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ABSTRACT 

Background: South Africa, like many low and middle income countries (LMICs) continue to 

bear the excessive burden of HIV/AIDS. This problem has been further compounded by the 

growing prevalence of common mental disorders such as depression, which are often co-

morbid with HIV/AIDS. There is growing recognition of the seriousness of the co-morbidity 

of common mental disorders, primarily depression with HIV/AIDS. Literature suggests that 

co-morbidity between depression and HIV leads to reduced adherence to Anti- Retro-Viral 

Therapy (ART) and Accelerate the progression of HIV. In the context of a scarcity of mental 

health services, this is of particular concern. 

Aim:  The aim of this study is to explore how PLWHA with co-morbid  depression perceive 

depression and mental health services. The secondary aim of the study is to learn about their 

perceptions of acceptable interventions.  

Method: This study used a qualitative design. Qualitative data was obtained from 15 

participants attending a large primary health facility through semi-structured interviews. The 

participants were recruited through a two stepped process with initial inclusion criteria being 

that participants were HIV-positive and had to meet the diagnostic criteria for major 

depressive disorder (MDD) using the Structured Clinical Interview for DSMIV Diagnosis 

(SCID). Thematic analysis, specifically the Framework approach was used to analyze the 

collected data.   

Results: Findings from the study attest to the lack of mental health services for PLWHA who 

suffer from depression. It emerged from the findings that all the participants had no 

knowledge of any mental health services that might be available. A factor that stood out was 

that of low levels of mental health literacy as a strong barrier to seeking or even inquiring 

about mental health services. With regard to appropriate interventions, participants expressed 

a strong preference for support groups as compared to being helped as individuals.   

Conclusion: The scarcity of mental health services for people suffering from mental illness 

continues to be a pressing challenge in South Africa. Depression co-morbid with HIV poses 

numerous challenges that continue to threaten the wellbeing of PLWHA with co-morbid 

depression. Further, some determinants of depression such as poverty also pose a great threat 

to the ART programme by interfering with ART medication adherence. In attempts to address 

the problem of the shortage of specialized mental health personnel, many writers and 
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researchers have advocated and called for task shifting as a possible relief to the scarcity of 

these vital services. However more studies are needed that demonstrate the effectiveness and 

feasibility of task shifting. 

Keyword: PLWHA, HIV, Depression, Co-morbidity, Mental Health Services, Task Shifting.   
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CHAPTER ONE: INTRODUCTION 

This introductory chapter primarily outlines the background of the study and puts forth the 

problem statement which rationalizes why this study has been conducted. This section also 

delineates the purpose of conducting this study and its significance, as well as presenting a 

brief overview of the subsequent chapters. Lastly, this chapter defines acronyms and terms 

that will be used throughout this thesis.  

1.1 Background of the study 

Sareceno, van Ommeren and Batniji (2007) indicates that international public health concerns 

for mental health have been accelerated by the 1993 World Development report as well as the 

Global Burden of disease report. Prince, Harwood and Blizard (2007) noted that the report 

revealed that neuropsychiatric conditions which include mental disorders such as affective 

disorders (e.g. bipolar and depression), substance use disorders, schizophrenia and 

neurological disorders such as epilepsy, migraine and Parkinson’s disease (Lund, Tomlinson 

and Silva, 2012) account for about a third of disability adjusted life years. Indeed a number of 

authors are in agreement that mental disorders are one of the important factors that lead to 

disability and dependency which not only impairs the functioning of the individual but that of 

the economy as well (Prince, Harwood and Blizard, 2007; Harlé, Allen, and Sanfey, 2010 and 

Draper, Lund, and Kleintjes, 2009). Draper and colleagues (2009) also mention that mental 

health is an increasingly important concern in South Africa. They argue that neuropsychiatric 

conditions rank third in their contribution to disability in this country. Prince and colleagues 

(2007) write that the most disabling conditions include affective disorders (e.g. bipolar and 

depression), substance-use, psychotic disorders (e.g. schizophrenia) and dementia.  

Previously, much focus was placed on neuropsychiatric disorders such as schizophrenia (and 

other psychoses), while Common Mental Disorders (CMDs) went largely undiagnosed and 

untreated (Petersen, Lund and Stein, 2011a). However recently, more attention has been 

given to (CMDs) such as depression, which is increasingly becoming a debilitating condition 

affecting both the wellbeing of the individual and the country’s economy (Bayford and 

Bower, 2002 and Chartier and Provenchor, 2013). Wampold, Budge and Laska (2011) 

indicates that depression is a major health problem that entails serious clinical and social 

consequences and that it is expected to be a leading cause of disability in the year 2030. To 

complicate matters, in many developing countries, CMDs, primarily depression, have been 

observed to co-occur frequently with HIV/AIDS (Jin, 2006; Lawler, Mosepele and Seloilwe, 
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2011; Leserman, 2008 and Ramien, Exner and Kertzner, 2006). Among People Living With 

HIV (PLWHA), depression has been said to contribute to hastened HIV disease progression 

as well as to poor adherence with the HIV treatment regimen which ultimately lead to 

heightened mortality rates (Lawler, Mosepele and Seloilwe, 2011; Gonzalez, Batchelder and 

Psaros, 2011; Wagner, Ghosh-Dastidar and Garnett, 2012; Benton, 2006; Leserman, 2008; 

Gore-Felton, Koopman and Spiegel, 2006 and Antelman,  Kaaya and Wei, 2007). 

Despite the realization of the widespread impacts of neuropsychiatric disorders, especially 

CMDs on individual as well as the nation’s wellbeing, a number of authors have written that 

in most low and medium income countries, the provision of mental health services remain a 

low priority. In many, if not all of these countries, mental health care is grossly under 

resourced (Sareceno and Saxen, 2002; Saxen, Thornicroft and Knapp, 2007 and Lund, Alison 

Breen and Alan, 2010). Knapp, Funk and Curran (2006) noted that mental health services in 

many countries, especially in low or middle income countries are chronically 

underdeveloped. They continue to argue that in these countries, there are very little or no 

available resources which are allocated to meet the mental health needs of the population. 

Despite depression co-morbid with HIV/AIDS being a public health concern in most South 

African Primary Health Level (PHL) clinics, it still goes unidentified mostly because of poor 

resources and inadequate training of clinical personnel to identify, diagnose and deal with 

such conditions (Petersen, Bhana and Campbell-Hall, 2009).  In response to these challenges, 

a number of authors have called for mental health care to be integrated with mainstream 

primary health care as a strategy to increase accessibility of these services (Lund, Petersen, 

and Kleintjies, 2012 and Freeman, Patel and Collins, 2012). Task shifting has also been 

mooted as one of the best possible pathways to wide health service delivery (Petersen et al, 

2011).   

1.2 Problem statement 

Although there is an abundance of literature around depression and mental health services, 

particularly in developing countries and about the impact of mental disorders in these 

countries, the review of literature suggests that there are few studies that have focused on 

exploring the perceptions of depression and mental health services of PLWHA with co-

morbid depression within the South African context. Most of the studies done in this area 

have not tapped into the different but interrelated phenomena that impact on the lives of 

PLWHA with co-morbid depression, which this study will attempt to do. There is also 
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compelling evidence from a number of studies (see Nakimuli-Mpungu, Bass and Alexandre, 

2012; Lawler et al., 2011; Gonzalez et al., 2011; Wagner et al., 2012 and Olisah, Baiyewu 

and Sheikh, 2010) that depression negatively impacts on ART treatment adherence, however, 

there are few local studies that have investigated this relationship. Thus, the current study will 

also look at whether depression has an impact on ART treatment adherence among the 

participants. This is particularly important given the prevalence of HIV/AIDS and depression 

co-morbidity in most African countries including South Africa (Brandt, 2009 and Petersen, 

Hancock and Bhana, 2013). 

1.3 Aim of the study  

The current study aims to explore how PLWHA, particularly women, with co-morbid 

depression perceive depression and mental health services. The secondary aim of the study is 

to learn about their perceptions of acceptable interventions, which may inform the 

development of appropriate and community accepted interventions. This study will use key 

informants who have first-hand knowledge about the structure of health services within their 

own community.  

1.4 Significance of the study 

Results from the proposed study are likely to yield rich and in-depth findings that cannot be 

otherwise obtained from primarily quantitative studies. The findings may also inform the 

development of interventions that might help PLWHA cope with and effectively manage 

depression or in the presence of such services, the findings might contribute in improving 

such services so that the care rendered to people is optimized and well received by PLWHA 

with co-morbid depression. The literature reviewed in this paper illustrates that depression 

co-morbid with HIV/AIDS carries with it grave implications for the health of the individual 

in question in that it potentially leads to hastened disease progression and poor adherence to 

HIV treatment, which likely leads to premature mortality. Literature however also reveals 

that mental health care can buffer these adverse consequences.  

1.5 Outline of chapters 

Chapter 1 serves as an introduction to the present study and outlines contextual the 

background against which the study was conducted. It offers a brief outline of the problem 

statement, aim, significance of the study. In essence it gives the reader a sense of what is the 
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study about, why it was conducted and its potential contribution either practically or 

academically. 

Chapter 2 presents the literature review that is pertinent and relevant to the study. It 

contextualizes the study and largely draws on a vast body literature that has been done in the 

same field. This chapter discusses a range of topics that are relevant to this study, namely a 

general overview of depression followed by a discussion of depression and quality of life and 

depression and gender. HIV/AIDS stigma and mental health is also briefly discussed 

followed by a discussion on HIV/AIDS and depression. This chapter further looks at 

depression and HIV disease progression and depression and poor treatment adherence. A 

diagrammatic illustration of HIV/AIDS and depression co-morbidity and health related 

outcomes is also presented. The focus then shifts to mental health services in Africa generally 

and in South Africa specifically. The proposed pathways for the effective roll out of mental 

health services are also briefly highlighted. 

Chapter 3 delineates the research methodology and outlines topics such as the aims and 

objectives of the study, research questions, research site, sampling methods, data collection, 

data analysis and ethical consideration. In essence, this chapter focuses on the methods of the 

study.  

Chapter 4 presents the findings of the study. 

Chapter 5 offers a discussion of the findings of the study in relation to the literature. 

Chapter 6 is the conclusion and recommendations for future research. It also outlines the 

limitation of the study. 

1.6Acronyms 

AIDS  Acquired Immune Deficiency Syndrome 

APA  American Psychological Association 

DSM  Diagnostic Statistical Manual 

ART  Anti- Retro-Viral Therapy 

CHWs  Community Health workers 

CMHWs Community Mental Health Workers 
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HAART Highly Active antiretroviral therapy 

HIV   Human Immune Virus 

LMICs  Low and Middle Income Countries 

PHC  Primary Health Care 

PLWHA People Living With HIV/AIDS  

UNAIDS United Nations Programme on HIV/ Acquired Immune Deficiency Syndrome 

UNICEF United Nations International Children's Emergency Fund  

WHO  World Health Organization 

CMD  Common Mental Disorders 

SASH  South African Stress and Health 

DALYs Disability Adjusted Life Years 

QOL  Quality Of Life 

MDD  Major Depressive Disorder 

HRQL  Health Related Quality of Life 

NIMH  National Institute of Mental Health 

NCS  National Co-morbidity Study 

WIHS  Women Interagency HIV Study 

CBT  Cognitive Behavioral Therapy 

IPT  Interpersonal Therapy  

SRQ  Self Report Questionnaire  

SCID  Structured Clinical Interview Diagnosis 

MHS   Mental Health Services  

DoH  Department of Health  
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1.7 Definition of terms 

The provision of the following definitions is to ensure consistency of the use and 

understanding of these terms throughout this dissertation paper. . 

Depression: Is defined as a “lowered mood or loss of interest or pleasure in all or almost all 

activities for a period of almost two weeks. There is presence of at least five of the following: 

diminished mood; diminished interest in activities; weight loss or gain; insomnia or 

hypersomnia; psychomotor agitation or retardation; fatigue; feelings of worthlessness; 

inappropriate guilt; diminished ability to think or concentrate and recurrent thoughts of 

death” (APA, 2013, p.160-161). 

HIV/AIDS:  AIDS stands for (Acquired Immune Deficiency Syndrome) which is a disease 

that is caused by a virus called HIV (Human Immune Virus). 

Co-morbidity: It occurs when two or more disorders occur simultaneously. 

Task shifting: McInnis and Merajver (2011) define task shifting as a “rational redistribution 

of tasks among health workforce teams. Specific tasks are moved, where appropriate, from 

highly qualified health workers to health care workers with shorter training and fewer 

qualifications in order to make efficient use of available human resources for health” (p.168). 

Mental illness: Mental illnesses present themselves through clusters of symptoms, or illness 

experiences. When these symptoms, or experiences, are associated with significant distress 

and impairment in one or more domains of human functioning (such as learning, working or 

family relationships), they are defined as clinically significant mental disorders (Lund et al. 

(2009).  

Mental Health: Is the ability to effectively carry out mental functions which results in 

productive activities, satisfying relationships with others, and the ability to successfully adapt 

to change and to cope with adverse situations. Throughout the course of development, mental 

health is the foundation of communication skills, learning, emotional growth and resilience 

(US Department of health and human service, 2000).  
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CHAPTER 2: LITERATURE REVIEW  

2.1 Depression  

The role played by neuropsychiatric disorders in increasing the burden of disease has recently 

come under the spotlight. Numerous authors have documented the impact that disorders such 

as affective disorders (e.g. depression), substance use, schizophrenia and many others have 

on the general functioning and wellbeing of the individuals concerned (Lund et al., 2012; 

Gupta, Dandu and Packel, 2010; Kessler, 2003; Brown, Brody and Stoneman, (2002). Burns 

(2011) comments that globally, mental disorders coupled with other neurological conditions 

are responsible for approximately 14 per cent of the global burden of disease. Burns 

continues to argue that currently, neuropsychiatric disorders surpass cardiovascular diseases 

and cancer as the leading cause of disability resulting from non-communicable diseases. 

According to Steiner and Gureje (2004), the World Mental Health Consortium, in one of the 

most sophisticated cross national surveys of psychiatric disorders, confirmed that worldwide, 

mental illness is highly prevalent, and is associated with impairment and remains largely 

untreated. Burns (2011) indicates also, that mental disorders are largely responsible for 

increased rates of mortality as a result of suicide as well as reduced life expectancy; for 

individual and collective suffering; for momentous loss of social and occupational 

functioning; for far-reaching disability; and for a significant burden on caregivers and 

families. Also the impact of mental disability is most felt in Low and Middle Income 

Countries (LAMIC). Similarly, Gureje, Kola and Afolabi (2007) also indicate that depression 

is associated with functional impairments, decreased quality of life and increased risk of 

mortality. They further state that it is now recognized as a public concern and will likely be 

the second highest leading cause of disability in the years to come.  

The South African Stress and Health (SASH) study, which was the first nationally 

representative study of Common Mental Disorders (CMDs) in South Africa, revealed that 

anxiety, substance abuse and mood disorders are common among all the different race groups 

and across all provinces. It also uncovered that these disorders are the most prevalent with 

anxiety disorders at 8.1 per cent, substance disorders at 5.8 per cent and major depressive 

disorder at 4.9 per cent. The provinces affected most by anxiety and mood disorders are the 

Free State, Mpumalanga, KwaZulu Natal and Gauteng (Herman, Stein and Seedat, 2009 and 

Stein, Seedat and Herman, 2007).  
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Depression, in particular, has captured the well-deserved attention of the larger mental health 

community. Gupta et al. (2010) write that depression has been deemed a significant 

contributor to disease and disability especially in developing countries. They further mention 

that in 2004, the World Health Organization (WHO) ranked depression as the third leading 

contributor to the burden of disease internationally and among women, and the projections 

are that it will become the primary contributor to the burden of disease in the year 2030, 

especially in developing countries. Lawler et al. (2011) also reiterates that the WHO has 

listed depression as one of the utmost burdensome of diseases. Wampold et al. (2011) also 

attest to the fact that depression is a major health problem that entails serious clinical and 

social consequences.   

2.1.1Depression and Quality of Life (QOL) 

Chan, Chiu and Wai-tong (2006) state that Quality of Life (QOL), as defined by the World 

Health Organization (WHO) denotes the individuals’ perception of their position in life 

within the context of the culture and the value systems in which they live and relative to their 

goals and expectations. Angermeyer, Holzinger and Matschinger (2002) inform that there is a 

close link between depression and some components of quality of life. They indicate that a 

number of studies have demonstrated that depression is associated with impairment and 

disability in role functioning and that these role and social impairments cause negative 

impacts on the individual’s living conditions, both social and material. In fact, the authors 

mention that several researchers have succeeded in showing that there is a reduction in QOL 

in patients suffering from depression as compared to the general public. Nuevo, Leighton and 

Dunn (2010) also attest to the latter and state that depressive disorders are an important 

public health concern due to their high prevalence as well as their impact on the individual’s 

QOL. Further, Papakostas, Petersen and Mahal (2004) indicates that Major Depressive 

Disorder has been shown to account for an overwhelming 23 fold increase in social disability, 

as well as 5 fold surge in short term work incapacity. They state that patients with MDD 

obtained a low score on physical functioning and emotional functioning compared to those 

with other medical conditions. Depression patients were also found to have a lasting decrease 

in psychosocial functioning that was greater or equal to those of patients with chronic 

illnesses such as diabetes or osteoarthritis. Unfortunately, studies have shown that even a less 

severe depressive disorder (e.g. sub-syndromal depression) has been shown to have an 

adverse impact on psychosocial functioning (Papakostas et al. 2004).  
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In addition to QOL, some authors have specifically written about Health Related Quality of 

Life (HRQL). Saarijarvi, Salminen and Toikka (2002) have written that the concept of HRQL 

reflects an individual’s idiosyncratic perceptions and life experiences. Impaired quality of life 

signifies functional limitations and apparent difficulties in everyday life as a result of disease 

or illness. They argue that depression has a negative impact on HRQL and studies have 

shown that HRQL declines drastically in patients with depression. Like Papakostas and 

colleagues (2004), Saarijarvi and colleagues mentions that the impact of untreated depression 

is at least equal to that of other somatic conditions such as articular diseases, diabetes and 

cardiac disease. They add that a two year follow-up study comparing disability resulting from 

depression to that of other somatic conditions revealed that the functional limitations caused 

by depression were similar to those caused by hypertension, myocardial infarction and/or 

congestive cardiac diseases. Furthermore, Papakostas and colleagues comment that studies 

have found that women with MDD have more impairment in family, marital and occupational 

roles compared to women who do not suffer from depression. They also mention that the 

results from the National Institute of Mental Health (NIMH) epidemiological catchment area 

programme revealed that individuals with MDD or sub-syndromal depression experienced 

high levels of household related stress, financial stress, general irritability, limitations in 

professional functioning as well as ill health. Powells, Abreu and de Oliveira (2008) write 

that depression takes a toll on the life of the individual as well as their families and 

significantly limit their social and occupational functioning and prompt other functional 

impairments. They further write that as a result of its high prevalence worldwide and it being 

a potential leading cause of disability, depression has been classified as one of the most 

debilitating condition and greatest cause of disability adjusted for years of life. Gupta (2010) 

and colleagues briefly highlight the adverse health related outcomes associated with 

depression. They name poor quality of life, increased risk of heart cardiovascular disease and 

increased rate of mortality among the many.  

2.1.2 Depression and Gender 

A number of studies, both international and local have proposed a link between depression 

and gender, females being disproportionately affected in contrast to males. Gore-Felton et al. 

(2006) have written that early prevalence data depicts that depression is 50 to 100 per cent 

greater in females compared to males. These findings were subsequently confirmed by the 

National Co-morbidity Study (NCS) which uncovered that women were roughly two thirds 

more likely than men to be depressed. Kessler et al. (1994) in Remien et al. (2006) stated that 
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in the general population, clinical depression is  more common in women compared to men, 

Kessler (2003) adds that according to the Global Burden of Disease study, major depressive 

disorder appears to be a leading cause of disease related disability among women. The SASH 

study in South Africa also found mood disorders to be more prevalent in women. It also 

revealed that being female was associated with a heightened severity of mental disorders 

(namely anxiety, mood, impulse control and substance disorders) (Herman et al., 2009). 

Brown, Brody and Stonemen (2002) also write that the effort to determine the etiology of 

depression symptoms have centered around the epidemiological findings that, on average, 

females suffer more with depression than men. Noel-Hoeksema and Keita (2003) have also 

argued that most findings in psychology reveal that women are two times more likely to be 

diagnosed with depressive disorders. They further mention that this gender difference is not a 

new phenomenon; gender difference in depression has been found for decades in different 

cultures. Ngcobo and Pillay (2008) also write that women from different cultures across the 

world have an elevated chance of suffering from depression as compared to men. They go on 

to say that research on gender difference in depression that has progressed in the last 20 years 

suggest that women and men have similar causes of depression such as biological, 

personality, social and developmental factors. However, the authors mention that women 

have been found to have a particular vulnerability to other factors that might precipitate and 

flare depression such as neuroticism, substance use and adverse life experiences.  

In addition, Jagannath, Unnikrishnan and Hegde (2011) in their study among 105 HIV 

positive individuals found that there was statistical significance between depression and sex, 

where females showed more depressive symptoms then men. They argued that this difference 

can be due to the fact that when males are depressed they get more support from their spouses 

and family whereas when females face depression they do not get adequate support from 

neither family nor their spouses, thus exposing them to escalating depressive symptoms 

which likely develops into full blown depression. The result of Jagannath and colleague’s 

study (as cited above) which sought to understand depression in African women attending a 

state hospital, revealed that indeed more women present with depression than men. They also 

found that, although there was no pronounced difference between the mean ages of both the 

genders, the age of onset for depression in women was nevertheless earlier compared to men. 

Further, the authors maintained that the findings from their study revealed that a considerable 

number of patients presented with Major Depressive Disorders (MDD). They argue that such 

results should be an alert and an indication of the higher prevalence of psychopathology 
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which, in retrospect, may not be too much of a surprise given the poor socioeconomic 

conditions, violence directed to women, domestic abuse and other pathogenic conditions that 

many South African families are exposed to and live under (Jagannath et al, 2011).  

In trying to understand why females were more predisposed to depression as compared to 

males, Rosenfield (1980) wrote an intriguing paper that reviewed some of the earlier theories 

that sought to explain why women were/are disproportionally predisposed to mental illness as 

compared to men. She wrote that that generally, much of the earlier argument focused on 

whether the female sex role is more stressful than the male sex role, thus making females 

more prone to mental illnesses. Although her argument might be deemed outdated in light of 

the more recent research which has been done on the etiology of depression particularly 

among women, it nonetheless lays a foundation for  understanding the predisposing factors of 

depression among women. Rosenfield suggests that women have a greater predisposition to 

depression because of the way they have been socialized – they are expected to conform and 

must endure and accept the power and status differences between males and females. She 

mentions that sex role theorists assert that the way females are expected to express aggression 

predisposes women rather than men to depressive reactions. She states that expression of 

anger and hostility is perceived as inappropriate for women, thus they are likely to turn 

inwards the anger in the form of self-critical attitudes which she states is a process that 

characterizes depressive reactions, rather than externalize feelings of anger and conflict. 

In South Africa, particularly, with the emergence of the democratic dispensation, there has 

been an incremental move towards equality between males and females, which in theory 

might disprove most of the early sex roles theories; however, the pervasive question is 

whether or not such equality has been reached in reality. It is, however, an undeniable fact 

that the vast majority of women are still subject to traditional sex roles, not just in South 

Africa but in almost all developing countries which makes such theories applicable still at 

this modern age. Brown (2000) and colleagues have also cited other factors such as economic 

constraints, lack of resource and marital problems as salient in the development of depression 

among women.  Noel-Hoeksema and Kieta (2003) also mention that there is overwhelming 

evidence that women’s position in society which is characterized by reduced power and 

status compared to men contributes to their heightened risk of developing depression. 
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2.2 HIV/AIDS, Stigma and Mental Health  

Benton (2008) indicates that HIV continues to be public health problem. Doyle, Kahn and 

Hosang (2010) also indicate that the estimated number of people who were living with HIV 

worldwide during the year 2007 was 33.2 million with more than 2.5 million new infections 

and 2.1 million deaths per annum. Cook (2006) writes that Sub-Saharan Africa has been 

disproportionately affected by HIV/AIDS compared to other parts of the world. The 201l 

Global Report by the WHO, UNAIDS and UNICEF also put forth that Sub-Saharan Africa 

continues to bears the heavy burden of HIV. It points out that although the number of new 

infections has decreased, the number of people living with HIV still remains extremely high. 

The report highlighted that in the year 2009 the number of people living with HIV in Sub-

Saharan Africa reached a staggering 22.5 million. Antelman et al. (2007) lament about the 

fact that more than 60 per cent of the world’s population infected with HIV resides in Sub-

Saharan Africa. They further mention that more than 70 per cent of all deaths in this region 

are attributable to HIV/AIDS. Better still, statistics obtained from the 2011 global report 

indicated that Southern Africa remains the most unduly affected by the epidemic with a total 

of 11.3 million people living with HIV in 2009. The 2011 Global Report further points out 

that the HIV epidemic in South Africa remains the highest globally with figures being 

estimated at 5.6 million (WHO,UNAIDS and UNICEF, 2011.More recently, the midyear 

population statics from statistics South Africa for 2014 and 2015 indicate that the total 

number of PLWHA in South Africa increased from an estimated 4 million in 2002 to 5.51 

million in 2014 and 6.19 in 2015.This illustrates that although the mortality rates have 

decreased as a result of  access to ART which has increased the survival time of PLWHA 

(see Shisana, Rehle, Simbayi, Zuma and Jooste, 2012), prevalence rates are still on the rise. 

Antelman (2007) and colleagues further write that women are disproportionately affected by 

the HIV disease, representing an astounding 59 per cent of the total of people living with HIV 

in the Sub-Saharan region. Glynn, Carael and Auvert (2001) add that it has been observed 

that in numerous areas in this region, the prevalence of HIV in women tends to be 

particularly high, especially during the first few years of sexual activity, compared to men. 

The picture becomes quite complicated when depression is co-morbid with HIV/AIDS. A 

number of authors have written about the factors that predispose HIV positive individuals to 

depression, namely stigma and discrimination and poor social support. The association 

between HIV/AIDS and stigma and discrimination is well known hence the 

acknowledgement that most people living with HIV/AIDS will undoubtedly experience some 
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form of discrimination upon disclosing their health status. (Cloete, Simbayi and Kalichman, 

2008; Monjok, Smesny and Essien, 2009; Green, 1995; Steward, Herek and Ramakrishna, 

2008).  

HIV/AIDS related stigma has been defined prominently as a social process where people 

living with HIV/AIDS are degraded because of their medical characteristics or on the basis of 

the undesirable attributes which they are said to possess. (Derlega, Winstead and 

Brockington, 2010; Parkera and Aggleton, 2002 and Steward et al, 2008). Goffman (1963) in 

Parkera and Aggleton (2002), perceived stigma as a social processes that discredits, devalue 

and/or or belittle an individual. In their study, Simbayi, Kalichman and Strebel (2007) found 

that experiences of discrimination as well as internalized stigma were common among 

PLWHA in Cape Town. HIV/AIDS related stigma and discrimination has further been linked 

to compromised mental health. Brandt (2009) writes that both stigma and discrimination have 

been strongly associated with poor mental health. She continues to argue that stigma has been 

allied with elevated depressive symptoms as well as poor quality of life. Freeman et al. 

(2007) has also demonstrated that individuals who have experienced discrimination and 

isolation as a result of their HIV status were more likely to develop mental disorders, 

especially depression. Briongos-Figuero, Bachiller-Luque and Palacios-Martín, (2011) 

further writes that most problems associated with HIV/AIDS are frequently due to possible 

rejection by family members as well as stigma and discrimination. Thus, as a result, a 

significant number of these individuals usually demonstrate greater psychopathological 

disturbances compared to the general population. 

With regard to social support, Schuster (2012) and colleagues, drawing on the work of Joiner 

(1999) write that there exists a reciprocal relationship between depression and HIV in that 

depression likely leads to poor social relations and poor social support in person with HIV; 

conversely, poor social support in persons with HIV is likely to lead to depression. With 

regard to the latter, one also has to consider the impact of negative thoughts that people with 

HIV might harbor about their illness and what it means to be HIV positive. Beck’s cognitive 

triad speaks about the negative thoughts about the self, the world/environment and of the 

future (Beck, 2011). People with HIV may develop ‘purely’ internal negative thoughts about 

themselves; some of those negative thoughts may be influenced by what is said by others 

around them. Negative thoughts appear as one of the criteria for depression in the DSM-5 

(APA, 2013); however, it may also be argued that constant and rigid negatives thoughts about 

the self may also predispose one to developing depression. Cognitive processes do not 



24 

 

preclude coping strategies employed by PLWHA in dealing with their condition. Gore-Felton 

et al. (2006), in addition to focusing on the physical outcomes associated with depression also 

looked at the quality of life of the affected individuals. They were able to illustrate through 

their research that depression adversely impacts on the quality of life of people living with 

HIV. More specifically their research focused on the coping strategies used by PLWHA. 

They found that depression was influenced by coping strategies and that HIV positive 

individuals exhibited a greater use of maladaptive coping strategies. They mention that 

according to the cognitive behavioral theories, maladaptive cognitive strategies makes one 

susceptible to depression, thus, maladaptive coping mechanisms such as avoidance makes 

one more prone to depression, which subsequently compromises quality of life. The authors 

thus suggest that it is of importance to screen HIV-positive patients for depression and to 

devise psychological interventions that focus on decreasing the patient’s maladaptive coping 

strategies.  

2.3 HIV/AIDS and Depression   

Occurring on its own, depression entails a significant challenge to the general health system 

of any given country; matters become exacerbated when it co-occurs with other chronic 

conditions such as HIV/AIDS. Indeed, the relationship between HIV and depression has been 

well documented. Cruess, Petitto and Leserman (2003) mention that over the past 20 years 

there has been mounting evidence that depression and other mood disorders are commonly 

observed in people living with HIV/AIDS. Olisah, Baiyewu and Sheikh (2010) argue that 

HIV infection can lead to neuropsychiatric syndromes and thus, health professionals need to 

be cognizant of this possibility when assessing new patients and when monitoring changes in 

patients whom they treat. They further argue that depression is the most commonly observed 

disorder among people living with HIV/AIDS and that the prevalence rate of depression in 

this group ranges from 22 to 32 per cent which is approximately  3 to 5 times higher than that 

in the non-clinical population (Olisah, Baiyewu and Sheikh, 2010). Jin (2006) and Lawler et 

al. (2011) also add that PLWHA are at most risk for neuropsychiatric co-morbidity especially 

with depression. Jagannath et al. (2011) further report that psychiatric illnesses are more 

common in PLWHA compared to the general public. Cruess et al. (2003) state that in a study 

of 222 HIV positive patients presenting to an inner-city medical clinic in United State of 

America (USA), 52% scored above an established screening threshold for psychiatric 

distress, including elevated depression scores. Another study by Bing and colleagues cited by 

Cruess et. al. (2003) examined a sample of 2,864 adults receiving treatment for HIV in the 
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United States in 1996. They reported that almost 50 per cent of the participants screened 

positive for a psychiatric disorder, and that more than a quarter screened positive for major 

depression during the previous year. Moreover, in a review of research on HIV and mental 

health in Africa, Brandt (2009) indicates that there are disproportionately high levels of 

mental illness in people living with HIV. She further mentions that a number of psychiatric 

disorders have been associated with HIV, but among those, depression appears to be most 

common. Petersen, Hancock and Bhana (2013) also indicate that CMDs are the most 

frequently observed disorders in PLWHA, with depression having the highest prevalence. 

Further, Petersen and colleagues state that concern over the rising co-morbidity of mental 

disorders with other non-communicable and communicable diseases; particularly in people 

living with HIV/AIDS has served to raise the public health priority of mental disorders in 

South Africa. They further argue that co-morbidity of CMD with HIV/AIDS is of pressing 

concern to the South African Department of Health as it threatens to undermine the success 

of the country’s anti- retroviral therapy (ART) programme.  

Furthermore a number of writers have written about the high prevalence of mental disorders 

among females living with HIV/AIDS. Briongos-Figueroet et al. (2011) note that the 

depression prevalence among HIV positive people varies between 4 per cent and 30 per cent 

and affect women more frequently. Benton (2008) further reports that the high prevalence 

rates of depression among women suggest that women may be particularly vulnerable to the 

onset of depression during a physical illness compared to men. They further mention that 

depression is the most frequently occurring mental condition in HIV positive persons. Gore-

Felton et al. (2006) documents that among HIV positive women, the prevalence of depression 

is two folds higher compared to their male counterparts. Leserman (2008) reported that the 

findings from the Women Interagency HIV Study (WIHS) that was conducted in the United 

States, California revealed that those with depressive symptoms were more likely to die from 

HIV in comparison to those who exhibited little or no depressive symptoms. The author then 

asserted that the mental health consequences of women diagnosed with HIV are of particular 

importance because the elevated psychological distress may take a toll on the individual, 

compromising their quality of life. Ramien (2006) and colleagues also provides an account of 

the impact of depression on the general wellbeing of women living with HIV. They suggest 

that depression has a momentous effect on the morbidity and mortality rates of women living 

with HIV/AIDS. They write that chronic depressive symptoms closely tie with disease 

progression, lowered CD 4 cell count and higher baseline viral load. With the latter in mind, 
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they mention that HIV positive women, who also happen to suffer from chronic depression, 

have mortality rates that are two times higher compared those with little or no depressive 

symptoms.  

For the purpose of this dissertation, the two negative health related outcomes resulting from 

depression among HIV positive individuals that have been well documented and which will 

be discussed are disease progression and poor adherence to treatment.  

2.4 Disease progression 

According to Benton (2006), depression has been largely associated with negative outcomes 

for PLWHA including rapid disease progression which escalates the mortality rates among 

this group. Jagannath (2011) and colleagues state that depression impairs the immune 

functioning which in turn influences the individual’s behavior and subsequently alter the 

course of the HIV infection. Gore-Felton et al. (2006) argue that mounting evidence points to 

the strong association between depression and HIV progression. They cite a number of 

studies which yield evidence that HIV positive individuals who suffer from chronic 

depression are more likely to progress quickly to AIDS and die early compared to those 

without depressive symptomatology. 

Antleman and colleagues (2007) carried out a study to assess whether depression symptoms 

increase the risk of HIV disease progression and mortality among women. They found that 

depressive symptoms among women living with HIV were significantly associated with a 

heightened risk of disease progression. Their conclusion was that depression the single most 

significant predictor of HIV disease progression and mortality. Viewing the relationship 

between HIV and depression from a biomedical lens, Lesermen (2003) suggests that HIV 

affects biological systems that overlap with those affected by depression and stress. 

Biologically, systems affected by HIV and depression overlap, thus it is to be expected that 

chronic depression will influence the progression of the HIV disease. There is a growing 

body of literature pointing to the harmful impacts of stress and depression on cellular 

immunity particularly those aspects of the immune system that are most vulnerable  thus 

worsening the course of HIV disease progression and other chronic life threatening diseases 

such as cancer (Leserman, 2003).  
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2.5 Depression and poor treatment adherence  

According to Nakimuli-Mpungu et al. (2012) some Sub-Saharan countries, through the aid of 

donors and international organizations, have been able to establish ART programmes with the 

aim of reducing HIV/AIDS related mortality. The authors mention that the success of such 

programmes hinges on optimal adherence to treatment. Although a number of factors, such as 

socio-demographic, socioeconomic and gender among others (Nakimuli-Mpungu et al., 2012) 

have been found to play a role in treatment non-adherence, clinical depression by far remains 

one of the primary factors that play the most crucial and fatal role (Lawler et al., 2011; 

Gonzalez et al. 2011; Wagner et al. 2012). Olisah, Baiyewu and Sheikh (2010) mention that 

research suggests that depression in people living with HIV/AIDS may be associated with 

reduced adherence to ART medication. Ambebir et al. (2008) in Olisah, Baiyewu and Sheikh 

(2010) reports that a study in Ethiopia found that patients who were not depressed were two 

times more likely to adhere to their ART treatment as opposed to those who were suffering 

from depression. Schuster, Manna and Bornovalova (2012) also reiterate that depression 

potentially lowers compliance with HIV treatment which compromises the optimal effect of 

the treatment. The authors continue to write that poor adherence results in health 

complications and medication resistant strains which lead to early death. The authors cite a 

study by Perry and Karasic which revealed that poor compliance with the HAART treatment 

results in a 2.5 fold increase in risk of death.   Other authors (Sherr, Clucas and Harding, 

2011; Wagner et al. 2012; Antelman et al. 2007; Remien et al. 2006; Benton, 2006; Lawler et 

al. 2011) also hold that depression plays a critical role in treatment non adherence among 

PLWHA. 

Nakimuli-Mpungu (2012) and colleagues further indicate that in Sub-Saharan Africa, poor 

adherence entails not just poor outcomes but also virus resistance to first line treatment 

regimens. In their study, the authors uncovered that there is an association between 

depression symptoms and ART adherence. They further argued that HIV positive individuals 

who screened positive for significant depressive symptoms were significantly less likely to be 

adherent to their ART treatment compared to those individuals who did not screen positive to 

depressive symptomatology. Petersen et al. (2013) also indicate that CMDs increase risk for 

poor anti-retroviral treatment (ART) adherence. They mention that a review of 23 studies in 

Sub-Saharan Africa has revealed that good adherence is 55 per cent less likely in HIV-

positive patients with depressive symptoms than those without. Such findings then reinforce 

the fact that HIV-positive individuals with co-morbid depression face the likelihood of poor 
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HIV treatment outcomes in the absence of mental health services to help them manage better 

the depression (Nkimuli-Mpaungu et al., 2012). 

Gonzalez et al. (2011) indicates that good adherence to ART continues to be a pressing 

challenge. They mention that poor adherence is associated with an elevated risk of treatment 

failure and viral resistance. It is fair then, to assert that poor compliance with treatment 

compromises the health related outcomes of the individual which inevitably leads to disease 

progression and elevated rates of mortality. Thus, Gonzalez and colleague’s advise that it is 

crucial that modifiable factors that are associated with poor treatment adherence be identified 

and interventions to address them be developed accordingly. These authors further suggest 

that depressive symptoms such as loss of interest, feelings of worthlessness and suicide 

ideation upset the self-management activities of the individual which are essential for the 

optimal effectiveness of HIV treatment. In simple terms, feelings of helplessness and loss of 

meaning in life experienced by depressed persons makes it difficult for them to initiate or be 

compliant with taking their treatment since they perceive no value in their existence. When 

patients are non-compliant, there is the possibility that they may develop viral resistance. 

From what has been said, it seems fitting to assert that depression seems to be defeating the 

effectiveness of ART treatment. In reference to the latter, Schuster and colleagues (2012) and 

Leserman (2008) maintain that although the ART era has been characterized by a decrease in 

the prevalence of opportunistic infections, immunological progression of HIV/AIDS still 

exists, with depression seemingly playing a crucial role. 

2.6 Mental Health Services in Africa and South Africa 

Sareceno and Saxena (2002) commented that an estimated 450 million people suffer from 

mental health related problems and that mental disorders account for a substantial proportion 

of the disease disability burden, yet mental health resources, particularly in low to middle-

income countries (LMICs) remain scant. Burns (2011) puts forth that despite the alarming 

prevalence of mental disorders, services for people with mental illness and disability are 

almost universally inadequate and this situation is even worse in LMIC. Furthermore, he 

states that while progress in general health promotion and prevention is evident, the same 

cannot be said for mental health. Indeed, Petersen et al. (2013) points out that there is a large 

treatment gap for mental disorders (up to 90 per cent) in low and middle income countries 

(LMIC) and that in South Africa, an upper middle-income country, the treatment gap is 75 

per cent for common mental disorders. Knapp et al. (2006) mentions that mental health 
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problems entail adverse consequences for quality of life and contributes to economic burden 

as well as sub-optimal functioning at the individual and national level thus maintaining the 

pattern of poverty especially in LMIC. Petersen (2010) also indicates that poor mental health 

hinders the development of people as well as the development of entire societies, thus 

keeping people locked in the cycle of poverty. Like Saerceno and Saxena (2002), Knapp and 

colleagues (2006) mention that despite the burden posed by mental problems, mental health 

resources in many countries remain scarce. Similarly, Prince et al. (2007) in their document 

entitled ‘No health without mental health’, highlights that despite the new insights about the 

challenges posed by neuropsychiatric conditions on the quality of life, mental health 

continues to remain a low priority in most LMIC. They argue that most developing countries 

tend to place priority on the control of infectious diseases, reproductive health, as well as 

maternal and child health. In fact Saxena et al. (2007) mentioned that in Africa and Southern 

Asia, most countries spend less than 1 per cent of their health budget on mental health 

services. Burns (2011) adds that globally, mental health receives a ridiculously small propor-

tion of health budgets and mental health services are mostly funded from general health 

budgets where they are awarded low priority, this being typically the case in LMIC countries 

who are also confronted by the challenge of dealing other major health problems such as 

HIV/AIDS. Alem (2000) also indicates that mental health services are profoundly inadequate 

in Africa. He laments about the problems inherent in centralized mental health care, mainly 

the fact that these services are largely inaccessible to the vast population that resides mostly 

in rural areas. At the root of the latter is inadequate funding for the decentralization of mental 

health services.  

Knapp et al. (2006) in their paper titled ‘Economic barriers to better mental health practice 

and policy’ provide rich information pertaining to the many barriers to mental health care, 

especially in LMIC. They argue that in these countries, there are not enough available 

resources at the right time and place allocated to meet the needs of the population. By way of 

example, they indicate that Ethiopia, a country badly hit by HIV/AIDS, has only one mental 

health hospital with only 390 beds and a small number of psychiatric nurses who are 

expected to provide mental health services to a population of over 55 million. Fox, Blank, 

and Rovnyak (2001) adds that poor roads and long distances to mental health facilities are 

two commonly cited barriers to seeking health for rural populations. Generally the problem 

does not reside in the individual’s failure to seek health care services, rather the problem is 
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embedded in the large structural processes that make it difficult for people in rural areas to 

seek and efficiently receive health and mental health services.   

South Africa’s Mental Health Care Act No. 17 of 2002 is comprehensive and aims, inter alia 

“To provide for the care, treatment and rehabilitation of persons who are mentally ill; to set 

out different procedures to be followed in the admission of such persons; to establish Review 

Boards in respect of every health establishment; to determine their powers and functions; to 

provide for the care and administration of the property of mentally ill persons; and to provide 

for matters connected therewith” (Government Gazette, 2002, p.2). The first section of the act 

is central to the tailoring and delivery of mental health services for the wider population. 

Article 6 1 (a) further states that health establishments need to provide any person in need of 

mental health care, treatment and rehabilitation with such services within the professional 

scope of such practice; and (b) that such health establishments need to refer such persons to 

appropriate mental health care levels for the latter services should the need arise 

(Government Gazette, 2002). Although very impressive on paper, the implementation of this 

act within the current South African context remains questionable, especially whether health 

establishments such as primary health clinics or districts hospitals effectively render such 

services and whether such services are rendered to the entire population remains a critical 

issue. 

Burn (2011) states that despite South Africa’s progressive mental health legislation, a number 

of barriers to accessing mental health care continue to exist, which result in: (i) psychiatric 

hospitals falling apart and thus unfit for human use; (ii) chronic shortages of mental health 

personnel; and (iii) an inability to develop important tertiary level psychiatric services. He 

argues that it is unfortunate that the state of affairs remains somewhat the same in spite of the 

constituted commitments to the restructuring of mental health care. It is a reality in South 

Africa and in many other African countries that the provision of mental health services 

remains a challenge. This is not to say that there are no advances in roll out of mental health 

services in South Africa. Although not widespread and widely felt; there are nevertheless 

some advances.   

According to Lund (2010) and colleagues, within the South African context, there has been a 

growing recognition that mental health is a pressing public concern in need of attention. 

However, they mention that like in other LMICs, mental health services in South Africa 

remain grossly inadequate. Petersen, Bhana and Campbell-Hall (2009) published a 
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compelling paper that tied in the progressive history of mental health care in South Africa. 

They argued that during the reign of apartheid, mental health services were largely 

characterized by institutional care and psychopharmacological treatment. However with the 

advent of the new democratic dispensation in 1994, massive restructuring of the dispensation 

of health care took place which included deinstitutionalization, even though the focus was 

still on psychopharmacological management of patients with chronic mental disorders at 

Primary Health Care (PHC) levels. The latter inevitably excluded access to care for Common 

Mental Disorders (CMD) such as anxiety and depression. Swartz (1998) cited in Ngcobo and 

Pillay (2008) also noted that hospital services seem to be utilized primarily for more serious 

psychiatric problems, especially in  black communities, while CMDs, although equally 

debilitating, especially when they occur with other somatic diseases (e.g. depression and 

HIV/AIDS), remain largely undetected and untreated. Petersen et al. (2009) revealed that 

decentralization and integrated PHC remains focused on emergency management and referral 

to secondary/tertiary care of patients presenting with severe mental disorders. They highlight 

that at the PHC clinic level, nurses sampled indicated that they do not have the time to 

identify and manage patients with CMDs, and even if they were able to identify such patients, 

they would encounter difficulties finding someone to refer them to. According to Ngcobo and 

Pillay (2008), the high prevalence of MDD among their participants indicate the actual high 

levels of psychopathology in society which highlights the severe lack of psychological 

services for the community, especially at primary care level.  

Lund et al. (2010) flagged that evidence points to the fact that a significantly small proportion 

of individuals with CMDs receive mental health care. Their research revealed shocking 

statistics pertaining to the available mental health professionals per 100 000 population in all 

provinces in South Africa. The findings revealed that in the Eastern Cape there were only 0.1 

psychiatrist, 0.2 psychologist and 0.3 social workers available for a 100 000 population. In 

Limpopo there were 0.1 psychiatrists, 0.1 psychologists and 0.1 social workers available to 

service a 100 000 population. Other provinces that were understaffed with mental health 

professionals included the North West, Northern Cape, Mpumalanga and KwaZulu Natal.  

Burns (2011) indicates that in South Africa, not enough precedence is awarded to mental 

health by provincial health departments. He argues that previously there was no national 

mental health plan, and at a provincial level, only one of the nine provinces had a specified 

mental health plan. He further indicates that there were no funds set aside for mental health 

services either at national or provincial level hence the funding of mental health services from 
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general health budgets where they inevitably ended up at the bottom of a pile of pressing 

needs when money was being allocated. Burns cites research done in the province of 

KwaZulu Natal which uncovered a gross disproportion in the allocation of funds to 

psychiatric facilities. The research revealed that the budget increase for psychiatric hospitals 

was significantly lower than that of general hospitals, clearly illustrating a pattern of unfair 

treatment between psychiatric and general hospitals. Furthermore, the findings illustrated that 

four of the six psychiatric hospitals that were surveyed experienced a definite year-to-year 

decrease in budget allocations during a 5-year period; while during the same period none of 

the general hospitals experienced a decrease in the funds allocated to them. In a very 

compelling paper published in the Equal Rights Review Journal, Burns (2011, p. 106) 

passionately states that: 

The gap that exists between the burden of mental illness and disability and the relative 

lack of mental health resources in South Africa is a human rights issue. The state has 

an obligation to provide services for the health needs of its people; and it is clear that 

services for those with mental illness and disability are woefully inadequate and, for 

many people, inaccessible in that nation. South Africa is by no means the only 

country characterized by a mental health gap – indeed most countries fall short of 

meeting the mental health needs of their citizens. However, South Africa is a nation 

that has publically declared its commitment to upholding the rights of the mentally ill 

and disabled in enacting one of the most progressive pieces of mental health 

legislation in the world. In making these commitments, the government of South 

Africa has affirmed its belief that all members of the society have a fundamental 

constitutional right to care. 

Although Burns’ sentiments still capture the plight of many South Africans, considerable 

advances have been made with regard to the implementation of sound mental health policy in 

South Africa. Stein (2014) indicates that in May 2013 a crucial step was taken when the 

World Health Assembly adopted the Comprehensive Mental Health Action Plan 2013 - 2020, 

that committed all United Nations member states to take specified actions to help reach the 

targets that were stipulated collaboratively by all the stakeholders. He further states, that a 

further important step forwards was taken in July 2013 when the National Health Council 

adopted the Mental Health Policy Framework (MHPF) and Strategic Plan 2013 - 2020 for 

South Africa. A document released by the South African Department of Health (2013) 

includes the mission, vision and objectives of The National Mental Health Policy Framework 
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and Strategic Plan 2013-2020. Essentially this policy framework aims to improve the mental 

health of all South Africans by the year 2020. Some of the important objectives include 

scaling up decentralized integrated primary mental health services; raising  public awareness 

about  mental health and to fight stigma and discrimination associated with mental illness; to 

promoting the mental health of the South African population, through collaboration between 

the Department of Health and other sectors; empowering local communities, especially 

mental health service users to participate in the promotion of mental wellness and recovery 

within their community and ensuring that the planning and provision of mental health 

services is evidence-based. Stein (2014) indicates that this initiative calls for celebration and 

congratulation as it marks the culmination of a great deal of work by many committed 

individuals, it addresses a significant gap in public health, and it offers hope for the many 

South Africans  suffering from mental illness. Although it is still early days, there is 

optimism that this new Mental Health Policy Framework will better the lives of mental health 

service users, and will contribute in the effective rollout of mental health services in South 

Africa.   

2.7 Proposed pathways for the effective provision of mental health services 

In response to the many deficiencies evident in the delivery of mental health care in many 

developing countries, Lund et al. (2012) advocated for an integration of mental health into 

primary health care as means of narrowing the treatment gap in LMICs (which is now one of 

the objectives of the newly adopted Mental Health Policy Framework in South Africa). The 

authors argued that such integration would potentially and most likely set a platform for more 

holistic health care, increase accessibility to mental health services, provide opportunities of 

reducing stigma associated with receiving separate health care and reduce costs of accessing 

mental health care. Further, in response to the co-morbidity of depression and HIV/AIDS, 

Freeman (2012) and colleagues published a paper that called for an integrated mental health 

care for HIV/AIDS in South Africa. In their paper they highlight some of the factors that 

necessitate such integration. Firstly they identify the mental health consequences of HIV 

infection. These include cognitive impairments, and dementia due viral infection of the brain, 

anxiety and depression due to the impact of HIV/AIDS on the person’s life, drug and alcohol 

use as well social difficulties faced by PLWHA as a result of stigma and discrimination. The 

second issue they look at is whether the provision of mental health services and interventions 

(as a result of the integrated mental health care initiative) will improve treatment outcomes 

for PLWHA. The authors argue that the provision of mental health care will likely result in 
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positive treatment outcomes such as slow disease progression and compliance with treatment 

regimens as a result of the effective management of depression which has been implicated in 

disease progression and poor treatment adherence. They also add that in addition to the 

treatment of specific mental disorders such as depression; several behavioral interventions 

may also contribute to good adherence such as motivational interviewing, Cognitive 

Behavioral Therapy (CBT) and group supportive therapy.  

Task shifting has also been advocated for by a number of researchers as a possible viable and 

efficacious option to increase access to the delivery of mental health (Petersen, Lund and 

Stein, 2011; Rahman et al, 2008; Chibanda, Mesu and Kajawu, 2011). It entails the 

participation of non-specialists in the provision of psychopharmacological and psychosocial 

treatments under the supervision of trained mental health specialists (Saraceno et al, 2007 in 

Petersen, Bhana and Baillie, 2012). McInnis and Merajver (2011) also define task shifting as 

a “rational redistribution of tasks among health workforce teams. Specific tasks are moved, 

where appropriate, from highly qualified health workers to health care workers with shorter 

training and fewer qualifications in order to make efficient use of available human resources 

for health” (p.168).A report on skills mix in low income countries states that “in many 

developing countries, the skills of limited yet expensive professionals are not well matched to 

the local profile of health needs” (Fulton, Scheffler and Sparke, 2011, p.1). This report 

continues to state that when professional skills are not matched to the country’s local health 

care needs, the health care services become less accessible. The latter is all too familiar in 

many African countries. South Africa is no exception - where the vast majority of the 

population is unable to access mental health services. Petersen et al. (2012), citing Saraceno 

et al. (2007) indicate that in poorly resourced contexts, where there is a gross shortage of 

mental health specialists, a stepped care approach that incorporates task shifting has been 

suggested as the most feasible option for the scaling up of mental health services for common 

mental disorders.  

Petersen et al. (2011a) discussed some important points regarding task shifting: they argue 

that there is ample evidence from LMICs that community-based workers can be trained to 

successfully render specific interventions in order to reduce the identified gaps in the 

provision of mental health services particularly for CMDs such as depression. A feasibility 

study by Petersen, Bhana and Baillie (2011c) that engaged trained Community Mental Health 

Workers (CMHWs) in rural South Africa in the provision of group IPT (Interpersonal 

Therapy) for PHC clinic patients with moderate to severe depressive symptoms yielded 
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promising results. More evidence to corroborate the effectiveness of task shifting comes from 

Petersen et al. (2011a) who highlighted some of the success stories of task shifting. They cite 

the Ugandan study that trained community based workers to effectively deliver group 

interpersonal therapy to people with depression which was later adapted to the South African 

context which currently bears promising results. Chatterjee et al. (2009) in Petersen et al. 

(2011b) used trained community based facilitators in India to successfully run a community 

based rehabilitation programme. A pilot study by Chibanda and colleagues (2011) revealed 

the potential effectiveness of task shifting. In their study they trained health care workers to 

deliver a problem solving approach based intervention through the ‘Friendship Bench’ which 

is placed in the clinic grounds. The intervention package included supervision and stepped 

care. They also mentioned that the intervention appeared to be acceptable to the community, 

but most importantly, the preliminary findings of their study showed that the intervention was 

efficacious in reducing psychological morbidity. Rahman et al. (2008) in Petersen et al. 

(2011b) developed an intervention based on principles of CBT, which could be delivered by 

ordinary village-based primary health workers to help depressed mothers in Pakistan. The 

results of their study indicated that the intervention was effective in relieving depression 

symptoms and in bettering the QOL of the participants. Petersen et al. (2011c) further write 

that the review of evidence based interventions for the six pressing conditions namely alcohol 

use disorders, attention-deficit hyperactivity disorder (ADHD), dementia, depression, 

epilepsy and schizophrenia in low to middle income countries suggests that brief screening 

tools administered by non-specialists for depression and substance use disorders have a good 

diagnostic validity and clinical utility. This attests to the effectiveness of delegating some 

tasks to less qualified health care workers in order to provide more services to the population, 

although training and continuous supervision is needed. 
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2.8 HIV/AIDS and depression co-morbidity and health related outcomes    

 

 

  

  

  

  

  

  

 

Figure 1 

Depression co-morbid with HIV/AIDS contributes to poor treatment adherence and or HIV 

progression which either way leads to an elevated risk of early death. However if mental 

health services are introduced, they have the potential to act as a buffer between these two 

conditions and heightened risk of mortality by helping the individual effectively manage the 

depressive symptoms which could lead to improved compliance with the treatment regimens 

and to positive health outcomes and extended life years. 

2.9 Theoretical framework: Kleinman’s Explanatory Model of Illness 

The field of medicine and psychiatry in particular has seen a somewhat promising shift from 

the purely biomedical model of understanding disease and illness towards models that are 

culture sensitive and that incorporate patient’s perspectives and beliefs about their own 

illness. The latter is supported by an increase in studies that seek to explore patient’s 

subjective beliefs and interpretations of their illness (for an example see Sorsdahl, Flisher and 

Wilson, 2010; Lynch and Medin, 2010 and Buus, Johannessen and Stage, 2012). These 

models have come to be known as explanatory models and Lynch and Medin (2010) define 

explanatory models or framework as “sets of assumptions about what type of causes and 

causal principles are relevant for a particular phenomenon” (p. 2). These sets of assumptions 
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are normally held by patients and shared by their families, friends and the community that 

they are part of. They tap into the causes, manifestation and treatment of a particular illness 

as understood in that culture. Lynch and Medin differentiate between those models that 

attribute illness to physical causes and those that attribute it to psycho-social causes. They 

write that physical explanatory models attribute illness to a disruption in bodily or 

physiological process while the psycho-social models attribute illness to thoughts and 

emotions that usually stem from social or socioeconomic factors. As examples, they draw on 

the ethnographic work of Murdock (1980) and Evans-Prichard (1937) conducted in 139 non 

industrialized countries. These authors agree that most people attributed the etiology of their 

illnesses to psycho-social factors. For an example, the Zandes of Central Africa believed 

illness to be caused by jealousy or angry neighbors through the use of witchcraft, in Latin 

American societies; the Susto is a common cause of illness in which shocking emotional 

situations causes one’s soul to leave one’s body.  

Further, Kleinman (1980) defines explanatory models as “notions about an episode of illness 

and its treatment that are employed by all those engaged in the clinical process” (p.105). 

According to Kleinman, explanatory models are conceptual frameworks that guide the 

understanding of how illness manifests, is interpreted and subsequently treated. Kleinman 

further notes that explanatory models assist in providing explanations for different 

dimensions of sickness, namely the etiology or cause of the sickness, timing and the nature of 

the manifestation of symptoms, pathophysiology and course of the sickness as well as 

treatment issues. Essentially, the explanatory model approach recognizes the importance of 

meaning attached to a particular illness within a specific cultural or perhaps religious context. 

Succinctly put, explanatory models give meaning to the person’s experience of illness (Buss, 

Johannessen and Stage, 2012).   

An important but often overlooked distinction that Kleinman, Eisenberg and Good (1978) 

highlight which is pertinent for treatment is between the terms ‘disease’ and ‘illness’. 

Kleinman and his colleagues write that “disease in the Western medical paradigm is a 

malfunctioning or maladaption of the biological and psychophysiological processes in the 

individual whereas illness represents personal, interpersonal and cultural reactions to diseases 

or discomfort” (p. 252). They further argue that illness is in most part shaped by culture in a 

sense that how people perceive, experience and cope with disease is contingent on their 

explanation of sickness and the meaning making systems they employ. The way people 

communicate their sickness to others, the narratives that they use, the manner and nature in 
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which their symptoms manifest, their help or health seeking behaviors and their ability to 

adhere to their treatment regimens are thus all influenced by culture.  

The explanatory model perspective is fitting for the current study as the study aims to explore 

service user’s perceptions of depression and mental health services, that is, their idiosyncratic 

or culturally shared perceptions of depression and its treatment. Such exploration is 

warranted as it will share light on the probability of the utilization of psychological services 

in the treatment of depression. As mentioned earlier, Kleinman defines explanatory models as 

notions about illness and treatment as shared by all those engaged in the clinical process. This 

means that the use of explanatory models is not the sole forte of the patients or health 

services users, but health or mental health service providers also hold their own explanatory 

models to help them understand the clinical presentation of the patient. More often than not, 

patient’s explanatory models about their illness are usually dismissed in favor of the 

biomedical model; however this risks alienating the patient and rendering their beliefs and 

culture less important. Moreover, Sorsdahl et al. (2010) note that previous research involving 

South African psychiatric patients has viewed the ‘black experience’ as being homogenous 

throughout the continent irrespective of differences in culture, religion, language etc. They 

further argue that previously it was believed that Africans have an innate desire to consult 

traditional healers instead of Western medical services. However the important factor that 

was grossly overlooked they argue, is that Western medical services have been largely 

unavailable to most African populations and to the vast South Africans in different parts of 

the country. The latter is pertinent to the health sector in South Africa which is marked by a 

shortage in the delivery of health care services, particularly mental health care.     

However currently there is strong advocacy for the integration of cultural practices and 

beliefs about illness to the public health system (Sorsdahl et al. 2010). The latter stems from 

the realization that the provision of appropriate and effective health and mental health 

services require the participation of both service providers and service users. Such 

participation entails a dialogue about service user’s cultural beliefs pertaining to different 

sicknesses and a negotiation about different choices of treatment.  

The majority of the local studies done under the rubric of the explanatory model of illness 

perspective have been mostly attracted to focusing on people’s perceptions about causes of 

either psychotic or bizarre illnesses, however less studies have focused on people’s 

perceptions about common mental disorders such as depression. Sorsdahl et al. (2010) 
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conducted a study in Mpumalanga, South Africa that explored traditional healer’s 

explanatory models about mental disorders and their treatment practices. In addition to 

focusing on psychotic disorders, their study also looked at CMDs (depression and anxiety). 

Their findings revealed that the majority of healers in their studies attributed depression to 

psychological reasons such as stress or thinking too much and a fairly substantial number felt 

that individuals suffering from depression required treatment from a Western doctor. 

However for individuals suffering from psychotic disorders such as schizophrenia, the 

majority of the healers attributed causes either to bewitchment or ancestral calling and 

strongly recommended treatment from a traditional healer (Sorsdahl et al. (2010). These 

findings have an important implication especially with the treatment of CMDs such as 

depression, in that, if traditional healers believe that medical treatment is effective for 

depression, they are more likely to refer their patients whom they believe to suffer from 

depression to hospitals. However the latter hinges on the traditional healer’s knowledge about 

depression and it is in this case that involvement of traditional healers in the promotion of 

mental health is most essential.  

Following the discussion in the preceding sections, it is clear that more still needs to be done 

with regard to the rolling out of mental health services in LMICs including South Africa. The 

success of the latter partly rests on the involvement of mental health services users at the 

grass root level and a consideration of their experiences and understanding of mental illness. 

Thus this study aims to explore how PLWHA with co-morbid depression perceive depression 

and mental health services.  
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CHAPTER 3: RESEARCH METHODOLOGY 

3.1Aim and objectives of the study 

The principal aim of the current study is to explore how PLWHA with co-morbid depression 

perceive depression and mental health services. The secondary aim of the study is to learn 

about their perceptions of acceptable interventions which may inform the development of 

appropriate interventions. As noted above, there is a dearth of literature in this area, thus this 

study is designed to: 

 Collect and accumulate useful information or data 

 Increase knowledge and understanding of the issue being investigated  

 And potentially contribute to the development and implementation of needed 

interventions 

The objectives and research questions  

 To understand PLWHA’s knowledge about depression, its causes and its 

consequences 

 To understand  PLWHA’s perceptions of the barriers that prevent them from seeking 

mental health services  

 To understand  PLWHA’s knowledge about available mental health services  

 To explore  PLWHA’s perceptions about acceptable  interventions for depression  

 To understand perceptions of the impact of depression on PLWHA’s adherence to 

ART medication and; 

 To explore PLWHA’s perceptions of the role that should be played by nurses and 

Community Health Workers (CHWs) in the provision of mental health services for 

people living with depression.  
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3.2 Research design  

A significant number of people who live in LMICs are yet to benefit from adequate mental 

health services. The involvement of different stakeholders’ particularly mental health service 

users at a grass root level is an integral part of the development and implementation of mental 

health services. However, more often than not, the implementation or provision of services 

intended for community use take a top down approach that entails less or no consultation 

with stakeholders at grass root level. Although the current study is not for policy purposes, it 

may nonetheless influence the development of mental health services and the nature in which 

they are rolled out. To encourage optimal community engagement, the current study was built 

on the qualitative paradigm (Family Health International, 2002). The motivation behind the 

use of this approach is that qualitative research seeks to understand a problem or issue being 

researched from the perspective of the participants. In this case the research aims to look at 

the perceptions of PLWHA. Qualitative research provides the ‘human’ side of the issue, that 

is, it takes into account people’s subjective experiences, their values, their opinions and their 

emotions about a particular issue. This yields in-depth and rich information (Family Health 

International, 2005).  

Kleinman’s explanatory model of illness framed the interview questions (Kleinman, 1980). 

The use of this framework allowed the research participants to share their understanding of 

mental disorders such as depression. Moreover it allowed participants to voice out their 

choice of treatment. 

3.3 Study site  

The study site was a primary health care facility in the North West (NW) Province of South 

Africa serving peri-urban population. North West province is home to 8.2% of South Africa’s 

population and it is marked by high unemployment and poverty rates as well as 

disproportionate distribution of income between the various population groups. Further, the 

NW has an ante-natal HIV prevalence of 29.6% (Petersen et al, 2013). The PHC facility in 

which the study was done in provides HIV/AIDS and TB related treatment; it also provides 

HIV Counseling and Testing (HCT) as well as ART services for PLWHA.   

3.4Sample demographics 

A total of 15 participants were interviewed in this study. All the participants were health 

service users living with HIV who also met the criteria for depression. All the participants 
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were female and their ages ranged from 25 – 53 years. The participant’s educational level 

ranged between grade 2 and grade 11. Six out of the 15 participants reported having some 

form of employment during the time of the interview, and 11 of the participants reported that 

they receive some form of government grant. All the participants were black African females, 

fourteen were seTswana speakers and one was a Xhosa speaker. The participants came from 

a context characterized by poverty and high unemployment rates. Most of the participants 

who lived with their partners were not married but cohabited with them. An additional 

inclusion criteria that was used is detailed below: 

• Women who are not pregnant and/or had not delivered a baby in the last 6 months 

•  PLWHA (on treatment or not) 

• 18 years or older 

• Do not need urgent medical attention 

• Screen positive for depression with a cut off of 8 or more on the SRQ- 20 

• Competent to participate in the interview, i.e., do not have difficulty with hearing, 

speaking, or cognition 

3.5 Recruitment description and Sampling strategy 

The sampling strategy that informed the recruitment of the participants was volunteer 

purposive sampling. The purposive technique selects cases with a specific purpose in mind. 

The recruitment of participants for this study was influenced by the purpose of the study: 

service users who are both HIV positive and depressed were selected because they were 

going to provide relevant and rich information that would ultimately serve the aim and 

objectives of the study. Potential participants were recruited from the waiting room over four 

randomly chosen days. The field workers then explained the purpose of the study to the 

potential participants while they were attending the HIV clinic before formally inviting them 

to   participate in the study. Following informed consent procedures, the potential participants 

were interviewed in a private space at the clinic. A first stage screening instrument for 

common mental disorders, the Self Reporting Questionnaire – 20 (SRQ-20), previously 

validated in South Africa was administered to the potential participants (Bhagwanjee et al, 

1998 and Rumble et al, 1996 in Petersen et al, 2013), using a cut- off point of 8 or above. The 
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second stage diagnostic screen used was the depression module of the Structured Clinical 

Interview for DSMIV Diagnosis (SCID I) for major depressive disorder (MDD). This 

instrument has also previously been used in South Africa and was administered by seTswana 

speaking psychologists who had received training and supervision in the use of this 

assessment tool (Petersen et al, 2013). 

3.6 Data Collection 

It needs to be declared here that the author of this dissertation was not involved in the data 

collection phase. The in-depth semi-structured individual interviews were conducted with the 

service users by field workers who are clinical psychologists. The interviews were conducted 

in private and comfortable rooms at the clinic in order to protect the identity of the 

participants and ensure confidentiality. Generally, the interviews enquired about the 

participant’s knowledge about depression; the signs and symptoms they associated with 

depression; causes of their depression; how long have they been depressed; how the 

depression affect their lives; whether the depression affected their ART regimen or not; their 

health seeking behaviors; their knowledge and experiences of mental health services; their 

perceptions of how mental health services may be made accessible and the form of 

interventions they would be comfortable with. Because this study was a sub-study of a bigger 

study, the interviews also tapped into a broad range of issues which are beyond the scope of 

this dissertation. 

Following informed consent procedures, the individual interviews were recorded in seTswana 

using a digital audio recorder with the permission of participants. The interviews were later 

transcribed and translated to English with back-translation checks done by a bilingual 

English-seTswana speaker.  In-depth interviewing is a type of interview which is normally 

used by qualitative researchers to obtain rich data in order to achieve a full understanding of 

the participants’ point of view or situation. This type of interview involves asking informants 

open-ended questions, and probing where necessary in order to elicit useful data (Berry, 

1999).There is much value in the use of in-depth interviews such as facilitating the 

establishment rapport. In a one-on-one setting, the interviewer can dedicate full attention to 

each research participant, listen actively and probe as needed. In this kind of interview, each 

participant has enough time and opportunity to share their feelings, perspectives, and attitudes 

with the researcher. In addition to eliciting elaborate and exhaustive knowledge about the 
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individual’s lived experiences, in-depth interviewing can also produce very precise and 

specific responses (Berry, 1999).  

3.7Data analysis: The Framework Approach 

The framework approach was used in the analysis of the obtained data. Smith and Firth 

(2011) write that the framework approach was developed in the 1980s by social policy 

researchers as a method to aid in the management and analysis of qualitative data in applied 

policy research. It later then gained popularity as a method for analyzing qualitative data 

derived from healthcare research.  Ritchie and Lewis (2003), in Smith and Firth (2011, p.53), 

mention that “the framework approach allows the researcher to explore data in depth while at 

the same time maintaining a transparent audit trail, which enhances the rigor of the analytical 

processes and the credibility of the findings”. Smith and Firth mention that the framework 

approach shares some similarities with thematic analysis; however the framework approach 

emphasizes transparency in data analysis and the links between the stages of the analysis. The 

central focus of the analytical process of this approach is a series of related stages that allows 

the researcher to move back and forth across the data until a logical and meaningful account 

emerges (Ritchie and Lewis, 2003 in Smith and Firth, 2011).  

Stages of the analysis process 

The stages reviewed here were originally developed by Ritchie and Spencer (1994) and then 

cited by Srivastava and Thomson (2009). The data analysis process followed these steps. 

1. Familiarization 

Familiarization refers to the process whereby the researcher becomes acquainted with the 

transcripts of the collected data. The researcher becomes immersed in the data by listening to 

audiotapes or reading the transcripts. Because the data for this study was already transcribed 

and translated, the researcher familiarized himself with the data by reading the full interview 

transcript; this provided the researcher with the depth of information regarding the interview 

process and the line of questioning and responding. This process enabled the researcher to 

become aware of key ideas and recurrent themes. 
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2. Identifying a thematic framework 

This is a stage where the researcher recognizes emerging themes or issues in the data set. At 

this stage the researcher allowed the data to dictate the themes and issues. Although some a-

priori themes can be used in analysis of the data using a framework approach, the researcher 

focused more on the themes that emerge from the data. 

3. Indexing 

Indexing is a process of identifying portions or sections of the data that match-up to a 

particular theme. This process is applied to all the collected textual data such as transcripts of 

interviews. At this stage the researcher started drawing out the emerging themes and for 

convenience purposes used the tabular indexing system to sort out the themes and the 

corresponding data. 

4. Charting  

In this stage, the specific data pieces that were organized (indexed) in the previous stage were 

then arranged in charts of themes. This process entailed the extraction of data from the 

original transcript and placing it in charts that consist of the headings and sub-headings that 

were drawn during the thematic framework. Ritchie and Spencer in Smith and Firth (2011) 

write that what is important to remember here is that although the pieces of data are extracted 

from their original context, the data can still be easily traced to the case it came from.  

5. Mapping and interpretation  

This stage involves the analysis of the key characteristics as laid out in the charts. Essentially, 

in this step the researcher started making sense of the data as organized through the previous 

steps by making associations between the data. The complete interpretation of the data 

emerged from this step.  

3.8 Reliability and Validity 

Jopper (2000) in Golafshani (2003) defines reliability as the “extent to which results are 

consistent over time and are an accurate representation of the total population under study” 

(p.598). He further indicates that “validity determines whether the research truly measures 

that which it was intended to measure or how truthful the research results are” (p.599). With 

regard to qualitative research, Golafshani indicates that there has been a lot of contention 
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among qualitative researchers about the applicability of validity and reliability in qualitative 

research. However, there has also been a realization of the need for qualifying checks for 

qualitative research hence the development of concepts of validity in qualitative research 

such as quality, rigor and trustworthiness (Golafshani, 2003).  

Shenton (2004) wrote about the four criteria proposed by Guba namely credibility, 

transferability, dependability and confirmability. With regard to credibility, the current 

research met some of the provisions that aim to promote the confidence that the study has 

accurately captured the phenomenon under scrutiny. The researcher in the current study 

employed well established research methods such as a line of questioning (semi-structured 

one on one interviews), method of data analysis (the framework approach) and the use of 

validated instruments for the recruitment of participants (SRQ-20 and SCID-I). Tactics of 

encouraging honesty from participants such as the informed consent, informing participants 

about the voluntary nature of their participation and ensuring them that their refusal to 

participate will not bear any negative consequences for them. 

Independence status of the researchers was emphasized and anonymity was ensured. Iterative 

questioning was also used by the interviews such as the use of probes in order to elicit 

detailed data. The background, qualifications and experiences of the investigators and field 

workers (psychologists and seasoned researchers) also ensured the credibility of the study.  

During the writing up of this dissertation, past research findings in the same area were also 

examined to ascertain the degree of congruence between the current and past findings. On 

transferability, Shenton (2004) indicates that researchers have often had contrasting views 

with regard to the transferability of qualitative research findings. He points out that some 

naturalistic inquires believe that even conventional generalizability is never completely 

possible as all the observations are defined by the specific contexts in which they occur. Still 

others believe that although every case is unique, it is still an example within a broader group 

and thus transferability should not be quickly rejected although it should be approached with 

great caution. Although there was no intention of transferring the results from the current 

study to other contexts, some provisions were made to assist the reader in making a transfer. 

Sufficient contextual information about the fieldwork site was provided in the methodology 

section such as a brief background information about the research location as well as 

demographic information about the participants. Sufficient description of the phenomenon 
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under study was also provided to allow for proper understanding and comparison with similar 

phenomenon in other situations.  

On dependability, Stenton (2004) argues that there is a close tie between credibility and 

dependability and that in practice, the demonstration of the former goes some distance in 

ensuring the latter. He argues that in order to address the issue of dependability, the processes 

in the study should be reported in sufficient details so as to enable future researchers to repeat 

the research. He further argues that with regard to dependability, the research design itself 

(this being a qualitative investigation) serves as a prototype model. On confirmability, 

Stanton indicates that it is the qualitative researchers’ equivalent of objectivity. He indicates 

that care should be taken to ensure that the results reflect the experiences and ideas of the 

informants rather than the preferences of the researcher. He indicates that the methods 

employed in the research as well as the reasons for using them be mentioned in the report (in 

this report, methods such as sampling, data collection, data analysis were outlined and 

reasons for their choice delineated). Limitations of the study qualitative approach as well as 

limitations of the research findings were reported.  

3.9Ethical considerations 

Since this study included individuals who are HIV positive and who suffer from depression, 

great care was taken especially in the questions asked and in the manner they were asked. 

Pertaining to questioning, there was a risk that even innocent questions could have disturbed 

the individuals, thus the interviewers applied great caution with regard to the questions asked. 

Because of the nature of the research focus, anonymity and confidentiality of the participants 

and the information obtained was ensured and pseudonyms were used to protect the identity 

of the participants. The participants were acknowledged of their right to withdraw from the 

research at any stage should they feel uncomfortable to continue and they were fully 

informed that their withdrawal from the study would in no way compromise the health care 

they received from the clinic. The researchers obtained the participants’ informed consent in 

writing. The researchers also ensured that the participants did not just consent to participate, 

but that their consent was truly informed and this was done by communicating information 

about the study including risks and benefits and voluntary nature of participation in the 

language and manner that the individual participant fully comprehended. The participant’s 

permission was also obtained before audio recording the interviews.  
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Considering the focus of this study, psychological support services were made available by 

the researchers in case the participants needed them at any stage of the research. The 

researchers ensured that benefits for all the participants were maximized while risks were 

minimized or at best eliminated. 

Ethical approval for the study was sought and obtained from the Ethics Committee from the 

University of KwaZulu Natal while the permission to carry out the study was obtained from 

the relevant gatekeepers from the Primary Health Clinic where the study was conducted in. 
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CHAPTER 4: FINDINGS 

4.1 Introduction of themes 

Eight themes emerged from the study. The first theme was the participants’ understanding of 

depression, that is, their knowledge about depression. Further a subtheme was developed 

from this theme, that of the signs and symptoms that indicated to the participants that they are 

depressed. The second theme was the causes of depression, that is, what the participants 

attributed the genesis of their depression to. The third theme was about the participant’s 

subjective experiences of depression, primarily how depression has affected their personal as 

well as social lives. Theme 4 was the Barriers to seeking mental health services – the factors 

or circumstances that prevented them from seeking help for the depression. Theme 5 was the 

knowledge about available mental health services. This theme was further divided into four 

subthemes: (i) available services – that is, what kind of services are already in place (if there 

are any), (ii) knowledge about services provided by the department of health, (iii) utilization 

of mental health services – that is, should they be readily available to the community, would 

they be utilized by the community, and (iv) ensuring accessibility – the things that can be 

done to ensure that the community members have access to the mental health services. 

Theme 6 constituted of the type of interventions or forms of intervening that were perceived 

by the participants as acceptable. Theme seven alludes to the impact that depression has on 

the participant’s ART medication regimen – whether it affects their adherence to ART 

medication or not. The last theme, theme 8 looks at the expectations that participants have 

about the nurses and Community Health Workers (CHW) – that is, the role that nurses and 

CHW are expected to play in the rolling out of mental health services.  

4.2 Understanding depression 

4.2.1 Stress and embodies symptoms 

Most of the participants understood depression as stress that is caused by too much thinking 

or as painful nerves and somatic complaints. Many participants did not readily label or 

describe their suffering as emotional in nature but reported numerous somatic complaints. 

Participant 1: When someone has depression...It is stress…I can say it stress when it 

has grown…for me, I experienced nerves first 
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Somatic complaints were further emphasized.  

Participant 2: I feel that my body is tired…I am tired in the nerves here; I feel that it 

is painful here at the back not knowing what it is. My mind…I….I….I think my 

mind…I feel tired in the mind. 

One individual did not seem to even link her condition to stress; she said  

Participant 3: I think it is nerves. I have heard for the first time that I have stress- I 

do not know what stress is.  

4.2.2 Emotional and relational symptoms 

The participants reported a variety of symptoms which they felt indicated that they are 

depressed. The most common sign was that of crying or having an urge to cry most of the 

time: 

Participant 4: I have this urge to cry...I cry most of the time, for short and long 

periods ...I then realize that by talking to someone I get relief from the sadness it goes 

away. 

Another participant also shared a somehow similar experience indicating that:  

Participant 5: There is a time when I want to be alone. There is a time when I cry, 

not knowing why I am crying- I do cry… yes. Sometimes I ask myself why this thing 

happening to me. 

Another sign or behavior that stood out for a few participants is that of being angry and short 

tempered most of the time. However none of the participants reported that at any point did 

their anger oscillated to violence.  

Participant 6: I am short tempered, and I am not patient.  I am not patient; I felt like 

walking away from people, getting away from the people that I live with. 

At times when the participants were hostile, atleast verbally, the hostility was usually directed 

at the children. 
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Participant 7: I was short-tempered all the time fighting with children at home. That 

is when I realized that I had depression. 

One participant spoke about feeling suicidal and how she even had devised the plan to 

commit the suicide, to her that was the marker of depression.  

Participant 8: I noticed that I have depression because (coughing) I used to think 

about killing myself by ingesting poison and I did not want to listen to anybody’s 

advice.  

4.3 Causes of depression 

Two common themes emerged as the participants spoke about what they perceived to be the 

cause of their depression, namely their current socioeconomic situations (mainly the lack of 

employment which results in a lack of money for sustenance) and domestic problems with 

their partners.  

4.3.1 Lack of money 

The majority of the participants felt that their depression was primarily caused by and further 

perpetuated by lack of money to support themselves and their families, primarily their 

children. One of the participants spoke about how the lack of money is hindering her from 

bettering her house, 

Participant 9: I have been telling this sister that I think a lot about money because I 

want to make a stoep, I want to repair my back shack but I don’t have money. I want 

to plaster my house inside and paint it- I can’t, I don’t have money and I get stressed. 

While I am still thinking of all this we run out of food and I would not know where to 

get money. 

Furthermore, for participant 11, it was not just only financing repairs for her house, but it was 

also about sustenance; ensuring that there is food on the table. Without money, she was not 

able to provide that nourishment for herself and her family.  

Participant 11 also spoke bitterly about not being able to provide sustenance for her child and 

how that makes her feel.  
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Participant 11: Hunger is making my life difficult and my child does not have what’s 

required at school. The money issue causes me stress. When I think about that child, 

when he/she comes back from school he/she must eat and there is no food; that is 

when I feel more pain. 

For these women, the lack of money is a troubling issue. Most of them are single parents and 

are faced with the duty of single handedly raising sometimes more than one child while being 

unemployed. For almost all of them their partners are not in the picture and do not render any 

financial support. All of them are HIV positive and are on ART medication and they are 

required to have food in their stomachs before taking their medication.  

Thus most of these women rely on the child grant for their children which is not nearly 

enough to sustain them. One of the participants commented that:  

Participant 12: I earn a grant of R160-00 for the young child. There is no food and 

sometimes I am depressed because they attend school…when they get to school 

sometimes they leave without eating. Sometime they cry telling me they are hungry 

and I don’t have anything to give them and there is no one helping me that is why I 

got depressed. 

4.3.2 Domestic disputes 

Another theme that frequently appeared was that of domestic dispute with partners. Most of 

the participants discussed that they attributed their depression to the fathers of their children 

for having affairs or not caring for or supporting them.  

Participant 4: My depression was actually caused by the father of my children 

(partner), by having an affair.  

On the other hand, another participant’s experience did not only end with the affair, she also 

experienced physical assaults from her partner. She says 

Participant 1: I knew he had too many girlfriends but he would not admit that. If I 

start to talk about this thing he would like to beat me up and say a man is allowed to 

have affairs. So I stopped the marriage by the time I saw he was abusing me. However 

before I knew it, I was HIV positive. 
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Other participants spoke about not getting any support from their partners  

Participant 13: He left me with the kids and he does not work and he doesn’t support 

us, he doesn’t care.  

For participant 8 even turning to her family after being abandoned by her partner did not do 

her any good.  

Participant 8: He does not care. He is no longer interested in me and yet he is the 

one who got me in this situation. When he does not care for me, I try to talk to my 

family and they ‘throw their hands at me’ (a sign of not willing to help), and I have to 

figure things out on my own. 

For these participants, it is not only being unable able to put bread on the table for themselves 

and their children that is troubling emotionally. Their unfaithful and sometimes unsupportive 

partners do not lessen the burden but in fact add to it or better yet, impose another burden all 

together.  

4.4 Impact of depression 

Numerous researchers have written extensively about the impact of depression on the 

functioning of the individual. The impact of depression permeates the different levels of the 

individual, from personal to social and to occupational. The participants in this study spoke 

about the impact of depression in the domestic, social and occupational spheres of their lives.  

4.4.1 Domestic impact 

A number of participants felt that they are no longer able to complete or sometimes even 

initiate their domestic chores. Participant 9 indicated that she could no longer do her chores 

as well as she used to:  

Participant 9: I realized I no longer clean like I used to before and I no longer have 

energy. If I wanted to wash the windows both inside and outside, I would only get to 

clean the inside and I would clean the outside the following day. 

Participant 7 spoke about how she has lost interest on the things that she previously enjoyed 

doing.  
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Participant 7: I no longer liked cooking. I grew up as a person who liked to cook, 

liked doing chores, doing laundry, cleaning, but now I no longer like doing it. 

4.4.2 Social impact 

For some participants, their relationships with their neighbors and others around them 

became strained due to the changes in their mood.  

Participant 14: My neighbors and my depression- sometimes when they talked to me 

I would not speak to them in a kind manner and now most of them are reluctant to 

speak to me.  

Participant 9 indicated that due to her lack of energy and frequent feelings of fatigue, she no 

longer visited people close to her and they started saying that she thinks she is better than 

other people. One participant even indicated that she had lost her friends because of the 

depression, 

Participant 12 I used to have friends before, but now I do not have friends. 

For almost all the participants, their struggle with depression has resulted in the loss of 

possible support networks – the neighbors and even friends. One would argue that in the 

event of a thinning web of social support and absence of mental health services, depression 

will thrive and it seems it is certainly thriving among these women.  

4.4.3 Occupational impact 

Further, other participants felt that their depressive state restricted their occupational 

opportunities. For participant 4, she felt that she would not be able to work because she was 

sickly, 

Participant 4: I cannot go and work or look for work, because I am just sitting and I 

am sick all the time. 

Participant 15 felt that no employer would take her in because of her constant fatigue 

Participant 15: I am always tired. Which employer will I work for when I am always 

so tired? 
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For these women, this seems to be a vicious cycle. Most of them attributed their depression to 

financial constraints, in turn the depression makes them too sickly or too tired or not even 

motivated to look for a job. This means the financial constraints will persist and so will the 

depression if it remains untreated, which is the case with these participants.  

4.5 Barriers to seeking mental health services 

The participants reported on a number of factors that served as barriers to seeking mental 

health services namely a lack of knowledge about their condition, lack of knowledge about 

where to go, and in the event where they knew to go, a lack of transportation money.  

4.5.1 Lack of knowledge about depression  

A number of participants indicated that they did not seek help for their condition because 

they did not know what they were suffering from.   

Participant 6: The problem with many of us is that we do not know what depression 

is and I have just heard that I have depression. I do not know if you could advertise. 

Maybe you could advertise through posters in shops, clinics, halls and offices. 

Another participant added that sometimes people do not access mental health services (even 

if they are available) not because they choose not to use them, but because they are unaware 

that they need them and that they can benefit from them. She says:  

Participant 9: People do not use mental health services because they do not 

understand depression. This is the first time I have heard of it.  

4.5.2 Lack of knowledge about where to access help 

Further to that, some participants indicated that in the event where they knew that they were 

depressed, they did not know where to go for help, or in which door to knock on to be 

assisted.  

Participant 5: There was nowhere I could go. I did not know where to go - I cannot 

(access service) because I do not have the knowledge. You need to have knowledge of 

a thing to be able to receive that thing.  
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4.5.3 Lack of transport money 

The other scenario that surfaced was when some participants knew that they were depressed 

and they believed that they can benefit from mental health services and had an idea with 

regard to where they might access these services. This scenario seems nearly perfect, but the 

barrier to accessing these services was the lack of money for transport.  

Participant 5: Some people stay very far from the clinic and getting transport means 

money.  

Another participant commented that it is difficult to save up money for transport because 

most people rely on the government grant money:  

Participant 1: Our problem in township is that too many people live on grant…the 

money for grants only last for two days…and next week there is no money.  

Most of the women who participated in this study in fact cited money for transport as a major 

barrier for them.  

4.6 Knowledge about available mental health services 

This theme closely ties to one of the previous themes that looked at the knowledge or perhaps 

the lack of knowledge about available services. However this theme is much broader and has 

been divided into four subthemes. Perhaps it is warranted here to briefly delineate the four 

subthemes. This principal theme (knowledge about available mental health services) is 

comprised of (i) whether there are services available now, as per the knowledge of the 

participants, (ii) knowledge about the mental health services rendered by the department of 

health, (iii) the utilization of those services should they be made readily available – that is 

according to the participants, will the community members of health service users utilize 

mental health service should they have access to them and finally, (iv) and how can these 

services (if available) be made accessible to all those who need them.  

4.6.1 Knowledge about currently available services 

Almost all of the participants in this study indicated that they had no knowledge about 

currently available mental health services. A frequent theme among the participants was 
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about counseling and that they have never received any counseling for their depression. 

Participant 4 said ‘I never come across someone offering counseling’. Participant 9 even 

asked ‘What is counseling’. Further to that, one participant indicated that in addition to not 

having received counseling, the health professionals did not convey to her that she had 

depression, either because they were unable to diagnose or did not know how to 

communicate such information, she says 

Participant 12: I have not received counseling. They noticed that I was depressed 

when I tested for HIV. So I am sure that they did know…you know sometimes they do 

not…they do not tell you they only give you pills you will only see your file written 

depression. They won’t tell you upfront.  

4.6.2Knowledge about the mental health services rendered by the department of health 

Already one is starting to get a picture that health service users, especially those who rely 

heavily on PHC (Primary Health Clinics) do not have much knowledge about mental health 

services that are tailored for their use and benefit. This subtheme further looked at the 

knowledge about mental health services rendered by the DoH (Department of Health) in 

general; these services may not necessarily be located at PHC, they may be in district or 

tertiary hospitals. Again in this theme, what surfaced was the gross lack of knowledge about 

any mental health services offered by DoH. The frequent responses that came up were “no I 

do not know”. Participant 13 said ‘No, I did not know anything about available services’, 

participant 5 expressed dismay as she said ‘Are they available? Which ones’? Again, 

knowledge is the key here –most people like these participants are in the dark, because not 

enough knowledge is disseminated to the communities, to the rural health service users. One 

participant rightly said: 

Participant 12: How a can a person come to you when they do not know anything? 

So you must give her/ him knowledge so that she/he may come to you. 

4.6.3 Utilization of mental health services 

One might argue that the availability of mental health services is not as important as their 

utilization by the intended recipients. Any health services will have neither impact nor value 

if people do not make use of them; in fact, it will be a waste of state resources to put into 
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place undesired services. However all the participants in this study felt that if mental health 

services were made accessible to them and their community, they would without doubt be 

utilized since people are in need of them. 

Participant 10: A of lot people will use them- they will welcome them. There are 

many of us with problems. People will come in large numbers.  

Better still, another participant felt that it would be even better if these services are brought to 

the places where people can easily access them; she felt that that might increase their 

utilization as people will not have barriers such as distance and travelling costs.  She says  

Participant 1: If they can be brought here at the clinic, too many people can be able 

to live a good life, or at the churches or at the schools because there are school 

learners who have depression.  

Other participants also felt that these services would be widely used, one participant 

mentioned that her painful experience with depression would encourage her to make use of 

these services, she said  

Participant 3: Yes, they will use them. I would use them because I know how painful 

this disease is. 

Better still; one participant mentioned that these services can indeed save lives!  

Participant 14: It can save lives because some depressed people can make decisions 

such as wanting to kill themselves, another can injure people in many ways. I believe 

that had I suppressed it I could have done something dangerous. 

4.6.4 Ensuring accessibility  

Having mental health services put into place and readily available for a segment of a 

population is a start, but not the end goal. For these services to be fully effective and their 

benefits to be enjoyed by many, they have to be accessible to the greater public. Participants 

in this study shared their views on how mental health services can be made easily accessible 

in their communities. Participants mentioned different ideas but the three that came up 

frequently were starting up a movement (committee or organization) that will advocate for 
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the treatment of depression, proper advertisement of mental health services and having a 

specialized space and/or time for depression patients.  

Some of the participants felt that launching a committee or an organization where relevant 

stakeholders (those suffering from depression) can come together and talk about their 

problems and know each other and the number of individuals requiring treatment for 

depression might set the process of ensuring the accessibility of mental health services in 

motion.   

Participant 13: I think a committee should be formed and just like you came here, we 

should sit down together at the table and let the community talk about this issue share 

what we have and learn from one another. 

What is perhaps key in the above quote is having a round table to talk about the issue of 

depression and importantly sharing with each other what people have and what they know, 

perhaps sharing information about where to access help.  

Other participants advocated for a ‘word of mouth’ advertisement as medium for 

disseminating information about available mental health services.  

Participant 12: We can bring ourselves together as people, who have received these 

services, when you have been helped you are able to tell another person where you 

were helped. There can be a group of people who have been helped that spreads the 

word and people will come.  

In addition to the word of mouth advertisement, one participant felt that old fashioned press 

advertisement can also do the trick. She felt that the clinics should also play a proactive role 

in advertising the services that the department of health offers. 

Participant 1:At the clinic maybe there should be a poster…telling people about 

depression that it is something like this…where you get the medication for it - that you 

will get it here at the clinic.  

Whichever way, what is important here for the participants is the sharing and dissemination 

of information. What is also advocated for is a forming of a ‘work group’ where this 

information will be shared and where people will be able to learn from each other.  
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Other participants felt that there should be a specialized day where all the depressed 

individuals can come in and be attended to separately.  

Participant 3: There should be a place- I have never heard of a place where people 

can take their problems. I think that just like people who come to the clinic here there 

must be a day that is given to us to come to the clinic to be able to explain our 

problems to be able to get help.  

These participants felt that that they might be better attended and perhaps listened to if they 

come in on a day that has been set aside just for people with depression.  

Still other participants felt that a specialized space or venue altogether might be what is 

needed. However participants had different reasons for suggesting a designated location 

where people with depression can be attended to rather than a clinic. For an example, one 

participant felt that people do not want to go to the clinics because they are afraid of them. 

Participant 7: You know the way people are afraid of the clinic. When you talk about 

the clinic…people are afraid…they will sit you there the whole day. If there can be an 

open space or halls, put the tents, like I saw yesterday the tents…tents are being 

placed for people who want to test.  

For participant 7,  it is ‘slow’ service delivery, the waiting that make people dislike going to 

the clinic or perhaps being afraid of going to the clinic.  

One participant shared her sad experience that has made her develop and aversion for the 

clinics, she said  

Participant 12: I was blind at that time and a certain sister did not treat me well. I 

don’t know if she was aware that I could not see or not. When another one came in 

she told her that I was doing such and such and they humiliated me and I had to 

humble myself even when I did not want to. 

As much as these experiences cause certain aversions to primary health facilities, they also 

act as a barrier to health seeking because people fear the humiliation. On the other hand, the 

other participants’ reason for suggesting other locations was because of infrastructural 
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problems at the clinics. One participant felt that mobile clinics might effectively render 

services, she said  

Participant 6: Construction takes a long time and people are sick, people have 

problems so mobiles will be better to deliver services quickly. 

This view better resonates with the view of another participant who felt that mental health 

services should be delivered to the door steps of those who cannot manage to go to the clinics 

or hospitals. 

 Participant 15: They should be visited in their homes, those who are in need and 

 those who do not have money, the grandmothers, grandfathers and those who do not 

have  people who can take them to the clinic. 

4.7 Acceptable forms of interventions 

One of the objectives of this study was to enquire about participant’s perceptions of 

acceptable interventions. A group focused intervention that took the spotlight in almost all of 

the interviews. For an example, Participant 3 felt that group therapy might be meaningful 

because it might help women or people with depression realize that they are not alone in their 

struggle. 

Participant 3: It will be meaningful because you will find that... you would think you 

are the only one only to find out you are not alone. You would be able to accept who 

you are quickly.  

Better still, another participant felt that it would be beneficial if people suffering from 

depression could have that safe space where they can come together and discuss their 

struggles with others who can better understand the hardship of being depressed, she 

remarked that: 

Participant 14:I think that people with depression can sit down together and talk 

about their problems because when you talk to somebody else you get healed; you can 

tell her/him things you are not able to tell other people - I think that we can be helped 

in a group.  
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For these participants, the key is having people who will listen, perhaps people who 

potentially share the same experience and people who can perhaps better relate. For 

participant 6, support groups would mean more than just psychotherapy, they would also play 

an essential role in psychoeducation of those who know little or none at all about their 

condition. She commented that  

Participant 6: Support groups are useful in helping people and gathering those who 

do not know, who do not understand.  I would be encouraged to join a support group 

by the fact that I can share my problems with them and we could also help others as a 

group.  

Participant 13 also remarked that: 

Participant 13: I would like to be helped with other people and not as an individual. 

Still, one participant felt that more traditional means of intervening would also suffice and 

would be equally acceptable: 

Participant 4: Some people will accept counseling and medication. 

Another participant felt that she would be more comfortable with a truly multidisciplinary 

team; she remarked that: 

Participant 9: It should have traditional doctors and medical doctors (team). I would 

like for it to be like that.  

Two participants also expressed still their unwavering confidence and trust on the nurses and 

felt that some people would be most comfortable in the hands of the nurses. For an example, 

one of the participants said: 

Participant 3: They can accept to be helped by nurses because nurses are 

knowledgeable about a lot things and a nurse can help you when you have a big 

dreadful problem but another person won’t be able to do that.  

Even though participant 7 also advocated for support groups, she also felt that the presence of 

nurses in those support groups might add extra comfort for the group members; she remarked 

that: 
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 Participant 7: There must be nurses to listen when we build each other in a support 

 group.  

4.8 Adherence to ART medication 

Almost all the participants reported that the depression did not affect their adherence to ART 

medication; almost all of them reported adhering religiously to their medication, for an 

example, one participant stated that: 

Participant 7: I take the medication well at the stipulated time as I was instructed. 

All the other participants simply responded with a no when they were asked if the depression 

affected the way they take their ART medication. This finding is in stark contrast with some 

of the cited studies which have implicated depression as one of the major culprits in 

medication non adherence.  

However a few other participants reported that they did not strictly adhere to their ART 

medication regimen and different reasons, other than the depression were cited. Two 

participants spoke about not having food to eat and thus being unable to take their medication 

because if you take them on an empty stomach it can cause problem, for an example, one of 

the participants said: 

Participant 12: I sometimes do not take them because you need to eat food. I have no 

food and they can be nasty when you take them on an empty stomach. You can even 

collapse.  

Still another participant reported that she failed to adhere to her medication regimen because 

of the side effects of the medication. She indicated that the medication used to drug her and 

make her feel sleepy and hence she was not able to carry out her house chores. 

Participant 6: To tell truth it is has been long since I have taken the medication. I 

was taking them properly… I took them for six months so but they used to drug me. I 

was always sleeping. The children were not going to school. They drugged me- I was 

always sleeping. I didn’t bath, I could not cook, I could not clean …I had to stop 

them.  
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4.9 Expectations of nurses and CHW 

The participants also expressed their expectations of the roles that nurses and Community 

Health Workers (CHW) should play as health service providers. What frequently came out 

was the expectation of both nurses and CHWs to provide counseling for those who need it. 

The provision of medication was also not left out; in fact, counseling and medication seemed 

to go hand in hand. For an example, one participant felt that: 

Participant 15: They can help by giving counseling and medication - And yes, with 

counseling but the nurses are for medication so; counseling is for community care 

workers.  

Participant 15 felt that the tasks can be distributed between the nurses and the CHWs; the 

nurses specializing in giving medication while the CHWs taking charge of counseling. 

Participant 9 also echoed the same sentiments and commented that CHW should be able to sit 

them down and listen to their problems, encouraging them and also providing them with 

psychoeducation while nurses should be there to examine them medically and give them 

medication. Further, one of the participants commented that nurses are expected to examine 

the patient thoroughly in order to properly ascertain their problem rather than just giving 

them pills and sending them off. She commented that: 

Participant 1: If you come with the problem, say that you have a headache, they must 

assess your problem properly, and they must not just give you pills and say get out 

and go.  

Still, one participant felt that health care providers, however, needed to be properly trained if 

they are to effectively carry out such tasks.  

Participant 12: Nurses will give counseling if they have been trained properly and 

they will not be able to give counseling if they have not been trained properly.  

Perhaps this teaches us that sometimes the best solution is not necessarily the most 

sophisticated nor specialized, but maybe the most simple and accessible.  
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CHAPTER 5: DISCUSSION OF RESULTS  

5.1 Introductory remarks 

In keeping with the evidence that there is a paucity of mental health services for people with 

CMDs as discussed in the literature review, almost all of the participants in the current study 

had never received psychotherapy to help them deal with depression, let alone 

pharmacotherapy although it is well documented that psychotherapy in conjunction with 

antidepressant medication is an effective treatment for Major Depressive Disorder (MDD) 

(Dua, Barbui and Clark, 2011). This can only mean that in most Primary Health Clinics 

(PHCs), where most people frequent, mental health services are largely unavailable. All of 

the participants in this study were unaware of any mental health services that are rendered by 

the Department of Health, whether in clinics or hospitals, clearly then enough has not been 

done to ensure the accessibility of whatever services are currently available. Burns (2010) 

clearly states that worldwide, mental health services receive an unreasonably small 

proportion of health budgets. Furthermore, Lund et al. (2010) flagged that current evidence 

points to the fact that a significantly small proportion of individuals with CMDs receive 

mental health care. Their research revealed shocking statistics where very few mental health 

specialists were available per 100 000 population in all provinces in South Africa. 

Unfortunately remote rural communities who are largely served by PHC facilities are the 

least well serviced. 

The threat of CMDs to the health and wellbeing of people in the context marked by a 

shortage of mental health services to address this problem is further propagated by the 

HIV/AIDS pandemic. Numerous studies cited in the literature review of this dissertation 

show an undeniable interlink between depression and HIV (e.g. Petersen et al, 2013). Sub-

Saharan Africa bears the excessive burden of HIV/AIDS (Cook, 2006 and WHO, UNAIDS 

and UNICEF, 2011).Together with chronically under-resourced mental health services, the 

future does not bode well. The current study was conducted within this context with the aim 

of understanding the perceptions of depression and mental health services by People Living 

With HIV/AIDS (PLWHA) with co-morbid depression. The secondary aim of the study was 

to understand their perceptions of acceptable interventions which may potentially inform the 

development of appropriate interventions. 
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The objectives of this study were:  

 To understand PLWHA’s knowledge about depression, its causes and its 

consequences 

 To understand  PLWHA’s perceptions of the barriers that prevent them from seeking 

mental health services  

 To understand  PLWHA’s knowledge about available mental health services  

 To explore  PLWHA’s perceptions about acceptable  interventions for depression  

 To understand perceptions of the impact of depression on PLWHA’s adherence to 

ART medication and; 

 To explore PLWHA’s perceptions of the role that should be played by nurses and 

Community Health Workers (CHWs) in the provision of mental health services for 

people living with depression. 

The themes outlined below were derived from the above stated objectives of this study: 

1. Knowledge about depression – this theme looked at the participant’s understanding 

of what depression is and at the signs and symptoms they presented with.  

2. Causes of depression – this theme focused on the experiences that the participants 

felt were a source or cause or even a perpetuating factor of their depression.  

3. Impact of depression – this theme looked at how depression has affected the 

participant’s daily lives. 

4. Barriers to seeking mental health services – this theme examined the barriers or 

factors that have prevented the participants from seeking health services to manage 

their depression. 

5. Knowledge about available MHS – this was perhaps a broad theme and looked at 

different things such as currently available services, MHS provided by the DoH, how 

to ensure accessibility to MHS and whether MHS will be utilized by community 

members should they be made available.  

6. Acceptable interventions – this theme focused on the types of psychosocial 

interventions that the participants perceived to be appropriate and that would 

potentially be embraced by the community. 
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7. Adherence to ART medication – this theme looked at whether suffering from 

depression made the participants not to adhere to their ART medication or not. 

8. Expectations about nurses and CHWs – this theme looked the roles that services 

users expected the nurses and CHWs to play in the rolling out of MHS.  

 

5.2Knowledge about depression 

Most of the participants in the study understood depression to be stress. They believed that 

they were depressed because they were thinking too much. Although there is no single term 

or word for stress in many African languages, there are however phrases that convey the idea 

such as thinking too much or a troubled soul. This perception of depression as stress is in line 

with the explanatory model of the traditional healers in Sorsdahl et al. (2010) who attributed 

causes of depression to psychological factors such as stress. With depression, which is a 

medicalized and Western term, words and terms that refer to it are not easily available in 

many African languages. Mosotho, Louw and Calitz (2008) rightly point out that our 

emotions and feelings are usually shaped and expressed by our choice of words and the 

sentence that we construct. They further state that certain emotions or affective states are 

expressed more easily in some languages than in others. For example, the word “depressed” 

does not necessarily exist in the languages of some cultures, nonetheless, Mosotho and 

colleagues argue that the absence of this word in certain cultures, like many African cultures 

does not rule out the presence of this disorder in those cultures.  

Moreover, the participants also spoke about depression as ‘painful nerves’. Ahmed and 

Bhugra (2007) and Mosotho et al. (2008) speak about ‘distress idioms’ or as Ahmed and 

Bhugra call it – ‘culturally patterned idioms of distress’. Ahmed and Bhugra (2007) define 

idioms of distress as linguistic and bodily styles of expressing and experiencing illness or 

simply as cultural ways of talking about distress. Different cultures speak and understand 

illnesses in different ways and they create a vocabulary to refer to those illnesses that is 

understood within that culture or across related cultures. The participants in this study used a 

mutually understood term (in their own culture), that of ‘painful nerves’ to refer to depression 

or stress. To an outsider, this term may be incomprehensible; however to the individuals who 

share this cultural understanding, it conveys a certain message. Ahmed and Bhugra also give 

examples some of these distress idioms that are used by different cultures to refer to 

depression, for an example, in Nigeria they use distress idioms such as ‘Heat in the head’ or 
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‘Biting sensation all over the body’, the Mexican-Americans use idioms such as ‘Nervios’ 

which in English translates into Nerves; they also use ‘brain ache’ to refer to depression. 

Ahmed and Bhugra also correctly point out that knowledge of these cultural idioms can 

facilitate the diagnosis of depression (while minimising the risk of misdiagnosis) and also 

help with establishing rapport.  

Another important observation that is related to the preceding discussion of distress idioms is 

the prominent presentation of depression by the participants. Most of the participants reported 

first and foremost somatic complaints such as fatigue, body aches, back pain etc. Mosotho et 

al.(2007) argue that depression has different presentations in different cultures, especially in 

non-Western cultures. They write that there is general consensus among researchers that non-

Western patients suffering from depression do not complain of a depressed mood and 

feelings of guilt to the same extent as patients in Western countries. Instead, they tend to 

complain of mostly somatic symptoms and seldom manifest suicidalbehaviour (although the 

current picture in South Africa is checked by suicidal ideation and attempts). In fact, 

previously, suicide was thought to be a foreign and rare practice among the black community, 

however recently, discoveries have been made about its extensiveness and perhaps 

commonness amongst the black populace. The commonness of suicide within the black 

community is not necessarily a recent phenomenon; it can be argued that it is a long standing 

practice which, over the years has been grossly underreported and covered due to cultural 

reasons. However with the changing time, more and more suicide attempts and even 

completed suicide has been observed among the black population (Niehaus, 2012). 

The participant’s understanding and perception of depression highlight the explanatory model 

that they use to make sense of their illness. Lynch and Medin (2006) argued that illness may 

either be attributed to physical or psycho-social causes and they write that psycho-social 

causes involve emotions and social factors while physical causes pertain to the disruption of 

bodily functions. Most participants attributed the causes of depression to psycho-social 

factors such as thinking too much and stress which essentially has a social and emotional 

component. Buss, Johanessen and Stage (2012) also report that participants in their study on 

explanatory models of depression and treatment adherence attributed their depression to 

psycho-social factors instead of biological factors. They argue that psychosocial explanations 

might dominate because they afford people the autonomy to take action in the management of 

their illness while biological causes many render them helpless. Further, the presentation or 
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manifestation of depressive symptoms among the participants in this study illustrated the 

idiosyncratic or culturally shared ways of experiencing certain sicknesses. Most of the 

participants presented with somatic complaints which may be appropriate or acceptable ways 

of ‘being sick’ in their culture. The latter is entrenched on the participant’s explanatory model 

or in their meaning making system they use. Kleinman et al. (1978) argued that culture 

shapes the way people perceive, and experience illness, the manner in which they present 

symptoms and how they communicate their illness to others.  

For some mental health practitioners, the somatic presentation of depression may make it 

difficult to accurately diagnose depression, especially in the black community where this kind 

of presentation is most common. This then may lead to individuals going undiagnosed thus 

not given appropriate medical attention and going on to suffer in silence. It is in such 

situations that mental health professionals are compelled to equip themselves with atleast 

basic knowledge about the different explanatory models of illness relevant in the South 

African context. However, Mosotho et al. (2008) indicate that across different cultural and 

social settings, core symptoms of depression can certainly be found such as sadness, lack of 

joy, anxiety and tension, diminished energy and loss of interest. The participants of this 

current study also reported symptoms that are common to all cultures and settings such as 

irritability, being teary most of the time, sleep disturbances, loss of interest on things 

previously enjoyed and feeling sad. The DSM 5(Diagnostic Statistical Manual) lists 

symptoms of depression as “depressed mood, diminished interest or pleasure in activities, 

significant weight loss, and disturbance in sleep (insomnia or hyper-insomnia), agitation, 

fatigue and recurrent thoughts of death” among the others (APA, 2013, p.160-161). This 

illustrates that even though there might be variations in the presentation of depression across 

different cultures, most of the core and common symptoms are also almost always present, 

they just require some more digging before they can surface to view. 

5.3 Causes of depression 

The participants in this study cited poverty as a primary cause of their depression followed by 

domestic disputes with their partners. These women spoke about being confronted with the 

tasks of ensuring that there is food on the table for themselves and for their children and that 

their children have all the necessary school equipment. Most of the participants were single 

parents, caring for one or more children, unemployed and having no source of income except 

the child grant from the government. These participants reported being solely responsible for 
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their households; they have a duty to cook, clean, wash and care for their children, they are 

unemployed and thus cannot afford domestic help, thus it all sits on their shoulders. Even for 

those who live with their partners, as women, they are still expected to assume the roles that 

are set aside for women, primarily that of homemaking. Although life will not necessarily 

grind to a halt when these duties or chores are not carried out, it will certainly become very 

messy, thus against their fatigue, low energy and lack of interest or motivation, these women 

have to soldier on and do what they must. Thapa, Martinez and Clausen (2014) in their study 

that looked at depression among older adults in South Africa and Uganda found that 

unemployment appeared to be a significant determining/predisposing factor of depression in 

women both in Uganda and South Africa. Also a study conducted by Ngcobo and Pillay 

(2008) on African women presenting for psychological services in general hospital revealed 

that most of the depressed patients were unemployed and struggled to secure income to 

sustain their families. Ngcobo and Pillay further write that previous research conducted in the 

rural areas of South Africa revealed that socioeconomic statuses marked by unemployment 

and low income were associated with a heightened prevalence ofdepression.  

This seems to resonate with the findings of this study where the participants came from a 

rural community where employment, especially for women is very scarce and where 

depression is evident. Moultrie and Kleintjes (2006) in their chapter entitled Women’s Mental 

Health in South Africa write about this very pressing matter. They state that common life 

stressors and events that are commonly experienced by women extend beyond childbearing 

and reproductive events but also include unemployment and poverty as well as single 

parenthood, as evident from the findings of the current research. Moultrie and Kleintjes 

(2006) further indicate that women and especially black African women who live in rural 

areas (which is the home to the poorest South Africans) are disproportionately affected by 

poverty. They also mention that over representation of depressive and anxiety disorders in 

women is linked to the multiple social roles that women have to assume such as being 

breadwinners and homemakers within a context characterized by poverty.  

In addition to their economic standing as a cause of depression, other participants spoke 

about their domestic problems, mainly with their partners. Some women were abandoned by 

their partners and received no financial or emotional support from them and thus were left to 

raise their children on their own. Some were troubled by their partners having affairs with 

other women and for one participant, it did not just stop at him having affairs, it also 
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escalated to physical abuse. For example, one of the participant’s experiences of physical 

abuse illustrates an all too familiar narrative for most women in South Africa. Most women 

are subjected to abusive relationships with limited escape routes, most endure the beating and 

affairs and some of them end up contracting HIV because of their partner’s infidelities. Most 

of these women remain locked in these dysfunctional relationships because of financial 

dependency as most are unemployed, some because of the pressures from society, from 

beliefs that a women need to endure all, even if it is to her detriment. Moultrie and Kleintjes 

(2006) comment on this issue and write that in a study done by Dewes et al. (2004) (in 

Moultrie and Kleinjie, 2006), they discovered thatin a South African population-based 

sample, significant determinants of partner violence were poverty (low income), being black 

African or Coloured, low levels of education andcohabitation (as opposed to marriage). In the 

current study all these determinants are evident – poverty or low income, race (Black 

African) and cohabitation. With regard to the latter, most of the participants who lived with 

their partners were not married but cohabited with them.  

It can be argued here that although depression as a disease has neurological bases, it is also 

very plausible and perhaps evident from these findings and other studies that have been cited 

that it also has very strong social roots. Patel et al. (2010) in their chapter entitled Mental 

disorders: equity and social determinants wrote about a myriad of social factors that play a 

critical role in the aetiology, perpetuation and maintenance of depression. They indicated that 

a review of the literature yielded compelling evidence regarding the role of socioeconomic 

position, and roles of gender inequality and education as determinants of depression. They 

further report that these findings indicate high levels of the unequal  distribution of 

depression across individuals in different socioeconomic strata, with considerably elevated 

rates of depression among those with low socioeconomic statuses  and in countries 

characterized by high income inequality.They also argue that differential exposure to risk 

factors for depression is frequently inversely related to social position with risk of exposure 

being greater among people in lower socioeconomic positions. Also Lund et al. (2010) in 

their systematic review study on poverty and common mental disorders in LMICs reported 

that the literature shows that there is a consistent association between CMDs and a range of 

poverty dimensions particularly in LMICs. What is clear here is that above and beyond other 

factors, socioeconomic related factors are strong determinants. The information from this 

current study also clearly suggests that social factors such as poverty together with partner 
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relational problems play an irrefutably critical role in the aetiology, perpetuation and 

maintenance of depression.  

5.4 Impact of depression 

For the participants in this study, the impact of depression was three-fold – domestic, social 

and occupational. Some participants reported not being able to carry out their domestic 

chores such as cleaning and cooking and for them, that inability to maintain their household 

caused even more frustration. It can be recalled that most of the women in the study are 

single parents and the burden of ensuring that their homes are well kept rests on their 

shoulders; even for those who cohabit with their male partners, because of the social roles 

assigned to males and females, they are still expected to be good housekeepers regardless of 

their somewhat deteriorating health condition. Others spoke about a diminished prospect of 

employment largely due to some of the symptoms of depression such as fatigue and lack of 

motivation.  

Further the participants reported a deteriorating relationship between themselves and their 

neighbours and in some instance even friends. This they attributed to the symptoms of 

depression such as irritability, being withdrawn and wanting to spend time alone and not 

feeling like talking to other people and low mood. A thinning or diminished social support, 

can serve as a perpetuating factor for depression. Paranzella, Alloy and Whitehouse (2006) 

have argued that social support has been said to be both a risk factor for and the consequence 

of depression. This illustrates that poor or diminished social support can be a potential cause 

of depression; however in other instances it can be a consequence of depression as evident in 

the current study where participants reported a weakening of social relationships as a 

consequence or result of their depression. In a study by Prince, Patel and Saxena (1997) that 

looked at a relationship between depression and demographic variables, socialsupport, and 

life events, the results revealed that risk factors for depression were loneliness and the 

number of social support deficits (SSDs). The more the number of social support deficits, the 

higher the risk of depression. Although their study only looked at SSD as a risk factor, it can 

be inferred that SSD as a consequence of depression also plays an important role in the 

perpetuation and even maintenance of depression provided that there are no interventions 

introduced.  
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It cannot be denied that depression; especially unmanaged depression has far-reaching and 

momentous impacts on the quality of life of those affected. Fried and Nesse (2014) report that 

about 60 per cent of individuals who meet criteria for Major Depressive Disorder (MDD) 

report severe impairment in functioning. They further mention that some impairments 

associated with depression are commonly greater than impairment caused by other common, 

chronic medical conditions such as diabetes, hypertension or heart attack.Additionally, they 

indicate that depression impairs functioning in various domains such as domestic, 

occupational and leisure. Papakostas et al. (2004) also indicates that MDD has been shown to 

account for a staggering 23 fold increase in social disability as well as 5 fold increase in short 

term work disability. They state that patients with MDD were found to score lower on 

physical and emotional functioning compared to those with other medical conditions. For the 

participants in this study, depression continues to cause significant impairments in their 

domestic, social and occupational functioning. Amidst of all that they have to face, from 

trying to make ends meet for their families and some having relationship problems, these 

impairments only serve to make the desperate situation dire. The participants spoke about 

strained and even severed relationships with neighbors and friends. Still others spoke about 

reduced occupational opportunities given not only the fact that employment is in itself rare, 

but also because they are either to sickly, too fatigued or lack the necessary drive to seek out 

any available employments.  

5.5 Barriers to seeking mental health services 

Factors such as gender, race, geographical location, attitudes, knowledge and socioeconomic 

status among the many have been said to play an important role in preventing people from 

seeking mental health services (Jackson et al, 2007, Bruwer, Sorsdahl and Harrison, 2011, 

Fox et al, 2001 and Gulliver, Griffiths and Christensen, 2010). Participants in the current 

study pointed out three critical factors that acted as barriers that prevented them from seeking 

mental health services, namely (i) lack of knowledge about depression, (ii) lack of knowledge 

about where to seek help and finally (iii) lack of money for transportation. With the first 

factor, participants felt that their lack of understanding of depression, not knowing what 

depression is and what it means to be depressed prevented them from seeking help; after all 

how can one seek help for something he/she does not understand. Bruwer et al. (2011) 

highlight that some people may not seek these services because of the lack of perceived need 

for treatment; in this case the lack of a perceived need might be only associated with not 
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knowing that their condition can be treated. Suffice to say, if people do not know what they 

are suffering from, then they cannot know what can ease their suffering and thus naturally 

will not seek appropriate help. What is important is not only the availability of mental health 

services, but also the knowledge not only about their existence but also about the different 

common mental disorders. As evident from the responses of some of the participants, even if 

there are mental health services put into place, if the community members do not know about 

them, they will not seek them, same, if they do not know their relevance in their lives, they 

will have no motivation nor need to access them. Thus people need to know whether they are 

depressed or not, and they can only know that if they know what depression is, which in this 

case most the participants were not aware that they themselves were depressed. Indeed 

Bruwer et al. (2011) rightfully point out that one of the factors that prevent people from 

seeking mental health services is low levels of mental health literacy. Jackson, Judd and 

Komita (2007) asked a rather important question of “so if an individual has little capacity to 

recognize symptoms, or has a negative view of the mental health problem, then are they 

unlikely to refer themselves to a mental health service if they develop a mental 

healthproblem”? (p. 147). 

Furthermore, in the event where people do know what they are suffering from, they face a 

challenge of not knowing where to go to seek help for their problems as some of the 

participants in this study pointed out. Gulliver, Griffiths and Christensen (2010) indicate that 

one of the barriers is not having information regarding where to go in order to access help. 

Lack of money for transport is common, especially in rural communities, and this comes as 

no shock given that rural areas in South Africa are known for their high rates of 

unemployment (Moultrie and Kleinjies, 2006). Bruwer et al. (2011); Fox et al. (2001) and 

Gulliver, Griffiths and Christensen (2010) indicate that additionalbarriers to receiving 

adequate mental health care include structural factors such as lack of funding, the conviction 

that the disorder will get better on its own, the view that mental illness is a result of personal 

weakness, and the desire to deal with the problem via non-medical routes. Poverty, race and 

living in rural areas have all been associated with individuals failing to seek appropriate 

services help for mental health problems. Furthermore, poor roads and long distance as well 

as cost of care have also been identified as significant barriersto help-seeking for mental 

health care. As a case in point; for most rural communities, the nearest and perhaps accessible 

health facility is a clinic and more often than not, many specialized mental health services 

such as psychology and psychiatry are based in districts and tertiary hospitals which often are 



75 

 

remotely located from other rural communities. Thus in order to access these services, 

community members need to travel long distances and in most instances many are not able to 

afford the travelling costs. Taking into consideration the context in which the participants in 

this study are in, it is not hard to imagine that travelling expenses could be the least of their 

worries given that they have to put food on the table and clothe their children. In those 

circumstances, the motivation of saving even a little money for travelling becomes 

diminished, seeking mental health services from afar does not become a top priority. For 

these women and many others in similar situations, their best hopes are nearby primary health 

clinics to which they can travel to by foot. 

5.6 Knowledge about available MHS 

As indicated in the discussion on the previous theme, knowledge is key to the uptake of 

mental health services. What determines the value of a service that is designed to be used by 

people is its consumption by the populace; in other words, any service can be deemed useful 

if people are actually using it. What stands between services, or in this case, mental health 

services and their utilization by the greater public, among many other things (some discussed 

in previous passages), is knowledge about these services. Do people know what they are used 

for and do they know where they can be accessed? This theme (knowledge about MHS) 

focuses on that. It is also worth mentioning that it was perhaps a broad theme with a number 

of subthemes underneath it. The first subtheme looked at the knowledge about currently 

available services combined with knowledge about services provided by the department of 

health, either at the local clinics of the nearest hospital (considering that the participants were 

from a rural community). All the participants reported that they had no knowledge of any 

mental health services that were available; infact most of the participants did not even know 

what counseling was or what it entailed.  

Moreover, other factors worth considering are the lack of knowledge about where to access 

mental health services, low levels of mental health literacy and so forth. Other factors may 

point to misdiagnosis, where depression is mistaken and thus not correctly treated or infact 

not diagnosed at all because the depression is not picked up and thus no referrals made. A 

study by Petersen and colleagues (2009) unearthed that at the PHC clinic level, most if not all 

nurses simply did not have a time to identify and manage patients with CMDs and even if 

they are able to identify such patients, they frequently encounter difficulties finding someone 

to refer them to. This paints a picture of a nearly dysfunctional structure, where nurses, 
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presumably because of the high work load combined with short staffing, and also perhaps 

with low levels of mental health literacy, were not able to identify signs of depression from 

some of their patients. Furthermore, in a case where some nurses were able to give a proper 

diagnosis, they simply did not know where to refer to, and how. As a case in point, most of 

the participants in this study had never received any form of psychological or psychiatric 

intervention for their depression either because their depression was not detected or 

diagnosed in the first place, or in the event that it was detected, there were no clear channels 

of referral. It is also disturbing that in the event where a diagnosis was made, that information 

was not communicated to the patient at all; this goes back to one of the previous themes, that 

people may not seek help because they do not have any information about their condition.  

This then, boils down to the training of primary health level nurses on mental disorders and 

their diagnosis, since they are the first line of contact with many health service users who are 

not able to travel to hospital due to some already mentioned barriers. This also hinges on the 

dissemination of information, particularly about the referral procedure and channels among 

all the health care providers, specifically between primary health clinics and hospitals who 

normally render mental health services. At the end of the day, it is the patients who have to 

bear the consequences of their illness. The only way that patients can be empowered with 

knowledge is if healthcare workers such as nurses and themselves are firstly empowered with 

knowledge about mental illness themselves, starting with knowledge about the CMDs.  

The second subtheme, the utilization of mental health services, is particularly important with 

regard to planning, that is when thinking about whether or not to implement MHS where 

there aren’t any presently. This theme looked at the probable utilization of mental health 

services if they were made available. The participants felt that people (those who require 

mental health services) will undoubtedly use these services should they be made available 

and accessible. This clearly illustrates that there is a need for these services in this 

community. If there is anything that can be taken from this, is that people are in need and 

perhaps even desperate for mental health services; and people will use these service if they 

are made available. The participants expressed a need for mental health services hence the 

upfront willingness to use them should they be made available. In this case, the provision of 

these services will not be a waste of state resources; on the contrary, it will be filling a need. 

Again, the importance of knowledge cannot be stressed enough, people need to know about 

what is offered and made available to them. The last and equally important subtheme was 

about making these services accessible to the greater community (those that are already in 



77 

 

place). The participants raised very important and worthwhile suggestions about how mental 

health services can be made accessible to community members. They suggested ideas such as 

having posters put up at the clinic that inform about depression – the signs and symptoms that 

would help people know if they are depressed, the formation of committees or groups of 

people who have depression so that they could have a platform to discuss this issue and share 

important information about where and how to access help. One participant spoke about word 

of mouth advertisement where all those who have been successful in getting help can pass on 

the message to others who are also in need of mental health services. Yet others advocated 

for a specialized day for depressed people so that the nurses could have enough time they 

need to make an appropriate diagnosis and management. This would make sense given that 

most clinics are more often than not short staffed while servicing hundreds of patients on a 

daily bases. In most of these instances, top priority is given to those who need typical medical 

attention and not psychological attention. Indeed sometimes CMDs are not detected, not 

because of the lack of knowledge on the side of the health professionals, but rather, because 

of the lack of time for psychological screening. Lastly, others suggested specialized days and 

venues where they can meet as a group and offer support to one another.  

Whether it would be resource intensive or even stretching it too far, these are some of the 

ways that the participants felt would make mental health services better accessible to their 

larger community. What is also motivating is that some of these ideas can be brought to life 

by the participants without relying on the resources of the state, such as word of mouth 

advertisement, psychoeducation and the formation of committees and or coalitions to tackle 

this problem. Almost all of these ideas illustrate the service user’s willingness to get down 

and dirty and to be involved in ensuring accessibility of mental health services to their 

community. 

5.7 Acceptable interventions 

A worthwhile and perhaps crucial factor to consider in the planning and delivery of mental 

health services for communities is what will be acceptable in the community, what kind of 

interventions will be appealing and embraced by the service users. While participants 

reported that mental health services would undoubtedly be utilized by community members 

should they be made available, it is also important to understand which forms of interventions 

will be most appropriate. Mental health service users in South Africa are not a homogenous 

group and thus interventions need to be tailored to cater for the diverse belief systems that we 
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have in this country. The participants’ prime selection was support groups above and beyond 

other forms of therapy. This does not come as a surprise considering that most traditional 

societies favor collectivism as opposed to individualism. Most societies or cultural groupings 

in South Africa are collectivist in nature and individualism is not necessarily held in high 

esteem like in most Western cultures. In these collective cultures or communities, people are 

encouraged to discuss their problems and family or community elders are invited to intervene 

because of the wisdom they possess. It is no wonder then that most of the participants opted 

for a group approach, where they will not deal with their problem as an individual, but where 

they will tackle their problems as a collective. Durkheim (in Dillon, 2010) argues that 

traditional communities tend to have a collective conscious and this collective conscious 

exerts a strong authority over the community members and regulates expectations and 

behaviors of individuals. He further suggests that in traditional communities, there is little 

individualism, little personal freedom or autonomy, rather the individual is absorbed into the 

collective (Dillon, 2010). Although societies and communities have evolved over time and 

the collective conscious does no longer bear as much control over individuals in now semi-

traditional communities, the sense of collectivism and communality still surpasses 

individualism.  

Kleinman et al. (1978) noted that cultural beliefs bear much influence with regard to who 

people go to for treatment. For the participants in this study, depression has a social meaning, 

it is caused by the amalgamation of adverse socioeconomic factors that are not just 

experienced by the individual alone but which are felt by the larger community. The choice 

of group support by the participants reflects their perceptions about the etiology of their 

depression, ultimately their explanatory model of depression. This form of intervention 

compared to individualistic interventions is more fitting for the participant’s context as it will 

allow them to deal with issues collectively. The participant’s choice of support groups serves 

to highlight their beliefs in solving problems as a collective rather than as an individual. For 

these participants, it is not about ‘me’, but it is about ‘us’. It is vital then that the planning of 

mental health services take such issues into account since these services are made for the 

people, for the use by the people. 

In light of some of the available evidence, group psychotherapy does not appear to be a bad 

route to take. For an example, Torkaman, Langrudi and Abdolmohammadi (2014) study of 

the effectiveness of group psychotherapy for depression, anxiety and stress among women 
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with breast cancer, found that supportive psychotherapy for depression, anxietyand stress is 

effective in women with breast cancer, compared to the control group. Although these results 

cannot necessarily be generalised to HIV patients, they give one hope about the effectiveness 

of group psychotherapy for depression in general. McDermut, Miller and Brown (2001) also 

conducted a study that sought to assess the effectiveness of group psychotherapy for 

depression. They reported that 45 of the 48 studies they used revealed that group 

psychotherapy successfully reduced depressive symptoms in participants. Another benefit of 

group psychotherapy is that it allows for number a people with similar or related problems to 

be helped all at once which is both resource and time effective as compared to individual 

therapy where the specialist spends more time and resource attending to only one patient at a 

time. Additionally, Pfeiffer, Heisler and Pietter (2011) conducted a meta-analysis study to 

assess the efficacy of peer support for reducing the symptoms of depression. They write that 

peer support services involve an engagement of non-professional individuals who have 

similar stressors or health problems for the purpose of reciprocal support.They further 

indicate that while cost and availability are significant barriers to the deliveryof professional 

mental health services, peer supportservices can easily be delivered at a relatively low cost. 

Thus the cost effectiveness of this intervention may allow it to extend in tocommunity 

settings (Pfeiffer et al, 2011). This speaks directly to the section on barriers to health seeking 

and may potentially be part of a solution to the problem of accessibility of mental health 

services. From their analysis, Pfeiffer et al. (2011) concluded that the results from 

randomized controlled trials indicated that peer support interventions improve 

depressionsymptoms more than standard care alone. Although peer support is not necessarily 

a form of traditional group therapy, the fact that it calls people with similar ailments or 

problems together (forming a group), and has a facilitator (someone who has gone through 

those problems, not necessarily a professional); qualifies this as a support group. Further, 

group psychotherapy seems like a good idea especially in contexts where very few mental 

health specialists such as psychologists have to attend to a larger number of service users. In 

South Africa, Petersen, Hancock and Bhana (2014) conducted a pilot randomized controlled 

trial (RCT) that sought to assess the effectiveness of a group-based intervention for 

depression co-morbid with HIV/AIDS that was delivered by community health workers. The 

outcomes of the study showed that there was a decrease of depressive symptoms in PLWHA 

compared to those who received standard care. The results also suggested that using lay HIV 

councilors to deliver manualised group based counseling for PLWHA with co-morbid 

depression is potentially effective and acceptable strategy ensuring the delivery of mental 
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health services particularly in resource-constrained contexts such as South Africa and  other 

LMICs.   

The preceding discussion ultimately boils down to one important consideration, that is, are 

the mental health interventions appropriate or acceptable? As mentioned previously, these 

services are made to be utilized by people, and evidently, in South Africa people are not a 

homogenous group with homogenous beliefs, culture and traditions, rather South Africa is 

marked by diversity that needs to be embraced by being diverse and culturally sensitive.  

5.8Adherence to ART medication 

A lot of literature cited in the literature review section has suggested a converse relationship 

between the severity of depression and adherence to ART medication for PLWHA who also 

suffer from depression. Depression is known for causing decreased motivation for doing a lot 

of things, in some cases a decreased motivation to live, causes fatigue and in some instance 

results into forgetfulness. Decreased motivation to live may lead one into purposefully 

forgetting to take his/her medication, in some instances the motivation may altogether be 

unconscious and the forgetting might not be necessarily consciously purposeful but might be 

the playing out of unconscious processes.  

However, participants in this study reported that their depression did not affect their 

adherence to their ART medication regimen. While some participants did report poor 

adherence, factors other than depression were implicated, primarily, the lack of appropriate 

nutrition. For some of these participants, the only reason for ‘skipping’ or selectively taking 

their ART medication was that they cannot take them on an empty stomach. Kagee, Nothling 

and Coetzee (2012) obtained similar responses from some of the participants in their study; 

they reported that one of the primary barriers to medication adherence identified by patients 

was not having enough food. Several of the participants in their study reported that they often 

hesitant to take medication on an empty stomach due to side effects that they would 

experience afterwards such as vomiting and dizziness. Kagee and colleagues argue that 

overwhelming data on HIV incidence and prevalence in Sub-Saharan Africa indicates that 

HIV/AIDS is more common among those living in poverty while in turn, poverty makes 

adherence to ART medication even more difficult, making this a vicious cycle. A low 

socioeconomic status was one of the major challenges reported by the participants in this 

study and for some it served as also a barrier to adherence to their ART medication regimen.  
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Other factors, besides food insecurity that are implicated in poor treatment adherence include 

side effects associated with treatment, low health literacy, poor social support, excessive use 

of substances as well as stigma and discrimination (Kagee, Nothling and Coetzee, 2012). 

Kagee and colleagues also correctly point out that poor adherence to ART is highly predictive 

of viral load and drug resistance. Therefore poor adherence undoubtedly impacts on the 

recovery time, quality of life and mortality among HIV-infected persons. Moreover, poor 

adherence might lead to the development of drug-resistant strains of HIV, resulting in 

resistance to treatment and the need for more expensive second line drugs. Olisah, Baiyewu 

and Sheikh (2010) also add that adherence to ART medication is critical since even minor 

deviations from the prescribed regimen can result in viral resistance. This clearly shows that 

poor adherence does not only potentially cost the patients their wellbeing and even perhaps 

their lives, it is also financially costly to the state when more expensive second line drugs 

have to be used in order to try and tame the now resistant strains. Kagee (2004) adds that the 

issue of treatment adherence is likely to have important health, economic and social 

implications and that non-adherence is both costly and deleterious to health. It is worth 

mentioning that the South African government has made considerable improvements with 

regard the ART roll out and in ensuring that all eligible citizens, regardless of their 

socioeconomic status receive ART medication.  

Kagee (2004) indicates that post-apartheid South Africa has witnessed the brisk changes in 

the delivery of health services as well as an uptake of these services. However it is without 

doubt that there is still a lot of work that needs to be done in addressing some of the issues 

that contribute to poor adherence that are already mentioned. Although the central factor of 

this study (depression) did not directly emerge as a contributory factor in poor treatment 

adherence, many of the triggers of depression such as poverty seem to contribute 

considerably. 

5.9Expectations about nurses and CHWs 

Although a few participants expressed low levels of confidence and faith in the PHC system 

because of the poor treatment they had received from the nurses, others nevertheless 

maintained that they still had confidence and trust in the nurses and believed that they 

[nurses] can play an important role in addressing the issue of CMDs such as depression. 

CHWs were also not left out and the participants strongly believed that they too can play vital 

role in helping community members cope with depression. Participants in the current study 
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expressed that they expect both nurses and CHWs to help with the provision of counseling 

and medication to people struggling with depression. The participants further suggested that 

nurses would be better suited to issuing medication while CHWs would be better at providing 

counseling. For these participants and perhaps the community that they come from, nurses 

and CHWs are the first point of contact when seeking health care services; they are the 

people that the community relies on and in some instances look up to. 

Kleinman et al. (1978) writes that culture contributes to determining whom people go to for 

help for their illness. As discussed earlier on, the participant’s explanatory model of 

depression centers on psycho-social causes that carry an emotional component. Although the 

participant’s explanatory model of depression did not centre on the physical causes which 

would warrant a purely biomedical intervention, they did not however, disregard the role of 

health professionals. In fact most of the participants felt that medical and psychological 

interventions such as counseling, group support and medication were of importance for the 

treatment of depression. Participants also emphasized the role that health care professionals 

such as nurses and CHWs can play in the treatment of depression. A small number of 

participants felt that they might feel more comfortable if traditional healers also formed part 

of the mental health team. These findings suggest that there is not always a linear relationship 

between people’s explanatory models and their choice of treatment, thus people may attribute 

the causes of their sicknesses to psycho-social factors but might seek medical or 

psychological interventions. This is in line with Sorsdahl’s et al. (2010) argument that 

previously, psychiatric patients in South African were thought to hold homogeneous 

explanatory models and an innate desire to consult traditional healers while in actual fact 

some resorted to traditional healers because they did not have access to health care services. 

In view of the preceding discussion, one can postulate that forging of a partnership between 

mental health care professionals and traditional healers might be to the best interest of service 

users. Additionally, collaborative care between mental health specialists, nurses and CHWs 

may be the best way to make use of available resources, with specialists who are less 

available, reserved for more severe or treatment resistant cases within a task shifting 

approach. In essence, a task shifting approach was indirectly advocated for by the participants 

as a viable and conducive approach to the delivery of mental health services. 

There has been widespread advocacy and support for the implementation of task shifting 

especially in LMICs where mental health resources are scarce. Buttorff, Hock and Weiss 
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(2012) indicates that the effective management of non-communicable diseases such as CMDs 

typically requires a joint effort from the different health care professionals as well as 

continuing care for sometimes prolonged periods. Thus, in resource-scarce areas, a task-

shifting strategy can be advantageous, in which community or lay health workers (with 

supervision from primary-health-care specialists) provide basic screening and management, 

instead of physicians and professional nurses. Buttorff and colleagues also point out that there 

is growing evidence of the effectiveness of task-shifting in the management of some chronic 

conditions such as HIV/AIDS and some mental disorders. With regard to mental disorders, 

particularly CMDs, Buttorff et al. (2012) argue that collaborative stepped care led by lay 

health workers has been found to be effective in the primary treatment of depression and 

anxiety in LMICs. Furthermore, in their study on the integration of mental health care to 

primary health care in South Africa and Uganda, Petersen et al. (2011b) found that task 

shifting was received well in both sites by district/sub-district management. They further 

mention that in South Africa, shifting psychosocial care for people with CMDs to CHWs was 

also viewed positively by both PHC staff and CHWs. Moreover, they indicate that having 

dedicated CHWs providing a specific psychological treatment programme for women with 

depression was also well received as it provided a referral pathway for people presenting with 

depression at community PHC facilities. Petersen and colleagues’ findings resonate with 

those of the current study where participants viewed task shifting, or the delegation of 

services, to CHWs and sometimes to nurses positively. Further, Petersen et al. (2014) in their 

study on the effectiveness of group-based counseling intervention within a task shifting 

approach commented that the delivery of the intervention by lay HIV counselors was well 

received by the participants. They also indicated that given that lay HIV counselors exist in 

the majority of PHC facilities in South Africa, in the context of under-resourced 

psychological services, they may potentially serve as vehicles for the scaling up of counseling 

services especially for common mental disorders.  

At a slightly different but related angle, Swartz, Kilian and Twesigye (2014) advocates for 

task shifting for a somehow different but equally important reason, that of minimizing or 

perhaps eradicating linguistic and cultural barriers. They write that it is generally accepted 

that good mental health care is largely dependent on language and communication. They 

further indicate that it is through the use of language that symptoms are communicated, and 

language forms the medium through which varied aspects of treatment are delivered. They 

further point out that there is mounting evidence pointing to the effectiveness of many forms 
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of psychotherapeutic interventions for a range of disorders; however, they correctly point out 

that these interventions depend centrally on there being some kind of understanding between 

the clinicians and service users. The importance of language in a therapeutic relationship is 

well-known and has been debated by numerous clinicians and researchers, however it 

sometimes gets overlooked or taken for granted, and here, Swartz and colleagues reminds us 

just how important linguistic factors are. While it is recognized that the primary argument for 

advocating task shifting is that of resources, Swartz and colleagues also embrace the 

argument that that lay counselors or community workers who deliver mental health care in 

poorly resourced context may provide far better care than do highly trained mental health 

specialists. They attribute the latter to the fact that community members trained to provide 

mental health services are more likely to share cultural, linguistic, and social backgrounds 

with the service users as opposed to mental health specialists. This is particularly applicable 

and important in South Africa, a society characterized by diversity and multiculturalism, and 

also a gross incompatibility between clinicians and service users with regard to culture, 

religion and beliefs. On the same note, Swartz et al. (2014) also remark that cultural 

competence in mental health care provision is of essence, and thus an aspect of the cultural 

strengths of community health workers may be their cultural and linguistic competence to 

understand the cultural and linguistic background of the service users.  
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS  

This chapter presents the conclusions to this study. It also identifies the limitations of the 

study findings and offers recommendations for the implementation of mental health 

interventions as well as recommendations for future research.  

6.1 Conclusions 

Post-apartheid South Africa bears witness to a number of promising changes especially in the 

provision of health care (Kagee, 2004). Although the delivery of mental health services has 

always lagged behind other health services, good progress has nonetheless been evident. 

However, even greater progress is still needed before mental health services are made 

available to all. The current study was conducted within the context characterised by the 

unrelenting HIV/AIDS pandemic and the growing prevalence of CMDs, especially 

depression, and furthermore the pressing concern of the increasing co-morbidity between 

these two conditions (see Petersen et al, 2013). This study was aimed at exploring how 

PLWHA with co-morbid depression perceive depression and mental health services. 

Acknowledging the fact that South Africa is characterized by diversity with reference to 

culture, religion and traditions, and that there can be no ‘one fit all’ forms of interventions; 

this study then further sought to learn about the participant’s perceptions of acceptable 

interventions which may potentially inform the development of appropriate and accepted 

interventions. 

The theoretical perspective that was used to frame this study was Kleinma’s explanatory 

model of illness. This use of this perspective allowed the exploration of the participant’s 

perceptions about the etiology and manifestation of depression symptoms. The use of this 

framework also created a respectful and non-judgmental environment for participants to share 

their preferred choices of treatment for depression. One might argue that the use of this kind 

of approach allows an interchange of knowledge and information between mental health 

service providers and the users of those services. It creates a platform for an open and 

mutually respectful negotiation about the forms of acceptable interventions. This has a 

fundamental impact on the development and implementation of appropriate and acceptable 

mental health services.  
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Most of the participants understood depression as stress or as painful nerves. With regard to 

the latter, Ahmed and Bhugra (2007) and Mosotho et al. (2008) speak about distress idioms 

or more thoroughly, culturally patterned idioms of distress which essentially pertain to how 

people understand and express their distress in culturally defined ways. As recommended by 

Ahmed and Bhugra, it is important that mental health professionals attempt to familiarise 

themselves with some of the indigenous knowledge about mental disorders of the population 

that they work with. This will not only aid in avoiding misdiagnosis or failure to make a 

diagnosis when it should be made, but as Ahmed and Bhugra indicated, it will also aid in the 

establishment of  a good working relationship between the clinicians and their clients.  

Two factors surfaced as strong determinants of depression, namely poverty and partner 

relational problems which is an all too familiar scenario in South Africa. Numerous strategies 

have been put in place to reduce the rate of unemployment in South Africa; however, there 

has been little progress in that area. Strategies that have also sought to empower women have 

also benefited a few, leaving the majority out in the cold. Issues of domestic abuse and 

intimate partner violence mainly towards women are also soaring in this country. A number 

of authors and researchers (Patel et al, 2010; Lund et al, 2014 and Moultrie and Kleintjes, 

2006) have written about the social determinant of depression citing socioeconomic factors as 

well as intimate partner violence as contributing factors. Although it may sound redundant to 

still call for government intervention in the empowerment of and protection of women from 

abuse and in targeting unemployment, the threat of depression which, has as determinants, 

some of these social issues, warrants it. The roll out of mental health services is undoubtedly 

an effective way of addressing mental illness, however also striving to minimise or better yet 

eliminate all together factors that predispose people to developing certain mental illnesses 

such as depression, should be an ideal.  

Further, the findings indicate that some people living with HIV with co-morbid depression 

possess no knowledge about available mental health services nor do they believe that mental 

health services are accessible for them. The participants indicated that in their local clinic, no 

mental health services were rendered; this may either be an actual fact or if they are available, 

the participants had never heard of them. A strong factor that emerged from this study is the 

gross lack of knowledge about mental health services in general and low levels of mental 

illness literacy. Within the context of this study, the lack of knowledge acted as a barrier, not 

just to accessing of mental health services, but also to the realisation of the need of mental 
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health interventions. Some participants in the study reported that they did not know what they 

were suffering from, they possessed no knowledge of depression, and this lack of knowledge 

about their condition acted as a barrier to seeking appropriate help, perhaps even from 

seeking help at all. What is clearly needed is mental health education that will not only target 

active health service users but that will be tailored for the entire community.  

It may very well be possible that numerous other people in the community who are not health 

service users also suffer from depression but because of low mental illness literacy they 

continue to suffer in silence. In this regard, PHCs, which are essentially closest to the people, 

should play an active role by delivering psychoeducation through a variety of means such as 

outreach programmes or print media. CHWs can also play an important role in providing 

door to door psychoeducation and screening for those who are unable to travel to the clinic 

especially the elderly as suggested by one of the participants. Participants further suggested 

that people could be made aware of MHS through word of mouth by those who have been 

able access services, print adverts (e.g. posters) in clinics providing information about 

depression and where to access help; as well as community support groups where people 

suffering from depression could meet and share information with regard to accessing help. 

The findings also suggested the possibility of a high utilisation rate of mental health services, 

should they be made available and accessible. Additionally, it emerged that most of the 

participants indicated that they favoured being helped in a group with other people over 

receiving help as individuals and it was understood from the perspective that collectivism is 

still dominant in rural and traditional communities (Dillon, 2010).  

This highlights the importance of taking into consideration the communal value systems of a 

group of people during the planning and implementation of mental health services. In light of 

the fact that South Africa is characterized by diversity in terms of culture, beliefs, religion 

and traditions, it is important that interventions are designed to accommodate service users’ 

values and belief systems. The goal should not be to develop universal mental health 

interventions (although this might be appealing considering its cost effectiveness) that will 

provide different groups of people with the same intervention; rather the goal should be to 

create interventions that are appropriate for the different groups of people.  

It further emerged from other research studies that depression possibly contributes to poor 

adherence to the ART medication regimen for people living with HIV (Olisah, Baiyewu and 

Sheikh, 2010; Schuster, Manna and Bornovalova, 2012; Sherr et al. 2011; Wagner et al. 
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2012; Antelman et al. 2007; Remien et al. 2006; Benton, 2008 and Lawler et al. 2011), 

however, in this study, participants indicated that depression did not necessarily interfere with 

their adherence to their ART medication regimens. Most of the participants reported that they 

adhered to their medication regimens as prescribed by the health professionals. For those who 

did not strictly adhere to their ART medication regimens, reasons for skipping their 

medication included poverty, or specifically lack of food as a reason for not taking their 

medication as prescribed. Although HIV is not necessarily a disease of the poor, there is no 

refuting that the incidence rate is disproportionally higher among those living in poverty 

(Kagee, Nothling and Coetzee, 2012) for a variety of reasons. Poor adherence to ART 

medication carries a heavy price to pay both for the patients (development of drug resistant 

strains, disease progression and sometimes death) and for the country’s economy (funding for 

more second line drugs to tame the drug resistant strains). What is needed is strong advocacy 

to address these factors which seem to threaten the ART campaign.  

Task shifting also came out as an important factor in this study. Participants suggested that 

both nurses and CHWs carry out mental health duties such as counseling and the prescription 

of medication. This makes sense for the participants, and perhaps for most rural communities 

that are serviced by PHCs, as the first line of, and perhaps frequent contact is with the nurses 

and CHWs. Numerous studies have advocated for task shifting and some have attested to its 

effectiveness and affordability. Petersen’s et al. (2011) study also demonstrated services users 

and providers willingness to embrace task shifting in their respective districts. In the context 

of under resourced mental health services and a shortage of mental health specialists, the 

option of task shifting as a mechanism for delivering mental health services in a cost effective 

manner should be strongly considered. Many studies have demonstrated that it is a doable 

and perhaps effective strategy and is supported not only by service providers, but also service 

users as well.  

6.2 Limitations of the study  

Although this study yielded rich data that is contextually relevant, however like any other 

research it has certain limitations which are delineated below:  

1. Although the purpose and nature of the study design was not to generalize the finding 

to the larger population, it is perhaps worthwhile to mention that the participants in 

this study represent only a small section of the populace as well as a specified locale 
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or context. Thus, these findings do not necessarily indicate a generalized 

unavailability or inaccessibility of mental health services in South Africa; infact it is 

possible that other settings may have entirely different experiences.  

2. This study is part of a bigger study and the author of this paper was not involved in 

the data collection process. Thus some aspect of fieldwork experience that might have 

enhanced the discussion of the findings could not be reported on. 

3. Another limitation is that of the number of participants. Although qualitative research 

does not necessarily sample for the aim of generalizing, nevertheless, the number of 

participants play a crucial role with regard to the amount and variability of the data 

collected; the more the participants, the more diverse the data. 

4. Language also presented a challenge. Firstly the translation of interview questions 

from English to seTswana entailed some loss of the intended meaning of the 

questions. The back translations of the interview after they were transcribed from 

seTswana back to English possibly resulted in a loss of some information. 

6.2Recommendations for future research 

1. With regard to depression and ART medication adherence, it would be worthwhile to 

explore in a larger study, using methods other than self-report, whether depression is a 

factor in poor adherence to ART medication. 

2. The current study focused only on females with living with HIV and also suffering 

from depression, it would be worthwhile in the future to obtain male service user’s 

perspectives. 

3. Although it is being advocated that task shifting be the next step to be taken in the 

delivery of mental health services, there is still a limited number of studies attesting to 

its effectiveness within the South African context. It would then be useful to have 

more studies examining the effectiveness of task shifting especially for HIV and 

CMDs.  
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APPENDICES  

Appendix 1: interview schedule that was used for the research 

Interview guide for interviews with 
service users (HIV-depression) 

 
 

Objective of Questionnaire 

To establish among potential users, their subjective understanding of depression, what they 

think are the potential influences of depression in HIV-positive people and how they think 

they can be helped with this mental health problem. 

 

Research Questions 

1) How do HIV positive people understand depression, particularly in terms of its 

manifestations and course? 

 

2) What influences do people living with HIV identify as a source of their depression  

 

3) What interventions do they perceive as helpful? 

 

4) How would these interventions meet the needs of HIV positive people with depression? 

 

5) What are existing pathways to care and how can these be improved to promote greater 

identification, access and demand for treatment of depression? 

 

6) What are existing pathways through care for depression and how can these be improved 

to promote recovery? What are attitudes to task shifting? 

 

7) How to increase accountability of treatment services? 

 

8) How to reduce stigma and discrimination? 

 

Guidelines 
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Welcome and introduction 

Greeting 

Thank participants for agreeing to participate 

Explaining the project (including what is meant by common mental health problems 

and depression) 

Explaining the rationale for the interview 

 

INTRODUCTION  

 

At present in South Africa, many people who suffer from mental disorders such as depression 

can’t get treatment because there aren’t enough specialists to deliver the care. In this study we 

are working with South Africa’s Ministry of Health to try to improve this situation. In order 

to ensure that the service developed is appropriate for your context and fitswith local 

understandings of depression and healing, weare interested to hear about your opinions on 

how people with depression can best be helped. 

 

Thank you for agreeing to participate and giving your time. 

 

Interview questions 

 

Cultural / General understanding/Causes and course of HIV-related 

depression  

 

1. How would you know if a person is depressed? (Probe for understanding of 

depression e.g., is it understood as stress, nerves etc.) 

 

2. Do you see yourself as having this problem (being depressed)? Explain why or 

why not including if others have told him/her that s/he is depressed (If yes, 

please explain how this (depression) feels for you?). Probe for signs and 

symptoms. 

 

3. How does depression affect your life? 

Probe for the problems they have caused for the participant. 



107 

 

 

4. Do you think the depression will go away or do you think it will always be 

there? (be a problem) 

 

5. What do you think caused the depression? 

Prompt:  

• Incidences and situations (e.g. lack of support following disclosure, no-one to disclose 

to, abandonment by partner, partner infidelity, stigma and discrimination, lack of 

money for basics, death of someone close to you, interpersonal conflict, etc.)  

• Cultural interpretations e.g. witchcraft 

 

6. Can you describe days when you feel worse? 

Prompt:  

• What makes it worse?  

• Are there particular situations you can think of that make it worse? 

• Is there something you did yourself to make it worse? 

• Is there something someone else did to make it worse? What did they do? 

 

7. Does feeling like this (being depressed) affect your ability to take your ARV 

medicines regularly? If Yes, 

Prompt: 

• What makes it difficult to take your ARV medication? 

• Can you remember situations when you didn’t take your medication? 

• If no, what helps you to take your ARV medication when you are feeling depressed? 

 

Pathways to Care (including identification, access and demand) 

8. Have you or someone you know who is troubled by depression ever sought help 

for this problem? 

• If yes, what made you seek help? 

o Did you identify yourself as having a problem with depression? 

o Did someone else identify your problem of depression and suggest you seek 

help? 

• If yes, who was this person and who did they suggest you seek help from? 
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o Who did you seek help from? 

o How did you know where to seek help from? 

o What was the nature of the help you received? 

o What was your experience of the help you received? 

o How long did it take to get help once identified as having depression? 

o Would you seek help from this source again for your depression? 

� If yes – Why? 

� If no – Why not? 

 

• Do you / did you feel less depressed after this help? 

 

9. Are you aware of any services specifically offered by the Department of Health 

to help you with your depression? 

 

• If no, do you think that if such services were available people like yourself would 

want to use them? 

• What could be done to improve identification of people like yourself with 

depression in the community? 

• What can be done to make mental health services easier to access for women 

in the community? 

• What can be done to make mental health services easier to access for the 

poorest people in the community? 

• What would help to make people want to use these services? 

o Would increasing awareness that you can be helped with depression 

and mental health problems improve demand? 

o Would bringing the service closer to where people live help improve 

demand? 

o Would ensuring that the service fits with local understandings of 

depression and treatment help improve demand? 

 

• If yes, what services are these? 

o Were you able to access these services with ease? 

o If you were not able to access them with ease, 
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� Is distance or transport an issue? 

� Is cost of services an issue? 

� Is finding someone to go with you an issue? 

� Is there a problem with a lack of understanding of local views of 

depression and mental health issues? 

� Is there a concern about quality of care in PHC / availability of 

medicines and/or counselling? 

� Can you think of anything else that could be done to make it easier to 

access these services? 

�  

What interventions are perceived as helpful (treatment and pathways 

through care and how can these be improved) 

 

10. Can you describe days when you feel better. 

Prompt:  

• What makes you feel better?  

• Was there anything you did yourself? 

• Was there someone who assisted you to feel better? If so, whom? What did they do? 

 

11. Are you on any medication for your depression? 

If yes, who prescribed the medication? 

What helps you to take your medication regularly? 

Who reviews your medication? 

How often is it reviewed? 

 

12. Have you ever received counselling for your depression? 

If yes,  

• Who did you receive counselling from? 

• What was the nature of the counselling you received? 

• What was your experience of the counselling you received? 

• Would you go for counselling from this source again for your depression? 

� If yes – Why? 

� If no – Why not? 
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13. Have you or anyone that you know who suffers from depression ever joined a 

support group? If yes  

• Was this helpful? 

• If No, Why not? 

• What would motivate you to join or remain in a support group? 

 

14. If you could imagine the perfect way to help people like yourself who are 

troubled by depression in this community, what would it be like? 

       Prompt 

• What do you think can be done? 

• Would it be best done alone or with other people (what are the reasons for your 

choice?) 

o Where would it take place? 

o Who would provide this help? 

o What could the community do to help?  

o What could be done by PHC nurses? 

o What could be done by Community Health Workers?  

 

• What do you think some of the benefits of this help might be? (refer to participant’s 

answers to above questions) 

What do you think some of the difficulties / obstacles to getting this help might be? 

(Refer to participant’s answers to above questions) 

 

Attitudes to Task-Shifting 

15. If general health workers, such as nurses and community health workers were 

trained to provide treatment such as medication or counselling for depression - 

would this be acceptable to people such as yourself and others in the 

community? 

• Would treatment services provided by nurses be acceptable? 

• If yes, what kind of services would be acceptable for them to provide? 

• If no, probe for why not. 

• Would treatment services provided by CHWs be acceptable?  
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• If yes, what kind of services would be acceptable for them to provide? 

• If no, probe for why not. 

 

Accountability 

16. Is there some way in which people can indicate whether they are satisfied with 

mental health care services including services for depression?  

• If yes, what methods currently exist? 

• If no, what method can you think of that could be put in place that would help 

with this? 

 

Stigma and Discrimination 

17. As someone with depression, have you experienced negative attitudes from 

service providers such as being disrespected, ignored or discriminated against? 

If yes, can you describe this experience – what happened? 

• What could be done to change this? 

 

18. As someone with depression, have you experienced negative attitudes from your 

family, community members or people you work with such as being 

disrespected, ignored or discriminated against? 

• If yes, can you describe this experience – what happened? 

• What could be done to change this? 

• Do you think awareness-raising of depression in relation to it causes, symptoms and 

how people can help will be helpful for reducing stigma and discrimination? 

 

19.  Do you feel that your family members understand your depression? 

Are there times when you feel you are not a valued member of your family? What 

makes this worse? 

What makes this better? 

What makes you feel a valued member of your family? 

FUNCTIONING &RECOVERY 

20. Do you feel that you have lost confidence in yourself since you have suffered 

from depression? 
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• What would it take for you to regain your self- confidence? 

• What would make you feel like you are more in control of your life? 

• What would give your life more meaning and purpose? 

 

21. What social activities or groups do you miss out on since you have had this 

depression? 

 

• What would you like to be involved in? 

•  What could be done to help you be more involved socially? 

 

22. If you are working, how does feeling depressed affect your relationship with 

people that you work with? 

 

23. Does feeling depressed affect your ability to work / generate an income? 

 

24. Do you believe that it is possible to recover from depression? 

• What would recovery mean for you? 

 

25. Do you think there may be any issues that we may have not adequately covered 
in this interview? 

 

 

 

 

 

 

 

 

 



113 

 

Appendix 2: Consent form 
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Appendix 3: Ethical clearance for the main study  
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Appendix 4: Ethical clearance of current study 

 


