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Introduction: The quality of life for mental health care users in 

public sector psychiatric facilities remains a significantly under -

researched area in South Africa. These facilities, while providing 

essential care, often present challenges such as prolonged 

institutionalization, limited psychosocial engagement, and 

restricted contact with family. Understanding the lived experiences 

of mental health care user s is essential to inform holistic, client -

centered interventions that support mental health recovery and 

community reintegration. 

Methods: An explorat ory qualitative design was employed, using 

semi-structured interviews to collect data from twelve purposively 

selected participants. Participants aged 30 to 60 years, with lengths 

of stay s ranging from eight months to 12 years were selected. 

Thematic analysis was used to analyze data.   
Findings:  The main themes to emerge included “Home is where the 

heart is” “Appraising treatment and care” the “Challenges of being a 

MHCU” and the “Positive experiences of the MHCUs” . The 

subthemes related to longing for home and family connection, 

coping through spiritual practices and solitude, and the therapeutic 

value of occupational therapy. While some participants appreciated 

the structure and support provided by the facility, others reported 

emotional distress related to rigid routines, poor environmental 

conditions and limited autonomy. 

Conclusion : Occupational therapy can play a critical role in 

promoting emotional well -being, facilitating skill s development, 
and advocating for environmental improvements  in psychiatric 

settings. Utilizing psychosocial interventions and family 

reintegration strategies may enhance the quality of life for MHCUs 

in public psychiatric care.  

 

Implications for Practice  

• Occupational therapists can enhance the emotional well-being 

of mental healthcare users through engagement in meaningful 

activities, life skills training, and structured daily routines. 

• Improving the infrastructure of state psychiatric facilities in 

terms of infrastructure, privacy, nutrition, and clothing provided 

is critical for safeguarding dignity and supporting recovery. 

• Strengthening family contact and community reintegration 
efforts can reduce isolation and promote continuity of care. 

• Expanding vocational programmes can prepare service users for 

independence and future work opportunities. 

• Addressing violence and ensuring safer therapeutic 

environments requires staff training in de-escalation techniques 
and consistent monitoring of aggressive, psychotic and 

vulnerable individuals. 

• Occupational therapists, as part of the multidisciplinary team, 
should advocate for systemic improvements that promote 

client-centred care and improved quality of life for mental 

healthcare users in chronic state psychiatric facilities. 
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INTRODUCTION 
According to the World Health Organization (WHO), one in every eight 

of 970 million people worldwide lives with a mental health disorder, 
with anxiety and depressive disorders being the most prominent 1. It is 

therefore imperative to study the lived experiences and quality of life 

(QoL) of mental health care users (MHCUs) in chronic psychiatric 
facilities within the public sector. This study aimed to explore the lived 

experiences and QoL of MHCUs in chronic public psychiatric facilities in 

KwaZulu -Natal (KZN) , South Africa. Specifically, it sought to understand 

how various factors influence d the QoL  of in-patients, both positively 

and negatively, within these institutional settings. Moreover, this study 
aspired to contribute meaningfully to the existing body of knowledge 

on mental health, offering localized findings that address the unique 

circumstances of mental healthcare users in public psychiatric facilities 

within the KZN region  of South Africa. KwaZulu -Natal has the highest 

number of beds available for psychiatric patients in public hospitals in 

South Africa, where 3028 beds are available2. Psychiatric services are 

typically offered in acute and chronic state and private psychiatric 

facilities. Acute psychiatric facilities provide short -term stays, ranging 

from 20 to 45 days, depending on the country and demand for services3. 

According to the literature, the average length of stay in South African 

psychiatric facilities is approximately 220 days4. Intervention in acute 

psychiatric facilities is focused on intensive treatment for severe mental 

health crises like acute psychotic or manic sympt oms and suicidal 

feelings or attempts. These facilities emphasize stabilization and safety5. 

Chronic psychiatric facilities support individuals with long-term mental 

health needs. These facilities may include residential programmes as 
well as outpatient programmes for ongoing care and support. Unlike 

acute care, chronic care is focused on managin g long -term symptoms, 

mitigating emergencies and improving overall functioning. According to 

Joe Phaala, Health Minister in 2023, there were 44 public hospitals with 

psychiatric in-patient units in South Africa, with a total of 14004 beds2. 

Moreover, there were 24 designated psychiatric hospitals with 10963 

beds for mental health patients in South Africa2. 

     There is limited literature available about the perspectives of mental 

healthcare users globally, including South Africa. Occupational 

therapists who advocate for their clients and assist them in living 

functional and independent lives find this gap concerning. This dearth 
of literature contributes to the limited understanding of the lived 

experiences and the QoL of MHCUs in chronic state psychiatric facilities. 

Addressing this research problem is crucial for enhancing the holistic 

care provided to mental h ealthcare users. This research study could 

assist healthcare providers, policymakers, organizations, and 

communities in developing more tailored interventions that encompass 

clinical care, emotional well -being, social interactions, and a safe, 

enabling environment, thereby promoting a good QoL for MHCUs. 
 

LITERATURE REVIEW  
This literature review aims to critically examine the existing body of 
knowledge on the lived experiences and QoL of MHCUs, illuminating 

the challenges, successes, and complex realities faced by individuals in 

public psychiatric settings. Exploring the lived experiences and QoL of 

MHCUs emphasizes the subjective and multifaceted nature of mental 

health, recognising that well -being extends beyond symptom 
management to include broader aspects of an individual's life. Despite 

the global recognition of the significance of mental health, existing 

literature reveals critical gaps and limitat ions, particularly concerning 

the subjective dimensions of mental health and QoL of MHCUs in long-

term care settings. Most existing research predominantly addresses the 
acute stages of mental health conditions, neglecting the chronic phases 

experienced by long -term residents in psychiatric facilities 1. 

Furthermore, these studies are often geographically skewed toward the 
global north, with the majority of QoL research conducted in high -

income regions such as North America and Western Europe. This creates 

a gap in the knowledge from under -represented regions like Sub -

Saharan Africa. Limited research has been conducted in South Africa, 

particularly in KwaZulu -Natal, where contextual factors may negatively 

influence MHCUs’ experiences.  

     There is a dearth of literature on how long -term institutionalization 

affects MHCUs’ self-perceptions, autonomy, and daily functioning. Tragic 

incidents, such as that which occurred at Life Esidimeni, in which 144 

MHCUs died following their transfer from l icensed care facilities to 

unlicensed and ill -equipped organizations as part of cost-containment, 

exposed critical systemic failures in the mental healthcare system6. This 

incident underscores the urgent need for evidence-based research that 

addresses these gaps, exposes systemic failures, and highlights the 

urgent need for research and measures that address these gaps to 

prevent future occurrences. 
 

Quality of Life measurement tools   

WHO defines QoL as “an individual's perception of their position in life 

in the context of the culture and value systems in which they live , and 

about their goals, expectations, standards, and concerns” 7(11). WHO 

conceptualizes QoL into five domains, namely physical health, 

psychological health, social relationships, environment, and general 

health. There are different QoL assessment tools, including the three 

versions from WHO, namely WHOQOL -BREF, WHOQOL -1007, and the 

WHODAS.  

     The existing QoL assessments, including those designed by WHO, 

often do not capture the full spectrum of lived experiences, particularly 

in the under-researched global south regions, where cultural and social 

factors play a significant role 8. Previous research highlights that long -

term healthcare quality directly correlates with service users' autonomy 
and lived experiences 8. Yet, studies specifically focused on the QoL of 

MHCUs in these settings are few, especially concerning chronic 

psychiatric public fac ilities in South Africa. One study conducted in 

Gauteng by Mapatwana 9 with outpatients regarding their QoL was 

predicted by the residual psychiatric symptomology . Another study in 

Ghana looked at the QoL of caregivers and the challenges they faced 

when taking care of people with  mental illnesses 10. The f indings 

confirmed that the caregivers experienced significant psychological, 

social and financial burdens10.  
 

Barriers in public sector, chronic psychiatric facilities in South Africa   

De Wet and Pretorius 11 found that the barriers within state psychiatric 

hospitals in the Western Cape significantly affected the QoL of MHCUs. 
These barriers included poor  environmental conditions, limited family 

contact, inadequate mental health services, stigma, and negative 

attitudes from both service providers and users 11.  A key issue that 

emerged was the need for prolonged hospitalization due to 

homelessness., Individuals with severe mental illness es faced a much 

higher risk of homelessness compared to the general population 11. In 

another study the rise of homelessness among MHCUs  was confirmed, 

which supported the aforementioned findings12. Homelessness 

exacerbates mental health conditions by limiting access to consistent 

care, stable medication routines, good nutrition and safe environments, 

all factors which are critical to recovery and well-being12.  Although some 

community and social work services exist in South Africa, there is a lack 

of transitional housing and coordinated discharge planning  for mental 

healthcare users . This highlights the urgent need for more 
governmental support, housing resources, and intersectoral 

collaboration to break the cycle of homelessness and improve the long-

term recovery for MHCUs. 

     In another South African study focusing on staff perceptions in public 

psychiatric hospitals, the nursing staff noted a lack of autonomy among 

MHCUs, coupled with feelings of hopelessness 13. Addressing the 

limitations in the current literature through this study will contribute to 

a deeper understanding of the factors influencing the well -being of 
MHCUs in chronic psychiatric facilities in a South African context. 

Understanding these experienc es is crucial for developing 
compassionate, effective, and person -centered mental healthcare 

interventions. This research will also provide a foundation for future 

research and policy development aimed at enhancing the lived 



 
 

experiences and QoL for individuals with severe and chronic mental 

illnesses. 
 

Research Aim   

This research study aim ed to provide MHCUs with a voice through 
which their lived experiences and QoL within chronic state psychiatric 

facilities in KZN were explored. Furthermore, the aim was to identify and 

explore the positive and negative contributing factors that affect the 

quality of life of  MHCUs. This study intends to contribute to existing 

findings concerning the QoL of MHCUs in chronic state psychiatric 

facilities in the KZN region of South Africa. 
 

METHODS 
Study design   

This research study employed an explorat ory qualitative design. It 

involved collecting and analysing data to gain insights into the 

underlying characteristics, meanings, and experiences associated with 
the phenomenon of interest14.  
 

Research context  

This study was conducted within the context of two specialized 

psychiatric facilities in KZN, South Africa. One was a tertiary psychiatric 

facility, which was established in the 1880s as an asylum for individuals 

with mental illness in the uMgungundlovu District. The  second facility 

was situated within the eThekwini District and provided services to 

chronic psychiatric clients. Only two institutions were sampled in KZN 

due to time constraints and the overall scope of the study, which was an 

honours level study. Other institutions in the province house forensic 

clients, which was not the focus of this study. Including forensic clients 

may have skewed the findings and introduced a different clinical context 
with divergent findings. 
 

Sampling   

Participants were selected using maximum variation purposive 

sampling to ensure a diverse representation of individuals with varying 

lengths of stay, diagnoses, and demographic characteristics. The 

inclusion criteria were: 

• Participants must have resided in chronic state psychiatric 
facilities in KwaZulu-Natal for a minimum of six months. 

• Participants must be adults, aged 18 years and older. 

• Participants must have a confirmed diagnosis of a mental health 

condition. 

• Participants should be willing to participate and be able to 
provide informed consent , affirming psychiatric patients' 

autonomy and ethical rights. 

• Participants must be able to communicate in isiZulu or English. 

Exclusion criteria included individuals who were actively psychotic or 

unable to participate due to cognitive impairments. 
 

Data collection   

Data w ere collected through face -to-face semi -structured interviews 

conducted in private counselling rooms within the psychiatric facilities. 

The individual interviews allowed the researchers the advantage of 
following up on verbal and non-verbal responses15. In one facility, three 

researchers each conducted interviews with two participants, and in the 

second facility, two researchers each interviewed three participants. 

Observational notes from both sites were also used to enrich and 

support the data analysis  process. One of the disadvantages of semi -

structured interviews is that there could be limited probing due to a 

language barrier15, however this was not a limitation in this study. Three 

of the researchers’ mother tongue language was isiZulu, which allowed 

the interviews to be conducted in isiZulu. The researchers were able to 

counter this by utilizing a semi-structured interview guide that included 

probes translated into both English and isiZulu.  To ensure consistency 

and depth across interviews, all interviewers followed the same semi -

structured interview guide, received training on probing techniques, and 

conducted regular check -ins to align the approach and quality of 

engagement. Before the interviews, the participants’ mental status and 

competence to provide informed consent were assessed using the Mini-

Mental State Examination (MMSE). Once informed consent was 

obtained, participants completed a demographic questionnaire to 

gather relevant background information, including age, gender, race, 

diagnosis, and length of stay at the facility. The interviews were guided 

by an interview protocol that included open-ended questions to explore 

participants' experiences, feelings, and perspectives on their QoL, lived 

experiences, and treatments. Probing questions were used to delve 

deeper into specific topics raised by participants. The interviews lasted 

between 45 minutes and an hour and were audio -recorded on mobile 

phones, with the participants' informed consent. 
 

Data analysis  

The research was guided by an inductive approach, allowing themes to 

emerge from the data. Thematic analysis was employed to analyze the 

data by following a six-step process16. The analysis began with data 

familiarization, where audio -recorded interviews were transcribed 

verbatim, using a transcription tool, TurboScribe ™, for the English 

speakers. The audio recordings for isiZulu speakers were transcribed 

manually. The researchers engaged deeply with the transcripts through 

repeated readings and listening to audio recordings. Open coding was 

then used to extract significant phrases, ideas, and patterns from the 

data, leading to the generation of initial codes based on the participants' 

experiences16. These codes were subsequently organized into broader 

categories, which were refined into themes and subthemes that 

captured the essence of the participants' lived experiences. The themes 

were reviewed for accuracy and completeness by revisiting the 
transcripts, ensuring that all nuances were captured. Each theme and 

subtheme was consolidated and illustrated with participant quotes, 

creating a narrative that linked the findings to the research questions. 

The research supervisor validated the process, ensuring that the analysis 

was robust and aligned with the research objectives. 
 

Pilot study  

Pilot studies were conducted at both facilities with one participant from 
each facility. The participants were chosen at random after the 

occupational therapists  employed at the facility had provided the 

researchers with six to seven participants who met the inclusion criteria. 

This was done before data collection to evaluate the clarity, usability, 

and effectiveness of the semi -structured interview  schedule and 
demographic questionnaire. The pilot study revealed that the initial 

answers were superficial, p rompting the addition of more probing 

questions to elicit detailed responses from participants. For example, the 

original question, "How has being institutionalized affected your daily 

life?" was revised to "How has living in this hospital affected your daily 

life, both positively and negatively?" This allowed participants to explore 

their feelings in greater depth and provided richer data for analysis. 
 

Trustworthiness of data  

Data were stored securely on Google Drive and Microsoft Teams, which 
were password-encrypted and accessible only to the research team. The 

original audio recordings made on mobile phones were deleted after 

being transcribed and moved to the secured Google Drive and Microsoft 

Teams to maintain confidentiality 17. To ensure credibility, the 

researchers focused on capturing and representing the participants' 

experiences accurately. The researchers employed researcher -analyst 

triangulation, where the team of researchers from each facility reviewed 

and interpreted the data separately. This allowed different perspectives 

to be captured and minimized individual biases. Additionally, member 

checking was done by the researchers after generating preliminary 

themes and subthemes. This allowed the researchers to confirm that the 

interpretations they made aligned with the participants’ perspectives, 

strengthening the authenticity of the findings. The thick descriptions of 

the research context enhanced the transferability of the findings, 

allowing other researchers to assess the applicability of the findings to 

similar psychiatric settings. These strategies helped ensure that the 

findings accurately reflected the reality of the participants, in line with  



 
 

 

 

 

recommendations by Shenton 18. To ensure dependability, researchers 

kept an audit trail throughout the research process and documented 

their decisions in their researchers’ diaries. To ensure confirmability, they 

employed the above-mentioned strategies to minimize their biases and 

ensured that the findings were grounded in the data. This ensured that 

the findings were shaped by the participants’ experiences , rather than 

the researchers’ perspectives and aligned with Shenton’s guidelines for 

confirmability18. 
 

Research Procedure   

The researchers applied for gatekeeper permission to access the 

participants from the Department of Health through the National Health 

Research Database. Application for ethics was done through the 

Biomedical Research Ethics Committee at the University of KwaZulu -

Natal. The researchers sent letters to the two hospitals requesting 

gatekeeper permission to conduct the research at their facilities and to 

access the clients for the study. After receiving ethical clearance and 

gatekeeper permission, the study commenced at the two facilities. 

     At each facility, a pilot study was done with one participant chosen at 

random from those that met the criteria. The pilot study led to some 

changes in the interview questions, and more probes were added. 

Occupational therapists at the two psychiatric facilities assisted i n 

purposive sampling by identifying MHCUs who met the inclusion 

criteria. To account for racial and linguistic diversity, purposive racial 
sampling was applied during selection, and referral by occupational 

therapists ensured demographic variety across participants. 

     A total of 12 MHCUs volunteered and participated in the study. Upon 

first meeting with participants, the researchers administered the MMSE 

to ensure cognitive capacity for informed consent. The MMSE was 

conducted by the researchers themselves. Following this, the consent 

form was read aloud to each participant to ensure comprehension, after 

which participants signed the form. This process was followed by the  

 

Table I: Demographic information of participants  (n=12) 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

completion of a demographic questionnaire and then the semi -

structured interview was conducted. Interviews were conducted over 

two consecutive days across the two institutions. Five trained 

interviewers were involved in the process, and to facilitate linguistic and 

cultural responsiveness, at least one isiZulu-speaking interviewer was 

assigned to each site.  Audio-recorded interviews were transcribed 

verbatim and translated where necessary. The data were then subjected 

to thematic analysis. Findings were synthesized into a manuscript 

format and prepared for examination and publication. 
 

Ethical clearance   

Ethical approval was obtained from the Biomedical Research Ethics 

Committee at the University of   

KwaZulu -Natal (Protocol reference number: BREC/00006787/2024). 

Gatekeepers’ permission was obtained from the National Health 

Research Database and the two facilities. Informed consent was secured 

from all participants before they participated in the study, and their 

ability to provide informed consent was determined through a Mini -

Mental State Examination (MMSE). Participants were informed of their 

right to withdraw from the study at any point without consequences. 

Confidentiality was maintained by anonymizing all data through 

pseudonyms. Only the research team have access to the raw data, which 

will be stored for 5 years, in compliance with the Protection of Personal 

Information Act (POPIA) of South Africa 17. Emotional support services 
from the occupational therapy departments at both facilities were 

arranged in advance and available to participants if they became 

distressed during data collection. 
 

FINDINGS  
The participants' demographic information is presented in Table I  

(below).  

 

 

 

 

 
 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

 

 
 

 
 



 
 

The study included 12 participants, with ages ranging from 30 to 60 

years. The sample comprised 9 males and 3 females, and represented a  

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

Figure 1: Thematic Map of the study 

 

With reference to Figure 1, the analysis of the participants' experiences 

revealed four key themes that encapsulated the perspectives of MHCUs 

on life within the psychiatric facilities. The first theme, Home is where 

the heart is, explored the participants' emotional ties to their home 

environments through two subthemes. Th e first theme reflected the 

deep emotional significance that participants attached to the idea of 

home not merely as a physical place, but as a source of identity, 

belonging, and emotional stability. This theme was explored through 

two subthemes. The first, Longing for Home , captured the participants' 

desires to return to their homes and reconnect with loved ones, 

emphasizing the emotional toll caused by institutionalization. The 

second subtheme, Lessons into the Self , reflected the personal 

reflections, lessons and insights gained during their time in care, often 

prompted by distance from home and community. Together, these 
subthemes highlight ed how the concept of "home" served both as a 

symbol of emotional yearning and a lens through which participants 

evaluated their past and envisioned their recovery. The second theme, 

Appraising treatment and care , assessed the quality of support 

received. There were two subthemes named as Pillars of Care , which 

emphasized the essential support systems, and Occupational Therapy 

Adds Life to Days, reflected the positive impact of occupational therapy 

on the participants’ daily lives. The third theme, Challenges of being a 

MHCU, addressed the difficulties encountered within the facilities. These 

were organized into two subthemes, named as Critique of Facility 

Conditions, and Negative Experiences. Finally, the fourth theme Positive 

experiences of the MHCUs captured the  uplifting aspects of the  

participants’ inpatient journeys. The subthemes were named as Peace 

and Tranquility and Horizons of Hope , highlighting the bonds formed 

and optimism for the future. Together, these themes and subthemes 

provided a holistic understanding of the MHCUs' lived experiences 

within the chronic state psychiatric institutions in KZN.  
 

THEME  1: Home is where the heart is. 

This theme, called "Home is where the heart is, " had two subthemes: 

Longing for Home  and Lessons into the Self. 
 

Subtheme 1: Longing for Home   

Participants expressed their feelings regarding longing for their homes 

whilst they were institutionalized. They expressed gratitude for their 

families.  
"I am not happy because I want to go home. I do not want to go for a 

visit. I want to 
 get out once and for all." (Philani)  

 

 

variety of racial groups. Participants had been admitted to the facility for 

durations ranging from 8 months to 12 years.  

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

“I like working in this place, but at home, I want to be back to my old 

self… free, 

 doing things that everybody does, going to the mall, shopping, things 

like that.”  (Lennox)  

 

"I realized how close my family is to me. I saw how close God is to 

me…  even when  

 facing challenges and I’m thankful that even when my family was 

close to me,  

they didn’t abandon me." (Mbali)  

 

Subtheme 2: Lessons into the self  

Participants explored insights they had made about themselves. The 

narratives to emerge from this subtheme were related to stigma, regrets, 

and disappointment. Many participants viewed their past decisions with 
regret.  
 

“So, when you think of those days, you think of what you could have 

done to make it different …you have regrets. I wish I was more 

educated... to be more serious because I was working at a young 
age.” (Lennox)  

 

 “Incomplete career. ..mm-hmm...broken relationships, mm-hmm…bad 

fatherhood. I had an 

 accident with my car.” (David)  

 

 “I'm not happy with my achievements… maybe by this time I should 

have had 
 my own car, my own house ... it stopped me to achieve my career. Like 

the things that I want to do in life, 

 I couldn't do it again because of my diagnosis." (Isaac)  

 

THEME  2: Appraising treatment and care   
Appraising treatment and care had two subthemes that emerged, 

named as Pillars of care and Occupational therapy adds life to days.  
 

Subtheme 1: Pillars of Care  

Participants shared mixed feelings about the medications they received. 

For some, the medication s provided a sense of calm and control over 

their mental health, but it also came with side effects that impacted their 

daily functioning.  
 

“Medication is good. I don’t deny medication.”  (Gary 
 



 
 

The side effects of medication, such as drowsiness and slurred speech, 

were frequently mentioned. Despite these challenges, participants 

generally acknowledged the necessity of medication. 
 

"It does make me a bit drowsy...I'm battling with the slurred speech 
and the increased 

 saliva that it produces due to the high dosage." (Zandile)  
 

Participants spoke of the friendships they had developed with other 

patients and staff, which provided a sense of support and connection. 

These friendships and bonds provided emotional support, which was 

critical in helping participants navigate the challe nges of living in a 

psychiatric facility.  
 

"I have also made friends with some girl named, “X”. She’s very 

outspoken… we get  

 along so well. I share a lot of things with her, and we talk about 
everything. She also 

 has kids, and I have kids, so we give each other advice on what to do 

and what to fix." (Mbali)  
 

“When I first came there was an Indian guy, he took me under his wing, 

and he 

 looked after me when I had nothing.”  (Lennox)  
 

Subtheme 2: Occupational Therapy adds life to days   

Occupational therapy emerged as a significant positive aspect of the 
participants' lives within the facilities. Participants appreciated 

occupational therapy for helping them cope with their mental health 

conditions.  
 

"I have learned a lot in occupational therapy, like learning how to 

make things…  

like crocheting." (Mbali)  
 

Others mentioned that occupational therapy  activities helped them 

rediscover their skills and interests from before they were admitted to 

the facilit ies. This highlighted the occupational therapist’s  role in 

rehabilitation, which provided the participants with a sense of purpose 
and productivity.  
 

“OT is interesting …it's so therapeutic. I love crafts. They showed you 

what to do with flowers and cones and sprayed it with spray paints…  
just aerosol spray. It could be used for decoration, for table decor for 

parties or just home decor as well.” (Zandile)  
 

THEME  3: Challenges of being a MHCU   

The overarching theme of challenges faced by MHCUs in psychiatric 

facilities was pervasive. Sentiments from the participants illustrated the 

complex interplay between poorly maintained facilities, environmental 

inadequacies and emotional trauma. The participants’ lived experiences 
provided critical insights into their daily struggles, revealing two 

subthemes: Critique of facility conditions and Negative experiences.  
 

Subtheme 1: Critique of facility conditions  

The poor physical conditions within the psychiatric facilities emerged as 

a recurring concern among the MHCUs, underscoring a lack of attention 

to basic infrastructural  needs. One of the most significant issues 

highlighted by the participants was the poor state of the toilets and 

showers. Several toilets were reportedly broken, leaving the MHCUs 

without access to sanitary facilities, exacerbating their discomfort and 

frustration. This was vividly captured in Zandile’s narrative:  

“Some of the toilets are broken and can’t be flushed.” (Zandile)  

Such infrastructural conditions were not limited to broken toilets but 

extended to the overcrowding of basic amenities. Participants described 

situations where they were forced to wait long periods to access 
showers, a situation that compounded their feeli ngs of frustration. 

Participants expressed frustration, particularly when bigger built 

individuals would cut into the line to have a shower: 

“There are two showers. You have to wait in line. When we go, they 

know it's our turn but the big guys come in afterwards... You can't say 

nothing!” (Vijay)  
 

The inadequacies of the facility were not just about broken amenities , 
but also related to the inadequate infrastructure and clothing provided 

by the facilities. The issue of the inadequate temperature regulation was 

raised by several participants, as they endured cold winters without 

proper heating, leading to physical discomfort and emotional strain. 

Nandi stated:  
 

"It’s cold. If they could have a heater... they're supposed to put air-cons... 

there's none here.”  (Nandi)  
 

These poor living conditions created an environment that was not only 

physically challenging , but also psychologically distressing. Moreover, 

the wards were overcrowded, with participants describing how beds 
were placed in close proximity to each other, offering no privacy or 

personal space.  
 

“It's choked. It's like one bed is there and the next one is there 

…a small space... it's too close.” (David)  
 

Despite the overwhelming challenges, participants identified several 

areas where improvements would significantly enhance their QoL 

within the facilities. The suggestions reflected their awareness of the 

structural deficiencies and their desire for improved living conditions. 
 

Meals at the institutions  

One of the most important areas for improvement was related to the 

food provided. Participants expressed dissatisfaction with the lack of 

variety in meals, noting that they had been served the same menu for 

years.  
 

“Change the food we get because you know we eating the same 

menu from 2019.” (Gary) 
 

The lack of nutrition and variety in meals contributed to a sense of 

monotony and institutionalization, further diminishing the morale of the 
MHCUs.  
 

Clothing issued at the hospitals  

Participants called for seasonally appropriate clothing, particularly in 
response to the cold weather. MHCU’s noted that the issued clothing 

was inadequate during inclement weather, and they needed jackets.  
 

“Pyjamas are fine, but they don't make jackets... they don't provide 

those.” (Levi)  
 

Provision for leisure activities  
Beyond the material improvements, participants suggested changes 

that could improve their overall well -being, such as allowing access to 

entertainment during rest periods.  
 

“Making people feel comfortable... by allowing us to watch TV during 

the 

rest period.” (Vijay)  
 

Privacy  

Participants also called for more dignified treatment and better 

organization of living spaces. One key suggestion was the removal of 

invasive surveillance cameras from inside their rooms, as th e constant 

monitoring contributed to a loss of privacy and autonomy.  
 

 “Take the cameras out of the rooms... Put the cameras on the outside 

so 
they can see everything.” (Gary) 

 



 
 

The suggestions for improvement were not unreasonable and could 

provide the MHCUs with a greater sense of dignity, comfort, and well-

being in their daily lives. 
 

Subtheme 2: Negative experiences   
Beyond the physical conditions, MHCUs reported emotionally traumatic 

experiences, particularly related to violence and the atmosphere of fear 

that pervaded the facility. Violence among inpatients was a common 

occurrence, and participants recounted harrowing incidents of 

aggression and witnessing self -harm. One participant described 

witnessing a disturbing act of self-harm, painting a gruesome picture of 
the violence that was endemic within the facility.  
 

“He took the blade... and the blood was like blood clots on the 

floor.”  (Lennox)  
 

The presence of violence within the closed facilities not only created a 
constant state of tension but also reinforced feelings of hopelessness 

and despair among the MHCUs. The normalization of such events 

contributed to the deterioration of the participants’ mental health, as 

they were forced to witness or experience trauma on a regular basis.  

Zandile  captured the pervasive sense of fear and insecurity:  
 

“There’s still a lot of suffering and bad things happening here.” 

The violence led some participants to describe the facility as resembling 

a prison, where they felt trapped and dehumanized.  

“It’s been turned into a jail. That’s one thing I don’t like about this 

place.”  (Gary) 
 

Suicide was another tragic reality within these facilities.  

“You feel how odd people can be in this place… to take their own 

life.” (Lennox)  
 

Such incidents highlighted the severity of the emotional and 

psychological toll that living in these conditions had on the MHCUs. The 

exposure to violence and suicide further entrenched feelings of fear, 

despair, and helplessness, all feelings that were already prevalent in this 

vulnerable population. 
 

THEME  4: Positive experiences of the MHCUs   

Under this theme, two subthemes emerged, namely Peace and 

Tranquility and Horizons of Hope.  
 

Subtheme 1: Peace and Tranquility  

Zandile expressed her deep devotion to her faith and how it has always 

acted as her comforter. She highlighted the guidance and strength that 

she drew from her faith and reflected on the deep spiritual connection 

that brought her peace. Most participants affirmed their religious beliefs 

brought them a sense of pride, peace and comfort, and happiness 

amidst their struggles. Participants used spirituality as a coping 

mechanism, which afforded them a reprieve from their worries.   
 

“What makes me happy is our Father in Heaven, knowing that I'm 

wonderfully and fearfully 

 created in His image and in His likeness... and in His perfection, and 

not just me, 
 but all things bright and beautiful, all of God's creation. So, we just, it's 

a piece (or peace) of God that passes through all understanding, with 

God's spiritual wisdom… and it's nothing to 

 worry about or be concerned about, maybe a little concerned. 

Because if God  
could take care of the trees on the field, the birds in the air, the herd of 

cattle, He creates, as He has created us, He takes care of us as well.” 

(Zandile)  
 

Subtheme 2: Horizons of Hope   
Participants expressed their desire s to work and be given another 

chance for a better  education. Others reflected on the skills they 

acquired over the years. Some participants expressed how they had 

acquired skills during their time in the facilities , and expressed their 

wishful thoughts on work and future aspirations.  
 

"One day I wish to be a fashion designer. I want to find work." *(Mbali) 
 

Participants expressed their desires to explore vocational pursuits while 

in the facilities. They reflected on the skills they had and the type of work 

they wanted to do. This showed that they were hopeful about the future. 

They reflected on how they equated work to being independent, 

functional, and having an improved quality of life. Nandi named the 

things she felt like she needed to start her business within the facility so 

she can generate an income. She stated: 
 

"What will improve my quality of life is for them to get us stock to sell, 

and baking trays to bake. We’ll make and sell cakes, like scones, so that 

we can make money." (Nandi)  
 

“Maybe working, like where they can take me places where they can 

teach me what  

to do and how to do it… skills training, like fixing cupboards.” (Levi)  
 

Not only did the participants reflect on their desires for work, but they 

also highlighted their previous work experiences, which provided them 

with a sense of identity and purpose.   
 

"I have six years of experience in purchasing." (Kwenza)  
 

Other participants highlighted their desires to be integrated into their 
previous roles, as they felt like they could not fulfill them whilst in the 

facilities. Nandi’s future aspirations entailed being a mother and 

returning to her children. She understood that she needed to take her 

medication and maintain focus to reprise her role.   
 

"For my life to be better I just need to get better, take my medication 

and my mind to be  
 focused so that I can go back to my children. My children are still 

young, and 

 they need their mothers’ love. I want to go back home." (Nandi)  
 

DISCUSSION  
This study explored the lived experiences of MHCUs in public sector 

psychiatric facilities in Kwazulu-Natal. It highlighted both the challenges 

they faced and the moments of optimism and endurance. The findings 

revealed the complexity of life within these institutions, where 

individuals navigated poor facility conditions, exposure to violence, and 

the emotional toll from prolonged institutionalization. However, they 

also found solace in friendship bonds, spirituality and faith, and 

participating in occupational therapy. 

     Findings emerged related to the difficult living conditions in the state 

psychiatric facilities in K waZulu-Natal. Poor infrastructural conditions 

included broken toilets, overcrowded wards, and a lack of privacy, all of 

which contributed to the participants' discomfort and violation of 

human dignity. The participants' accounts of violence, including 
witnessing incidents of self-harm and suicide, exposed the psychological 

strains they endured within these environments. These findings 

resonated with the study by Hook and Bogdanov 19, which emphasized 

that inadequate infrastructure and under -resourced mental health 

services in Eastern Europe and Central Asia exacerbated the suffering of 
MHCUs. This study called for significant improvements in mental health 

infrastructure to address the profound psychological distress 

experienced by patients in long-term care. 

     The overcrowded and poor conditions contributed to a 

dehumanizing atmosphere, which exacerbated the mental health 
challenges that MHCUs were already grappling with. One participant, 

Gary, likened the facility to a prison, underscoring the lack of safety and 

control he felt within the facility. The findings from this study also align 

with prior research on the barriers in chronic psychiatric facilities in the 

Western Cape, South Africa, particularly regarding poor living conditions 

and the limited famil y contact11. Participants in this study expressed a 



 
 

deep sense of isolation due to the infrequent visits from family 

members. This lack of contact intensified their feelings of disconnection 

and hopelessness. Participants also frequently mentioned the need for 

improvements in their environments, from a greater variety of food to 

proper working toilets. These suggestions reflected a desire for a more 

dignified and comfortable living situation that would enhance their 

overall well -being and QoL within t he public  psychiatric facility. 

However, despite these negative experiences, participants expressed 

moments of happiness through their engagement in therapeutic 

activities and friendships within the facility.  

     Occupational therapy was particularly significant in providing a sense 

of purpose and distraction from their daily struggles. Swarbrick and 

Noyes20 noted that occupational therapy interventions improved the 

clients' occupational performance and interests,  contributing to 
improved quality of life. Their future aspirations demonstrated the 

importance of vocational support and skills development programmes 

within chronic psychiatric facilities to facilitate optimum community 

reintegration. A study by Roca mora-Montenegro21 highlighted the 

effectiveness of occupational therapy  in enhancing participation in 

meaningful activities and fostering personal growth, which are key to 

promoting community reintegration for individuals with mental health 

challenges. These findings underscore the importance of vocational 

support and skills development programmes in chronic state psychiatric 

facilities to optimize future reintegration efforts. 

     Participants emphasized the significant role that social bonds, both 

within and outside the facilities, played in their emotional well -being. 

The findings highlighted the emotional strain caused by being away 

from home, missing important family milestones,  and feeling 

disconnected from loved ones. This emotional distance contributed to a 

pervasive sense of stagnation, with participants describing the feeling of 

being "stuck" in their lives. Despite these challenges, friendships and 

spiritual faith provided crucial emotional support and instilled hope for 

a better future. These sentiments resonated with a study conducted in 

Hungary22. In that study,  participants described feelings of stagnation 

and emotional detachment, with one individual expressing the 

sentiment, "This is not life; this is just vegetation," underscoring the deep 
sense of hopelessness experienced by participants 22(1981). Both these 

studies demonstrated the powerful role that social bonds and faith play 

in counteracting emotional isolation and instilling hope, even in the 

most challenging psychiatric care environments. 
 

Implications for Occupational Therapy 

The findings highlighted the significance of occupational therapy  in 

improving mental health outcomes for MHCUs. Participants consistently 

referenced their positive experiences with occupational therapy , 

emphasizing its therapeutic benefits, such as promoting relaxation and 

skills development, and fostering a sense of accomplishment. 

Occupational therapy  interventions, such as arts and crafts, skills 

development, and structured activities, not only assisted participants in 
managing and coping with their symptoms but also promoted 

emotional well -being by giving them a sense of purpose and 

productivity23.  

     The findings suggest that occupational therapy practitioners must be 

cognizant of the emotional and psychological struggles faced by 
MHCUs, such as the pervasive feelings of stagnation, isolation, and 

despair due to prolonged institutionalization. These emotional states 

hinder participation in meaningful occupations and negatively i mpact 

motivation and recovery. In response, occupational therapists can play 

a pivotal role by integrating therapeutic approaches that support 

emotional resilience, such as creative expression, reflective practices, 

and engagement in personally meaningful activities. These strategies 

not only foster self -understanding and coping but also help restore a 

sense of identity and purpose, thereby mitigating the emotional toll of 
institutional living. They can incorporate strategies and activities, such 

as celebra ting special events, including sports days, Mothers’ and 

Fathers’ Day, movie nights, and braais, to mitigate institutionalization 

and foster a sense of pride and belonging within the institution24. These 

initiatives were being done at both facilities and coordinated by 

occupational therapists. 

     Additionally, the research underscores the importance of advocating 

for better living conditions within state psychiatric facilities. The poor 

infrastructure, limited privacy, and exposure to violence reported by 

participants suggest that the therapeutic milieu itself must be addressed 

to facilitate healing and improved quality of life. Occupational therapists, 

working within the multidisciplinary team s, can advocate for systemic 

changes in facility management and patient care, ensuring that these 

environments are conducive to healing, engagement, and participation 

in daily life activities. This will promote an improved QoL for clients who 

reside in public chronic psychiatric facilities. 

     The findings also underpinned the necessity of family and 

community reintegration as a long-term goal of occupational therapy in 
psychiatric settings. Participants expressed a strong desire to regain their 

roles within their families and communities, which they saw as critical 

to their recovery. Occupational therapists can support this transition by 

providing training in life skills and  vocational rehabilitation and 

developing coping strategies that prepare MHCUs for reintegration into 

society. This was also emphasized in the study by Rocamora -

Montenegro21, which identified that  the above-mentioned activities 

resulted in significant improvements in social participation and 

functioning, cognitive functioning, and general symptoms and well -

being. This aligned with the broader occupational therapy  goal of 

fostering independence and functional outcomes in all areas of 

occupation. 
 

Limitations  

A notable limitation of the study was the gender representation, as one 

institution provided only male participants. Research shows significant 

gender differences in psychiatric hospital admissions, with females often 

being more frequently admitted than males, particularly for conditions 

like depression and severe mental illness25. Studies suggest that women 

may access inpatient care more often, which could be influenced by 

complex factors such as hormonal changes, psychosocial pressures, and 

differences in how mental health symptoms present across genders 25. 

However, in this study, males met the criteria for stability and 

participation, which limited gender diversity within the sample. This 

gender imbalance could impact the generalizability of the findings, 

especially regarding coping mechanisms and family dy namics.  

Moreover, there were no White participants in the study. 
     The study was conducted in two psychiatric facilities in KwaZulu -

Natal, and while the sample reflected racial diversity, variations in 

healthcare delivery, institutional culture, and socioeconomic conditions 

across provinces may influence the lived experiences of MHCUs. As such, 

the findings should be interpreted within the context of KZN, and future 

research is encouraged to include broader geographic representation to 

enhance generalizability. 
 

CONCLUSION AND RECOMMENDATIONS  
In conclusion, the lived experiences of MHCUs in chronic state 

psychiatric facilities were characterized by a mix of hardship, discomfort, 

resilience, and moments of personal growth. The negative experiences, 

ranging from poor facility conditions, exposure to violence, and 

emotional isolation, highlighted the urgent need for systemic reforms. 

The small moments of joy found in friendships, occupational therapy, 
and spiritual connections demonstrated the capacity of the participants 

to find meaning and purpose even in challenging environments. 

     The following recommendations are made to improve the lived 

experiences and QoL of MHCUs in chronic psychiatric facilities in KZN: 
 

1. Improvement of physical conditions : Address the inadequate 

infrastructure, particularly the broken toilets, overcrowded wards, 

and lack of proper temperature control, to provide a more 

comfortable and humane living environment in the chronic state 

psychiatric wards. Provide the inpatients with jackets during 
winter. 



 
 

2. Enhanced therapeutic programmes : Expand access to 

occupational therapy and other therapeutic activities that 

provide MHCUs with skills, a sense of purpose, and emotional 

relief. Moreover, tailored interventions should be integrated into 

care plans to promote autonomy and improve coping 

mechanisms of MHCUs.   Skills development programmes and 

vocational programmes should be provided. The viability of 

income generation or sheltered work programmes should be 

explored.  Possible collaborations with the Department of Labour 

and the SETAs can be explored, so MHCUs can update their skills 

and qualifications whilst being hospitalized.  

3. Family and community engagement : Strengthen initiatives that 

facilitate regular and meaningful contact between MHCUs and 

their families. This can be done by improving visitation policies 
and providing support for family members to engage with their 

loved ones through pass-outs and extended stays at their homes. 

More social work posts should be created to assist with family 

meetings, therapy, and reconstructive work. 

4. Violence prevention and intervention : Implement stricter 

measures to prevent and minimize violence within facilities, 

including better monitoring through employing additional staff 

and mental health support for both staff and patients. Timely 

debriefing interventions should be in place for those exposed to 

or engaging in violent behavior to prevent vicarious trauma to 

other MHCUs or staff.  It should be mandatory for all staff to be 

trained in self defence and de-escalation techniques. 

5. Policy reforms : Engage with policymakers to address the 

systemic issues affecting chronic psychiatric facilities, including 

low funding and inadequate mental health services. Advocacy 

efforts should focus on increasing mental health resources and 

improving the oversight of psychiatric institutions. Robust quality 

assurance mechanisms should be implemented, aligned with the 

Department of Health (DoH ) policies. This includes regular 

monitoring, evaluation, and accountability systems to ensure 

that psychiatric institutions adhere to national standards for 

patient care, safety, and rehabilitation. 
 

These recommendations, if implemented, can contribute to creating a 

more supportive, safe, and dignified environment for MHCUs, fostering 

their mental and emotional well-being and quality of life. 
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