the research relate to existing literature. The literature integration is presented in 

Chapter 3. 

2.9 TRUSTWORTHINESS/RIGOUR 

Trustworthiness or rigour of the research study is about the degree of confidence in data, 

interpretation, and methods used for ensuring the quality of research study (Brink et al., 

2016:171-172; Connelly, 2016:435). According to Brink et al. (2016:171-172), Connelly 

(2016:435), and Cope (2014:89), measures to ensure trustworthiness in qualitative research 

include credibility, dependability, confirmability, transferability, and authenticity. Rigour in 

qualitative studies is of importance as it validates integrity in research findings because 

qualitative data is made up of interpretative methods which aim to explore, understand, and 

explain people’s experiences through non-numerical data, which in turn make an impact on 

health practice or policy development (Brink et al., 2016:171-172; Hadi & Closs, 2016:641). The 

measures to ensure trustworthiness in this study are discussed. 

2.9.1 Credibility 

Credibility is also known as confidence in the truthfulness of the findings of the study as the 

most important elements of the study (Brink et al., 2016:172; Connelly, 2016:435). According to 

Brink et al. (2016:172) and Cope (2014:89), credibility also refers to the truthfulness of the data 

and a truthful representation of the views of the participants. Brink et al. (2016:172) and 
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Connelly (2016:435) further state that credibility is interconnected to the internal validity which is 

related to questions like: “was the study conducted using procedures related to the qualitative 

approach or was an adequate justification provided for variations?” Techniques that can be 

used to ensure credibility include prolonged engagement with participants and member-

checking (Brink et al., 2016:172; Connelly, 2016:435). Credibility also includes explored 

explanations, iterative questioning of data, and returning to examine findings several times 

(Brink et al., 2016:171-172; Connelly, 2016:435). 

In this research study, credibility was maintained through prolonged engagement of at least one 

(1) to two (2) months in the study until data collection reached data saturation. During the 

interviews, participants were also given enough time to verbalise their perceptions regarding 

providing comprehensive care to MHCUs in a community setting, and the study will be 

examined by internal and external examiners and published in the form of a mini-dissertation 

and a research article. 

Some strategies also involved during this engagement included (Brink et al., 2016:172; 

Connelly, 2016:435): 

Member checking: In this research study, member checking was used as a way to confirm 

information participants have given during data collection, to ensure credibility, truthfulness, and 

accuracy of results in order to avoid the thoughts or agenda of the researcher to cover or cloud 

the findings negatively. The process of member checking is described under ‘2.9.3 

Confirmability’. 

Audit trail: In this strategy, the researcher explained in detail each aspect of the research 

process in order to let readers understand thoroughly (Brink et al., 2016:787; Hadi & Closs, 

2016:642). The mini-dissertation provides such a detailed discussion of this research. 

2.9.2 Dependability 

The stability of research data over time and over the conditions of the research data is known 

as dependability (Brink et al., 2016:172-173; Connelly, 2016:438). According to Brink et al. 

(2016:172-173) and Cope (2014:89), dependability refers to the steadiness of data in similar 

conditions. Dependability includes the researcher’s notes of all activities that occur during the 

research study and who to interview and what to observe (Brink et al., 2016:173; Connelly, 

2016:435). The study would be considered dependable if the research study findings were to be 

duplicated with similar participants in similar conditions (Brink et al., 2016:173; Polit & Beck, 

2017:787). 
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In this research study, a thick description of the research is used to ensure the possibility of 

repeating the study by another researcher in another context, e.g., telephonic semi-structured 

individual interviews. Dependability in this study was also reached through peer examination 

and involving a co-coder during data-analysis. 

2.9.3 Confirmability 

Confirmability is neutrality or the degree of consistency of findings and the degree to which 

information could be repeated (Brink et al., 2016:173; Connelly, 2016:435; Cope, 2014:89). In 

this research study, presentation to supervisors and colleagues of research has been made to 

confirm neutrality and consistency of findings, and the research data was sent to the 

supervisors several times. A co-coder was also used to avoid bias in the research study, where 

he checked the information. The researcher kept all records of notes, decisions, and analysis 

progress, and notes were viewed by colleagues and discussed by peer-debriefing sessions 

(Brink et al., 2016:172; Connelly, 2016:435). These help to prevent one person’s perspective 

regarding the study and that, in turn, avoids bias. 

The researcher conducted member checking with study participants to ensure confirmability 

(Brink et al., 2016:173; Cope, 2014:89). The researcher called the research participants 

telephonically and shared the findings while confirming the findings of the data collection. The 

researcher arranged calls with research participants and explained fully what would be 

happening during the call. Nine (9) participants agreed to member checking, and they confirmed 

the findings of the study.  

During member checking, the researcher explained to the participants that she will be checking 

the results found after data analysis has been done and will only need to confirm the findings 

with them (Birt et al., 2016:1802-1803; Brink et al., 2016:172). Confirmability was also reached 

through a detailed description of the research process, as well as during data collection through 

telephonic semi-structured individual interviews using audio-recorders and writing field notes in 

detail. 

2.9.4 Transferability 

Transferability is the manner in which findings are useful to individuals in other settings, and 

differs from other aspects of research in that readers merely determine how applicable the 

findings are to their situation (Brink et al., 2016:173; Connelly, 2016:435). Transferability refers 

to findings that can be applied to other settings or groups; this means the findings should have 

meaning to individuals who are not involved in the study and readers are able to associate the 

results to their own experiences (Brink et al., 2016:173; Cope, 2014:89). This study is 



 

36 

contextual as data collection took place where the challenge or problem is experienced, which 

will allow other people who experience the same problem to associate their experiences to this 

study. 

2.9.5 Authenticity 

According to Cope (2014:89), authenticity speaks of the ability and extent to which the 

researcher expresses the feelings and emotions of the participant’s experiences in a faithful 

manner without sugar-coating anything. Through reporting in a descriptive approach (see 

Chapter 3), the reader was able to convey the participant’s experience through the quotes 

provided.  

Authenticity also includes integrity which refers to critical reflection to uphold valid 

interpretations of the data obtained from the research participants; it is the researcher’s decision 

process and critical appraisal of the evidence and the interpretations thereof (Brink et al., 

2016:173; Cope, 2014:90; Polit & Beck, 2017:788). In this research study, the telephonic semi-

structured individual interviews were transcribed verbatim and analysed according to specific 

data analysis steps, involving a co-coder. 

2.10 ETHICAL CONSIDERATIONS 

Ethical concerns in nursing research are prioritised and the perspectives for nursing ethics are 

maintained to develop ethical behaviour in research (Brink et al., 2016:34; Polit & Beck, 

2017:211; Rani & Sharma, 2012:45). The need for ethical guidelines is that the human rights of 

participants in nursing research must be exercised in ensuring the protection of their safety 

(Brink et al., 2016:34; Rani & Sharma, 2012:45). Ethical issues specific to qualitative research 

are related to informed consent, anonymity, confidentiality, data generation, treatment, 

publication, and participant-researcher relationship (Brink et al., 2016:34; Streubert & 

Carpenter, 2011:60). 

According to Brink et al. (2016:34-38) and DoH Ethics in Health Research Guidelines (2015:14), 

three (3) broad ethical principles was adhered to, as follows: 

Beneficence and non-maleficence 

Maximised benefits and reduced harm to participants were highly considered, as beneficence 

prohibits infliction of harm and non-maleficence encourages no harm (Brink et al., 2016:35-36; 

DoH, 2015:14; Polit & Beck, 2017:211). To ensure this principle, the researcher respected 

healthcare providers and avoided any discomfort, especially emotional, spiritual, social, legal, 
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and economical, as the interviews were conducted telephonically. Healthcare providers 

received full explanations of the research purpose and the definition of concepts in a language 

they could understand. 

Research participants were given opportunities to express how they view what they are involved 

in, and their interests outweighed the interests of the research. Participants were capable to 

make their own choices and were treated with respect and given the chance to exercise self-

determination. 

Distributive justice (equality) 

Equality was possessed for all research participants and they received equal benefits from the 

research study; they were never discriminated against in any form (Brink et al., 2016:36-37; 

DoH, 2015:14). The participants in this study were selected purposefully, as they were chosen 

for reasons directly related to the research problem. All discussions with the participants were 

respected, including those who asked to decline taking part; the researcher didn’t force their 

participation. 

Respect for persons (dignity and autonomy) 

The researcher respected the participants’ right to privacy and confidentiality by keeping their 

names private and participants were also told that an audio-recorder would be used during data 

collection. Research participants were given the opportunity to express how they view what they 

are involved in, and their interests outweighed the interests of the research. Participants were 

capable to make their own choices, were treated with respect, and were given the chance to 

exercise self-determination (Brink et al., 2016:35; DoH, 2015:14; Polit & Beck, 2017:211). 

The researcher made this principle possible through the following: 

 Written legal authorisation was obtained from the North West Provincial Department of 

Health (see Appendices C and D), and the Gatekeeper (Primary Health Care Manager; 

see Appendices E and F) of the health facilities where the researcher collected the data.  

 Initial ethical approval (involving the initially planned focus group interviews), as well as an 

amended ethical approval (involving the telephonic semi-structured individual interviews), 

was obtained from the North-West University’s Health Research Ethics Committee 

(HREC; reference number NWU-00323-20-A1; see Appendix B). 

 Informed signed consent forms were completed by the participants as proof of voluntary 

and informed participation in this study (see Appendix H). 
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 The researcher took responsibility to fully explain the purpose of the research study to the 

participants before data collection, which was to explore and describe the perceptions of 

healthcare providers regarding providing comprehensive care to MHCUs in a community 

setting, including a definition of concepts as well as what is expected from participants. 

 To avoid coercion, participants were fully made aware of their right to participate in this 

study and were also informed of their right to decline participation in this study without 

being penalised or punished in any way. 

Further application of these principles and ethical considerations are discussed in the following 

sub-sections. 

2.10.1 Measures to ensure privacy and anonymity 

According to Brink et al. (2012:37), anonymity means ‘being nameless’, and participants who 

took part in the research study were told of their right that all information received from them 

during data collection would remain anonymous. The interviews were conducted in the form of 

telephonic semi-structured individual interviews, and full confidentiality and anonymity were thus 

promised to the research participants. 

The participants were ensured that their identities would be protected and their privacy and self-

worth maintained. Alphabetical codes were used to identify them rather than using their names 

in the study. During the interview sessions, the participants were informed that the personal 

information shared would be not available to any person and the participants were informed that 

the data generated through the telephonic semi-structured individual interviews will be shared 

anonymously between the participants, researcher, supervisor, co-supervisor, ethics research 

committee, transcriber, and co-coder, and – in synthesised form – through the mini-dissertation 

and a research article. 

De Chasney (2015:12-13) calls privacy and confidentiality data security. He further states that 

neutral settings that are safe, convenient, and therapeutic for research participants are 

conducive for audio-recording the data. He also shares that computers, smartphones, and 

tablets should be secured through security passwords, especially when transmitting sensitive 

information. In terms of loss of information or theft, there should be ways to deactivate to avoid 

unauthorised access of information (De Chasney, 2015:16). These principles were followed, 

and the (1) informed consent forms and (2) demographic data and transcripts of the telephonic 

semi-structured individual interviews were taken in separately and kept in different boxes in a 

locked cupboard in the NuMIQ’s director’s office, at the North-West University, Potchefstroom 

Campus. 
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2.10.2 Legal authorisation and goodwill permission 

Legal authorisation and goodwill permission were obtained as described above and in this 

chapter in the section regarding recruitment and informed consent (see section 2.5). 

2.10.3 Probable experience of participants 

According to Brink et al. (2012:6), one's experience is guided by familiar or functional 

information which increases or sustains one's knowledge; this is known as the probable 

experience of participants. 

In this research, study participants were likely to feel slightly exposed to share their perceptions 

telephonically. This risk was limited through providing thorough information about the study, 

obtaining informed consent, and ensuring that the participants felt ready to start with the 

interview. 

2.10.4 Risk and precautions 

According to Brink et al. (2012:43), major potential risks that are likely to occur in a research 

study include physical harm, physical discomfort, fatigue or boredom, psychological or 

emotional distress, loss of privacy, loss of time, and financial costs. 

A possible risk for the researcher and participants was becoming infected with Covid-19 due to 

contact with one another when gaining initial entry into the community and confirming the 

signed informed consent forms when face-to-face contact was still permitted with participants. 

During the gaining of entry to the population, the researcher strictly adhered to health guidelines 

as set out by Güner et al. (2020:571-576), and as required and practised by the CHC and clinic 

where participants were recruited, namely: 

 Social distancing of at least 2 metres. 

 Regular hand-washing with a 70% alcohol-based sanitising hand rub 

 Wearing an appropriate face mask 

 No touching of face 

 Screening temperature and completing the screening test before entering the CHC and 

clinic premises 
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The researcher furthermore mitigated this risk through conducting telephonic semi-structured 

individual interviews. 

The benefit of the study is that it yielded meaningful recommendations that have the potential to 

improve comprehensive mental health care services to MHCUs in future. It is clear that the 

benefits outweigh the risks. This was a minimal-risk study because it didn’t involve offensive 

objects, using human being’s body parts or bodies to test something, or any physical harm. 

2.10.5 Experience, skills, and competency of the researchers 

The researcher gained experience in research as a group leader while completing the Bachelor 

of Nursing Sciences at the North-West University Mahikeng Campus, under the supervision of a 

supervisor and co-supervisor who have both acquired PhD degrees. In this research study, the 

researcher used this experience and was able to collect data and analyse the data. The 

supervisors in this study both have extensive experience in providing supervision to master’s 

degree students, specifically in qualitative research.  

2.10.6 Data management 

Data captured from the completed data analysis was only shared with the research supervisors, 

transcriber, and co-coder. They were required to sign confidentiality agreements. The data, 

provided in complete format, is saved on the researcher’s password-protected computer. The 

documents are password protected. Hard copies will be stored for five years in the researcher’s 

office. After five (5) years, any hard copy datasets as well as the password-protected folder 

containing the original dataset will be destroyed by the researcher according to the North-West 

University's rules and regulations for data/record management, i.e., the hard copies will be 

shredded and the electronic copies will be deleted from the computer files and from the ‘recycle 

bin’ on the computer. 

2.10.7 Dissemination of results 

After a transparent, detailed analysis of the data, while following good research ethics, the 

findings of the research are concluded on and findings should be shared (De Chasney, 2015:8). 

Dissemination includes publishing and presenting the research findings to colleagues, 

professional peers, and funding organisations and second dissemination includes sharing 

research findings with people from the community who are directly affected by it such as 

community members, advisors, lecturers, and professors (De Chasney, 2015:9). 

The dissemination of results in this research will be done through presenting information to 

research colleagues, MDT members, and members of the community after data has been 
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analysed, and information will be shared through sharing of a hard copy of the results. The 

participants will be visited at their workplaces and short reports will be shared with them, and 

verbal presentations will be delivered during their scheduled MDT meetings. A written report will 

be sent to the NW-DoH, and the research results will be shared at relevant research days. This 

mini-dissertation will be available at the NWU Library, and a research article is planned. 

2.10.8 Monitoring of the research 

The researcher used the approved proposal to conduct the research. The implementation of the 

research was monitored by the researcher and supervisors through at least monthly meetings, 

e-mail, and telephonic communication. The researcher adhered to ethical principles as 

explained in Chapters 1 and 2. No adverse events occurred. The supervisors monitored data 

analysis by comparing the transcripts of the telephonic semi-structured individual interviews with 

final codes. Annual progress reports were written to HREC. 

2.10.9 Conflict of interest 

The researcher of the proposed study has no personal nor financial influence that may have 

inappropriately influenced her in undertaking this study. 

2.11 CHAPTER SUMMARY 

A detailed description of the research design and method followed in this study was given in this 

chapter. The next chapter will deal with the findings and literature integration on the healthcare 

providers’ perceptions of providing comprehensive care to MHCUs in a community setting.  



 

42 

CHAPTER 3: 

FINDINGS AND LITERATURE INTEGRATION 

3.1 INTRODUCTION 

The previous chapter contained a detailed description of the research design and method 

followed in this study. This chapter consists of a discussion of the realisation of data collection 

and analysis as well as a description of the findings and literature integration. 

3.2 REALISATION OF DATA COLLECTION AND ANALYSIS 

As discussed under Chapters 1 and 2, telephonic semi-structured individual interviews were 

used to collect data in this study on perceptions of healthcare providers regarding providing 

comprehensive care to MHCUs in a community setting. Twenty telephonic semi-structured 

individual interviews were conducted and two (2) audio-recorders were used to record the 

healthcare providers’ perceptions and the recordings were transcribed verbatim. An example of 

a transcribed interview is provided in Appendix J. Field notes were taken after each interview 

and are presented in Appendix K. 

The participants’ demographic data is presented in section 3.3 below. Furthermore, data 

analysis was done using the eight (8) steps of Tesch’s (Creswell, 2014:196; Theron, 2015:7) 

coding process. After the co-coder and the researcher analysed the data independently, a 

meeting was scheduled to reach consensus on the themes and sub-themes that emerged from 

the data. These themes and sub-themes are described in detail in section 3.4. 

3.3 DEMOGRAPHIC INFORMATION 

Demographic information of healthcare providers who took part in this research study was 

obtained from the information they completed in Section A of the interview schedule (see 

Appendix I). This information includes: home language, gender, occupation, work environment 

type, number of years of working experience, and the healthcare provider’s roles and 

responsibilities towards the MHCUs. 

Most participants described their roles and responsibilities towards MHCUs as assessing Mental 

Status Examination (MSE), ensuring adherence and compliance of psychiatric medication, to 

provide moral support, to treat symptoms, consultations, assessment and management of 

symptoms, dispensing and ensuring availability of psychiatric medication, review of treatment, 
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provision of mental health education, to provide rehabilitation programmes, referral for six 

months review or for further management and treatment. 

The demographic information is summarised in Table 3.1. 

The following demographic data of participants include the type of institution they work in, 

gender, home language, years of working experience and roles and responsibilities towards the 

MHCUs, for more detail see table 3.1 below: 
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Table 3.1:  Demographic data of participants 

No. Participant Current occupation Institution Gender 
Home 
language 

Years of 
working 
experience 

Roles and responsibilities towards the 
MHCUs 

1. Participant A Registered Nurse CHC Female isiZulu 5-6 years “MSE, possible referral, adherence and 
compliance.” 

2. Participant B Registered Nurse CHC Female SePedi  2-3 years “To provide moral support, to ensure MHCU takes 
medication, to treat symptoms and refer for further 
management.” 

3. Participant C Registered Nurse CHC Female SeTswana 3-4 years “Providing medication and refer them to Bophelong 
hospital when it’s their six months review, and 
encourage them to adhere and comply with their 
treatment.” 

4. Participant D Registered Nurse CHC Female isiXhosa 2-3 years “Dispensing medication. Referral to the doctor for 
renewal of prescriptions and review and MSE on 
their visits.” 

5. Participant E Registered Nurse CHC Female SeTswana 10-15 years “Comprehensive care according to the challenges 
as I believe a MHCU has needs like any other 
people in Maslow’s hierarchy of needs.” 

6. Participant F Medical practitioner CHC Female  SeTswana 8-9 years “Consultations. Review treatments. Review for 
possible referral. Repeat prescription.” 

7. Participant G Registered Nurse CHC Female  SeTswana 20-25 years “Giving of treatment. Mental Status Examination. 
Referrals for evaluation. Treatment adherence. 
Psycho-social evaluation.” 

8. Participant H Registered Nurse CHC Female  SeTswana 3-4 years “We provide patients with treatment, we refer them 
to hospital for review. Encourage them for 
compliance.” 
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No. Participant Current occupation Institution Gender 
Home 
language 

Years of 
working 
experience 

Roles and responsibilities towards the 
MHCUs 

9. Participant I Registered Nurse CHC Female isiZulu 2-3 years “MHCU are unstable: 1. Usually assess them, 2. 
Question their diagnosis, 3. Plan then immediate 
care to stabilise the pt. 4. Manage accordingly, 5. 
Refer to the highest care as needed. Stable 
MHCU: 1. Assess with every contact, 2. Issue Rx 
(usually special packages from BPH/MPH) the 
MHCU Rx is available in facility stock, 3. Refer for 
reviews in six months period accordingly, 4. Offer 
any often care needed despite of mental health 
also e.g. maternity.” 

10. Participant J Registered Nurse CHC Male SeTswana 3-4 years “Provision of mental health care, provision of 
mental health treatment, rehabilitation 
programmes.” 

11. Participant K Registered Nurse CHC Female  SeTswana 15-20 years “Compile monthly stats. Organise awareness 
campaigns. Ensure availability of treatment. Refer 
those who are unstable. Trace those who default 
treatment.” 

12. Participant L Registered Nurse CHC Female isiXhosa 2-3 years “To provide care and health education to the 
MHCU. Providing medical treatment and other 
therapeutic services to the patient.” 

13. Participant M Registered Nurse CHC Female SeTswana 3-4 years “For collection of treatment, review and continuity 
of care. Refer to the doctor for renewal of 
prescription.” 

14. Participant N Registered Nurse CHC Female SeTswana 4-5 years “Assessment, diagnosis and treatment.” 
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No. Participant Current occupation Institution Gender 
Home 
language 

Years of 
working 
experience 

Roles and responsibilities towards the 
MHCUs 

15. Participant O Registered Nurse CHC Female SeTswana 2-3 years “Holistic care, diagnosing of Rx, assisting with 
referrals for prescriptions renewal. Assessing 
progress and relapses. Diagnosis of any other 
health related problems (pregnancy, HIV testing, 
TB etc.). Non-pharmacological care & therapeutic 
care. Family related concerns that may affect 
progress.” 

16. Participant P Registered Nurse CHC Female English 2-3 years “Provide health education, rehabilitative and 
treatment services.” 

17. Participant Q Registered Nurse CHC Female  SeTswana 9-10 years “Continuity of care-adherence and counselling-and 
offer treatment. Make sure that scripts are renewed 
at every six months.” 

18. Participant R Registered Nurse CHC Female  SeTswana 15-20 years “To assist them, provide treatment and ensure they 
recover.  

Health educate the community not stigmatise 
patients with mental illness. They need care and 
support from families, community and health care 
workers. Refer them to the relevant institution e.g. 
hospital for treatment.” 

19. Participant S Registered Nurse Clinic Female SeTswana 10-15 years “Assess patients who are mentally ill, diagnose and 
treat.  

Assist in behaviour modification programme. Refer 
to hospital for review in 6-monthly. Refer newly 
diagnosed patients to hospital for initiation of 
treatment. Continue mental health awareness 
days.” 

20. Participant T Registered Nurse CHC Female SeTswana 4-5 years “Diagnosing, assessment, management.” 
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3.4 RESEARCH FINDINGS AND LITERATURE INTEGRATION 

The following four (4) major themes were identified: 

 Theme 1: Healthcare providers’ understanding of comprehensive care to MHCUs 

 Theme 2: Factors hindering comprehensive care to MHCUs 

 Theme 3: Stakeholders needed for providing comprehensive care to MHCUs 

 Theme 4: Suggestions for improving comprehensive care to MHCUs 

Table 3.2 represents the above major themes as well as the sub-themes of the perceptions of 

healthcare providers regarding providing comprehensive care to MHCUs in a community 

setting. 

Table 3.2:  Healthcare providers’ perceptions regarding providing comprehensive care 

to MHCUs in a community setting 

Theme 1 Theme 2 Theme 3 Theme 4 

Healthcare providers’ 
understanding of 
comprehensive care to 
MHCUs 

Factors hindering 
comprehensive care to 
MHCUs 

Stakeholders needed 
for providing 
comprehensive care to 
MHCUs 

Suggestions for 
improving 
comprehensive care to 
MHCUs 

• Holistic approach to 

mental health care, 
treatment, and 
rehabilitation 
services 

• Provision of 

psychiatric treatment 

• Lack of resources: 

o Shortage of 
nursing staff 

o Financial 
constraints 

o Lack of 
psychiatric 
medication 

• Lack of support: 

o Lack of family 
support 

o Lack of support 
from non-
nursing staff   

• Poor counselling 

skills 

• Stigma attached to 

mental illness 

• Involvement of family 

members 

• Involvement of 

community members 

• Involvement of MDT 

members 

• Conducting mental 

health education 

• Conducting 

awareness 
campaigns 

• Establishment of 

support groups 

• Participating in 

community 
enrichment projects 

• Availability of 

psychiatric 
medication 

• Employment of more 

health professionals 

• More in-service 

training for 
healthcare providers 
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3.4.1 Theme 1: Healthcare providers’ understanding of comprehensive care to MHCUs 

The first main theme of healthcare providers’ understanding of comprehensive care to MHCUs 

is indicated in Table 3.2, as well as in Table 3.2.1 below. The first main theme is divided into two 

(2) sub-themes, as shown in Table 3.2.1 below. 

Table 3.2.1  Healthcare providers’ understanding of comprehensive care to MHCUs 

 Holistic approach to mental health care, treatment, and rehabilitation services 

 Provision of psychiatric treatment 

 

3.4.1.1 Holistic approach to mental health care, treatment, and rehabilitation services 

Participants shared their understanding of comprehensive care to mental health care as a 

holistic approach and treating an individual as a whole human being, meaning psychologically, 

clinically, mentally, socially, and also rehabilitating MHCUs. They also perceived comprehensive 

care as care provided by the MDT members, the community, and the family. Healthcare 

providers further shared that comprehensive care is ensuring that both non-medical and 

medical treatment of psychiatric treatment are always available to MHCUs in the community 

settings. 

The inputs of the healthcare providers are indicated by the following transcript quotations: 

 It entail a holistic approach towards a mental health user with regard to identifying one, 

with regards to treating one, with regard to rehabilitating one (Participant A: Female 

Registered Nurse) 

 In my understanding I think it should be taking care of mental health users in community 

and clinical setting as well in all spheres of life, that’s how I understand it… In all spheres 

of life meaning there are levels of understanding as well psychologically, clinically, 

mentally and socially (Participant D: Female Registered Nurse) 

 That entails giving the mentally ill patients treatment holistically meaning that we are 

including the nurses, the community, the psychologist, the psychiatrist and even their 

family members (Participant G: Female Registered Nurse) 
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 What I can really say about comprehensive care to mental health users is we must not 

just look at the mental health we must look at the person in total look at the psychological 

set up, look at the physical set up, look at other problems that the person might have, look 

at the social problems the person might have, look at financial problem that the person 

may face and attend to it (Participant F: Female Medical Practitioner) 

 

Literature also supports that comprehensive care is much broader than just simply caring for 

MHCUs. According to Mulder et al. (2017:2), it has come to attention that mental health 

disorders and related symptoms have not decreased regardless of continuous mental health 

treatment provided, hence it is still believed that provision of treatment and rehabilitation 

services will assist in maintaining comprehensive mental health care services. 

Comprehensive care, in this case, is mental health care services that attends to the biological, 

psychological, social, environmental, and economic needs of the MHCUs (Hendricks, 2018:10). 

Comprehensive care is aimed at fulfilling the following: developing community and home-based 

care that focuses on rehabilitation, providing care that emphasises early detection, providing 

follow-up care, and promoting available social support services (Maritz, 2010:61). According to 

Hendricks (2018:2), for the MHCUs to receive comprehensive care, their care should be 

associated with assessment, screening, counselling, outpatient treatment, emergency help 24 

hours a day, and referral to appropriate services to satisfy all their health needs. Therefore, 

comprehensive care is based on quality assurance, advocacy and rights protection, capacity, 

and management development, which further encourage appropriate, useful, and patient-

centred care (Maritz, 2010:61).   

In addition, comprehensive health care services are mainly about the MHCUs (Alburquerque-

Sendin et al., 2018:293-298). Comprehensive care is guided by protocols and standards that 

emphasise quality assurance, advocacy, and rights protection, leading to mental health user-

centred care (Maritz, 2010:61). Furthermore, other comprehensive mental health care services 

include the provision of guidance to develop MHCU-centred services, provision of treatment, 

which includes psychosocial interventions, and appropriate feedback on available services 

(Acharya et al., 2017:4). 

3.4.1.2 Provision of psychiatric treatment 

The participants believe that treatment for MHCUs should be available at all times and support 

for compliance should be maintained as it assists the MHCUs not to relapse. They further share 

that not only is it important for the MHCUs, but also for those around the MHCUs because when 
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they are stable then everyone around them is safe. The following direct quotations support the 

findings: 

 Is giving the patient treatment and also making sure the mental health care user takes the 

treatment because if she/he doesn’t take the treatment there is no use because some of 

them take the treatment home and you find out that at home they are not taking it 

(Participant B: Female Registered Nurse) 

 In my opinion it means giving all health care to mental health care users by giving 

medication to them (Participant C: Female Registered Nurse) 

 By taking care of the user and making sure he/she comply to the medication and goes to 

the appointments, the hygiene and other staff if the patient is not doing well the family will 

also be able to give a report and take them to clinic or doctor (Participant H: Female 

Registered Nurse) 

 “After you have actually assessed the patient and detected the problem, then you’ll be 

treating that patient. The treatment includes both medical and a therapeutic one is actually 

based on the rehabilitation program” (Participant I: Female Registered Nurse) 

 

In addition to perceptions of participants, the literature states some strong reasons regarding 

the importance of psychiatric medication regardless of arrears in mental health such as 

detention. The provision of psychiatric medication assists in stabilising the MHCUs and, in turn, 

those living with or around MHCUs become protected as the MHCU is in a good mental health 

state (Edworthy et al., 2016:18).  

Research also supports that mental health treatment should meet minimal standards of clinical 

practice and provision of effective mental health treatment should keep MHCUs stable and 

cause a reduction in community measures related to relapse or psychological distress and 

suicide (Mulder et al., 2017:1-2). 

It can be concluded that healthcare providers’ understanding of comprehensive care to MHCUs 

regarding a holistic approach to mental health care, treatment, and rehabilitation services and 

provision of psychiatric treatment has been reached. More information is indicated under section 

4.2.1. 
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3.4.2 Theme 2: Factors hindering comprehensive care to MHCUs 

This second main theme entails factors hindering comprehensive care to MHCUs indicated in 

Table 3.2, as well as in Table 3.2.2 below. 

This second main theme could be divided into four (4) sub-themes, as shown in Table 3.2.2 

below:  

Table 3.2.2  Factors hindering comprehensive care to MHCUs 

 Lack of resources:  

 Shortage of nursing staff 

 Financial constraints 

 Lack of psychiatric medication 

 Lack of support: 

 Lack of family support  

 Lack of support from non-nursing staff   

 Poor counselling skills 

 Stigma attached to mental illness 

 

3.4.2.1 Lack of resources: Shortage of nursing staff, financial constraints, and lack of 

psychiatric medication 

Healthcare providers who participated in this study share a concern regarding lack of resources. 

Mentioned resources that lack under mental health include shortage of nursing staff, financial 

constraints towards MHCUs and lack of psychiatric medication. Although other resources are 

maintained, healthcare providers still believe that the above-mentioned resources should be 

met and maintained for proper delivery of mental health services to MHCUs.  

3.4.2.1.1 Shortage of nursing staff 

The participants were convinced that one of the major contributing factors which hinder 

comprehensive care to MHCUs is a shortage of nursing staff and also members of other 

professions. It makes it difficult for nursing staff to give full attention to MHCUs as they overwork 

themselves to provide care to all patients in the health facilities. The following direct quotations 

give examples: 
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 Because of the shortage itself it sometimes becomes very difficult for us to 

maintain a list of people that we have in the community and actually make sure 

that they adhere to compliance half the time we don’t have the means we don’t 

have the numbers to go out in the community (Participant A: Female Registered 

Nurse) 

 The first one can be shortage of staff, especially the nursing staff then other health 

professionals (Participant E: Female Registered Nurse) 

 Factors hindering this services are that one aspect I can think of is lot of shortage 

of staff and some other nurses they are not confident enough (Participant K: 

Female Registered Nurse) 

 I will say it is because of the shortage of staff because if the staff was enough then 

we will have a chronic person focusing on this and now his prioritization of the 

patient (Participant K: Female Registered Nurse) 

 

These statements can be supported by literature that limited availability of mental health care 

providers seems to be a major problem in many countries (Thornicroft et al., 2014:279). There is 

a limited number of mental health care providers available, such as RNs with advanced training 

in psychiatric nursing (De Kock & Pillay, 2016:5). Shortage of healthcare providers poses a 

challenge to mental health care services of MHCUs in community settings (Olfson, 2016:567). 

Shamsi and Peyravi (2020:1) also support that shortage of nurses is a major problem 

worldwide. Healthcare providers (nurses) report widespread challenges with obtaining speciality 

in mental health and that, in turn, compromises service delivery to MHCUs in community 

settings (Olfson, 2016:562). In addition, constraints and challenges in mental health include 

shortage of healthcare providers specifically trained in mental health (Kohrt et al., 2018:3). 

Research reports that nurses experience high levels of stress and burnout due to shortage of 

nursing staff, as they have to take on work overload to reach satisfactory work requirements 

(Roets et al., 2018:1-2) 

3.4.2.1.2 Financial constraints 

One of the contributing factors stated by the participants is that most MHCUs do not honour 

their return/follow-up dates because they do not have money for transport to come to the health 

facility, and this statement is confirmed by the following direct quotations from the transcripts: 
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 Some of the people default because they can’t afford to go to (mentioned name of 

the hospital) for argument sake to fetch medication on a regular monthly basis 

(Participant A: Female Registered Nurse) 

 You might find that they don’t have money for transport on the day of the 

appointment and obviously it’s a matter of pitching any other day (Participant F: 

Female Medical Practitioner) 

 Yes, money is also a challenge as they don’t have money to go to the clinic and 

also the hospital for follow-ups because others come after three (3) or four (4) 

months and tells me sister I did not have money for transport. I think if they were 

receiving SASSA grant they will not have such problems as the grant is every 

month and secondly they can drink treatment with food so if there is grant they will 

be able to buy food (Participant H: Female Registered Nurse) 

 I think on the financial most of them rely on SASSA to take part for them to get 

grants so that they have something financial backup (Participant M: Female 

Registered Nurse) 

 You know in our communities economy is the problem, money is the problem if I 

do not have money I am going to miss out on my appointment (Participant N: 

Female Registered Nurse) 

 

Schneider et al. (2016:154) state that many of those affected by mental disorders are more 

likely to experience financial stress, live in inadequate households, have low levels of 

productivity, and suffer from malnutrition. Another author further supports that financial 

constraints seem to be one of the challenges in obtaining mental health care services (Olfson, 

2016:560).  

Furthermore, most unemployed MHCUs are affected by sleep disorders and substance abuse 

disorders (Ibanez et al., 2016:7). Another reason seems to be relapsing due to not having 

enough income to reach health services (Corrigan et al., 2014:40). Research shows that 

MHCUs with low income show increased psychological stress compared to those who earn well 

(Mulder et al., 2017:1-2). Schneider et al. (2016:154) are also concerned about the high 

prevalence of poverty among the mentally ill.  
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3.4.2.1.3 Lack of psychiatric medication 

In the community setting of Mahikeng sub-district, most participants shared that a lack of 

medication is a major problem as the medication is mostly out of stock from the health care 

facility pharmacy. The following are the verbal reports of participants regarding lack of 

psychiatric medication: 

 You know our government maybe lack of medication in the facility like for example today I 

had a mental health care user was suppose maybe to give him diazepam but it was out of 

stock (Participant B: Female Registered Nurse) 

 Shortage of medication because sometimes they come and there is no medication 

because mostly of their scheduled medication are not kept in the facility (Participant E: 

Female Registered Nurse) 

 It’s not like the medicine are there in stock at the clinic all the time they are not there they 

have to be order it’s a procedure (Participant F: Female Medical Practitioner) 

 Ok firstly is lack of resources medication I will say lack medication or should I say 

unavailability of psychiatric medication (Participant C: Female Registered Nurse) 

 I think they end up relapsing because of that community point of view we don’t have the 

kind of medication that they use (Participant A: Female Registered Nurse) 

 

The shortage of resources also affects the distribution of psychiatric medication and that leads 

to a treatment gap of more than 75%; this lack of availability and accessibility of psychiatric 

medication falls under stated mental health barriers (Sidana, 2018:4). The lack of psychiatric 

medication falls under constraints under mental health (Kohrt et al., 2018:3). Unmet needs were 

divided into three major categories, namely: 1) treatments of questionable quality, 2) delays in 

obtaining treatment, and 3) no treatment available (Koposov et al., 2017:1310). The MHCUs are 

therefore experiencing major challenges such as unavailability of medication, which leads to 

relapse, being hospitalised, and reduced value of life (Velligan et al., 2017:449).  

Challenges in receiving and adhering to mental health treatment lead MHCUs to have mental 

health breakdown and relapse, further complicating severe mental illness (Olfson, 2016:575). 
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3.4.2.2 Lack of support 

Lack of family support and non-nursing staff in mental health makes it difficult for healthcare 

providers to provide care towards MHCUs in a community setting. Healthcare providers share 

that MHCUs who are not supported by their family members or non-nursing staff tend to 

relapse. 

3.4.2.2.1 Lack of family support  

Participants shared that most of the MHCUs lack support from their family members as most of 

them do not honour follow-up/return dates and do not comply with medication, and that leads 

MHCUs to relapse. 

This is supported by the following direct transcript quotations: 

 Lack of support by the family at home if the mental health care user does not have 

enough support from the family at home it will be difficult for them to adhere in their 

medication (Participant B: Female Registered Nurse) 

 Sometimes there is no satisfactory family support maybe that person may need to be 

almost like adopted maybe have someone that is taking care of them not necessarily a 

family it can be neighbours just so that there is somebody who is looking after that person 

(Participant F: Female Medical Practitioner) 

 They lack support from their family (Participant G: Female Registered Nurse) 

 

MHCUs are most likely to be in family environments which are characterised by abuse, neglect 

and poor relationship/companionship, and most of MHCUs who find themselves in these 

situations attempt suicide as they are in need of parental support and family-based intervention 

(LeCloux et al., 2016:2597). 

3.4.2.2.2 Lack of support from non-nursing staff 

According to healthcare providers, having to work alone with a lack of non-nursing staff when 

dealing with MHCUs who need specialised care and mental health care attention brings 

exhaustion and lowers morale support. The following quotes supports this finding: 
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 They highlight the fact that they called the police they have called the Emergency Medical 

Response Service (EMRS) but none of them are willing to come and assist unless they 

bring the patient to the clinic and sometimes is actually a serious exercise to the family 

(Participant A: Female Registered Nurse) 

 Like as I was saying that the mental health user must get support from the family and 

community must elaborate on that (Participant B: Female Registered Nurse) 

 O.k. we have access whereby we need social workers but because they are not available 

at our facility level it becomes very difficult to assist the patient and some problems are 

caused by social problems (Participant C: Female Registered Nurse) 

 We need social workers and Ubuntu neighbourliness like people in the neighbour should 

be part of the support group like pastors because they are multi-tasking they can even do 

a job of a social worker or a psychologist they can do that job at a particular time 

(Participant F: Female Medical Practitioner)   

 The South African Police and the EMRS which take long to respond to come and assist 

the patient when they are called in the community setting I think is because they are not 

well trained on how to handle a mental health care user in the community (Participant S: 

Female Registered Nurse) 

 

It is probably not fair or realistic to expect nurses or general medical clinicians to carry more 

than modest mental health care responsibilities, as it lowers the quality of mental health care 

(Olfson, 2016:561). After being diagnosed with a mental illness e.g., depression, MHCUs mostly 

receive only anti-depressants with no other therapy or counselling, even though required 

(Olfson, 2016:561). Nurses report burnout and stress due to lack of support as they have to 

extend their duties to domestic and clerical supervisory duties, serving MHCUs’ meals, 

restraining violent MHCUs, and intern administer medication and admissions (Joubert & 

Bhagwan, 2018:49). Authors further support that nurses complain of stress related to 

overworking by also attending to administrative duties (Roets et al., 2018:1). 

3.4.2.3 Poor counselling skills 

Participants reported that they do not have speciality in psychiatry and that their counselling 

skills are basic and mostly cannot reach the depth of the MHCUs in need of psychological 

assistance. This statement is supported by the following direct transcript quotations: 
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 I think the other one is poor counselling skills when it comes to providing care to mental 

health care users most health care professionals have poor counselling skills (Participant 

C: Female Registered Nurse) 

 So in my point of view and experience were and experience from where I am practicing at 

the moment, there is no passion for mental health but only for other skills. That’s what I 

mean so if there could be cushioned or a focal psychiatric nurse at the clinic or 

psychologist that could be better for the patient (Participant D: Female Registered Nurse) 

 As a professional nurse I am not inclined of what is mental illness, how to treat and screen 

users then comprehensive care is hindered (Participant N: Female Registered Nurse) 

 Yes because in most cases we are dealing with eeeeh eeh… nurses who doesn’t have 

skills who doesn’t understand how to deal with these patients… (Participant R: Female 

Registered Nurse) 

 I think because they are not well trained on how to handle those aggressive or disruptive 

patients (Participate S: Female Registered Nurse) 

 

Literature supports that poor counselling skills still remain a major problem in the health setting. 

It is unfortunate that healthcare providers (e.g., nurses) are not adequately or fully trained to 

address mental health problems because they lack training, capacity building, and skills 

(Koposov et al., 2017:1309-1310). Healthcare providers state some challenges to providing 

comprehensive care that include lack of time, poor communication with specialists, and 

fragmented care (Loeb et al., 2016:2). 

Many healthcare providers have little training in mental health care; even when provided with 

training, healthcare providers tend to lose the motivation for providing mental health services 

because of not being compensated or getting financial incentives (Olfson, 2016:561-562). 

3.4.2.4 Stigma attached to mental illness 

MHCUs in community settings do not have the liberty to live their lives because of how badly 

they are treated because they suffer from a mental illness. Participants shared that members of 

the community do not understand mental health; hence, members of the community keep 

stigmatising people suffering from mental illness. The following direct quotations support the 

statement: 
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 If the mental care users are stigmatise obviously they won’t take their treatment 

(Participant B: Female Registered Nurse) 

 With mental health care there is sort of a stigma to the condition that the user can 

experience which is not necessary really (Participant F: Female Registered Nurse) 

 Firstly it will be a stigma from the community (Participant D: Female Registered Nurse) 

 O.k. there are two factors the first factor the stigmatization like in the community mental 

health care users are being stigmatized (Participant T: Female Registered Nurse) 

 

Researchers also supports that stigma still remains a major problem for mental health in 

community settings. Primary care services for MHCUs are thus faced with various challenges 

affecting the comprehensive delivery of care (Maritz, 2010:61), including mental illness stigma 

(Chan et al., 2018:126; Corrigan et al., 2014:37). Challenges in community settings are still 

stigmatisation of mental health (Marais & Petersen, 2015:21). Recent indications are that stigma 

is still a major problem related to mental health care (Janse van Rensburg, 2018:5).  

The experience of stigma leads MHCUs not to attend follow-up treatment because of feeling 

judged, and family members feel inhibited to express how they feel about the mental state and 

other related issues of their family members (Chan et al., 2018:126). Most MHCUs do not seek 

mental health care services due to the stigma attached to mental health (LeCloux et al., 

2016:2598). The author further supports that high levels of stigma towards MHCUs from the 

communities and healthcare providers set a barrier for seeking required mental health care 

services (Kohrt et al., 2018:2).   

Due to the stigma attached to mental health, and many perceptions and attitudes, MHCUs do 

not receive timely access to mental health care services and that is because of the self-

perceived need for treatment, uncertainty about the effectiveness of mental health treatment, 

and the idea of handling their own problems (Olfson, 2016:560).  

According to Mulder et al. (2017:2) politicians may be convinced that giving more for mental 

health services would be best preferable to address fundamental issues of inequality and 

discrimination.  

In conclusion factors hindering comprehensive care to MHCUs have been supported, as 

resources such as shortage of nursing staff, financial constraints and lack of psychiatric 

medication have been fully explored. Lack of support including lack of family support and lack of 
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support from non-nursing staff has been supported. Poor counselling skills and stigma attached 

to mental illness were also discussed. Conclusion to factors hindering comprehensive care to 

MHCUs is discussed under 4.2.2. 

3.4.3 Theme 3: Stakeholders needed for providing comprehensive care to MHCUs  

The third main theme entails stakeholders needed for providing comprehensive care to MHCUs 

indicated in Table 3.2, as well as in Table 3.2.3 below. 

This third theme could be divided into three (3) sub-themes, as shown in Table 3.2.3 below: 

Table 3.2.3 Stakeholders needed for providing comprehensive care to MHCUs 

Stakeholders needed for providing comprehensive care to MHCUs:  

 Involvement of family members 

 Involvement of community members 

 Involvement of MDT members 

 

3.4.3.1 Involvement of family members  

According to the participants, involving family members in caring for the MHCUs could be very 

helpful and the MHCUs’ compliance to treatment could improve as MHCUs stay with their family 

members most of the time. These perceptions regarding involvement of family members are 

confirmed by the following direct quotations from the transcripts: 

 Ok like I said the family will be involve in the family level (Participant A: Female 

Registered Nurse) 

 Families must be involved, there is nothing that can be done without families of mental 

health care users (Participant E: Female Registered Nurse) 

 Sometimes there is no satisfactory family support maybe that person may need to be 

almost like adopted maybe have someone that is taking care of them not necessarily a 

family it can be neighbours just so that there is somebody who is looking after that 

person (Participant F: Female Medical Practitioner) 
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These findings are supported by literature. Family members are the main source of care for 

MHCUs, which provides more reason for family involvement to be encouraged and emphasised 

(Kohrt et al., 2018:8). An increased level of family support mostly results in lower likelihood of 

mental health care service use, lower levels of depression, less need for mental health care 

services, and reduced suicidal attempts or mental health breakdown (LeCloux et al., 

2016:2597). For maintained provision of care, family-related treatment includes family-based 

treatment such as attachment-based family therapy (LeCloux et al., 2016:2597).  

3.4.3.2 Involvement of community members 

The participants believe that if members of the community could be part of caring for the 

MHCUs or promoting mental health, this could help uplift the image and standard of mental 

health as healthcare providers and members of the community will be working together through 

involvement of community educational programmes and knowledge sharing of how the 

community values and principles are governed, and as the MHCUs will also benefit from the 

support of the members of the community. Benefits that the MHCUs are likely to experience are 

support, more confidence in associating with others, and reduced stigma from the community 

setting, as they will be more accepted and community members’ knowledge will be enhanced, 

too, in relation to mental health. This is supported by the following direct quotations: 

 It helps a lot with regard to the family supporting the user and the community in terms of 

neighbours in the streets (Participant A: Female Registered Nurse) 

 I would say to chief and pastors from the rural area (Participant D: Female Registered 

Nurse) 

 Mental health patients are sensitive they need support of the community members in 

order for them to be strong and adhere to their medication (Participant B: Female 

Registered Nurse) 

 Neighbourhood should be part of the support group like pastors because they are multi-

tasking they can even do a job of a social worker or a psychologist they can do that job at 

a particular time (Participant F: Female Medical Practitioner) 

 

According to Ibanez et al. (2016:7), the WHO recommends an integrated community-based 

mental health system between MHCUs, family involvement, community member’s involvement, 

and MDT members. The reason for community involvement is that should delivery of primary 
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care services not be accessible, at least the MHCUs will know where to receive care or help in 

the community (Kohrt et al., 2018:17). Potential benefits of community involvement are MHCUs 

with changed behaviour, creating a supportive environment, and better provision of care 

towards MHCUs from the community members and their family members because they use 

local cultural idioms leading to more effective mental health support (Kohrt et al., 2018:8).   

3.4.3.3 Involvement of MDT members 

The participants shared that providing care to the MHCUs needs different healthcare providers 

as MHCUs do not only need medical/treatment care when coming for review but also need 

psychological, physical, social, and financial assistance when they come to the health facility. 

These perceptions regarding involvement of MDT members are confirmed by the following 

direct quotations from the transcripts: 

 You know when it comes to a mental health care user I will say multi-disciplinary team 

they are needed to provide the comprehensive… starting from the psychiatrist, the 

psychologist, the social workers and even the professional nurse (Participant B: Female 

Registered Nurse) 

 Psychiatrists, psychologist and nurses as well, I think they also fall under healthcare 

providers who can help the users if I can put like that in short (Participant D: Female 

Registered Nurse) 

 Social worker, psychiatrist who ever is relevant because sometimes the problem is we 

refer irrelevantly so we refer relevantly so because if we refer irrelevantly I don’t think the 

user will get the right help and medication (Participant E: Female Registered Nurse) 

 Ok the medical staff we are definitely needed and then we need social services, 

occupational therapy because some of the patient are very withdrawn they are not active 

and they need to be engaged (Participant F: Female Medical Practitioner) 

 

Different authors are in support of having MDT members, and literature supports it accordingly. 

To render comprehensive mental health care in a community setting, the involvement of the 

MDT is crucial. Healthcare providers differ in their scope of practice, interests, commitment, 

confidence and skills and effectiveness in evaluating and treating mental health problems 

(Olfson, 2016:561). The presence of these MDT members could be very beneficial in providing 

effective primary health care to MHCUs in community settings (Thornicroft et al., 2014:279). 
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Schneider et al. (2016:154) acknowledge the need for a well-functioning MDT for a 

comprehensive rendering of mental health care.  

Furthermore, Smith (2014:18) agrees that human resources are important and that the 

necessary human resources for mental health care include MDT members such as nurses, 

medical doctors, psychiatrists, psychologists, social workers, and occupational therapists. MDT 

members with the necessary skills are needed in the community setting to ensure this care to 

MHCUs (Yesuku-Udechuku et al., 2015:268). Mental health disorders are continuing to be 

treated by psychiatrists and other mental health specialists (Olfson, 2016:562).  

In summary of theme stakeholders needed for providing comprehensive care to MHCUs 

importance of sub-themes which state that involvement of family members, involvement of 

community members and involvement of MDT members is important in the provision of 

comprehensive mental health care. Conclusion to this theme has been discussed under 4.2.3. 

3.4.4 Theme 4: Suggestions for improving comprehensive care to MHCUs 

This fourth main theme of suggestions for improving comprehensive care to MHCUs is indicated 

in Table 3.2, as well as in Table 3.2.4 below. 

This fourth main theme could be divided into seven (7) sub-themes, as shown in Table 3.2.4. 

below: 

Table 3.2.4 Suggestions for improving comprehensive care to MHCUs 

Suggestions for improving comprehensive care to MHCUs: 

 Conducting mental health education 

 Conducting awareness campaigns 

 Establishment of support groups 

 Participating in community enrichment projects 

 Availability of psychiatric medication 

 Employment of more health professionals 

 More in-service training for healthcare providers 
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3.4.4.1 Conducting mental health education 

Most participants believe that conducting mental health education could assist in improving 

knowledge of people, especially members of the community, on matters related to mental 

health. These perceptions are confirmed by the following direct quotations from the transcripts: 

 Community mental health education with regard to the recent mental illness that are there 

that arise and that concern us as a community (Participant A: Female Registered Nurse) 

 By doing health education at the community health centre every morning with alternative 

topics because at the health care centre different community members come every day 

(Participant B: Female Registered Nurse) 

 I think the support group formation will come up with the health education because when 

you put health education so health education with the formation of a support group with 

the mental health care users including the none health care users who will be the family 

members and the community members (Participant E: Female Registered Nurse) 

 Well to teach the patients how to take the medication and how the medication must be 

taken and why the medication must be taken properly and why it must be taken on time 

(Participant F: Female Medical Practitioner) 

 

Mental health education is regarded as an important measure for providing proper non-mental 

health treatment. Health technologies, including educational procedures and information, are 

regarded as important to maintain the provision of mental health (Campos et al., 2018:2102). 

Conducting mental health education is prescribed for all conditions, especially programmes 

involving families of MHCUs or substance abuse disorders, education on adherence and 

relapse prevention (Kohrt et al., 2018:10-11).   

3.4.4.2 Conducting awareness campaigns 

According to the participants, they believe that campaigns regarding mental health could impart 

knowledge on members of the community and that could assist in doing away with stigma. The 

quotes below share perceptions of participants in favour of conducting awareness campaigns: 
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 I think with more guides out there with more road campaigns or shows to actually 

emphasise the importance of mental health care I think people will understand more 

(Participant A: Female Registered Nurse) 

 I think awareness campaign for our community because when it comes to mental health 

there is a lot of stigma so if our community can be educated with regards to what is 

mental health (Participant C: Female Registered Nurse) 

 I think awareness about mental health care in our community and health centres 

(Participant F: Female Medical Practitioner) 

 

Mental health awareness campaigns are also regarded important according to literature. To 

reach and meet mental health needs of MHCUs, research shows that community practices are 

required such as intensive, coordinated, and ongoing outreach necessary for the successful 

care of the MHCUs (Olfson, 2016:573). A study found that most individuals do not seek mental 

health assistance due to lack of awareness about the illness, religious beliefs, lack of family 

support, financial support, financial constraints, family dynamics, family tolerance about 

symptoms, lack of insight about illness, family resilience, or community beliefs regarding mental 

illnesses (Sidana, 2018:4). The author further supports creating awareness about mental health 

issues through information, education and communication, promotion, and prevention of mental 

illnesses; also, reaching community doorsteps of MHCUs will assist in spreading more details 

regarding mental health in the communities (Sidana, 2018:4-5). Conducting awareness 

campaigns includes interventions to decrease stigma, mental prevention programmes targeting 

members of the community, addressing emotional and psychological support, and mental health 

education and awareness (Kohrt et al., 2018:10). Fortunately, there is some improvement in 

reporting mental health symptoms due to greater public awareness of common mental health 

disorders (Mulder et al., 2017:2).  

3.4.4.3 Establishment of support groups 

Most participants believe that there is a need for support groups in the community setting, as 

that will show a sense of caring to the MHCUs and that they are not alone. The following 

transcripts give direct quotes: 
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 I wish people can actually take it a fact that support groups are there to support them, to 

teach them, to help their knowledge (Participant A: Female Registered Nurse) 

 I will just give one more support group maybe, what do you call that when people go to 

church and speak to the pastor give a support (Participant D: Female Registered Nurse) 

 I think the support group formation will come up with the health education because 

when you put health education so health education with the formation of a support 

group with the mental health care users including the none health care users who will 

be the family members and the community members (Participant E: Female Registered 

Nurse) 

 Because at support group they will be motivating each other, supporting and 

encouraging each other and how to care for each other. And also their family members 

(Participant G: Female Registered Nurse) 

 

In support of these perceptions, support groups are highly accentuated/recommended in 

literature. Coping with psychological distress is a common focus of group interventions as it 

includes cognitive-behavioural approaches and relaxation techniques (Reiser et al., 2016:118). 

Research further supports that MHCUs with severe or moderate mental health problems may 

need rehabilitation or support in their interactions (Olfson, 2016:573). Support groups may be 

useful within mental health recovery especially if it includes spirituality (Forrester-Jones et al., 

2018:384). In another study, respondents shared the positive benefits of support groups in how 

it assisted them in handling stress, promoting mental health, self-care, and improved work 

performance (Kahn et al., 2016:164).  

3.4.4.4 Participating in community enrichment projects 

To rehabilitate the MHCUs, the participants believe that extramural activities should be put in 

place at the community setting to allow MHCUs to refresh their minds and keep themselves 

busy. Here is a direct quote from the transcripts to support this perception: 
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 They must do something in the community like playing soccer or doing certain chores like 

removing the grass, gardening and other stuff (Participant B: Female Registered Nurse) 

 I think that they are important because mental health doesn’t involve us, it have its 

medication on its own it also needs activities that will keep the users busy and also help 

them to be able to deal with their problems because not every mental illness requires 

medication. Alone some activities that will assist the patient to deal with their problems 

(Participant C: Female Registered Nurse) 

 Up to know we don’t have anything in the community it’s only the referral system to do for 

now.  But we could have had something like rehabilitation centres where we can send 

them, where they can feel free and know that they are accepted. 

 

Literature supports the importance of community enrichment projects. According to Talmage 

and Knopf (2017:7-10), community enrichment is said to be inclusive, meaning it is regarded a 

community outcome that results from methods of inclusion that use diversity as a resource and 

inclusion of all individuals and groups who were never included before (integration of all 

members in the community). Community enrichment is a leading process to community 

development aimed at positively enhancing the community through activities (sports), events, 

structures, and community functions, with the purpose of exploring new cultures, meeting new 

people (mentorship, friendship, and social interactions), learning new things, and experiencing 

new things (Talmage & Knopf, 2017:20-21). The following programmes and activities are 

necessary for ensuring community enrichment: family activities, social and independent living, 

skills training, medication adherence support groups, dealing with stigma, employment 

opportunities / income generation e.g., gardening projects, self-help groups and life skills 

programmes, which lead to reduced social exclusion (Kohrt et al., 2018:11).   

3.4.4.5 Availability of psychiatric medication 

Participants believe the availability of medication in health care facilities could make the smooth 

running of care possible because MHCUs will not need to be sent to hospital for collection of 

treatment, and a reduction in relapse of MHCUs will be a positive outcome. Below are the direct 

quotes from the transcripts supporting this perception: 
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 Government need to put measures into place to make sure that medication to mental 

health care users is always available (Participant A: Female Registered Nurse) 

 So you must make sure that even at home the patient takes treatment (Participant B: 

Female Registered Nurse) 

 Resources that’s going to meet the Mental Health Care Users’ needs such as availability 

of medication (Participant C: Female Registered Nurse) 

 

Caring for MHCUs in a community setting, healthcare providers aimed to prescribe a growing 

number and various mental health service provisions, in order to treat MHCUs with different 

mental health conditions (Olfson, 2016:559). Studies highlighted the need for improving 

accessibility of treatment for MHCUs, particularly in rural areas or where MHCUs need 

transport, as health facilities are far (Kohrt et al., 2018:6). Policy planners and mental health 

professionals must work on the following strategies: ensuring availability of affordable and 

appropriate medication at public mental health facilities located in the community, for reduction 

of the treatment gap and MHCUs’ satisfaction with treatment and treatment continuity (Sidana, 

2018:4-5). Increased availability and ease of prescribed psychiatric medication mean positive 

provision of mental health services (Olfson, 2016:567). Psychiatric medication was delivered to 

assist MHCUs to stay stable and to function better (Kohrt et al., 2018:12). 

3.4.4.6 Employment of more health professionals 

Having enough and properly trained healthcare providers could uplift the standard of mental 

health in the community level and MHCUs could get the needed mental health attention they 

need. Following are the direct quotes from the transcripts: 

 Firstly is to employ health care professionals who are well trained when it comes to 

mental health (Participant C: Female Registered Nurse) 

 I think more than anything I wish we have more nursing staff so that all nurses that are 

on duty will have commitment to special need of mental health care users (Participant 

A: Female Registered Nurse) 

 Well lack of personnel is a serious problem because maybe that’s where it involves HR 

because it actually need more personnel being hired to balance out (Participant F: 

Female Medical Practitioner) 
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Employment of more health professionals is not only important to research participants in this 

study, but also to authors of different literature. Expanding employment and involvement of 

healthcare providers in the provision of mental health care services in the community setting 

enhances the delivery of evidence-based mental health care services to MHCUs (Olfson, 

2016:567). More healthcare providers in the health care services will allow better service 

delivery through increased outreach programmes, increased provision of mental health 

education, increased promotion of adherence monitoring, and improved documentation as 

delegation of staff will be enough (Kohrt et al., 2018:12-13). The reason for employing more 

healthcare providers is for better provision of mental health care services to assist with 

challenges in mental health (Olfson, 2016:561). The employment of more health professionals 

and an increased number of health care students in colleges would improve care in the 

community settings (Shamsi & Peyravi, 2020:1-7). Employment of more health care 

professionals will eradicate the shortage of healthcare providers and will increase future hope of 

a maintained number of healthcare providers (Shamsi & Peyravi, 2020:1-7). More health care 

providers deliver a vital and growing proportion of frontline service to MHCUs in the community 

settings (Olfson, 2016:560). 

3.4.4.7 More in-service training for healthcare providers 

Participants have a strong belief that in-service training for healthcare providers could assist in 

upgrading their knowledge of mental health care and how to care better for the MHCUs. 

Provided below are the direct quotes from the transcripts supporting these perceptions 

regarding more in-service training: 

 There should be more in-service training when it comes to mental health care I know we 

have done psych but we need training I believe there is new information coming every day 

(Participant C: Female Registered Nurse) 

 I think the psychiatrist should train the nurses and also the basic training like I said 

(Participant D: Female Registered Nurse) 

 With the training I am not 100% sure but it can be done because when you do something 

you wait for the outcome because with one year training and with four year course with 

the mental health module is a very short time so with training maybe it can improve I 

believe it can work only when the person is determine (Participant E: Female Registered 

Nurse) 
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 But I don’t think they get holistic care because some of the personnel are not trained there 

really do need re-training on psychiatric patient. How to evaluate them and so on 

(Participant G: Female Registered Nurse) 

 Nurses will also be trained for the care of this patients especially those ones that are not 

trained for psychiatric nursing they will get a chance to be trained  and they will have skills 

to take care and treat the mental health users, so there will be no gaps to start with on the 

care of mental users that’s what I think (Participant J: Male Registered Nurse) 

 The one that I was for the community, for the facility I think continues in-service training 

and proper coordination of the program  (Participant T: Female Registered Nurse) 

 

More in-service training and formalised educational opportunities under mental health for 

healthcare providers could upgrade the standard of service provision because knowledge is 

indeed the way to success, and literature supports that, too. According to Alburquerque-Sendin 

et al. (2018:293), health providers caring for MHCUs need extensive training, dedication, and 

motivation that aim at comprehensive care. Challenges in community settings still include low 

prioritisation, poor planning, and poor pre-service training of generalists in mental health care 

and poor service delivery (Marais & Petersen, 2015:21). 

To stop/minimise healthcare providers’ distress, more training about mental health could be 

promoted through health technologies in order to promote care to the MHCUs (Campos et al., 

2018:2101). Hendricks (2018:2-4) shares that MHCUs do not receive adequate mental health 

services due to lack of appropriate service provision in community settings, lack of training and 

knowledge of healthcare providers, negative attitudes, and poor understanding of mental illness. 

Authors believe that in order to provide adequate care, nurses require specialised psychiatric 

nursing knowledge and skills when caring for MHCUs (Joubert & Bhagwan, 2018:49). 

It can be summarised from direct quotation and literature that suggestions for improving 

comprehensive care to MHCUs have reached consensus under sub-themes conducting mental 

health education, conducting awareness campaigns, the establishment of support groups, 

participating in community enrichment projects, availability of psychiatric medication, 

employment of more health professionals and more in-service training for healthcare providers. 

The conclusion of the sub-theme is further discussed under 4.2.4. 
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3.5 CHAPTER SUMMARY 

The findings of this study on describing and exploring healthcare providers’ perceptions 

regarding comprehensive care to MHCUs in a community setting, data analysis, as well as 

literature integration were discussed in this chapter. From direct quotations from the transcripts, 

the findings were enriched as verbalised by the participants. In the next chapter, the researcher 

discusses the conclusions, limitations, and recommendations of the study with specific 

reference to nursing education, nursing research, and nursing practice. 
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CHAPTER 4: 

CONCLUSIONS, LIMITATIONS, AND RECOMMENDATIONS 

4.1 INTRODUCTION  

In the previous chapter, the realisation of data collection and data analysis, including results 

description and literature integration, was discussed. The findings were fully discussed, 

supported by direct quotations from the transcripts. In the following chapter, the conclusions, 

limitations, and recommendations of the study will be made with specific reference to nursing 

education and nursing research including nursing practice. 

4.2 CONCLUSION OF THE STUDY 

From data analysis, four (4) major themes were identified after 20 telephonic semi-structured 

individual interviews with healthcare providers as discussed in Chapter 3. Conclusions on these 

four (4) major themes will be discussed separately. These conclusions provide meaning on the 

participants’ perceptions regarding comprehensive care to MHCUs in a community setting, and 

address the gap highlighted in the problem statement of this study (see Chapter 1, section 1.3). 

4.2.1 Conclusion regarding healthcare providers’ understanding of comprehensive 

care to MHCUs 

Participants shared that the provision of comprehensive care to MHCUs should be considered 

to be whole and not leaving any aspects related to care out. Speaking of all aspects, the 

participants mentioned that MHCUs should be cared for mentally/psychologically, physically, 

clinically, and socially, and treatment/medication should always be provided. 

4.2.2 Conclusion regarding factors hindering comprehensive care to MHCUs 

From the findings of this research study and literature confirmation, it is clear that many factors 

are a challenge when it comes to mental health care provision. Most health facilities are 

challenged by similar factors which make it difficult for mental health care provision to be 

maintained. Among other factors, the shortage of nursing staff and lack of support from non-

nursing staff compromises the care to MHCUs, as they cannot receive comprehensive care. 

Lack of family support also deteriorates the proper care that these MHCUs should be receiving 

because once they receive medication from the community health centre and go back home, 

most of the family members do not care to assist or even remind them to take their medication 

accordingly. This also affects their follow-up dates as some are not mentally stable to keep 
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record of most important treatment measure such as return dates for review. Lack of psychiatric 

medication in community health centres seems to be the most common factor, and when the 

medication is out of stock, these MHCUs should be referred to the hospital to collect medication. 

Most MHCUs relapse from medication because they do not have money to go to CHCs for 

treatment or to go to hospital for the collection of medication. Stigma regarding mental health 

poses a big risk to these MHCUs because of its attachment to mental health, which leads to 

lack of support and consideration towards the MHCUs. Poor counselling skills also affect 

provision of care to MHCUs negatively. This is mainly caused by a lack of knowledge or a lack 

of trained personnel with adequate skills in mental health, and that compromises adequate 

counselling of MHCUs and leads to compromised service delivery under mental health. 

4.2.3 Conclusions regarding stakeholders needed for providing comprehensive care 

to MHCUs 

For comprehensive mental health care to be reached, several stakeholders could be considered 

and that could uplift a positive outcome for mental health as supported by the research findings 

and literature confirmation. To close the gap in mental health care provision, all aspects of 

support to care should be considered; for example, family should be involved, community 

members, and all members of the MDT should take part in providing care to the MHCUs. If 

provision of care is considered from the community setting to the CHC, nothing will be missed 

and the MHCUs will receive comprehensive care without any compromise. 

4.2.4 Conclusion regarding suggestions for improving comprehensive care to MHCUs 

Suggestions for improving comprehensive care to MHCUs are conducting mental health 

education, awareness campaigns, support group establishment, community enrichment 

projects, availability of psychiatric medication, employment of health professionals, and more in-

service training for healthcare providers. By following the abovementioned suggestions, mental 

health care provision could improve and upgrade mental health care services.  

4.3 EVALUATION OF THE STUDY 

Mental health care provision seems to be a very distinct and broad type of discipline. Other than 

other existing health needs, mental health seems to need more attention as it is most 

demanding/challenging. From the community setting to the CHCs/facilities, nothing should be 

left out, in order for the MHCUs to receive complete care. Comprehensive mental health care 

needs a holistic approach in care, treatment, and rehabilitation services; enough healthcare 

providers including members of the MDT are therefore needed. Comprehensive mental health 
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care needs members of the community and family members of the MHCUs to be involved in 

provision so that continuity of care can be maintained to avoid MHCUs relapse. 

The research aim and objectives for this study were to:  

 Explore and describe the perceptions of healthcare providers regarding factors that hinder 

providing comprehensive care to MHCUs in the community setting of Mahikeng sub-

district of the NWP, SA. 

 To explore and describe the perceptions of healthcare providers who are needed to 

implement comprehensive care in the community setting of Mahikeng sub-district of the 

NWP, SA. 

 To explore and describe the perceptions of healthcare providers on what can be done to 

improve comprehensive care for MHCUs in the community setting of Mahikeng sub-

district of the NWP, SA.  

Based on these findings and conclusions, it can be concluded that the aim and objectives of the 

study were met and the central theoretical argument is supported. Recommendations for 

nursing education, research, and practice could be formulated (see section 4.5 below). 

4.4 LIMITATIONS OF THE STUDY 

The limitations identified by the researcher of this study are discussed below: 

 The inclusion criteria were all members of the MDT, but because of the Covid-19 

pandemic, psychologists, social workers, psychiatrists, etc. could not be found in the 

community setting (CHC) and clinics as they were only based at the hospital setting to 

avoid moving around; therefore, only RNs and one (1) medical doctor took part during 

data collection. 

 Covid-19 itself was a major challenge for data collection, as the researcher had to change 

the data collection method from focus group interviews to telephonic semi-structured 

individual interviews. 

4.5 RECOMMENDATIONS FOR NURSING EDUCATION, NURSING RESEARCH, AND 

NURSING PRACTICE 

From the findings, literature, and conclusions of this study as discussed above, 

recommendations for nursing education, nursing research, and nursing practice are discussed 

below.  
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4.5.1 Recommendations for nursing education 

 Nursing education should aim to improve the knowledge and insight of healthcare 

providers through promoting workshops, training, and advanced diplomas or degrees for 

all healthcare providers who meet the requirements, in order for comprehensive mental 

health care to be reached.  

 Training should be offered to nurses on mental health strategies related to promotion 

through mental health campaigns, community outreach programmes, and also through 

school visits as mental health affects everyone, even from a young age. 

 Training should be offered to nurses regarding provision of primary, secondary, and 

tertiary care to MHCUs, their families, and the community through all phases of mental 

illness, including integration into the community, thereby involving the prevention of 

mental illness, promotion of mental health care and treatment to rehabilitation. 

 Nurses should receive more training on the role of advocacy in the care, treatment, and 

rehabilitation of the MHCUs and how to collaboratively work with / involve other MDT 

members. 

 Training of MDT members in relation to working in the community setting should be 

provided. 

 Workshops should be presented to nurses and MDT members regarding the 

establishment of therapeutic relationships with MHCUs, their family members, and the 

community at large because of their lack of skills in handling MHCUs who have mental 

breakdowns, leading to nurses tending to be afraid of MHCUs. 

 Short courses should be offered on population risk identification related to mental health 

problems through engaging the self into the community, for early detection and early 

mental health interventions in communities. 

4.5.2 Recommendations for nursing research 

From the findings of this research study on exploring and describing healthcare providers’ 

perceptions regarding providing comprehensive care to MHCUs in a community setting, further 

research is needed. Research is mainly and specifically recommended in the following areas: 

 More research should be done on which educational activities are needed to improve 

comprehensive care in a community setting. 
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 Research should also be done on the positive impact among MHCUs who receive 

comprehensive care in a community setting. 

 More research should be done to explore the insight of community members, caretakers, 

and family members regarding insight into mental health.  

 Research should be done on compliance and adherence to psychiatric medication, 

including measures which hinder service delivery related to psychiatric medication. 

 More research should be done on factors which lead to shortage of nurses and factors 

which enhance nursing retention. 

4.5.3 Recommendations for nursing practice  

From the research findings on exploring and describing healthcare providers’ perceptions 

regarding providing comprehensive care to MHCUs in a community setting, recommendations 

will be given for nursing practice and these are outlined below: 

 Continuous mental health education should be encouraged when dealing with MHCUs. 

 Prevention programmes which will include three (3) levels of prevention should be 

promoted: primary, secondary, and tertiary programmes. 

 Healthcare providers should maintain mental health awareness campaigns to keep mental 

health information open to everyone. 

 Mental health co-ordinators should keep all healthcare providers in line with upcoming 

programmes on mental health and should support relevant stakeholders in promoting 

comprehensive mental health care in community setting. 

 Mental health care sectors should strive to work together with non-government 

organisations and other government departments for the promotion of comprehensive 

mental health care through workshops, campaigns, and mental health education. 

 Advanced mental health nurses should facilitate mental health workshops, as that will 

promote knowledge especially to recently qualified nurses. 

 The development and maintenance of support groups for MHCUs should be available, 

and the evaluation of the experiences of role players who develop a support group should 

be conducted. 
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 Psychiatric medication should be more available in the health care facilities. 

 Employment of more health professionals should be promoted in mental health settings to 

ensure full coverage of comprehensive care towards the MHCUs and to avoid shortage of 

staff members. 

 Community enrichment projects should be developed and maintained, and participation of 

healthcare providers should be encouraged including members of the community and the 

MHCUs. 

 During provision of care in the health facilities, involvement of and support from the MDT 

members, family members, and community should be encouraged during provision of 

care to the MHCUs. 

 More and enough mental health environments/infrastructures, buildings, facilities, or 

places where MHCUs receive care, treatment, or rehabilitation assistance, diagnostic or 

therapeutic interventions, or other health services, and health facilities such as community 

health and rehabilitation centres, clinics, general hospitals, and psychiatric hospitals 

should be made available in the nursing practice to allow better mental health care service 

delivery. 

 Increased employment of nurses in the community setting could assist with the shortage 

of nursing staff. 

 More support for nursing staff is needed through the recognition of nurse’s roles, an 

improved working environment, the provision of professional independency, flexible 

working schedules, improvement of facility structures, and improved salaries, as this could 

work as a motivation for nurses to do better work in caring for the MHCUs. 

4.6 CONCLUDING REMARKS 

The aim and objectives of this study were reached through exploring and describing perceptions 

of healthcare providers regarding providing comprehensive care to MHCUs in a community 

setting in Mahikeng sub-district, NWP. Through exploring and describing healthcare providers’ 

perceptions, knowledge and insight was gained on what/who is needed to provide 

comprehensive care and factors were highlighted which hinder comprehensive care among 

MHCUs in a community setting. 
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The findings and conclusions of this study indicated that improvement is needed in mental 

health care in general and all relevant aspects to improve comprehensive care among MHCUs 

in a community setting should be given full attention. 

Recommendations for nursing education, nursing research, and nursing practice were made. 

These recommendations are likely to improve comprehensive care to MHCUs in a community 

setting.  
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APPENDIX I: DATA COLLECTION TOOL (DEMOGRAPHIC DATA, 

DEFINITION OF CONCEPTS AND INTERVIEW SCHEDULE) 

 

DATA COLLECTION TOOL 

Dear Participant 

Thank you for your willingness to participate in the research study with title: Healthcare 

providers’ perceptions of providing comprehensive care to mental health care users in a 

community setting 

Please complete the following demographic information under Section A and read through the 

definitions of concepts that will be used during your telephonic semi-structured individual 

interview.  

Please provide your contact number where you can be reached for your telephonic 

interview: _____________________________________ 

SECTION A: DEMOGRAPHIC DATA (mark with X) 

Current occupation: 

Dental practitioner  Registered Nurse  

Dietician  Psychiatrist  

Medical practitioner  Psychologist  

Occupational therapist  Social worker  

Pharmacist  Speech therapy and 
Audiology 

 

Physiotherapist  Other: ___________  

 
Institution: 

Ward based outreach team  CHC  Regional hospital  

Clinic  District hospital  Other hospitals  
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Gender: 

Male  Female  Other  

 
Home language: 

Tswana  

Sotho  

Xhosa  

English  

Afrikaans  

Other: ____________________________  

 
Years working in community setting with MHCU: 

Less than 1 year  5-6 years  10-15 years  

1-2 years  6-7 years  15-20 years  

2-3 years  7-8 years  20-25 years  

3-4 years  8-9 years  25 years +  

4-5 years  9-10 years    

 
Role and responsibilities towards the MHCU: 

 ____________________________________________________________________________  

 ____________________________________________________________________________  

 ____________________________________________________________________________  

 ____________________________________________________________________________  

 ____________________________________________________________________________  

 ____________________________________________________________________________  
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DEFINITIONS OF CONCEPTS 

The following concepts are prominent in this research: 

MHCU 

MHCU are individuals receiving care and treatment from mental health care facilities (South 

Africa Mental Health Care Act 17, 2002:5, 6). In this research study, MHCU refer to all 

individuals who seek mental health treatment, including newly mentally diagnosed patients and 

known mentally ill/psychiatric patients at a community setting in the North West Province. 

Comprehensive 

Comprehensive means ‘complete’ or ’full’, aimed at including all details, items, facts, 

information, that may be concerned for something to be achieved fully and thoroughly (Oxford 

advanced learner’s dictionary, 2010:296). 

Care 

Care is defined as attention or thought given to a matter which needs proper handling to avoid 

doing wrong or harm i.e. what an individual may need for their health or protection (Oxford 

advanced learner’s dictionary, 2010:212). 

Comprehensive care 

Comprehensive care means fulfilling maximum quality of care through developing community 

and home based care that focuses on early detection, follow-up care, rehabilitation and 

promoting available social support services (Maritz, 2010:61). It also involves the use of 

protocols and standards that emphasize quality assurance, advocacy, rights protection, as well 

as capacity and management development; leading to patient-centred care (Maritz, 2010:61).  

In this research study comprehensive care therefore means quality care and treating MHCUs 

comprehensively by implementing and practicing proper and needed care on a daily basis, 

which includes rehabilitation, early detection of illness, follow-up care, social support services, 

advocacy, assessment, health education and receiving medication to MHCUs in the community 

setting. 

Perceptions 

The Oxford advanced learner’s dictionary (2010:1087) defines perception as the way one 

notices things, mostly with senses and also by the ability to understand the true nature of 
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something, meaning the reasoning, thinking, and viewpoint: simply, insight. In this study, 

perceptions refer to the meaning, thoughts, and viewpoints of healthcare providers regarding 

comprehensive care to MHCU in a community setting in the North West Province. 

Community setting 

According to Smith et al. (2012:2) community setting is a level of care where integrated, easy to 

access, health care services are provided by healthcare providers who are accountable, and 

who develop a continuous therapeutic relationship with health care users. 

In this research study, a community setting will be where the MHCU receives mental health care 

services, live and work; specifically, the community setting in the North West Province.  
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SECTION B: TELEPHONIC SEMI-STRUCTURED INDIVIDUAL INTERVIEWS 

 

The following questions will allow the researcher to explore and describe perceptions on factors 

hindering comprehensive care to MHCUs in the community setting. 

DATA COLLECTION TOOL/INTERVIEW SCHEDULE 

The following questions will be posed to the participants during the telephonic individual 

interviews. However, a semi-structured data collection method will be applied.  

An interview schedule of about 3-5 questions is formulated, as that will allow the participants to 

explore and describe perceptions on factors hindering comprehensive care to MHCUs in the 

community setting, and the following are the questions that will be asked: 

In your view, what does comprehensive mental health care entail? 

In your opinion, what factors hinder comprehensive care to Mental Health Care Users (MHCU) 

in the community setting? (Why?) (Motivate) 

Who do you think is needed to provide comprehensive care in the community setting? (Why?) 

(Motivate) 

What do you think can be done to improve comprehensive care among MHCU in the community 

setting? (Why?) (Motivate) 

Any other comments on comprehensive care to MHCUs 

 

 

 

THANK YOU FOR YOUR TIME AND INPUT! 
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APPENDIX J: EXAMPLE OF A TRANSCRIPT OF AN INDIVIDUAL 

INTERVIEW WITH A HEALTHCARE PROVIDER 

Participant A 

Phone ringing 

Participant A:  Hey Sibs. 

Researcher:  Hello sister how are you? 

Participant A:  Sharp wena? 

Researcher:  I am good, as you know I am sister Sibalala and I am conducting my 

research interview with you today which is relate to my masters can I still continue? 

Participant A:  Yes, you are more than welcome.  

Researcher:   may I please try to remind you of some of the things that we discussed 

during the signing of the informed consent and addressing the research?  

Participant A:  Alright.  

Researcher:  Ok this is the formal interview and it is recoded as I told before and 

reminded you earlier on and for this interview I will kindly like to name you participant A and not 

your name because of the confidentiality related measures. 

Participant A:  Alright. 

Researcher:  And the recoding will take about 30-45 minutes if not close to an hour. 

Participant A:  Alright. 

Researcher:  Ok may I please remind you that aah your phone should be on silent mode 

so that there will be no incoming calls as we talk and that I will also like to ensure that the door 

is locked so that there is no entry of other people will occur during the interview, is that so? 

Participant A:  Yes, no problem. 

Researcher:  And if maybe you need to use the bathroom before I start with the interview 

I can pause a little while and then you go out and come back. 
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Participant A:  Alright I am ok we can continue. 

Researcher:  But firstly I will like to thank you for allowing you to be part of my research 

study. 

Participant A:  You are most welcome.  

Researcher:  Ok the research topic is health providers’ perceptions on comprehensive 

care to mental health care users in a community setting. 

Participant A:  Ok. 

Researcher:  And you qualify to be part of this research study because you are a 

professional nurse and are registered with the South African Nursing Council is that so? 

Participant A:  Yes, it is. 

Researcher:  And you are working in a community health centre and you and more than 

two years’ experience being a professional nurse. 

Participant A:  True. 

Researcher:  Ok so now I would like to start with the, with asking of questions and if you 

maybe if you do not want to continue with this research you can tell me now because of is part 

of the measures that we discussed that the participation is voluntarily.  

Participant A:  Yes, Mam. 

Researcher:  So may I continue with the interview? 

Participant A: Yes, you can. 

Researcher:  Ok. thank you. 

Researcher:  Ok thank you the first question that I am going to ask you is   that in your 

view , I have five questions but the fifth question is just an additional one for you to add any 

other comment that you have with mental health care users. 

Participant A:  Alright. 

Researcher:  Ok thank you the first question is in your view what does comprehensive 

care to mental health care entail? 
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Participant A:  It entails a holistic approach towards a mental health user with regard to 

identifying one, with regards to treating one, with regard to rehabilitating one and with regard to 

full compliance and adherence of medication for mental health care users who have mental 

illness. 

Researcher:  So I heard that you are naming them but not emphasising more may you 

please do that for me so that I know when you say treatment what are we talking about are we 

talking rehabilitation what are we really talking about. 

Participant A:  With the first one I said to identify one meaning there are people who are 

mentally ill in the community some are  not confirmed so to speak, if we identify one with regard 

to signs and symptoms  we are in the position to then refer the patient to the nearest facility in 

this case xxxxxxxx psychiatric hospital with regard to signs and symptoms that we will be seeing 

at that pointing and time with regard to the specific character we then refer, with regard to 

treatment we mean after the person has  been identified and referred accordingly  when they 

come back and are referred down to the local clinic we are in the position to then maintain the 

relationship with the person to make sure that they adhere to taking medication on regular daily 

bases we avoid having relapses we then look into the family support system as well we then 

look to the health care support system as well to make sure and assure that the patient actually 

complies and adheres to medication that he or she is supposed to be taking and if there are any 

further steps that need to be taken with regard to rehabilitation we introduce them to necessary 

vocational facilities that will be in a position to assist the person with regards to everyday life 

and to acquire skills on how to pursue and to accept their mental illness 

Researcher:  Ok so when you refer on your side, when you refer those ones who are 

being confirmed I’d like to assume that or maybe you can correct me when you said they are not 

being confirmed you mean the diagnosed. 

Participant A:  Yes if somebody comes and the family brings them normally with in the 

family there those ones who will say this person has been acting weird for the past couple of 

days and have been giving us problems and they lay out what the problem is and sometimes 

even by looking at the patient the things he or she will be saying and doing will then conclude 

on the fact that we query psychosis we may not necessarily declare which type of psychosis 

whether is depression whether is bipolar you understand what I am saying with regard to 

declaration of DMS5 or DMS6 in terms of classifying the type of psychosis the person is going 

through, so we will be in a position to see what the patient is presenting based what the patient 

is presenting we will then refer accordingly obviously they start at the general hospital where 
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they then do the 72 hours observation which will then conclude whether this person should be 

referred to a psychological institution.   

Researcher:  Ok so when they are referred to the hospital who do they meet I want to 

understand the comprehensive that they get when they arrive there. 

Participant A:  Ok if for augment he is from a clinical which is a community level we will 

obviously be the ones that will be in the position to assess the patient as professional nurses 

from there we do a referral to the general site of the hospital where the patient will be seen 

specifically by other professional nurses, by other professional teams in terms of the disciplines 

that are there in the hospital whether being a psychologist or a psychiatrist depending on the 

needs of the patient at that pointing time and then the team itself which is the professional nurse 

the doctor meaning the general doctor then the psychologist if not the psychiatrist will be in the 

position to be involved in the persons case to conclude and decide if whether the patient is in 

need of psychiatric admission and psychiatric treatment. 

Researcher:  Ok may I please go to the next question? 

Participant A:  No problem  

Researcher:  Ok the second question is in your opinion what factors hinder 

comprehensive care to mental health care users in the community the community setting? 

Participant A: I will say majorly majorly stigma itself stigma from the community members itself 

to say we as professional we know you can never declare a person as mad in any African 

language we know that we have mental health care users so the stigma itself is the one that 

hinders most of the times when someone shows signs and symptoms people then conclude that 

is actually witch craft, they conclude that the family itself will perceive the fact that this person 

doesn’t wat to take responsibility of their lives therefore they fail to see the necessity to take the 

person to professional help that’s the first element which hinders’. The second element will be 

the fact that we know for sure as professional that there is what we call mental health act which 

involves different disciplines or team members to actually assist in giving the individual the 

necessary help meaning if an individual works around the township or location police person is 

responsible enough to declare that person as a mental health user therefore take them to the 

necessary facility but the system fails to do that for the mental health users all the times and 

obviously when you bring them when they finally brought to the community health centre when 

we identify accordingly and refer there is a follow ups that comes after that again in terms of the 

system in terms of the system again itself they fail to maintain and help the user to maintain and 

adhere to their treatment the acceptance part of them being a mental health user and knowing 
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that this is a life time thing that they need to  hung at over years so I think the system does not 

have enough courage if not courage have enough instruments put into place to actually assist 

the mental health users to become full circle with their illness or with their mental health 

diagnosis. 

Researcher:  Ok thank you for that is there any other thing that you will like to add under 

the factors that hinder comprehensive care to mental health care users in the community 

sitting? 

Participant A:  Yes I think the shortage of nurses as well while we are all community health 

nurses while we are also qualified psychologist in the miner spectrum having your D4 or your 

degree for that matter you know that is your responsibility either way to take care of mental 

health care users you are qualified to render services to mental health care users in this 

instance so what will happen is because of the shortage itself it sometimes becomes very 

difficult for us to maintain a list of people that we have in the community and actually make sure 

that they adhere to compliance half the time we don’t have the means we don’t have the 

numbers to go out in the community to make sure that the user is comfortable the user 

complying the user is actually encouraged to living a normal life irrespective of them using 

medication or irrespective of them being mental health care users’. 

Researcher:  Ok thank you on adding on the second question can I continue to the other 

one or you still have some factors which hinder comprehensive care to them?  

Participant A:  We can move on. 

Researcher:  Ok the third question is who do you think is needed to provide 

comprehensive care in the community setting? 

Participant A:  I guess with regard to involvement we should include each and every 

person in the community for argument sake from a family level having an understanding of what 

the person is going through it helps  a lot with regard to the family supporting the user and the 

community in terms of neighbours in the streets and the road that the user normally roams 

around it becomes a very crucial part to say we all know in the community that a specific 

character is having a problem or a mental illness for that matter so we are I the position to 

understand even when they do certain things that are out of character it is easy for them to 

identify and to say today this person did not take their medication or this person is relapsing, 

then they become part of this process so they are in the position to help out so by the time they 

come to the health facility they have identified that the person is in need of assistance and then 

we become part of that as well and with regard and referral or further referral or further support 
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we then are eager to become part and parcel of this persons illness and its recovery and its 

sustenance in the recovery itself so I believe that its multi-disciplinary starting from home 

starting from the community it elf going all the way to the level of rehabilitation to level of 

occasional stability. 

Researcher:  Ok thank you for that I fully understood when you said involvement and you 

give example of people who leaves in the community also including the family members and 

you also mentioned the rehabilitation part and the multi-disciplinary team and you kept saying 

when they come from the community and being referred by family members or members of the 

community we are then involved I want to understand the we part who are you talking of?  

Participant A:  I am talking about us at the health centre that is of proximity to the person 

to actually get the necessary assistance meaning us the nurses the doctors at the clinic and 

further referral to the hospital.  

Researcher:  So at the hospital who will the mental health care users fall into and what 

are the roles of that person specifically because at the clinic you mentioned that when they 

come there you asses them and then if need of diagnosis is there you refer the patient directly 

to the level of hospital and you also mentioned before you refer them to hospital there is a 

mental health act that can be used and normally the police and other people of the community 

can play part may you please emphasise on that part from the community to you to the hospital 

how do they really meet. 

Participant A:  Ok like I said the family will be involve in the family level part or the 

community itself and then when it comes to us as a facility nurses we will be involved with the 

need, for argument sake normally in health facilities especially the big ones we will normally 

have psychologist and all that so depending on the level of need or immediate need of the 

patient if the psychologist from the clinic does not seem fit to assess the patient and to conclude 

on his or her own we will be in the position to refer the patient further to the hospital like I said if 

the patient is not a known user you are in the position to send the person to general hospital 

where they will conclude after 72 hours if that person have typical psychosis symptoms that will 

need them then to be referred further to a psychiatric hospital where he will meet professional 

nurses who are qualified or have speciality in mental health care and then he or she will be 

introduced un regards to a psychologist if there is a need for that and a psychiatrist in terms the 

level of necessity for a patient to  be invite such, 

Researcher:  Ok thank you remember the question was saying who do you think is 

needed and I am so glad that you also mentioned the speciality part. 
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Participant A:  Yes  

Researcher:  May you please motivate further why do you think they need health care 

providers who are specialist on a certain thing when they are being referred to the hospital how 

will it help them?         

Participant A:  Like I said is one thing that I am a qualified nurse with specific and 

necessary equipped mental illness psychology I am aware of how to deal with one but I am not 

a specialist and as professional nurse to say given the tendencies and the necessary signs and 

symptoms that are specific to a specific DMS5 classification I am not in a condition to conclude 

on that but somebody with a speciality will be in a position to say given the necessary 

assessment done with regard to your  MSC this person is classified as such that therefore need 

specific attending skills to deal with that kind of character which us necessarily do not have. 

Researcher:  Ok I understand now on the speciality part that they will be getting the 

correct measures of treatment and they will be diagnosed correctly according to how they are 

suffering  

Participant A:  And the support is very important exactly 

Researcher:  Ok thank you is there anything that you think you need to add under who 

you think is needed to provide comprehensive care in the community setting or I may move to 

the fourth question?   

Participant A:  Ok let me just conclude with regard to the fact that I personally feel that we 

do not have enough support especially from the involvement of  others for argument sake we 

always have a problem where a family member will bring someone and they highlight the fact 

that they called the police they have called the EMRS but none of them are willing to come and 

assist unless they bring the patient to the clinic and sometimes is actually a serious exercise to 

the family to even convince the person to get in to a specific car to be brought to the facility so I 

feel sometimes that our other multiple disciplinary fails us and fail the family when in need of 

their services   

Researcher:  Ok so you are basically concluding on that who do you think they are 

needed in providing comprehensive care everyone should be included whether you are the 

police office, you are a community member, a family member the nurse the psychologist and all 

those other people?  

Participant A:  Definitely  
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Researcher:  Ok so are you convinced you just answered or you need to add any other 

concerns? 

Participant A:  No I think for now I am ok  

Researcher:  Ok may I please move to the fourth question? 

Participant A:  Yes, please 

Researcher:  Ok the fourth question is what do you think can be done to improve 

comprehensive care among mental health care users in the community setting? 

Participant A:  Majorly majorly community health education with regard to the recent 

mental illness that are there that arise and that concern us as a community the fact that weather 

we like it or not sooner or later one of us will be on what we call a border line to become a 

mental health person in terms of understanding what mental health is and the definitely crossing 

over to the border line to having a mental illness therefore become a mental health user so if we 

go out in the community or most part in regular daily basis because even the pressures of life 

that we go through at the moment all of us I think are on the brink sooner or later of actually 

literally becoming on the border line of becoming a mental health user so there is an importance 

of understanding what a mental health care user is and different mental illnesses that are there 

which we will be in a position to accept an individual who says I think I need help I think I am in 

the position to become one of the mental health users because if the things that I am going 

through at the moment there Is TTNC, there is depression there are so many of them out there 

that are actually going through the signs and symptoms but we are unaware because they are 

too scared or ignorant enough to recognise and realise when they really in dire need of mental 

health care. 

Researcher:  Ok I heard you mention going out to the community am I right to say that is 

community enrichment and community involvement? 

Participant A:  Definitely remember I mentioned stigma as well and the myth that go with 

stigma to say when somebody has what we call mental illness they are quick to say that is witch 

craft they are quick to say that this person is losing their marbles without necessarily 

understanding the actual illness the person is going through so I think with more guides out 

there with more road shows to actually emphasize the importance of mental health care I think 

people will understand more  and I think people will be more into actually wanting and willing 

assist those who are going through mental illnesses. 
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Researcher:  Ok thank you for motivating that when you go out to the community you will 

actually be going to educate members of the community right?  

Participant A:  Yes. 

 Researcher:  A part for them knowing about the mental illnesses or mental disorders how 

do you think those people from the community are going to benefit from being taught or nurses 

going to the community to teach them more how will they personally gain from that? 

Participant A:  I think I’ve actually touched into I one of the benefits saying the will actually 

be in the position to asses themselves as individuals you will be given a ureter moment to most 

of them to say I was not aware this is what I was going through I was not aware that this is 

something so and so is going through I have noticed this and that in one person and I never 

know that this is the beginning of someone going through mental illness I think with 

enlightenment with education and with giving insight to what mental illness is all about is easy 

for someone from the community to then say I know now why so and so was acting up or was 

acting this way, way I know now when I feel this way or that way it simply means I am going 

through this and I need help  

Researcher:  Ok thank you for emphasizing more on that and for motivating so what else 

do you think can be done to improve comprehensive care to mental health care users apart 

from going out to the community to health educate them and also doing community involvement 

activities? 

Participant A:  I think what will one need is an ongoing screening of mental status of 

people doing an SME on regular basis where you will be able to identify those who come to the 

clinic on regular basis without necessarily going out there those are the people we want to 

identify as well so they are coming to us in stat of us going to them and we hardly ever notice 

but people are going through staff, people are going through difficulties, people are going 

through mental illness without them knowing that they are going through that so when you are in 

a consulting room whether from an acute or chronic point of view when somebody shows 

emotions or distancing themselves from the conversation that you are having them at that 

pointing time automatically it should give an alert sign to say why is the person being distance 

and is an everyday life is people that we see on regular basis and if I know this person to be a 

bubbly person and today they come and they don’t show signs of life they don’t show signs of 

bubbliness I should be worried and therefore I should be assessing this person on a regular 

daily basis when they come to the facility. 
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Researcher:  Ok thank you on that so when you screen you will basically taking the 

objective data meaning you will be looking how they will react while you are giving them 

treatment and also when screening them without them noticing what will you really being doing 

will you ask them questions or there are specific things you that you going to. 

Participant A:  You are in the position to ask relevant questions that lead you to what you 

are looking for like for argument sake I ask somebody today you are quite why are you quiet 

and they start showing signs by crying and all that it means that there are something wrong with 

this person then I can easily pry why into they are crying other than that is normal thing like are 

they clean are they fully dressed, are they here are they alert of their surroundings to where 

they are, is this person taking care of themselves, are they eating well are they wasted have 

they lost weight what seems going on by just looking at the person. Which like you said is it 

objective data others will be influenced into giving that collective data as well by just asking 

certain specific questions. 

Researcher:  So apart from community enrichment health education and also screening 

them what do you think can be done to improve comprehensive care among these mental 

health care users in the community setting again?   

Participant A:  Personally I wish is a wish of mine we could have honest community 

support groups that are available to anyone who need to be part of them an honesty especially 

from a black persons point of view support groups is not a norm they are not something easy to 

bring about with regard to black people so I wish  people can actually take it a fact that support 

groups are there to support them, to teach them, to help their knowledge as well with regard to 

what they already know or what they think they know so if we could just have community 

support groups that are out there that people can go to weather from a recreation point of view 

whether from a mental health point of view, weather from a sport point of view whichever way 

you look at it I think if we can have groups like that on a regular daily basis in community that we 

live in it will really help people mentally and in every sense of the word. 

Researcher:  Ok thank you on the support group where will this support group be held 

will there be structures 

Participant A:  Like I said is just a wish list on my part is a wish list because I know for a 

fact there are non-existing at the moment for my sake I wish and hope that one-day people will 

realise and take to count the fact that they are desperate for such. 
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Researcher:  Ok on your wish list as you say that you know for sure that they are not 

there in the community will like them to be specifically in the health centre that you are working 

on or just around the community which you are working in? 

Participant A:  Well the community centre is supposed to be a super market facility where 

it actually offers each and each and every necessary need of a patient hence we to have what 

we call a holistic approach so obviously we are in need of one in facilities we do have support 

groups which actually assist the community in terms of certain things weather is alcohol 

anonymous weather is health care users group in any way you look at it we should have 

something like that unfortunately we don’t have. 

Researcher:  Ok so basically you are saying there should be structures where these 

mental health care users just go to refresh themselves and think? 

Participant A:  Exactly. 

Researcher:  An in order for their mental health issues that they have outside the 

community clinic they can just go there and they will be assisted? 

Participant A:  Yes. 

Researcher:  Ok so apart from those one you mentioned the community involvement 

enrichment community health education, the screening of everyone who comes to the clinic you 

mentioned something related to mental status examination and also the support groups 

including the structures that you just mentioned that you wish had or maybe the community 

setting had is there any other think should be done to improve the mental status of the mental 

health care users? 

Participant A:  Truly speaking the way I see it there are things that I will really wish for in 

terms of mental health care users are not old people only but even young children we tend to 

forget about the little people in the community that goes through things as well and those things 

tend to pave the kind of people they will be as adults so I think to a certain degree I will want 

something in place to say we can assist children  as well who go through traumatic experiences 

as well who need attention in terms of their mental state there are children going through ADD, 

there are children going through autism and staff and we honestly don’t have anything with 

regard to that so one of this years I wish we can have programs that teach such. 

Researcher:  Ok thank you so much may I move to the fifth point or there are still 

something that you think it can really it can be done?  
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Participant A:  No thank you so much I am good thank you 

Researcher:  Ok so on all of the questions that asked you and you responded positively 

are there any other comments on comprehensive mental health care users maybe I might not 

have asked the question here but you still have something that you really need to address 

under the mental health care users including the comprehensive care measures. 

Participant A:  Well I think I covered base in all aspects according to my knowledge either 

than that maybe an inclusion of medication that the person doesn’t have to go far to actually get 

their medication I think is also something that need one to look at to say some of the people 

default because they can’t afford to go to xxxxxxxx for argument sake to fetch medication on a 

regular monthly basis and I think there is a bit tedious for them I think they end up relapsing 

because of that community point of view we don’t have the kind of  medication that they use and 

when we order for them because obviously we have prescriptions to the pharmacy in terms 

hospital and when we order for them half the time the medication comes late or at times they 

don’t come at all so I think that we need to look into that as well to say how do we then help the 

person with regard to adherents. 

Researcher:  Ok so when they come to the clinics maybe fore medication and there is no 

medication what happens to the patient? 

Participant A:  Obviously we will refer the patient back to the hospital because if we can’t 

help the patient they then need to see what else they can do with the patient’ 

Researcher:  Ok so on your wish list what do you think can be done around that matter 

because as you already mentioned that when they come to the clinic and the medication is not 

there you refer them back to the psychiatric hospital which is xxxxxxx  and some of them don’t 

even go there because they can’t afford it so they end up relapsing on the community level what 

do you think can be done so that their medication is there? 

Participant A:  I think the government need to put measures into place to make sure that 

medication to mental health care users is always available because failure to do that we then 

get crowded in terms of relapse in terms of the facility of xxxxxxx that and is almost like a fatal 

exercise so to avoid such avail the medication avail the necessary support that is the most 

important thing. 

Researcher:  Ok so on the medication part you say that they come and sometimes they 

do not get it and I am curious on the point that you mentioned earlier on about staff shortage so 
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when they come to the facility how are they attended do they just come in and que with other 

patients or what really happens there? 

Participant A:  Ok for most parts they normally que with every patient because remember 

mental illness is considered chronic is not like some kind of illness so is considered chronic and 

every other person who is not a mental health care user is also part and parcel of actually 

connecting chronic so they will be in the position to join the que like every other person who 

comes for chronic medication however obviously if we are going to have a patient that shows 

signs and symptoms of confusion you will not want to keep that person in the que you as fast as 

you can as quickly as possible. 

Researcher:  Ok so for how long do they really be there I am concern because of on your 

wish list you also mentioned that there should be structures that they go to strictly to. 

Participant A:  Unfortunately for us and realistically speaking patients under general 

irrespective of why they are here they tend to stand in ques longer than anticipated we know 

that at most the patient should be in the health facility for at most three hours but sometimes is 

not like that due to the shortage of staff. 

Researcher:  And I am also glad that you mentioned stigma now when we mention that 

there should be structures that they should specifically go to will they not feel stigmatise in a 

way what do you think under that. 

Participant A:  The thing is with stigma let’s say for argument d=sake an HIV person has to 

go to the clinic in regular basis to get medication no one will know what that person is there 

however with a mental health person it comes a bit different if we had facilities where mental 

health care users are to go and feel at home and welcomed why not but as long as the 

neighbours or people in the community understand why the person go there should be a 

necessary need for them to bother them or to bully them with regard to their illness why 

because they know why that person goes there.  

Researcher:  Ok I fully understand now are there any comments on the comprehensive 

care to mental health users that you just want to touch on before we end the interview? 

Participant A:  I think more than anything I wish we have more staff so that all nurses that 

are on duty will have commitment to special need of s patient mental health care users being 

one of them if I run a program for children somebody else should run a program for mental 

health care users so unfortunately for us as a team we don’t necessarily have that numbers to 

actually be in a position to offer that. 
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Researcher:  Ok I understand. 

Participant A:  And even the structure does not allow us to have such. 

Researcher:  Ok I understand I think that’s all unless you still want to add something on 

the previous question that I asked or add something. 

Participant A:  I am ok.  

Researcher:  Participant A I will really like to thank you on being part of my research 

study from here the step that I will be taking I will send my supervisors the recordings of 

everything we discussed so that they can see the time the date and what we discussed during 

the interview. 

Participant A:  Ok no problem. 

Researcher:  After sending them I will be transcribing the recordings and later on it will be 

analysed.  

Participant A:  Ok no problem. 

Researcher:  So after analysing the information I will be corroding the information 

meaning I will be putting it under topics and sub-topics so that for every participant there are 

point of views and perceptions will fall under said points. So afterwards I will be coming back 

again I will be sharing the information so that you will see where your input was and what others 

responded without obviously naming your name out and also of other participants. 

Participant A:  I will very much appreciate that. 

Researcher:  Ok is there anything you will like to add before I end the interview. 

Participant A:  There is not. 

Researcher:  Ok thank you for agreeing to participate in my study once more. 

Participant A:  You are welcome thank you. 
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APPENDIX K:  

FIELD NOTES 

INTERVIEW 1 

DEMOGRAPHIC NOTES 

This first telephonic semi-structured individual interview with a healthcare provider in North West 

Mahikeng Sub-District was conducted on Friday the 13th of November 2020, at 10h00am and it 

lasted for about 41minutes and 22seconds. Researcher was at School of Nursing Science 

Biology Lab, and table with a chair was prepared by researcher, the room had light and 

temperature was well controlled and the room was locked, and a poster written “Please do not 

disturb research in progress” was put up outside the door. The healthcare provider was at her 

work place and indicted that she was free and that Fridays after 09h30 she is normally not too 

busy or not busy at all, the door was locked and she asked her colleagues not to disturb her as 

she will be busy with the research interview. 

DESCRIPTIVE NOTES 

The healthcare provider is an African Zulu speaking female, who has about 5-6 years working 

experience in a Community Health Centre as a Registered Nurse in Mahikeng Sub-District and 

also working with Mental Health Care Users. She described her role and responsibilities 

towards Mental Health Care Users as “MSE, possible referral, adherence and compliance”. 

REFLECTIVE NOTES 

The interviewer kindly and respectfully greeted the participant and indicated that the participant 

will be named as “Participant A” in order to maintain privacy and confidentiality. Researcher 

then fully introduced herself and reminded participant regarding major concerns regarding the 

research interview purpose like time likely to be taken, and also shared the research topic once 

more with the participant. During the research interview the participant was speaking English 

fluently and gave as much information as she could, while thinking deeply at some point. She 

gave examples where needed according to her explanation as a way of motivating and however 

factors hindering factors comprehensive care among Mental Health Care Users in a community 

setting. 

INTERVIEW 2 

DEMOGRAPHIC NOTES 
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This second interview took place on a Sunday, 15 November 2020. It was also a telephonic 

semi-structured individual interview, which started around 14h19pm and lasted for about 

39minutes 21seconds. The researcher was in a locked house and the gate was locked, and the 

participant was at her home, in a locked room and indicated that electricity load shedding just 

struck but that won’t affect our interview at all. For both researcher and participant, conducting 

interview was possible as both areas were conducive. 

DESCRIPTIVE NOTES 

Participants current work occupation is a Registered Nurse, and have about 2-3 years working 

in a Community Health Centre in Mahikeng Sub-District. She is a female and home language is 

Pedi. Among some of the roles and responsibilities, she indicated the following “To provide 

moral support, to ensure MHCU takes medication, to treat symptoms and refer for further 

management”. 

REFLECTIVE NOTES 

During the interview the participant spoke softly, and she was however audible.  Participant 

asked for topic explanation and by explaining the topic as it also includes some definition of 

concepts, researcher tried to explained fully so that the participant understand better. She 

answered questions accordingly and responded to the best of her ability.  

INTERVIEW 3 

DEMOGRAPHIC NOTES 

The third interview done on a Sunday evening on the 15 November, at 18h59pm and it lasted 

for about 49minutes and 16seconds. The interview was conducted telephonically and the 

participants was ensured about door being locked and she ensure researcher that her room 

meet criteria to conduct research topic as she agreed to all measures asked by the researcher.  

DESCRIPTIVE NOTES 

Third participant is a female, working in a Community Health Care in Mahikeng Sub-District and 

have about 3-4 years working experience. She described her roles and responsibilities to 

Mental Health Care Users as “Providing medication and refer them to xxxxx hospital when it’s 

their six months’ review, and encourage them to adhere and comply with their treatment”. 

REFLECTIVE NOTES 
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Before starting the interview, the participant asked the researcher to speak slowly as researcher 

was going fast for her. The participant answered well and took time to respond properly as she 

thought through and took time before responding back. As participant was answering she also 

asked if it’s o.k. for her to go back to answered question and add other information she would 

remember. At some point participant couldn’t hear researcher clearly but at least that didn’t 

disturb the research interview. Information regarding factors hindering comprehensive care 

among Mental Health Care Users was reached. 
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APPENDIX L: CO-CODER 

CODE OF CONDUCT AND CONFIDENTIALITY UNDERTAKING 
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