
THE CHARACTERISTICS, ATTITUDES AND 
PERCEPTIONS OF INFORMAL CAREGIVERS CARING 
FOR A MENTALLY ILL FAMILY MEMBER: A STUDY IN 

DENNILTON  
 

by 
 

 
DAPHNEY MARTHA ABIGAIL MNISI  

 
submitted in accordance with the requirements 

for the degree of 
 

MASTER OF ARTS 
 

in the subject 
 

SOCIOLOGY 
 

at the 
 

UNIVERSITY OF SOUTH AFRICA 
 

SUPERVISOR: PROF GE DU PLESSIS 
 

NOVEMBER 2011 



ii 
 

ACKNOWLEDGEMENTS 

 

This study was successfully completed with the help of many people. I thank my 

supervisor, Prof Gretchen du Plessis for her patience, support, and 

encouragement.  

 

I am immensely grateful to my family who have loved and supported me, 

especially my Mother Dudly, Fama and Daphney Jr for all your support. I love 

you. 

 

I wish to express my sincere gratitude to my friend and colleague, Thabo Ramsey 

Mathebe, for all his support and words of encouragement. When days were dark 

and the sun was not shining, you were there with me and you lifted my spirit. 

 

I wish to thank my son Ashock for not disturbing me when I was struggling to 

make ends meet. While I was trying to make my deadlines, I could not help him 

with his schoolwork. 

 

This dissertation is dedicated to my late grandfather who believed in me. 

Although he never went to school, he learnt how to read and write. He would 

have rejoiced in my success. You are always remembered, Johannis Mnisi. 

….. 

 

I wish to thank the care-givers who have agreed to participate in the study for 

generously and courageously contributing their time. These silent heroes are 

astoundingly inspirational individuals and this dissertation is dedicated to them.  
. 



iii 
 

DECLARATION 
 

 
I, Daphney Martha Abigail Mnisi (student no: 8473749), declare that 
Characteristics of Informal Care-Givers of Mentally Ill Family Members: A 
Study In Dennilton is my own work and that all the sources that I have been 

indicated and acknowledged by means of complete references, and that this work 

has not been submitted before any other degree at any other institution.   

 
 
 
________________________   26 February 2012 
SIGNATURE       DATE 



iv 
 

SUMMARY 
 

This study was undertaken to identify the biographical characteristics, attitudes 

and perceptions of informal family care-givers caring for patients with mental 

illness in Dennilton. Data were gathered from 48 care-givers by using a cross-

sectional survey approach in which structured questionnaires were completed. 

The results revealed that a sizeable proportion of the care-givers were 60 years 

and older. Only 10% were employed and a quarter married, suggesting that the 

care burden influenced their life choices. Many care-givers were mothers or 

female family members. Half of the patients cared for suffered from depression. 

Violent, aggressive behaviour was reported as a symptom that care-givers found 

difficult to deal with. Less than half of the care-givers reported that the patients 

accepted their health situation. 

 
KEYWORDS: Care-giving, Dennilton, family care-giving, informal care, mental 

illness, mental health,  
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CHAPTER 1: BACKGROUND TO THE RESEARCH 
PROBLEM 

 

 

1.1 INTRODUCTION 
 

Before the 1994 democratic elections in South Africa, there had been inadequate 

access to basic services to all groups in the country, including access to primary 

health care services (Coovadia, Jewkes, Barron, Sanders& McIntyre 2009; 

Cullinan 2006). Mental health care services in South Africa were run as vertical 

programmes. It was ill-equipped (in terms of staff workloads infrastructure, limited 

funding and resources) and lacked the kind of comprehensive approach 

advocated by the Primary Health Care (PHC) approach (Mkhize & Kometsi 2008; 

South African Republic 1997: 11). 

 

After the democratic election in South Africa, the new government implemented 

the Primary Health Care (PHC) approach and mental health care services were 

integrated into other PHC services (Petersen, Bhana, Campbell-Hall, Mjadu, 

Lund, Kleintjies, Hosegood, Flisher & the Mental Health and Poverty Research 

Programme Consortium 2009) to ensure that the human rights of mental patients 

are protected and that they receive the best possible care. The most recent 

South African policy stance is that of deinstitutionalization and community 

integration of mentally ill patients (Health Systems Trust 2001; Kritzinger & 

Magaqa 2000). Lund, Stein, Flisher and Mehtar (2007:353) say of the latest 

changes in legislation that “the Mental Health Care Act No. 17 of 2002 marks a 

significant step forward in addressing mental health as a major public health 

issue in South Africa and protecting the human rights of people with mental 

illness. Based on an extensive local consultation process, the new Act is 

consistent with international human rights standards. The legislation is essential 

for monitoring mental health services, improving the quality of care and protecting 

the human rights of people with mental disorders, through compliance with the 

law.” 
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The current system of public mental health in South Africa is based on a 

deinstitutionalised, integrated system operating within a human rights framework 

as suggested in the White paper for the transformation of the health system 

(South Africa, Department of Health 1997a), policy guidelines for mental health 

care (South Africa, Department of Health 1997b), and the new Mental Health 

Care Act, number 17 of 2002 (South Africa, Department of Health 2004). 

Currently South African legislation advocates for a rehabilitative, community-

based model of mental health care (Mkhize & Kometsi 2008). In this regard, the 

government, for example, tried to mobilise clinics within the community to render 

comprehensive PHC services. However, for patients and families living in poverty 

or in rural areas, there is still a paucity of mental health care services and a 

shortage of mental health care professionals (Kritzinger & Magaqa 2000; Ramlall; 

Chipps & Mars 2010). With regard to the study in question, clinics were 

developed in Dennilton and supported by mobile facilities to provide critical 

mental health care in communities where the majority of the people were 

previously disadvantaged in terms of their access to such services (Pillay & 

Harvey 2006). 

 

As a result of the integration of mental health care services with PHC services, 

mentally ill individuals are now able to collect their medication at local clinics in 

their communities. However, adherence to such medication in the correct dosage 

and at the prescribed intervals is often left to the families who take care of that 

individual. This means that the active participation and daily involvement of such 

families are crucially important for the mental health care of non-institutionalised 

mentally ill individuals. The most ideal total integration of care-giving to mentally 

ill patients would be a system in which informal care-giving (that is offered in the 

family or community and thus outside institutional care) is also integrated into the 

PHC system with appropriate supportive services offered to informal care-givers 

in a team approach (Sokhela & Uys 1998: 9). The aim of the study was to explore 

and describe the role played by families in the support of their mentally ill 

relatives who receive services at Dennilton Philadelphia Hospital.  
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1.2 BACKGROUND TO THE RESEARCH PROBLEM 
 

This study was conducted at Dennilton Philadelphia Hospital which is a 

government hospital, situated in the Elias Motsoaledi local municipality of the 

Sekhukhune District in Limpopo Province. The psychiatric clinic of this hospital is 

situated in the out-patient department. It renders services twice a week. The 

patients are expected to come to the hospital on Mondays and Wednesdays for 

their monthly reviews. They are usually accompanied by a relative or a care-

giver.  

 

According to the Elias Motsoaledi Local Municipality Integrated Development 

Plan for 2011 to 2016 (2011), there entire Elias Motsoaledi municipal district has 

only 19 health care facilities comprising 17 primary health care clinics and 2 

hospitals. The Council for Scientific and Industrial Research’s (CSIR) planning 

standards suggests that one hospital should be provided per 25 000 persons and 

that one clinic should be provided per 5 000 persons. As the total population in 

the Elias Motsoaledi local municipality is 247 495 persons, a minimum of 10 

hospitals should have been provided.  

 

A study of hospital records for the Philadelphia hospital show that prior to 1994 

patients had to pay for hospital mental health services. The hospital was ill-

equipped in the sense that there were no follow-up investigations made about 

patients that did not return for their monthly visits. In addition, the hospital did not 

have a process of progress reporting on patient adherence to treatment. The lack 

of enough psychiatric doctors and social workers was partly to blame for this. The 

Dennilton Philadelphia Hospital no longer has a psychiatric ward because of 

problems encountered in that ward. Some of these problems were patients 

absconding without official discharge to go back home, inappropriate behaviour 

of some patients (especially towards other patients) and to some extent problems 

related to the health care professionals themselves.  

 

The closing down of the psychiatric ward contributed to a high rate of defaulters 
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(that is, patients who do not return for their mental health check-ups). Defaulting 

occurred because patients were expected to collect their medication at the 

hospital on a monthly basis, but there are no organised follow-ups designed to 

check if all the discharged patients adhered to their treatment regimens and 

attended their monthly reviews. This maladministration affected the follow-up 

care and the adherence to medication by patients. The high defaulter and relapse 

rates are, however, also due to beliefs in the abilities of faith and/or traditional 

healing to treat mental illness.  

 

Currently (2012) the psychiatric clinic has two doctors and four professional 

nurses and four enrolled nurses. Its monthly head counts of mentally ill persons 

range from 2 000 to 4 000 patients per month.  

 

Table 1.1 (see below) reflects the monthly head count of mentally ill persons at 

Dennilton Philadelphia Hospital per year. An interesting observation from Table 

1.1 is the slight peak in numbers in August to the January of the next year for 

some of the years. Discussion with the personnel at the clinic revealed that there 

is a myth that mental illness (especially depression) increases during spring and 

summer. This leads to patients rushing to the hospital to collect their prescriptions 

during these months. 

 

At Philadelphia there is a high turnover rate of qualified psychiatric staff and this 

compromises consistency of care. The inability to foster long-term, trusting 

relationships with medical staff implies that such continuity of care had to be 

given to the patient by family members who are not necessarily adequately 

informed of medication and the need to monitor the use thereof. Families 

therefore need to be knowledgeable in adherence to treatment and learn way to 

counsel and give support to the patient. In discussing this issue at the 

Philadelphia hospital, the researcher has been informed that in the clinical setting 

complaints about side-effects are first dealt with by reducing the dosage or by 

switching to alternative medication. Most side-effects tend to abate soon and thus 

the professional health care providers usually encourage patients to wait until 

they have adjusted to their treatments before they default. Informal family care-
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givers do not have the required knowledge and skills to deal with complaints 

about side-effects (Cohen 2004). 

 

 
 
 

TABLE 1.1: HEAD COUNT OF MENTALLY ILL PATIENTS VISITING THE 
PHILADELPHIA PSYCHIATRIC CLINIC PER MONTH, 2002-2005 

 

MONTH 2002 2003 2004 2005 

January 239 334 362 295 

February 265 334 310 218 

March 256 371 251 257 

April 210 211 281 219 

May 230 340 361 218 

June 281 370 228 179 

July 288 337 397 316 

August 330 400 262 189 

September 351 390 228 195 

October 339 271 357 258 

November 351 215 312 258 

December 371 201 228 279 

Annual total 3 511 3 774 3 577 2 881 

Average no. 
of patients per 
month 

 

292, 58 

 

314, 50 

 

298, 08 

 

240,380 

 

Source: Philadelphia psychiatric clinic records. 

 

At Dennilton Philadelphia Hospital, psychiatric doctors come and go thereby 

undermining the development of consistent care and the establishment of a 
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relationship of trust between the patient and the health care professionals. These 

patients may feel that their privacy has been violated as they have opened up to 

a previous doctor and developed a certain level of trust with him or her only to be 

confronted by a new doctor at their next visit. This, in turn, can lead to a high 

relapse rate. The continuity of care thus has to be given by the family. This 

implies that sufficient information and support must be given to the patient and 

his or her family to understand the need for medication and to monitor the 

administration thereof.  

 

Beyond continuity of care, there is a need for families as well as the community at 

large to treat the patient with respect and dignity. The patient needs to have 

freedom of movement and independence to a certain extent, although the ability 

to live independently depends on the patient’s ability to budget and manage 

money, their own hygiene, to keep their surroundings clean and to do shopping 

(Hatfield 1991: 132). Some mentally ill individuals are not capable of caring for 

themselves and need family support (Mavundla, Toth & Mphelane 2009). 

 

Some families find it hard to care for their mentally ill family member because of 

their unpredictable behaviour, for example the patient may make unacceptable 

sexual advances towards others or damage or destroy the property of the family 

and that of other people. In addition, many families find it difficult to plan for the 

future care of a mentally ill relative, as they fear that due to diminished mental 

capacity, the patient will be rendered too vulnerable to hold on to money, 

belongings, property or inheritance should the primary care-giver pass away. This 

means that care-givers must make decisions regarding the patient as well as 

their own futures (Kritzinger & Magaqa 2000: 30).  

 

In the past, it was customary and normal to send people with mental illness away 

from their communities to be treated in institutions. Hamber and Rock (1993) 

report that up to the period after the Industrial Revolution people afflicted with 

mental health problems have been treated in institutions as subhuman without 

any regard for their human rights and dignity. According to the World Health 

Organization, people experiencing mental problems are more vulnerable than 
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others in their social dealings and as a result are at risk of having their human 

rights violated (WHO 2001: 2). The patient's rights must be protected by the 

family and the community at large. The patient’s rights are the following:  

• The right to liberty, for example, not to have restrictions automatically 

imposed on freedom of movement through measures such as detention 

and not to be taken away from the communities to be treated in 

institutions.  

• The right to control their own resources, for example, they should not be 

moved on the grounds of status as mentally ill individuals but must be 

judged on their ability to manage resources. The relatives as the soul care-

givers must make sure that the patient's rights are not violated. 

• The right to integrity of the person, for example the patient must not be 

subjected to abuse or neglect or be unduly subjected to harm.  

 

These rights are general and require the full participation of the family as care-

givers. There are certain factors that contribute to poor involvement of the family 

in the lives of mentally ill patients. According to Jubb and Shanley (2002: 48), 

there are factors that act as barriers against the contribution of care-givers to the 

recovery of their mentally ill family member such as:  

• Health care professionals come from different backgrounds than the 

families of the patients and may have different attitudes towards and 

perception of the families of the patients. These differences may make the 

family feel isolated in terms of their dealings with health care 

professionals. According to Kritzinger and Magaqa (2000: 296), families 

are expected to care for these patients without receiving the necessary 

training and support for this task. 

• Failure of the professionals to recognise the therapeutic benefit of care-

giver’s involvement in treatment programmes. The families are left 

frustrated because they are not involved or are not informed about the 

treatment being provided.  
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Home- and community-based care is favoured above institutionalisation because 

support from significant others may enhance feelings of self-worth and a better 

quality of life (Goffman 1963). Research suggests that family support can reduce 

relapse rates among persons with mental illness (Cassidy, Hill & O'Callaghan, 

2001) and help their rehabilitation in the community (Dixon, Lyles, Scott, Lehman, 

Postrado, Goldman McGlynn 1999).  

 

Lefley (1996) and Hatfield and Lefley (2005) identify three types of burdens faced 

by family care-givers. The first category, objective burdens, refers to the burden 

of coping with mental illness on a daily basis in terms of financial burdens, time 

and effort in care giving, and the disruption of “normal” daily routines and social 

life. The second category is the subjective burden in facing the mental illness of a 

loved one. In this respect, the family can struggle with feelings of loss, shame, 

worry, anger and helplessness towards the individual with mental illness. The 

third category is the burdens related to the management of problem behaviour by 

the patient, for example assault, mood swings, unpredictable behaviour or 

distressing symptoms.  

 

Support groups can play an important role in supporting both the patient and the 

care-giver as it enables them to cope with the burdens as identified above. 

According Makhele and Uys (1997: 47), a support group can play an important 

role in the community, as there are few available health care professionals to 

meet the needs of the care-givers in crisis, particularly in the initial stages of 

coping with mental illness in the family.  

 

Families and health care professionals are seen as the primary support system of 

the mentally ill person. Families must participate in support groups, and mental 

health care professionals must find alternative methods to ensure that families 

receive the needed services. Families often have experiential knowledge of the 

patient's behaviour, and professionals give them little factual information about 

the disorder. Information given by health care professionals is often inadequate 

and vague and not sufficient for family members to help ill relatives. Families 

must be educated on the nature, course and effects of the illness on the day-to-
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day functioning. Education must also include treatment and its side-effects 

(Sokhela & Uys 1998: 9).  

 

The researcher's involvement and hands-on experience in the study exposed her 

to the fact that there is a shortage of resources in the Dennilton area, at the 

Dennilton Philadelphia Hospital and in the community to deal with mentally ill 

individuals. The researcher discovered that there is a non-governmental 

Organisation (NGO) that works to create positive attitudes towards the provision 

of support services for those coping with mental illness in the community but that 

this NGO does not receive funding from the government.  

 
 
1.3 STATEMENT OF THE RESEARCH PROBLEM  

 

The researcher observed that families as the care-givers only brought patients to 

the hospital to collect their medication and only when they experienced problems. 

Even though they do collect the medicine, many patients still default and relapse, 

because some of them forget the instructions for taking their medication and 

some of them have negative attitudes towards the medication. The researcher 

also noticed that few patients have control over their grant money as most of the 

care-givers depend on the disability grant received by the patient because they 

are unemployed and have no other sources of income. The researcher noticed 

that the care-givers delay seeking medical attention when patients show signs of 

relapse because they assume that the patient is just seeking attention.  
 
In light with the high rate of relapses among the mentally ill individuals in 

Dennilton, the researcher wanted to explore the role played by the families as the 

care-givers, their experiences, fears and attitudes with regard to the support of 

their mentally ill family member. The central research problem of this dissertation 

is: What is the role of the family in care-giving for mentally ill patients in 

Dennilton? 
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1.4 OBJECTIVES OF THE STUDY  
 

The study focused on the role played by the family, and on their attitudes, fears 

and experiences in supporting a mentally ill family member. The researcher’s aim 

was to explore how families who have a mentally ill loved one perceive mental 

illness, and to describe the role of the family in supporting a mentally ill family 

member. Guided by this, the following objectives were stated: 

 
1.4.1 To describe the biographical characteristics of care-givers in Dennilton (in 

terms of their ages, sex, marital status, level of education, church 

affiliation, occupational status, source of income and home language); 

1.4.2 To gauge the knowledge of and attitudes towards mental illness by care-

givers in Dennilton (including knowledge of how long the patient has been 

displaying symptoms, the types of symptoms displayed, attitudes towards 

mental illness prior to and after the commencement of care-giving, 

knowledge of a family history of mental illness and a rating of their own 

knowledge of mental illness) 

1.4.3 To describe the domestic details of the informal care given by family 

members to their mentally ill relatives in Dennilton (including the familial 

relation to the patient, type of place of residence, perceptions as to 

whether the patient has come to terms with his or her diagnosis, regularity 

of clinic attendance, reasons for non-attendance, problems with the abuse 

of alcohol and illegal drugs by the patients and the constitution of support 

systems).  

 
 
 
1.5  RATIONALE FOR THE STUDY 
 
In their review of South Africa’s achievement of the Millennium Development 

Goals (MDGs), Chopra, Lawn, Sanders, Barron, Abdool Karim, Bradshaw, 

Jewkes, Abdool Karim, Flisher, Mayosi, Tollman, Churchyard and Coovadia 

(2009: 1023) point out that besides the HIV and AIDS epidemic and the 
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tuberculosis epidemic, the country is subject to a high burden of morbidity and 

mortality due to violence, injury, chronic diseases, mental health disorders, 

maternal, neonatal, and child mortality. Thus it is  clear that mental health as a 

disease  affects all age-groups and socio-economic strata in South Africa and 

imposes a burden on the public health-care delivery system. Chopra et al (2009: 

1026) point out that their own estimates of the major health challenges faced by 

South Africans in 2000 reveal that about 16,5% of adults suffered from a mental 

disorder in the preceding year of study, namely 1999. Furthermore, they note that 

the effect of such a burden of mental health morbidity on the public health system 

includes an increased demand for care services including behaviour modification 

and poor predicted outcomes for psychosomatic conditions if the underlying 

mental health problems are not treated (Chopra et al 2009: 1026). Extending the 

effect of such a burden of mental health problems to the impact on society, 

Chopra et al (2009: 1026) suggest that it includes the possible loss of income 

from breadwinners affected by mental disease, care costs diverted to families 

and increased demands for informal care-giving that are most often borne by 

women.  

 

Due to concern for her community, the researcher wanted to understand what 

black South Africans in Dennilton felt. She also has experience in caring for a 

mentally ill loved one. She wanted to understand the knowledge, beliefs, fears 

and needs of the person taking care of a mentally ill family member. Insights 

gained from this study will be used to develop and illustrate guidelines for the role 

played by the families in support of in the support of their relatives.  

 
 
 
1.6 THE CHOSEN RESEARCH APPROACH 
 

A descriptive, quantitative research approach was chosen as the most 

appropriate design for this study, since the aim of the study is to describe the role 

of the families as care-givers to their mentally ill family members. The research 

orientation was descriptive and exploratory in order to investigate the stated 

research problem. Moreover, quantitative data-generation and data analysis 
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strategies were favoured so that baseline facts about the situation of informal 

care-giving to the mentally ill in the chosen research site could be gauged.  

 
 
1.7 DEFINITIONS OF KEY TERMS 
 
Some of the key concepts as used in this study are defined in this section. Other 

important concepts are defined in the text where they are discussed and the 

section here is therefore not a definitive list.  

 

Family care-givers in this study refer to all significant others who self-identify as 

family of the mentally ill patient. They may include spouses, siblings, parents or 

children who take care of a mentally ill individual related to them by blood or 

marriage or other kinship bonds (Coyne, Aldwin & Lazarus 1981). Hunter (2005) 

and Williams and Crooks (2008) define a family care-giver as an unpaid 

household member who provides care within the home to a fellow household 

member on a regular basis. 

 

According to Tracy and Whittaker (1990: 462) there are many different ways in 

which care-givers render such support, such as emotional support and 

encouragement, provision of information and guidance, tangible aid and concrete 

assistance in the form of physical care (bathing, feeding, clothing, housing). 

However for purposes of this study all such support is regarded as informal care-

giving as opposed to assistance rendered by any type of health care professional 

or institution. 

 

For the purposes of this study, mental illness was broadly defined to include all 

forms of serious mental impairment (such as mood disorders, including severe 

depressive disorders and anxiety disorders, schizophrenia, bipolar disorders and 

mental impairment) as diagnosed by the professional staff at the clinic and which 

requires the patient to be cared for and to attend a clinic.  

 

Amadlozi refers to a form of ancestral spirit entering the body of the living being 

and causing illness including mental illness.  
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Itshwa is a curse that is passed from one descendent to another through bad 

blood (Sokhela & Uys 1998). 

 

 
1.8 OUTLINE OF THE STUDY  
 

In chapter one the researcher introduced the study and outlined the problems 

experienced by families. The aim of the study is outlined so as to help the reader 

understand the purpose of the study and the research design and methodology is 

also outlined.  

 
Chapter two consists mainly of a literature review. In this chapter the researcher 

provides the historical background to mental illness. 

 

In chapter three the researcher reports on the methodology used in the study. 

This chapter deals with the techniques that were used to gather and analyse the 

data. 

 

In chapter four the researcher deals mainly with the results of the study.  

 

In chapter five the researcher reviews the purpose of the study and its aims and 

then discusses whether the results are consistent with the stated aims. This 

chapter concludes the study; discusses its limitations, implications and makes 

recommendations for further research.  
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CHAPTER 2: LITERATURE REVIEW 
 

 

2.1 INTRODUCTION 
 
In this chapter the researcher focuses on the literature and research findings of 

previous research on this topic. The focus is on the nature of mental illness and 

its aetiology .This chapter also deals with the issue of stigmatization and social 

attribution. Insights pertaining to public attitudes and social exclusion of mentally 

ill individuals are examined and the pressures facing the care-givers are 

considered. 

 

 

2.2 THE NATURE OF MENTAL ILLNESS 
 

According to Butler and Pritchard (1983: 6-10) mental illness usually implies that 

the person has had a period of normality before he/she become mentally ill, and it 

represents some kind of change in an otherwise normally developed or 

developing person. Sweeney and Howitz (2001:295) note that marital disruption 

is a cause of depression. These authors are of the opinion that divorce is 

associated with numerous psychological conditions, and indeed may be among 

the most stressful event that an individual may experience. 

 

According to Pilgrim (2005) and Gove (1984) the amount and particular types of 

stress experienced by women result in a higher rate of female psychiatric 

morbidity. Pilgrim (2005) suggests that two aspects of women’s societal role 

explain why women experience more psychological distress than men. Firstly 

women’s roles (which tend to be domestic) make them more vulnerable to mental 

distress because they have time to brood about their problems. Pilgrim (2005) 

suggests that the necessity of responding to the immediate and highly structured 

demands of the workplace distracts men from their personal problems and offers 

a degree of protection that is not available to women. Secondly Pilgrim (2005) 
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points to evidence that poorer mental health is found in situations where women 

are more likely to occupy nurturing roles (e.g. divorced single women who care 

for the children have a higher incidence of mental distress than divorced women 

without children). 

 

The gender dimension is relevant to this study because the researcher has found 

that in Dennilton there more mentally ill women than mentally ill men. Mothers in 

Dennilton seem to take much strain with regard to child care and thus they tend 

to be depressed and more vulnerable to mental illness. , 

 

Mental disorder can be defined as any disorder or disability of the mind (Fennel 

2007: 1). According to Weiss and Lonnquist (2000) among the commonly used 

categories of mental disorder are: 

(1) Anxiety disorders including phobias, panic disorders and obsessive-

compulsive disorders 

(2) Affective disorders including depression 

(3) Schizophrenia  

(4) Antisocial personality disorders 

(5) Bipolar disorders  

(6) Mental retardation and profound learning disabilities. 

 

 

2.3 MENTAL ILLNESS, STIGMATISATION AND SOCIAL ATTRIBUTION 
 

Stigmatization is a process of labelling or branding, or the process that appear to 

justify being labelled or branded or single out (Kristie & Leech 2006: 68). 

Regardless of diagnosis of the mental ill patient, any kind of mental illness has 

profound social implications for both the afflicted individual and his or her family. 

The course and outcome of mental illness are hampered by stigma and 

discrimination. The stigmatization of mental illness makes it difficult for those 

affected to cope and readily accept the condition, as a result of this family tends 

to isolate themselves (Butler & Pritchard 1983: 36).  
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The stigmatization of mental illness makes it very difficult for the family and 

significant others to cope with the patient. The family and the patient might feel 

confused, distressed and depressed. Therefore the family’s involvement in the 

caring activities of the mentally ill is crucial.  

 

Keane (1991 quoted in Corrigan & Penn 1998) identifies three theoretical 

frameworks that attempt to explain the prominence of stigma namely: 

1. The socio-cultural perspective which holds that stigmatizing attitudes may 

lead to discrimination against people with mental illness. For example, 

mentally ill persons are less likely to be leased an apartment due to their 

mental instability or more likely to be put into jail for violent behaviour 

because of their mental status. 

2. The motivational biases perspective of stigma which posits that some 

people may think that being admitted to a mental hospital is a sign of 

personal failure in the sense that the patient can no longer cope on his or 

her own.  

3. Social-cognitive theories which regard stigma as the product of human 

knowledge structure. From a social-cognitive perspective a person with 

mental illness signals to the public that he or she is mentally ill. For 

example, “the person talking to her/himself on a park bench must be 

crazy”. These signals are related to stereotypes about the person with 

mental illness as crazy or dangerous. Stereotyping then leads to 

discrimination.  

 

These theories offer conceptual tools to understand how the family and the 

community devalue or discriminate against the person with mental illness.  

Nevertheless the family and significant others are crucial social support systems 

in the life of the patient. They tend to help the patient deal effectively with their 

diagnosis, emotional and societal challenges. If the interaction between the 

patient and the family is disrupted, it could cause a relapse in the patient’s 

condition (Tracy & Whittaker 1990). 
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Regardless of the diagnosis of the patient, any kind of mental illness has 

profound social implication for both the mentally ill and the family. As such it is 

important for the family to be supportive to those who are affected and not reject 

or discriminate against them. Stigma puts more strain on the family and 

exaggerates the existing problems within the family. The family may experience 

feelings of fear and shame about mental illness which are caused by the stigma 

attached to mental illness. Stigmatization of mental illness makes it difficult for the 

family to cope and readily accept the condition of the patient.  

 
 
2.4 CHANGING STIGMA AND DISCRIMINATION 
 

A relatively large body of investigation had examined ways to change mental 

illness stigma and discrimination. Corrigan and Penn (1998) categorise group 

change strategies for mental illness as belonging to three approaches namely: 

protest, education and contact. In the protest strategy, people may protest 

against inaccurate and hostile representations of mental illness as a way to 

change the stigma they encounter. When education is chosen as a strategy, 

people can be informed how mental illness can be caused by biological, social or 

economic factors like poverty or stress, social disorientation such as loss of 

employment, homelessness, degrading treatment by others and at times 

substance abuse. Education can provide information so that the public can 

develop a more informed opinion about mental illness.  

 

Corrigan and Penn (1998) suggest that stigma can be more debilitating and more 

difficult to overcome than mental illness itself. The public needs to be educated 

that mental illness is like any other disease and it is controllable if the patient 

adheres to treatment. The public needs to be educated about the course of 

mental illness and on how the illness progresses over time if the patient does not 

adhere to treatment. An informed public might become part of the social support 

system and serve as a buffer against the impact of life stressors on the individual 

and the family (WHO 2003a).  
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Finally, in contact strategy, stigma can be further diminished when members of 

the public meet a person with mental illness who is able to hold down a job or live 

as a good neighbour in the community. 

 

 

2.5 PUBLIC ATTITUDES AND SOCIAL EXCLUSION OF MENTALLY ILL 
INDIVIDUALS 

 

Public attitude towards the mentally ill is important for the proper community care 

and self-esteem of the afflicted individual. The role of the public should be to 

harness the resources of the family. Link and Phelan (2001 & 2004) suggest the 

following process of exclusion for people with mental illness. First such a person 

is labelled in the context of mental illness. Such a label is related to negative 

attributes and this implies a stereotyping of the person as dangerous or 

incompetent. Finally the labelled person “becomes the label,” so that they change 

from being a person with schizophrenia to the disease itself.   (Lester & Glasby 

2006: 86).  

 

People with mental illness tend to have a smaller social network with many of 

their contacts related to health care services rather than to sports, family, faith, 

employment education or art and culture. One survey found that 40 per cent of 

people with on-going mental illness problems had no social contact outside 

mental health care services as fear of stigma and discrimination can lead to 

severe loss of confidence (Ford, Beadsmoore, Norton, Cooke & Repper 1993). 

 

In 1993, a survey by the National Department of Health in South Africa found that 

30 per cent of people thought that anyone with a history of mental illness should 

be excluded from the public office and 43 per cent thought that women who were 

patients in a mental hospital cannot be trusted as babysitters. However 93 per 

cent of people agreed that a far more tolerant attitude should be adopted towards 

people with mental illness in our society (National Department of Health 1997b). 
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Burchardt (2003) argues that people with mental illness have more than double 

the risk of losing their jobs than those without. The National Department of Health 

in South Africa (2004) highlights the need to tackle social exclusion in people with 

mental illness, improving their employment prospects and opposing stigma and 

discrimination. 

 
 
2.6 THE PRESSURES FACING CARE-GIVERS 
 

Mental health care services tend to focus on the person with mental illness 

without necessary recognising the needs and contribution of the family and 

significant others (Lester & Glasby 2006). According to Lester and Glasby (2006: 

211) the care-givers of people with mental illness are the silent partners in 

community care because they have become so used to the difficulties associated 

with caring and with the lack of support from formal services that they see this 

way of life as a norm and do not ask for help. The two authors suggest four 

characteristics of the care-givers that are often overlooked, namely:   

(1) Care-givers are not expects in mental illness 

(2) Care-givers do not always want to take on the care burden, but have no 

other recourse 

(3) Every care-giver faces distinctive caring responsibilities and thus has 

particular support needs. Thus care-givers cannot be classified as a 

homogenous group with a shared set of needs 

(4) Care-givers have a low ceiling in terms of demand for services and thus 

they are not a group to make unrealistic demands. 

 

Most recently the needs of care-givers of people with mental illness have 

received renewed attention from the WHO (2003b). In this regard the WHO 

(2003b:12) comments: “Improving the ability of families to address potentially 

debilitating mental disorders in the context of the family is a key to humane care.” 

According to a survey of the mental health care services and care-givers, around 

half of the care-givers felt that improvements were taking place in mental health 
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care services, but that there was still a long way to go with many people not 

receiving a proper break from caring (Lester & Glasby 2006).  

 

Arksey (2002 as quoted in Lester & Glasby 2006) suggests that services to 

support family care-givers should be underpinned by four key principles, namely: 

(1) Flexibility so that services are person-centred, and tailored to reflect the 

diversity of needs of care-givers. 

(2) Inclusively so that mental health care professionals foster a positive 

attitude towards informal care-givers and actively involve them in decision-

making as well as recognising them as partners or co-experts in the care 

of the patient 

(3) Accessibility and responsiveness so that services are available at all 

times. 

(4) Coordination between formal and informal care with easy access to 

support groups and the relevant support structures for the care-givers and 

the patients. 

 

Even the most dedicated informal care-giver needs support or respite support for 

short periods of time (Collings 2006: 76). The South African Department of Health 

(2004) acknowledges that without the contribution from the network of family 

care-givers, local health and social care services would find it very difficult to 

provide adequate mental health care for the mentally ill who live outside 

institutions. Moreover the Department (2004) suggests a number of 

improvements that would enhance the efforts of informal care-givers such as:  

a) Greater access to information 

b) Improved assessment of the needs of care-givers 

c) Assistance with respite care 

d) To include informal care-givers as valued partners to work with 

formal health professionals and be included as key stakeholders on 

local boards and other groups (Collings 2006) 

e) Routine checks on the physical and emotional health needs of 

informal care-givers by social workers (Arksey & Hirst 2005; Keeley 

& Clarke 2002). 
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Other factors that may present problems for family care-givers include a lack of 

mental health education from health professionals, such as relevant knowledge 

about treatment, medication and its side-effects. According to Atkinson (1986: 98) 

adequate knowledge about the specific manifestation of the mental illness is of 

utmost importance to increase tolerance towards the patient’s potentially 

disruptive behaviour. Families should be given enough knowledge to deal with 

their fears and anxiety and to understand, evaluate and act appropriately in 

response to the support needs of their mentally ill relative. Solomon, Beck and 

Gordon (1988: 116) are of the opinion that families should be better informed 

about the abilities of their mentally ill family member so that self-reliance can be 

fostered where appropriate. They point out that for this to happen, informal family 

care-givers should be regarded as part of the formal treatment team. According 

to Landman (1994: 146-148), family care-givers are only able to give sustainable 

care and make effective interventions if they receive support and assistance from 

others such as social workers. Landman (1994) reports that the strain of care-

giving increases care-givers’ own vulnerability to poor health outcomes.  

 
 
2.7 THE GENDERED DIMENSIONS OF FAMILY CARE-GIVING AND THE 

ROLE STRAIN OF MOTHERS 
 
Evans and Thomas (2009:111) assert that the privatisation of health care coupled 

with the deinstitutionalisation of care inevitably increase women’s unpaid care 

work within the family. This is due in part because in many societies the 

gendered constructions of care-giving posit it as a natural part of women’s roles 

as nurturers or as a normal part of familial or kinship responsibilities (D’Cruz 

2000:203; Evans & Thomas 2009:111). Moreover because unpaid, informal care-

giving is perceived as a low-status activity, it is often regarded as the sole burden 

of women as subjugated ‘others’ in the family. Williams and Crooks (2008: 243) 

argue that “caregiving has always been recognized as a ‘women’s issue’, 

whether because it may happen in the feminized sphere of the home or because 

of social and familial expectations that construct it as women’s work.”  
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Women’s care-giving tasks in the family include unpaid physical and emotional 

labour. Both categories of labour are reported to increase when the ill person is 

regarded as the family’s responsibility, when the illness is chronic, degenerative 

or stigmatised and when formal and informal social and material support 

structures are weak (Evans & Thomas 2009:111). D’Cruz (2000: 202) explains 

emotional labour as follows: “caregiving requires both the emotion of caring 

about, and the activity of caring for another person. The carer has a caring 

motivation and his/her activity transmits to the care receiver the experience of 

being cared for both physically and emotionally. Hence family caregiving falls 

under the purview of emotional labour.” 

 

Reay (2004) remarks on the development of the notion of emotional capital – 

seen as on par with Bourdieu’s notion of social capital - to conceptualise the role 

that women play in relationships and family life in terms of affection, attention, 

care and nurturing. Evans and Thomas (2009:112) avow: “in many societies, care 

continues to be gendered as women’s responsibility primarily because of the 

emotional labour of care work both at a societal and individual level.” For these 

authors (Evans & Thomas 2009; Reay 2004) it is the gendered nature of 

emotional labour in the care-giving versus care-receiving relationship that speaks 

directly to social power relations embedded in affective relations. Thus, they 

regard caring practices and emotions in families as reflecting wider social, 

structural and gendered inequalities. Evans and Thomas (2009:113) speak of 

“the relational nature of everyday performances of care and emotional work” as 

“embedded in dominant gender and generational power imbalances.” 

 

It can then be said that it often falls to women to do the emotional labour in 

familial relationships by becoming the caring, attentive, self-sacrificing care-giver. 

The consequence of such a one-sided burden on women to do the emotional 

labour is that they may suffer role strain and develop a false consciousness, 

denial and a loss of authenticity (Freund 1990:452 & 1998:276). Freund (1990 & 

1998), Davidson and Milligan (2004) argue that emotions are intricately linked to 

identity and social relations. Allen (2001), Evans and Thomas (2009), Parr and 
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Philo (2003) and Williams and Crooks (2008) suggest that these linkages are 

particularly apparent in care-giving in the family because: 

• Such labour is characterised by complex emotions 

• Care-givers are often engaged in difficult caring tasks over an extended 

period of time 

• Familial care can be characterised by a strong sense of moral 

responsibility and empathic understanding for an ill relative 

• Informal care-giving at home may cause a disjuncture between women’s 

sense of ideal homes and their lived experiences of the home as devalued 

site of care. 

 

Evans and Thomas (2009: 117), in discussing the physical demands of care-

giving in resource-poor settings, point out that gendered power relations may 

imply that there are conflicts between the needs of female care-givers and the 

family members in their care. Emmett and Alant (2007: 451) suggest that “women 

are especially vulnerable not only because of their weak positions within labour 

markets, but also because within the highly skewed distribution of domestic 

labour most of the responsibility for parenting and caregiving falls on them.”  

 

Such insights are further explored by scholars working from a vantage point 

referred to as the intra-household bargaining framework. In this regard 

Quisumbing and Maluccio (2003) theorise that households are not cohesive 

units, but instead sites in which individuals bargain over the allocation of 

resources. Moreover bargaining power is influenced by the individuals’ gender, 

age, income, physical and social assets. For example, poor households may face 

severe challenges in maintaining food and livelihood security, with women having 

to give up regular meals or the opportunity to pursue paid work outside the home. 

Moreover, frustrations over scarce resources spent on costly foods and 

medications may create intense feelings of anger, stress and isolation. Armstrong 

and Kits (2001) in their study of informal family care-giving in Canada concluded 

that women were expected to take on home care services without receiving pay 

or any other forms of compensation and at great personal expense to their own 

health, incomes, benefits, career development and pension accumulation. They 
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conclude that “while most women want to provide various kinds of informal care, 

they do not want to be ‘conscripted’ into this relationship. And the poorer women 

are, regardless of their culture, the more likely they are to have little choice about 

providing care” (Armstrong & Kits 2001:12). 

 

Based on these insights from the literature, and her own observations that the 

informal care-givers of the mentally ill patients in the study site were mostly 

women or mothers, the researcher decided to include biographical questions in 

her data-gathering instrument in order to ascertain the gender and familial 

relationship of care-givers.  

 

 

2.8 FAMILY CARE-GIVING OF METALLY ILL PERSONS: CONCEPTUAL 
MODELS 

 

Adewuya, Owoeye and Erinfolami (2011:1251) comment: “Family members are 

now seen as a principal source of support and an important partner in the 

rehabilitation of the mentally ill in developing cultures with recent estimates 

indicating that between 1/3 and 2/3 of persons with mental illness currently reside 

with family members.” De-institutionalised, informal and family-based care-giving 

can place a tremendous amount of strain on the family members involved and on 

the primary care-giver in particular. In order to classify conceptual models 

attempting to describe aspects of informal care-giving, Rungreangkulkij & Gillis 

(2000) have analysed various studies to identify the following four conceptual 

models: 

1. The family care-giving burden conceptual framework 

2. The expressed emotion framework 

3. The family stress and coping framework 

4. The family resilience model. 

 

A review of these frameworks and models lead the researcher to the following 

two conclusions. Firstly, it can be concluded that informal care-givers of patients 

with mental illness do not constitute a homogenous group. Instead they are a 
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diverse group with varying limitations and needs. Secondly, it is the researcher’s 

contention that  a single model  alone could not be used to successfully achieve 

the objectives of the study, but instead that each of the models offered sensitizing 

concepts that are useful for the study. A brief outline of each of the models is 

given below. Ideas or concepts from the models as used in this study are 

discussed. 

 

2.8.1 The family care-giving burden conceptual framework 
 

This framework, heavily influenced by social exchange theory and its concept of 

reciprocity, conceptualises care-giving as driven primarily by familial obligation 

and tends to stress the burden of care. This view is expressed in the words by 

McFarlane and Cook (2007: 196): “‘Family members are as much victims of 

severe mental disorders as patients themselves.” Social exchange theory regards 

human behaviour as rational because it is regarded as based on the calculation 

of minimizing costs or maximizing rewards (Homans 1961). In this regard, there 

can be the exchange of emotional, instrumental, or material rewards between 

care- givers and the care-receivers. 

 

The family care-giving burden framework however recognises that filial obligation 

sometimes negates emotional, instrumental and material rewards for the care-

givers. Consequently, care-giver strain may develop. Adewuya et al (2011:1252) 

define such care-giver strain as related to “the emotional response of the care-

giver to the behavioural and social difficulties of the ill person and to the 

consequences of the ill person on the household.” If such strain is not well-

understood and the appropriate support given, it may escalate thereby increasing 

the risk of poor health (physical and mental health) outcomes for the care-giver 

that would in turn impact negatively on the care of the patient. Zauszniewski, 

Bekhet and Suresky (2009: 413) report that “the health and quality of life of family 

members of adults with serious mental illness can be severely compromised by 

the psychological distress and burden they experience.”  
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Raina, O’Donnell and Schwellnus (2004) found that older, poor, and socially 

isolated care-givers tend to experience greater amounts of care-giver strain than 

their counterparts.  Rungreangkulkij and Gilliss (2000) refer to this view that care-

giving for mentally ill person has a negative impact on or represents a burden to 

the care-giver as the family care-giving burden conceptual framework. This 

framework distinguishes between objective care burdens (finance, disruptions of 

time and routines and limitations placed on careers and social interactions) and 

subjective care burdens (the care-giver’s subjective appraisal of the care burden). 

Moreover research within this framework tends to assess the biographical 

characteristics of the patient and the care-giver as well as attitudes, perceptions 

and knowledge of mental health issues (Rungreangkulkij & Gillis 2000). The 

researcher included items assessing such characteristics in her questionnaires 

for this study.  

 

The family care-giving burden conceptual framework has evolved over time to 

include the notion that there are rewards in care-giving (Rungreangkulkij & Gillis 

2000). Ayres (2000) and Schmidt, Spiessl and Cording (2005), for example, offer 

an alternative interpretation of care-giver strain by noting that for some families, 

care-giving is among a host of complex life-experiences and thus represents one 

of many burdens of care. Such an insight makes it important for any descriptive 

study of care-giving to note the biographical characteristics and the social 

circumstances of the family and the care-giver. This view of care-giving also 

acknowledges that the care-giving relationship is dynamic and may therefore 

change over time. If, for example, the patient suffers from a progressively 

deteriorating condition, it is likely that care-giver strain or overload may increase 

over time (Cameron & Gignac 2008).  

 

One limitation facing many care-givers is the lack of financial means. In this 

regard Goodhead and McDonald (2007) suggest that poverty confounds the 

care-giving burden for informal care-givers as it: 

• Reduces the capacity of care-givers to cope with the impact of care-giving 

on the financial resources of the family 
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• Decreases the alternative care choices open to care-givers (for example 

hiring respite carers) 

• Limits institutionalized care if costs are involved 

•  May increase social isolation 

•  May impede access to services. 

 

2.8.2 The expressed emotion (EE) framework 
 

This framework revolves around the measurement of psychological constructs of 

expressed emotion (EE) and how that relates to problems of patient relapse into 

mental illness. According to this model, mentally ill patients are at risk for a 

relapse if they live with family members who exhibit highly levels of EE (Hooley & 

Parker 2006). High levels of EE relates to the care-giver either being too critical 

of the patient or too emotionally over-involved with the patient. Not only are high 

EE levels in care-givers related to poor mental health outcomes for the patients, 

but they are also linked to poor outcomes for the care-givers such as stress, 

distress, low self-esteem and ineffective coping with their roles as care-givers. 

Hooley (1985) posits that high-criticism care-givers tend to attribute the 

symptoms displayed by patients to controllable or personal factors as they would 

tend to think that the patient is largely in control of and to blame for negative 

events. This leads to negative evaluations of the care-giving role (Kuipers, 

Onwumere & Bebbington 2010).  

 

Emotional over-involvement is another aspect of EE that might be harmful to the 

care-giver and the patient as it is linked to feelings of loss, grief, self-blame and 

guilt about the patient’s condition. Care-givers who are the parents of the patient 

might exhibit this kind of over-involvement and their caring style would likely be 

that of over-protecting the patient and sacrificing all of their time to caring at the 

cost of other roles such as employment (Kuipers et al 2010). Fadden, Bebbington 

and Kuipers (1987) found that where the care-giver is a spouse, a similar 

problem with over-involvement may occur as the care-givers in their study 

reported a significant reduction in their social activities. This was especially the 

case if the patient was male. The care-givers in the study by Fadden et al (1987) 
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reported that they felt embarrassed in public places and were reluctant to tell 

people about the patient’s mental disorder.   

 

This model, based on cognitive models of human action, acknowledges the 

importance of knowledge  and training in the actual nature of the mental illness, 

its aetiology, treatment, medication and side-effects for the care-giver (Kuipers et 

al 2010; Rungreangkulkij & Gillis 2000). The researcher used the tenets of this 

framework to develop items for the questionnaire about the care-givers’ 

knowledge of mental illness, she also took note of the critique by Rungreangkulkij 

and Gillis (2000) that this framework tends to ignore the full domestic context of 

familial stress related to the informal care of a mentally ill relative.  

 

2.8.3 The family stress and coping framework 
 

This framework leans heavily on the stress and coping theory of Lazarus and 

Folkman (1984). Rungreangkulkij and Gillis (2000) explain that this framework 

regards the family as a responding agent in the social relation to the mental 

illness and the patient. The framework looks at familial processes such as crisis, 

coping and adaptation. To best apply this framework, would have demanded 

intense case studies and longitudinal work (Mackay & Pakenham 2011). Using 

this framework could thus not have produced the survey of the characteristics, 

knowledge, attitudes and social support systems of care-givers that was sought 

in this study.  

 

According to the original theory of Lazarus and Folkman (2984) social actors 

evaluate or appraise their situations and, when they perceive that their available 

resources are exceeded or that their own well-being is being threatened, stress 

emerges. When applied to care-giving, three major tenets of the theory are 

emphasised, namely cognitive appraisal, coping strategies, and coping resources 

(Mackay & Pakenham 2011). Cognitive appraisals refer to the care-giver’s 

subjective interpretation of the situation as either too challenging or as 

controllable. Coping strategies refer to the way in which the care-giver attempts 

to manage the situation. Coping resources refer to innate abilities of the care-
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giver to adapt to situations as well as how such adaptation is assisted through 

social support (Mackay & Pakenham 2011). 

 

A central notion in coping and adaptation is that of stigma. Much has been said 

about the stigma attached to mental illness in this chapter however stigma 

complicates care-giving for the family. In this regard research (Muhlbauer 2002; 

Rose, Mallinson & Gerson 2006; Rungreangkulkij & Gilliss 2000; Tsang, Tam, 

Chan & Cheung 2003) found that the stigma associated with mental illness may 

lead to: 

• The increased social isolation of the affected family or the individual care-

giver  

• Financial difficulties 

• Restrictions on the educational or occupational advancement of family 

members or the care-giver in particular 

• Increased anxiety and feelings of helplessness 

• Reduction in leisure time activities 

• Breakdowns in social relationships. Zauszniewski et al (2009) suggest 

that these factors, along with the stigma experience itself, the amount of 

care-giver strain experienced and the degree to which the patient is 

dependent on the care-giver all represent major problems for the 

resilience of care-givers.  

 

The effect of stigma is indirectly deduced in this study through the analysis of the 

composition of the social support system, the occupational status of the care-

giver and their marital status. 

 

2.8.4 The family resilience model 
 

This model stems from the work by McCubbin and McCubbin (1996) concerning 

the Family Resiliency Model of Family Stress, Adjustment and Adaptation. Again 

the model calls for a process assessment of the adjustments made in family 

functioning upon commencement of care-giving (Jonker & Greeff 2009). It takes 
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into account the family’s vulnerability, particular make-up, resources and coping 

strategies. Successful adjustment leads to adaptation that may imply substantial 

changes in the family system that, in turn, may lead to disorganization and strain 

(Jonker & Greeff 2009).  

 

Resilience is defined as the ability of the care-giver to overcome adversity and to 

survive the day-to-day burden of care-giving by growing stronger (Zauszniewski, 

Bekhet & Suresy 2010:2). Moreover resilience is mediated by risk or vulnerability 

factors, positive or protective factors, indicators of resilience, and outcomes of 

resilience. These factors are discussed in greater detail below. 

 

2.8.4.1 Risks or vulnerability factors in resilience 

 

Risk factors in resilience include those events and conditions that lead to 

adversity and reduce the care-giver’s ability to resist stressors or overcome 

adversity. On the other hand, vulnerability factors in resilience are those traits, 

predispositions, environmental and biological factors that limit individual 

resilience. Risk factors thus operate in the interpersonal environment whereas 

vulnerability factors operate in the intrapersonal sphere of the care-giver 

(Zauszniewski et al 2010). 

 

 

2.8.4.2 Positive and protective factors in resilience 

 

Researchers working from the vantage point of this model tend to investigate the 

so-called protective factors that enable resilience (Greene 2006; Waller 2001; 

Zauszniewski et al 2010). These could be innate personality traits such as sound 

problem-solving skills or meso-level traits such as family organisational types and 

social support. Benzies and Mychasiuk (2009) identify nine protective factors, 

namely: 

1. locus of control 

2. emotional regulation 

3. belief systems 
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4. self-efficacy 

5. effective coping skills 

6. education, skills and training 

7. health 

8. temperament 

9. gender.  

 

As the researcher had to rely on voluntary participation, she could not sample to 

find families at various levels of adjustment and adaptation to do justice to this 

model. Instead of describing processes over time, the goal of this study was to 

provide a cross-sectional overview of the characteristics, attitudes, knowledge 

and support systems of care-givers in Dennilton.  

 

2.8.4.3 Indicators of resilience 

 
Zauszniewski et al (2010:3-11) suggest that researchers found indicators of 

resilience to include the following dimensions: 

1. Acceptance (for example accepting the inevitability of the care-giving 

situation or the family member’s diagnosis of mental illness) 

2. Hardiness (for example the care-giver’s use of problem-focused coping 

methods, including help-seeking strategies) 

3. Mastery (for example whether the care-giver has a great belief in his or her 

ability to control matters related to the care-giving tasks) 

4. Hope (for example whether the care-giver exhibits confidence despite 

uncertain outcomes and is generally able to move on with a sense of 

purpose) 

5. Self-efficacy (for example the ability to confidently deal with challenges 

and stressful encounters) 

6. A sense of coherence (an understanding of the world as comprehensible, 

manageable, and meaningful) 

7. Resourcefulness (cognitive and behavioural skills employed to minimize 

the effects of negative thoughts and feelings and the social ability to obtain 

assistance from others) 
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2.8.4.4 Outcomes of resilience 

 
Zauszniewski et al (2010:12) suggest that care-givers that exhibit greater 

resilience enjoy greater mental and physical health outcomes for individuals and 

their families than those who do not.  Moreover, greater resilience leads to 

perceived decreased care-giver burden and decreased levels of expressed 

emotion. Greater resilience also leads to improved family functioning. 

 

2.8.5 The conceptual framework for the study 
 
Drawing on the conceptual frameworks and literature as reported in this chapter, 

the following variables were deemed important for the study: 

 

1. The demographic characteristics of the care-givers such as their ages, 

sex, marital status, occupational level and educational level (Ostman, 

Wallsten & Kjellin 2005; Raina et al 2004). 

2. The type of mental illness the patient is suffering from and the length of 

time he or she has been suffering from symptoms (Ostman et al 2005; 

Solomon et al 1988) 

3. Care-givers’ awareness and knowledge of mental illnesses 

(Rungreangkulkij & Gillis 2000; Schmidt et al 2005; Solomon et al 1988; 

Zauszniewski et al 2010). 

4. The nature of the social support system (Hatfield & Lefley 2005; Landman 

1994; Makhele & Uys 1997). 

 
2.9 SUMMARY 
 

This chapter comprised of a review of literature about mental illness, stigma, 

social attribution, changing stigma and discrimination and conceptual models 

concerning care-giving. 
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CHAPTER 3: METHODOLOGY 
 

3.1 INTRODUCTION 
 

The aim of the study was to explore and describe the role played by families in 

caring for their mentally ill family members. In particular, the researcher targeted 

families and patients who receive their medication at the Dennilton Provincial 

Hospital’s mental health clinic in Limpopo. This chapter covers the research 

design, the study population and the sample, fieldwork, data collection methods, 

data analysis and ethical considerations. 

 
 
3.2 THE RESEARCH APPROACH 
 

A quantitative approach was used to study the role played by family members in 

caring for their mentally ill patients as informal care-givers. According to Burns 

and Grove (1999: 23), quantitative methodology involves deductive reasoning, a 

certain degree of control by the researcher, the use of structured data collection 

instruments, statistical analysis and generalization. The research approach in this 

study was a quantitative survey using a structured instrument developed through 

the review of literature and through a thorough understanding of the objectives of 

the study.  

 

Babbie (2001) defines a descriptive research approach as the careful, deliberate 

and scientific observation of a phenomenon by the researcher. According to Pilot 

and Hungler (1997) the purpose of descriptive research is to observe, describe 

and document aspects of a social phenomenon as it naturally occurs in a given 

situation. The social phenomenon under study was care-giving to a mentally ill 

person by an informal family care-giver.  
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According to Adler and Clark (2011: 13), researchers who do descriptive studies 

typically know something about the topic under study before they collect the data. 

The researcher came into contact with the patients and their relatives every time 

they come to the hospital to collect their monthly medication. The researcher thus 

became a member of the community in order to study the community. As the 

researcher is an administrative officer at Philadelphia Hospital where the sample 

was drawn, she observed the day-to-day interaction of the patients and their 

families. The researcher wanted to explore the domestic settings and the 

relationship between the patient and their families as a backdrop to gaining 

insight into the problems encountered in taking care of the mentally ill individual.  

 

The researcher was aware of some of the possible limitations related to the 

research design she chose. Firstly, the survey-type design cannot provide an in-

depth picture of the issues as compared to a qualitative approach which is better 

able to provide rich descriptions. Secondly, the aggregated nature of the analysis 

implied that some individual motivations, feelings, opinions, and attitudes of the 

respondents could not be captured or expressed in the presentation of the 

findings.  However, as stated in the first chapter, this study was intended to be a 

systematic investigation of the characteristics, attitudes, knowledge and support 

systems of the care-givers. Such a quantitative overview can be used as the 

baseline for in-depth qualitative work.  

 

 

3.3 THE STUDY POPULATION AND SAMPLING PROCEDURES 
 

The target population for this study was the care-givers of mentally ill patients 

who come to the hospital to collect their monthly medication. The study 

population thus included male and female care-givers who lived in the same 

dwelling as the mentally ill patient on a daily basis. For logistical reasons, the 

researcher decided to narrow the potential pool of respondents to those patients 

who had visited the clinic for collecting medication from 2003 to 2007. 
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Before the study was conducted, a letter was written to the Clinical Manager of 

the Philadelphia Hospital to gain access to the records of the patient that attend 

the hospital to collect their monthly prescriptions. Local ward councillors were 

also contacted so that the researcher could get permission to conduct the study.  

 

The sampling frame was established from Philadelphia clinic’s psychiatric patient 

register list. The sampling frame comprised of 698 mentally ill patients who had 

been to the hospital to collect their monthly medication between 2003 and 2007. 

The personal records of these patients were acquired from Philadelphia Out-

Patient Department after permission to do so was granted by the management. 

Starting at a random point on the list, the researcher chose every tenth name as 

a sample unit and the number was reduced to 69 names. The researcher asked 

the primary care-giver of each of the sampled patients from the list to participate 

in the study. This was done in person or via telephone.  

 

Only 48 of the 69 care-givers were willing to participate in the study, whereas 21 

of them refused. Due to time and budget constraints, the researcher decided not 

to replace the twenty-one refusals with other units from the sampling list. The 

final sample thus implied a 69,5% realisation of the planned sample of 69 units.  

 

All respondents were required to give consent by signing the informed consent 

form prior to being interviewed.  

 

 

3.4 METHODS OF DATA COLLECTION 
 
The researcher developed a questionnaire to be completed by her in 

conversation with each care-giver who had been selected and consented to 

participate in the study. The questionnaire was developed from a review of the 

literature and by considering the objectives of the study as stated in the first 

chapter of this dissertation. It was pre-tested as described under sub-heading 3.5 

below. 
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Interviews were conducted in English with translation in the home languages of 

the respondents. The researcher wrote the responses given by each respondent 

on each questionnaire. All interviews took place at the homes of the care-givers 

on a pre-arranged date and at a pre-arranged time.  

 

 

3.5 PRE-TESTING OF THE QUESTIONNAIRE  

 

The researcher pre-tested her questionnaire with the assistance of four 

respondents from four families. This was done two months before the actual 

interviews commenced. 

 

 

3.6 RELIABILITY AND VALIDITY 
 
Kruger (1994:31) states that “validity is the degree to which the procedure really 

measures what it proposes to measure”.  The researcher guarded the validity of 

the data-gathering instrument by pre-testing the questionnaire. She ensured that 

the various items in the questionnaire had face validity. 

 

Bias was limited by strictly adhering to random sampling of care-givers from the 

sampling frame obtained. As a standardised questionnaire was used, the same 

instrument was applied for each of the 48 respondents. The researcher 

presented her list of codes for the open-ended questions to her supervisor for 

approval. The supervisor checked the coding to eliminate inconsistency in 

coding.  

 
 
3.7 DATA ANALYSIS 
 

First, the researcher developed coding lists for the open-ended questions in the 

questionnaire. All questionnaires were then coded and the codes were entered 
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into the computer as an Excel spread sheet. The completed data-set was 

analysed as frequency and percentage distribution tables. 

 

 

3.8 ETHICAL CONSIDERATIONS 
 

Permission to conduct the study and to gain access to the names and addresses 

of patients was obtained from the management of the Philadelphia clinic. The 

researcher presented her research proposal to management for this purpose. 

The proposal detailed the ethical matters that were observed in the study. First 

and foremost were the issues of the voluntary and informed nature of 

participation and confidentiality. 

 

3.8.1 Voluntary participation and informed consent 
 

All sampled respondents were informed of the purpose of the study in the 

language that they understand best. These individuals were contacted 

telephonically and those who refused participation were not coerced to 

reconsider. The 48 care-givers who consented to participate, signed informed 

consent forms (see Appendix A) and were told that they are free to refuse 

answering any question or stop the interview at any time should they wish to. 

However all 48 respondents answered all of the questions in the questionnaire 

and completed the interviews. In some cases, the respondents elaborated on 

their responses with very little prompting from the researcher. It was the 

researcher’s view that some respondents were eager to speak about their 

experiences as care-givers. 

 

 

3.8.2 Confidentiality of information 
 

The rights of the respondents to anonymity and confidentiality were ensured. 

Although the researcher knew the names, addresses and telephone numbers of 

the respondents, this information is securely locked away at her home and not 
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revealed in this dissertation. As names were not written on the questionnaires, all 

completed questionnaires are anonymous and there is no information that could 

identify the respondent and the patient written on the completed questionnaires. 

Only the researcher had access to the completed questionnaires and they are 

safely locked away as are all notes about the interviews and about observations 

made by the researcher. 

 

Prior to and after each interview, the respondents were assured that any 

information provided will be treated as highly confidential. Interviews were 

conducted at the respondents’ home at a date and time that was pre-arranged. 

The researcher noted the responses on the questionnaire and no recording 

equipment was used.  

 

3.8.3 Dealing with sensitive and emotional information divulged by care-
givers during the course of the interviews 

 

Despite the standardised format of the data-generating tool, the researcher 

noticed during the interviews that the respondents had stories to tell and were 

willing to take advantage of the opportunities offered by the interviews to tell 

them. All of the above-mentioned steps, namely voluntary participation, informed 

consent, the non-use of recording equipment and the assurances of 

confidentiality allowed the participants to in some cases divulge sensitive or 

emotional information. The researcher allowed the participants to divest 

themselves of their emotional burdens whilst reassuring them of the 

confidentiality of the information provided. The researcher’s own experiences of 

working with families that care for mentally ill loved ones stood her in good stead 

to deal with such situations. Evans and Thomas (2009:114) reflect on similar 

experiences in their research on family care-giving for people living with HIV and 

say that their research elicited “profound emotional responses from participants.” 

They note that several of the care-givers interviewed in their study became 

distressed and even overwhelmed when sharing their life stories, “but appeared 

to value the rare opportunity to talk about their emotions and experiences.”  
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Lee (1993) suggests that when survey questions are posed that may elicit 

responses of a sensitive or emotional nature, the researcher may employ either 

‘‘desensitising’’ or ‘‘dejeapardising’’ techniques. Desensitising techniques help to 

foster disclosure by an interviewee by creating a trusting relationship in the 

interview that is conducive to frankness. Dejeapardising techniques break the link 

between a respondent’s identity and the specific response(s) by anonymising the 

responses. The researcher employed both techniques during data collection. 

 
 
3.9 SUMMARY 
 

In this chapter, the researcher discussed the methodology used to conduct the 

study. A survey design was used. A sample of 69 respondents was selected but 

only 48 participants were willing to participate in the study. Face-to- face 

interviews were conducted by a researcher using structured questionnaire. 
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CHAPTER 4: FINDINGS 
 
4.1 INTRODUCTION 
 

Chapter 3 detailed the research design and methodology. This chapter presents 

the research findings and focuses on the analysis of data, interpretations and 

discussion of the research result. The main purpose of the study was to explore 

the role played by family in support of their mentally ill family member or 

significant others in Dennilton. As indicated in the previous chapter, a descriptive 

analysis of data has been used and where necessary tables are provided.  

 

 

4.2 TYPE OF MENTAL ILLNESS AFFECTING THE FAMILY 
 

Table 4.1 (below) shows that in 50% of the cases, the respondents indicated that 

the patients were diagnosed as suffering from depression, whereas 22,9% were 

diagnosed with schizophrenia,14,6% with bipolar disorder and 12,5% with 

unclear conditions such as alcohol and substance abuse. Twenty five of the 

respondents cared for female mentally ill patients, whereas 23 of the respondents 

cared for male mentally ill patients. Depression was the major diagnosis for both 

sexes, with slightly more males than females diagnosed with schizophrenia. 

Hugo, Boshoff, Traut, Zungu-Dirway and Stein (2003: 715) declare that 

“depression ranked as the fourth leading cause of global disease burden in 1990 

and is expected to be second only to ischaemic heart disease by the year 2020”. 

 

Table 4.1: Type of mental illness of the patients cared for by respondents 
(N=48) 

 

DIAGOSIS FEMALES MALES ALL % 
Depression 14 10 24 50,0 
Bipolar condition 4 3 7 14,6 
Schizophrenia 4 7 11 22,9 
Undefined: Alcohol or substance abuse 3 3 6 12,5 
Total 25 23 48 100 
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4.3 BACKGROUND INFORMATION ON THE RESPONDENTS 
 

As indicated in Table 4.2 (below), more than half (54,2%) of the respondents 

were in the age group of 40- to 59-years of age. The mean age of the care-givers 

were calculated as 47 years. Of interest is the finding that 12,4% of the care-

givers were younger than 30 years of age and 18,8% were sixty years and older. 

These two groups, younger than 30 and sixty years and older, include people 

who might face additional care burdens such as their own children or their own 

financial or care needs. 

 

Table 4.2: Ages of the respondents (N=48) 
 

AGE FREQUENCY % 
20-29 6 12,4 
30-39 7 14,6 
40-49 15 31,3 
50-59 11 22,9 
60-69 9 18,8 
TOTAL 48 100,0 
Mean age 47,027 years 

 
 

Table 4.3: Sex of the respondents (N=48) 
 

Sex FREQUENCY % 
Females 29 60,4 
Males 19 39,6 
Total 48 100 

 

Table 4.3 (above) indicates that there were 29 female respondents and 19 male 

respondents. Thus, for the sample, more women than men seem to take 

responsibility for the care burdens of loved ones. The important role played by 

women in care-giving was discussed in Chapter 2. The study seems to indicate 

that the female burden in informal family care-giving is a reality for families 

affected by mental illness in Dennilton. 
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Table 4.4: Marital status of the respondents (N=48) 
 

Marital status FREQUENCY % 
Married 12 25,0 
Divorced 10 20,8 
Widowed 7 14,6 
Never married 19 39,6 
Total 48 100 

 

Table 4.4 (above) indicates that out of the 48 participants interviewed, 12 were 

married, 10 were divorced, seven were widowed and 19 were never married. This 

large proportion (75%) of unmarried person in the care-giver group may be due to 

the demands placed on their time to take care of their mentally ill family member. 

The family care-giving burden conceptual framework as discussed in Chapter 2 

suggests that care-givers of family members with serious mental illness may 

endure considerable stress and burden that can compromise their own health, 

quality of life and socio-economic functioning. 

 

Table 4.5: Respondents’ level of education (N=48) 

 

LEVEL OF EDUCATION FREQUENCY % 
None 7 14,6 
Grade 1-7 12 25,0 
Grade 8-12 10 20,8 
Tertiary (any kind of post-school qualification) 19 39,6 
Total 48 100 

 

 

Table 4.5 (above) indicates that 85,4% of respondents had some level of 

education and that only 14,6 % have never been to school. A surprising 39,6% of 

the respondents have tertiary-level training. 
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Table 4.6: Respondents’ church denomination (N=48) 
 

CHURCH FREQUENCY % 
Apostolic 12 25,0 
ZCC 25 52,1 
Other/None 11 22,9 
Total 48 100.0 

 

Table 4.6 (above) indicates that more than half of the respondents (52,1%) 

belong to the Zionist Christian Church (ZCC). 

 

Table 4.7: Occupational status of the respondents (N=48) 
 

STATUS FREQUENCY % 
Employed 5 10,4 
Scholar/student 3 6,3 
Unemployed with no other source of income 10 20,8 
Pensioner 9 18,8 
Self-employed, but with irregular incomes 6 12,5 
Unemployed and receiving a disability grant 15 31,3 
Total 48 100 

 

 

Table 4.7 shows that only about 1 in every 10 care-givers (that is 10% of care-

givers) were gainfully employed. Of the respondents, 89, 6% were unemployed – 

this included 31,3% received payment via disability grant, 20,8% had no other 

source of income, 18,8% were pensioners, 12,5% were self-employed without a 

regular income and 6,3% were students.  Notwithstanding the pervasive poverty 

in the area and the unemployment crisis in South Africa at the time of data-

gathering, the economic situation of the majority of the care-givers was poor. In 

Chapter 2, the researcher referred to the work by Goodhead and McDonald 

(2007) that shows that poverty confounds the care-giving burden for informal 

care-givers. 
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Table 4.8 Home language of the respondents (N=48) 
 

LANGUAGE FREQUENCY % 
Xitsonga 7 14,6 
IsiZulu 15 31,2 
Sesotho sa Leboa (Pedi)  12 25,0 
IsiNdebele 14 29,2 
Total 48 100,0 

 

 

Table 4.8 (above) shows that 31,2% of the respondents were isiZulu-speaking, 

25% were Northern-Sotho-speaking, 14,6% were Xitsonga-speaking and 29% 

were IsiNdebele-speaking. This finding came as a surprise to the researcher as 

her observation has been that the local population in Dennilton and surrounding 

areas (specifically Moutse) were mostly Northern-Sotho-speakers. The slight 

over-representation of IsiZulu-speaking respondents could be due to the 

peculiarities of the realised sample of volunteer respondents.  

 

 

4.4 KNOWLEDGE OF THE MENTAL HEALTH OF THEIR RELATIVES AND 
ATTITUDES TOWARDS MENTAL ILLNESS 

 

In this section, data pertaining to the length of time (in years) that the patients 

have been suffering from mental illness, the most prominent symptoms displayed 

by the mentally ill patients, the care-givers’ general attitudes towards mental 

illness, changes in their attitudes after commencement of care and respondents’ 

rating of their own knowledge of mental illness are discussed.  

 

Table 4.9: The length of period that the patient has been suffering from 
mental illness (N=48) 

YEARS FREQUENCY % 
Less than 2 years 18 37,5 
2 – 5 years 11 22,9 
6 years or longer 19 39,6 
Total 48 100,0 
Mean number of years 4,43 years 
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Table 4.9 shows that 37,5% of the patients suffered from their symptoms for less 

than 2 years, whereas 39,6% suffered from mental illness for 6 years or more 

with the remaining 22,9% of the cases living with mental illness for 2 to 5 years. 

The mean number of years suffering from mental illness was calculated as 4.43 

years. The researcher did not ask whether the respondents have cared for the 

patient from the first advent of symptoms, so the findings in Table 4.9 should not 

be regarded as an indication of the period of care. However, since 39,6% of the 

respondents reported that the patients in their care have been suffering from 

symptoms for six years or longer, it can be speculated that many of the care-

givers have been taking care of patients for a number of years. 

 

It should be noted that the specific manifestation of each mental illness implies 

different behaviours and symptoms.  In some cases, this can include hostile, 

aggressive or abusive behaviour on the part of the patient. The researcher asked 

the respondents to list the most prominent symptoms displayed by the patients in 

their care. The results are shown in Table 4.10 (below).  

 

Table 4.10: Symptoms displayed by patients (N=48) 
 

SYMPTOMS FREQUENCY % 
Violence 11 22,9 
Rowdy behaviour 7 14,5 
Quiet or withdrawn 2 4,2 
Talkative 5 10,4 
Hallucinating 4 8,3 
Socially offensive behaviour 6 12,5 
Self-destructive behaviour including suicide attempts  3 6,3 
Combination of the above-mentioned symptoms 10 20,9 
Total 48 100 

 

 

As shown in the table above, violence was reported by 22,9% of the respondents, 

whereas 20,9% of the respondents noted that violence was among some of the 
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symptoms displayed by the mentally ill patient in their care. Under this category 

of violence, respondents noted:   

• Overtly hostile and aggressive behaviour 

• Aggressive resistance to obeying house rules 

• Damage to property due to violent behaviour 

• Hypersensitivity towards criticism resulting in violence of some sort 

• Aggressive, violent refusal to take medication. 

 

Seven (14,5%) of the respondents reported rowdy behaviour which included 

being noisy and disorderly. A smaller proportion (4,2%) reported withdrawn 

behaviour which included self-isolation, excessive sleeping and avoidance of 

others. Other reported symptoms included hallucinations (8,3%), being 

excessively talkative (10,4%), self-destructive behaviour (6,3%) and socially 

offensive or embarrassing behaviour (12,5%) that included:  

• Begging for cigarettes and money 

• Inappropriate sexual advances towards others 

• And untidiness. 

 

In discussing the family resilience model in Chapter 2, the researcher already 

alluded to the fact that care-givers who appraise their situation as threatening 

may perceive care-giving as more burdensome or stressful. Since many or the 

respondents in this study reported stressful and disruptive events linked to the 

symptoms of the patient in their care, it is possible that many of the care-givers in 

this study had poor resilience outcomes. Ten (20,9%) of the respondents 

reported that the patients in their care display multiple symptoms. Whereas the 

symptoms listed in Table 4.10 by no means cover the whole spectrum of mental 

illnesses symptoms, they represent the types of behaviour that the family care-

givers have to cope with.  
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Table 4.11: General attitudes toward mental illness prior to becoming a 
care-giver (N=48) 

 

ATTITUDE FREQUENCY  % 
Negative 19 39,6 
Positive 14 29,2 
Neutral 12 25,0 
Don’t know/Unsure 3 6,3 
Total 48 100,0 

 

Respondents were asked to judge their attitudes towards mental illness before 

they became care-givers. As shown in Table 4.11 (above), the largest proportion 

(39,6%) of the respondents indicated that they had negative views of mental 

illness prior to taking on the role of care-giver. A quarter of the respondents felt 

that their attitudes towards mental illness was neutral prior to becoming a care-

giver, 29,2% held positive attitudes and 6,3% were unsure how they felt. It is thus 

evident from the data that the majority of respondents did not harbour especially 

positive attitudes towards mental illness before they became care-givers.  

 

According to the family resilience model as discussed in Chapter 2 of the 

dissertation, positive appraisal of the care-giving task can be a protective factor 

that may decrease negative reactions and promote resilience. Since most of the 

care-givers in this study appraised their care-giving situations in a negative light, 

the researcher speculates that they also have poor resilience outcomes.  

 
Table 4.12: Whether the attitudes of respondents toward mental illness 
changed after becoming the care-giver of a mentally ill patient (N=48) 

 

ATTITUDE 
NOW 

ALL 
RESPONDENTS 

HELD A NEGATIVE 
VIEW BEFORE 

HELD A POSITIVE 
VIEW BEFORE 

FREQUENCY % FREQUENCY % FREQUENCY % 
Don’t know 5 10,4 - 0,0 2 14,3 
Has 
changed 

34 70,8 18 94,7 4 28,6 

Has 
remained 
the same 

 
9 

 
18,8 

 
1 

 
5,3 

 
8 

 
57,1 

TOTAL 48 100,0 19 100,0 14 100,0 
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As can be seen in Table 4.12, 70,8% of the respondents felt that their attitudes 

towards mental illness have changed. Amongst those who held  negative views 

before becoming care-givers, 94,7% changed their views. As the family is seen 

as the most significant form of informal support system for the mentally ill, it is 

important to foster and support acceptance. Rejection of people with mental 

illness also affects the family and the care-givers of mentally ill patient so that, 

apart from the patient, other affected persons can become isolated and 

ostracised. As discussed in Chapter 2, stigmatisation of mental illness makes it 

difficult for the family care-giver to cope. Moreover, attitudes towards mental 

illness can influence the help-seeking behaviour of mentally ill patients and their 

care-givers. Ignorance about the management of mental illness, the availability of 

effective treatment and the fear of stigmatisation are powerful barriers against 

help-seeking (Jorm 2000).  

 

Table 4.13: Whether respondents were aware of a history of mental illness 
in the family (N=48) 

 

ANSWER OPTION FREQUENCY % 
Yes, there is a family history of psychiatric 
problems 

18 37,5 

No, there is no family history of psychiatric 
problems 

21 43,8 

Uncertain 9 18,8 
Total 48 100,0 

 

 

Table 4.13 (above) shows that 37,5% of the 48 care-givers indicated that they 

were aware of a family history of mental illness. In probing, these respondents 

indicated to the researcher that other family members have previously been 

diagnosed as suffering from mental illness or that they were aware of problems 

with the patients at an early age. However 43,8% of the respondents reported 

that they were unaware of a family history of mental illness and that their current 

care was consequently their first encounter with mental illness. A further 18,8% of 
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the participants were not sure whether a previous history of mental illness in the 

family existed.  

 

The researcher found that those respondents who were open about a family 

history of mental illness were able to talk about the onset of the disease in their 

relatives. One respondent, for example, was able to recall that her sister became 

mentally ill while still at school in Grade 11. She had to drop out of school 

because of her rapidly deteriorating condition. However, from their responses, 

few of those who were knowledgeable about a family history of mental illness 

attributed the illness of the patients in their care to hereditary factors. In fact, 

many felt that external nefarious factors were to blame. For example, a 

respondent mentioned that her son first showed symptoms of mental illness  

when he was promoted in his job in Johannesburg.. He reported to her that he 

heard voices and saw visions that were imperceptible to others. Since her son 

was both intelligent and successful, the respondent felt that some supernatural 

force is to be blamed for his mental illness.  

 

Further probing the matter, the researcher asked the respondents what in their 

opinion caused the mental illness in their relatives. Beliefs such as “black blood”, 

“a curse” on the family of the afflicted individual or “Amadlozi” were mentioned. In 

one interview, the respondent told the researcher that his relative had been 

cursed because he accidentally killed a neighbour’s child who was playing in his 

drive-way. The respondent was convinced that the grieving neighbour consulted 

a traditional healer and asked him to put a curse on the person who was 

responsible for the death of his son. The curse is referred to as “Itshwa”.  In this 

regard Le Roux (1973) comments on the African notion that mental illness does 

not occur naturally but rather results from external forces or causes. Mkhize 

(2003) advocates an integration of Western and African psychiatry to 

acknowledge both approaches and to add the cultural value of “Ubuntu” to foster 

a caring environment.  
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Table 4.14: Respondents’ rating of their own knowledge of the causes of 
mental illness (N=48) 

 

I RATE MY KNOWLEDGE AS FREQUENCY % 
Poor to fair 9 18,8 
Good to very good 24 50,0 
Fair to average 15 31,2 
Total 48 100,0 

 

 

Table 4.14 (above) shows that 18,8% of the respondents rated their own 

knowledge of the causes of mental illness as poor to fair, whereas half of them 

(50%) regarded their knowledge as good to very good and 31,2% rated their 

knowledge as fair to average. This finding implies that one out of every two care-

givers is in need of better education of mental illness. In a survey among the 

general South African public, Hugo et al (2003) found that the public was poorly 

informed about the psycho-biological factors that underpin mental illness and 

about effective treatments. Moreover, the family resilience model as discussed in 

Chapter 2 of the dissertation posits that acceptance (as a resilience 

manifestation) can be tempered by increasing family care-givers’ knowledge and 

understanding of the aetiology and prognosis of mental illness.  

 

 

4.5 ISSUES PERTAINING TO THE CARE OF A RELATIVE WITH MENTAL 
ILLNESS 

 

In this section, the researcher discusses the findings pertaining to the domestic 

situation of the patients in terms of their relation to the care-giver, where their 

dwelling is situated, perceptions of how well the patients have accepted their 

conditions, the regularity of clinic attendance and reasons for defaulting, drug and 

alcohol abuse and the structure of the main support system for the patient.  
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Table 4.15: The relation of the care-giver to the patient (N=48) 
 

ANSWER CATEGORY FREQUENCY % 
Father 14 29,2 
Mother 18 37,5 
Sister 7 14,6 
Brother 1 2,1 
Child 1 2,1 
Cousin 5 10,4 
Other family member 2 4,2 
Total 48 100,0 

 

 

As shown in Table 4.15 (above) 37,5% of the care-givers who participated in the 

study were the mothers of the patients in their care. This is followed by 29,2% 

who are fathers, 14,6% who are sisters, 10,4% who are cousins, 4,2% who are 

other relations, 1 brother and 1 child. The dominance of female family members 

who are care-givers is again clear from the data. Chapter 2 of the dissertation 

presents arguments that support the notion that informal family care-giving is a 

feminised burden that warrants further investigation.  

 

Table 4.16: Type of place of residence of the patient and his or her care-
giver (N=48) 

 

ANSWER OPTION FREQUENCY % 
Rural  36 75,0 
Semi-urban 12 25,0 
Total 48 100,0 

 

Table 4.16 (above) shows that three quarters of the respondents resided in rural 

settlements and one quarter in semi-urban areas near Dennilton. These numbers 

do not reveal the full story of the accommodation and domestic arrangements of 

the patients. During her data-gathering, the researcher came across a patient 

who was housed in a shack in the backyard of his care-giver’s property. Upon 

enquiry, the researcher was told that the shack was purposefully built for the 

mentally ill patient as he was not allowed in the house due to his aggressive 
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behaviour, damage to property and inappropriate sexual advances to other family 

members. At another dwelling, the researcher observed a patient who was tied 

up with chains. His family argued that this was the only way to restrain his 

inappropriate behaviour and tendency to cause serious self-harm. Whereas these 

two incidents seem to suggest inhumane conditions, it should be noted that in 

both cases the care-givers felt that they had no other recourse.  

 

The researcher asked the respondents to indicate to which extent they feel that 

the patient has come to terms with his or her diagnosis as mentally ill. The results 

are shown in Table 4.17 (below). 

 

Table 4.17: Respondents’ perception of the patients’ acceptance of their 
mental illness (N=48) 

 

ANSWER OPTION FREQUENCY % 
Acceptance 20 41,6 
Denial 10 20,9 
Don’t know/Cannot tell 18 37,5 
Total  48 100,0 

 

 

More than four in ten respondents (41,6%) felt that the patients in their care 

accepted that they have a mental illness. When asked to explain their answer, 

these respondents answered that acceptance was demonstrated by the patient’s 

adherence to medication, by the patient reminding his or her care-giver of their 

review dates at the clinic and by patients dutifully taking medicine timeously. Of 

the respondents 20,9% felt that the patients in their care denied their illness and 

based  their answer on behaviour such as non-adherence, not keeping 

appointments and not complying with the instructions of doctors. The 37,5% of 

the respondents who felt that they were unable to comment on the acceptance of 

the patients in their care based their responses on the fact that the patients in 

their care sometimes displayed irresponsible behaviour or were unable to 

communicate or demonstrate their acceptance to their care-givers. It can be 

argued that acceptance of one’s mental health status influences clinic 
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attendance, thus the researcher asked the respondents to rate the clinic 

attendance of the patients in their care.  

 

Table 4.18: Patient clinic attendance (N=48) 
 

ATTENDANCE FREQUENCY % 
Attends scheduled appointments regularly 28 58,3 
Less than regular (misses some appointments) 7 14,6 
Has not attended in the last year 2 4,2 
Attends often (misses many appointments) 7 14,6 
Rarely attends (misses most appointments) 4 8,3 
Total 48 100,0 

 

 

Table 4.18 indicates that only 4,2% of the patients did not attend their clinic 

appointments in the year prior to the study and that more than half (58,3%) attend 

their appointments as scheduled by the clinic. The other 18 patients attend their 

scheduled clinic appointments less regularly (14,6%), often (14,6%) and rarely 

(8,3%). 

 

Table 4.19 Reasons for irregular attendance (N=20) 
 

REASONS FREQUENCY % 
Does not grasp importance of attendance 8 40,0 
Transport problems 6 30,0 
Side-effects of medication 3 15,0 
Clinic too far 2 10,0 
Other 1 5,0 
Total 20 100,0 

 

As shown in Table 4.19 (above), among the 20 patients who irregularly attend the 

clinic, 40% of the respondents regarded the reason for this to be that the patient 

does not grasp the importance of attendance, 30% that they experience transport 

problems, 15% that patients avoid attendance due to the unpleasant side-effects 

of the medication and 10% find the clinic inaccessible due to distance. It would 

seem that in all 20 cases, more can be done from the side of health care 

provision to educate the patient and his or her care-giver on the importance of 
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regular attendance, making clinics more accessible or providing mobile care, and 

teaching greater tolerance for the expected side-effects of particular medication.  

 

Families often find it very difficult to constantly care for someone who exhibits 

aggressive behaviour. One respondent in the study confided in the researcher 

that she was afraid of the loved one in her care who consumes alcohol whilst 

taking her medication. She reported that the behaviour of the patient changes 

when she drinks alcohol as she becomes talkative, violent and irritable. One of 

the items in the questionnaire asked the respondents to indicate whether the 

patients in their care abused illegal drugs and alcohol. The results are displayed 

in Table 4.20. 

 

Table 4.20: Whether the patient abuses illegal drug or alcohol (N=48) 
 

RESPONSES FREQUENCE % 
No 26 54,1 
Yes 12 25,8 
Don’t know/Uncertain 10 20,1 
Total 48 100,0 

 

 

As indicated in Table 4.20, more than a quarter (25,8%) of the respondents 

indicated that the patients in their care use illegal drugs and alcohol, while 54,1%  

reported no such problems with alcohol or illegal drugs and 20,1% did not know 

whether the patients in their care abused illegal drugs and alcohol. A patient 

under the influence of alcohol or illegal drugs may manifest exaggerated socially 

offensive and embarrassing behaviour that exceeds the symptoms of their illness. 

The finding that so many patients in informal care abuse alcohol and drugs is 

therefore disconcerting.  

 

Social support groups play an important role in the family and the community, as 

there are too few professionals to meet the needs of the care-givers in crisis 

(Makhele & Uys 1997: 47). Hatfield and Lefley (2005: 53-55) stress the 
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importance of recognising the existence and importance of larger supportive 

networks that can be harvested to mitigate family burdens by providing: 

• Multiple resources for care-giving  

• Emotional support and attention 

• Respite care 

• Economic resources  

• Social support and acceptance to buffer the effects of disruptive 

behaviour.  

 

To gauge information regarding the utilisation of formal and social support 

networks, the researcher asked the respondents to indicate how their support 

system is structured. The responses are indicated in Table 4.21 below. 

 

 

Table 4.21: Who are part of the care-givers’ support systems (N=48)  
 

SUPPORT SYSTEM Yes % No % Total % 
Other family members 41 85,4 7 14,6 48 100,0 
Friends 24 50,0 24 50,0 48 100,0 
Formal support groups 7 14,6 41 85,4 48 100,0 
Religious leaders 29 60,4 19 39,6 48 100,0 
Professional nurse 7 14,6 41 85,4 48 100,0 
Social workers  5 10,4 43 89,6 48 100,0 
Health care professionals (doctors and 
psychiatrist)  

 
12 

 
25,0 

 
36 

 
75,0 

 
48 

 
100,0 

 

As can be seen in Table 4.21 other family members (85,4%), religious leaders 

(60,4%), friends (50%) and health care professionals such as doctors, nurses 

and social workers (50%) comprise the social support system of care-givers. A 

social support group plays an important role in the lives of the mentally ill and 

their relatives. Such support can help the patient to regain self-esteem and feel 

useful and connected to others. This, in turn, may improve the progress of the 

mentally ill patient thus lessening his\her dependence on family members.  
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4.6 SUMMARY 
 

In this chapter the researcher provided the data as obtained from the interviews. 

The data was obtained from interviews with family members of persons with 

serious mental illness. The findings revealed that in terms of the characteristics of 

the informal family care-givers, women and mothers carried a great burden. 

Some of the findings seem to suggest that aspects of care-giver resilience, such 

as acceptance, knowledge of the aetiology and prognosis of the mental illness, 

self-efficacy and social support may be less than ideally developed in the 

research group. Chapter 2 detailed theoretical frameworks that posit that greater 

resilience foster better management of the care-giver burden. Thus, the 

optimisation of the resilience of family care-givers of persons with mental illness 

can contribute to both their well-being as well as the well-being of the patients in 

their care.  

 

The findings from the study as given in this chapter provide a start for a much 

needed focus on supporting and enhancing the resilience of informal family care-

givers. In the next chapter, the objectives of the study are revisited and important 

recommendations are made. 
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CHAPTER 5: CONCLUSIONS, IMPLICATIONS AND 
RECOMMENDATIONS 

 

 

5.1 INTRODUCTION 
 

The purpose of the study was to explore and describe the role played by family 

members who have taken on the care of a mentally ill relative. In this final 

chapter, the researcher revisits the main objectives and summarises the findings. 

This is followed by recommendations stemming from the findings and a 

consideration of the strengths and weaknesses of the study. The chapter 

concludes with guidelines suggesting a way forward for family care-givers.  

 

 

5.2 OBJECTIVE 1: TO DESCRIBE THE BIOGRAPHICAL 
CHARACTERISTICS OF CARE-GIVERS IN DENNILTON  

 

The researcher was able to offer a description of the sample of care-givers in 

terms of their ages, sex, marital status, level of education, church affiliation, 

occupational status, source of income and home language. The study found that 

the average age of the care-givers were 47 years with 18,8% of the care-givers 

aged 60 years and older. The burden of care on elderly family members is a 

matter of concern as is the apparent poverty of the care-givers. The latter 

argument finds support in the finding that although the care-givers did not have a 

low level of education, only 10,4% were employed – suggesting that the care 

burden precluded their participation in gainful employment outside the house. 

Only a quarter of the care-givers were married, again suggesting that the care 

burden could have an impact in this sphere of life. With 29 female and 19 male 

care-givers in the sample, the sex ratio of the care-givers in the sample can be 

calculated as 65,5 males for every 100 females. This demonstrates that it is the 

women in Dennilton who takes on the care burden of mentally ill family members.  
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The study found that 50% of the patients cared for by the sampled care-givers 

suffered from depression. The finding that about a third of the respondents spoke 

isiZulu came as a surprise to the researcher, as the dominant language spoken in 

the area is Northern Sotho.  

 

 

5.3 OBJECTIVE 2: TO GAUGE THE KNOWLEDGE OF AND ATTITUDES 
TOWARDS MENTAL ILLNESS BY CARE-GIVERS IN DENNILTON  

 

To achieve this objective, the researcher asked questions pertaining to the 

respondents’ knowledge of how long the patient has been displaying symptoms, 

the types of symptoms displayed, their attitudes towards mental illness prior to 

and after the commencement of care-giving, their knowledge of a family history of 

mental illness and how they would rate of their own knowledge of mental illness. 

The study revealed that 37,5% of the patients suffered symptoms for less than 2 

years whereas 39,6% suffered symptoms for six years and longer, implying a 

long trajectory of care. Violent, aggressive behaviour was reported as a 

frequently observed symptom and narrated as something that the care-givers 

found especially troublesome to deal with.  

 

Although 39,6% of the respondents revealed that they harboured negative 

attitudes towards mental illness prior to taking on their roles as informal care-

givers, 94,7% of those with previously held negative views changed their opinions 

after they started caring for a relative with mental illness. 

 

The study revealed that 37,5% of the respondents were aware of a family history 

of mental illness.. These respondents were able to recognise the onset of 

symptoms in their relatives early on, but very few of them ascribed the cause of 

these maladies to hereditary factors. Instead, external factors, such as a curse, 

placed on the family or the mentally ill person were narrated in their explanations 

of the aetiology of the mental disease. 
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5.4 OBJECTIVE 3: TO DESCRIBE THE DOMESTIC DETAILS OF THE 
INFORMAL CARE GIVEN BY FAMILY MEMBERS TO THEIR 
MENTALLY ILL RELATIVES IN DENNILTON  

 

In order to achieve the third and final objective, the researcher asked questions 

about the respondents’ familial relation to the patient, their type of place of 

residence, their perceptions as to whether the patient has come to terms with his 

or her diagnosis, the regularity of clinic attendance, reasons for non-attendance, 

problems with the abuse of alcohol and illegal drugs by the patients and the 

structure of the care-givers’ support systems. It was found that 37% of the care-

givers were the mothers of the mentally ill patient in their care. This again 

demonstrated the care burden placed on women in the community.  

 

Three quarters of the respondents described their living environment as rural. 

Due to the fact that the researcher conducted her interviews in the homes of the 

care-givers, she was able to witness the domestic situations first-hand. In this 

regard, some tragic cases of mentally ill patients housed in inadequate dwelling 

structures or restrained forcefully were witnessed.  

 

Less than half (41,6%) of the care-givers reported that the patients in their care 

accepted their health situation and was therefore compliant. Moreover, only 58% 

reported that the patients in their care attended their clinic appointments as 

scheduled. Amongst the respondents reporting irregular attendance, 40% cited 

the fact that the patient could not appreciate the importance of regular attendance 

as a reason for this state of affairs.  

 

More than a quarter (25,8%) of the care-givers reported that the mentally ill 

relatives in their care abused alcohol and illegal drugs. As far as the care-givers’ 

personal social support systems were concerned, 85,4% of the respondents 

named family members as their chief support. 
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5.5 STRENGHTS AND LIMITATIONS OF THE STUDY 
 

As suggested above, the researcher was able to find data to achieve her stated 

research objectives. Visiting the care-givers at their homes not only enabled the 

researcher to observe domestic arrangements that added depth to her 

understanding of the phenomenon under study, but also created intimacy with the 

respondents so that they often told rich stories that went beyond the ticking of 

answer options on the questionnaires. It is possible that the same kind of rapport 

could not have been created if the interviews took place at the clinic as many of 

the respondents spoke about the stigma attached to mental illness. 

 

The small realised sample implies that generalization from the data is not 

possible. However, given the sensitive nature of the study, the researcher had to 

rely on informed consent and voluntary participation by the chosen respondents. 

Moreover financial constraints (UNISA refused the researcher’s application for a 

bursary) made it impossible for the researcher to replace those sampled 

individuals who refused participation. Despite the small sample, the data in this 

study can be regarded as informative baseline data, describing the 

circumstances and characteristics of informal care-givers to mentally ill patients in 

Dennilton.  

 

 

5.6 RECOMMENDATIONS 
 

The study revealed the importance of educating patients and their families about 

the aetiology of mental illness. This implies that both the patients and their care-

givers should be given the necessary information about the type of disorder that 

the patients are suffering from immediately after diagnosis. Based on the findings 

of the study, the researcher wishes to make the following recommendations for 

practice and further research: 
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5.6.1 Recommendations concerning mental health education and training 
 

Some of the care-givers in the study regarded mental illness as caused by 

witchcraft or social problems. There is thus an urgent need to educate informal 

care-givers on the nature of the specific mental illness, its aetiology, trajectory 

and the importance of adherence This matter is also supported by Sokhela and 

Uys (1998: 9).  

 

5.6.2 Recommendations concerning support groups 
 

The care burden on elderly people, women and mothers came to the fore in this 

study. It thus seems that there is a need to create more support groups in the 

community for the care-givers of mentally ill relatives. Such groups should be 

mobilised to offer assistance and respite care. The researcher recommends that 

health care professionals and social workers play a central role in the creation of 

such social support structures and resources.  

 

5.6.3 Recommendations concerning mental health aftercare services 
 

In order to facilitate the previously two stated recommendations, the researcher 

recommends that the Philadelphia Hospital investigate the possibility of rendering 

an aftercare service. Key stakeholders in such a service would be social workers 

and volunteers to assist care-givers with information about medication and 

treatment for the patients and to establish effective communicative and problem-

solving skills. Key interventions in such a service would be a contact centre or 

telephone number where care-givers can receive emergency information. 

 

5.6.4 Recommendations concerning community involvement and 
participation 

 

The preponderance of women and family members as the personal support 

systems of the informal care-givers as revealed in the findings of this study 
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implies that wider community resources have not yet been mobilised to assist the 

affected families in Dennilton. Part of the problem why families may avoid asking 

for help outside the family is the stigma attached to mental illness. It is thus 

imperative to raise awareness and to foster a caring, supportive environment in 

the community.  

 

5.6.5 Recommendations for further research 
 
This study begins to shed light upon the problems faced by informal family care-

givers to the mentally ill in South African communities. Further research is 

needed to gather detailed information so that a minimum assistance package can 

be developed to assist care-givers. This would not only imply larger scale 

surveys, but also in-depth qualitative studies about the lived realities of care-

giving.  

 
5.7 GUIDELINES FOR SUPPORT OF MENTALLY ILL RELATIVES BY 

THEIR FAMILIES 
 

Regardless of the diagnosis of the patient, any kind of mental illness has 

profound social implications for both the patient and the care-giver. The 

stigmatisation of mental illness makes it difficult for the family and the patient to 

cope. The family – in particular women and mothers - bears a significant burden 

in taking care and supporting their mentally ill family members. Therefore the 

researcher suggests the following guidelines for the education and assistance to 

families in Dennilton. 

 

5.7.1 Development of educational programmes and support mechanisms 
for the families of the mentally ill 

 

The family is seen as the most significant form of support system for the mentally 

ill individual. The patient’s needs may put the family relationship under severe 

stress. The study revealed the need for educational programmes in the 
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community that focus on mental health, the care needs of the mentally ill, the 

needs of informal care-givers and the mobilisation of available resources. 

 

5.7.2 Management of disturbing behaviour experienced by families of the 
mentally ill individual 

 

Many of the respondents in this study reported disruptive behaviours by the 

mentally ill patient (such as aggression and violence, non-adherence, alcohol 

abuse, the use of illegal drugs) as problems they have difficulty dealing with. 

Some care-givers resorted to inhumane measures such as locking the patient in 

a backyard shack or restraining the patient with chains. The researcher thus 

suggests that health care professionals should guide care-givers to join support 

groups where they may share experiences and express their feelings without fear 

and shame. Moreover, strategies for coping with disruptive behaviour and for 

complaints about the side-effects of medication should be taught and modelled in 

the support groups. Solomon et al (1998:116) are of the opinion that families 

should be a much greater part of the hospital treatment and decision-making 

processes. 

 

5.7.3 Development of support mechanisms for the families as care-givers 
 

It was the researcher’s contention from the experience of her fieldwork that there 

is a dire need for respite care for care-givers so that they may have some time for 

themselves.  

 
 
5.8 SUMMARY 
 

This chapter concluded the study by summarising the findings in terms of the 

stated objectives and by stating recommendations for practice and research. The 

study underscores the significant role played by informal family care-givers.  
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In conclusion, the researcher hopes that this study accentuates the importance of 

the role played by informal care-givers to the most vulnerable groups in society. 

These care-givers are an integral part of mental health care delivery. True and 

lasting public mental health care hinges on acknowledging this important fact. 
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APPENDIX A: EXAMPLE OF THE INFORMED CONSENT FORM 
 

Dear participant 

 

You have consented to take part in this study about the role played by informal 

family care-givers in caring for a mentally ill family member. The study is for a 

Master’s degree in Sociology at the University of South Africa.  

 

Your decision to participate in the study shall not jeopardize your relationship with 

the health professionals at the clinic. Everything you say will remain confidential 

and your true identity, address and the identity of the patient in your care will 

remain anonymous. As 47 other care-givers have consented to participate, your 

responses will be analysed along with those of others. The completed 

questionnaires will be treated as highly confidential materials. Only I as the 

researcher will have access to the raw data. Your name will not appear on the 

questionnaire. 

 

By signing this form, you indicate that you granted the interview freely. You have 

the right to refuse to answer any question that you do not feel comfortable with or 

to stop the interview. You are encouraged to ask any questions at any time about 

the nature of the study and the methods that I am using. Your suggestions and 

concerns are important to me so please contact me at any time at the telephone 

numbers listed below. You will be interviewed at your home and there would be 

no recording equipment used as the researcher will take notes on the 

questionnaire. The interview will take about 30 to 40 minutes to complete. 

 

Should you want to receive a copy of the summary of the results of the study, you 

may contact the researcher to request this.  

 
Respondent ___________________________ Date _____________ 
 
Researcher __________________________ Date _______________ 

Daphney Martha Mnisi  

Telephone number 082 434 9889 or 0794986211
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APPENDIX B: QUESTIONNAIRE 
 

Questionnaire number: ________ 

 

A. Biographical information of respondent 

1. How old are you? _____________________________age in years 

2. Note the sex of the respondent 
Male Female 

1 2 

 

3. What is your current employment status? 
Employed 1 
Scholar/student 2 
Unemployed with no other source of income 3 
Pensioner 4 
Self-employed, but with irregular incomes 5 
Unemployed and receiving a disability grant 6 
Other 

 

4. What is your level of education? 
None 1 
Grade 0-3 2 
Grade 4 3 
Grade 5 4 
Grade 6 5 
Grade 7 6 
Grade 8 7 
Grade 9 8 
Grade 10 9 
Grade 11 10 
Grade 12 11 
Post-school qualification) 12 

 

5. What is your home language? __________________________ 

6. What is your current marital status? 
Married 1 
Divorced 2 
Widowed 3 
Never married 4 

 

7. What is your church affiliation? _______________________ 

8. What is your relation to the patient in your care? 
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Father 1 
Mother 2 
Sister 3 
Brother 4 
Son 5 
Daughter 6 
Other __________________________________          

 

 

B. Information about the patient in the respondent’s care 
9. What is the sex of the patient in your care? 

Male Female 

1 2 

 

10. What is he/she suffering from? 

Diagnosis_____________________________ 

11. How long has the patient been living with mental illness? 

_________(in years) 

12. Please tell me in your own words what the main symptoms are that 

the patient displays. 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________ 

13. Thinking back to the time BEFORE you took on the care for the 

patient –what was your general attitude towards mental illness?  
Negative 1 
Positive 2 
Neutral 3 
Don’t know/Unsure 4 

 

14. Did your attitude towards mental illness change since you began 

taking care of your mentally ill family member?  
Yes 1 
No 2 
Don’t know 3 
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15. How would your place of residence, Are you living in: 
A rural area 1 
A semi-urban area 2 

 

16. Rating of services received_____________________________ 

 

C. Knowledge and attitudes towards mental health 
17. Are your aware of a family history of mental illness?  

Yes, there is a family history of psychiatric problems 1 
No, there is no family history of psychiatric problems 2 
Uncertain 3 

 

18. If “Yes” at Question 17, please elaborate. 

 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________ 

19. Please rate your knowledge of the causes of mental illness 
Good to very good 1 
Fair to average 2 
Poor to fair 3 

 

20. To what extent has the patient accepted his mental health status? 

He/she has accepted it 1 
He/she denies it 2 
Don’t know/Cannot tell 3 

 

21. Please give me the reason for your answer at Question 20. 

 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

_______________________________________________________ 

22.  Which of the following answer options best describes the patient’s 
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clinic attendance? 
He/ she attends all scheduled appointments regularly 1 
His/her attendance is less than regular (i.e. he/she misses some appointments) 2 
He/she attends often (i.e. he/she misses many appointments) 3 
He/she rarely attends (i.e. he/she misses most appointments) 4 
He/she has not attended in the last year 5 

 

23. Please give me the main reason why the patient does not attend 

regularly. 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

_______________________________________________________ 

 

24. Does the patient abuse alcohol or illegal (street drugs)? 

Yes 1 
No 2 
Don’t know 3 

 

25. Please tell me in respect of each of the following persons or groups 

– are they part of your personal social support system when it 

comes to the care of the patient? 
 Yes No 
Friends 1 2 
Formal support groups 1 2 
Religious leaders 1 2 
Professional nurse 1 2 
Social workers  1 2 
Health care professionals (doctors and psychiatrist)  1 2 
Other  

 

 
THANK YOU FOR YOUR COOPERATION 

 


	Source: Philadelphia psychiatric clinic records.

