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MaritzThe objective of this study was to explore and describe nurses’ experience of the early identification of depression in the
primary care setting of South Africa. A total of 55 female nurses participated in the study (50=black; 5=white). Data were
collected through in-depth interviews and naïve sketches. Data were analysed using a descriptive method of open
coding. Nurses’ experiences were paradoxical in that they perceived both a disrupted and a positive interactional flow
between the national health care, community, family and client. Their experiences were also influenced by context of
practice—especially the inequitable distribution of resources. Lack of awareness about depression, community and
family involvement, and nurses’ personal awkwardness towards mental health issues remains a challenge.
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Depression is known as the “common cold of mental health”
(AANS, 2009; Wood, 2008). According to the refined disability
adjusted life years (DALY) estimates for South Africa, major de-
pression accounts for the greatest proportion of neuropsychiat-
ric disease burden measured in years lived with disability
(YLDs) and is rated among the top ten single causes of overall
disease burden (Bradshaw, Norman & Schneider, 2007). Major
depression is also the second leading cause of YLDs for South
African woman after HIV (Norman, Bradshaw, Schneider,
Pieterse, & Groenewald, 2006). It is furthermore associated
with high mortality. According to the DSM-IV-TR, up to 15% of
individuals with severe depression die by suicide, which
emphasises the importance of early identification and treat-
ment.

The co-morbid state of depression incrementally worsens
health compared with depression alone, with any of the chronic
diseases alone, and with any combination of chronic diseases
without depression (Haddad, Walters, & Tylee, 2007). This sig-
nificant co-morbidity between general medical disorders and
psychiatric disorders is key in the South African context, where
HIV/AIDS and substance use disorders are extremely prevalent
(Emlet, 2007; van Heerden, Hering, Dean & Stein, 2008).

Effects on Families and Communities
Families in which a member is depressed should potentially

be seen as families at risk. The burden on families involve car-
ing for a family member, emotional reactions to the illness
(problems with self-esteem, powerlessness, fearfulness, loneli-
ness), stress in coping with disturbed behaviour leading to fam-
ily and relational discord, disruption of household routine, re-
striction of social activities leading to impaired social role
function and economic difficulties (Fawcett, 1993). Children of
depressed parents are often in poorer physical health and have
an increased incidence of depression, conduct disorders, atten-
tion deficit disorders and anxiety disorder. Psychological chal-
lenges may include attachment problems, emotional distress
and a preoccupation with the conflicts of others. Children of par-
ents with maternal depression have been found to have deficits

in social and academic skills (Burke, 2003). Maritz, Poggenpoel
& Myburgh (2008) draws attention to the impact of traumatic life
events and subsequent depression on the couple relationship. It
is often difficult to ascertain which came first, discord or depres-
sion. Spouses and partners often endure the effects of a partner
with depression without complaint or acknowledgement and
this impacts on relational communication and relational satis-
faction (Maritz et al., 2008). Moreover, marital and relational dis-
tress is a strong predictor of depressive relapse. Families are
required to provide physical and emotional support, but they
also bear the negative impact of stigma and discrimination
along with the individual suffering from depression. Families
form part of a larger community and it is important to view de-
pression within a larger social context.

The impact on communities is large and manifold. There is
the cost of providing care, the loss of employment and produc-
tivity as well as premature mortality. Hospitalisation and provid-
ing treatment represent the most important contributor to health
system costs. The European Commission’s report on Health
and Consumer Protection (2004) and the Consortium for Or-
ganisational Mental Health Care (2009) state that depression is
linked with longer time off work when compared to other occu-
pational health problems. The report argues that many cost esti-
mates reported are likely to be conservative because they do
not take into account the additional costs of reduced work per-
formance by people with untreated depression. No cost of de-
pression can be greater than the loss of human life and its pro-
found impact on the individual, his/her family and the
community.

Importance of Early Identification in Primary Care
According to the WHO (2001), the management and treat-

ment of mental disorders in primary health care (PHC) is a fun-
damental step which enables the largest number of people to
get easier and faster access to services and it needs to be re-
cognised that many people are already seeking help at this
level. Along with providing treatment and care at primary level,
the WHO advocates giving care in the community with the use
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of all available resources (WHO, 2001). The organisation be-
lieves that community-based services can lead to early detec-
tion and intervention as well as limiting the stigma attached to
seeking treatment. The early recognition and treatment of de-
pression may assist the client, family and community to con-
tinue to function optimally, preventing costly recurrences
(Wood, 2008), decreasing the risks for attempted or completed
suicides (Barclay, 2010), reducing the disease burden and dis-
ability, and improving the overall health of all populations.

Nurses provide the bulk of primary care services in South
Africa and are well placed to recognise the early warning signs
of depression (Strasser, London & Kortenbout, 2005, Taylor,
2006). According to Taylor (2006), Morse, Dunkin, Buist and
Milgrom (2004) and Wood (2008) nurses have a major role to
play in providing frontline assessment, intervention and man-
agement of mood disorders as they are often the first contact a
mental health care user has with primary services. As noted
earlier, depression is more often than not seen comorbidly with
other common health and mental health problems. Wood
(2008) notes that for the vast majority of people, opportunities
for the recognition and treatment of primary health problems,
and any secondary depression, came as part of routine
health-care interventions.

New ways of working in the primary care setting, globally, as
well as in South Africa, has seen the roles of nurses expanding
and changing. Mivšek, Hundley and Kiger (2008) question the
readiness of nurses for these changing roles. They warn that
unsympathetic care on the part of primary care front line nurses
could in fact contribute to the development of depression. Their
findings suggest that nurses often lack the time, knowledge,
skills and confidence to assist mental health care users. This in
turn, may result in delays in the early identification of depres-
sion, increase the risk of suicide, inappropriate treatment and
prolong the suffering of mental health care users, their families
or carers (Taylor, 2006).

Goals of the Study
The study investigated nurses’ experience of the early iden-

tification of depression in a primary care setting in South Africa.
It also sought to address the question of what can be done by
primary care nurses to facilitate the early identification of de-
pression in primary care setting in South Africa. The specific re-
search questions were:
1. What are nurses’ experiences of the early identification of

depression in a primary care setting in South Africa?
2. What can be done by primary care nurses to facilitate the

early identification of depression in the primary care setting
of South Africa?

Method

Participants and Setting
Participants were 55 nurses in rural, urban, and informal

settlement settings. About 30 clinics were represented. All par-
ticipants were female, 50 were black and five were white (work-
ing experience in PHC clinics = six months to 19 years). Twenty
five percent of nurses had a Psychiatric Nursing Science qualifi-
cation. Seven participants were lecturers in PHC. Purposive
sampling (De Vos, Strydom, Fouché & Delport, 2005) was used
in order to ensure that specific elements were included in the
sample. This approach employs a considerable degree of se-
lectivity. The researcher also used snowball sampling (De Vos

et al., 2005), where one member of a group referred the re-
searcher to another member.

Ethical Procedure
Informed consent was obtained from all participants by

means of a letter communicating the necessary information per-
taining to the research. Confidentiality was maintained and par-
ticipants were informed of the rationale, recording and safe-
keeping of audiotaped interviews and transcriptions.
Participation was voluntary, and ethical clearance was granted
by the University of Johannesburg.

Instrument
Data were collected using nine semi-structured interviews

(lasting between 45 and 60 minutes) and 46 naïve sketches
(between one and four pages) as described by Giorgi (1985).
Naïve sketches proved useful as face to face data collection
was not always viable as participants lived or worked in remote
areas, busy clinic practices or participants that were unable to
meet the researcher. The interview questions were as follow:

How is it for you in your clinic regarding the early identifica-
tion of depression?

What wishes do you have to improve the early identification
of depression in your clinic?

Authenticity was ensured through the principle of fairness.
This meant that all the views, perspectives, claims, concerns
and voices of participants were heard and accepted (Guba &
Lincoln in Denzin & Lincoln, 2005).

Data Analysis
Recorded interviews were transcribed and analysed using

the descriptive analysis technique by Tesch (in Creswell, 2003).
The transcribed interviews, naïve sketches, field and observa-
tional notes were read to gain a sense of the whole. Ideas that
came to mind were jotted down in the margin. The most interest-
ing interview was selected and examined to determine what is
was about and to establish the underlying meaning. Again any
thoughts that came to mind were jotted down in the margin. The
ideas were converted into topics that reflected their meaning.
Similar topics were clustered together and formed into columns
that were arranged into major topics, unique topics and left-
overs. The most descriptive label for the topics was chosen.
The topics were defined and grouped into main themes and cat-
egories.

Results and Discussion

Influence of Competencies and Context
Participants described their experience of the early identifi-

cation of depression in the primary care setting of South Africa
as paradoxical and contextual in nature. On the one hand, there
was a dominant discourse of a perceived disrupted interactional
flow hampering the early identification of depression. On the
other, an alternative yet marginalised discourse emerged of a
positive interactional flow facilitating the early identification of
depression. The following quotes are taken from the first re-
sponse of participants after asking the central question and re-
fer to the paradoxical nature of their experience:

It is a challenge, and it is also not very difficult . . . . (partici-
pant 42)

It is difficult, it is impossible to identify it. (participant 9)
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It is difficult to assess a depressed client in my clinic be-
cause we don’t have a tool or a guideline on how to assess
and diagnose whether it is mild or major and the manage-
ment thereof. (participant 41)

It is impossible to identify unless the person involved is
brought to the clinic . . . . (participant 44)

Category 1: Disrupted Interactional Flow Hampering the
Early Identification of Depression

A dominant discourse of a perceived disrupted interactional
flow emerged. The disrupted interactional flow hampering the
early identification of depression will now be discussed accord-
ing to the following sub-categories: national health care; the
community; and family and client interaction.

National health care. Although the spirit and intent of the
National Health Act of 2003 (National Health Act, Act 61, 2003)
is noble, participants seemed to experience the health care sys-
tem as having insufficient resources, both financial and human,
for managing mental health care at primary level, thus impact-
ing on the early identification of depression.

A nurse summarises her experience as follows:

Where I am currently working, at a clinic where we do not
have a psychiatric clinic per se. There is only one clinic at X
that caters for psychy patients and only one sister attending
those with mental disorders. For me it is very unfair for only
one clinic, only one sister to cater for the whole community.
Very little is done to promote psychiatry at our clinics. We
don’t have campaigns or workshops regarding depression.
Psychiatry is one discipline that is being ignored. (partici-
pant 40)

Van Hook and Ford (1998) similarly cited that the differ-
ences between general health and mental health disciplines
were major problems in the early identification of depression.
The equitable distribution of resources proves to be challenging
for both the health service provider and the client. The WHO
(2001) also states that, although countries may provide mental
health care to both urban and remote rural communities, the
balance of specialised human and other resources is still lo-
cated in the urban centres.

Really, it does not exist here because I was trying to recruit
the a mental health coordinator, community mental health,
to say can we do this training but because of the distances
they must travel going to the clinics and all, it was not easy
really to uh to help us. (participant 3)

A resource that is in great shortage is time. Nurses may fail
to recognise symptoms and to follow best practice recommen-
dations, because they may not have the time to provide evi-
dence-based treatment in primary care settings (WHO, 2001).

The others they just do what they call ‘slap-dash.’ You know,
they just ‘top- and-tail.' (participant 2)

History taking, they are unable to go deeper. Issues adding
to depth, such as paralanguage are often missed. (partici-
pant 1)

Community. Van Hook and Ford (1998) found that commu-
nity stigma attached to mental health problems and services
was a significant challenge to the delivery of mental health ser-
vices in rural communities. The negativity and misunderstand-
ing that often surround mental illnesses can create fear and
cause shame, which in turn causes unnecessary pain and con-
fusion. Obstacles in the provision of mental health services at
district level include a culture of not treating clients with psychi-

atric disorders, resulting in the stigmatisation of this population
(Van Heerden et al., 2008).

. . . because it is still not as wide …and you are not treated as
if you have a headache . . . . (participant 1)

This could ultimately lead to unwillingness of the person with
depression to seek mental health care (Hickie, Davenport, Lus-
combe, Rong, Hickie & Bell, 2007; WHO, 2001).

Van Heerden et al., (2008) state that community centers are
generally poorly equipped, under staffed and unwilling to take
on their mental health responsibilities. Cepoiu, McCusker, Cole,
Sewitch, Belzile and Ciampi (2007) found that the accuracy of
depression recognition by non-psychiatrist practitioners was
low and that this could influence the outcome of depression as
unrecognised clients were not offered treatment for depression.

In some instances the nurse experiences personal awk-
wardness with another’s emotive expression and refrain from
exploring further.

And that must ring a bell, but there are those that say: ‘if a
person starts to be emotional, you don’t have to ask him a
further question because you’ll disturb them further.’ And
that’s where the problem is, you are unable to go deeper
with that. (participant 2)

Nurses also have specific job-related circumstances that
can contribute to their own symptoms of depression namely,
work-related stress, short staffing, conflict at work, job-dissatis-
faction and working with acutely ill patients.

We [nurses] don’t feel safe, and in the end we become a vic-
tim of depression as well. When you are afraid of coming to
work and you think of what you have to face. Pressurised by
the by the management, pressurised by the patients as well.
We are the victim. (participant 1).

Hall, Ford-Ngomane and Barron (2005) argue that in this
general perception of a poor working infrastructure, lack of su-
pervision and trust, feelings of being uncared for by manage-
ment result in widespread demotivation with subsequent poor
service delivery. McAdam and Wright (2005) comment that the
competing demands made on nurses, may lead to high levels of
stress and burnout. Skripac (2009) refers to nursing discussion
forums that suggest that depression amongst nurses are a ma-
jor problem. She states that job burnout often mimics symptoms
of depression.

Participants also felt unsupported by management in that:

“even if you introduce to this [topic of depression] to the
management they might say right now we don’t have
enough people that are trained in that. Mm. We’ve got only
have a handful of people. (participant 1)

I wish nurses would work smarter and forget about pushing
queues (fast tracking) in the clinics. This will ensure quality
time and digging deeper into what is troubling them. This
goes to the manager as well to stop pushing nurses so that
the stats are high but quality nursing care and early identifi-
cation of mental problems are ignored. (participant 11)

Burke (2003) stresses the importance of viewing depression
within its social context, as it is a disease which impacts not only
the individual but also the wider community and the family.

Families. According to the WHO, it is indeed a rare occur-
rence to find a family that will be free from any encounter with
mental disorders (WHO, 2001). This being said, many family
members may lack awareness of an existing mental condition,
or they do not know when or where to seek help.
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Some people, maybe they don’t have family. Or the family
do not have the information, or might not have somebody
who is learnerd who is able to say: ‘if there is a sudden
change in behaviour, go and consult, so that you could
check what is happening.’ Or they are not able to identify
that this person’s behaviour is changing. (participant 2)

Families are not only needed to assist in the early identifica-
tion of behaviour that may indicate depression but are critical in
providing understanding, support and care. According to Taylor
(2006), a supportive and caring family environment can actually
turn off the gene linked to depression thus reducing the risk of
depression amongst those with the short form of the 5-HTTLPR
gene.

Client. A number of aspects regarding the client and the
early identification of depression came to the fore. These in-
cluded the client’s belief paradigm and traditional practices, la-
belling of depressive symptoms and clients presenting with
physical problems.

They would say …my great Gran is visiting me in my
dreams, what does it mean. And that person delays, not
coming forward…so it won’t be detected early and will only
be detected when the disease is advanced. Or the problem
becomes serious. So culture also has an impact on early
identification of depression. (participant 1)

Hickie et al., (2007) confirmed that when asked about seek-
ing help from non-professional sources, participants indicated
that they were likely to seek help from religious persons, herbal-
ists or traditional healers. The WHO (2001) validates that beliefs
in witchcraft, ancestral power, supernatural forces, fate, ill will of
the gods and so forth can interfere with seeking help and adher-
ence to treatment. Not only is there a difference as to “where”
treatment is sought and with “whom” but also in “how” it is
voiced.

Dunn (1983, p. 67) remarks that “language provides an ap-
parent order; inasmuch as it facilitates shared perceptions,
meanings and interpretations . . . .” Different communities label
depressive symptoms as “stress” or a “low spirit.” A nurse ex-
plains:

The thing that you must do . . . you must acquaint yourself
with the terms we use in that very area you work in. (partici-
pant 10)

Another nurse adds:

. . . the common name is stress. But in some languages like
in Tswana we usually say ‘Eish…moya waka o ko
tlase’…my spirit is down or low. It shows depression. (partic-
ipant 1)

Castillo (1997) argues cogently that sadness and de-
pressed emotions can have different meanings and can be
based in different sociocultural contexts. In some societies, a
depressive syndrome is not recognised as an illness at all, and
the people have no concept for it in their set of natural represen-
tations. Somatic symptoms may be more meaningful and there-
fore primarily experienced by individuals. Without a concept or
language to express or label depressive symptoms, clients of-
ten communicate through presenting in primary care with physi-
cal symptoms.

Clients normally present with physical ailments, e.g., head-
ache. (participant 21)

It becomes difficult to quickly realize that the psychosomatic
illness that the client presents with could be related to de-
pression. (participant 4)

They are not identified early as the concentration is on the
physical complaint . . . . (participant 46)

Depression is often only investigated if a client returns fre-
quently with unresolved physical complaints.

. . . they visit time and time again . . . . (participant 48)

Watts, Bhuntani, Stout, Ducker, Cleator, Garry and Day
(2002) found that the majority of participants in their study indi-
cated that they attended a health care facility for physical symp-
toms only. According to the WHO (2001), mental health prob-
lems are often raised jointly with physical concerns.
Psychological morbidity is also a common feature of physical
disease.

Even in developed countries, only a minority of people suf-
fering from depression seek or receive treatment. Part of the ex-
planation lies in the symptom itself. Feelings of worthlessness,
excessive guilt and lack of motivation deter individuals from
seeking help.

Category 2: Positive Interactional Flow Facilitating the
Early Identification of Depression

In some contexts the nurses’ experience is sanguine and
there is evidence of a positive interactional flow between the
community, family, nurse and client which facilitates the early
identification and treatment of depression. The following vi-
gnette highlights the process and importance of interactional
flow:

. . . the rural people have better insight about mental health,
more than in the urban area because maybe the life there is
fast and in the rural settings we will have a time to really ob-
serve abnormal behaviour . . . They are also participating.
Yes. They are not coming to the clinic to fetch medication
and then they go. No. They also listen. That is why around
here most of the clinics were build by the communities. The
communities acknowledge that now they must buy an am-
bulance. So they make their donations to the chief and an
ambulance is bought. So, community participation and in-
volvement play a very important part in response. (partici-
pant 3)

Mihály Csíkszentmihályi (2002) puts it that a person is part
of a family to the extent he/she invests energy in the goals
shared by other people. In the same way, one can belong to a
larger interpersonal system by subscribing to the aspirations of
a nation or community. It is in this investment of energy and en-
gagement in shared goals, that we create interactional flow on
national, community, family and individual level. The shared
goal is optimal mental health for all.

Implications for practice. A referral system might serve
clients better, as a participant stated:

Collaboration between the mental health hospitals and clin-
ics. (participant 41)

Community participation and education could make a differ-
ence:

More campaigns to be carried out, whereby communities
are being taught regarding the early detection for depres-
sion, since we have high unemployment rate and the HIV &
AIDs pandemic. (participant 8)
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Health education should be continuous to individuals, fami-
lies and the community. (participant 13)

Nurse service providers could be more empathic:

Health care workers to have more time to listen and identify
problems. (participant 1)

All nurses should be trained:

I think all nurses should go through this course [Training
Course for Primary Health Care Nurses on Mental Health
and Substance Abuse]. It shouldn’t be only those that are
doing primary health care. (participant 36)

Groenewald and Thulukanam (2005) argued that certain
competencies of professional training programmes are best ac-
quired through real-life workplace experiences. Coaching is
gaining ground as a legitimate workbased activity to expand
professional development and to assist nurses to cope with,
and steer, the increasingly complex and changing health ser-
vices (Byrne, 2007; Driscoll & Cooper, 2005; Locke, 2008). For
example, developmental coaching focuses on performance en-
hancement and is a learning tool that places accountability at in-
dividual level. This approach promotes sustained application of
the knowledge, skills and attitudes required in primary care
practice. The process may include the development of affirma-
tive beliefs and values through behaviours, moving beyond
self-limiting personal and professional beliefs that hinder perfor-
mance through intrapersonal awareness (Driscoll & Cooper,
2005), improving and sustaining interpersonal skills by actively
listening, authentically sharing and effectual communication
(Locke, 2008) and fruitful self-reflection through second-order
observations (Styhre, 2007).

Developmental coaching may provide the space to articu-
late concerns, perceived challenges, and individual shortcom-
ings leading to opportunities for new practices. Greater
self-awareness may advance intrapersonal flow; improved
skills may advance interpersonal flow. Coaching tools such as
the GROW model (goals, reality, options, wrap-up) could be
transferred to daily professional practice and in turn be taught to
clients in the early identification of, and coping with depression,
with the nurse serving as a coach. Coaching clients to manage
depression may complement more traditional therapies.
Coaching is nonstigmatising (Hayes & Kalmakis, 2007) and in
the limited time available can make a huge difference as a
cost-effective strategy to promote the mental health of nurses
and clients alike. When interactional flow is experienced on an
individual level, it can be transferred to the family and commu-
nity.

Limitations of the Study
The limitations of this research were the recruitment of par-

ticipants from a limited geographical area. The small sample
size limits the generalisability of the findings although the find-
ings could successfully be generalised to theory. Further re-
search is recommended on the implementation and valuation of
developmental coaching along with mental health training
programmes for nurses.

Conclusion
This research provides an in-depth understanding of

nurses’ experience of the early identification of depression in
primary care settings in South Africa. Interactional flow between
national health care, the community, family and the client may
hamper or facilitate the early identification of depression. What

works are people and the flow they bring to the entire process of
the early identification of depression. Developmental coaching
could assist nurses to engage fruitfully in the early identification
of depression.
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