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Glossary of Key Terms 

Culture  Culture can be described as the acquired knowledge, beliefs and 

behaviour people or a group of people use to make sense of their 

experience and generate social behaviour (Fetterman, 2010). 

Cultural insider  A researcher who has cultural commonalities with the people who are 

the target of research. The researcher might share the same social 

background, language, beliefs and customs.  

Diagnostic and Statistical Manual 

of Mental Disorders Version 5 

(DSM V) 

The standard classification of mental disorders published by the 

American Psychiatric Association (2013); used by psychiatrists and 

other mental health professionals to diagnose and research mental 

disorders.  

Emic perspective The emic perspective means the researcher is an insider, and therefore 

has an insider’s view of the people being studied, shares their 

perspectives and has local knowledge and cultural understanding of 

their social world (Holloway & Wheeler, 2013). 

Etic perspectives The etic (outsider’s view) perspective refers to the researcher being an 

outsider to that which is being studied. Here, the researcher is a 

somewhat detached bystander unfamiliar with the participants’ social 

world (Patton, 2015). 

Mental disorders or illness  Refers to several health problems that significantly affect how a person 

feels, thinks, behaves, and interacts with other people.  

Mental health  Mental health is “a state of well-being in which the individual realizes 

his or her own abilities, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to 

his or her community” (WHO, 2020. p. 1). 

Schizophrenia Schizophrenia is a serious and disabling mental illness that affects 

about one percent of the world population. It typically presents with 

profound disturbances in thinking, language, perception and relating to 

others (American Psychiatric Association, 2013; World Health 

Organization, 2015).  

Sub-Saharan Africa Refers to all African countries located at least partially south of the 

Sahara Desert, and includes Sudan (United Nations, 2014). 

World Health Organization 

Quality of Life (WHOQOL-

BREF) 

This is the brief, 26-item version of the WHOQOL questionnaire 

designed to assess individuals’ perceptions of overall health and 

quality of life in the context of the sociocultural and values systems in 

which they live. 
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Glossary of Shona Terms used in thesis 

Shona term         Equivalent Meaning in English 

 

Hama Relative and/or family member 

Kudzungaira  Someone presenting as confused  

Kupenga/kupengereka ‘Mad’ or ‘crazy’, losing one’s mind and 

wandering like a ‘vagrant’/homeless person 

Kurema moyo Heavy heart  

Kurwara nepfungwa  ‘Mentally ill’, schizophrenia or psychosis   

Maporofita  Spirit type faith healers also known as the 

‘African apostolic sect’ 

Miteuro  Ritual prayers for healing 

Mubva kure Someone who comes from afar/stranger 

foreigner 

Musoro wadhanganyika ‘Unable to think clearly’ 

Mwana wekumusha A local, someone who belongs to the village or 

community 

Mwari/Musikavanhu God/Creator/Higher power 

Mweya unoyera Holy spirit  

Mweya yetsvina ‘Evil sprits’ 

Mweya yedzinza/yerudzi Ancestral spirits  

Shamwari/Sahwira Friend, acquaintance  

Zvirwere zvemweya ‘Diseases perceived to be caused by evil 

spirits’ 

Zvirwere zvevaroyi ‘Illnesses perceived to be caused by 

witchcraft’ 
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Abstract 

Background: Zimbabwe, a sub-Saharan African country with complex health 

problems, has limited mental health services, workforce, and research activity. At the time of 

this study, schizophrenia was estimated to account for five percent of the mental health burden, 

yet there were no studies about how people with this condition experienced life. This study 

reports the experiences and quality of life of 18 Shona people living with schizophrenia in 

Zimbabwe. The Shona language has no word or phrase for schizophrenia; it is understood as 

kupenga (mad), or kurwara nepfungwa (illness of the mind).  

Methods: A focused ethnography comprising six weeks of fieldwork was conducted in 

Harare, Zimbabwe, by a bilingual insider–outsider researcher. Data from 12 men and 6 women 

were collected using semi-structured interviews, fieldwork, and the short form of the World 

Health Organization Quality of Life questionnaire, the WHOQOL-BREF. Interviews were 

digitally recorded in either Shona or English, as participants preferred, and if in Shona, 

transcribed and translated into English. Detailed field notes were recorded describing the 

setting and participants’ behaviours and interactions. WHOQOL-BREF data were analysed 

using descriptive statistics and non-parametric tests. Qualitative data were analysed 

thematically using the Braun and Clark framework. 

Results: Field observations revealed that participants seemed like anyone else in 

Harare, though most were unemployed and walked or used public transport rather than driving 

their own vehicle. Typically, they lived in high-density suburbs, in crowded, multiple-

occupancy households. The WHOQOL-BREF revealed that the participants were generally 

satisfied with their physical health, quality of life and access to health services. The strongest 

results were for the physical and psychological health domains, and the weakest for the social 

relationships domain, though the latter should be treated with caution as that domain is limited 

to three items. Those younger than 40 experienced statistically significant poorer quality of life 
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than older people, and those with less education higher quality of life than those with more. 

Interviews produced nuanced insights, drew attention to the variable quality of life some 

experienced, and highlighted benefits of triangulating these factors with the WHOQOL-BREF. 

Six key themes emerged: beliefs and cultural understanding of schizophrenia; manifestations 

and explanations of symptoms; the place of spirituality, religion and faith as a source of hope 

and support; family upheaval and dislocation; living with stigma and discrimination; and 

limited and variable access to treatment and support. Initially, most people turned to apostolic 

faith (maporofita) or traditional n’angas healers for help, and found they provided physical and 

emotional support. Obtaining and paying for antipsychotic medications were challenging, and 

female participants recounted experiencing gender-based stigma. 

Discussion: Collectively, these results reinforce the complex interplay between culture, 

physical and psychological health, social relations, the environment, and demographic factors 

such as age, gender, education, marital status, employment, spirituality, and quality of life. This 

extended to generation, family and work relations, stigma, and identity, sense of belonging and 

self-worth, and challenges for people with schizophrenia living with a partner. Findings suggest 

that patriarchal gender traditions, family dislocation, and variable access to affordable 

medications and support, compounded the challenges participants faced, which undermined 

their quality of life and ability to function in socially acceptable ways.  

Insights about the importance of cultural beliefs, spirituality, faith and religion represent 

a largely untapped resource that could be used to promote social inclusion and mitigate stigma 

and discrimination. Improving access to mental health services and affordable medications, 

and initiatives to alleviate stigma, especially for younger adults and women, should be a 

priority for government and health service providers.  

Conclusions: This focused ethnography set in Zimbabwe found that participants living 

with schizophrenia often experienced stigma, lacked access to affordable medications, and 

other factors such as patriarchal gender traditions that undermined their ability to function, and 



xix 

their sense of belonging, identity and sense of self-worth. Spirituality was an important factor 

that contributed to quality of life and access to resources. The variation between the 

WHOQOL-BREF and interview data highlight the value of triangulating data to elicit nuanced 

understanding. Further research should focus on access to affordable medications, initiatives 

to strengthen quality of life, and provision of rural mental health services, nursing and other 

support services. 

 

Keywords: Culture, ethnography, healthcare, lived experience, mental health, quality of life, 

schizophrenia, stigma, treatment, Zimbabwe 
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Chapter 1: Introduction  

‘There is no health without mental health’ 

and 

‘mental health is everyone’s business’ (pp. 10-11) 

 

This study explores the experiences of people living with schizophrenia in Harare, Zimbabwe. 

Schizophrenia, a globally significant mental illness affecting more than 21 million people 

(World Health Organization, 2018b), is characterised by abnormalities that change a ‘person’s 

perception, thoughts, mood and behaviour’(National Institute for Clinical Excellence, 2014, p. 

5) and manifests in psychotic symptoms such as delusions, hallucinations, disorganised 

thinking and abnormal behaviour (American Psychiatric Association, 2013b; Hercelinskyj & 

Alexander, 2020). Consequently, schizophrenia has a profound impact on people’s ability to 

think clearly and function in everyday life in socially acceptable ways, and limits their quality 

of life. Symptoms of schizophrenia can be classified into two main categories: positive 

(psychosis) and negative symptoms (Hercelinskyj & Alexander, 2020). Positive symptoms 

represent an ‘excess or distortion of normal functioning’ (Moxham et al., 2018, p. 291) or 

‘experiences that add to a specific behaviour or sense’ (Hercelinskyj & Alexander, 2020, p. 

134). Positive or psychotic symptoms manifest in the form of hallucinations, delusions, and 

behavioural disturbances (Evans, Nizette, & O'Brien, 2017). On the other hand, negative 

symptoms result in the individual experiencing a deficit or loss of personal functioning, 

manifesting in memory and concentration problems, unusual thinking and behaviour, 

communication and expression, and social withdrawal (American Psychiatric Association, 

2013b; Evans et al., 2017; Sadock, Sadock, Ruiz, & Kaplan, 2009). 
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This chapter introduces the background and context to studying the impact of living 

with a diagnosis of schizophrenia in Zimbabwe. It begins by contextualising the global 

magnitude of the burden of mental illness for governments, the burden of mental disorders in 

sub-Saharan Africa (SSA), and the level of mental health resourcing and financing compared 

to high income countries. Next, it examines the situation in Zimbabwe and outlines the paucity 

of research on schizophrenia in that country. It then situates the study geo-politically, 

culturally, economically and in terms of health servicing, before articulating the need for, 

purpose, aims and significance of the study and defining its key constructs. It situates me as a 

bilingual cultural insider–outsider researcher and outlines my motivation to undertake this 

study. The chapter closes by outlining what follows in the other chapters in the thesis. 

1.1 Global burden of mental disorders  

The global burden of mental health disorders is well documented (Demyttenaere, 2012; Kessler 

et al., 2009; World Health Organisation Executive Board, 2012; World Health Organization, 

2011a). Mental health disorders are the leading cause of Disability Adjusted Life Years 

(DALYs) worldwide, and account for 37 percent of healthy life years lost from non-

communicable diseases (NCDs) (World Health Organization, 2011a). A recent systematic 

review found that mental and substance use disorders were responsible for about 184 million 

DALYs, or 7.4 percent of the world’s total disease burden (Whiteford et al., 2013, p. 5), and 

ranked mental and substance use disorders the fifth leading disorder category of global DALYs. 

Of these conditions, unipolar depressive disorder, alcohol use disorders and schizophrenia 

constitute the greatest burden of disability globally (Walker, McGee, & Druss, 2015; Whiteford 

et al., 2013; Whiteford, Ferrari, Degenhardt, Feigin, & Vos, 2015).  

The World Health Organisation reported in 2011 that nearly 80 percent of deaths (29 

million) that occurred in low- and middle-income countries were from noncommunicable 

diseases (NCD) (World Health Organization, 2011a, p. 9). In addition, the Global Economic 
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Burden of Non-Communicable Diseases Report (Bloom et al., 2011, p. 35), which assessed the 

economic impact of NCDs, estimated that the cost of mental disorders would rise from a total 

of US$2.5 trillion in 2010 to US$6 trillion by 2030. The report found that high-income 

countries spend the most money on mental health, that low-income countries spend very little, 

and projects this trend is likely to continue, given that the imbalance in country income is 

unlikely to change over the next 20 years (Bloom et al., 2011, pp. 27-36). Figures on resource 

allocation for mental health revealed by the World Health Organization (2011b, p. 10) indicate 

global spending on mental health is “less than two US dollars per person, per year and even 

less than 25 cents in low income countries”. Predictably, poor countries suffer from a chronic 

shortage of qualified mental health clinicians, such as psychiatrists, mental health nurses and 

psychologists (Hoeft, Fortney, Patel, & Unützer, 2018). 

The World Health Assembly-approved ‘Comprehensive Mental Health Action Plan 

2013–2020’ (World Health Organization, 2013a) provides important new directions for mental 

health, and is designed to help governments make mental health a priority by devoting more 

resources for the promotion, prevention and protection of those experiencing mental disorders. 

Where people are born and grow up, and how they live, can play a big part in their overall 

health outcomes (Jablensky, Sartorius, Ernberg, & Anker, 1992; World Health Organization & 

Calouste Gulbenkian Foundation, 2014). Social determinants of mental health (SDMH) are 

those factors (behavioural, relational, cultural, economic, political and environmental), which 

combine to affect the health and mental health of individuals and communities (Commission 

on Social Determinants of Health, 2008; K. Lee et al., 2007; Marmot, 2005). SDMH have been 

categorised as either structural (or distal) or proximal. The former include national laws and 

policies, cultural beliefs and traditions, social class, and economic and political arrangements 

(Lund et al., 2018; World Health Organization & Calouste Gulbenkian Foundation, 2014). 

Proximal determinants may include gender and age, individual or family income, debt levels, 
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employment opportunities, social capital, networks and inclusion, family relationships and 

cohesion, housing, and education opportunities (Carod-Artal, 2017; Lund et al., 2018).  

1.1.1 Burden of mental disorders in sub-Saharan Africa 

Despite the rapid economic growth occurring in various parts of sub-Saharan Africa (SSA), for 

example, Mozambique, Ghana, Angola and South Africa (African Development Bank, 

Organisation for Economic Cooperation and Development, & United Nations Development 

Programme, 2017), poverty, disease, malnutrition, corruption and economic hardship remain 

prevalent elsewhere (African Development Bank, 2016; African Union, 2016; D’Alessandro 

& Zulu, 2017). People living with mental disorders (and their families) often experience stigma 

and discrimination and victimisation, and are vulnerable to inappropriate restrictions, such as 

being detained against their will or without proper review (Flisher et al., 2007; World Health 

Organization, 2005, 2013b). Data from the Mental Health Atlas (2018) reveal that dedicated 

mental health legislation was present in only 39 percent of low income countries, and most of 

those countries had no mental health plan (World Health Organization, 2018a, p. 22). The 

WHO asserts that it is imperative that governments in SSA take concrete steps to enact mental 

health legislation and programmes that ensure appropriate care and treatments are provided, 

and that the human rights of its vulnerable citizens are promoted and protected (World Health 

Organization, 2005). 

Thought leaders highlight that mental health policies, legislation and plans are 

important legal and ethical steps in safeguarding human rights and freedoms, and in providing 

protection for people with mental disorders. These measures are crucial in building trust, 

dealing with stigma and shame, and alleviating the inequalities experienced by people living 

with a mental disorder (Cohen, Patel, Thara, & Gureje, 2008; Ngui, Khasakhala, Ndetei, & 

Roberts, 2010; World Health Organization, 2005). Mental health policies and plans set out a 

clear legal structure and strategic direction for programmes to ensure the rights and dignity of 
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individuals are respected, and that mental health services are delivered in accordance with the 

law (Ngui et al., 2010; World Health Organization, 2005). As Ngui et al. (2010) claim, 

inequality in mental health service delivery is a constant reminder of the need for African 

governments, including Zimbabwe’s, to enact appropriate national laws to regulate appropriate 

mental health service provision. As a distal and structural SDMH, the development, enactment 

and implementation of  well-defined mental health laws, policies and plans is an important step 

in strengthening leadership and governance of mental health systems (World Health 

Organization, 2018).   

The World Health Organization, researchers and other global mental health advocates 

are leading the growing voices of the urgent need to close the knowledge gap on preventing 

and treating mental disorders in low-income countries (Lancet Global Mental Health, 2007; 

Patel et al., 2018; Razzouk et al., 2010; World Health Organization, 2008). The urgency is 

compounded by our understanding of psychopathology, which indicates that cultural factors 

contribute to people’s experiences of illness (Kirmayer & Bhugra, 2009; Kulhara & 

Chakrabarti, 2001) and shape how language is used to express distress (Burns, Jhazbhay, Kidd, 

& Emsley, 2011; Nichter, 2010; Niehaus et al., 2004). Help-seeking behaviour is also shaped 

by cultural knowledge (Cornally & McCarthy, 2011). Authors have identified the need for 

research that seeks to understand local experiences of mental disorders such as schizophrenia, 

and the effectiveness of culturally relevant treatments, interventions and prevention strategies 

(Baingana, Al'Absi, Becker, & Pringle, 2015; D. Chisholm et al., 2016; Patel et al., 2018; 

Wainberg et al., 2017). The present study makes that contribution. 

1.1.2 Mental health resourcing and financing 

The World Health Organization (2013b) estimated that many low- and middle-income 

countries allocate less than two percent of their health budgets to the treatment and prevention 

of mental disorders. In contrast, high income countries spend at least 5.1 percent of their annual 
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budgets on mental health care delivery. Some countries (particularly those in SSA) have no 

specific budget allocated for mental health treatment and prevention (WHO, 2011, 2013, p. 

15). A 2010 report by the WHO estimated that scaling up services to meet the health 

Millennium Development Goals (MDGs) would cost at least US$251 billion over seven years, 

with $151 billion of that required for SSA (WHO, 2010, p. 2). The United Nations Sustainable 

Development Goals, adopted in 2015, recognised the importance of mental health, and included 

this and substance abuse in the global development agenda (WHO, 2019), hence the need to 

secure more resources for mental health care in countries like Zimbabwe.  

As in other low-income countries, SSA has a shortage of active mental health 

researchers, and a widening gap in translation between what little evidence is gathered in 

mental health research and mental health policy that could improve mental health care 

pathways (Gureje et al., 2018; Lancet Global Mental Health, 2007; Patel, 2001). Most African 

countries, including Zimbabwe, have few nurses devoted to mental health care. A report by the 

WHO (2010) indicates that the nursing and midwifery personnel to population ratio between 

the years 2000 and 2009 in SSA varied considerably. The ratio was the second lowest in 

Zimbabwe 7:10,000, which was more than double that of Mozambique, 3:10,000. In contrast, 

Botswana had 26 per 10,000, and South Africa, 41 per 10,000. The annual wage bill to resolve 

the shortage of mental health professionals and workers in developing countries was costed at 

about US$4.4 billion (Scheffler et al., 2011, p. 8). The situation in developing countries, and 

particularly sub-Saharan Africa, is a stark contrast to that in Australia. National health 

workforce data indicate that in 2011 there were over 17,000 mental health nurses (or one mental 

health nurse per 1,283 people) employed in Australia, and more than 2,800 psychiatrists (or 

one psychiatrist per 8,176 people). The urban, rural disparity is evident in Australia, with 9 out 

of 10 psychiatrists (87.6%) being employed in major cities in 2011 (AIHW, 2013). The report 

also estimated that 17,916 (or 6.3%) of the total 283,577 nurses (both registered and enrolled 

nurses) employed in Australia (AIHW, 2012) were working mainly in mental health.  
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1.1.3 Burden of mental disorders in Zimbabwe 

Most studies exploring the burden of mental disorders in Zimbabwe have focused on 

understanding the prevalence, mortality and incidences of common mental disorders such as 

depression and anxiety (Chibanda, Cowan, Gibson, Weiss, & Lund, 2016; Lund et al., 2015) 

or to profile the connections between poverty and risk of mental illness in Zimbabwe (Patel & 

Kleinman, 2003). Dixon Chibanda and colleagues also sought to ascertain the prevalence and 

correlates of common mental disorders (CMD) in a primary health care setting with a high 

prevalence of HIV (Chibanda, Cowan, et al., 2016).  

Previous studies on mental health issues in Zimbabwe have largely excluded 

schizophrenia, instead focusing on other CMDs, such as depression (Chibanda, 2017a; 

Langhaug, Cheung, Pascoe, Hayes, & Cowan, 2009), substance misuse (Chibanda, 2017b), 

building the mental health workforce (Abas et al., 2014; Mangezi et al., 2014), suicidal ideation 

among men and women with CMD symptoms (Munetsi et al., 2018), the role of traditional 

healers in treating mental disorders (Kajawu, Chingarande, Jack, Ward, & Taylor, 2016), and 

the use of lay workers to improve mental health (Chibanda, 2017b; Chibanda et al., 2011; 

Chibanda, Verhey, Munetsi, Cowan, & Lund, 2016). 

The underrepresentation in mental health literature of studies of mental disorders such 

as schizophrenia in populations outside high-income countries has been widely reported (Patel 

& Kim, 2007; Tomlinson et al., 2009). The goal of mental health advocates globally is to 

increase access to mental health care and the availability of appropriate treatment and support 

for people with mental disorders in Africa (Patel, 2011). To my knowledge, at the time of the 

present study, no other had been undertaken in Zimbabwe on people’s experiences of living 

with schizophrenia, their access to mental health services, or the impact of living with this 

condition on their quality of life, a factor known to have a profound impact on social 

connectedness, cohesion, solidarity, productivity, and mental health and wellbeing (Esan et al., 

2019; Musyimi, Mutiso, Musau, Matoke, & Ndetei, 2017; World Health Organization, 2013c). 
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1.2 Zimbabwe: The geopolitical, economic and cultural context  

Zimbabwe is a landlocked country in SSA, bordered to the east by Mozambique, to the south 

by South Africa, by Botswana to the west, and by Zambia to the north and northwest. The 

country relies on Mozambique and South Africa for access to the sea for shipping exports and 

imports. The terrain of Zimbabwe is mostly high plateau, with a higher central plateau 

(highveld) and mountains in the east (The World Factbook, 2013).  

Formerly a British colony, Zimbabwe gained independence on 18 April 1980. It is 

considered a multiparty parliamentary democracy comprised of three branches, namely, the 

executive, the judiciary and the legislature. Since independence, the country has been governed 

by one political party and only two presidents. The party has maintained power, winning all 

general elections and controlling and dictating the political space since independence. The 

1990s have been described as the beginning of the crisis in Zimbabwe (Raftopoulos & Mlambo, 

2009), evidenced by a shrinking economy and a charged political environment created by an 

increasingly authoritarian government (Raftopoulos & Mlambo, 2008).  

Zimbabwe has a population of 13 million people, of whom 52 percent are female and 

48 percent male (Figure 1). More than two thirds of the population (67%) live in rural areas 

(Ministry of Health  and Child Welfare Zimbabwe, 2016, p. 3). In 2015, life expectancy at birth 

was estimated at 59 years for men and 62 years for women (WHO, 2017; National Health 

Strategy, 2016). At independence, Zimbabwe inherited one of the best health systems in Africa. 

In the 1980s, the government continued the path of ensuring health for all by building hospitals 

and clinics in all provinces and districts of the country (Osika et al., 2010). However, in the 

1990s, economic policies and political instability led to under-investment in health, affecting 

service delivery and resulting in increased mortality (Osika et al., 2010).  

According to two government reports, the Zimbabwe Service Availability and 

Readiness Assessment Survey Report (2015) and the National Health Strategy (2016), more 

than 70 percent of the population is made up of women and children, and of these 41 percent 
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of the population are children under 15 years of age. The number of orphans and vulnerable 

children is large and increasing, partly due to HIV/AIDS. Only four percent of the population 

are older people (Ministry of Health  and Child Welfare Zimbabwe, 2016). 

 

Figure 1. Population profile of Zimbabwe. Source: (Zimbabwe National Statistics Agency 

(ZIMSTAT), 2017, p. 3) 

Figures from the Zimbabwe statistical office (ZIMSTAT, 2015) show that poverty is 

high throughout the country, exacerbated by the sluggish economy, high unemployment, and 

lack of fiscal space for the government to improve the situation (Ministry of Finance 

Zimbabwe, 2017, World Bank, 2017, AFDB, 2016). Poverty is highest in Matabeleland North 

(85.7%) and least prevalent in Harare (36.4%) and Bulawayo (37.2%) (ZIMSTAT, 2015). 

According to the World Bank (2019), Zimbabwe’s economy is at a crossroads, as it faces 

multiple challenges relating to the government’s efforts to reduce debts (fiscal consolidation) 

and unemployment, to boost manufacturing to create jobs, and to increase government 

spending, stimulating growth and investment.  

At the time of writing, Zimbabwe’s debt to the World Bank alone stands at more than 

US$1.4 billion, with more than US$1.1 billion in arrears (World Bank, 2019). Consequently, 
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social and economic conditions for most people have worsened. More than two thirds (70%) 

of Zimbabwe’s population live in poverty (United Nationas Zimbabwe, 2012), and the UN 

estimates that a similar proportion (8.5 million people) are likely to be food insecure in 

2019/2020 (International Monetary Fund Africa Dept, 2019). In Zimbabwe, poverty, 

unemployment, high food prices, and difficulties withdrawing cash have compounded the 

challenges households face regarding access to food (International Monetary Fund Africa Dept, 

2019; World Bank, 2019).  

Zimbabwe is a country rich and diverse in culture, language, religion and tradition. The 

history and culture of its people trace back to the Bantu, who are believed to have occupied the 

land for more than ten centuries. The Shona and Ndebele people comprise the two biggest 

ethnic groups, with the Shona tribes making up 80 percent of the population (Bourdillon, 1987; 

Tatira, 2010). The Shona people belong to one of five tribes, namely the Zezuru, Karanga, 

Manyika, Ndau or Korekore, which also represent the five dialects of the Shona language. The 

Shona people are deeply spiritual and practice a traditional religion, Chivanhu, which entails 

ancestor worship, magic, and belief in the supernatural (Chavhunduka, 2001; Mungwini, 

2019). Colonialism introduced Christianity to Zimbabwe, with the first British missionaries 

arriving in the 1800s. It is now estimated that more than 70 percent of Zimbabweans claim to 

belong to a Christian denomination, such as Roman Catholic, Pentecostal, Methodist, or the 

African apostolic sect (Raftopoulos & Mlambo, 2009; Viriri & Mungwini, 2009). These two 

belief systems clash when it comes to their different understandings of the causes and treatment 

of mental disorders.  

The extended family continues to be part of Zimbabwe’s culture and tradition, and 

involves the individual in building and embracing social network obligations within the family 

and society (Kavanagh, 2014). In a largely patriarchal society, issues of gender inequality 

remain prevalent. In the Shona culture, it is customary for the wife or female relatives to be 

subservient to their male relatives, such as their husband, father or uncle, as a sign of respect 
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(Moyo & Kawewe, 2002; Parpart, 1995). Men and women perform different roles within the 

extended family, and these are culturally determined (Riphenburg, 1997), which consequently 

affects the nature of family relationships, health, and community cohesion (Mapara & Thebe, 

2015; Mukonyora, 1999). 

1.3 Health servicing in Zimbabwe  

In Zimbabwe, the Ministry of Health and Child Care is responsible for strategic direction, 

policy formulation and delivery of health programmes. Zimbabwe’s public health system is 

four-tiered. There are approximately 1,000 primary health care facilities, comprising urban 

clinics, rural health centres and village health workers. At this level, wide-ranging health 

promotion, preventive, remedial and rehabilitative services and community-based health 

services are provided. In rural health centres, the aim is to have two primary care nurses 

(Zimbabwe National Child Survival strategy, 2010; MoHCC, 2013).  

Level two comprises 164 district and mission hospitals, staffed by government medical 

officers, and offering services such as surgical procedures, transfusions, emergency obstetric 

and neonatal care, and comprehensive care of childhood conditions.  

Level three are provincial hospitals, of which there are seven. Provincial hospitals are 

expected to provide a range of specialist services. However, specialist positions are often 

vacant, and therefore the services provided are more like those of district hospitals. Subject to 

staffing, services offered at the provincial level should include caesarean section, and 

management of complex paediatric, adult medical and surgical conditions referred from district 

hospitals.  

Level four is the highest and most specialised level in the hierarchy and is made up of 

five central hospitals; two in Harare, two in Bulawayo, and one in Chitungwiza. These (central) 

hospitals offer specialties such as obstetrics, gynaecology, neonatal care, and paediatrics, 

including paediatric surgery, and act as the last level of referral in the hierarchy (MOHCW 
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Zimbabwe 2009; National health strategy, 2016). Whilst there is a viable private health sector, 

most health services are provided by the public sector through the ministry of health for both 

rural and urban areas. 

1.3.1 Mental health services in Zimbabwe 

There is a shortage of mental health resources in Zimbabwe, including finances, facilities, and 

qualified workers. The ministry of health coordinates mental health service provision in 

Zimbabwe and is led by a deputy director. Other senior managers of mental health in the 

ministry include a mental health manager and nine provincial mental health coordinators. 

Zimbabwe a country of 13 million people, has a total of 14 psychiatrists. Twelve of these 

psychiatrists are based in Harare leaving the rest of the country with no access to a mental 

health specialist. In addition, the country has 460 registered psychiatric nurses (Kidia et al., 

2017, p. 881). However, at the time of the study, there were only six public institutions with 

psychiatric beds in the whole of Zimbabwe. These were Harare Hospital Psychiatric Unit, 

Parirenyatwa Hospital Annexe (Harare), Ingutsheni Hospital, Mpilo Hospital Psychiatric Unit 

(Bulawayo), Ngomahuru Hospital, and Mutare Hospital Sakubva Unit (Mutare) (Liang et al., 

2016; Mangezi & Chibanda, 2010).  

Forensic psychiatric services are provided in three facilities, but these are unsuitable to 

care for children and the elderly. There are only two institutions with a psychiatrist in 

Zimbabwe, and these are both in Harare (Kidia et al., 2017; Liang et al., 2016).  

Health service delivery in Harare 

At the time of this study, health services in the capital, Harare, were delivered through twelve 

polyclinics (poly referring to three clinics in one: maternity, primary care and family health), 

predominantly located in high density areas. These were complimented by seven primary care 

clinics, six family health service clinics, and a further 15 satellite clinics. The city has only four 

dental clinics located within the polyclinics, and there are two infectious diseases hospitals 
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(City of Harare, 2017). The two largest cities, Harare and Bulawayo, have central hospitals to 

treat referrals from other health facilities. Harare has the largest referral hospital in Zimbabwe, 

as well as some of the best private hospitals and specialist clinics in the country. 

Mental health referral pathway in Zimbabwe 

The evidence presented here has been extracted from the Zimbabwe government’s national 

health plan documents, Ministry of Health and Child Welfare (MoHCW), government 

statistics, Non-governmental organisations (NGOs), and the WHO reports on mental health in 

Zimbabwe published in 2012 and 2013. According to Murambidzi (2013), people suffering 

from mental disorders were accessing services through the primary healthcare clinics. When 

patients present, they are assessed, referred on to psychiatric hospitals and are involved in 

follow-ups (mainly for resupply of medication). The shortage of human resources has severely 

affected mental health services. The Zimbabwe Ministry of Health and Child Welfare, in the 

2012 National Health Strategy, reported that 50 percent of psychiatric nursing positions were 

vacant. The vast majority of the psychiatric nurses, about 90 percent (Pitorak, Duffy, & Sharer, 

2012, p. 14), are located at one of the country’s key referral hospitals for mental illness in 

Bulawayo, almost 450 kilometres from Harare (Murambidzi, 2013). 

1.4 Purpose of study, research aim and questions  

The purpose of this research was to explore, understand and describe in depth the experiences 

and quality of life of people living with schizophrenia in Harare, Zimbabwe. This knowledge 

will help redress the paucity of literature on schizophrenia from Zimbabwe, and make a 

significant contribution to a deeper, local understanding of schizophrenia. This knowledge may 

help inform policy, strategic planning, and the delivery of person-centred and context specific 

treatment pathways and help to highlight priority research areas for future studies. 
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1.4.1 Study aim  

The aim of this study was to explore and understand the experiences and quality of life of 

people living with a diagnosis of schizophrenia in Harare, Zimbabwe. 

1.4.2 Research questions  

To achieve the above aim, the study was underpinned by the following research questions:  

1. How do people with a diagnosis of schizophrenia in Harare, Zimbabwe describe their 

quality of life and experience of living with schizophrenia? 

2. What treatments and interventions were available to help them live with their 

condition?  

3. What role did caregivers, such as family and the community, play in their choice of 

treatment and help-seeking behaviour?  

1.5 Significance of the study 

This study is significant for three reasons. First, to my knowledge this is the first study to 

explore the experiences of people living with schizophrenia in Zimbabwe. Secondly, it 

contributes rich insights into the significance of culture, beliefs and language in understanding 

how people from different cultures understand symptoms of schizophrenia, communicate 

distress (Kirmayer & Bhugra, 2009; Nichter, 2010), and seek and use treatments (Lasebikan, 

2016; Patel, 1995). Hence, this study is significant because it adds to the international body of 

knowledge on managing and providing culture-sensitive care to people by exploring the role 

of culture and language and their influence on the experiences and quality of life of people 

living with schizophrenia in Harare.  

Finally, this study extends the evidence on the role of traditional medicine, faith, 

spirituality, and the importance of hope in improving quality of life, social connections, and a 

sense of belonging for people living with schizophrenia (Chidarikire, Cross, Skinner, & Cleary, 

2020b). This study is therefore important in that it shows the acceptability, benefits and 

accessibility of seeking help from traditional and faith healers to augment medical treatments 

to manage symptoms of schizophrenia in Zimbabwe.  



15 

1.6 Situating myself as an insider–outsider researcher 

When I embarked on this study, little did I know that the quotes at the beginning of this chapter 

would ring so true for me. Growing up in rural Zimbabwe, I never thought I would be living in 

Australia and studying schizophrenia in Zimbabwe as a doctoral student. My parents always 

encouraged us to work hard towards our education and have compassion and openness to 

people from all backgrounds, ethnicities, languages and cultures.  

I am a Zimbabwean male of African descent who was born and grew up in a family of 

six (four boys and two girls) at a gold mine near the town of Chinhoyi in Mashonaland West 

province of Zimbabwe. We were privileged at the mine in that we had access to good health 

services and education. The mine had a clinic and a maternity section staffed by qualified health 

practitioners. We also had separate primary and secondary schools with qualified teachers, 

books, stationery, and other learning and teaching resources supplied by the mining company 

for the benefit of its workers and their families.  

The journey to become a mental health nurse and researcher was somewhat accidental. 

Growing up, the most contact I had with health in general was when I or a family member had 

to visit the clinic for minor heath issues. As for mental health, like everyone else I thought 

people with mental disorders were strange or vanopenga; they were mad, usually homeless, 

hence living a life of vagrancy, roaming the street and eating food from bins. I trained as a 

teacher in Zimbabwe and worked there before moving to the United Kingdom. My journey into 

mental health nursing began following my move to the UK, where I worked as a volunteer for 

a year in a Christian organisation in Devon, England. After talking to fellow Zimbabweans 

who were working as mental health nurses, I was encouraged to choose mental health as a 

career. Subsequently, I trained as a registered mental health nurse (RMN) at the University of 

York.  

My first job as a registered mental health nurse was working as a clinical nurse in an 

acute unit of a forensic medium security hospital in England. While this job was challenging 
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and rewarding, I was always mindful of my roots and constantly wondering how people with 

mental health issues survive back home. I subsequently worked in adult community mental 

health as a case manager before moving to Australia. In Australia, I was constantly confronted 

with staff and patients from different ethnic backgrounds and languages, and this increased my 

interest and curiosity about how other cultures experienced and treated schizophrenia. This 

curiosity set me on a path to extend my qualifications. I undertook a Master of Nursing to 

become a Nurse Practitioner and later enrolled in a doctoral program, my goal being to study 

the lived experience and quality of life of people living with schizophrenia in Zimbabwe. The 

following section outlines the structure of the thesis. 

1.7 Outline 

This thesis is organised into seven chapters and includes four peer-reviewed publications and 

one World Health Organization-approved report on the translation of the brief version of the 

WHO Quality of Life survey instrument into the Shona language.  

Chapter 2 includes a published realist review that examines the literature available on 

the treatments and interventions available for people living with schizophrenia in SSA.  

Chapter 3 explains the methodology and details the research design and methods 

applied. It describes the research setting, the ethics approval and recruitment process, sampling, 

methods of data collection and analysis, and discusses issues such as bias and rigour. It 

addresses the ethical considerations of a researcher who is a bi-lingual cultural insider–outsider 

conversant in the Shona language undertaking a focused ethnography, and translation issues 

associated with cross-language research. To this end, it includes the approved WHO report 

outlining the process used to translate the WHOQOL-BREF questionnaire from English into 

Shona as prescribed by the WHO, and a published article that presents the linguistic challenges 

encountered during the ethnographic research process.  
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Chapter 4 sets the scene by providing an overview of the settings where the study took 

place and who the participants were. It introduces the findings by profiling the research 

participants in short cameo vignettes.  

Chapter 5 presents a synthesis of the findings published in two peer-reviewed journals 

and conceptualises these thematically. Each article discusses the major themes resulting from 

the study. The first demonstrates and discusses the role that culture, spirituality, religion, and 

faith have for people living with schizophrenia in Zimbabwe and their impact on quality of life. 

The second presents the challenges people living with schizophrenia experience, including 

stigma, discrimination, family dislocation, and limited access to treatment and support, which 

compromise their quality of life by limiting their capacity to socially engage and function in 

socially accepted ways.  

Chapter 6 presents a discussion, pulling together the geopolitical, cultural and 

economic context of the study, the threads that reflect the social determinants of health, and 

summarises and integrates the key findings in the context of the research questions. It builds 

upon prior research in the field by comparing the study findings to the international literature. 

Chapter 7 concludes the thesis by stating the strengths and limitations of the study and 

the contribution it makes to the field. It also includes recommendations for improving access 

to mental health services, and the quality of life and mental health of people living with 

schizophrenia in Zimbabwe, and flags future research priorities. 

1.8 Summary  

This chapter has provided a background to the study in terms of the global burden of mental 

illness, the paucity of literature and research, as well as the burden of mental health in SSA, 

the limited resourcing and financing allocated to mental health in low-income countries 

compared to higher income countries such as Australia, and has contextualised the situation in 

Zimbabwe specifically. The chapter included a brief geo-political, economic and cultural 
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profile of the country and a brief description of the health care system, its challenges, and 

pathways to care for people experiencing mental disorders. It identified the dearth of 

knowledge about schizophrenia in Zimbabwe and the consequent need and justification for the 

study. It then articulated the study aims, purpose and significance, and my personal and 

professional motivation to undertake this study, and situated me as a bilingual, cultural insider–

outsider. The structure of the thesis has been outlined to provide an overview of the remaining 

chapters.  

The next chapter presents a published realist review that examines the literature 

available on the treatments and interventions available for people living with schizophrenia in 

SSA.  
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Chapter 2: Literature Review 

This chapter presents a published, peer-reviewed paper of an adapted realist literature review 

that explored the treatments and interventions of schizophrenia available to people in sub-

Saharan Africa. Published in the International Nursing Review, the review included forty 

studies from eight countries. The realist review process differs from a systematic review which 

is only suitable where a substantial body of high-level research on a narrowly defined topic 

already exists. The realist process was considered the most appropriate approach because the 

topic was broad and, at the time of the study, there were no studies identifying and reporting 

the available treatments and interventions for people with schizophrenia in sub-Saharan Africa. 

The realist approach involves identifying, unpacking and understanding the mechanism of what 

interventions work, how they work, and in what setting or circumstances (Pawson & Tilley, 

2004; Wong, Greenhalgh, Westhorp, & Pawson, 2012). Ultimately, the realist review process 

was adapted to suit the explanatory focus of the aims and to uncover what interventions worked, 

for whom they worked, and in what circumstances (Jagosh et al., 2012; Pawson, 2002). The 

review identifies what was known and not known about the treatments and interventions 

available to people diagnosed with schizophrenia in those eight countries at the time of the 

study and reveals the paucity of literature from another 40 African countries, including 

Zimbabwe.  

Six main themes emerged from the review. Most people were able to access some form 

of intervention, and many, both faith/traditional healers and modern psychiatry. The treatments 

and interventions accessed were: 1) faith and traditional healing; 2) common medical 

treatments including antipsychotics and electroconvulsive therapy; 3) psychosocial 

interventions; and 4) some participants received no treatment. 5) Families provided the most 

care and support, though they also reported a high level of burden both financially and 
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emotionally; and 6) high prevalence of stigma. Participants reported stigma coming largely 

from family members, who often rejected them.  

The realist review is followed by a brief update that summarises the findings of relevant 

studies published since the review was conducted. The publisher has authorised the inclusion 

of this manuscript in this thesis (Appendix 1). 

2.1 Details of realist review publication 

Chidarikire, S., Cross, M., Skinner, I., & Cleary, M. (2018). Treatments for people living with 

schizophrenia in sub-Saharan Africa: an adapted realist review. International Nursing Review, 

65(1), pp. 78-92. https://doi.org/10.1111/inr.12391 
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2.2 Review update  

The search strategy used for the realist review was repeated in May 2020 to identify new 

research in the field. The search identified seven additional studies (Table 1). Of the seven 

studies, none were from Zimbabwe, two were from South Africa (Brook (Brooke-Sumner, 

Selohilwe, Mazibuko, & Petersen, 2018; Soeker et al., 2019), and one each were from Ethiopia 

(Wubeshet, Mohammed, & Desse, 2019), Ghana (Ofori-Atta, Attafuah, Jack, Baning, & 

Rosenheck, 2018), Malawi (Chikowe et al., 2019), Nigeria (Anozie, James, & Omoaregba, 

2020), and Tanzania (Blixen et al., 2020). One was a level one study, a randomised clinical 

trial. Three studies used a cross-sectional design, two a mixed methods design, and one an 

exploratory, descriptive design. They are reported below by country, consistent with the style 

used for the realist review. 

Table 1. Additional studies published since the realist review 

Author (year) 

Country 

Aims  Study design  Study setting 

and sample  

Main findings  

Wubeshet et al. 

(2019) 

 

Ethiopia 

To assess the 

prevalence and 

management 

practice of first-

generation 

antipsychotic-

induced side 

effects among 

patients diagnosed 

with 

schizophrenia 

Cross-

sectional study 

300 patients 

diagnosed with 

schizophrenia 

 

The most commonly 

prescribed first-generation 

antipsychotics were 

chlorpromazine and 

haloperidol. The level of 

cardiovascular side effects 

reported in this study was 

unusually high. 

Ofori-Atta et al. 

(2018)  

 

Ghana 

To determine the 

effectiveness of 

combining 

traditional faith 

healing (prayer) 

with antipsychotic 

medications in a 

prayer camp 

setting 

Randomised 

clinical trial 

Prayer camp 

setting; 139 

participants (71 

in the 

intervention 

group and 68 in 

the control) 

The study demonstrated 

clinical effectiveness of 

combining psychiatric care 

with traditional healing and/or 

religious practice in a prayer 

camp environment. 

Chikowe et al. 

(2019) 

To assess the 

prevalence and 

severity of 

Cross-

sectional 

Outpatient 

Department, 

Zomba Mental 

Most participants were 

prescribed a first-generation 

antipsychotic (chlorpromazine 
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Malawi 

adverse drug 

reactions in out-

patients 

observational 

study  

 

Hospital; 40 

participants  

or haloperidol) as the first line 

treatment. Every patient 

experienced adverse drug 

reactions, with the most 

common being polydipsia, 

weight gain and sedation. 

Anozie, et al. 

(2020) 

 

Nigeria 

To examine the 

pattern of 

antipsychotic 

prescription and 

polypharmacy 

among outpatients 

with 

schizophrenia  

Cross‑sectiona

l study  

320 outpatients  Primary treatment pattern: oral 

monotherapy, 

second‑generation 

antipsychotics monotherapy, 

such as olanzapine (33%), 

risperidone (24%) and 

aripiprazole. 

Brooke-Sumner 

et al. (2018) 

 

South Africa  

To investigate a 

non-specialist-

delivered program 

for psychosocial 

rehabilitation for 

service users with 

schizophrenia 

 

Mixed 

methods study  

44 outpatients in 

a structured 

support group in 

a low-resource 

South African 

setting 

Participants described 

improvements in self-esteem, 

better understanding of illness, 

and adjustment to diagnosis 

after participating in a 

psychosocial recovery-

oriented intervention, 

including psychosocial 

rehabilitation, task-sharing 

approaches, psychoeducation, 

and adherence support.  

Soeker et al. 

(2019) 

 

South Africa 

To explore and 

describe the 

barriers, 

facilitators and 

coping strategies 

after participating 

in a vocational 

rehabilitation 

program to 

improve work 

skills 

Exploratory 

descriptive 

design 

4 individuals 

diagnosed with 

schizophrenia 

and 2 key 

informants 

(occupational 

therapists)  

 

Psychosocial interventions, 

such as work preparation 

programs, enhanced chances 

of gaining employment in the 

open labour market.  

Blixen et al. 

(2020) 

 

Tanzania 

To assess 

attitudes about 

medication for 

chronic psychotic 

disorders  

Cross-

sectional 

exploratory 

qualitative 

study 

44 participants 

(15 patients, 14 

caregivers and 

15 healthcare 

providers) 

Financial constraints made 

accessing antipsychotic 

medications a challenge for 

most participants.  

 

These studies echo the original review, which showed that most people were prescribed 

older generation antipsychotic medications, compared with new atypical antipsychotic 

medications that are associated with less side-effects. In addition, consistent with the original 

review’s finding of a lack of psychosocial interventions in the treatment of schizophrenia, only 
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two of the seven studies reported on the benefits of such interventions. The general findings 

from the seven additional studies corroborate the conclusions drawn from the original realist 

review. Three studies from Ethiopia (Wubeshet et al., 2019), Malawi (Chikowe et al., 2019) 

and Nigeria (Anozie et al., 2020) reported that most people were prescribed first-generation 

antipsychotic medications rather than the new atypical antipsychotic medication known to 

induce fewer side effects.  

As reported in the original review, the Tanzanian study (Blixen et al., 2020) found that 

financial constraints made accessing antipsychotic medications a challenge for most people. In 

the original review, financial difficulty and a lack of financial assistance through a government 

welfare system compounded lack of access to appropriate treatment. To improve the limited 

access to antipsychotic medications, Blixen et al. (2020) recommend combining long-acting 

antipsychotic injections with a behavioural intervention to improve engagement and adherence.  

In Ghana, combining antipsychotic medications with traditional healing and/or 

religious practice in a prayer camp environment (Ofori-Atta et al., 2018) was found to be 

effective in reducing psychotic symptoms. Realist reviews are valuable in identifying “what 

works for whom, in what circumstances, in what respects, and how” (Pawson, Greenhalgh, 

Harvey, & Walshe, 2005, p. 21). The Ghanaian study is important in achieving this aim because 

it evaluated the effectiveness of an intervention (prayer and antipsychotic medications) for 

people attending the Mount Horeb Evangelical Prayer Camp in Ghana. Although not 

statistically significant, clinical effectiveness was achieved, which was meaningful for the 

people involved. This finding extends conclusions from the original review that showed that in 

sub-Saharan Africa, traditional and faith healers were a popular treatment choice, available and 

accessed concurrently with modern psychiatric treatment.  

The two South African studies reported on the benefits of psychosocial interventions. 

Brooke-Sumner et al. (2018) found that participants described improvements in self-esteem, 

better understanding of illness, and adjustment to diagnosis after participating in a psychosocial 
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recovery-oriented intervention that included psychosocial rehabilitation, task-sharing 

approaches, psychoeducation, and adherence support. Similarly, Soeker et al. (2019) explored 

the barriers and coping strategies of participating in a vocational rehabilitation program to 

improve work skills. At the end of the study, people diagnosed with schizophrenia had better 

chances of finding employment after attending work preparation programs. 

2.3 Summary 

This chapter has presented a published realist review that examined the treatments, 

interventions and support available to people diagnosed with schizophrenia in sub-Saharan 

Africa. None of the studies reviewed were from Zimbabwe. Consequently, results from this 

review showed that there was a gap in knowledge about access to appropriate treatment and 

interventions, factors likely to impact the experiences and quality of life of people living with 

schizophrenia in Zimbabwe. 

These seven studies support the findings of the published realist review, such as lack of 

mental health services, popularity of faith and traditional healers, polypharmacy, and side-

effects from first-generation antipsychotic medications. The lack of any studies from 

Zimbabwe reinforces the need for a study exploring the experiences and quality of life of 

people living with schizophrenia in that country. As the realist review found, there was a gap 

in knowledge about schizophrenia and a need to better understand the culturally embedded 

experiences of people living with schizophrenia in Zimbabwe. The literature reinforces the 

connection between culture, people’s understanding, experiences of illness and help-seeking 

behaviour (Kirmayer & Bhugra, 2009; Kleinman, 1980). Accordingly, ethnography was 

chosen as the most appropriate methodology for this study because of its ability to help 

researchers understand experiences embedded in a cultural context (Atkinson, Coffey, & 

Delamont, 2001; Murchison, 2010). In addition, focused ethnography helps to understand 

which interventions work in which specific context, and how language, traditional practices, 
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political, economic and historical factors affect experiences and quality of life (Jain & Orr, 

2016). The following chapter explains the methodology and describes the focused ethnographic 

method applied in this study.  
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Chapter 3: Research Methods 

The previous chapters introduced the background and context of the study and reviewed the 

literature to establish what was and was not known about the experiences, treatments and 

interventions available to people living with schizophrenia in sub-Saharan Africa, and more 

specifically Zimbabwe. This chapter focuses on the methodology and methods used in this 

study and is presented in three parts. Part one (methodology) provides a background to 

qualitative research, including the study’s ontological and epistemological stance. This is 

followed by an in-depth discussion of ethnography, and specifically focused ethnography, and 

the rationale for choosing it as the most suitable methodology for studying the everyday lives 

of people living with a diagnosis of schizophrenia in Zimbabwe. The role of the ethnographic 

researcher and the importance of critical reflexivity in focused ethnography are also discussed. 

Finally, it provides a comprehensive account of the research process and the methodological 

challenges in translating and transcribing data from Shona into English.  

Part two details the methods used in this study. It describes how the data were obtained, 

analysed and interpreted, and illustrates the benefits and challenges of being an insider and 

outsider researcher. The section then discusses the ethical issues encountered, including ethics 

approval, gaining access to the field, third party recruitment, purposive sampling, obtaining 

informed consent, maintaining dignity, privacy and confidentiality, including family members 

when requested, and the benefits and risks of this study for participants and the researcher. 

Part three comprises two related methodological publications. The first is the World 

Health Organization (WHO) approved methodological report detailing the translation of the 

WHO Quality of Life-BREF (WHOQOL-BREF) questionnaire from English into Shona, as 

prescribed by the WHO. This is followed by an article discussing the methodological 

challenges of cross-language ethnography, published in the journal Qualitative Health 
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Research. The article discusses challenges encountered by the bilingual primary researcher 

during the research process, including conception of the research topic, translation of the 

WHOQOL-BREF questionnaire, fieldwork, transcribing and translating semi-structured 

interviews, thematic analysis, and writing up the ethnographic findings.  

3.1 Part I: Methodology  

The aim of this study was to explore and understand the experiences and quality of life of 

people living with a diagnosis of schizophrenia in Harare, Zimbabwe. Focused ethnography, 

was chosen as the best approach to answer the research questions: 

1. How do people with a diagnosis of schizophrenia in Harare, Zimbabwe describe their 

experiences and quality of life of living with schizophrenia? 

2. What treatments and interventions were available to help them live with their 

condition?  

3. What role did family, caregivers and the community play in influencing their choice 

of treatment and help-seeking behaviour?  

3.1.1 Study Design  

Background to qualitative research 

In doing research it is important to think about the type of methodology and methods most 

suited to its aims, and to justify the method chosen in terms of its appropriateness for answering 

the research questions (Crotty, 1998; Marshall & Rossman, 2006). As revealed in the literature 

review, at the time of the study I was not aware of any studies having been undertaken on 

schizophrenia in Zimbabwe. Where there is limited research, exploratory qualitative 

approaches are suitable to gather rich information about patients, care providers or services in 

order to illuminate and gain insights into people’s experiences in different situations 

(Schneider, Whitehead, LoBiondo-Wood, & Judith, 2013).  

Although defining qualitative research may be challenging, Denzin and Lincoln (2013, 

p. 3) describe it as “a situated activity that locates the observer in the world. It involves 

interpreting the everyday lives of people within their natural environment”. Qualitative 
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researchers use a variety of methods to gather information about and interpret the world, 

including case studies, personal experiences, life stories of an individual or group, interviews, 

artefacts, photos, cultural texts, and participant or non-participant observations (Atkinson & 

Delamont, 2010; Denzin & Lincoln, 2013; Yin, 2016). This definition, assigns certain 

characteristics to a qualitative study, including studying people or communities in situ and 

attempting to understand their everyday life experiences (Denzin & Lincoln, 2013; Patton, 

2015).  

Qualitative research subscribes to the paradigm of social constructionism (Burr, 2015), 

also referred to as ‘interpretivist epistemology’ (Sarantakos, 2012, p. 37). According to Polit 

and Beck (2012), the interpretative (constructivist or naturalistic) paradigm focuses primarily 

on describing and understanding the meanings people attach to their experiences and their 

surroundings. That is, there is no single objective, measurable truth or reality. Rather, truth is 

what we perceive to be there after we have interacted with the world and each other. On the 

other hand, quantitative designs seek to answer questions that contribute to causal 

understanding of phenomena (Schneider et al., 2013). A naturalistic approach is best suited to 

studying lived experiences because this enables participants to engage freely with researchers 

in their own setting and style (Brewer, 2000; O'Reilly, 2012). As Jeanfreau and Jack (2010) 

point out, qualitative research methods can be useful because they give researchers 

opportunities to examine the meanings and interpretations of the phenomenon being studied. 

Reviewing the literature revealed that at the time of the current study there were no known 

ethnographic studies documenting the lived experiences of people with schizophrenia in 

Zimbabwe. Consequently, a qualitative approach well-suited to studying culture was deemed 

the most suitable method of inquiry. 
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Defining my ontological and epistemological stance  

Ontology and epistemology are essentially two sides of the same coin, and hence must be 

explained and understood together (Crotty, 1998; Guba & Lincoln, 1994). My quest to 

understand what it was like to live with schizophrenia in Zimbabwe using an interpretivist 

paradigm established my ontological and epistemological positions for conducting this 

ethnographic study (Grbich, 2012; Yin, 2016). Ontology refers to “what exists” (Wainwright, 

1997, p. 1263), and the “nature of reality and its characteristics” (Creswell, 2013, p. 21). Guba 

and Lincoln (1994, p. 109) state the two related philosophical concepts as questions: “What is 

the form and nature of reality and, therefore, what is there that can be known about it? 

(ontology), and what is the nature of the relationship between the knower or would-be knower 

and what can be known?” (epistemology). Dieronitou (2014) explains that ontology is 

concerned with the types of things that exist and are there to know. On the other hand, 

epistemology is concerned with what should be considered as acceptable knowledge, or simply 

“how the researcher knows what she or he knows” (Creswell, 2007, p. 16) and with the process 

of creating, acquiring and communicating knowledge (Creswell, 2013; Scotland, 2012). 

In this study, I sought to answer the questions, ‘what were the experiences and quality 

of life (nature of reality) of living with schizophrenia in Zimbabwe?’ (ontology), and ‘what 

role do family, caregivers and the community play in influencing the choice of treatment and 

help-seeking behaviour of people living with schizophrenia in Harare?’ (epistemology). I 

adopted a relativist ontology, which posits that there are multiple realities that can be 

discovered and interpreted. This reality is socially constructed by different people as 

individuals, or collectively within a social group (subjective epistemology) (Guba & Lincoln, 

1994; Patton, 2015). Bryman (2016) identifies two ontological positions relevant for a 

qualitative researcher to consider, ‘objectivism’ and ‘constructionism’. According to Bryman 

(2016) objectivism, as an ontological position, implies that social phenomena exist as external 

reality independent of the researcher. In other words, a researcher, an individual, or a group 
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cannot influence reality, which is there to be discovered. Conversely, constructionism suggests 

that social reality is produced through social interaction by people as individuals or as a group, 

and that it is constantly being revised (Bryman, 2016; Patton, 2015). Meaning is therefore 

created through the interactions between the researcher and those being studied (Crotty, 1998).  

It is important for any researcher to consider questions about what we know and how 

we know it (Creswell, 2013). Goldman (1999) explains that seeking inspires us to ask questions 

intended to obtain information that we must accept or reject and continue seeking until 

convinced those questions have been adequately answered. Likewise, for people with 

schizophrenia, their reality is experienced within a sociocultural context, and this will differ 

between people (Kleinman, Eisenberg, & Good, 1978). Crotty (1998) describes social 

constructionism as “the view that all knowledge, and therefore all meaningful reality as such, 

is contingent upon human practices, being constructed in and out of interaction between human 

beings and their world and developed and transmitted within an essentially social context”. 

Given that culture plays a role in how schizophrenia is understood, it is necessary to 

explain the benefits of adopting a social constructionist approach in understanding cultural 

meanings embedded in schizophrenia. 

Rationale for adopting a social constructionist epistemology 

Schizophrenia is a severe and debilitating mental disorder that affects approximately one 

percent of the world’s population (World Health Organization, 2018b). It is characterised by 

profound disruptions in thinking, affecting language, perception, and sense of self (American 

Psychiatric Association, 2013b; World Health Organization, 2011a). According to Kleinman 

(1980), explanatory models of mental illness capture a person’s beliefs about their condition, 

its cause, severity and outlook, and these influence their preferred treatment. There is a growing 

body of literature that suggests culture affects the presentation and understanding of psychotic 

symptoms in different cultural groups (Burns, 2012; Kaiser & Jo Weaver, 2019; Kulhara & 
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Chakrabarti, 2001; Lewis-Fernández & Kirmayer, 2019). Kleinman et al. (1978) argue that 

how illness is experienced is inextricably linked to one’s culture and social environment.  

Ethnography, as a research method, is essentially the study of a people’s way of life 

(Patton, 2015), involving some form of participation by the researcher in the daily life and 

activities of the social world in order to understand a setting, activities, behaviours or 

experiences (Atkinson, 2015). As Fetterman (2010, p. 1) explains, it is about “telling a credible, 

rigorous, and authentic story” as experienced and told to the researcher by local people in their 

own language and natural environment. The ethnographer, as the research instrument 

(Hammersley & Atkinson, 2007), assumes that people being studied are the experts on their 

lives and culture within a group or subgroup, and therefore capable of telling their story 

(Atkinson et al., 2001). Within these social groups, knowledge, acceptable behaviours and 

norms are learned through the social construction of a shared reality (Burr, 2015), socialisation, 

acculturation (Atkinson, 2015), and enculturation (Cavalli-Sforza & Feldman, 1981). In 

particular, the process of enculturation involves the individual acquiring, through learning the 

important values, norms, language and behaviours from their network of influence, such as 

parents, other adults, and their peers (Berry, Poortinga, Breugelmans, Chasiotis, & Sam, 2011; 

Cavalli-Sforza & Feldman, 1981).  

Those who subscribe to a social constructionist ontology argue that we all engage with 

the world from one worldview or another, rendering total objectivity impossible (Burr, 2015). 

According to Gergen (1985), social construction calls for critique of taken-for-granted 

knowledge and assumptions. In recent years, ethnography has emerged as both a method (way 

of doing research) and methodology (philosophy) requiring the researcher to participate in, and 

critically examine, the everyday social life of those being studied (Gobo, 2008; Hammersley 

& Atkinson, 2007). 
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3.1.2 Ethnography 

Definitions of ethnography 

The word ethnography derives from two Greek words: εθνος (ethnos), meaning ‘nation’, 

‘people’ or ‘cultural group’, and Γρ′αφειν (graphein) or ‘graphy’, indicating ‘description’ or 

‘to write’ (Willis & Anderson, 2013). Ethnography is considered both a methodology 

(theoretical approach or way of thinking) and method (way of doing, that is, techniques of 

gathering and making sense of data), and is firmly grounded within qualitative research 

(Brewer & Hunter, 2006; Holloway & Wheeler, 2013). However, over time, ethnography has 

been variously understood and defined, making a precise and consensus definition elusive 

(Fabian & Rooij, 2008; Williams, Chandrasena, Beauclair, Luong, & Lam, 2014). 

Understanding and describing culture is the main goal of ethnographic research (Fetterman, 

2010; Murchison, 2010; Williams et al., 2014). In nursing, culture has been defined as the 

“learned, shared, and transmitted values, beliefs, norms, and lifeways of a specific individual 

or group that guide their thinking, decisions, actions, and patterned ways of living” (Leininger 

& McFarland, 2006, p. 95). Culture is viewed as the sum total of acquired knowledge, beliefs 

and behaviour people or a group of people use to make sense of their experience and generate 

social behaviour (Fetterman, 2010; Spradley, 1979).  

Focusing on what ethnographers do as a method, Hammersley and Atkinson (2007, p. 

3), state that ethnography: 

usually involves the researcher participating, overtly or covertly, in people’s daily 

lives for an extended period of time, watching what happens, listening to what is 

said, and/or asking questions through informal and formal interviews, collecting 

documents and artefacts in fact, gathering whatever data are available to throw 

light on the issues that are the emerging focus of inquiry.  

As both a method of collecting data and a theoretical framework, ethnography allows 

the voices of those being studied to be heard and their stories told (Fetterman, 2010). For the 

present study, this involved understanding the cultural context, Shona language, idioms of 

distress, and linguistic nuances and behaviours of people diagnosed with schizophrenia in 
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Zimbabwe, through accounts from interviews, fieldwork, some observations, field notes and 

reports. Similarly, Brewer (2000) considers ethnography to be about studying people where 

they live (fields) using methods of data collection that aim to capture their social meanings and 

ordinary activities, wherein the researcher participates directly in this setting as the instrument 

of data collection without imposing meaning on them externally.  

In ethnography a range of data sources can be used such as participant observation, 

statistics, formal and informal interviews, and archival documents relevant to the topic (Crang 

& Cook, 2007; Roper & Shapira, 2000). In their conception of ethnography, Roper and Shapira 

(2000) place people at the centre of the source of cultural knowledge, which allows researchers 

to learn from them through their personal stories. This conception of ethnography is important, 

and particularly relevant to mental health nursing, in that the notion of therapeutic engagement 

is at the heart of person-centred mental health care (Evans et al., 2017), which recognises the 

uniqueness of the individual and context-specific care (Anthony, 1993; M Slade, 2009).  

Although ethnography has been described differently by many authors, there are some 

common features. For example, they all agree that ethnographic studies occur in a natural 

setting, where participants live or work, in order to observe and learn from them (LeCompte & 

Schensul, 2010). Face-to-face contact with participants through fieldwork and participant 

observation, the hallmarks of good ethnography, facilitate a deeper understanding of the 

meaning of people’s behaviour and social reality (Hammersley & Atkinson, 2007; Roper & 

Shapira, 2000), and presenting, as far as possible, an accurate reflection of participants’ 

perspectives (native point of view) and behaviours (Atkinson, 2015; Patton, 2015). Collection, 

interpretation and analysis of data must be inductive, interactive and iterative, utilising 

reflexivity and triangulation to better understand cultural contexts (Hammersley & Atkinson, 

2007; LeCompte & Schensul, 2010). The enduring value of ethnography continues. However, 

logistical constraints and new perspectives have given rise to new types of ethnographic 

research utilised in different disciplines, albeit retaining fundamental principles, such as 
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observing and interacting with participants in their natural setting, and the researcher being the 

instrument for data collection and analysis, and writing the ethnographic report. 

History 

The origins of ethnography can be traced back to anthropology and sociology researchers 

(Holloway & Wheeler, 2013) emerging in the 1920s and 1930s, including renowned 

anthropologists such as Malinowski (1922), Mead (1928), and Evans-Pritchard (1940). These 

early ethnographers visited ‘exotic’ people to explore and learn about non-Western cultures, 

beliefs and ways of life (Holloway & Wheeler, 2013; Roper & Shapira, 2000). Later, 

ethnography was embraced by sociologists at the Chicago School as a viable research method 

suitable for studying marginalised cultures, strange or clear sub-cultures, such as slums, 

ghettoes, and the gangs operating in the city of Chicago (Holloway & Wheeler, 2013; 

Murchison, 2010). For example, Louis Wirth, a graduate of the Chicago School, conducted 

ethnographic studies on urban ethnicity, leading to his seminal work The Ghetto in 1927 

(Wirth, 1927, 1938). Traditional ethnographies often required researchers to spend long 

periods, sometimes years, doing fieldwork in distant and unfamiliar locations among socially 

marginalised people (Murchison, 2010), and to learn the customs and language of the targeted 

cultural group (de Chesnay, 2015; Spradley, 1979).  

In the 1960s, Madeleine Leininger conducted the first doctoral thesis in anthropology 

awarded to a nurse (Boyle & Hinrichs, 2013; Leininger, 1970, 1978). Exploring the dynamics 

of cultural knowledge and nursing care in the nurse–patient relationship led to the development 

of the renowned ‘culture care’ theory and the ‘ethnonursing’ research method (Leininger, 1970; 

Leininger & McFarland, 2006). The goal of transcultural nursing is to provide culturally 

relevant care based on people’s beliefs, values and behaviours, seeking to achieve good health 

(Leininger, 1970, 1978, 1995; Leininger & McFarland, 2006). Other early nurse ethnographers 

include Margarita Kay, who investigated culture and illness experiences in Mexican American 
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barrios (Kay, 1977), Janice Morse, whose early ethnographic work involved childbirth and 

infant feeding in Fiji (Morse, 1984, 1989), and Sue Estroff, who examined the lived 

experiences of psychiatric patients cared for by a community mental health team in an 

American community (Estroff, 1985). Nurse ethnographers such as Annette Street used critical 

ethnography to examine the experiences of nurses and the meaning of clinical practice (Street, 

1992), and Dona Davis explored the meaning of menopause among women of a fishing village 

in Newfoundland (Davis, 1986). Mary de Chesnay conducted focused ethnographies of 

Jamaican families (de Chesnay, 1986). The work cited above denotes a variety of applications 

and a range of ethnographic forms that have contributed to its lack of a precise definition 

(Hammersley & Atkinson, 2007; O'Reilly, 2012). 

3.1.3 Types of ethnography 

Although ethnography has evolved in its focus, interest and epistemological orientation, as well 

as in the context of phenomena being studied (Mantzoukas, 2012; Roper & Shapira, 2000), it 

retains the fundamental characteristics of data collection (namely fieldwork, participant 

observation, interviews with key informants), and seeks to understand and produce an 

explanation of the culture of a people or cultural group (Fetterman, 2010; Williams et al., 2014).  

It is beyond the scope of the current study to detail the many forms of ethnography used 

by researchers. Instead, the next section distinguishes between classical traditional 

ethnography, critical and focused ethnography, and explains my rationale for choosing the 

latter as the most feasible and appropriate approach. 

Classical traditional or conventional ethnography 

Classical ethnography, also known as traditional or conventional ethnography, has its roots in 

anthropology (Denzin, 1997). It has been described as having a colonial past; conducted by 

largely white researchers from academic centres based in the United States and Europe. It 

usually involved the ethnographers spending extended periods of time, sometimes years, living 
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among people whose way of life and language were different from their own (de Chesnay, 

2015; Murchison, 2010). The goal was to discover and document the cultural patterns of 

behaviour and knowledge of the ‘exotic’ group through participating in and observing the 

everyday life of the group (De Laine, 1997; Williams et al., 2014).  

For this study, I was coming in as both a cultural insider familiar with the location, 

language and customs and as an outsider with no experience of working or caring for someone 

with schizophrenia in Zimbabwe. As traditional ethnography often requires prolonged 

fieldwork and financial resources (de Chesnay, 2015; Roper & Shapira, 2000), and I had 

limited time and finances to undertake the project, I deemed a traditional approach to 

ethnography unsuitable for this study.  

Critical ethnography 

Researchers conducting critical ethnographies are concerned with describing, examining, and 

scrutinising somewhat hidden agendas, power centres, social injustices and assumptions that 

may constrain and disadvantage citizens in all walks of life (Hammersley & Atkinson, 2007; 

Thomas, 1993). Critical ethnography is:  

a type of reflection that examines culture, knowledge, and action. It expands our 

horizons for choice and widens our experiential capacity to see, hear, and feel. It 

deepens and sharpens ethical commitments by forcing us to develop and act upon 

value commitments in the context of political agendas (Thomas, 1993, p. 2).  

Whilst the aim of traditional ethnography is to study culture for the purpose of 

describing it, the purpose of critical ethnography is to effect change. Specifically, critical 

ethnography seeks to understand how and why the values, beliefs, and behaviours of a 

particular group are shaped, and how the knowledge and understanding gained from a 

researcher’s emic perspective can influence change (Carspecken, 1996; De Laine, 1997). 

Researchers conducting critical ethnography begin from the premise that knowledge about 

individuals’ or societies’ social life is a powerful resource to the marginalised. This knowledge 
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can inspire new thinking and empower citizens to be active actors in their world, as opposed to 

being passively acted upon (Hammersley & Atkinson, 2007; Smyth & Holmes, 2005).  

Within mental health research, critical ethnography entails applying a critical lens in 

examining how factors such as power and control influence the way people are treated, have 

access to resources, are marginalised, disadvantaged, and exploited as an individual or in a 

group or subgroup of the culture (Holloway & Wheeler, 2002; Thomas, 1993). For this study, 

adopting a critical lens with a political intent and emancipatory purpose (Thomas, 1993) had 

the potential to effect political and systemic change in the delivery of mental health care in the 

country. However, in Zimbabwe’s socio-political climate, this presented a potential risk to 

participants, their families, and the researcher. Furthermore, it was possible that participants 

would have been reluctant to answer interview questions or give an account of something they 

considered critical of the government or ruling party. Therefore, critical ethnography was 

excluded as a methodological choice for this study.  

 

3.1.4 Focused ethnography 

Focused ethnography is an adaptation of the traditional ethnographic approach that has appeal 

for most nursing research due to its flexibility and more manageable scope, and because it 

requires fewer resources and less time to complete (Cruz & Higginbottom, 2013; Knoblauch, 

2005). Others have referred to focused ethnography as ‘mini-ethnography’ (Leininger, 1985, 

p. 35) and micro-ethnography (De Laine, 1997, p. 17; Polit & Beck, 2012).  

Rationale for using focused ethnography to study lived experiences  

The type of ethnography selected depends on a range of factors, including the target sample, 

access to participants, the answers sought from research questions, time and financial resources 

available, and the skills and training of the ethnographer (Morse, 1994). I considered several 

ethnographic forms for this study in terms of their suitability to answer the research questions. 
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It is important for nursing and other health care providers to understand how culture influences 

people, their behaviour, experiences, treatment options and preferences. Understanding these 

cultural influences can help ensure health care providers deliver culturally appropriate, patient-

centred care (S. G. Robinson, 2013). Arthur Kleinman (1980) asserts that people’s experiences 

of illness, treatment and help-seeking behaviour are all entwined with culture. However, local 

explanations of peoples’ experiences with schizophrenia in other parts of the world, are largely 

unknown. Therefore, a focused ethnography was considered to be the best approach to gain a 

deeper understanding of the everyday experiences of people living with schizophrenia. Limited 

resources, financial and time constraints associated with undertaking doctoral research in 

another country, and the sensitive geo-political context had to be taken into consideration to 

ensure a feasible study. 

Focused ethnography enabled fieldwork to be conducted more quickly than traditional 

ethnography, and accommodated the recovery principles that entail person-centred care and 

the notion that recovery is personal (Shepherd, Boardman, & Slade, 2008). Focused 

ethnography is useful when studying specific populations, their issues and experiences, and 

when the researcher is familiar with the culture, study setting and language of participants 

(Cruz & Higginbottom, 2013; Wall, 2014). As a Zimbabwean-born researcher, I was familiar 

with the language, culture and setting, making it easier for me to make the most of the short 

time I had for fieldwork. 

3.1.5 Challenges of using ethnography 

Representation and legitimation  

Acknowledging my part as the research instrument was crucial to minimising bias and allowing 

the data to speak for itself, rather than to read into it what I wanted it to say. Legitimation is 

concerned with the trustworthiness and credibility of the written account of the ethnographic 

study (Brewer, 2000; Onwuegbuzie, Leech, & Collins, 2008). Gobo (2008) acknowledges that 

the concept of legitimation is complicated and controversial. Some have claimed that when an 
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ethnographer fails to explain the steps they took to minimise bias, this becomes a crisis of 

representation and legitimation and prevents reflexivity (Denzin & Lincoln, 2000). 

Representation of the lived experiences using an ethnographic account is inescapably limited 

by the language of the researcher and participants (Flaherty, Denzin, Manning, & Snow, 2002), 

methods of analysis and interpretation, and by the biases of the researcher (Atkinson & 

Delamont, 2010).  

Furthermore, in writing an ethnographic account, the writer is inherently tied to the 

subject matter and text (Denzin, 1997); their task is to reflect participants’ lived experiences as 

text. Ethnographers need to ensure participants’ accounts are accurately represented in the final 

ethnographic text (Paton, 2015; Denzin, 2011). In this study, to enhance legitimation and 

representation of participants’ social reality and lived experiences of schizophrenia, I was 

aware of my own biases, reflected on my dual role as a bilingual insider–outsider researcher, 

and used a variety of methods to collect and confirm data. Therefore, in the current study, 

legitimation involved ensuring the meanings reported did not exceed the words spoken and 

meanings intended by participants, and that the social text was created by staying true to the 

intended cultural meaning expressed by participants (Denzin, 1997; Sparkes, 1995).  

Credibility 

In ethnographic research, the credibility of the account relies on the researcher providing a 

genuine representation of what was observed and actually happened in the field (Crang & 

Cook, 2007). Assessing the credibility of the analysis and the interpretation of research data 

requires systematic and exhaustive fieldwork that produces high-quality data, persistent 

observation to provide depth, and triangulation (Lincoln & Guba, 1985; Patton, 2015). This 

ethnographic study was about understanding the experiences of people living with 

schizophrenia within a Zimbabwean cultural context. Consequently, credibility was achieved 

in a variety of ways including capturing some observations, triangulation of data, and giving 



55 

voice to multiple people (multivocality) to show their diverse views about their social world 

and situation (Tracy, 2013). To produce a quality ethnographic study, the researcher necessarily 

remains reflexive throughout the research process (J. Mason, 2002). 

To overcome this potential crisis of representation in the present study, I transcribed all 

audio interviews verbatim in the language used by the participants, translated these transcripts 

into English (where required) and applied critical reflexivity throughout the study, including in 

the write-up. I found the process of translation difficult, despite being bilingual, due to issues 

with translation equivalence and capturing nuances of meaning. Some descriptions of life 

stories and psychotic symptoms were difficult to translate into English because there were no 

English words which accurately captured the contextual meanings participants were conveying 

about their feelings, thinking and behaviour. To overcome this lack of semantic equivalence, I 

translated some Shona expressions into English literally. These translational issues are 

elaborated upon in Part III. The following section details how data were obtained, analysed and 

interpreted. 

3.2 Part II: Methods 

This section describes the methods used to select the settings or field of study, preparations for 

gaining and maintaining legitimate access to the field, participants and sampling, and ethical 

considerations. The section then addresses the methods of data collection, analysis and 

reflexivity. 

3.2.1 Selecting the study setting 

The setting for this study was Harare, the capital city of Zimbabwe. Selecting Harare as the site 

of this research involved several considerations. The first step involved defining the subject of 

this study (Hegelund, 2005): people living with schizophrenia in Zimbabwe. Harare, being the 

capital city with a population of more than two million people, was logistically more 

convenient than other urban or rural settings as a research site. It is the administrative, 
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commercial and communication hub, has better transport and communication infrastructure 

(Harare City Council, 2017), and provided easier access to prospective participants. Details 

about the study setting are provided in the next chapter. 

3.2.2 Preparations for gaining access to the field 

I did not have any prior contacts to access people with schizophrenia in Zimbabwe and 

therefore needed to carefully consider the most appropriate process of gaining formal authority 

to undertake the study in-country and to gain access to the field. Gaining ethics approval in 

Zimbabwe was quite a challenge. I had to find someone in Zimbabwe who would submit my 

ethics form in person, as a requirement of the Zimbabwean ethics committee. Through 

searching university profiles in Zimbabwe, I managed to make contact with an academic who 

was doing a PhD at the time using qualitative methods. His help in facilitating my ethics 

application in Zimbabwe was invaluable, and he remains an international collaborator to this 

day.  

Originally, I had planned to do a comparative cross-cultural study of the experiences of 

people living with schizophrenia in Australia and Zimbabwe. However, after searching and 

reading the literature on schizophrenia in sub-Saharan Africa, I found there was a paucity of 

literature on schizophrenia in Zimbabwe. Therefore, I decided to address this gap by focusing 

my research on that country. To begin the process of gaining entry and access to the field and 

potential participants, I contacted a number of Zimbabwe mental health organisations and 

academics. For example, two years before my intended fieldwork, I contacted the national 

mental health association, an advocacy group focusing on art and mental health, and the 

psychiatric department of the largest university in the country. Roper and Shapira (2000, p. 

34), talk about the need for an ethnographer to do ‘head and footwork’ before gaining access 

to enter the field. As someone who was planning to speak with people living with 
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schizophrenia, it meant that I had to consciously find out who and where access could be 

provided in line with my research objectives.  

I gave the gatekeepers information relating to my study objectives, the time needed for 

the study, the phenomenon of interest (schizophrenia), the inclusion criteria for potential 

participants, and potential risks, hazards or inconvenience associated with the study. 

Consequently, I received a confirmation letter of support from the Zimbabwe Mental Health 

Association (Appendix 2). In the letter, they indicated they were willing to support me by 

facilitating access to potential participants in the form of their members living with 

schizophrenia. To foster this cooperative relationship, I continually updated them on the ethics 

application process and progress with the study. 

3.2.3 Gaining access to the field 

The process of gaining access has been widely acknowledged to be challenging and requiring 

sensitivity and careful planning (Fetterman, 2010; Williams et al., 2014). Purposive sampling 

was the most appropriate strategy to access, select and recruit participants for the study who 

were able to articulate and share their experiences. Purposive sampling is a specifically targeted 

procedure to recruit participants based on their ability and knowledge of the phenomena under 

study (Patton, 2015). As an essential component of ethnography, gaining access is essentially 

a practical matter (Hammersley & Atkinson, 2007) and can be achieved in several ways, 

including contacting the key stakeholders, advertising, or through formal channels. In this 

study, I gained access to potential participants by writing personal letters of introduction to key 

stakeholders in Zimbabwe, such as mental health organisations and institutions of higher 

learning. In addition, the country’s director of mental health provided me with a letter of 

support. However, there is a need to remain flexible before entering the field and during 

fieldwork, as access to the field and to participants may be restricted, denied or withdrawn 

(Brewer, 2000; Hammersley & Atkinson, 2007). In addition to gaining in-principle agreement 
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to access potential participants through the Zimbabwe mental health association, I also obtained 

ethics approval from the relevant ethics committees in Tasmania and Zimbabwe. These matters 

are described below. 

3.2.4 Participants and sampling 

Sampling (inclusion and exclusion criteria) 

Generally, there are no definitive rules about what constitutes a suitable sample size in 

qualitative research, as the aim is not to generalise but to gain theoretic saturation or thick 

description to enrich our understanding of a particular phenomenon, process or culture (Patton, 

2015). Ethnographers are primarily concerned with gaining rich and meaningful insight into a 

particular culture or sub-cultural group and its lifeways, beliefs and values. Accordingly, in 

recruiting participants, ethnographers are concerned to gather data from the best available 

members within a cultural or sub-cultural group. The sample size is less important than the 

ability of participants, known as key informants, to describe and explain their experiences and 

understanding in-depth, within their cultural context. For this study, the small number of 

participants (introduced below) was justified, because it allowed me to explore their situations 

in-depth. Purposive sampling, a non-random technique, was used to select participants based 

on their unique knowledge and experience of living with schizophrenia. 

In this study, inclusion was limited to adults over 18 years old with a diagnosis of 

schizophrenia living in Harare, the capital of Zimbabwe. To ensure that the sample was credible 

and that it covered the main groups of the target population, a maximum variation sampling 

strategy was also used (Patton, 2002). This involved selecting participants based on key 

demographic traits, such as age, sex, income level, and whether they lived in a poor or affluent 

neighbourhood. Recruitment and selection of participants stopped once saturation was reached, 

that is, once the data provided a rich and meaningful insight and overall sense of what it was 

like for people to live with schizophrenia in Harare, and once I was confident that more 

interviews would yield no new data. 
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To ensure those recruited were well positioned to speak about their experiences, several 

exclusion criteria applied: people with a dual diagnosis where schizophrenia was not a primary 

diagnosis; people with other mental disorders such as depression, post-traumatic stress or 

bipolar; those highly dependent on medical care, or who had significant intellectual or physical 

disabilities; and those with learning, cognitive or developmental disorders. In the end, 18 

people participated, 12 men and 6 women.  

3.2.5 Ethical considerations 

All research involving people generates ethical concerns and considerations. For the researcher, 

this raises a number of moral and ethical questions that need to be addressed before, during and 

after the ethnographer has left the field (Parahoo, 2014). This ethnographic study was guided 

by the National Statement on Ethical Conduct in Human Research, including the general 

requirements for consent, researching people from other countries, vulnerable groups, and 

issues of privacy, confidentiality, and the benefits and risks of the study (National Health 

Medical Research Council, Australian Research Council, & Universities Australia, 2007), the 

University of Tasmania Responsible Conduct of Research Policy (August 2019) (University of 

Tasmania, 2019), and the Research Act 1959 (Zimbabwe). Full ethics approval was granted for 

the study by the University of Tasmania Social Sciences Human Research Ethics Committee, 

approval number H00014708 (Appendix 3), and the Zimbabwe Medical Research Council 

ethics committee, approval number MRCZ/A/1953 (Appendix 4). 

To protect the data, I filed the master copies of each participant’s Shona and English 

transcripts in hard copy in a locked cupboard. I also saved them on a password-protected 

university server with backup copies. Fieldnotes and audio interview files were also treated as 

confidential and therefore were securely saved on a password-protected university server. 
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Informed consent  

As this study was undertaken in Zimbabwe, recruiting participants and obtaining informed 

consent involved several steps. First, prior to arriving, I sent local health system stakeholders 

detailed information about the study. This included information sheets (Appendix 5) 

advertisements about the study (Appendix 6) and consent forms (Appendix 7). Secondly, 

advertisements were posted by the gatekeepers on notice boards, and they used purposive 

sampling to contact people they considered suitable for the study. Potential participants were 

given an invitation letter (in Shona or in English as they preferred) together with the 

information and informed consent sheets (Appendices 5 and 7) that included information about 

the research for them to read and to keep.  

Before I arrived in Zimbabwe, the gatekeeper who had agreed to assist with recruitment, 

gave potential participants information sheets relating to the study. On the day of the interview, 

I gave them the information sheet again, explained the purpose and benefits of the study, and 

gave them time to read and ask any questions. Once they had read about the study and asked 

questions, I asked them if they understood what they had read and were agreeing to participate 

in. If they answered ‘yes’ I then asked them to read and sign the consent form (Appendix 7). 

During the interview, I reminded them that their consent was voluntary, and they could 

withdraw from the study at any time if they did not want to continue.  

Autonomy, dignity, privacy, and confidentiality  

The researcher took several steps to ensure the autonomy, dignity, privacy, and confidentiality 

of the participants were maintained:  

1. Participants were mostly interviewed alone (unless they specifically requested the 

presence of a support person, who was usually a family member), in their own home, 

or in a private environment in a rehabilitation home.  

2. Mindful of participants’ right of autonomy, they were informed that they could stop 

the interview at any time and ask for the interview recording to stop.  
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3. Participants were informed that they could ask any questions relating to the research 

study and their participation. 

4. They were free to withdraw from participation at any time, before analysis, without 

giving any reason.  

5. All information was treated confidentially, the data stored securely and accessible 

only to the research team.  

6. Data were anonymised to ensure the results reported were not identifiable. To this 

end, codes and a pseudonym were used in reporting the findings, i.e. no actual names 

or identifying information were used.  

7. Transcripts and records were stored securely in a locked cabinet and were saved on a 

password-protected University computer and server.  

Benefits and risks 

The safety, dignity and well-being of all participants was of paramount importance and ensured 

by adopting a sensitive and ethical approach to the study. Clarke (2006) advises that there is a 

potential for exploitation in interviewing vulnerable people due to the power differentials 

between the participants and the interviewer. As the participants in this study had a mental 

health condition, they were particularly vulnerable, and it was incumbent on me to safeguard 

their position and do nothing to jeopardise their situation or set up false hope. I explained to 

prospective participants that though this research may be of no immediate personal benefit, 

their participation may provide an opportunity to reflect on and discuss their experiences of 

living with schizophrenia. 

3.3 Data collection methods  

For the purpose of this study, data were collected by means of fieldwork, some observations, 

ethnographic interviews, fieldnotes, and the Shona version of the WHOQOL-BREF 

questionnaire. 
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3.3.1 Fieldwork 

Fieldwork has been identified as an essential component of ethnographic research (DeWalt & 

DeWalt, 2010; Hammersley & Atkinson, 2007; Spradley, 2016). With its roots in social 

anthropology, fieldwork has been described as a time for gathering data, through intimate, 

long-term acquaintances, and through close observation and immersion to gain insight and 

understanding of the cultural group being studied (Atkinson et al., 2001; Wolcott, 1995). It 

involves the ethnographer going to the field where the culture of interest is, to observe, 

participate and immerse themselves in the lives of those being studied (Atkinson et al., 2001; 

Hammersley & Atkinson, 2007; Streubert & Carpenter, 1995).  

During my fieldwork in Harare, I was aware that the Shona custom required me to 

conduct myself and interact with participants with courtesy and common sense. The 

hierarchical and patriarchal nature of Shona customs meant participants who were older than 

me expected to be given more respect and courtesy, whereas female participants who had a 

male partner or relative usually expected the male relative to speak or give them ‘permission’ 

to speak. I demonstrated courtesy (kuombera maoko), clapping my hands as a form of greeting 

and showing respect to the ‘head of the family’ and other people present who were older than 

me.  

Apart from the centrality of fieldwork in ethnographic research, another of its hallmarks 

is observation (Atkinson, 2015), which constitutes a primary method of data collection, 

enabling the ethnographer, during fieldwork, to capture and describe events, behaviours, 

interactions and social contexts (Gobo, 2008; Kawulich, 2005). 

3.3.2 Observation  

According to Gobo (2008), observation consists of two strategies: non-participant observation 

and participant observation. In non-participant observation, the researcher observes 

participants from a distance without interacting with them or attempting to interfere with their 

daily routines. In contrast, participant observation involves the researcher maintaining a more 
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visible relationship, staying in the participant’s natural environment, and largely participating 

in their everyday activities, such as ceremonies, rituals, and chores, to understand any meaning 

attached to their actions (Gobo, 2008; Kawulich, 2005).  

In this study, as an insider–outsider researcher (Chidarikire, Cross, Skinner, & Cleary, 

2018a; Irvine, Roberts, & Bradbury-Jones, 2008), my fieldwork role as an observer was 

somewhere between the two positions. During the research interviews and fieldwork, I was 

able to observer participants living with schizophrenia and their caregivers, who were often 

family members. I was able to hear and listen to their life stories, struggles and achievements, 

sources of hope and resilience, as well as their aspirations despite living with a diagnosis of 

schizophrenia. Furthermore, observation allowed me to ascertain if something was important 

or relevant.  

As Spradley (2016) explains, observation occurs in social situations that comprise 

different dimensions: the physical space where the participant lives; the actors or people 

involved; activities that people are engaged in within their different roles; events and times 

things take place; their goals and aspirations; and feelings and emotions expressed before and 

during the observation. As a cultural insider, I was aware of the expectations regarding 

respecting your elders (kukudza vakuru).  

Most of my observations took place at a house where the participant lived, alone or 

with family members. I observed each participant once at a negotiated time and place of their 

choice. Once a time and place had been agreed, I familiarised myself with the directions to the 

participant’s home. Harare is a large city, and I feared that getting lost was inevitable. When I 

had located the house, I started by observing the general surroundings of the location, the 

streets, and the layout of the house and yard before going inside. After we were inside, I politely 

greeted the participants and any other people present and explained our visit. This action 

allowed me to learn what was happening and gain an insight into their daily situation. To create 

rapport, I engaged in general everyday conversation, talking, for example, about the weather 
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and our drive there. I was always mindful of being sensitive and courteous when discussing 

even simple matters that had the potential for misinterpretation by the participants or their 

caregivers. 

3.3.3 Interviews 

An interview is a data collection method that involves verbal communication between the 

researcher and research participants during which information related to the study is provided 

to the researcher (Brinkmann, 2013). Interviews seek to gather open-ended answers related to 

a number of questions, topic areas or themes (O'Leary, 2014). Although there are many types 

of interview technique available, in most ethnography, interviews are unstructured and 

conversational, as they are designed to encourage participants to tell their story and describe 

their situation and experiences openly and frankly. Whereas both everyday conversations and 

research interviews are often conversational, focused ethnographic interviews are usually semi-

structured, geared to their purpose, and limited by time (Brinkmann, 2013; Holloway & 

Wheeler, 2013; Merriam & Tisdell, 2016). As an ethnographer, the purpose of interviewing 

participants was not simply to get my research questions answered. Instead, it was because of 

my deep interest in understanding the experiences of people living with schizophrenia in 

Harare, Zimbabwe, and to understand the meanings they attached to those experiences.  

The first task involves selecting informants able to shed light on the phenomenon of 

interest (Hammersley & Atkinson, 2007). In this study, my phenomenon of interest was the 

experiences of people living with schizophrenia in Harare, Zimbabwe. I used a semi-structured 

interview format to interview people living with a diagnosis of schizophrenia to hear, document 

and understand their life stories. Therefore, I devised a semi-structured interview guide 

(Appendix 8) derived from the research questions specific to this study. Throughout fieldwork, 

this semi-structured approach to interviewing allowed for flexibility, making it possible for me 

to follow the interests and thoughts of the participants by adapting the order and focus of 
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questions. Open-ended questions were used to encourage participants to speak freely about 

their experience, for example, “tell me about how and when you became aware of this illness”. 

These were followed up by prompting, clarifying and summarising questions that allowed 

participants to give a deeper insight into the meaning of their experiences and life stories in 

general, and to confirm I had understood their message, for instance, ‘what did you feel or think 

when you found out that those symptoms you had were linked to schizophrenia?’ 

3.3.4 Field notes 

Writing field notes was a natural and important progression from interviewing and observation. 

I started by capturing a general description of the physical surroundings, the people and their 

activities. I used fieldnotes as a tool to capture cues and represent the events I observed, persons 

I interacted with and places I had been by reducing these into written accounts. According to 

Bernard (2006) fieldnotes should be written as soon as practicable during fieldwork, because a 

delay in documenting observations affects the richness and accuracy of what has been 

observed. Because of this, I wrote up my field notes as soon as I could after each interview and 

recorded everything I could remember about our fieldwork day. At the time of my fieldwork, 

Zimbabwe was experiencing daily power shortages. During the day, the power was turned off 

until the middle of the night. This meant I had to write my field notes during the day if possible. 

However, whenever we arrived home after dark, I had to write my notes by candlelight. This 

happened several times.  

As Atkinson (2015) argues, it is impossible to make notes on everything that happened 

in the field. Accordingly, I was selective in what I recorded. I documented my field notes in 

the form of a diary. This way I was able to record my observations of the environment, how 

participants looked, behaved, interacted, responded, and how the day went, including moments 

of insight, and the successes and tolls of fieldwork. To guard against memory bias and 

forgetting important events and observations, I wrote down brief notes or ‘jottings’ during the 
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actual observations and interviews. These cues were expanded at the end of the day before the 

power went out.  

3.3.5 Quality of life questionnaire  

Data about participants’ overall perception of health and quality of life was collected using the 

WHO-approved WHOQOL-BREF questionnaire, which I would ask participants to complete 

after the interview. According to the World Health Organization (1998a), the WHOQOL-

BREF is a self-reported questionnaire designed to assess individuals’ perceptions of their 

overall health and quality of life in the context of their sociocultural situation and values 

systems. The 26-item questionnaire collects participants’ information in four domains, namely 

physical health, psychological health, social relationships, and environment.  

3.4 Data analysis  

In ethnographic methods, data collection and analysis are both iterative and interlinked. Data 

analysis is not a separate process that follows data collection (Hammersley & Atkinson, 2007). 

Instead, the process of analysing data begins when the project is conceived, and continues 

during fieldwork, data collection, coding for themes, and finally report writing. In this study, 

data collection comprised non-participant observational fieldwork, ethnographic interviews 

(taped, transcribed, and translated), field notes, a reflective journal, and the brief version of the 

WHOQOL questionnaire. In ethnographic research, the use of multiple information sources is 

crucial as it helps to compare information from different sources. It also deepens researchers’ 

understanding of the phenomena under study, and enables the research questions to be 

answered more completely (Fetterman, 2010). 

The researcher starts to analyse data during fieldwork as they make sense of emerging 

topics of interest as a result of interacting with participants, and of new lines of inquiry 

emerging in the field. The main goal is to reflect on the data and to simultaneously make sense 

of the particular and general within the data (Averill, 2015). That is, to make sense of it at an 
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individual level and as a whole. Boyatzis (1998, p. 1) equates thematic analysis with seeing 

and with one’s ability to be an astute observer, writing that “observation precedes 

understanding”, implying that the researcher needs to be attentive to an important moment, 

situation, event, person or place as requiring a closer look (Boyatzis, 1998). 

3.4.1 Thematic analysis 

Thematic analysis was used as a method for analysing qualitative data, in this case, 

observational field notes and interview data. According to Boyatzis (1998, p. vii), a theme is a 

pattern that emerges from qualitative data that describes observations or interpretations of 

aspects of the phenomenon under investigation. Braun, Clarke, and Weate (2016) explain that 

thematic analysis is designed to assist in the identification of themes or patterns in the data so 

that interpretations for meaning and importance of data are revealed. Unlike more prescriptive 

data analysis methods, such as conversational, and narrative or discourse analysis, thematic 

analysis has an advantage in its flexibility and in not being linked to a specific paradigm, 

research design, or epistemology (Braun & Clarke, 2006a). 

In ethnography, analysis of ethnographic data about the way people live is not a separate 

stage of the research process (Hammersley & Atkinson, 2007). Instead, it is an iterative process 

that requires the researcher to apply inductive and deductive logic to thematic analysis.  

Applying inductive and deductive logic  

As Bazeley (2013) asserts, there are two general types of thematic analysis process: inductive 

and deductive. In inductive research, conclusions and findings are founded in the data, whereby 

recurring themes, patterns or categories are revealed from within the participants’ experiences 

(Bazeley, 2013; Braun & Clarke, 2013). On the other hand, deductive logic entails the 

researcher having some prior construct or hypothesis, emanating from their research questions 

or the literature, to test or observe within the data (Bazeley, 2013; Miles, Huberman, & Saldaña, 

2014). Boyatzis (1998) categorises thematic code development as either data-driven (inductive 
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code development), or theory-driven (deductive code development). In deductive code 

development, the researcher begins with the hypothesis or theory and then searches data for 

evidence to either support or refute the theory, whereas the inductive approach relies on 

evidence extracted from interpreting the data sets (Boyatzis, 1998).  

According to Braun and Clarke (2006a, p. 76) thematic analysis offers the best approach 

for identifying and reporting patterns (themes) within qualitative data. They advocate a six-

stage process, and support their approach by asserting that it is flexible and does not subscribe 

to any theoretical or epistemological position but can instead be used with several research 

designs and data collection techniques (Braun et al., 2016). As stated above, the aim of this 

study was to explore and understand the experiences and quality of life of people living with a 

diagnosis of schizophrenia in Harare, Zimbabwe. Therefore, adopting thematic analysis was 

the most appropriate method for analysing the data. Thematic analysis provided theoretical 

freedom. It did not subscribe to a philosophical approach. Instead, it was flexible and could be 

modified to the needs of the study (Braun et al., 2016; Nowell, Norris, White, & Moules, 2017). 

3.4.2 Phases of thematic analysis 

The thematic analysis process suggested by Braun and Clarke (2006b) used in this study 

involved six phases: the researcher familiarising themselves with and preparing the data, 

generating initial codes, searching for themes, reviewing themes, defining and naming themes, 

and producing the report (Figure 2).  
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and translation, I looked for patterns, new ideas and any new insights, writing them down as a 

memo or comment in the page margin.  

Phase 2: Generating initial codes 

Data management was an important part of data analysis, as it allowed the multiple data sources 

to be stored, accessed, retained, and coded (Miles et al., 2014). Qualitative research inevitably 

generates copious data for analysis, such as interview transcripts, observational field notes, 

journals, and other documents or records (Hahn, 2008). Hahn (2008) suggests that productive 

coding proceeds in qualitative coding levels that typically follow a three-step process. In 

developing codes, Hennink, Hutter, and Bailey (2011, p. 217) recommend that “only about 

one-third of the data are read to develop codes, not the entire data set”. For instance, in this 

study there were 18 transcripts available for analysis. Using the one-third rule suggested by 

Hennink et al. (2011) meant about six interview transcripts would be sufficient to identify the 

initial codes in the data. Others, such as Saldaña (2016) and Tracy (2013), concur, explaining 

that the researcher must decide to code first those data that are typical, unique and interesting 

in some way before moving onto data with opposite attributes. The researcher needs to sense 

and look out for themes. This has to be done reliably, followed by developing codes, and then 

interpreting the information and themes in the context of a theory, research question or 

conceptual framework (Boyatzis, 1998). In the case of this study, all qualitative data sources 

were imported into NVIVO PRO version 11, ready for initial coding.  

First-cycle coding 

To begin the process of coding, a systematic approach was used to bring order and ensure 

transparency in the process. To make analysis manageable, I divided the coding process into 

two major phases, namely first-cycle coding and second-cycle coding, as proposed by Saldaña 

(2016, pp. 68-69). In conducting the coding, I used a process of assigning a word or phrase to 

the chunk of data following a coding moment of something significant within the data 
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(Boyatzis, 1998). Once the transcripts were all coded, I immersed myself in the data by reading 

and rereading the text to identify major themes and issues and obtain an overall picture of the 

topics.  

During the initial stage of coding, the transcripts were read thoroughly and coded 

whenever there was a codable moment (Boyatzis, 1998). This involved coding a significant 

word in-vivo, coding text line by line, consistent with grounded theory (Charmaz, 2014; Corbin 

& Strauss, 1990), or coding passages of text. Whilst reading the text thoroughly, I made notes 

in the margin or highlighted important text and phrases to identify emerging patterns, and 

categories of information. I adopted coding strategies informed by Boyatzis (1998); Braun and 

Clarke (2006a), and (Saldaña, 2016). Although not the only process of data analysis, coding is 

necessary (Saldaña, 2016), and is designed to reduce data and uncover themes or categories. A 

good ethnography depends largely on the researcher’s ability to “code well and easily” 

(Strauss, 1987, p. 27).  

I used a codebook as recommended by Bazeley (2013). He recommends using a 

codebook or code log to assist in managing the numerous codes generated during the initial 

stages of manual thematic coding. A codebook is a record of the codes created during thematic 

analysis, including links between concepts, definitions, examples, and descriptions, and 

provides a mechanism for linking the codes to the relevant parts of the transcript within the 

data (Bazeley, 2013; Saldaña, 2016). In addition to using a codebook, I used NVIVO to code, 

store, link and search the data. I also used NVIVO to assist with organisation and storage of 

data; that is, as a management strategy as well as for analysing and interpreting the data.  

Initial coding example from NVIVO 

Mindful that researchers should remain relaxed, flexible, and not overly structured as they 

interact with and immerse themselves in the data searching for meaning, relationships and 
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themes (Corbin & Strauss, 2008; Howitt, 2010), I made sure I had all the transcripts organised 

in NVIVO, and arranged time dedicated to initial coding with little or no distraction.  

As the initial coding proceeded, I simultaneously collected similar coded extracts into 

categories, known in NVIVO as ‘parent nodes’ (Bazeley & Jackson, 2013). Morse (2008) 

explains that a category differs from a theme in that a category is a gathering of related data 

into a folder, allowing for further recoding or description of the category to uncover themes. A 

theme, on the other hand, refers to a pattern emerging from the data, or a meaningful ‘essence’ 

that can be sensed throughout the data (Morse, 2008, p. 727). In other words, a theme represents 

the recurring topic(s) the data was revealing to me through my observations, interpretations 

and sense-making.  

Phase 3: Searching for themes (organising and identifying themes) 

The process used to search for, organise and identify themes followed the methods of second 

cycle coding recommended by Saldaña (2016). It provides a way of summarising parts of the 

coded data into small groups containing similar categories, themes or constructs. In this phase, 

segments of the text containing the same initial code were grouped together in order to re-

examine them closely to identify common or significant emerging themes. In doing this, I was 

mindful that data are not just coded but recoded (Saldaña, 2016). Thematic analysis can be 

undertaken at a superficial or deeper level. At a superficial level, words or a paragraph may be 

coded for emerging themes directly from what a participant has to say. Saldaña (2016) 

identifies these as ‘descriptive codes’ or ‘topic codes’. The initial task here is to allocate 

passages of text to a topic. Although there is little interpretation at this stage, any important 

ideas or connections within the data are documented as a memo, a reflection in a journal, or an 

annotation for further exploration for meaning (Patton, 2015; Richards, 2015). At a deeper 

level, thematic coding extends to what is implied in the words used through a process of 

reorganising, synthesising, and meaning-making using the coded data.  
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Identification and naming of themes was initially completed separately for each 

participant to ensure that emerging themes were being identified uniquely for each individual. 

NVIVO was used to further analyse the sets by considering different ways of building on nodes 

(codes) (Jackson & Bazeley, 2019). For pattern coding, I used both manual and computer-

assisted analysis to categorise, find possible explanations, relationships among different 

people, and any patterns revealing the critical constructs within the data (Miles et al., 2014).  

The process of generating themes was done after the completion of initial coding of the 

entire data set. There are many ways to discover themes from the data, including looking for 

word repetitions, and examining large passages of text and specific descriptive words used by 

participants (Gibbs, 2007; Richards, 2015; Ryan & Bernard, 2003). During the initial coding, 

I looked for a particular word used by the participant, repetition of words, metaphors and 

nuances, and for local terms and indigenous typologies specific to Shona people. Many 

potential themes were gathered into categories and coded together so that the context and the 

meaning behind the text was not lost. In addition, I developed an initial thematic or mind map 

illustrating the development of initial themes and their connection to each other. Finally, the 

themes and subthemes were collected together with the relevant extracts from individual 

interview transcripts, observational field notes and case vignettes.  

The subthemes collected during this stage were: beliefs about causes of schizophrenia; 

spirituality, faith, and living with schizophrenia; patriarchal gender traditions (mukadzi 

mutorwa); family dislocation and upheaval; employment and societal stigma; expensive 

treatment and limited access to support; mental health in rural areas; poverty and schizophrenia, 

a complex dichotomy (murombo munhu); caregiver burden; and feeling forced to work by 

participants’ need to provide for themselves and/or their family.  
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Phase 4: Reviewing themes  

The themes identified in the previous phase were further reviewed and refined. The emerging 

themes were constantly being verified against the data transcripts and audio-recorded 

interviews to ensure that the themes stayed close to the data and did not reflect researcher bias. 

Each segment of text relating to a specific theme was revisited to ensure that it explicitly 

revealed the related theme, and whether further coding was needed within other themes. The 

next step was to define and label the themes.  

Phase 5: Defining and naming/labelling themes 

Emerging themes were further distilled into six major themes from the analysis of the 18 

interviews. This is an important phase, requiring accuracy, judgement and precision in the 

choice of words and phrases the researcher uses to capture and describe the emerging themes 

(Braun & Clarke, 2006b; Howitt, 2010). Thematic analysis was mostly a solitary endeavour, 

and no doubt this process helped me develop patience and deep insight and understanding of 

participants’ experiences of living with schizophrenia. As suggested by Howitt (2010), I 

discussed my emerging themes and categories with colleagues and supervisors both familiar 

and unfamiliar with the topic. This helped me reflect on any problems with my thinking about 

emerging themes, and to question whether the themes and the labels I assigned reflected and 

remained close to the words and meanings expressed by participants. The resultant themes and 

sub-themes are reported in Chapter 5 and elaborated in Chapter 6. The final phase was the 

write-up.  

Phase 6: Final report writing  

The aim of this study was to explore and understand how it is to live with a diagnosis of 

schizophrenia in Harare, Zimbabwe. The purpose of ethnographic studies is to tell a story about 

a phenomenon, or about experiences of a cultural or sub-cultural group (O'Reilly, 2012). 

However, O'Reilly (2012) asserts that it is impossible to write about everything found through 
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an ethnography. The intention of the final part of the thematic data analysis is to “communicate 

the cultural meanings” (Spradley, 1979, p. 205) and experiences. I used verbatim quotes in 

English, and sometimes Shona, to demonstrate the rationale for selecting and naming themes 

and the frequency of themes. The final report presents and discusses the findings as major 

themes within the context of relevant and related literature in order to situate this new 

knowledge in its broader context, relevance and significance. I decided to report and discuss 

my findings as two published papers, which are presented in Chapter 5, and to discuss the 

integrated findings and their relationship to related literature in the sixth chapter of this thesis.  

In qualitative research, triangulation is a strategy that allows researchers to recognise, 

explore, and understand different perspectives of the phenomena under study (Flick, 2009). In 

this ethnographic study, I augmented the knowledge and insights garnered from observational 

fieldwork and interviews with the WHOQOL-BREF questionnaire as a means to enhance 

credibility and compare consistency of the experiences and quality of life reported by 

participants.  

Analysing WHOQOL-BREF data 

The WHOQOL-BREF assesses participants’ quality of life in four domains: physical health, 

psychological health, social relationships, and the environment. Data from the WHOQOL-

BREF questionnaire were analysed according to the analysis methods prescribed by the WHO 

(World Health Organization, 1998b). As described above, before each interview began, I 

explained the purpose of the interview and that at the end of the interview I would ask the 

participant to complete a WHOQOL-BREF questionnaire. This questionnaire was designed to 

collect information about their general quality of life. Details of the analysis were reported in 

a published paper (Chidarikire, Cross, Skinner, & Cleary, 2020a) – see Chapter 5.  

I used reflexivity to stay true to the meanings conveyed by participants during the 

analysis and had ongoing conversations with the data to minimise self-bias.  
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3.5 Reflexivity 

Broadly speaking, reflexivity accepts that the socio-historical location of the researcher shapes 

their orientation (Hammersley & Atkinson, 2007), and is concerned with the relationship 

between the researcher and participants (Atkinson et al., 2001). The researcher is expected to 

explain who they are, articulate any bias they are aware of, and reflect on how these factors can 

influence the analytic process. Any emotional factors that may impede or enhance the 

ethnographer’s immersion, such as fatigue, feelings of being a ‘stranger’, outsider (etic), 

‘friend’, insider (emic), or combination of these, must be captured and recorded (Hammersley 

& Atkinson, 2007; Patton, 2015). Bruner (1993) calls for researchers to avoid self-indulgence 

and provide a considered, honest and authentic representation of lived experiences. 

The emic perspective denotes the researcher as an insider, and therefore as having an 

insider’s view of the participants, and their perspectives, local knowledge and cultural 

understanding of their social world (Holloway & Wheeler, 2013). This position affords the 

researcher, as an instrument for data collection, analyst and writer of the ethnographic report, 

a cultural insiders’ perspective, insight and knowledge of the reasons why people behave the 

way they do (Holloway & Wheeler, 2013; Patton, 2015). The insider’s view also puts the 

participants’ view of reality (world) at the centre of understanding the lived experiences within 

a culture (Boyle, 1994; Crang & Cook, 2007). Conversely, the etic perspective refers to the 

researcher being an outsider to that which is being studied. This involves the researcher having 

some degree of detachment from the participants’ social world (Patton, 2015), as well as being 

an external observer providing analysis and interpretation of the participants’ social reality and 

viewpoint (De Laine, 1997).  

 As an insider–outsider researcher, I needed to write from both positions. As a 

Zimbabwean-born researcher, familiar with the culture and language of people participating in 

the study, I was an insider. However, I was trained and educated as a mental health nurse in 

the UK and Australia, and therefore considered myself an outsider. I have never practised as a 
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nurse in Zimbabwe, and prior to the study knew little about mental health care in Zimbabwe, 

so issues of mental health there were new to me.  

Although my role as an insider–outsider researcher was beneficial to the research 

process, I encountered several methodological challenges. These are outlined in the two 

publications reproduced below.   
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3.6 Part III: Methodological publications 

3.6.1 Translation report submitted to the World Health Organization 

As part of the agreement to translate the WHOQOL-BREF questionnaire into Shona, I was 

required to submit a detailed report outlining the translation process. The report contained 

details of the procedures followed and problems encountered. The WHO has approved the 

translation process and authorised the inclusion of the report in this thesis (Appendix 9). 

Chidarikire, S., Cross, M., Skinner, I., & Cleary, M. (2017). WHO Quality of Life-

BREF (WHOQOL-BREF) Shona Version: Translation Report. Retrieved from 

http://ecite.utas.edu.au/116365 
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3.6.2 Methodological challenges of cross-language ethnography 

This methods article, published in the journal Qualitative Health Research, details the 

methodological challenges of cross-language ethnography encountered throughout the research 

process, including conception of the research topic, translation of the WHOQOL-BREF 

questionnaire, fieldwork, transcribing and translating semi-structured interviews, thematic 

analysis, and writing up the ethnographic findings. The main challenges were explored under 

the following themes: 1) the complexities of the insider–outsider researcher dichotomy; 2) 

buffering the challenges of insider–outsider research through reflexivity; 3) translating cultural 

concepts of distress from Shona into English; and 4) explaining mental and emotional distress 

in the Shona language. The publisher has authorised the inclusion of the manuscript in this 

thesis (Appendix 10). 

 

Chidarikire, S., Cross, M., Skinner, I., & Cleary, M. (2018). Navigating Nuances of 

Language and Meaning: Challenges of Cross-Language Ethnography Involving Shona 

Speakers Living with Schizophrenia. Qualitative Health Research. 28(6), 927-938. 

https://doi.org/10.1177/1049732318758645 
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3.7 Summary  

This chapter has detailed the methodology underpinning this focused ethnography, and the 

methods of data collection, including non-participant observational fieldwork, semi-structured 

interviews, and the short form of the Shona version of the WHOQOL-BREF questionnaire. It 

has provided a detailed record of the research process, including the dual ethics approvals in 

Australia and Zimbabwe, my preparation and visit to Zimbabwe for fieldwork, and my role as 

a bilingual cultural insider–outsider researcher. It has described the third-party recruitment and 

purposive sampling of participants with a diagnosis of schizophrenia, and informed consent. It 

then described how data were thematically analysed using the framework proposed by Braun 

and Clarke (2006a). The chapter includes two publications: first, the WHO-approved 

translation report, ‘WHO Quality of Life-BREF (WHOQOL-BREF) Shona Version: 

Translation Report’, which details the process of translating the WHOQOL-BREF survey 

instrument from English into Shona. The second article, published in Qualitative Health 

Research, ‘Navigating Nuances of Language and Meaning: Challenges of Cross-Language 

Ethnography Involving Shona Speakers Living with Schizophrenia’, details the challenges of 

undertaking cross-language research, including transcribing, translating and analysing 

interview data, the role of the bilingual insider–outsider researcher and reflexivity, and analysis 

of the WHOQOL-BREF data. 

The next chapter does two things. First, it describes, in text and photographs, the 

research setting, Harare, the capital of Zimbabwe. It then draws on my fieldwork experience, 

observations, and interview data to profile each of the 18 participants in the form of deidentified 

case vignettes. 
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Chapter 4: Setting and Participants 

The previous chapters have contextualised the study in terms of mental health servicing and 

resourcing in sub-Saharan Africa, specifically the geopolitical, cultural and economic situation 

in Zimbabwe, established what is and is not known about the situation for people living with a 

diagnosis of schizophrenia in Zimbabwe, and the need for such a study, and outlined the 

research methodology and processes adopted. This chapter sets the scene by describing the 

study setting, Harare, the capital of Zimbabwe. It then introduces and situates the 18 people 

who participated in the study in short cameo vignettes. The final section is a brief introduction 

to the next chapter. 

4.1 Harare 

Harare was founded in 1890 by a Pioneer Column organised by Cecil John Rhodes during the 

time of colonisation of southern Africa (Harare City Council, 2017; Raftopoulos & Mlambo, 

2008). At that time it was known as Fort Salisbury, and was the capital city of the then 

Federation of Rhodesia and Nyasaland, which included present-day Zimbabwe, Zambia and 

Malawi (Nelson, 1983; Raftopoulos & Mlambo, 2008). When Zambia and Malawi gained their 

independence from Britain, Harare, then known as Salisbury, continued as the capital city of 

Rhodesia. When Zimbabwe gained its independence in 1980, the city continued as its capital 

and largest city. The name of the city was officially changed from Salisbury to Harare on the 

second anniversary of Zimbabwe’s independence celebrations in April 1982. The name Harare 

is derived from the local term haarare, meaning ‘one who does not sleep’, a reference to an 

old chief (Harare City Council, 2017). Administratively, Harare is an independent city, also 

considered a province, and is governed by an elected mayor and a resident minister. 
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Figure 3. Downtown Harare 

At the time of writing, Harare is a colourful, noisy, bustling, sprawling cosmopolitan 

city of about two million people (Zimbabwe National Statistics Agency, 2013). The city has 

some tall modern buildings and wide streets, usually lined with flowering trees such as the 

jacaranda (Figure 3). Although the beauty of city buildings and infrastructure remains, the state 

of the roads and buildings evidences disrepair and neglect. Buildings were dilapidated and 

many of the streets pitted, pot-holed, and unnamed. The city was hard to navigate, as official 

maps were outdated and suburbs were named alphabetically, not serially. A number of men 

and women could be seen begging on the side of the road.  

The wide streets lead into narrow and winding laneways lined with street vendors and 

flea markets (Figure 4). Flea markets (musika) are popular in Harare because their items are 

usually cheaper, especially for second-hand items, they are accessible, and they have a wide 

variety of merchandise for sale (Njaya, 2014a; Rogerson, 2016). Unfortunately, flea markets 

and street vending have brought a number of problems, including overcrowding on pavements 

(because vendors display their goods for sale in front of licensed shops), some foods sold are 

unsafe, there is traffic congestion, and some venders work in partnership with criminals 

(Matamanda, 2020; Rogerson, 2016). The prevailing economic challenges in Zimbabwe have 
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resulted in high unemployment and high cost of living (Ministry of Macroeconomic Planning 

and Investment Promotion, 2017; World Bank, 2019). Consequently, as many as one third of 

the country’s population have resorted to street vending and operating flea markets.  

    

Figure 4. Flea markets and street vendors displaying wares along a pedestrian mall 

Like any other modern city, provided you know where you are going, it is easy to get 

around Harare either on foot for short distances or using a taxi or local buses for longer 

commutes. Most people get about on bikes, in cars, or travel on overcrowded buses. The safest 

way to get around for people unfamiliar with the city is using taxis. However, the locals use 

commuter transport called maKombi (Figure 5). Although maKombis, or ‘emergency taxis’, 

are regulated and require the operator and driver to be registered, those who operate them are 

known for flaunting road rules in order to pick up as many passengers as possible (Mazarire & 

Swart, 2014). This form of transport has faced many challenges, including overcrowding, 

safety and harassment of commuters at bus ranks by rank marshals, referred to in Shona as 

mahwindi (Mashiri, 2001; Mazarire & Swart, 2014). For those wanting to travel longer 

distances from Harare, the best transport is buses, although they are often crowded and 

overloaded.  
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Figure 5. People disembarking and boarding the local maKombi form of transport and a long-

distance bus leaving Harare 

Harare’s 36 suburbs are categorised by their affluence according to population density. 

Fifteen suburbs are classed as high-density, eight as medium and twelve as low-density. It is 

assumed that the lower the density the more affluent the people are who own a house in that 

location (Njaya, 2014b).  

As in cities across the region (Mpofu & Ndlovu-Gatsheni, 2019), urban poverty 

continues to be an issue for most people living in Harare. Water and urban sanitation 

infrastructure, which is over 50 years old, has either collapsed or is in a state of disrepair 

(Gaidzanwa, 2019; Mupedziswa & Gumbo, 1998), and much water is lost through leakage. 

Consequently, water quality is questionable, and most areas use boreholes and unprotected 

wells. It is also common for refuse to remain uncollected for days due to shortages of collection 

vehicles and fuel (Helliker, Chiweshe, & Bhatasara, 2018).  

4.1.1 Culture, historical heritage and religiosity  

Although multiracial, the Shona remain the dominant people, language, and ethnic group 

(Tatira, 2010). Harare is home to several places of cultural, religious and historical significance, 

including galleries of Shona stone sculpture, the national sports stadium, the national heroes 
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acre, the Zimbabwe book fair, and the state house, parliament and supreme court (Harare City 

Council, 2017). 

The Kopje part of Harare has cultural and historical significance and is believed to be 

the first site where the Shona habitants under Chief Neharahwa, also known as Chief Haarari, 

lived. In English, Haarari means ‘the one who never sleeps’. When British settlers arrived in 

1890, they took over the Kopje and raised the Union Jack, marking the country as a British 

settlement (Harare City Council, 2017; Zvobgo, 2009). Zimbabwe’s culture is mainly depicted 

and narrated within the Zimbabwe National Gallery and the Zimbabwe National Archives. The 

national gallery is dedicated to preserving and presenting Zimbabwe’s art and visual heritage 

(National Gallery of Zimbabwe, 2020).  

The participants in this study seemed like anyone else living in Harare, though most 

lived in the high-density suburbs characterised by relatively high levels of unemployment, 

poverty and overcrowded multiple occupancy households (Manjengwa, Matema, & Tirivanhu, 

2016). Typically, they walked or used maKombi public transport. The following section 

introduces the participants in this study. To maintain anonymity, their names are pseudonyms, 

but they represent real people and real-life experiences of living with schizophrenia (see Table 

2 Profile of participants). 

 

Table 2. Profile of study participants (n=18) 

Pseudonym 

Name 

Age 

Group/

Gender 

Marital 

Status  

Lives 

alone/No

. of 

children  

Education 

level/ 

employment 

status  

Location/ 

interview 

circumstances   

WHOQOL-BREF 

scores (*Domains 

1, 2, 3 & 4) 

Summary QOL 

Moses  Male 

30s 

Married No/two  Secondary/ 

Employed 

In a van, alone 63; 63; 81; 44 

 

Maria   

 

Female 

50s 

Separated No/two Primary/ 

Unemployed 

Rehabilitation 

Home, alone 

75; 56; 50; 75 

Sharon  Female 

30s 

 

Divorced Yes/four Primary/  

Unemployed 

Rehabilitation 

Home, alone  

25; 25; 25; 19 

Spiwe  Female 

40s 

 

Widowed  No/two Primary/ 

Employed 

 

Home, alone 69; 69; 44; 81 
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Virginia  Female 

50s 

Single Yes/none Tertiary/ 

Unemployed 

Home, alone 69; 50; 56; 63 

Lizzy  Female5

0s 

 

Married No/three  Primary/ 

Unemployed 

Rehabilitation 

Home, alone 

94; 44; 100; 44 

Florence   Female 

30s 

  

Divorced  No/five Primary/ 

Unemployed  

Home, with a 

relative 

38; 31; 50; 38 

Edward  Male 

40s 

 

Single  No/none  Secondary/  

Employed  

Home, 

interviewed 

alone  

69; 44; 56; 69 

Phillip  Female5

0s 

Married No/none Secondary/ 

Employed  

Home, alone  75; 56; 56; 56 

William  Male 

50s 

Single No/none  Primary/ 

Unemployed 

In a van, alone  69; 63; 50; 56 

Obert  Male 

50s 

Single  No/none Primary/ 

Employed 

At work, alone 81; 81; 69; 100 

Charles  Male 

40s 

 

Married No/three Secondary/ 

Unemployed 

Home, alone  19; 38; 19; 6 

Robert  Male 

40s 

 

Single No/none Secondary/ 

Employed 

Home, with a 

relative  

56; 81; 50; 56 

Godfrey   

 

Male 

30s 

 

Single  No/none Secondary/ 

Employed 

Home, alone 94; 94; 81; 75 

Kennedy  

 

Male 

40s 

 

Single Yes/none Primary/ 

Unemployed  

Home, alone  56; 94; 6; 31 

Thomas  Male 

40s 

Separated  No/one Primary/ 

Unemployed  

In a van, with 

a relative  

25; 44; 56; 56 

Luke  Male 

20s 

 

Single No/none  Secondary/ 

Unemployed 

Home, relative 

present  

69; 56; 50; 38 

Joseph  Male 

60s 

Separated  No/five Secondary/ 

Unemployed 

Home, with 

relatives  

56; 44; 69; 75 

*Domains 1: Physical health; 2: Psychological; 3: Social relationships and 4: Environment  

The four domain scores denote an individual’s perception of quality of life in each domain. Domain scores are scaled in a positive 

direction (i.e. higher scores denote higher quality of life) (World Health Organization, 1998, p.48).  

 

4.2 The participants 

Each of the 18 people who participated in this study had been diagnosed with schizophrenia. 

They are introduced here in case vignettes. The aim of this part of the chapter is to introduce 

the participants, situate their circumstances and bring their stories to life. Pseudonyms have 

been used, and all identifying information, such as location or names of relatives, have been 

omitted to maintain participants’ confidentiality.  
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Moses 

Moses, a married man, was living with his wife and three children at the time of the study, and 

caring for his wife, who had anxiety. He arrived for our interview wearing a blue t-shirt, white 

trousers, and a pair of trainers. His demeanour was confident and friendly, and he seemed 

pleased to be interviewed and have an opportunity to express his thoughts and views on mental 

health issues in general. He told us that he worked as an informal trader selling assorted goods 

such as clothes and electrical items. I interviewed him in the van at a local shopping centre car 

park. After arriving late for the interview, Moses explained that it was not possible to visit him 

at home because his wife was not feeling well, and that she had an “affective disorder”. During 

the interview, Moses constantly expressed concern about his wife. He freely described how 

there was a long history of schizophrenia in his family, including his father, who struggled with 

schizophrenia all his life. Moses has lived with schizophrenia for more than 20 years, 

experiencing auditory hallucinations and suicidal thoughts. As a child, people used to insult 

him for having a father with schizophrenia, calling out using disparaging language towards 

him, such as “ana baba vanopenga” (‘the boy with a father who is mad’). Moses’ treatments 

included medications, faith, and belonging to a church. He considered himself to be “branded”, 

describing his family as the “first branded family” of mental health in Zimbabwe. He saw 

himself as an inspiration to other people living with schizophrenia in Zimbabwe, as he was 

living free of symptoms and a near ‘normal’ life. 

Maria 

Maria, originally from a rural area some 350 kilometres outside Harare, was a single woman 

in her 50s. We interviewed her at one of the rehabilitation centres where she was living. Maria 

was admitted to a psychiatric hospital in Harare after being brought in by the police following 

reports of deterioration in her mental state. She was reportedly setting neighbours’ huts on fire, 

including her own, however there were no psychiatric hospitals nearby. She didn’t know 

anyone in Harare, and at the time of the interview had nowhere to go, even though her mental 
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state was deemed to be stable. During the interview, Maria could not recall most of what had 

happened leading to her transfer and admission. During the interview, she stated repeatedly 

that she wanted to go home as she believed her mental state to be stable. However, lack of 

money for the bus fare and questions about her capacity to remember her bus stop were 

delaying her discharge. 

Sharon 

Sharon was a divorced woman in her late 30s who had two sons aged 17 and 14. She also 

resided in the rehabilitation home. Sharon seemed friendly and answered all our interview 

questions. She reported falling pregnant with twins, but the twins, a boy and a girl, had died in 

what seemed to be traumatic circumstances. Sharon described an incident later when she had a 

serious suicide attempt and the circumstances leading to that. This event reveals several 

insights into the relational dynamics at play at the time. Sharon’s desperation for relief of her 

psychotic symptoms and crying for help looking for relief and an escape brought her to the 

point of attempting suicide by setting herself on fire. Her children witnessed their mother’s 

desperate need for help and eventual serious suicide attempt. The husband appears to have 

ignored his wife’s plea to be taken to a mental health hospital for treatment.  

Spiwe 

Spiwe was a widow in her 40s who lived with her two children in a single-room cottage inside 

her employer’s offices, located in an affluent residential suburb very close to the city. She 

worked for a senior government official as a cleaner. Spiwe was welcoming, although seemed 

a little shy. She had to give us directions to her house after we got lost a few times trying to 

find it. Spiwe said she had worked for her current employer for more than 15 years in different 

roles. When her husband died, their relationship had not been strong. She narrated how she 

came to know and work for the senior government official. She said that it was through a 

generous religious lady who had helped after seeing Spiwe wandering the streets, dishevelled, 
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looking confused and hungry. The lady, who was a nurse, took her in and escorted her to 

hospital. Once in hospital, she kept in contact, regularly visiting her and ensuring that she was 

well looked after. Spiwe was later introduced to the government official by the lady, offered a 

job and had not looked back.  

Virginia 

Virginia was a 56-year-old single woman who lived alone in her own home. She was 

unemployed but had been employed in the past before retiring on medical grounds. She stated 

that her mother used to be an elected politician. Virginia was friendly and welcoming. During 

the interview, Virginia said that she had had a baby. However, it wasn’t clear whether this was 

a real baby or part of some delusion. She revealed the baby’s father was from the boarding 

school she had attended. Virginia insisted that she had had a miscarriage and that had caused 

or triggered her schizophrenia. Although she was not employed, Virginia appeared to have 

adequate financial resources to live comfortably, derived from her investment properties, an 

inheritance from her father. She also received her father’s pension, and her siblings supported 

her by bringing her food, paying rates, and collecting medication for her. Virginia revealed 

how, some years past, she had suffered a relapse of schizophrenia whilst living in a European 

country which led to her admission to a psychiatric hospital for treatment. Subsequently, she 

was handed over to immigration officers who transferred her to the Zimbabwean embassy. 

Once her parents were notified, she was escorted back to Zimbabwe. 

Lizzy 

Lizzy, also a resident at the rehabilitation centre, was a 58-year-old married woman with four 

grown-up children (two sets of twins – two girls and two boys). Her husband was supportive, 

and they were still in love. He visited her regularly at the centre. During the interview, Lizzy 

exhibited possible side effects of antipsychotic medicines, including grimacing, tremor, 

difficulty sitting, and slurred speech. Lizzy, her husband and brother ran a bus company of up 
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to fifteen buses. Unfortunately, when her husband’s brother died, the company ran into 

financial trouble, the family started fighting over money from the business, and finally the 

business collapsed, forcing them to sell some of the buses. Lizzy recounted how she was 

mistreated as a child and believed that, being a step-daughter, she never belonged and was 

never wanted by her step-father. This made her childhood difficult, a situation compounded by 

her also being mistreated by her half-siblings. The family consulted traditional healers for 

answers when she became unwell with schizophrenia.  

Florence 

Florence was a 37-year-old divorced woman who lived with her mother. Initially, we had been 

given contact details to interview Florence’s brother. However, we were advised by Florence’s 

mother and sister that Florence’s brother had died. After we offered our condolences to his 

mother and sister, the mother suggested that we interview Florence, who also had 

schizophrenia. She agreed to speak with us in the presence of her eldest sister. Florence 

revealed that she had five children who, since her divorce, were living with their father (her 

ex-husband) in a rural area. The father had allegedly taken the children without her consent 

and she was not able to visit them due to her inability to afford bus fares. In addition, her ex-

husband did not want her to visit the children. Florence’s main concern was the welfare of her 

five children, who were being looked after by their step-mother. She wanted the issue of child 

custody resolved in the family court, but lack of money was hampering her efforts. Florence 

narrated how she didn’t get along well with her mother, who regularly subjected her to verbal 

abuse, accused her of being lazy and useless, and wished she was dead. Florence and her eldest 

sister said that their mother often stated that she was tired of caring for children with 

schizophrenia.  
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Edward 

Edward was a single 41-year-old man who lived in one of the oldest suburbs in the capital 

where he rented a room in a relative’s house. Edward was employed in the city as a bar manager 

and was reportedly a local ‘celebrity’ because of being a semi-professional football (soccer) 

player. Edward seemed to accept his diagnosis of schizophrenia. He seemed relaxed during the 

interview. Edward mentioned that he felt pressure from family to provide for them as the sole 

breadwinner. He believed that public stigma and discrimination were rife within the society. 

He cited numerous examples of discrimination, including name-calling, derogatory statements, 

and even being prevented from boarding public transport. He wished that society was educated 

about mental illness to reduce the incidence of stigma.  

Phillip 

Phillip was a friendly 58-year-old man who lived in one of the older suburbs of Harare with 

his wife and brother. He described himself as happily married. They had no children. Phillip 

and his younger brother shared a house that was left to them by their parents. He described how 

his whole body had started itching severely, signalling the beginning of schizophrenia, which 

led to his admission to a psychiatric hospital. Philip described an incident when treatment and 

rituals performed by a traditional healer caused sores on his head and a broken nose. This 

experience caused him to doubt the benefits of consulting faith and traditional healers for help 

with schizophrenia. Phillip was also affected by the way some of his family members had 

treated him in the past. For example, when he relapsed, his brother and a neighbour bound his 

legs with wire and transported him to the hospital. He also explained that he had experienced 

derogatory remarks from health workers. After the interview, as we were walking towards our 

car, Phillip opened up about his desire to have children. He mentioned that he and his wife 

wished that they had children of their own. His wife’s inability to conceive was an emotive 

issue in their marriage and extended families. 
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William 

William, a 51-year-old single man lived with his brother and his family. He was unemployed 

but occasionally did general handyman work for pocket money. I interviewed him in our van 

because their dog was aggressive and could have attacked us if we tried to enter. William 

believed that smoking cannabis, after becoming a Rastafarian (a religion that developed in 

Jamaica) might have caused him to get schizophrenia. William revealed how lack of money 

was a major source of worry for him and his brother. He reported that they were in arrears, for 

rates, water and electricity bills, by over $3,000. His brother was currently unemployed and 

couldn’t offer any help. William also shared how he ended up in jail after a neighbour accused 

him of damaging his bricks. The neighbour and his friend apprehended William by force, tied 

him up with a rope and took him to the police station in his own vehicle. He later spent a year 

in jail with no-one knowing where he was. Whilst in prison, William experienced sexual abuse 

by other prisoners and prison guards. He said that people with a mental illness were often forced 

to take ten or even up to 20 chlorpromazine tablets instead of the usual dose. According to 

William, this was meant to sedate them and make them easy targets for sexual abuse. 

Obert 

Obert was a single man in his 50s who lived with his uncle and his uncle’s family. He had 

worked for 18 years for the city council as a general hand. Locating Obert was a challenge and 

involved going to and from his work to the clinic. He was approachable and friendly. He was 

carrying his medical cards after having his regular depot injection. Obert believed that his 

mental illness was caused by spirits and witchcraft. The family had sought treatment from 

traditional healers before going to conventional psychiatry, but he believed that traditional 

medicine did not help his symptoms. Obert’s future desire was to help disadvantaged, disabled 

and poor people. He stated that one day he would love to buy a wheelchair for someone in less 

fortunate circumstances than he and donate money to help the blind.  
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Charles 

Charles, a 40-year-old married man, lived with his wife and three children in a dilapidated 

house on the grounds of a farm owned by a charitable mental health organisation. Charles, who 

was unemployed, and his wife were HIV positive. Charles described how things were tough 

for him due to his unemployment and lack of financial resources. As a father, buying food and 

medicines, and paying rent and school fees were an everyday challenge. Charles also described 

how life was difficult for him growing up, with his mother having schizophrenia and his father 

filing for divorce and remarrying because he couldn’t cope with looking after her. 

Unfortunately, the step-mother was very cruel and ill-treated Charles and his siblings. Charles 

reported that getting treatment for both HIV and schizophrenia was a struggle. 

Robert 

Robert was a 41-year-old single male who lived with his brother, and his wife and children. He 

was working as a general hand in town. Robert believed that the misuse of alcohol and illicit 

substances such as marijuana might have caused his schizophrenia. He described having been 

admitted to a psychiatric unit at the remand prison because of being aggression. He also 

reported experiencing stigma and discrimination from the community, and from employers 

when looking for jobs. He described being discriminated against and missing out on jobs once 

the managers knew he had a mental illness. Robert also described the difficulty of accessing 

his treatment, particularly from government hospitals where, quite often, medication was not 

available. Robert stated that he was then forced to buy the medication from private pharmacies, 

where it was unaffordable.  

Godfrey 

Godfrey, a 34-year-old single male, lived alone and worked for his uncle, a qualified motor 

mechanic. Godfrey described a history of drug-induced schizophrenia. Initially, Godfrey was 

a bit hesitant and suspicious of us, although he had agreed to be interviewed. He appeared 
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unsociable when I started asking him questions, but warmed up as we explained the reason for 

the interview. Godfrey said that he didn’t know what caused schizophrenia and therefore 

disagreed with his diagnosis. Stigma and discrimination were a major problem in Godfrey’s 

life. He described situations where he felt undervalued by family members. For instance, he 

mentioned that he faced discrimination at work, where his skills or opinions regarding work 

issues were not taken seriously. He found antipsychotic medications helpful, but said that issues 

of access and availability were the main problems.  

Kennedy 

Kennedy was a 40-year-old single male who lived alone and seemed to have no contact with 

family members. He called himself “professor”, was unemployed and had a history of paranoid 

schizophrenia. The interview was conducted in Kennedy’s dilapidated house, which had no 

windows or door. It was not clear if Kennedy had broken them or if other people had vandalised 

his property. Inside, there was an old rusty microwave which he offered us as a seat. His clothes 

were on the floor and there were no furnishings including a bed, blankets or mattress.  Kennedy 

believed that he didn’t have schizophrenia. However, he attributed schizophrenia to 

supernatural causes. It appeared that Kennedy had experienced a lot of stigma and 

discrimination from his family and community. Kennedy and his sisters had been fighting over 

ownership of the house. He also alleged that at one time his sisters were planning to tie his legs 

and arms and bundle him in a truck to be dumped in another country as a refugee. He claimed 

some people had colluded with tenants to defraud him of his rental income by pretending to be 

the legitimate owners of the house. They also tried to forge papers to acquire ownership of the 

house illegally. He found the situation very stressful.  

Thomas 

Thomas was a separated, unemployed 47-year-old man who lived at home with his father and 

young brother. It was very difficult to find his house in its high-density, poorly signed suburb, 
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and we got lost many times. As there was not enough room in the house, his interview was 

conducted in our van. The interview was slow, and it was a bit difficult to get anything from 

him. He was somewhat shy, reluctant, or maybe suspicious, and did not elaborate much on 

many of the questions asked. Thomas believed that poverty, lack of food, accommodation and 

resources could cause schizophrenia. Neither Thomas nor his father reported concern with 

public stigma or discrimination, however, his wife left him once he showed symptoms of 

schizophrenia, and Thomas then returned to his parents.  

Luke 

Luke was an unemployed 21-year-old man who lived with his grandmother. Luke said he 

wasn’t sure about the causes of schizophrenia. He had heard that homosexuality might be the 

cause, and said that men sleeping with other men could bring on schizophrenia. He explained 

that he became mentally unwell after several of his close relatives had died. Luke described a 

difficult childhood and unstable upbringing, but didn’t feel discriminated against either in his 

family or community. Luke and his grandmother considered antipsychotic medications to be 

the most helpful options for him. However, access and availability were a problem. Luke’s 

grandmother described how Luke often refused to take his medication, and was often violent, 

hitting her if she persisted. Luke acknowledged that he was violent at times. 

Joseph 

Joseph, a divorced 64-year-old man, lived with his brother, his wife and their children. He was 

unemployed and relied on his brother for support. Joseph had five adult children who lived in 

the city but did not provide their father any support, including financial help or visits. I 

conducted the interview at his brother’s house. His brother and sister-in-law were present. 

Joseph didn’t say what he thought caused schizophrenia. However, his brother alleged that, 

prior to getting unwell and being admitted to a psychiatric hospital, Joseph had contracted a 

sexually transmitted disease that might have caused his schizophrenia. The main worry for 
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Joseph, his brother and sister-in-law was the lack of support from his children. He wished that 

his children would visit him because he wanted to know how they were going. He said that he 

loved them but was doubtful they loved him in return, because their actions showed the 

contrary. Joseph and his family expressed frustration at the unpredictable availability of the 

prescribed medication from government hospitals and pharmacies.  

4.3 Summary 

Ethnography has been described as learning about people through learning from them (Roper 

& Shapira, 2000). This chapter has provided a descriptive overview of the study setting and 

cameo vignettes of each of the 18 participants drawn from my fieldwork experience, 

observations, and interview data. Using case vignettes in ethnographic research is beneficial, 

not least in bringing the people and their stories to life. They also help in interpreting the 

person’s experience and situation as described by the researcher as the research instrument 

(Ely, Vinz, Anzul, & Downing, 1997; Hammersley & Atkinson, 2007). The next chapter 

presents an overview of the survey and interview findings and includes two published papers.  
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Chapter 5: Findings 

This chapter presents the findings of the study as two published papers. The publishers have 

authorised the papers’ inclusion (Appendix 11). To my knowledge, this is the first study to 

report on the quality of life of people living with schizophrenia in Zimbabwe. The first 

published paper, ‘An ethnographic study of schizophrenia in Zimbabwe: The role of culture, 

faith, and religion’, was published in the Journal of Spirituality in Mental Health. This paper 

presents and discusses findings from this study through an in-depth description and analysis of 

the role of culture, faith and religion in the lives of people with schizophrenia in Zimbabwe. 

The second paper, ‘Ethnographic insights into the quality of life and experiences of people 

living with schizophrenia in Harare, Zimbabwe’ was published in the journal Issues in Mental 

Health Nursing. In this paper, major factors influencing participants’ experiences and quality 

of life included age, gender, education, family dislocation, living with stigma and 

discrimination, and limited and variable access to treatment and support. This article adds to 

understanding of cultural factors, of the issues of stigma, discrimination, and the role of family, 

health service providers and community in promoting the quality of life of people with 

schizophrenia in Zimbabwe. These findings, augmented by others reported in the methods 

publication included in Chapter 3 to demonstrate translational challenges, have implications 

for managing schizophrenia and enabling people with the condition to engage confidently in 

socially productive ways that enhance their quality of life.  

5.1 First results publication 

Chidarikire, S., Cross, M., Skinner, I., & Cleary, M. (2020a). An ethnographic study of 

schizophrenia in Zimbabwe: The role of culture, faith, and religion. Journal of Spirituality in 

Mental Health, 22(2), pp. 173-194. https://doi.org/10.1080/19349637.2018.1531366 
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5.2 Second results publication 

Chidarikire, S., Cross, M., Skinner, I., & Cleary, M. (2020b). Ethnographic insights 

into the quality of life and experiences of people living with schizophrenia in Harare, 

Zimbabwe. Issues in Mental Health Nursing, 1-14 

https://doi.org/10.1080/01612840.2020.1770385 
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5.3 Summary  

The results of this study show that, for people with schizophrenia in Zimbabwe, cultural beliefs, 

language, religion, and social context influenced their quality of life and experiences. It also 

provided evidence that people with schizophrenia faced many challenges, such as family 

dislocation and upheaval, and poor access to mental health care which was compounded by 

financial hardship, and stigma and discrimination. The next chapter discusses, integrates and 

summarises the findings, and demonstrates how they answer the research questions and 

contribute new knowledge about people’s experiences living with schizophrenia and their 

quality of life.  
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Chapter 6: Discussion 

In this study, the experiences and quality of life of people living with schizophrenia in Harare, 

Zimbabwe were explored using focused ethnography. The study sought to explore, describe 

and understand how culture, beliefs, patterns of meanings, language and way of life (Geertz 

(Geertz, 1973; Hammersley & Atkinson, 2007) influence how people live with schizophrenia, 

as well as the influence of family caregivers and the community on their treatment choices and 

help-seeking behaviour. The previous chapter reported the study findings in the form of two 

published papers. This chapter integrates and summarises the findings and demonstrates how 

they answer the research questions and contribute new knowledge about peoples’ experiences 

of living with schizophrenia in Harare. The chapter concludes with a discussion of the strengths 

and limitations of the study. 

In brief, the main findings were that although people living with schizophrenia often 

experienced distress, family upheaval and dislocation, stigma and discrimination, and lack of 

regular access to affordable prescribed medication and support, they rated their quality of life 

as good using the WHOQOL-BREF. Younger people yielded statistically significant poorer 

quality of life than those aged over 40, and those with less education, higher quality of life 

scores than those with more education. Regardless of education level, most participants were 

dependent on family members for financial support. The situation was compounded by 

intergenerational experiences with schizophrenia, patriarchal gender relations wherein women 

are not considered kin, and cultural values whereby mental health issues, including 

schizophrenia, are often attributed to witchcraft, magic and evil. Most participants reported 

belonging to a religious group and having faith in God or a higher power, and therefore gave 

priority to religion, faith, and traditional healers for support and treatment of symptoms of 

schizophrenia (Chidarikire et al., 2020b). The findings demonstrate that family dislocation, 
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living with stigma and discrimination, and limited and variable access to treatment and support 

affected the capacity of participants to live, work, and engage in productive, socially acceptable 

ways, and hence their inclusion or exclusion in social groups, their independence and 

autonomy, and quality of life. The next section explores the findings in terms of the research 

questions. 

6.1 Revisiting the research questions 

As outlined in Chapters 1 and 3, the aim of this study was to explore and understand the 

experiences and quality of life of people living with a diagnosis of schizophrenia in Harare, 

Zimbabwe. To achieve this, the study was guided by the following three research questions:  

1. How do people with a diagnosis of schizophrenia in Harare, Zimbabwe, describe their 

experience and quality of life living with schizophrenia? 

2. What treatments and interventions were available to help them live with their 

condition?  

3. What role did family, caregivers and the community play in their choice of treatment 

and help-seeking behaviour?  

6.1.1 Life with schizophrenia 

This section explores the findings in terms of how living with schizophrenia in Harare was 

influenced by social and cultural factors and understood within a Shona supernatural context. 

In addition, it highlights the support of family as a resource in managing schizophrenia. 

Secondly, it considers participants’ experiences of stigma and discrimination, including how 

attitudes and perceptions about causes of schizophrenia are shaped by language, culture and 

beliefs. The section closes by examining the impacts of living with schizophrenia on quality of 

life.  

The concept of Social Determinants of Mental Health (SDMH) (Commission on Social 

Determinants of Health, 2008; World Health Organization & Calouste Gulbenkian Foundation, 

2014) has been used to make sense of the findings and explore the significant cultural, linguistic 
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and traditional issues related to participants’ quality of life and experiences of living with 

schizophrenia in Zimbabwe. Social Determinants of Mental Health have been outlined in 

Chapter 1. According to the Commission on Social Determinants of Health (2008, p. iii), these 

include those circumstances in which “people grow, live, work, and age, and the systems put 

in place to deal with illness. The conditions in which people live and die are, in turn, shaped 

by political, social, and economic forces”. 

The same determinants apply to mental health. In this study, there was evidence 

suggesting that SDMH, such as the social, political, environmental and economic conditions, 

had direct and indirect influence on the experiences and quality of life of people living with 

schizophrenia – particularly age, gender and education – consistent with other studies (Lund et 

al., 2018; Marmot, 2005; World Health Organization & Calouste Gulbenkian Foundation, 

2014). The concept of health is complex because it can vary between individuals and social 

groups, and is influenced by cultural beliefs, location and time (Hercelinskyj & Alexander, 

2020; Jones & Creedy, 2012). All participants in this study were born, grew up and lived in 

Zimbabwe, a country known to experience perennial political and economic challenges (World 

Bank, 2019). 

A Shona cultural understanding of schizophrenia 

The first question sought to understand how people with a diagnosis of schizophrenia in Harare, 

Zimbabwe describe their experiences in their own language, within their own local context. 

Socio-cultural factors, such as culture, level of education, social networks, family relationships 

and social capital, have been described as important determinants of mental health (Lund et al., 

2018; World Health Organization & Calouste Gulbenkian Foundation, 2014). However, 

culture is a contested concept and, as identified in Chapter 1, has multiple definitions (Bernard, 

2006; Saldana, Leavy, & Beretvas, 2011). Kendall (2004, p. 42) describes culture as the 

“knowledge, language, values, customs, and material objects that are passed from person to 
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person and from one generation to the next in a human group or society”. This definition 

implies that culture is socially constructed and inextricably linked to language (Jiang, 2000). 

However, it is important to distinguish society from culture: society is made up of people bound 

by geographical location; culture is made up of ideas, norms, values and behavioural 

expectations (Kendall, 2004; Saldana et al., 2011). The importance of understanding how social 

and cultural factors influence beliefs about the perceived causes, symptoms, manifestations, 

treatment options and help-seeking behaviour of people with schizophrenia in Zimbabwe, is 

essential for delivering recovery-oriented mental health care (World Health Organization & 

Calouste Gulbenkian Foundation, 2014). 

In the current study, people living with schizophrenia and their caregivers, often 

relatives drawing on Shona cultural beliefs, attributed schizophrenia to magic (mishonga), 

ancestral worship (mweya yemadzinza), witchcraft (zvehuroyi), and evil spirits (mweya 

yetsvina) (Chidarikire et al., 2018a). This finding is supported by earlier mental health research 

from Zimbabwe (Patel, Gwanzura, Simunyu, Lloyd, & Mann, 1995; Viriri & Mungwini, 2009) 

and elsewhere (Abbo, Okello, Ekblad, Waako, & Musisi, 2008; Caqueo-Urizar, Boyer, 

Baumstarck, & Gilman, 2015; Lasebikan, 2016). For example, in African countries such as 

Ghana (Ae-Ngibise et al., 2010), Kenya (Mbwayo, Ndetei, Mutiso, & Khasakhala, 2013) and 

Nigeria (Igberase & Okogbenin, 2017), studies examining beliefs about schizophrenia also 

found that the majority attributed it to supernatural forces. In the current study, people also 

assigned familial causes to schizophrenia, and illicit drug use and homosexuality to witchcraft 

and evil forces. These findings reveal that participants’ accounts of schizophrenia were socially 

constructed, and described, experienced and understood within their local cultural context, and 

that they influenced their choice of treatment and help-seeking behaviour. 

Researchers have argued that exploring and understanding mental disorders from 

within the local culture (taking an emic approach) offers new understanding of culturally 

specific explanatory models and terminology about causes and management of disorders like 
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schizophrenia (Lasebikan, 2016; Patel et al., 1995). According to Viriri (2004), the Shona 

people, similar to other Africans, believe that everything has a spiritual cause, and that 

upsetting one’s ancestors brings sickness to one’s spirit (mweya) and body (muviri), thereby 

affecting their health (hutano). In the current study, participants expressed a desire not to upset 

their ancestors, and thus were encouraged to seek help first from traditional healers (n’anga) 

who are believed to possess the spiritual knowledge and skill to cleanse their souls and perform 

healing rituals. A similar study from Latin America (Chile, Bolivia and Peru) also found that 

magical–religious beliefs were often cited as the cause of schizophrenia by patients and 

caregivers (Caqueo-Urizar et al., 2015). 

Patriarchal gender traditions  

This study revealed similar patriarchal gender traditions to those reported elsewhere (Burgess 

& Campbell, 2014; Kulesza, Raguram, & Rao, 2014; Ofori-Atta et al., 2010). In the Shona 

culture (Kambarami, 2006), as in other African cultures (Albertyn, 2009; Dogo, 2014), 

patriarchal traditions have been argued to perpetuate female gender inequality by socialising 

and teaching females that they are expected to be obedient and submissive to males, including 

their future husband. Consequently, this tradition tends to affect women more than men when 

it comes to decisions about separation or divorce due to difficulties of caring for a partner 

diagnosed with schizophrenia (Koschorke et al., 2017; Loganathan & Murthy, 2011; Thara, 

Kamath, & Kumar, 2003). Accounts from the present study revealed that most women had 

their marriages dissolve and their husband or male partner leave them due to their diagnosis of 

schizophrenia. However, the study contributed new knowledge about gender in that some men 

also experienced abandonment by their female partners due to their diagnosis of schizophrenia. 

Participants’ accounts suggest that while some abandonment was related to cultural gender 

traditions, it was also about stigma and discrimination. 
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Experiences of stigma and discrimination 

Although most participants in this study rated satisfaction with their overall health as good, the 

descriptions they provided included stories of stigma, discrimination, social isolation, poor 

access to housing, and insecure living arrangements. As discussed earlier, the influences of 

society, culture and beliefs have been well documented as key SDMH that influence attitudes 

and perceptions about mental illness. In the current study, most participants experienced 

several types of stigma and discrimination, including public ridicule and labelling (usually from 

their employer, health service provider, and the community), internalised stigma, and 

discrimination from family members. Chapter 5 provides a detailed discussion of the findings 

on stigma within the published article (Chidarikire et al., 2020a). It is important that the issue 

of stigma and discrimination be understood and discussed within the context of several SDMH 

that may perpetuate stigmatising attitudes towards people living with schizophrenia in 

Zimbabwe.  

In this study, stigma and discrimination can be explained and understood through a 

combination of “proximal” and “distal or structural drivers” (Lund et al., 2018, p. 358), where 

proximal factors are those things, factors or attributes closer to, and that can be influenced by, 

the individual, such as age, gender or ethnicity, social networks, family and relationships, social 

capital, income, and unemployment. Distal and structural determinants, meanwhile, refer to 

those factors usually outside the individual’s control and influence, such as national and health 

system policies, the political and legal framework, built environment, economic opportunities, 

and cultural factors (Commission on Social Determinants of Health, 2008; Lund et al., 2018; 

Lund, Stanfeld, & De Silva, 2014). 

Internalised stigma 

Most but not all participants reported experiencing internalised stigma, possibly, based on their 

accounts, as a result of discrimination by family members, health workers and the public. 

Participants were referred to using labelling and derogatory language, such as benzi (lunatic). 
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They also reported being deemed, and made to feel like they were, not human. These 

experiences resulted in low self-esteem, guilt, and acceptance of the labels people applied to 

them. Internalised stigma occurs when a person living with a mental illness accepts and 

internalises the labels, language and negative stereotypes society throws at them (Mosanya, 

Adelufosi, Adebowale, Ogunwale, & Adebayo, 2014). For example, a participant who was a 

qualified motor mechanic narrated how his contributions to solving a mechanical problem were 

often belittled and ignored because of his diagnosis, even when it was the most plausible way 

to resolve the problem. Consistent with a recovery approach, there is a need for policy makers 

and service providers to implement psychoeducation programs to help combat internalised 

stigma. A recent systematic review to identify effective therapeutic interventions for 

internalised stigma by Tsang and colleagues (Tsang et al., 2016) found that psychoeducation 

programs that focus on presenting factual information about schizophrenia and treatment in 

order to address misconceptions and misinformation compared favourably with other 

interventions, such as manualised group interventions or counselling and psychotherapy. 

Public stigma 

Another form of stigma experienced by participants was public or societal, which could be 

linked to structural SDMH such as cultural beliefs, perceived causes, attitudes, and norms and 

behaviours. Culture, traditions, access to education and information shape perceptions of 

mental illness (Cheon & Chiao, 2012; Seeman, Tang, Brown, & Ing, 2016). These 

misconceptions lead to shame and fear that may result in social isolation, self-stigma and 

avoidance of help-seeking (Corrigan, Druss, & Perlick, 2014; Vigo, Thornicroft, & Atun, 

2016). For example, stories emerged during fieldwork of participants being left out of 

important family events such as weddings. Some participants explained that they were left out 

of these family gatherings because family members were ashamed to take them and because 



159 

the extended family and friends, who did not otherwise know the participant had schizophrenia, 

would then find out.  

If the prevalence of public stigma reported among this small cohort of people with 

schizophrenia resembles the broader community, there is a need for governments and mental 

health care providers to design anti-stigma education programs that specifically target health 

workers and caregivers of people living with schizophrenia. This is an important contribution 

from this study because it argues for resources and messages to fight stigma and discrimination 

to be directed towards specific groups of the population, instead of more general public 

audiences. In their review of 112 publications, Ashton, Gordon, and Reeves (2018) suggest 

that anti-stigma interventions ought to focus more on people who have societal roles or 

positions of power, such as caregivers, health workers and the police, rather than on the general 

public. 

Stigma and gender 

In terms of the effects of stigma, several studies have found that gender (a proximal factor) was 

often an issue, particularly in more traditional societies such as Zimbabwe, with more women 

being vulnerable and being twice as likely as men to develop depression, most anxiety disorders 

and post-traumatic stress disorder (N. Eaton et al., 2012; Kuehner, 2017). There was evidence 

in this study that female participants experienced discrimination due to patriarchal Shona 

traditions that view married women as mutorwa (‘not kin’), and, as such, as a commodity that 

can be discarded and returned to their parents whenever the man no longer wants them. Women 

face more obstacles in accessing health care (Bartley, 2017; Gelberg, Browner, Lejano, & 

Arangua, 2004; Read & Gorman, 2010), are more severely affected by poverty (World Health 

Organization, 2000), and in some cultures are expected to be submissive and accept a passive 

role in society (Koschorke et al., 2017; F.-H. Lee, 2020). The situation in Zimbabwe leaves 
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women with schizophrenia particularly vulnerable, and is likely to compromise their quality of 

life. 

Impacts on quality of life 

The concept of poverty is complex and multidimensional (Tiwari & UNDP Bangkok Regional 

Hub, 2020). While an exhaustive discussion of the effects of poverty on mental health is beyond 

the scope of this study, there was evidence that economic factors such as financial hardship, 

income inequality and unemployment negatively impacted the participants’ quality of life. 

Financial hardship has been defined as having “trouble with access to food, shelter, or 

medications” (Spivak, Cullen, Eaton, Rodriguez, & Mojtabai, 2019, p. 1). The findings of this 

study illuminate how economic factors, considered distal SDMH, such as poverty, 

unemployment and financial difficulties (Lund et al., 2018), affected participants’ experiences, 

reducing their access to treatment and support, ability to engage in socially productive ways, 

and their quality of life. Peoples’ stories revealed that living with schizophrenia brought many 

challenges that exacerbated the economic situation, including stigma and discrimination, 

family upheaval, unemployment, and lack of money to buy prescribed medication. These 

challenges were compounded by the prevailing economic conditions in Zimbabwe, resulting 

in shortages of basic goods and services, unemployment, and general poverty.  

Similar to the findings in this study, others (Burns, Tomita, & Kapadia, 2014; Kwok, 

2014) have shown that for people living with mental disorders, such as schizophrenia, low 

social class or socio-economic status (SES), an SDMH (Lund et al., 2010; World Health 

Organization & Calouste Gulbenkian Foundation, 2014), can compromise quality of life. Most 

participants in this study had a low socioeconomic profile; for example, they were unemployed, 

without a reliable source of income, and were financially dependent on family members. Some 

had only a primary school education. Only a few participants owned a home, the rest were 

either renting or living with a relative. All lived in neighbourhoods considered less affluent 
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(kumarukisheni) in Zimbabwe (Ramsamy, 2006). Participants often referred to their poverty 

using the Shona phrase ‘nhamo’ (‘chronic poverty’) or ‘kushaya’ (‘lack’). Many participants 

described poverty in terms of being ‘unemployed’ (‘kushaya mabasa’), lack of money, or not 

having a source of income (‘kushaya mari’). These findings are consistent with a broad body 

of mental health literature that illustrates how challenging economic factors and poverty slow 

the recovery journey and harm quality of life of people living with schizophrenia. For example, 

a systematic review of 110 studies from 28 countries reported that country-level determinants 

such as financial challenges, including having no income and compounded by unemployment, 

damaged social capital and reduced social cohesion (Burns, 2015), factors central to the quality 

of life domains of psychological health and social relationships.  

Although the dire economic situation in Zimbabwe (Ministry of Macroeconomic 

Planning and Investment Promotion, 2017; World Bank, 2017) at the time of this study affected 

most of the population, the current findings must be considered in the context of the 

background environment compounded the situation for people with schizophrenia and their 

struggles with daily life. An important finding from this study associated with living with 

schizophrenia is that all participants referred to financial challenges and claimed their financial 

hardship was worsened by unemployment and lack of further education and vocational training 

opportunities. This finding is significant and has not previously been reported. While some 

studies from Tanzania (Iseselo, Kajula, & Yahya-Malima, 2016), China (Yu et al., 2017), 

Ethiopia (Ayalew, Workicho, Tesfaye, Hailesilasie, & Abera, 2019) and Nigeria (Oloniniyi et 

al., 2019) have examined the financial burden experienced by caregivers, who are mostly 

family members, this study identifies the neglected area of financial vulnerability, and the 

impact of financial hardship on people living with a diagnosis of schizophrenia. 
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6.1.2 Access to treatment and support  

Consistent with recent literature, the present study’s findings demonstrate that access to 

appropriate, affordable and accessible treatment interventions and support remains a 

contributor to the widening treatment gap for most people living with a mental illness in 

Zimbabwe (Marmot, Friel, Bell, Houweling, & Taylor, 2008; Saraceno et al., 2007; World 

Health Organization, 2008, 2013b). In African countries, the gap between the number of people 

with mental health disorders who need treatment and support and those who receive it is large 

(Chibanda, 2017b; Lund et al., 2015). This gap in treatment is attributed to many factors, 

including there being few or no mental health services (Lora et al., 2012), and shortages of 

human resources, including qualified mental health clinicians, and financial (Dan Chisholm et 

al., 2019). All participants stated that antipsychotic medications were expensive, only 

sometimes available, and that there was no access to psychotherapy treatments, such as 

counselling or training.  

Popularity of traditional, faith and alternative healing 

Despite the challenges faced by participants in getting prescription antipsychotic medications 

and psychotherapies, spirituality and traditional and faith healers were often a preferred 

resource of healing and support. Findings from this study support the recommendations of other 

studies from across the globe that traditional, faith and alternative healing methods should be 

integrated into mainstream mental health care (Musyimi et al., 2017; World Health 

Organization, 2001, 2013c). As discussed extensively in the first published paper (Chapter 5), 

the use of traditional and faith healers remains popular not only in Zimbabwe and sub-Saharan 

Africa, but in other regions of the world.  

As already outlined, culture is an important SDMH that influences how people accept, 

explain and understand mental illnesses (Bhikha, Farooq, Chaudhry, & Husain, 2012; 

Kirmayer & Bhugra, 2009; Lloyd et al., 1998). For the people of Zimbabwe, mental illnesses 

such as schizophrenia are understood in a context of magic, evil spirits, and the supernatural 
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(Nzenza, 2012; Shoko, 2007, 2011). Because of this, consulting traditional and faith healers is 

a common source of treatment; they are well accepted within the community, and are believed 

to possess the necessary cultural knowledge and skills to exorcise and treat spiritual and 

culturally bound disorders. My findings echo similar studies that report the popularity of 

traditional and faith healers in offering treatment and support for various mental disorders in 

sub-Saharan Africa.  

In urban Tanzania, Ngoma, Prince, and Mann (2003) found that twice as many people 

with mental disorders attended a traditional healer centre (48%) as sought help from a primary 

health clinic (24%). Similar to my findings, a Ghanaian study attributed the widespread use of 

traditional and faith healers to their availability, accessibility and affordability (Ae-Ngibise et 

al., 2010). However, it is important to note that not all participants in this study had a positive 

traditional healing experience. Other researchers have also reported on some negative 

experiences of attending traditional and faith shrines, including agitated sufferers in Sudan 

being bound with chains to contain them (Sorketti, Zainal, & Habil, 2012), lack of remission 

of symptoms after paying for treatment rituals in India (Schoonover et al., 2014), and forced 

fasting and exorcism of patients at prayer camps in Ghana (Ae-Ngibise et al., 2010). 

Reliance on first-generation antipsychotics 

Most participants in this study were prescribed first-generation (also known as ‘typical’) 

antipsychotic medication, including trifluoperazine, carbamazepine, and an intramuscular 

injection, primarily fluphenazine (modecate). This is consistent with similar studies from 

Nigeria (Okpataku & Tawani, 2017), Malawi (Chikowe et al., 2019) and South Africa (Koen, 

Magni, Niehaus, & Le Roux, 2008) which reported the frequent use of typical antipsychotics 

in the treatment of schizophrenia. Some participants reported being prescribed antiepileptic 

medications such as sodium valproate and carbamazepine. These findings also resonate with 

my recent review of treatments available for people living with schizophrenia in sub-Saharan 
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Africa (Chidarikire, Cross, Skinner, & Cleary, 2018b) which found that older-generation 

antipsychotics, known to induce more side-effects, were prescribed more often than current-

generation antipsychotics, which have fewer. As a result of taking first-generation 

antipsychotics, people were likely to experience a raft of side-effects known to compromise 

their health, well-being and capacity to function optimally in daily life. However, both 

clinicians and patients had little choice, as procurement of antipsychotic medication was a 

health system issue (Kidia et al., 2017; Ministry of Health  and Child Welfare Zimbabwe, 

2016). Seemingly, people living with schizophrenia were unlikely to be prescribed the most 

appropriate medicine which would give them the best chance to have a good quality of life. 

Variable access to medications 

At the macro level, variable access to medications was likely a result, in the first instance, of a 

struggling, under-resourced public health system and failure to prioritise funding for mental 

health services. However, the inconsistent availability of antipsychotic medications could also 

be explained by weak legislation related to selection of medicines, including laws that favour 

patent monopoly, thereby reducing the availability of generic medicines that are more 

affordable (Hogerzeil et al., 2013; Wirtz et al., 2017), and disorganised procurement and supply 

chains. These structural determinants can be improved by encouraging governments to 

consider legislative changes that allow for the marketing and supply of low-priced generic 

medicines that are more affordable. In addition, streamlining procurement and supply chain 

structures by removing bureaucratic impediments and unnecessary costs to supply could 

improve availability and reduce cost (Kiima & Jenkins, 2010; Wirtz et al., 2017).  

At the individual and community levels, financial hardship and inequitable access to 

mental health care explain the difficulties participants faced in accessing appropriate treatment 

and interventions. 
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Financial hardship  

A number of financial challenges combine to create the financial hardship that plays a major 

part in complicating access to appropriate mental health care. These include structural and 

distal SDMH, such as government bureaucracy and political will, financial hardship, the cost 

of antipsychotic medications, and limited access to mental health services in rural compared to 

urban centres. Being unemployed and struggling to raise money was a barrier to the ability of 

participants to purchase antipsychotic medications when available, and this longer gap between 

treatments also increased their risk of relapse. The UN political declaration on promoting 

access to essential medicine asserts that access to essential medicines, such as antipsychotics, 

is not only essential, but is a human right and a priority for global action (J. Eaton et al., 2011; 

Hogerzeil et al., 2013; World Health Organization, 2009).  

Lack of rural mental health services 

In Zimbabwe, most people live in rural areas where mental health services are non-existent 

(Kidia et al., 2017). For example, one participant explained how she had been unwell for a 

while before she was transferred, with police assistance, to a mental health hospital about 350 

kilometres from her rural home. This example underscores the service disparities within one 

country, and highlights the need for governments and mental health service providers to scale 

up mental health services in rural areas (Chibanda, 2017b; Patel et al., 2018; Semrau et al., 

2019).  

Previous research has shown that despite the enormous burden of mental health care in 

sub-Saharan Africa, the number of people diagnosed with a mental illness that require 

treatment but do not have access to care continues to grow (Lund et al., 2015; Patel, 

Chowdhary, Rahman, & Verdeli, 2011; Semrau et al., 2019; World Health Organization, 2015). 

There is ever more evidence that social and economic disadvantage puts people living with 

mental disorders at a higher risk of adverse consequences such as relapse by increasing the gap 

between treatments (Patel et al., 2010; World Health Organization, 2013a). As highlighted 
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earlier, most participants were unemployed and had no secure income. This was complicated 

by lack of a welfare safety net as exists in other countries, such as the disability allowance 

provided by Centrelink in Australia or Job Centre in the United Kingdom. Addressing financial 

challenges as a key SDMH, has been extensively discussed and acknowledged as one of the 

most important problems for the health of individuals, communities and the world 

(Commission on Social Determinants of Health, 2008; Wilkinson, 1997; Wilkinson & Pickett, 

2008). Furthermore, these findings add knowledge to the growing body of research on the 

challenges faced by people in sub-Saharan Africa to access appropriate medication and 

interventions for schizophrenia. Collaborative research on strategies to narrow the treatment 

gap for mental disorders in sub-Saharan Africa found that there is a continuing need to develop 

affordable, locally relevant mental health interventions that are delivered through task sharing, 

and that this could help expand access and improve quality of life (Lund et al., 2015; Semrau 

et al., 2019).  

Lack of psychosocial support and training 

Participants’ stories illuminated their desire for access to psychosocial support and further 

training opportunities to gain vocational skills to increase their chances of employment. During 

fieldwork, participants often expressed regret about the lack of opportunities to attend such 

training, and asked about how they could get more information on courses at a local 

rehabilitation and training centre. These findings are consistent with research showing that 

people with schizophrenia often experience higher unemployment and lower participation 

levels than the population average (Carmona, Gómez-Benito, Huedo-Medina, & Rojo, 2017; 

Crowther, Marshall, Bond, & Huxley, 2001; Lu et al., 2019; Marwaha S & Johnson S, 2004). 

These findings suggest that it would be beneficial for the Zimbabwe government to take a lead 

in devising recovery-oriented employment policies similar to those proposed in Australia 

(Commonwealth of Australia, 2013). Such policies encourage and support mental health 
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service providers and employers to offer training and employment to people living with 

schizophrenia to improve their chances of employment.  

In addition, meaningful employment and education have been identified as protective 

factors that provide a holistic guard against relapse, support social inclusion, and offer 

economic empowerment (Commonwealth of Australia, 2013; Lund et al., 2018). Economic 

empowerment is intended to give women and men living with schizophrenia the capacity to 

participate in, contribute to and benefit from the national economy by giving them access to 

economic resources, and opportunities such as jobs, vocational training, and access to financial 

services and property (GENDERNET, 2011). For example, in Sweden, offering individuals job 

opportunities in the form of internships within a mental health care plan was found to be 

effective in helping people with schizophrenia gain employment (Bejerholm, Areberg, 

Hofgren, Sandlund, & Rinaldi, 2015). Similarly, recent studies from China, Sweden and South 

Korea on interventions used to enhance the employment outcomes of people with 

schizophrenia found that targeted employment strategies (Zhang et al., 2017), individual 

placement and support (Bejerholm et al., 2015), and rehabilitation skills training (Jung & Kim, 

2012) offered participants benefits such as renewed sense of belonging, lower rates of relapse, 

and an increased sense of physical wellbeing – factors that align with all four quality of life 

domains: physical and psychological health, environment, and social relationships. For the 

unemployed participants in this study, opportunities for further employment and training would 

offer similar benefits that would enhance their health and quality of life. Arguably, the lack of 

psychosocial support and training contributes to pressure on families. 

6.1.3 Family as a resource and support  

Although family members and other caregivers were not the target population for this study, 

most participants reported living with a relative: their main caregiver. The caregiver provided 

financial, material and emotional support, and influenced their choice of treatment. A 
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combination of structural and proximal SDMH compelled some family members to take over 

the carer role for their relative living with schizophrenia. At the time of the study, proximal 

SDMH included age and gender, family income, employment status, family beliefs about 

schizophrenia, and family unity (Commission on Social Determinants of Health, 2008; Lund 

et al., 2018), whilst structural SDMH were the prevailing political and economic conditions, 

the environment (including access to housing and a safe neighbourhood), and legal protection 

and health policies (Compton & Shim, 2015; World Health Organization & Calouste 

Gulbenkian Foundation, 2014).  

In this study, most participants lived with someone (usually a relative) upon whom they 

relied for support in managing their symptoms of schizophrenia. Even the participants who 

lived alone reported being close to and relying on a relative for financial and everyday practical 

help. This echoes findings from other countries, such as Taiwan (Hsiao & Tsai, 2014), Ethiopia 

(Ayalew et al., 2019), Turkey (Attepe Özden & Tuncay, 2018) and Ghana (Ae-Ngibise, Doku, 

Asante, & Owusu-Agyei, 2015), where researchers found that most participants living with 

schizophrenia depended on a family member for financial, material and emotional support.  

This study, consistent with previous studies (Chan, 2011; Hou, Ke, Su, Lung, & Huang, 

2008), found that a relative, particularly a female relative such as a mother, grandmother or 

sister, was a source of support and comfort (Hsiao & Tsai, 2014). Importantly, one of the 

interesting findings of this study was that the primary support role was not exclusive to women, 

and that a few men were the main caregiver, usually for a brother or uncle. This finding about 

men is unique in that, contrary to the acceptance that the caregiver role is primarily undertaken 

by female relatives (Attepe Özden & Tuncay, 2018; Negota & Mashegoane, 2012), it shows 

that gender traditions did not preclude men from taking on the caregiver role.  

As discussed earlier, most African studies have found that cultural gender traditions 

tend to affect women more than men, and this is accepted and reflected in most African 

cultures’ conception of family life (Ae-Ngibise et al., 2015; Marimbe, Kajawu, Muchirahondo, 
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Cowan, & Lund, 2016). Findings from this research revealed that some men were left by their 

female partners because of their diagnosis of schizophrenia. This adds important insights to the 

current literature about gender and the caregiver role (Durgoji, Muliyala, Jayarajan, & 

Chaturvedi, 2019; Grover, Shouan, & Sahoo, 2020; F.-H. Lee, 2020; Mhaka-Mutepfa, 2009).  

Although in the current study, data on the level of income of caregivers were not 

collected, participants’ accounts revealed the most common challenges for them, and their 

caregivers were financial. This is supported by global research (Hailemichael et al., 2019; 

Tristiana, Triantoro, Nihayati, Yusuf, & Abdullah, 2019; Yu et al., 2017). These findings 

concur with earlier studies, such as a Chinese study that found that 76 percent of respondents 

reported lack of money to buy essential medicines (Yu Yu, 2017). In the present study, most 

of the participants voiced the same issue. Similarly, in Chile (Caqueo-Urizar et al., 2014), 

Nigeria (Oloniniyi et al., 2019) and Ghana (Opoku-Boateng et al., 2017), caregivers found 

themselves responsible for paying for antipsychotic medications, transportation and basic 

living costs.  

6.2 Importance of language in understanding schizophrenia in the 

local cultural context 

Social constructionism contends that society attaches meaning to objects, behaviours, life 

events and human endeavours through the medium of language that gives things value, 

acceptability and meaning (Berge & Luckmann, 1966; Burr, 2015; Gergen, 1985). A recent 

systematic review of major SDMH by Lund and colleagues (Lund et al., 2018) included the 

social and cultural domains, comprising cultural beliefs, language, social capital, social 

networks, and acceptance within the social group. A large body of evidence exists showing the 

influence and importance of culture in shaping beliefs, communication styles, coping 

behaviours (Campbell & Long, 2014), societal and individual perception, and understanding 

and manifestations of mental illness (Bhui, Mohamud, Warfa, Craig, & Stansfeld, 2003; Julian, 

2014), with language as a medium of communication. In the current study, the importance of 
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language, nuances and idioms of distress spoken by participants when expressing their 

symptoms and experiences of schizophrenia were evident, and were central to gaining a 

cultural understanding (Chidarikire et al., 2018a).  

As an interpretivist approach, social constructionism fits well with the methodology of 

ethnography by echoing the assertion that the ‘thick description’ (Geertz, 1973, p. 10) of a 

person’s lived experience with an illness such as schizophrenia is a product of meaning 

constructed within a social and cultural context, rather than an individual process (Andrews, 

2012). Therefore, beliefs about causes of schizophrenia and society’s acceptance of those 

behaviours or symptoms, and the choice of treatment, are all guided by what is considered an 

illness, and norms of acceptable behaviour and language within that culture or subculture (Burr, 

2015; Subudhi, 2014).  

From a social constructionist perspective, culture, which includes language, shapes the 

norms of behaviour, conduct and illness among individuals and within a social group. It also 

provides norms that regulate what emotions, stress or distress people experience, and the 

idioms or language acceptable to express these experiences and feelings (American Psychiatric 

Association, 2013a; Horwitz, 2012). The findings reported above reinforce similar studies that 

found that cultural factors and differences can complicate symptom presentation, and that 

sociocultural contexts influence the individuals and their local societies’ acceptance and 

understanding of schizophrenia (Carpenter-Song et al., 2010; Connell et al., 2014; Harper 

Shehadeh, Heim, Chowdhary, Maercker, & Albanese, 2016).  

In addition, there was evidence in this study of participants being subjected to public 

ridicule, labelling and derogatory language to refer to people with schizophrenia. Participants 

reported being called ‘benzi’ (mad), and ‘saskamu’ (imbecile). This resonates with similar 

studies that found that, despite efforts to change use of derogatory language to describe people 

with mental disorders, its use was still deep-rooted (Grover et al., 2020; Mfoafo-M’Carthy, 

Sottie, & Gyan, 2016). The participants were also referred to as ‘lazy’ (ane nungo), fool 
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(bharanzi), or ‘under the influence of avenging spirits’ (ngozi). An explanation of this labelling, 

according to Campbell and Long (2014), is that human behaviour, language and interpretation 

are socially constructed; influenced by societal beliefs, perception and expression.  

In contrast, there was also a positive use of language as promoted within the recovery 

framework of mental health care (Commonwealth of Australia, 2013). Despite the challenges 

they faced every day, most participants used words of hope and optimism (tariro nekutenda) 

when discussing their experience and future. Promoting a language of hope is an essential 

ingredient in the recovery journey, as it helps people feel valued and important, and gives them 

the power and motivation to carry on (Le Boutillier et al., 2011; M. Slade, 2009).  

The use of phrases such as ‘ngozi’ or ‘bharanzi’ can also be linked to supernatural 

beliefs about and understanding of the causes of schizophrenia that lead people to consult 

traditional and faith healers first (January & Sodi, 2006; Muchinako, Mabvurira, & Chinyenze, 

2013). Similar to findings by Cheon and Chiao (2012), shame brought on by public stigma, 

manifested in ridicule, labelling and derogatory language, undermined participants’ ability to 

fulfil their social roles as parents, neighbours or friends. Findings from this study underscore 

the importance of using language and phrases of hope in fighting stigma and discrimination 

(Ozer, Varlik, Ceri, Ince, & Arslan Delice, 2017; Szeto, Luong, & Dobson, 2013). It is therefore 

incumbent on mental health stakeholders, such as clinicians, policymakers and caregivers, to 

take a collaborative approach in mental health care delivery through accurate use of language, 

nuances and meaning in understanding schizophrenia (Chidarikire et al., 2018a; Ozer et al., 

2017). The key findings discussed above are presented in Figure 6, below, illustrating the 

relationship between the themes and social determinants of mental health. 
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take a well-structured approach to handling the data to produce a report that was clear and 

organised, and that reproduced the meanings and intent of the participants (Braun & Clarke, 

2013; Hammersley & Atkinson, 2007).  

As a Zimbabwean-born researcher and mental health nurse, I spoke Shona, the language 

of the participants, and was also familiar with the geopolitical and sociocultural context of the 

study setting (Chidarikire et al., 2018a). These qualities facilitated cultural awareness and 

sensitivity during observational fieldwork, and made the process of negotiating access with 

gatekeepers easier, building rapport before and during interviews more relaxed, and allowed 

me to use self-reflexivity to navigate the cultural terrain (Berger, 2015; Chidarikire et al., 

2018a; Gilmore & Kenny, 2015). 

Triangulation, the use of multiple methods and types of data collection and analysis 

(Ritchie, 2003; Tracy, 2013), increased the credibility and richness of the findings. Data were 

triangulated by conducting fieldwork (albeit only for a limited time), semi-structured 

interviews, taking observational and reflective field notes, and administering the Shona version 

of the WHOQOL-BREF. In line with ethnographic methods, interviewing was the most 

important technique to gather data and discover meanings about people’s experiences of living 

with schizophrenia. In addition, I undertook the task of transcribing and translating the 

WHOQOL-BREF questionnaire and interviews, further strengthening credibility by helping 

with data immersion, and understanding of meaning, language and nuances as intended by the 

participants.  

Thematic analysis, as described by Braun and Clarke (2006a), was used to guide 

qualitative data analysis because it offers flexibility and can be modified to suit the needs of 

the study whilst providing a rich and detailed account of the data (Braun & Clarke, 2013; 

Nowell et al., 2017). It was suitable to me as an early career researcher because the approach 

is not affiliated with a particular theoretical orientation, there is no need to have detailed 

theoretical knowledge, and it helped me immerse myself in the data more easily while 
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searching for insights and themes as they emerged, without the constraints of a particular 

theoretical approach (Maguire & Delahunt, 2017; Nowell et al., 2017).  

Publishing throughout my study was also a strength, as it meant the literature review, 

methods and findings from the study have been peer-reviewed by experts in the field, and 

provided feedback that enhanced the quality of the analysis and publications (see Chapter 5). 

Furthermore, findings from this study have been disseminated via an international conference 

paper and have been made available in a timely manner to add to the existing body of 

knowledge.  

Whilst the study had several strengths, it also had limitations. I am a mental health 

nurse, not a person with a ‘lived experience’ of schizophrenia and this may contribute to an 

‘experience gap’ (Banfield et al., 2018; Robotham et al., 2016; Sangill, Buus, Hybholt, & 

Berring, 2019). Although in qualitative research smaller sample sizes are generally justified 

(Crouch & McKenzie, 2006; Malterud, Siersma, & Guassora, 2016; M. Mason, 2010; O. C. 

Robinson, 2014), the study sample of 18 Shona speakers from an urban area cannot be 

considered generalisable or representative of the Zimbabwe population. As stated in Chapter 

1, Zimbabwe, a country of more than 13 million people, is diverse in language, tribe, race, 

culture and religion.  

Whilst the method had several strengths, it was also a limitation in that, there was only 

some observations in the context of fieldwork with the primary data source being individual 

interviews. This may have reduced chances to observe their interactions in daily life with 

others, including mental health clinicians. Future research using focused ethnography should 

consider a sustained period of fieldwork to support methodological integrity by allocating 

enough time to do in-depth observation, repeat interviewing and member checking to build the 

‘thick’ description associated with ethnography.  

Another limitation was that the study site, Harare, is urban. As explained in Chapter 1, 

Zimbabwe has a predominately rural population, and most people do not live in or near an 



175 

urban area, but instead in a variety of geographical and social contexts (Zimbabwe ICDS 2017) 

where services are scarce. Future research should aim to recruit participants from rural contexts 

to gain a richer understanding and compare the experiences of rural and urban people living 

with schizophrenia.  

Findings were generated from mainly Shona speakers and therefore, again, are not 

generalisable. Zimbabwe is multiethnic, with the Shona (82%) and Ndebele (14%) being the 

largest tribes (Zimbabwe National Statistics Agency, 2013). There are also other, smaller ethnic 

groups, including the Venda, Tonga, Shangaan, Kalanga, white Zimbabweans and some Asian 

communities (Evason, 2017).  

The current challenging and uncertain economic and political conditions affecting the 

country may have influenced participants’ overall quality of life. Zimbabwe continues to 

experience, among other things, high unemployment and persistent cash shortages, which limit 

economic activity and result in ongoing shortages of essential goods, including fuel, essential 

medicines, and some food items (African Development Bank et al., 2017; Ministry of 

Macroeconomic Planning and Investment Promotion, 2017). Moreover, the political 

uncertainty after presidential and parliamentary elections is stifling economic growth and 

impacting people’s lives (Bonga, 2019; International Monetary Fund Africa Dept, 2019). These 

factors may have made life particularly challenging for people with schizophrenia. 

6.4 Summary 

In this chapter, I have revisited the research questions and provided an integrated summary of 

key findings as reported in the published papers (chapters 3 and 5). These findings add new 

explanations into nuances of the Shona language, and cultural comprehension of living with 

schizophrenia. As in other research on the challenges faced by people living with 

schizophrenia, participants in this study experienced different forms of stigma and 

discrimination. In addition, financial hardships and variable access to medications were 
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problematic. These shortcomings of the health system compounded people’s reliance on 

traditional, faith and alternative healers as a popular source of treatment and support. 

In the following and final chapter, I summarise the study, argue for its significance in 

relation to the contribution it makes to understanding the cultural and intersecting geopolitical 

complexities of time, place, and circumstances of living with a diagnosis of schizophrenia in 

Zimbabwe, and specifically in the capital, Harare, and their impact on lived experiences, 

especially for women and younger people, and quality of life. Finally, the next chapter 

considers the implications of the study and makes recommendations for practice and research.   
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Chapter 7: Conclusion  

This is the first study to explore the experiences and quality of life of people living with 

schizophrenia in Zimbabwe. The previous chapter considered the study’s findings in the 

context of the contemporary literature on schizophrenia. In this final chapter, I reflect on my 

research journey, and the significance of the study’s contribution to redressing the paucity of 

literature on schizophrenia in Zimbabwe, and to developing a deeper local understanding of 

living life with schizophrenia in Zimbabwe. This knowledge may help inform policy, strategic 

planning, the delivery of person-centred and context-specific treatment pathways and highlight 

priority research areas for future studies. This chapter also draws attention to the contribution 

the study makes to focused ethnographic methodology, and to the paradox of participants rating 

their quality of life positively despite a description of discrimination, stigma and, in some cases, 

unimaginable emotional suffering and hardship. This is followed by a section discussing the 

implications and recommendations for mental health policy, practice and further research. 

Finally, it makes a concluding statement. 

7.1 Reflecting on my research journey 

This study was motivated by my experiences as a registered mental health nurse. Raised in 

Zimbabwe, I trained in the United Kingdom as a mental health nurse, and currently work as a 

mental health academic in Australia. I chose to use ethnography as both a methodology and 

method. This approach allowed flexibility during the research process and enabled the use of 

multiple data sources: fieldwork, interviews, and the World Health Organization Quality of 

Life questionnaire. In addition, as a method suited to studying culture, ethnography would 

allow me to immerse myself in the ‘thick descriptions’ (Geertz, 1973) of study participants’ 

personal accounts from within the Shona culture. Focused ethnography was suitable because it 

allowed for a smaller component of a cultural group who share the same experiences to be 
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studied within a shorter time, using fewer resources (Cruz & Higginbottom, 2013; Knoblauch, 

2005).  

Grounded in the real-world context of people’s daily lives, focused ethnography was 

more suitable than traditional ethnography in that it provided a mechanism that was feasible, 

achievable, and meaningful. Participants shared the same diagnosis of schizophrenia, lived in 

Harare, Zimbabwe, and shared the same cultural identity, Shona. Coming home to Zimbabwe 

was also important to me. I wanted to make a contribution to understanding the experiences 

and quality of life of people living with schizophrenia in Harare, Zimbabwe; people like those 

I had cared for in different cultural contexts in the UK and Australia. 

7.2 Contributions of this study 

7.2.1 Knowledge and understanding of living with schizophrenia in Zimbabwe 

The aim of this focused ethnography was to explore and understand the experiences and quality 

of life of people living with a diagnosis of schizophrenia in Harare, Zimbabwe. The findings 

revealed that, even though people living with schizophrenia rated their quality of life as good 

across a number of domains using the WHOQOL-BREF, they experienced stigma, poor quality 

care, and lack of access to appropriate medicines, and described experiences that had caused 

them distress and, at times, unimaginable suffering.  

As discussed in the published articles presented in Chapter 5, this study contributes new 

knowledge and understanding in four areas. First, it revealed that cultural beliefs and traditions 

influenced people’s understanding of schizophrenia, explanation and manifestations of 

symptoms, and help-seeking behaviour for symptoms. Secondly, this study has illuminated the 

enormous burden on caregivers of people living with schizophrenia, and the conspicuous 

absence of their voices in the Zimbabwean mental health literature (Marimbe et al., 2016). 

Thirdly, culture may have influenced societal understanding and acceptance of those living 
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with schizophrenia, and inadvertently contributed to instances of stigma, discrimination and 

ill-treatment.  

Participants described how they had become destitute, hungry, and had sometimes had 

nowhere to go as a result of relapse, and being neglected by family members and caregivers. 

Religious institutions were often a source of emotional, material and social support through 

providing financial help and advocacy, and by asking members of the church to help with food 

and prayers. The findings increase our understanding of life for people living with 

schizophrenia in Zimbabwe, and resonate with similar studies to extend our understanding of 

the importance of culture, spirituality and religion as sources of faith, hope and resilience.  

Furthermore, the study showed that participants experienced limited and variable 

access to appropriate, affordable treatment and support. They reported a shortage of 

medications and difficulties getting money to buy them. Lastly, this study revealed the need to 

improve models of care for people with schizophrenia in Zimbabwe. This study makes a 

theoretical contribution to the application of the recovery framework of mental health care 

delivery in the Zimbabwean mental health service context. This study shows that spirituality 

and religion are an important resource, instilling hope, optimism and resilience, and reinforces 

the findings of others that hope and optimism are important features of recovery for people 

living with a mental illness such as schizophrenia (Leamy, Bird, Le Boutillier, Williams, & 

Slade, 2011; Slade et al., 2012). Similar studies from the region (de Wet & Pretorius, 2020; 

Sofouli, 2020) some of the Western concepts of recovery such as ideas of individualism 

understanding may not necessarily be relevant and applicable to a Zimbabwe context.  Instead, 

policy makers and service providers could build on the strength of support from the extended 

family, spirituality and religious affiliation as a source of hope and resilience (Chidarikire et 

al., 2020b). In addition, future recovery oriented services in Zimbabwe should acknowledge a 

cross-cultural understanding by incorporating collective decision making embedded in their 
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cultural values and beliefs (Adeponle, Whitley, & Kirmayer, 2012; Price-Robertson, 

Obradovic, & Morgan, 2017).  

Besides advancing cultural understanding of schizophrenia, help-seeking and the role 

of traditional and faith healers in supporting people experiencing symptoms of schizophrenia, 

the study contributes insights into the strengths and pitfalls of focused ethnography in the field. 

7.2.2  Contribution to methodology and method 

This study contributes real-world practical insights into ethnographic methodology and 

methods through advancing focused ethnography as an important genre within ethnographic 

methodology. Using focused ethnography to study people with schizophrenia in Zimbabwe 

was beneficial to the research process as it enabled field work to be undertaken relatively 

quickly. The success of this focused design was contingent on the level of preparation invested 

prior to arriving in the field. To that end, the cultural group was well defined beforehand, and 

access to the field was negotiated long before fieldwork began, and, as a result, the project 

required less time and fewer resources than a traditional ethnography. 

This study illuminated the influences of Shona culture on how the causes and 

manifestations of schizophrenia and the experiences of people living with the condition are 

understood, particularly for women, children and younger people. Language and idioms of 

distress used to describe schizophrenia were all culturally embedded (Lewis-Fernández & 

Kirmayer, 2019; Nichter, 2010). This study also contributed to understanding of the derogatory 

language, phrases and stigmatising labels used in Shona, such as benzi (mad), saskamu 

(imbecile), kurwara nepfungwa (mentally ill), and kudzungaira (confused one) to refer to those 

living with schizophrenia in Harare. Although these terms were culturally embedded, they were 

considered stigmatising and discriminatory both by those saying them and to the one they were 

said to. Reducing stigma and discrimination would improve social inclusion and quality of life, 

and should therefore be the goal of individuals, mental health service providers and other 
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stakeholders. Adopting focused ethnography, a design well-suited to studying phenomena 

within a local cultural context in a pragmatic way, elicited rich and nuanced insight into the 

interplay between culture, society and experience of illness that can be used to inform policy 

and practice. 

The study also conceptualized the role of the ethnographic researcher as an insider–

outsider. Being a bilingual researcher who can speak both English and the native language of 

the participants facilitated the process of transcription, translation and data analysis. This 

deeper interaction with and immersion in the data produced a more accurate understanding of 

nuances and cultural meaning as conveyed by participants (Chidarikire et al., 2018a). In 

addition, as a cultural insider, the researcher role was dynamic, requiring me to be reflexive 

throughout as I navigated fieldwork events such as gaining access to the field, conducting 

interviews, non-participant observation and facilitating the WHOQOL-BREF questionnaire. 

Navigating between the researcher and mental health nurse role required both sensitivity and 

reflexivity.  

The methodological lessons to be learned from this focused ethnography are the 

importance of strategising to optimise the use of the limited time available, as well as realising 

that insider status and familiarity with the language and culture may help to resolve situations 

as they arise, and that it is crucial not to under-estimate the delays and challenges associated 

with finding one’s way in unfamiliar locations. 

7.3 Recommendations for mental health policy and practice  

The study findings highlight the need for strengthening partnerships to deliver mental health 

care and improve outcomes and, consequently, the quality of life of people living with 

schizophrenia in Zimbabwe. In a financially constrained, weak economic and unstable political 

environment, it is important that government service providers establish genuine partnerships 

with local and international NGOs to scale up mental health services. This study revealed the 
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challenges people faced in accessing necessary treatment, and frustration with the lack of 

availability of prescribed medication and money to buy such medications even when they were 

available.  

This study also highlights the need to develop rural mental health services and the rural 

mental health workforce. The lack of mental health services at the rural and provincial level in 

the country, as identified in Chapter 1, inevitably meant that some people were forcibly 

displaced from family support to receive treatment in Harare, and were unlikely to be able to 

make their way home following treatment. All inpatient psychiatric facilities are located in an 

urban area, leaving the rural areas, where the majority of people live, with little or no timely 

access to appropriate, specialised mental health care. A recommendation from this study is for 

the Zimbabwe government and other stakeholders to work towards decentralising mental health 

service to rural areas by integrating them with rural primary health services which people 

experiencing symptoms of mental disorders attend (Chibanda, Verhey, Munetsi, Rusakaniko, 

et al., 2016). Integrating low cost treatments and interventions, such as traditional and faith 

healers, as well as psychoeducation (Chibanda et al., 2011) for people living in rural areas of 

Zimbabwe could be effective in the short term in improving access to mental health care.  

As described in Chapter 1, the mental health workforce in Zimbabwe is particularly 

lean and centralised, and the number of registered clinicians working in mental health is 

unknown (Liang et al., 2016). A recommendation from this study is to dedicate resources to 

increase the number of people working in rural mental health care. Zimbabwe has a large 

skilled mental health workforce in the diaspora. Another recommendation from this study is 

that the government should take a lead in working with educational institutions, NGOs and 

other mental health service providers to harness diaspora skills and contribute skilled labour 

and knowledge transfer.  
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7.4  Recommendations for further research  

This study highlights the need for further research in several areas. First, it draws attention to 

the benefits but also the risks to people with schizophrenia of living with a partner. Future 

research should therefore examine this matter, as well as the extent to which women and men 

are similarly and differentially affected by living in joint households, the role of culture and 

patriarchal traditions in compromising the quality of life of males and females with 

schizophrenia, and their propensity to experience family dislocation, upheaval, abandonment 

and financial hardship. Second, research should be undertaken into the regularity of supply of 

antipsychotics in the public sector, the use of contemporary medications, the prevalence of 

side-effects, and the impacts of commonly prescribed medications on people’s quality of life. 

Further research should also be undertaken into factors reducing quality of life comparing the 

WHOQOL-BREF and culturally grounded interview data. 

This study illuminates the burden on caregivers of people living with schizophrenia and 

the absence of their voice in advocating for their loved ones with schizophrenia. Future research 

could address caregivers’ underrepresentation in the literature in developing countries such as 

Zimbabwe by examining the experiences of these caregivers.  

Given Zimbabwe’s population predominately lives in rural areas, research needs to be 

undertaken that compares the benefits and risks of living with a relative with schizophrenia in 

an urban or rural setting, of decentralising mental health care, increasing the rural mental health 

workforce, and of integrating mental health services into rural primary health care. 

7.5 Concluding statement  

This study has opened my eyes to the needs of people with schizophrenia in Harare, Zimbabwe, 

and hopefully will draw the attention of local stakeholders within and outside the country. It 

has highlighted the strength and resilience of people with severe mental illness and their 

caregivers, particularly in resource-constrained environments. Participants rated their quality 



184 

of life as good using the WHOQOL-BREF, yet when given the opportunity to provide 

descriptions of their experiences living with schizophrenia, they described their lives, health 

relations and environments as complex, often characterised by extreme suffering, stigma and 

discrimination. Through it all, most maintained hope, thanks primarily to the commitment of 

their families and, for those who reported being religious, their faith, and practical and spiritual 

support from churches.  
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Appendix 3: Human Research Ethics Committee (Tasmania) 

Network Approval 
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Appendix 5: Participant Information Sheet  
 

  

 

 

  

Dear Participant, 

 

Project Title: Life is a Journey: A critical ethnographic study exploring the recovery 

journey of people with schizophrenia in Harare, Zimbabwe 

 

The Research Team 

• Chief Investigator- Prof Isabelle Skinner. 

• Co-Investigator- Dr Derith Harris. 

• Sherphard Chidarikire- Student researcher 

 

Thank you for expressing your interest in becoming involved in this research project. I would 

like to take this opportunity to briefly introduce myself. My name is Sherphard Chidarikire and 

I am a Zimbabwean-born registered mental health nurse currently studying for a PhD at the 

University of Tasmania (UTAS), Australia. My experiences of working as a mental health 

nurse in UK and Australia led to my interest in finding out more about the experiences of 

people with schizophrenia in Zimbabwe. This study has been approved by the Tasmania Social 

Sciences Human Research Ethics Committee reference number H14708. If you have concerns 

or complaints about the conduct of this study, please contact the Executive Officer of the HREC 

(Tasmania) Network on +61 3 6226 6254 or email human.ethics@utas.edu.au. The Executive 

Sherphard Chidarikire RN, PhD Candidate 

School of Health Sciences 

Launceston Campus 

Locked Bag 1322 

Launceston, Tasmania 7250 Australia 

   

   

Fax  +613 6324 3952 

Email: 

 

  

  

 



218 

Officer is the person nominated to receive complaints from research participants. Please quote 

ethics reference number H14708. 

This research study will explore the recovery journey of people with schizophrenia in Harare, 

Zimbabwe.  

The aim of this research is to explore your experiences of living with schizophrenia in Harare 

Zimbabwe. 

I am inviting you to participate in this study because you have had a diagnosis of schizophrenia. 

Your participation will involve completing a questionnaire and being interviewed. The 

interview will take approximately 1 hour and will be conducted preferably at your home or a 

private, secure setting of your choice. I will be audiotaping the interview for future analysis. 

All information that may identify you individually, such as your name, will be removed or 

changed to an alias. After the interview, I will ask you to fill in a short questionnaire designed 

by the World Health Organisation about your quality of life called the WHOQOL-BREF. Your 

participation in this research is entirely voluntary. If you decide to withdraw your consent at 

any time you may do so without providing reasons. And all of your data will be removed from 

the study. Data collected will be stored securely at the University’s School of Health Sciences 

for a five year period. After this period, all transcripts and field notes will be shredded, 

computer files delete and raw audio deleted. Only my supervisors and I will have access to data 

collected. 

 

Reimbursements 

There are no anticipated direct benefits to accrue to participants for participating in this study 

and there are no financial costs to be incurred by participants as interviews will be conducted 

in the comfort of participants’ homes. To appreciate your time for participating in the 

interviews you will be given 3 United States Dollars at the end of each interview. 
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Support during the interview 

Your health and wellbeing is of the highest priority to us. If your interview evokes any 

memories, causing you any distress, we will cease the interview immediately. If after the 

interview you experience any distress you may contact Mr Ignicious Murambidzi of 

the ZIMNAMH who has agreed to provide support on +26.......... 

Questions about this research 

We hope this research leads to a deeper understanding of the lived experience and perspectives 

of people diagnosed with schizophrenia in Zimbabwe and of their experience of the illness and 

recovery in order to inform our knowledge of what helps people recover better. Information 

gained from this study will form the basis of a Doctoral thesis and may be included in scientific 

research publications. No personal identifying information about you will be published. At the 

completion of the study, a newsletter article and a plain language summary of the research 

results will be made available to you through the ZIMNAMH. 

If you would like to discuss any aspects of this research project please feel free to contact me 

(Sherphard Chidarikire) by phoning +614........, email shep.chidarikire@utas.edu.au (in 

Australia) or +263 7........ (in Zimbabwe) or my PhD supervisors Dr Derith Harris +61 3 

6324 3671 or email Derith. Harris@utas.edu.au or Professor Isabelle Skinner +61 8 8....... or 

email Isabelle.Skinner@cdu.edu.au.  

If you have concerns or complaints about the conducts of this research you should contact the 

Executive Officer of the HREC (Tasmania) Network on +6136226 6254 or email 

Katherine.Shaw@utas.edu.au. The Executive Officer is the person nominated to receive 

complaints from research participants. Please quote reference number H14708. In Zimbabwe 

you can contact the Manager, the Medical Research Council of Zimbabwe (MRCZ, Corner 

Josiah Tongogara / Mazowe Street Harare Zimbabwe. Their email: mrcz@mrcz.org.zw or 

telephone: +263 7................... You will need to quote the [HREC project number].  
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If you wish to take part in this research please read, sign and return the attached consent form. 

I will contact you within 1 week of receiving your consent. 

This information sheet is also for you to keep. 

Thank you very much for taking time to consider this research. 

Yours Sincerely, 

Sherphard Chidarikire 

Registered Nurse 

PhD Candidate 

School of Health Sciences, UTAS 
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Appendix 6: Advertisements for research participants (Shona and 

English) 

Invitation to Participate in Research 

What is the purpose of the research? 

The purpose of this research is to explore your experiences of from schizophrenia. 

Are you looking for people like me? 

The research team is looking for adults aged 18 years and above, either male or female with a 

diagnosis of schizophrenia. You must live in or around Harare, Zimbabwe and be well enough 

to answer questions in an interview for at least one hour. You must be able to give voluntary 

and informed consent. 

What will you ask me to do? 

You will be asked to answer questions in an interview about your life story. You will also be 

asked to complete a questionnaire about the quality of your life at the moment. 

Are there any risks for me in taking part? 

The research team does not believe there are any risks beyond recalling of painful memories 

as you tell your story. 

How to withdraw 

If you do agree to participate, you can withdraw from participation at any time during the 

project without penalty. 
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Are there any benefits for me in taking part? 

It is expected that this project will not benefit you directly. However, your contribution may 

improve the understanding of schizophrenia in a Zimbabwean context. 

Will I be compensated for my time? 

There is no payment should you choose to participate 

Research team  

Chief Investigator: Sherphard Chidarikire UTAS 

Supervisor: Prof Isabelle Skinner UTAS 

I am interested – what should I do next? 

If you would like to take part or would like further information, please contact: 

In Zimbabwe: Mr Ignicious Murambidzi on 07........ zimnamh@mweb.co.zw 

In Australia: Sherphard Chidarikire +614........ Shep.Chidarikire@utas.edu.au 

The research study has been approved by the University of Tasmania, Australia. 

If you choose to participate, you will be provided with more detailed participant information, 

including who you can contact if you have any concerns. 

Thank You!! 
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Muri kukokwa kupinda Mutsvagurudzo (Risechi) 

Chinangwa chetsvagurudzo ino ndechei? 

Chinangwa cheongororo ino ndeche kutsvaka ruzivo rwemaererano nekurapwa, hupenyu 

nemagariro evanhu vanechirwere chepfungwa muHarare.  

 

Muri kutsvaka vanhu vakaita seni here? 

Vaongorori varikutsvaga vanhu vabvezera vane makore gumi nemasere kana kudarika, 

ekuzvarwa. Tirikukoka vakadzi kana varume vane chirwere chepfungwa vanogara muguta 

reHarare. Munofanirwa kunge muchigona kupa mvumo yekupinda muongororo musina 

kumanikidzwa. 

 

Zvamuchaita Mutsvagurudzo 

Kana mafunga kupinda muongororo muchakurukurwa nemi nekupindura fomu muchibvunzwa 

mibvunzo maererano nekurapwa, mararamiro, hupenyu, nemagariro enyu nechirwere 

chepfungwa.  

 

Ongororo ingakonzere njonzi kana kukuvara here? 

Kunzwe kwekushungurudzika kungangobva pakutaura nekupindura mibvunzo inoenderana 

nehupenyu hwenyu nemararamiro nechirwere chepfungwa. Hatitarisire kuti pangave nenjonzi 

muongororo iyi. 

 

Kupinda Muongororo 

Kana mafunga kuzobuda muongororo ino ikodzero yenyu. Kubatsirwa kwenyu 

hakuzokanganiswa naizvozvo.  



224 

Kupinda Mutsvagurudzo kunondibatsirei? 

Kupinda muongoro hakukubatsirei ipapo ipapo. Zvakanakira ongororo ino.  

Kupinda kwenyu kuchabatsira varwere vepfungwa neramangwana muZimbabwe . 

Ndichabhadharwa here nekupinda muongororo? 

Hapana muripo wemari kana zvinhu zvamuchapihwa muongororo ino 

Chikwata Chevaongorori 

Mudzidzi wePhD: Sherphard Chidarikire UTAS 

Mudzidzisi: Prof Isabelle Skinner UTAS 

Ndiri kuda kupinda muoongoro-ndoita sei? 

Kana mafunga kupinda muongoro kana kuti munoda kunzwa zvakawanda, rovai runhare kuna: 

In Zimbabwe: Mr Ignicious Murambidzi on 07........ zimnamh@mweb.co.zw 

In Australia: Sherphard Chidarikire +614........ Shep.Chidarikire@utas.edu.au 

Ongororo ino yakapihwa mvumo neYunivesiti yangu yeTasmania, Australia pamwe neVe 

Medical Research Council Zimbabwe. Kana mafunga kupinda muongoro muchapihwa 

tsananguro yakazara maererano neongororo, uye mazita evanhu vanechekuita neongororo 

ino.MAZVITA!!!
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Appendix 7: Participant Consent Form  
 

 

 

 

Informed Consent Form for Participants (Adapted from the MRCZ Consent Form)  

 

Project Title: Life is a Journey: A critical ethnographic study exploring the journey of people 

with schizophrenia in Harare, Zimbabwe (PhD Project) 

 

Principal Investigator: Mr Sherphard Chidarikire  

Please Note: 

• Your participation in this research is entirely voluntary. 

• You may decline to participate or to withdraw from the study at any time without 

losing benefits of being treated at any health institution. 

 

Introduction 

My name is Sherphard Chidarikire and I am a lecturer and registered mental health nurse 

currently studying for a PhD at the University of Tasmania (UTAS), Australia. I am kindly 

requesting you to take part in this field study. I give you this consent form so that you may read 

about the purpose, risks, and benefits of this research study. The main goal of this study is to 

gain new knowledge that will add to the existing body of knowledge of schizophrenia in 

Zimbabwe and perhaps improve the quality of life for people living with this illness. The study 

is in partial fulfilment of the requirements of my Doctor of Philosophy degree in nursing of the 

University of Tasmania, Australia. You have the right to refuse to take part, or agree to take 

School of Health Sciences 

Launceston Campus 

Locked Bag 1322 

Launceston, Tasmania 7250 

ustra ia 

   

Mobil : 1 43 2 080 
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part now and change your mind later. Whatever you decide, it will not affect your regular 

access to health care services or disadvantage you in any way. Please read this consent form 

carefully. Ask any questions before you make a decision. Always remember your participation 

is voluntary. Once you understand the study, and if you agree to take part, you will be asked to 

sign this consent form. You will be offered a copy to keep. 

 

Purpose of the Study 

You are being asked to participate in a research study of people with an experience of 

schizophrenia in Harare, Zimbabwe. This study seeks to explore and describe the recovery 

journey of people living with schizophrenia and health seeking strategies of people living with 

schizophrenia in Harare, Zimbabwe. You were selected as a possible participant in this study 

because we believe you have been diagnosed with schizophrenia. 

 

Procedures and Duration 

This research has been cleared by the UTAS research committee (Approval number H0014708) 

and the MRCZ (Approval number…). If you decide to participate, the researcher will conduct 

personal interview with you upon prior appointment and after asking for permission from the 

head of your household. I will also ask you to complete the WHOQOL-BREF questionnaire at 

the end of the interview. The interviews will be conducted within a period of one month and 

each interview will last for 60 minutes per session. The number of interview sessions will be 

determined by the rate at which all study objectives are met. The interviews which will be tape 

recorded, will be conducted at your home or any venue convenient to you. The interviewer will 

consult with you, to hold interviews at a day and time which is convenient to you. The questions 

will focus on your experiences, understanding, perceptions, beliefs and explanations of 

schizophrenia. I will also ask you questions about any treatments or interventions you have 

received and the path to seeking treatment. You are free to decline answering questions you 
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are not comfortable with. With your consent the interviewer may ask some questions to your 

home care giver to shed more on your experiences. Interviews will be conducted in the 

language the participant is comfortable with. Participants are free to decline being interviewed 

during the time he/she is not feeling well. 

 

Risks and Discomforts 

There is no anticipated physical harm as there are no clinical trials involved whatsoever. The 

research team acknowledge the potential of greater than minimal risk of distress as a result of 

participants recounting their life story with schizophrenia. It is anticipated that the interviews 

or questionnaires will give you an opportunity to tell us your story in a supportive environment. 

  

Benefits/Compensation 

We cannot and do not guarantee or promise that you will receive any benefits from this study. 

However, you will not incur any financial costs from participating in this study. The overall 

positive impact though is to partake in new knowledge generation, which may prompt 

stakeholders to act and improve the nursing experience of people with schizophrenia. 

 

Reimbursements 

To appreciate your time off personal work to participate in the interviews you will be given 3 

United States Dollars at the end of each interview.  

 

Confidentiality Assurances 

Personal information collected from you will not be used for any other purpose other than 

academic. Information gathered will not be shared by any other party (including other 

participants). In order to guarantee confidentiality, your real name will be replaced by a place 

name or will be assigned a number. All data will be kept in a locked secure place until all data 
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has been successfully entered into a computer. Completed transcripts and field notes will be 

stored in a locked filing cabinet in the researcher’s office at the University of Tasmania’s 

Newnham Campus. Electronically stored data, including audio recordings, will be kept in a 

password protected file on the University of Tasmania School of Health Sciences server. Only 

the principal investigator and the two supervisors will have access to the study data. Data will 

be maintained for a period of 5 years as per the UTAS Research Data Management policy and 

procedures. 

 

Conflict of Interest: None 

 

Voluntary Participation 

It is up to you to decide whether or not to participate. If you decide to participate, you will be 

given this information sheet and be asked to sign a consent form. If you decide to take part you 

are still free to withdraw at any time without giving a reason. You will not be compensated for 

your time in participation of this study when you withdraw. You may withdraw your data from 

the project at any time. If you decide not to participate in this study, your decision will not 

affect your future relations with the Zimbabwe National Association for Mental Health, the 

University of Zimbabwe, its personnel, and associated hospitals. If you decide to participate, 

you are free to withdraw your consent and to discontinue participation at any time without 

penalty. 

 

Persons to Contact for challenges, queries or questions 

If this study has harmed you in any way or if you have any challenges or doubt about this study 

you may clarify from the investigator directly; Mr Sherphard Chidarikire on 0776701182 or If 

you have any questions concerning this study or consent form beyond those answered by the 

investigator, including questions about the research, your rights as a research participant or 
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research-related injuries; or if you feel that you have been treated unfairly and would like to 

talk to someone other than a member of the research team, please feel free to contact the 

Medical Research Council of Zimbabwe (MRCZ) on telephone (04)7..... or (04) 7..... and 

cell phone lines 077......... or 07........... The MRCZ Offices are located at the National 

Institute of Health Research premises at Corner Josiah Tongogara and Mazowe Avenue 

in Harare.  

Respondent Agreement 

• The principal Investigator Sherphard Chidarikire has fully explained to my

satisfaction, the purpose of the study.

• I voluntarily consent to participate. I have had an opportunity for my questions to be

answered.

• I know that l may withdraw or stop my participation in the study at any time.

• I understand that if I need any clarification about the study or if l want to exercise my

rights, I can contact the principal investigator.

Authorisation 

You are making a decision whether or not to participate in this study. Your signature indicates 

that you have read and understood the information provided above, have had all your questions 

answered, and have decided to participate. 

Name of Research Participant (please print) Signature Date 

_______________________________ _________ 

Name of Principal Investigator Signature  Date 

_______________________________ _________  ____________ 
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Name of Witness (if required) Signature Date 

___________________________________________________________________________ 

  

CONSENT TO AUDIO RECORDING  

If you agree to join this study, the interviewer will conduct personal interviews with you upon 

prior appointment and after asking for permission from the head of your household. The 

interviews will be conducted within a period of one month and each interview will last for 60 

minutes per session. The interviews which will be tape recorded, will be conducted at your 

home or any venue convenient to you. The interviewer will consult with you, to hold interviews 

at a day and time which is convenient to you. 

 

Statement of Consent to be Audiotaped. 

I understand that audio recordings will be taken during the study. (For each statement, please 

choose YES or NO by inserting your initials in the relevant box) 

• I agree to being audio recorded   Yes  

 

          No  

_______________________________ ___________ ____________ 

Name of Participant (please print) Signature   Date 

 

YOU WILL BE OFFERED A COPY OF THIS CONSENT FORM TO KEEP.  
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Tsamba Yemvumo Kupinda Mutsvangurudzo (Adapted from the MRCZ Consent Form) 

 

Musoro Wetsvagurudzo: Hupenyu rwendo: Ongororo yekutsvaka ruzivo rwemaererano 

nekurapwa, mararamiro, hupenyu, pamwe nemagariro evanhu vanechirwere chepfungwa 

muHarare, Zimbabwe. 

 

Muoongorori Mukuru: Mr Sherphard Chidarikire  

 

Cherechedza Izvi: 

• Kupinda mutsvangurudzo iyi kuda kwenyu uye hazvimanikidzwi. 

• Kana mafunga kuzobuda muongororo ino ikodzero yenyu. Kubatsirwa kwenyu 

hakuzokanganiswa naizvozvo. 

Maringe Nemutsvagiridzi 

Makadini zvenyu? Zita rangu ndinonzi Sherphard Chidarikire. Ndiri mudzidzi paYunivesiti ye 

Tasmania, yekuAustralia. Ndirikukumbirawo kuti mutore chikamu mutsvakurudzo yokuti 

kutsvaka ruzivo rwemaererano nekurapwa, hupenyu nemagariro evanhu vanechirwere 

chepfungwa chinonzi Schizophrenia muHarare. Ndiri kudzidza dhigirii reDoctor of 

Philosophy. Pamusoro pezvo, ndine chitambi nebvumo yekushanda samukoti (Nesi) anobatsira 

vanhu vanorwara nezvirwere zvepfungwa. Ndine chitambi chekuno kuAustralia. 

Ndakadzidzira basa rekuva mukoti kuIngirandi paYunivhesiti yeYork mugore ra2003. 

School of Health Sciences 

Launceston Campus 

Locked Bag 1322 

Launceston, Tasmania 7250 Australia 

   

Mob l  +61 43926  

    

Ema l  

Sh p Chida ik re@utas edu au 
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Ndakashanda nevanhu vanorwara nepfungwa muchipatara pamwe nevanenge vaanai vari 

kumba. Ndine ruzivo rwekushanda kuIngarande uye kuAustralia.  

Kana musingadi kupindura mibvunzo inokushungurudzai, hamumanikidzwe. Chero 

zvamafunga maererano nekupida kana kusapinda mutsvagurudzo iyi, hazvikanganise 

maripirwo enyu kuchipatara kana kubazi revezvehutano. Ndinokumbira kuti muverenge bepa 

rino remvumo. Kana mune mubvunzo, tinokurudzira kuti bvunzai musati mafunga zvekuita. 

Kupinda mutsvagurudzo iyi zviri kwamuri uye hamumanikidzwe. Kana manzwisisa marimge 

netsvagurudzo iyi, uye muchibvuma kupinda nekupindura mibvunzo, munokumbirwa kuti 

muise siginecha inoratidzi kutipa kwenyu mvumo pafomu ramuchapihwa. Muchapihwa renyu 

fomu rekuti muchengete 

 

Chinangwa Chetsvangurudzo 

Chinangwa cheongororo ino ndeche kutsvaka ruzivo rwemaererano nekurapwa, hupenyu 

nemagariro evanhu vanechirwere chepfungwa muHarare. 

 

Zvinhu Zvichaitwa Pakuwana Umbowo Mutsvangurudzo Iyi: 

Ongororo ino yakapihwa mvumo neYunivesiti yangu yeTasmania (Nhamba yekuratidza 

mvumo H0014708), Australia pamwe neVe Medical Research Council yeZimbabwe.  

 

Kana mabvuma kupinda mutsvagurudzo, chekutanga muchakurukurwa nemi nekupindura 

mibvunzo iri maererano nekurapwa, mararamiro, hupenyu, nemagariro enyu nechirwere 

chepfungwa. Munozopihwa fomu (WHOQOL-BREF questionnaire) rinemibvudzo 

yamuchadayira yakanyorwa kare. Mibvunzo iyi inobata maringe neupenyu hwenyu. 

Mubvunzo iyi ichatora zvinhambwe zvinoita makumi matanhatu (awa imwechete) 

pakubvunzwa. Munogona kukumbirwa kupindura mibvunzo iyi zvakare zvichienderana 

nechinangwa cheongororo ino. Mhinduro dzenyu dzichatapwa patepi rekodha kuitira kuti 
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tizonya nyora nekunzwisisa zvamataura maererano nechinangwa cheongororo. Maringe 

nemhinduro dzamunondipa dzimwe nguva ndichakukumbirai kuti nditaure nemi zvakare. 

Muongorori mukuru, achakurukura nemi maererano nenzvimbo yamunoona yakakodzera 

kubvunzwa mubvinzo nekurukura. Kana musingadi kupindura mibvunzo inokushungurudzai, 

hamumanikidzwe. Nemvumo yenyu tinogona kubvunza hama dzamunogara nadzo maererano 

nekurapwa, mararamiro, hupenyu, nemagariro enyu nechirwere chepfungwa. Muchabvunzwa 

mibvunzo nekukurukura nemutauro wamunonzwisisa. Munotenderwa kuramba kupindura 

mibvunzo kana kukurukura tisati tatanga kana kuti tavapakati pehurukuro 

 

Njodzi Kana Kushungurudzika Kungasanganikwa Nako 

Hapana mushonga uchashandiswa saka hatitarisiri kuti pangavepo nezvipingaidzo kana 

kusagadzikana kungawanikwa pakupinda mutsvangurudzo. Kunzwe kwekushungurudzika 

kungangobva pakutaura nekupindura mibvunzo inoenderana nehupenyu hwenyu 

nemararamiro nechirwere chepfungwa. Hatitarisire kuti pangave nenjonzi muongororo iyi.  

 

Muripo Wekupinda Mutsvagurudzo  

Kupinda muongoro hakukubatsirei ipapo ipapo. Zvakanakira ongororo ino. Hapana 

chamunotarisirwa kubhadhara burikidza neongororo ino. Kupinda kwenyu kuchabatsira 

varwere vepfungwa neramangwana muZimbabwe. Hapana muripo wemari kana zvinhu 

zvamuchapihwa muongororo ino. Kutenda rubatsiro nenguva yamuchatipa muchikurukura 

nekupindura mibvunzo, tichakupai chipo che madhora matatu chete pakupera kwehurukuro. 

  

Kuchengetedzwa Kweumboo Hunenge Hwapiwa 

Humboo hunenge hwapiwa hapana zita rinonyorwa zvinoreva kuti hazvigoni kuzivikanwa kuti 

hwakapiwa naani.Umboo uhu huchagara hwakachengetedzwa panzvimbo isingasvikwi 

nevamwe kunze kwomubvunzi bedzi. Zvatichange tawirirana pakutora chikamu kwenyu 
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nezvatichakurukura zvicharamba zviri pakati pangu nemi pasina umwe anogona kuzviziva. 

Humboo hwese huchachengetedzwa mumakompiyuta eku Yunivesiti ye Tasmania. Mapepa 

aya achachengeterwa panokiyiwa uye achangoshandiswa patsvakurudzo ino chete. Humboo 

huchachengetedzwa kwemakore mashanu maererano nemitemo yeYunivesiti yeTasmania.  

Kusununguka Kupinda Muongororo 

Kupinda muongororo isarudzo yenyu. Kana mafunga kupinda muongoro muchapihwa 

tsananguro yakazara maererano neongororo, uye mazita evanhu vanechekuita neongororo ino. 

Kuramba kwenyu kana kubuda muongororo hakukanganise hukama hwenyu neVeZimbabwe 

National Association for Mental Health, Yunivesiti yeZimbabwe, kana zvipatara zvemuHarare. 

Kana mafunga kupinda mozofunga kubuda muongororo ikodzero yenyu. Kubatsirwa kwenyu 

hakuzokanganiswa naizvozvo. Kupinda kwenyu mutsvakurudzo iyi hakumanikidzwi, 

zvinoenderana nekusununguka kwenyu. Hapana mubairo wemari kana zvimwe zvinhu 

mukasarudza kutora chikamu mutsvakurudzo iyi. Tinogona kukuburitsai muongororo ino kana 

taona zvakakodzera. Zvikaitika izvi tinokutaurirai. 

Wamungabvunze, Nekutauranaye Kana Mashungurudzika 

Kana mune imwe mibvunzo, kana kuti mashungurudzika mukana kuti hamusikunzwa 

zvakanaka nekuda kwetsvagurudzo iyi batai Sherphard Chidarikire panhamba dzinoti 

07......... Kana musina kubatwa zvakanaka sunungukai kubata veMedical Research 

Council of Zimbabwe panhamba dzinoti 04...... or 07............ (mahofisi avo aripa 

Tongogara/Mazoe Street in Harare). 

Chitenderano 
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• Ndaverenga nazvetsvangurudzo iyi/ndaiverengerwa ndanzwisisa zvinhu zvinogona 

kukanganisika uye zvinogona kuzobatsira hama yangu kana vamwe netsvangurudzo 

iyi. 

• Muri kuita sarudzo yekupinda kana kusapinda muongororo ino. Runyoro rwenyu 

runoratidza kuti maverenga uye manzwisisa umbowo hwamapihwa, majekeserwa 

pamaive musina kunzwisisa uye masarudza kupinda muongororo ino. 

• Ndinoziva kuti kupinda mutsvangurudzo iyi hazvimanikidzwi. Ndinozivazve kuti 

kana ndisingachadi kuenderera mberi nayo ndakasununguka kubuda 

zvisingazokanganisi marapirwo angu nhasi kana mazuva anotevera. Ndichapiwa 

rumwe rugwaro rwebvumo iyi 

• Ndinobvuma kuti zvandinotaura nemhinduro yangu itapwe patepi rekodha 

nemuoongorori. 

Mvumo 

Muri kutipa mvumo yekupinda muongororo. Runyorwa (siginecha) rwenyu riri kureva kuti 

manzwisisa ongororo huye mibvunzo yamungave nayo yapindurwa zvinokugutsai 

mukazvifungira kupinda muongororo. 

    

Zita remupinduri (nyorai zvinooneka) Siginecha Zuva 

_______________________________ _________  

Zita remuoongorori mukuru Siginecha Zuva 

_______________________________ _________ _____ ______________ 

Zita remurevereri (kana achidikanwa) Siginecha Zuva 

 _____________________________________________ 

 

MVUMO YEKUTENDERA KUTAPWA KWEMHINDURO DZENYU  

Kana mabvuma kupinda mutsvagurudzo, chekutanga muchakurukurwa nemi nekupindura 

mibvunzo iri maererano nekurapwa, mararamiro, hupenyu, nemagariro enyu nechirwere 

chepfungwa. Mubvunzo iyi ichatora zvinhambwe zvinoita makumi matanhatu (awa 
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imwechete) pakubvunzwa.. Mhinduro dzenyu dzichatapwa patepi rekodha kuitira kuti tizonya 

nyora nekunzwisisa zvamataura maererano nechinangwa cheongororo.  

 

Mvumo yekutendera kutapwa kweMhinduro  

Ndanzwisisa kuti mhinduro dzandichapa dzichatapwa patepi rekodha maringe netsvagurudzo 

iyi. (Verengai mutsara uri pazasi moisa tiki mobhokisi HONGU kana KWETE kuratidza 

sarudzo yenyu) 

 

• Ndinobvuma kuti mhinduri dzangu dzitapwe patepi rekodha Hongu  

 

           Kwete  

__________________________ _________ ________ 

Zita remupinduri (nyorai zvinooneka) Siginecha Zuva 

 

 Muchapihwa imwe tsamba yechitenderano kuti muzvichengetere 
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Appendix 8: Interview Guide and Questions for Participant 

Interviews  
 

Please Note: This information will not be provided to participants, but is designed to give an 

overview of how information will be generated via interview.  

 

Introduction – sample text to be used by PhD candidate 

‘Thank you very much for agreeing to speak with me. As I described in the information sheet, 

your experiences are important to me and this research project. An important part of the time 

we spend together is for me to learn from your experience. My aim here is to understand your 

[culture] way of life, beliefs and traditions and how these have influence your experience with 

schizophrenia.’ [Pause] 

‘Remember if you want to stop the interview any time just say so-the last thing I want is for 

you to become distressed by the interview. Your health and wellbeing are important to me, if I 

notice that you look upset in any way we will stop the interview’ 

 

Sample questions to guide the interview 

Remember this is about your life story.  

1. Can you tell me about where you were born and how was it growing up? 

2. Tell me about a typical day for you. How do you spend your time? 

3. Who are the members of your family and when do you see them?  

4. What (traditional) events are important for you and your family—birthday 

celebrations, naming ceremonies, weddings, holidays?  

5. Can you tell me about how this illness started? 

6. How well accepted are you in your community?  

7. Did anything change when you were diagnosed with schizophrenia?  

8. What about now has anything else changed?  

9. From your understanding what do you think caused this illness  
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10. When you first became unwell where and how you did seek treatment and what 

treatments were available? Did the treatment work?  

11. What treatment do you receive now, if any?  

12. Do you feel that it works? 

13. How does the treatment affect you? 

14. What do you do to look after yourself now (e.g. diet, relaxation, take meds, TM 

remedies)  

15. How do you know that you are starting to feel unwell again? What symptoms do you 

experience? What do you do if this happens? 

16. What role did or does your family play in seeking treatment or help for the illness? 

17. If there is something you could do or change regarding your illness what could that 

be? 

18. Is there anything else you would like to tell me about your experience with this 

illness? 

 

 -End of Sample Questions- 
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Mienzaniso yeMibvinzo Ichabvunzwa pahurukuro yeTsvagiridzo Ino  
 

Yechiudzo: Mibvunzo iyi haitarisirwe kuzopihwa kuvapinduri vemibvunzo, asi 

ndeyekuratidza mienzaniso yemibvinzo ichabvunzwa pahurukuro yetsvagiridzo.  

 

Mashoko ekutanga achashandiswa nemutsvagiridzi mukuru 

Ndinotenda nekubvuma kwenyu kupinda mutsvagurudzo ino. Chinangwa cheongororo ino 

ndeche kutsvaka ruzivo rwemaererano nekurapwa, hupenyu nemagariro evanhu vanechirwere 

chepfungwa muHarare. Munofanirwa kunge muchigona kupa mvumo yekupinda muongororo 

musina kumanikidzwa. Kana mafunga kuzobuda muongororo ino ikodzero yenyu. Kubatsirwa 

kwenyu hakuzokanganiswa naizvozvo. 

 

Mienzaniso yemibvunzo 

Rangarirai kuti hurukuro iyi iri maringe nekuzwa hupenyu nemararamiro enyu nechirwere 

chepfungwa cheSchizophrenia.  

1. Tiudzeiwo kuti makazvarirwa kupe uye hupenyu hwnga hwakadii pakukura kwenyu? 

2. Titsanangurireiwe kuti zuva renyu munoripedza sei? Zvii zvamunoita sekuti musi 

mumwechete? 

3. Murivangani mumhuri yenyu uye munovaona kana kusangana semhuri kangani?  

4. Ndedzipi mhemberero dzakakosha kwamuri kana mumhuri yenyu, sekuti zuva 

rekuberekwa, michato, zvechitendero kana zvekupira midzimu? 

5. Tsanangurai kuti chirwere ichi chakatanga sei? 

6. Munobatwa sei ne kuwadzana nevanhu vemumariaini kana nhandarunda 

yamunogara?  

7. Ndezvipi zvinhu zvakashanduka pamakudzwa kuti munechirwere chepfunga ichi? 

8. Munofunga kana kuti kunzwisisa kuti chirwere ichi chinokonzerwa kana kuti 

chakakonzerwa nei? 

9. Pakaona kuti mavakurwara nepfungwa, makatsvaga kuwekurapwa sei, uye ndeipi 

mishonga kana kurapwa kwaka kubatsirai? 

10.  Rubatsiro rwamakapihwa rwunoshanda here? 
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11. Ko parizvino nderwupi rwubatsiro rwamurikuwana sekuti mishonga kana kutaura 

naachiremba kana vakoti? 

12. Munoona sekuti inobatsira here? Munonzwa sei nekurapwa kana mishonga 

yamunopihwa? 

13. Ndezvipi zvimwe zvamunoita kuzvichengetedza (sekuti kudya kwakanaka, kudekara, 

kutora mishonga, kana imwewo mishonga yechivanhu)  

14. Munoziva sei kuti hamuchanzwi zvakanaka mupfungwa. Zvii zvinotanga kuitika, 

kana zvadaro munoita sei? 

15. Hama kana shamwari vanokubatsirai sei uye nei muchirwere chenyu ichi? 

16. Kana pane chamunoshuwira kuti dai chaiitwa kuti chibatsire mararimiro anyu 

nechirwere ichi, chingava chii.  

17. Pane here zvatasiya zvamungada kuwedzera kana kukurukura?  

 

 -Magumo eMienzaniso- 
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Appendix 9: WHOQOL user agreement  
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From: whoqol 

To: Shep Chidarikire 

Subject: RE: Permission to include published paper in doctoral thesis 

Date: Monday, 10 September 2018 9:00:18 PM 

Attachments: image001.png 

Dear Shep, 

This is fine. No need for a new user-agreement form. 

Best, 

Sibel 

From: Shep Chidarikire [mailto:shep.chidarikire@utas.edu.au] 

Sent: 06 August 2018 06:26 

To: whoqol 

Subject: Re: Permission to include published paper in doctoral thesis 

Importance: High 

WHOQOL 

Information, Evidence and Research (IER) Department  

The World Health Organization 

20 Avenue Appia 

CH-1211 Geneva 27 Switzerland 

06 August 2018 

Re: Permission to include translation report in doctoral thesis 

Dear Mrs. Sibel, Volkan 

As part of my PhD studies (University of Tasmania), I recently sent you the following report: 
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Chidarikire, S., Cross, M., Skinner, I., & Cleary, M. (2017). WHO Quality of Life-BREF 

(WHOQOL- BREF) Shona Version: Translation Report, The World Health Organisation, 

Geneva, pp. 1-4. 

I am currently preparing my thesis and I understand that I may need permission to present this 

PDF report in my doctoral thesis as a standalone chapter. Therefore, I am seeking permission 

to include it as a standalone in my final PhD thesis. 

In addition, I am seeking permission to include copies of the English and Shona versions of the 

WHOQOL-BREF questionnaire in my PhD thesis as appendices. 

Thank you for your consideration and I look forward to hearing from you in due course. 

Yours sincerely 

Sherphard Chidarikire (Shep) RN, MN (Nurse Practitioner) 
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Appendix 10: Permission from SAGE Publishing  
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Appendix 11: Permission from Taylor and Francis Group 
 

 



248 

 

 

 

 

 

 

 

 




