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CHAPTER 4 RESULTS AND DISCUSSION

4.1 Introduction

This chapter deals with the analysis and discussion of the data collected. The
data collected by means of questionnaires was analysed and then arranged into

tables to clarify the meaning of the information obtained. The results thereof are
discussed in this chapter.

4.2 Availability of community psychiatric and general health services.

A comprehensive care programme for patients with psychiatric problems requires
a whole range of services that\can'heip support these patients in the community.
These services range from medical services to support and social services. For
example, the patients would need the services of a psychiatrist to review the
patient's condition and" adjust’ ‘medication, community psychiatric nurses to

supervise patients and monitor progress, a psychologist and a social worker, to
mention a few.

4.2.1 Available community psychiatric services
4.2.1.1 Emergency psychiatric services at the clinics

The respondents were asked whether they rendered any psychiatric emergency

services at the clinics in which they worked. The results are shown in Table 4.1
below.
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Table 4.1: Emergency clinics

Response Frequency Percentage
Yes 3 25

No 9 75

Total 12 100

The results in Table 4.1 reflect that 25 percent of the respondents offered
emergency psychiatric services at their clinics while 75 percent did not. This
means that the majority of the patients did not have access to emergency

treatment at their clinics and In the event of a relapse the nurses would have to
send the patients back to hospital.

4.2.1.2 Services of a psychiatrist at the clinics

A psychiatrist is needed t6 assess the patients’ progress and to evaluate
treatment. The respondents were asked whether there was one in their clinics.
The results are shown in Table 4.2 below.

Table 4.2: Psychiatrists at the clinics

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

According to Table 4.2 all respondents stated that there were no psychiatrists in
their clinics. It is expected that patients discharged from hospital be evaluated by
a psychiatrist at least once in six months to assess their progress. According to
Vlok (1980) the satellite clinics where follow up for patients takes place should be

visited by psychiatrists. From the results reflected in the table above none of the
clinics were visited by a psychiatrist.
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It is recommended in the Norms Manual for Severe Psychiatric Conditions that in
a population of 100 000 a minimum of 0,25 psychiatrists is required.

4.2.1.3 Services of a psychologist at the clinics

Psychologists are needed to do psychological evaluations on the patients. The
results reflected in the following table show how the respondents answered to the
question asked, that is, whether they had the services of a psychologist at their

clinics. The results are shown in Table 4.3 below.

Table 4.3: Psychologists at the clinics

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

The results in this table show that all the respondents stated that there were no

psychologists in their clinics. This then shows that no psychological evaluations
by a psychologist were done.

According to the Norms Manual for Severe Psychiatric Conditions the required
number for psychologists is 1 in a population of 100 000.

According to Bellack (1986) psychologists play a vital role in influencing
medication compliance, using behaviour management techniques, particularly
with discharged patients. It would benefit patients treated in the community to
have access to a psychologist. In the Norms Manual for Severe Psychiatric

Conditions it is estimated that one psychologist is needed to serve a population
of 100 000.
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4.2.1.4 Services of a community psychiatric nurse

The respondents were asked whether they had psychiatric nurses at their clinics.
The results are shown in table 4.4.

Table 4.4: Community psychiatric nurses

Response Frequency Percentage
Yes 5 42

No 7 58

Total 12 100

Table 4.4 above reflects that out of 12 respondents, only 42 percent had a
community psychiatric nurse iin their ‘clinics. The rest of the respondents, 58

percent, stated that they did not have community psychiatric nurses in their
clinics.

According to the Norms Manual for Severe Psychiatric Conditions the prescribed
number of psychiatric nurses required for a population of 100 000 is seven.

There were only two community psychiatric nurses and these two were resident
at the two urban clinics. Psychiatric patients in the rural clinics were seen once a
month by a visiting community psychiatric nurse. This meant that if the
community psychiatric nurse was unable to come or the patient missed her or his
appointment for one reason or another, then the patient may be without
medication for a month or he or she would have to travel to the community
psychiatric unit in town to get that month’s supply.
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4.2.1.5 Services of a social worker

Social workers are needed to coordinate social welfare services for the patients.

The respondents were asked if there were social workers at their clinics. The
results appear in Table 4.5 below.

Table 4.5: Social Workers

Response Frequency Percentage
Yes 8 67

No 4 34

Total 12 100

The results in Table 4.5 refleet |that 67:percent of the respondents had the
services of a social worker at their clinics though not resident while 33 percent

did not have any. Patients were referred to social services outside the clinics.

Most patients had access to the services of a social worker. The social worker

plays an important role of advocacy in accessing social welfare services needed
by the patient.

According to the Norms Manual Severe Psychiatric Conditions, the required
number is one social worker per 100 000 people.

4.2.1.6 Occupational therapist services

The respondents were asked if they had occupational therapists at their clinics.
The results are shown in Table 4.6 below.
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Table 4.6: Occupational Therapists

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

According to Table 4.6 none of the respondents had an occupational therapist in
their clinics.

Occupational therapy is an important aspect for patient rehabilitation. In this way
patients can be exposed to skills that could help them to be meaningfully

occupied and at the same time earn money for themselves.

The prescribed norm for occupational therapists according to the Norms Manual
for Severe psychiatric Conditionsis0.5-per 100 000 people.

4.2.1.7 Sheltered employment services

This question was asked of the respondents to find out if there was any form of

sheltered employment for the patients. The results are reflected in Table 4.7
below.

Table 4.7: Sheltered employment

Response Frequency Percentage
Yes 5 42

No 7 58

Total 12 100

The table above shows that 42 percent of the respondents stated that there was
sheltered employment for discharged patients while 58 percent indicated that
such services were not available. Sheltered employment affords the patient a

chance to work in a non-threatening and non-competitive environment while he
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or she re-learns forgotten or new skills. This helps prepare this person for the
open labour market eventually.

Disabled persons, both physical and mental, can get employment in the
Department of Manpower’s sheltered employment ‘Service Products’ workshops,
provided they are 50% productive. Their work is geared towards eventual
employment in the open market (Viok, 1984).

4.2.1.8 Supply of psychiatric medicines

The respondents were asked if they kept medication for psychiatric patients at
their clinics. The results thereof are shown in-Table 4.8 below.

Table 4.8: Psychiatric medicines

Response Frequency Percentage
Yes 8 67

No 4 33

Total 12 100

The results reflected in Table 4.8 show that 67 percent of the respondents
affirmed that they kept medication for psychiatric patients in their clinics and 33
percent did not. The visiting psychiatric nurse brought the medication with her at
monthly intervals. This meant that if patients were not able to come on the
appointed date they would miss collecting the medication. The implication of this
would be that the patient either had to go to the main source of supply or go
without treatment for that month. The purpose of having the primary health clinics
in the community is to bring the services closer to the people thus increasing
accessibility.
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4.2.1.9 Health education at the clinics

Respondents were asked whether any form of health education was being given
at the clinics. The results are reflected below in Table 4.9.

Table 4.9: Health education

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

Table 4.9 shows that health education was'given at all the clinics. As an integral
part of a comprehensive health service, hi¢alth education given to patients, their
families and the community in which they live is of great value in empowering
them all in dealing with issues pertaining to mental and general illness. This,
also, would help minimise or eradicate those factors that predispose to mental
breakdown.

4.2.1.10 Home visits for discharged patients

All respondents were asked whether they visited patients at their homes. Table
4.10 below reflects the results.

Table 4.10: Home visits

Response Frequency Percentage
Yes 7 58

No B 42

Total 12 100
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Table 4.10 shows that 58 percent of the respondents were able to visit the
patients at their homes while 42 percent were unable to so. Problems cited most
were lack of transport and shortage of staff.

Home visits help the staff to know more about the patients’ living environment
and how they relate with their families. It is also an opportunity for giving both
health education and practical help.

4.2.2 General health services

In order to treat these patients in totality/other services such as general health
services, to cater for their physical health needs, need to be made available and

accessible to them. In this sectidn the, respondents were asked about the
availability of these services.

4.2.2.1 Treatment of minor aitménts’ at the clinics

All the respondents were asked whether they offered treatment for minor
ailments at their clinics. Results are shown in Table 4.11 below.

Table 4.11: Minor ailments

Response Frequency Percentage
Yes 9 bl

No 3 25

Total 12 100

From the above table it is evident that 75 percent of the respondents offered
treatment for minor ailments, 25 percent of them did not. This service was not
rendered at the community psychiatric clinic in Fort Beaufort. Patients presenting
with minor ailments were referred to the primary health clinics nearby.
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Having all these services, that is, psychiatric and general health services under
one roof increases access to service and saves the patients from being shunted
from one place to another.

4.2.2.2 In-patient beds for overnight cases
Sometimes patients may need to be kept overnight for observation. Respondents
were asked if there were overnight services for patients who needed such

services. Table 4.12 reflects their responses.

Table 4.12: In-patient bed

Response Value Percentage
Yes 0 0

No 12 100

Total 12 100

Table 4.12 shows that 100 percent of respondents stated that there were no in-
patient beds in any of the clinics. No services for lying-in patients were available
at these clinics. Some patients, after administration of certain drugs, might need
to be detained for observation for up to twenty four hours. Thus, in-patient beds
need to be made available.

4.2.2.3 Emergency services
The respondents were asked if they had emergency or accident units at their

clinics for treatment of general emergencies. The following table reflects the
responses to the question.
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Table 4.13: Emergency/Accident Unit

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

Table 4.13 shows that all the respondents stated that there were no
emergency/accident units at their clinics. Patients were sent straight to hospital if

and when such services were required.

4.2.2.4 Dental services at the clinics

The respondents were asked whether they offered dental services at their clinics
or not. The response thereto is reflected in Table 4.14.

Table 4.14: Dental services

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

Table 4.14 shows that all the respondents stated that there were no dental
services at all the clinics. Patients requiring dental services were referred to the
two general hospitals serving the area.

4.2.2.5 Family planning services at the clinics

The respondents were asked if they offered family planning services at their
clinics. The results are shown in Table 4.15 below.
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Table 4.15: Family planning services

Response Frequency Percentage
Yes 9 75

No K 25

Total 12 100

According to the above table 75 percent of the respondents stated that there
were family planning services in their clinics. For the remaining 25 percent there
were none. The patients had to be referred to other clinics for the service.

4.2.3 Accommodation

Accommodation for discharged patients is an important issue to be considered
because some of these patients have been away from the community for a long
time and on return to the community may not have a place to stay or a home to
return to. The family might not want them or may have moved away to a new
place. It may therefore be necessary to have supervised interim places of
accommodation, for example, halfway houses.

4.2.3.1 Own or family home

The respondents were asked if the patients they took care of stayed in their
family homes or their own homes. The results are reflected in Table 4.16 below.

Table 4.16: Own or family

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100
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The results in the table above show that the patients stayed either in the family
homes or in their own homes.

4.2.3.2 Halfway houses for the patients
The respondents were asked whether there were any halfway houses to
accommodate the patients after discharge from hospital. The results are shown

in Table 4.17 below.

Table 4.17: Halfway houses

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

The table above shows that 100, percent of the,respondents said that there were
no halfway houses for the discharged patients. Patients went straight from
hospital to their homes in the community.

Halfway houses, according to Viok (1984), form bridges between the patient and
the community. It is in such places that patients can be further rehabilitated

before turning them loose into the community from which they have long been
separated.

4.2.4 Social Services

In this section the respondents were asked if the following social services such
as meals-on-wheels and home help were offered to the patients at home.
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4.2.4.1 Meals—on-wheels for patients in the community

The respondents were asked whether social services like meals on wheels were
offered to the patients in the community or not. The results are reflected in Table
418

Table 4.18: Meals on wheels

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

Results in Table 4.18 show that ‘ali-respondents stated that no such services for

patients existed in the community.

4.2.4.2 Home help for patients-at:home

The respondents were asked if there was any home help offered to the clients
and their families from social services. Table 4.19 reflects the results thereof.

Table 4.19: Home help

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

According to Table 4.19 no social services in the form of home help were
available to the patients and their families. The patients were dependent mainly
on their families.
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4.2.5 Employment services

Employment is one of the basic needs of any individual and yet finding a job
presents very real problems for the psychiatric patient. Prejudices and fantasies
of employers and other employees about the behaviours to be expected from an
ex-patient make it even more difficult (Meacher, (1979). Rehabilitation of these
patients is understood to include job training and job finding. Special
programmes which recognise the schizophrenic client’s special vulnerabilities are
helpful (Thornton, Seeman and Plummer, (1997).

4.2.5.1 Job centre for psychiatric patients
Respondents were asked if there 'was’ 4 job centre where psychiatric patients
could go to when seeking employment. The results on this question are shown in

Table 4.20 below.

Table 4.20: Job centre

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

The results in Table 4.20 reflect that there were no job centres for the patients in
the community.

4.2.5.2 Job clubs for the patients in the community

The respondents were asked whether any job clubs for psychiatric patients
existed in the community. Table 4.21 below reflects the results thereof.
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Table 4.21: Job club

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

From the table above it is shown that no job clubs for psychiatric patients existed
in their communities. Jobs are scarce enough for the ordinary person. To a

person who is either physically or mentally disabled the chances of getting a job
become even less.

Job centres or job clubs are of great lbenefit'to those patients who are ready to
prepare for work. A project Such-as-the lone run at the Fountain House in
Observatory in Cape Town helps prepare patients for work in, at least, three
fields, namely, clerical; catering dnd development {Culin, 2000).

4.2.6 Education

These patients some of whom have been hospitalised for a long time, may have
missed getting a basic education or may have left school early without
completing their classes. Going back to an ordinary school may not be the best
option for them but they may feel more comfortable in adult education classes.

4.2.6.1 Adult education classes for psychiatric patients
The respondents were also asked whether there were any adult education

classes for psychiatric patients in their communities. The results thereof are
shown in Table 4.22
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Table 4.22: Adult education classes

Response Frequency Percentage
Yes 2 17

No 10 83

Total 12 100

Table 4.22 reflects that the 83 percent of the respondents stated that there were
no adult education classes for psychiatric patients. The remainder, 17 percent,
stated that there were general adult education classes, but not specifically for
psychiatric patients. This therefore meant that they had the one option of
attending general adult classes since these classes catered for all the adult
population and were not catering for a sp&cific group.

4.2.7 Additional services

The study also investigated whether or not 6ther sérvices that were thought to be
beneficial in the rehabilitation of chronic psychiatric patients were available.

4.2.7.1 Recreation club for discharged psychiatric patients

The respondents were further asked if there were recreation clubs in the
community for psychiatric patients. The results are reflected in Table 4.23 below.

Table 4.23: Recreation club

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100
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According to Table 4.23 all the respondents stated that there were no recreation
clubs for psychiatric patients in their communities.

This means that there was no formal or organised form of recreation for these
patients in the community.

4.2.7.2 Business training club for psychiatric patients

Respondents were asked whether business clubs intended for the use

psychiatric patients were available. The results thereof are shown in Table 4.24
below.

Table 4.24: Business training club

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 400

The results in Table 4.24 show that all the respondents stated that there were no
business- training clubs for the patients in the community. Business training clubs
are useful in empowering patients with business skills so that they could start
their own businesses or find gainful employment.

4.2.7.3 Self-help groups for discharged patients
The respondents were also asked if there were any self-help groups in the

community that the patients could join and work with. Responses to this are
reflected in Table 4.25 below.
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Table 4.25: Self-help groups

Response Frequency Percentage
Yes 58

No 42

Total 12 100

According to Table 4.25 above 58 percent of the respondents indicated that there
were self-help groups in operation in their areas while the remaining 42 percent
did not have any. Self-help groups and support groups assist in maintaining
people in the community and reduce the rate of readmission to hospital, while the
sharing aspect of the group serves to enhance coping abilities (Pogenpoel, 1993;
Makhale & Uys, 1997).

4.3 UTILISATION OF AVAILABLE SERVICES

In this section of the studycthe!researcher! investigated whether the available
services were utilised or not.

4.3.1 Patients seen per appointment

The respondents were asked whether all the patients were seen per
appointment.

Table 4.26: Seen per appointment

Response Frequency Percentage
Yes 10 83

No 2 17

Total 12 100
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According to Table 4.26 above 83 percent of the respondents stated that all
patients were seen per appointment while 17 percent said not. This shows that
the majority of patients made an effort to keep their appointments. Appointments
help to remind the patient to go for check ups as well as enable the care giver to
keep track of her/his patients and to be able to easily pick up on those that
default on treatment.

4.3.2 ‘Drop in’ visits by patients

The respondents were asked if any of the patients dropped in without any making
appointments. The results are reflected in'Table 4.27 below.

Table 4.27: ‘Drop in’ visits

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

The results in the table above show that all the respondents stated that some
patients did come in outside the appointment times. This meant that they would
miss the visiting community psychiatric nurse on the appointed date or they had
concerns that required prompt attention and could therefore not wait for the next
appointment.

4.3.3 Treatment defaulters

The respondents were asked if any of the patients failed to turn up for treatment.
Table 4.28 reflects the results thereof.
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Table 4.28: Defaulters

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

The results in Table 4.28 show that all the respondents stated that there were
patients that sometimes did not turn up for their treatment. When out-patients fail
to show up for treatment it becomes necessary for the community nurse to follow
up on these patients either by visiting their homes or where possible send a
village health worker to check on the patients.

4.3.4 Patients accompanied by relatives
The respondents werte asked if-the patients came to the clinics accompanied by

their relatives. Table 4.29 reflects the results theresf.

Table 4.29: Accompany patients

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

According to Table 4.29 all the respondents stated that the patients came in

accompanied by relatives. The families do show their concern and support for

their own.
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The respondents were asked if the patients ever came alone to the clinic. The

results are reflected in Table 4.30 below.

Table 4.30: Ever come alone

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

The table above shows that all respondents said the patients did come alone
sometimes.

4.3.6 Voluntary visits by patients

The respondents were asked if the patients came to the clinics voluntarily. The
results are reflected in Table 4.31 below.

Table 4.31: Voluntary visits

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

The results in table 4.31 show that 100percent of the respondents stated that
patients did come voluntarily to the clinics. This would not necessarily be the
same if the patient had relapsed.
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4.3.7 Travelling costs between home and clinic

The respondents were also asked if the patients had to pay any fares in order to

get to the clinics where they collect their medication. The results thereof are
reflected in the table below.

Table 4.32: Travelling costs

Response Frequency Percentage
Yes 58

No 42

Total 12 100

Table 4.32 shows that 58 percent of the fespondents stated that their patients
had to pay fares to travel to their clinics while 42 percent stated that they did not

since they walked tothe tlinigs.

4.4 EVALUATION OF SERVICES

This section of the study deals with whether the needs of the patients are
adequately covered or not.

4.4.1 Adequate cover of patient needs

The respondents were asked if the services rendered at the clinics adequately

covered the needs of the patients. Table 4.33 hereunder reflects the results.
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Table 4.33: Client needs covered

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

lFs °Bhala
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The responses as shown in the table above reflect that all the respondents felt

that the needs of the clients were not adequately covered. Some gaps in the

community services available for psychiatric patients have been noted from the
previous sections and this was also endorsed through the above responses.

4.5 COMMUNICATION

The respondents were asked about their methods of communication both with

their clients and the referral hospitals. The responses are reflected in the five

tables below.

Table 4.34: Land phones

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

Table 4.35: Cellular phones

Response Frequency Percentage
Yes 17

No 75

Missing 8

Total 12 100
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Table 4.36: “Walkie-talkie”

Response Frequency Percentage
Yes 25

No 19

Total 12 100

Table 4.37: Written communication

Response Frequency Percentage
Yes 11 92

No 1 8

Total 12 100

Table 4.38: Word of mouth

Response Frequency Percentage
Yes 12 100

No 0 0

Total 12 100

According to Table 4.34 all the respondents stated that there were phones in
their clinics that they use to communicate with clients and the hospital.

The results in Table 4.35 show that 75 percent of the respondents did not use
their cellular phones to communicate with clients and the hospitals, only 17
percent of the respondents used their cellular phones, this they did only when the
clinic phones were not working. The remaining 8 percent did not comment.

Table 4.36 shows that only 25 percent of the respondents had “walkie-talkies” at
their clinics that they used to communicate with the hospitals, 75 percent did not

have any. Radio communication is a quick method of communication and is very
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useful when calling for the ambulance service, especially if the driver is out
driving somewhere.

According to Table 4.37 written communication was also made use of by almost
all the respondents, that is, 92 percent to send information to clients. This was
especially useful where clients did not have phones. The remaining 8 percent
stated that they did not communicate by writing.

Table 4.38 shows that all the respondents did use word of mouth to communicate
especially with their clients. They did this by sending messages through village
health workers or any other relevant persons.

4.6 STAFF SUPPORT

In this part of the questionnaire the respondents were asked whether they got
any support from their ‘'employers- and ‘supervisors in the form of extra
remuneration and emotional/psychological support for services rendered. This
referred to the special danger allowance and the services of a psychologist for
the staff.

These serve as a form motivation and also as means of looking after the welfare
of the care givers. The need for counselling and debriefing cannot be overlooked.

4.6.1 Extra remuneration
The respondents were asked if they received any form of extra remuneration

such as a danger allowance or a clinic allowance especially so for those in the
rural clinics.
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Table 4.39: Extra remuneration

Response Frequency Percentage
Yes 0 0

No 12 100

Total 12 100

According to table 4.39 all the respondents stated that they did not receive any
extra remuneration such as danger allowance or clinic allowance.

4.6.2 Emotional and/or psychological support for staff

The respondents were also asked iif théy felt there was some form of emotional

or psychological support for them-through-their supervisors or a psychologist.

Table 4.40: Emotionaljand{or. psy¢holodicalsuppoft

Response Frequency Percentage
Yes 2 17

No 10 83

Total 12 100

In the results reflected in Table 4.40 only 17 percent of the respondents felt that
they did receive emotional support from their supervisors through monthly
meetings. The rest, 83 percent, stated that they did not receive any support.

4.7 STAFF ATTITUDES

This section seeks to elicit the attitude of the clinic health workers towards caring
for the chronic psychiatric patients in the community and whether they felt that it
was good for chronic psychiatric patients who had been previously cared for in
institutions to be cared for in the community now.
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4.7.1 Staff attitudes on caring for the chronic psychiatric patients in the
community

The respondents were asked whether they felt positive about this move or not.

Table 4.41: Positive attitude toward care for psychiatric patients in the community

Response Frequency Percentage
Yes 9 75

No 3 25

Total 12 100

From the table above 75% 'of-the respondents felt positive about chronic
psychiatric patients being cared forin the community, 25% did not.

The majority of the respondents’felt that care/ for these patients among their own
families and the community was good for them and all that was needed for them
were improved and better services in the community. Those that felt negative
about this move stated that there was nothing for them to come back to but just
sitting around doing nothing but drinking and smoking. This could result in the
patients neglecting themselves and subsequent relapse and possible re-
admission to hospital.

4.8 Conclusion

In this chapter the results were presented and discussed. The information that
was sought was presented in frequencies and percentages.

Results, broadly, showed that community psychiatric and support services were
inadequate.

The next chapter deals with conclusions, recommendations and limitations.
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CHAPTER 5: CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS

5.1 Introduction

In this chapter the conclusions of the investigation, limitations of and

recommendations on community psychiatric services are presented.

5.2 Conclusions

5.2.1 Community psychiatric services

The results of the investigation showed that:

5.2.1.1

2. 1.2

2.2.1.3

5.2.1.4

The fallowing psychiatric' servicas weré fiot available at the clinics:
services of apgychiafrist, servicés’of a psychologist and services of
an occupational therapist.

Lack of human resources, especially that of specialists, was a
problem. This was bound to place a lot of strain on both service
providers and patients

Services that were available at some of the clinics were emergency
psychiatric services, services of resident community psychiatric
nurses, services of resident social workers, sheltered employment,
psychiatric medication and home visits.

None of the clinics had 24hour service, therefore even those clinics
that offered emergency psychiatric services only did that during
normal working hours on week days. Patients in need of urgent
care after hours had to go straight to the hospital.
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Community psychiatric services were not well developed and did not adequately
cover the patients’ needs.

Kaleb (1999) emphasizes the fact that in the reorganization of psychiatric service

there should be multidisciplinary teamwork, in which a social worker, nurse,
doctor and psychologist actively participate in the care of the patient. Mental
problems of patients caused by social, biological and psychological factors could
then be handled in a shorter time and with higher quality. He further adds that

other professionals such as physiotherapists and occupational therapists could

participate in the multidisciplinary team enabling a complete approach to the
needs of the patient.

5.2.2 General services including social services, accommodation and
employment services

5.2.2.1

5.2.2.1

The foIIowmg general services were not avallable at any of these
clinics: in- patlent beds for overmght stay, emergency or accident
units, dental clinic, halfway houses, meals on wheels, home help
from social services, job centers and job clubs, recreation clubs,
and business training clubs. The first three were only offered at
hospital level.

Lack of the above services can be attributed to the under
development of the rural areas of the Eastern Cape and, broadly, to
its poor socio-economic state.

The following services were available at community level though

not all the clinics offered them: minor ailments services, family
planning services and self help groups.
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All the primary health care clinics offered minor ailments and family planning
services. The community psychiatric unit in Fort Beaufort offered only psychiatric
services. All patients discharged from the hospital go through this unit and are

then referred to their local clinics for follow up care where they are seen once a

month by the visiting community psychiatric nurse from the community
psychiatric unit. This means that only this health worker is responsible for the
psychiatric follow-up care and assessment of these patients. The other general
nurses see to the physical problems of the patients.

5.2.3 Utilisation of services

5.2.31

5.2.3.2

Available services were fairly well used by clients. As a result most
patients were seen'per appointment but there were those that just
dropped in any day or time. Both patients and families made use of
services available to a large extent. However, there was also a
degreeof non-compliance in all the clinics. Some patients that did
not turn up at all for their monthly check ups and supply of
treatment. Non-compliance is one of the causes of relapse in
patients in the community setting.

Some of the patents had to travel long distances to get to the clinics
and as such traveling costs were implicated. This meant that if they
did not have fares at some point in time patients and their escorts
had to walk long distances to get to the treatment points. These
could be some of the reasons why patients failed to turn up for their
appointments.

In a study conducted by Solombela and Uys (1994) distance from the clinic was
found to be one of the factors influencing the relapse rate of patients treated in

the community.
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5.2.4 Evaluation of services

On evaluation, the services were found to be inadequate. Not all client

needs were covered. According to comments made by some of the

respondents, a one-stop centre where all services were offered was a

priority need. For example, a primary health clinic that included psychiatric

services, social welfare services, dental services, emergency services,

minor ailments, family planning services and others under one roof. This

would help avoid sending a patient from one clinic or service to another

situated elsewhere.

5.2.5 Communication

8.2.5.1

5.2.5.2

There was a fairly goed communication network between clinics and
the hospital. Land phones were available at all the clinics. Staff only
used their “own "celiular.’phones-'when" the~clinic phones were not
working.

Communication with clients was mainly by hand post or by word of
mouth sent through relevant persons. This is not a very reliable
method of communication.

5.2.6 Staff support

5.2.6.1

5.26.2

The majority of health workers felt that they did not get any emotional
or psychological support. Visits by their supervisors were scarce and
far apart.

None of them received any incentives, such as clinic or danger
allowance. It was felt that motivation for staff to work and remain in this
kind of service would be enhanced if they were to receive some sort of
incentive and psychological support. The clinics were, mainly situated
in the rural parts away from the comforts of urban areas.
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5.2.7 Staff attitudes towards care of patients in the community

5.2.71 It also was established that the majority of the health workers were
positive towards the move to keep these patients in the community.

9.2.7.2  Further comments showed that they thought that the living conditions .
of the patients and also the community health services needed to be
improved considerably for the patients to be successfully maintained in
the community. In a study conducted by Mzimela (2001, p157) it was
found that the attitude towards-deinstitutionalisation was almost 100%
positive because even the patients and their relatives agreed that, “the
patient's home is not.in the hospital: the hospital is a temporary home
for the management of 4¢iite episodes but not a permanent home”

5.3 Limitations

The major limitations of this study have been identified as follows:

5.3.1 The area covered in this study was small and mainly rural and is,
basically, in a poorly developed and low economic region. Findings of this

study, therefore, cannot be very well generalised to other well-developed
regions.

5.3.2 Inaccessibility or scarcity of relevant instruments suitable for the study and
previous research reports on similar topics.

5.4 Recommendations

On the basis of the above findings several recommendations are made:
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5.4.1 Recommendations on lack of human resources

5411

5.4.1.2

Relevant personnel to overcome shortage of both nurses and
doctors.  More funding should be made available by the
government to run a more comprehensive service for patients in
the community. This, though, does not mean that every clinic
should have all the members of the multidisciplinary team but that
they could be shared between the clinics as visiting specialists

General nurses ‘and 'doctors’ working in the primary health care
clinics should also be given |training in psychiatry, through in-
service training, sonas'to help overcome the burden of the
shortage in this speciality at community level. This could also
prove to be cost effective’in the long run.

Freeman (1990) advocates’ that psychiatric' community services would benefit

from shifting some responsibility for mental health to general nurses, since this

would provide greater availability of care, increase the range of services that

could be provided and improve the overall quality of care. He further states that

freeing the community psychiatric nurse for other important tasks would benefit

the service. Such tasks would be providing continuing education and support to

the clinic nurses, manage problem patients, follow up non-attenders and be

involved in other community mental health activities such as prevention and

promotion
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5.4.2 Recommendation on lack of support services in the community

The following are the recommendations made:

54.2.1

5422

54.23

5424

5425

Special programmes that recognise the schizophrenic client’'s
special vulnerabilities would be helpful.

Non-governmental organizations can be involved in the after-care
of the patients. These-organizations can help with occupational
therapy, job training and job finding, shelter and support services.
Unused hospital units can be made use of by turning them into day
care centres for use by:ithose patients who have homes,
occupational therapy centres and also can serve as interim or
halfway_iiouses. This allows for supervised transition from hospital
to community.care.

A one-stop center that offers all the necessary services for these
patients and their caregivers is also recommended. The clients
would then be able to get most, if not all, of the relevant services
under one roof. For example, if the patient has been referred to the
social worker or physician, both services must be available within
the same center in order to enhance continuity and accessibility of
the service.

Establishment and use of support or self-help groups for both

patients and families is another area that needs to be encouraged.
In these groups the clients could share their experiences and

problems related to mental illness, learn coping strategies in a

supportive environment and also support one another. The
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community psychiatric nurse would act as the facilitator for these
groups.

5.4.3 Recommendations on accessibility of services
The following are the recommendations made:

5.4.3.1 To help meet the patients halfway, regular mobile clinics as well as
good roads should be made available. Thus traveling into the far
rural areas would be easy especially on the vehicles used to take
services closer to the people.

5.4.3.2 Distances from home|t6 clinic for some patients are long and as
such traveling costs are involved. Mobile clinics should visit those
living far from the clinics

5.4.3.3 24hour emergehcy seNices aré.aléo recommended. Some of the
problems are acute and require immediate attention, so help should
be accessible and within reach. In addition, from the lessons learnt
from deinstitutionalisation, Stein, Allwood & Emsley (1999) suggest
that a highly structured 24-hour service is necessary for the
effective treatment of some for these patients.

5.4.3.4 Emergency psychiatric drugs and protocols for use should be made
available, too.

5.4.4 Recommendations on staff motivation

The working conditions in rural settings are different from those in an urban set

up and not many people show interest in working away from cities and in
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isolation. It therefore becomes important that those who have to work under

those conditions be given adequate support and incentives.

The following recommendations were made:

5.4.4.1

5.4.4.2

5.4.43

5.4.4.4

Incentives, in kind or financial, can be used to motivate staff. These

would be useful in helping to reduce or prevent burnout.

Living out in a clinic in the rural area, away from one’s family where
some of the city comforts are-non-existent can be de-motivating. A
clinic allowance, for instance, can attract staff to commit to serve in
these places.

Skills development and empowerment for staff is also another
powerful motivating instrument. For example, primary health care
nurses and doctors can be given sufficient orientation or training
that will enable them to provide mental health care at primary level
with efficiency.

According to Freeman (1990), it is apparent that many general
nurses throughout the world are reluctant to take on the mental
health function. There is fear of violence from the mentally
disturbed patients. However, when the nurses are empowered
through training and experience they feel confident of their skill and
are more sympathetic to mental health issues and patients than
before.
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5.4.5 Recommendations for policy makers

The following recommendations were made:

5.4.5.1

5.45.2

5.4.5.3

5454

Inclusion of service users in the policy making process. This would
serve to empower them.

People with mental illness are rarely if ever involved in policy-
making processes, though these processes impact on them and
their quality of life at the end of the day (Tarlton, 1997). The
Department of |Health ' 'should develop links and formalize
partnerships with service users so as to make sure that services
developed respond wellito:their needs.

Promotion of improved“mental health services by service providers,
especially NGOs

Improved information systems can play an important role in
creating equity within mental health care system. Provincial and
national information systems must be expanded to ensure that
mental health information needs are addressed (Dartnall et al.,
1999).

5.5 Conclusion

Findings in the foregoing study have shown that the current community services

for discharged psychiatric patients are definitely inadequate. Problems

encountered included shortage of human resources, lack of community support

services needed for maintaining the psychiatric patients in the community, and

even those that were available were fragmented. There was, also, lack of support

and motivation for staff. In spite of all those problems, there was a positive
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response towards deinstitutionalisation among the staff, especially so if the
existing conditions of services were to be improved.

Recommendations made include the establishment of one-stop centers and
multidisciplinary teams for comprehensive care of patients in the community. This
would be especially convenient for the psychiatric patient who, because of his
nature of illness, may not always be able to travel alone to different services at
different locations. Motivation and support for staff working under these
conditions, some at remotely placed clinics, is essential. Intensive orientation or
training, in psychiatric care, of general nurses and doctors working in the primary
health care clinics should be done in order to bridge the gap in the delivery of
community psychiatric services. NGOs should also be involved in providing
community support services such ‘'as| occupational therapy, sheltered
employment and accommodation. This wouid help improve the life of psychiatric
patients in the community and their famifies.
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APPENDIX A
QUESTIONNAIRE

Indicate your response by marking with an Xin the appropriate Space

SECTION 1: AVAILABLE COMMUNITY SERVICES:
Psychiatric Services.

1 Emergency clinic? yes no

2, Psychiatrist? yes no
3. Psychologist? yes no
4. Comm. Psychiatric nyrse yes no
5. Social Worker? yes no
B. Occupationg therapist? yes no
r Sheltereq employmenrt? yes no
8. Medication? yes no
9. Health Education yes no
10. Home visits yes no
COMMENTS:

Genera| Health Services,

11. Minor Ailments? yes no
12. In-patient bed? yes no
13. Emergency/accident unit? yes no
14. Dentg Services? yes no
18. Family Planning Services? yes no
COMMENTS.



Accommbdation.
16. Own

17, Family homes?
18. Halfway houses?
COMMENTS:

Social Services,

19. Meals on Wheels?
20. Home help?
COMMENTS:

Employment Services:
21. Job centre?

22. Job clyb?
COMMENTS:

Education:
23. Adult Education Classes
COMMENTS:

Additionaj Services.

24. Recreation club

25. Business training cjyp
26. Self- help groups
COMMENTS:

yes
yes
yes

yes
yes

yes
yes

yes

yes
yes
yes

no
no
no

no
no

no
no

no

no
no
no



SECTION 2
UTILISATION OF AVAILABLE SERVICES.
Patients

27. Seen per appointment yes

28. 'Drop in'’ visits yes

29. Any defaulters yes
Family

30. Accompany patients yes

31. Ever come alone yes

32. Voluntary visits yes

Accessibility of services to users

33. Hours of service (time) from
34. Distance (approximate) from
35, Travelling costs yes

COMMENT?;

SECTION 3

EVALUATION SERVICES

36. Do services Cover client needs wel|? Yes

no
no
no

no
no
no

to
to
(farthest area served)
no

no

37. If not, what other services do you think should be included?.......

COMM UNICATION
38. Phone yes

no



39. Cellular phones

40. “Walkie-talkje”

41. Written Communication
42. Word of mouth
COMMENTS:

SECTION 5

STAFF SUPPORT

43. Financially, extra remuneration
Such as danger allowance

yes
yes
yes
yes

yes

44. Emotional and/or Psychological Support” - yes

COMMENTS:

SECTION 6

STAFF ATTITUDES

community?
COMMENTS:

Thank you for your co-operation|)|

no
no
no
no

no

no





