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Local and international research consistently empha
sises the importance of mental health literacy on 
the part of healthcare professionals and community 
members. Mental health literacy extends beyond the 
biopsychosocial sphere and calls for a greater awareness 

of religious and cultural values that can influence healthcare professionals 
and their patients. General practitioners (GPs) are often the first point of 
entry when people seek medical treatment, and their perceptions of 
mental illness, aetiological issues and treatment are important.

An examination of current research in the South African (SA) 
context indicates that research has focused on the prevalence of mental 
illness generally and across different groups.[1] It has also focused 
on assessing the role of traditional healers and traditional healing in 
relation to more conventional care.[2] Issues of mental health literacy[3] 
and explanatory models of mental illness[4] have been addressed. 
This research has mainly been quantitative. Qualitative studies have 
examined perceptions of mental illness in samples of traditional 
healers, volunteer counsellors, community members, psychologists 
and psychiatrists, but not among GPs.[5,6] The GP, often the family 
physician and the community doctor, is typically the first professional 
from whom a person who is ill seeks treatment and healthcare advice.

According to Ng,[7] culture can often influence mental illness 
in terms of perception, conception, experience of symptoms, 
classification, treatment, recognition, labelling and the course of 
mental illness. This is particularly the case in the SA context, where 
supernatural, religious, magical and moralistic approaches to mental 
illness exist.[57] Spiritual punishment or sorcery is often identified as 
a cause of illness.[5,7] It is therefore essential that GPs’ perceptions of 
mental illness be explored, as they deal with patients from various 
cultures and religions and are well positioned to inform research on 
mental illness in SA.

Objective
We sought to investigate perceptions of mental illness among SA 
Muslim GPs, and to do this qualitatively to provide a richer descrip
tion of their experiences.

Methods
Participants
A nonprobability, convenience sample of ten Muslim general practitioners 
(five male and five female) in private practice in the Lenasia area of 
Johannesburg were interviewed. Participants were selected from Lenasia 
because it has the largest Muslim community in Gauteng Province. 
Members of the community provided the names of GPs who were most 
frequently consulted. GPs who were well established in the community 
were therefore selected for possible interview, and the first few who 
were interviewed provided referrals to other GPs practising in the area, 
permitting ‘snowballing sampling’ to obtain additional participants. GPs 
were contacted telephonically, and the first five females and five males who 
agreed to participate in the study were interviewed. A balanced sample in 
terms of patient gender was obtained because female patients generally 
visit female practitioners and male patients visit male practitioners. The 
sample consisted of both recently graduated and experienced doctors, with 
time in practice ranging from 1.5 to 40 years (mean 19.6).

Instruments
Semistructured interviews approximately 45 minutes in length 
were conducted with each participant. The interview schedule 
was developed by consulting the relevant literature as well as four 
interview schedules from previous studies,[6,810] and consisted of 37 
questions covering contextual issues, GPs’ perceptions of mental 
illness, understanding of religion and culture, questions on the 
treatment of mental illness and questions on spiritual illness.
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Procedure
Ethics clearance was obtained from the Human Research Ethics 
Committee (HREC NonMedical) of the University of the 
Witwatersrand, Johannesburg (protocol no. MCLIN/11/004 IH). 
Participants were contacted telephonically and were informed 
regarding the nature and purpose of the study. The interviews were 
conducted with those participants who consented to be interviewed, 
at a place and time convenient to the participant. All interviews were 
audiorecorded and then transcribed.

Data analysis
Thematic content analysis as described by Braun and Clarke[11] was 
used to analyse the data. Thematic content analysis aims to determine 
themes or patterns in data and involves reading and transcribing of 
the data, generation of initial codes, assembling codes into potential 
themes, generating a thematic map, and defining and naming themes. 
Transcripts were analysed using the ATLAS TI program.

Results and discussion
Six dominant themes were identified in the analysis. The first 
theme centred around GPs’ understanding of mental illness and its 
causation. The second theme considered issues of stigma, secrecy 
and somatisation. The third theme focused on the beneficial effects 
of religion in the treatment of mental illnesses, while the fourth 
centred around GPs’ perceptions of spiritual illnesses. Collaboration 
with traditional healers and collaboration with psychiatrists and 
psychologists were the final two themes identified. These themes are 
presented and discussed.

GPs’ understanding of mental illness and its cause
Sixty per cent (n=6) of the participants understood mental illness as 
any condition that affects one’s daily functioning and mental well
being. Thirty per cent (n=3) provided an intellectual understanding 
of mental illness based on their medical exposure and training and 
therefore defined it in terms of specific disorders (i.e. depression, 
anxiety, bipolar disorder, schizophrenia, etc.). Generally, participants’ 
understanding of mental illness was based on the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) or International 
Classification of Diseases (ICD) classification. This understanding of 
mental illness corresponded with participants’ belief that in addition 
to organic causes, stress and lifestyle had a major influence on the 
development of mental conditions, most notably anxiety, depression 
and stress disorders. Participants elaborated on the above, stating 
that family issues have a serious impact on patients’ wellbeing in 
the Lenasia community (reflecting financial pressures on married 
couples, both of whom often need to work, limited family time, 
marital conflicts, or changes in marital status such as divorce or 
death of a spouse). This concurs with Chiu et al.’s[8] finding that 
Canadian Asian women reported becoming mentally ill due to 
their extremely stressful lifestyles when they were expected to work, 
take care of children and do household chores. Marital conflict and 
relationships with inlaws were exacerbating factors. The typical 
busy Western lifestyle in Canada resulted in lack of family time and 
absence of social support from neighbours and friends, in contrast to 
lifestyles in India, where the community often gave support.[8] These 
results concur with studies in the SA context, where psychosocial 
factors, notably stress, have been identified as a major cause of 
mental disorders.[3,9]

Stigma, secrecy and somatisation
Most participants acknowledged that mental illness is often 
stigmatised in the Lenasia community. All mentioned that their 

patients tended to keep mental illness a secret from their families 
as well as from the community at large. Patients were even reluctant 
to disclose their mental status to their GP, and concealing mental 
illness was common in the Indian Muslim community. Participants 
also mentioned the embarrassment faced by families when a member 
has a mental condition. Mental illness is therefore often disguised 
as a medical illness (e.g. diabetes or hypertension), which is more 
acceptable because it carries less stigma. Participants also stated that 
patients often present with painrelated complaints such as headaches, 
backaches or abdominal pain; however, these symptoms are not due 
to a medical condition but caused by underlying emotional distress.

According to Greenwood et al.,[10] Asian patients may not be 
referred for psychiatric care because they are prone to somatise 
psychological problems and consequently mental illnesses are not 
identified and diagnosed. These findings concur with reports by 
Chiu et al.[8] and Jacob et al.[12] that the tendency to hide illness often 
resulted in GPs failing to detect mental illness, and many patients 
either being undiagnosed or misdiagnosed. Jacob et al.[12] also found 
that doctors often believe that mental illness is managed within the 
family in Asian communities. A similar tendency was revealed in 
the current study, with a few of our participants mentioning that in 
the Indian Muslim population, people tend to rely on their extended 
families for support.

Together with the above factors, fear of stigmatisation may 
prevent people from seeking help.[3] Participants in the current study 
supported this, and indicated that members of the Lenasia community 
also lack information about mental illness, which in turn contributes 
to stigmatisation. This concurs with the finding of Hugo et al.[3] that 
misinformation about mental illness led to stigmatisation of mental 
illness in the Cape Town community. Given the high prevalence 
of stigmatisation and lack of knowledge about mental illness, the 
participants in our study felt that campaigns to increase awareness 
were needed in Lenasia. Similarly, Mavundla et al.[13] and Sorsdahl 
and Stein[9] have recommended that educational programmes are 
needed to inform communities about the causes of mental illness, 
coping methods and the importance of counselling and medication, 
as well as cultural conceptualisations of mental illness.

Beneficial effects of religion on mental illness
Some participants (n=5) in the current study reported that the 
Muslim community’s religious beliefs, the teachings that Islam 
prescribes and their faith in the will of God makes it easier for 
Muslims to deal with issues. They felt that such faith reduces the 
prevalence of mental illnesses such as depression and substance 
abuse. Islam also assists by prohibiting (ab)use of alcohol and 
substances. Participants also acknowledged the potential benefit 
of religious practices such as dua (supplication), zikr (meditation) 
and salaah (ritual prayer, the second pillar of Islam). According to 
Carter and Rashidi,[14] meditation and prayers have been used to 
promote and enhance emotional experiences as well as to establish 
a connection with God.

A few participants (n=2) were of the opinion that patients may 
find it easier to relate to their GP and disclose their problems if 
disclosing to a GP from the same culture as themselves. Cinnirella 
and Loewenthal[15] found that patients preferred GPs who were of the 
same religion, because they could recommend prayers that would 
assist in treating the ailment.

GPs’ beliefs regarding spiritual illness: Understanding 
aetiology and treatment
The majority of the participants in this study (n=8) acknowledged 
that spiritual illness exists, and patients often discussed experiences 
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of such illnesses with their GPs. Spiritual illness was understood 
by the participants to mean symptoms that were beyond medical 
classification and therefore supernatural, such as jadoo (witchcraft), 
nazr (‘evil eye’) and jinn (spirits). Four participants mentioned 
that spiritual illness is common in the black African population, 
and that spiritual illness and traditional healing form part of SA 
culture. Recent studies have found that members of the black SA 
community often attribute mental health problems to cultural causes, 
such as witchcraft or the ancestors, rather than genetic or biological 
causes.[2,5,13] Previous studies, locally and internationally, have also 
acknowledged the existence of a belief in witchcraft, the ‘evil eye’ 
and spirit possession in the Indian and/or Muslim populations, and 
the consequent belief that mental illness is a cause of such spiritual 
afflictions.[5,6,14]

Collaboration with traditional healers
Participants reported that in addition to consulting medical 
professionals, patients regularly consulted traditional healers such 
as maulanas (Muslim clergy) and sangomas (African traditional 
healers). It has been documented that a significant proportion 
of people in SA who suffer from mental health problems consult 
traditional healers.[2,5]

The participants noted that collaboration with and referral to 
traditional healers are important. According to Sorsdahl et al.,[2] 
SA has limited psychiatric care facilities and it may therefore be 
beneficial to work with traditional healers who are knowledgeable 
about cultural norms. Williams et al.[1] reported that in SA there are 
four psychiatrists, eight psychiatric nurses, four psychologists and 20 
social workers per 100 000 of the population. According to Sohrsdahl 
et al.,[2] there are at least 200 000 traditional healers (1 per 500 
population). Participants in this study also indicated that alternative 
forms of healthcare can be more accessible to patients than Western 
modes of treatment, as they are often cheaper. This is supported by 
the findings of Sorsdahl et al.[2]

Collaboration with psychologists and psychiatrists
All the participants agreed that they would refer patients to a 
psychiatrist if the need arose. However, they emphasised that 
patients were often reluctant to see psychiatrists and psychologists, 
preferring to be treated by their GP. Furthermore, three participants 
very rarely referred patients to psychiatrists, preferring psychologists 
because patients ‘just needed a space to talk’. This is in agreement 
with previous findings in the SA context,[2,9] which have indicated 
that people prefer to receive counselling rather than medication, 
particularly for mental illnesses such as depression.

The participants also mentioned that in the Indian Muslim 
community there may be stigma associated with seeing a psychologist 
or psychiatrist, as doing so is equated with madness, added to 
which are cultural expectations that emotional difficulties should 
be handled without professional help. A further factor preventing 
patients from seeking help is concern over confidentiality.

Study limitations
The findings of this study are based on a convenience sample of 
Muslim GPs from a specific area, Lenasia. The transferability of the 
results is therefore limited. The sample size was also small. However, 
the study allowed for an initial indepth exploration of perceptions 
of mental illness. Similar studies with bigger and more representative 
samples will be useful in further research.

Conclusion
The participants stressed the importance of community awareness 
regarding mental illness in the form of educational interventions 
aimed at enhancing knowledge on the part of both GPs and the 
general public, with the intention of diminishing stigma. It is 
clear that cultural and religious taxonomies of illness need further 
exploration, especially as they pertain to spiritual illnesses. There is 
a need for greater collaboration between healthcare professionals, 
including traditional healers. Opportunities for the above should be 
made available through various continuing professional development 
activities or via conferences. The Health Professions Council of 
South Africa could play an important role in initiating such activities. 
There is also a need for further qualitative research to provide 
a richer understanding of the role of culture and religion in the 
understanding, aetiology and treatment of mental disorders, which 
can then inform training and intervention in the SA context.
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