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ARTICLE INFO ABSTRACT

Keywords: Background: Since the year 2012, the National Psychiatric Referral Hospital (NPRH) in Eswatini (formerly
Readmissions Swaziland) has recorded high numbers of readmissions of people living with mental illness (PLWMI). The
Rehospitalizations reasons for the observed increase have not been explored.
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Purpose: We describe the perceptions of mental health nurses on the factors contributing to the increased
number of psychiatric readmissions in Eswatini.

Methods: A qualitative, exploratory and descriptive design was employed to collect data using an unstructured
interview guide through individual in-depth interviews among eleven (11) purposively selected mental health
nurses working at the only psychiatric referral hospital in Eswatini. Thematic analysis was conducted following
Creswell’s steps of qualitative data analysis to generate themes.

Results: Majority of the participants (n = 9) held bachelor’s degrees in nursing, with an average working ex-
perience of seven years in a mental health setting. Eight (8) themes emerged from the data, namely: i) clients’
negative attitudes towards medication and the illness, ii) substance abuse, iii) stigma and discrimination, iv) low
socio-economic status, v) co-morbidity, vi) lack of family support, vii) family belief system and viii) adminis-
trative factors.

Conclusion: Mental health nurses perceived comorbidity, clients’ negative attitudes, lifestyle habits, as well as
social and administrative factors to be major contributors to readmissions of PLWMI. There is need to empower
PLWMI with lifestyle-modification measures after discharge in order to prevent future relapses. Advocacy for
increased resource allocation for mental health should be intensified in order to curb the number of readmissions
among PLWMI.

1. Introduction as a useful indicator of the quality of inpatient psychiatric care (Byrne,

Hooke, & Page, 2010).

The World Health Organization (WHO) projected that by 2020,
mental disorders will account for nearly 15% of disability-adjusted life-
years lost to illness, with a large increase projected to dis-
proportionately affect developing countries (WHO, 2003). Generally,
readmissions (i.e. repeat and/or frequent hospitalizations for the same
illness) of patients with mental disorders are common (Jaramillo-
Gonzalez, Sanchez-Pedraza, & Herazo, 2014). In most parts of the
world, hospitalizations have been traditionally seen as an effective
measure of stabilizing patients’ mental states, with the aim of re-es-
tablishing discontinued drug regimens or as a way of helping in-
dividuals to transition from inpatient to outpatient or community-based
services (Madi, Zhao, & Li, 2007). Hospital readmissions can also serve
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However, in as much as psychiatric readmissions remain an essen-
tial element in the continuum of mental health care for patients in
psychiatric crisis (Fuller, Sinclair, & Snook, 2016), they are an un-
desirable outcome as many health care systems are not designed with
the goal of prolonged or repeated hospital stay. Having increased
numbers of readmissions has cost implications for the health care
system (Weinberger, Oddone, & Henderson, 1996), more especially in
settings like Eswatini (formerly Swaziland) where the government of-
fers ‘free’ mental health services for all. Readmissions also impact ne-
gatively on staff as their workload is increased and they can cause
overcrowding which may propagate the spread of infections among the
patients.
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Factors associated with re-admissions among patients living with
mental illness include, first episode of mental disorder occurring at a
young age, unemployment, belonging to a low socio-economic stratum
(Jaramillo-Gonzalez et al., 2014), alcohol dependence, use of addictive
substances, a higher number of previous admissions and a longer
duration of hospitalization during the original episode (Kolbasovsky,
Reich, & Futterman, 2007; Lin, Chen, Lin, & Lin, 2007). A recent sys-
tematic review (Zanardo, Moro, Ferreira, & Rocha, 2018) reported that
those who are young, single, unemployed, having less social support
and having had previous involuntary admissions have higher chances of
frequent psychiatric readmission, while community interventions have
been found to reduce the frequency of psychiatric readmissions, as is
being married and having social support (Donisi, Tedeschi, Wahlbeck,
Haaramo, & Amaddeo, 2016).

A majority of the studies investigating determinants of readmissions
have used quantitative methodologies and few have employed quali-
tative techniques to study these factors. By their nature, quantitative
designs are less flexible and are often administered under controlled
conditions, of which the context of how phenomena occur in a society
may be missed. The advantage of using qualitative techniques, how-
ever, is that they allow flexibility to the researcher to explore broadly
the contextual aspects of a phenomenon (Polit & Beck, 2014). Ad-
ditionally, some of the studies investigating mental health issues have
focused mainly on the perspectives of the care-givers or of the patients
and few have explored the opinions of nurses who render professional
care to these patients during the inpatient phase.

Mental health nurses’ views are important in the management of
mental illnesses as well as in program planning and implementation of
mental health interventions. In Eswatini, mental health nursing is a
major that is acquired after completing 3years of general nursing
education, equivalent to a diploma in general nursing science. The
major can be taken in the last year of a generic 4-year Bachelor of
Nursing Science, or as a 1-year post-diploma certificate programme, or
as part of a 2-year completion nursing degree programme (University of
Eswatini, 2018). Therefore, this cadre of nurses possesses specialized
skills for caring for people living with mental illness (PLWMI), which
places them in a better and informed position to give opinions about
factors contributing to readmissions of PLWMI. Additionally, besides
their specialized training, these nurses observe (on a daily basis) both
individual-patient factors and contextual factors (such as administrative
factors) that affect readmission of these patients. Thus, understanding
their perceptions will help in strengthening existing mental health
programs and will provide policy makers with data to inform policy and
strategy review processes aimed at improving patient care and quality
of life for PLWMIL.

Eswatini has only one psychiatric hospital and one psychiatrist
serving the mental health needs of the entire 1.1 million population.
Annual reporting from this facility shows that there were 1 608 ad-
missions in 2014, of which 1 054 (66.5%) of these were readmissions
(National Psychiatric Referral Hospital (NPRH), 2015). This was a no-
table increase from the previous years, where in 2013, there were 951
(61.6%) readmissions out of 1 540 total admissions (NPRH, 2015), and
663 (52.8%) out of 1 256 total admissions in 2012 (NPRH, 2013).
Annual reporting from this facility further shows that the leading
conditions for both admissions and readmissions in Eswatini include:
epilepsy without psychosis, schizophrenia, bipolar affective disorder,
depression, substance-induced psychosis, and being epileptic with
psychosis. However, these yearly reports do not profile the principal
conditions accounting for the observed readmissions, highlighting a
limitation in these reports and a research gap that quantitative studies
can bridge. In the meantime, understanding factors that contribute to
increased re-admissions will help inform formulation of interventions
that will counteract these factors in order to reduce the costs of mental
health care to the government. The fact that readmissions are an un-
desirable outcome of treatment (Byrne et al., 2010), means that any
substantial increase in the number or readmissions should be
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investigated. As a result, we asked mental health nurses on what they
thought (based on their experience and observations) were the possible
contributing factors to the increased number of readmissions at the only
national psychiatric referral hospital in Eswatini.

2. Methods
2.1. Study design and setting

A qualitative, exploratory and descriptive study was conducted in
June-July 2015 at the NPRH, the only psychiatric hospital in Eswatini.
At the time of data collection, the NPRH had a staff complement of 48
registered nurses (including mental health nurses), 13 nursing assis-
tants, 12 nurse managers, and one psychiatrist, among other staff
cadres (NPRH, 2015). Services provided at the NPRH include general
mental health consultation in the out-patient department (OPD), in-
patient psychiatric care, counseling and psychotherapy, among others.

2.2. Sampling method and procedure

Purposive or judgmental sampling was used in this study because it
allowed participant selection to be done consciously to make sure that
participants were knowledgeable about the studied phenomenon. For
nurses to be part of the study, they had to have a major in mental health
nursing and should have worked at the NPRH for not less than two
years in order for them to have had reasonable experience and exposure
in the mental health field in order to provide rich data. It was possible
to identify nurses who had a major in mental health nursing in this
facility because the nurses’ uniform in Eswatini includes distinguishing
devices (epaulettes) which make it easy for one to identify the field of
study for each nurse. General registered nurses, nursing assistants, and
senior nurse administrators were excluded from participating in this
study because they might have had different characteristics than the
target population. To recruit participants, the different hospital de-
partments were visited in the mornings (i.e. immediately after the
hand-over of the night-duty report) to ‘catch’ nurses who were on night
duty. Participants were recruited from the various departments and
wards of the hospital. Out of a total of 13 nurses who were approached,
2 refused to be interviewed, stating lack of time.

2.3. Data collection

Using an unstructured interview guide and a voice recorder, in-
dividual in-depth interviews were conducted in the months of June and
July 2015. The interview guide had two major questions: “What are
your perceptions regarding the number of re-admissions in your in-
stitution? What are the factors that you think contribute to the number
of re-admissions recorded in your institution?” After posing each
question, probes generated based on the participants’ initial responses
to each question were used to solicit more information. The data were
collected over a period of two weeks and ended when data saturation
(Polit & Beck, 2014) was reached with eleven interviews. Data satura-
tion (i.e. a point where interviewing additional participants yielded no
new information) was deemed to have been reached when no new
codes were generated from subsequent interviews. The interviews were
conducted by the first author in English or SiSwati (depending on the
participant’s preference) in a designated private room at the hospital
administration block during staff breaks or immediately after the nurses
had knocked off to avoid disruption of health service delivery. On
average, each interview took about 30 minutes.

2.4. Data analysis
The data were analyzed following Creswell (2009)’s generic process

of qualitative data analysis. Data analysis commenced after the first two
interviews were completed, whereby, at the end of each day, the audio-
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recorded interviews were fully transcribed verbatim. Thereafter, the
transcripts were independently read line by line, multiple times, in
order to get immersed in the texts as codes were generated and themes
emerged. Newly generated codes from subsequent data collected were
fitted into the existing themes and added into the codebook.

2.5. Trustworthiness of the study

Guided by Lincoln and Guba (1985)’s criteria for ensuring trust-
worthiness, confirmability was ensured by having each of the re-
searchers independently code the data in order to assess congruence of
the identified themes. Where there were disagreements, both re-
searchers would discuss the interpretations of the codes and revisit the
transcripts in order to get clarity on the meaning of the participants’
responses in order to reach a consensus. Credibility of the study findings
was ensured by not conducting a thorough literature review until after
data collection and analysis, in order to bracket the researchers from
any preconceived ideas which would have otherwise biased the data
collection and analysis process. Dependability was ensured by keeping
all records about the study, including audio files, field notes and tran-
scripts to allow the conduct of an audit trail should it be required.
Furthermore, at the start of each interview, all participants were asked
the same main research question (see data collection section above),
and we also provide a detailed description of the study methods and
procedures in order to enhance their repeatability. In this article, we
further provide a thick description of the study setting and the parti-
cipants’ background characteristics in order to enable transferability of
the study findings. Lastly, the use of an unstructured interview guide in
this study ensured authenticity of the study findings as it allowed for
probes to be generated in the field, based on the participants’ responses,
rather than using predetermined probes. This enabled us to extract rich
information from the participants while feeling the tone in their re-
sponses as they conveyed their perceptions regarding the phenomenon
(Polit & Beck, 2014).

2.6. Ethical considerations

Ethical approval was granted by the then Scientific and Ethics
Committee of the Ministry of Health (MoH) in Eswatini (Ref: MH/
599C/FWA00015267/IRB DDD9688). Written administrative permis-
sion to conduct the study was obtained from the NPRH hospital man-
agement. Written informed consent was obtained from all participants
before the interviews were conducted. To protect the anonymity of the
participants, their names were not required at any point during the data
collection process. During data analysis, we also de-identified portions
of the transcripts that had potential identifiers in order to prevent un-
necessary disclosure of the identities of the participants. Additionally,
when presenting the quotes in the results section, we do not provide
any description of the participant’s characteristics alongside each quote
in order to prevent linking the responses to any particular participant
within the study setting.

3. Results
3.1. Socio-demographic characteristics

Eleven participants were interviewed and their ages ranged from 25
to 55years. All participants (n = 11) had a major in mental health
nursing with their working experience in a mental health setting ran-
ging between 2 and 25 years. A narrative summary of the participants’

demographics is presented in Table 1.

3.2. Themes: perceived factors contributing to increased number of
readmissions

Eight (8) themes emerged from the data, namely: i) clients’ negative
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attitudes towards medication and the illness, ii) substance abuse, iii)
stigma and discrimination, iv) low socio-economic status, v) co-mor-
bidity, vi) lack of family support, vii) family belief system and viii)
administrative factors. Table 2 shows a summary of the themes and sub-
themes.

3.2.1. Comorbidity

Some of the participants stated that patients who have other ill-
nesses like HIV/AIDS or Tuberculosis (TB) tend to default on their an-
tiretroviral medications, and when they do that, they automatically
default on their psychiatric medication as well. This is what the parti-
cipants said:

“... for patients who have concurrent conditions like HIV or TB, it’s easy
for them to ‘fall off the path’. When they default on HIV medication, they
also default on psychiatric medication, or rather, when they default on
the psychiatric medication, they will also default on their HIV medica-
tion, and it becomes a vicious cycle, which increases the chances of a
patient to be readmitted over and over again ...” — (P8).

“Some patients who had never been diagnosed with any mental disorder
go to the health facility to get a HIV test. However, some do not perceive
themselves to be at risk of getting infected with the virus, so they become
shocked when they receive a HIV positive test result. They fail to accept
the result and ‘suddenly’ develop mental illness such as depression. These
are the type of patients who tend to default on their antiretroviral
medications because they are in denial of their HIV status, and will in
turn default on their psychiatric medication as well. We have quite a
number of such patients inside the wards right now ...” — (P9).

3.2.2. Family belief system

The participants stated that relatives of some patients believe that
the patient is demon-possessed and thus seek other alternatives (usually
traditional remedies), in the process disregarding all prescriptions and
instructions from health providers, hence they default on their treat-
ment and end up being readmitted. This is what some of the partici-
pants had to say:

“Some relatives believe that the patient does not actually have a mental
disorder, but is demon-possessed. For example, when a person has
schizophrenia and is psychotic, they usually say ‘tilwane’ (evil spirits).
Once the patient has been discharged home, they tell the patient that she/
he is not sick, but has ‘tilwane’, making him/her to stop taking the
medication. That patient will definitely come back here ...” — (P3).

“It starts with the belief system. Some of the patient’s relatives don’t even
believe that the patient has a mental disorder. They believe that they have
been bewitched or a demonic spirit has befallen the patient. As a result,
when they are discharged from the facility, they go and seek other al-
ternative remedies like traditional medicines and default on their psy-
chiatric meds in the process ...” — (P6).

3.2.3. Negative attitudes towards medication and the illness

Some of the nurses perceived denial of the diagnosis and negative
attitudes towards medication as a contributing factor to being read-
mitted. This is what they had to say:

“Some of the patients are in denial of their diagnosis; they believe that
they are not really sick, despite them undergoing therapy. Others even
miss appointments or run away from the hospital, in which case, they go
without medication ... They then relapse and get readmitted ....... 7 -
(P4).

“Some patients are ‘difficult’. They become rebellious, saying: “I'm a
known psychiatric patient so how can anyone expect me to do right?”
That becomes their excuse for not complying. When family members
want to give the patient the medication, she/he becomes angry and un-
cooperative ...” — (P6).

“Sometimes you find that the patient is rebellious. Each time relatives try
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Table 1
Socio-demographic characteristics of participants (N = 11).
Characteristics Description
Age Three were aged between 25 and 29 years; five between 30 and 39 years, two between 45 and 49 years, and one participant was
aged 55 years.
Sex There were 6 males and 5 females in the study sample.

Place of residence
Level of education

Two of the study participants resided in semi-urban areas, one in a rural area, and the remaining 8 resided in urban areas.
Two of the study participants held post-diploma certificate in mental health, and the remaining 9 participants had Bachelors

degree in Nursing with majors in mental health nursing.

Working experience in a mental health setting

Four had 2 years working experience; one had 4 years; two had 14 years, while the remaining three had 3 years working
experience in a mental health setting.

* Described narratively in line with the study design.

Table 2
Summary of themes and sub-themes.

Themes Sub-themes

Co-morbidity -
Stigma and discrimination -
Substance abuse -
Family belief system
Lack of family support -
Negative attitudes towards medication and

the illness

® Alternative remedies
® Denial of diagnosis

® Non-adherence to regimen

® Inadequate transport money
for refills

® Poor community outreach
services

® Drug stock outs

® Premature discharge

Low socio-economic status

Administrative factors

to involve the patient in usual house chores, the patient usually says: “I'm
a psych patient, remember?” Even when they want to give him/her the
medications, s/he becomes angry and hostile, refusing to take the med-
ication in the process. That’s what the relatives tell us when they bring in
the patients ...” — (P7).

3.2.4. Substance abuse

Almost all (n = 10) the participants stated that patients do not have
the opportunity to abuse substances when they are admitted in the
hospital, however, after discharge, due to peer pressure, they find
themselves abusing the said substances again. This is what some of
them said:

«@

. when the patient comes out of this facility, she/he will smoke the
dagga which was the cause of his/her admission in the first place, and
would stop taking the medication ... at home you find that he/she just
does nothing from morning to sunset ... S/he will be bored. Next thing, s/
he will have this urge to feel like going to the shops at the corner and
smoke ...” — (P2).

“.... the youth is still continuing to abuse drugs such as dagga ... the habit
of smoking dagga seems to be in style for these young people ... Another
thing: peer pressure; even if they have undergone group therapy while
admitted, after discharge they go back to their friends who they used to
smoke with, and they start smoking again ...” — (P3).

“... most of the patients that are readmitted here, have been abusing
substances ... it is because people are idle as they have nothing to do at
home, hence it’s easy for them to revert to substance abuse.” — (P6).
“You will find that a person is smoking dagga again and then relapses.
When he/she smokes, she/he becomes ‘high’, and therefore forgets to
take the medications, thus she/he may default on the treatment and gets
readmitted” — (P11).

3.2.5. Stigma and discrimination
More than half of the participants stated that once the patients leave

the hospital, they are subjected to stigma and discrimination, not only
from the public, but even from family members or relatives. This is
evident from the following excerpts:

“... you find that a patient is discharged, and once s/he is home, she/he
is not well accepted ... his/her family members become ‘scared’ of him/
her, and as a result the patient will say: “I’'m not taking the medication
because it is this medication that makes them say I'm mentally ill” ...” -
(PD).

“... we discharge a patient in a stable state, but when s/he gets home, she
finds that relatives are not able to live with him/her ... they try by all
means to ‘push the patient’ to the extent where s/he will be readmitted
.7 = (P6).

“... you know what people in the community say: “once a mentally-ill,
will always remain a mentally-ill”. So, some of the relatives of the pa-
tients are not able to live with the patients, so they try by all means to
push them to an extent where they will be readmitted. They (relatives)
always complain to other people that “hey, s/he (patient) is not okay
upstairs ...” — (P7).

“... there is a lot of discrimination towards psychiatric patients, probably
even more than it is for HIV/AIDS ... the patients feel more comfortable
here than outside the psychiatric hospital because we understand them
i.e. their conditions ...” — (P10).

3.2.6. Low socio-economic status

Some of the participants stated that most of the patients say that
they neither have food to take their medications with nor the money for
transport to collect their monthly refills, which causes them to relapse.
These are some of the extracts from the participants’ responses:

“They tell you that they stopped taking their meds because if they take
them on empty stomachs, they feel ‘starved’ as they don’t have something
to eat at home ... they also tell us that they don’t have transport money to
collect their monthly refills ...” — (P2).

“... some patients do not have the money for transport to go to the nearby
clinics to get a refill of their medication ... so if they do not get their
refills, that means they will default and relapse ...” — (P4).

3.2.7. Lack of family support

All the participants stated that due to inadequate support from re-
latives, patients default on their medications and get readmitted. These
are a sample of excerpts from the participants’ responses:

“.... If the patient has a weak social support system, especially having no
relatives, they tend to default on their medication ...” — (P1).

“... when the patient gets home, there is no one who will be responsible
for him/her yet the patient may need supervision and support to do/carry
out certain tasks, like taking the medication ...” — (P2).

“The number of readmissions of the youth that is without support from
close relatives, such as parents, is increasing. They are faced with social
problems which cause them to be stressed or depressed after discharge
and some abuse drugs, become suicidal, and end up being readmitted ...”
- (P3).
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“... sometimes the families don’t provide proper support for the mentally-
ill. Some have no families and live in the streets ...” — (P8).

3.2.8. Administrative factors

Episodes of drug stock-outs, unavailability of transport for com-
munity outreach and follow-up, and premature discharge of patients
due to overcrowding are some of the administrative factors perceived
by the participants to be contributing to the increased number of
readmissions at the NPRH. This is what they had to say:

“... we are not able to reach out to the communities, including educating
them about mental disorders. The inadequate financial support by the
government makes it impossible to conduct outreaches in this hospital.
We do not have enough cars to carry out these activities ...” — (P3).
“... shortage of drugs — we occasionally run out of drug stock. Despite
that, the government fails to distribute the drugs to the nearby facilities in
the communities due to lack of transport ...” — (P5).

“Our community service department is not that strong ... we don’t have a
program where we can actually reach out to families in their homes and
educate them on how to support the patient. Even if we could initiate that
program, we don’t have the necessary financial support from the gov-
ernment. The other thing is that the wards accommodate about forty
patients, but due to the increased numbers, we tend to discharge patients
before they are actually ready to be discharged so that we can create
space for the others. However, the patients who were discharged early
will be brought back by their relatives for readmission” — (P7).
“Sometimes you find that the patients are discharged earlier than they
should be. This usually happens when the patient seems to show a speedy
recovery; they get discharged sooner, of which they will be brought back
by their relatives” — (P11).

“The fact that we do not have vehicles for community outreaches is a
clear sign that the government is not supporting us enough.” — (P9).

4. Discussion

This study revealed that mental health nurses perceive comorbidity,
stigma and discrimination, substance abuse, family belief system, cli-
ents’ negative attitudes, lack of social support and administrative fac-
tors to be major contributors to re-admissions of PLWMI. The finding
about patients having negative attitudes could be due to denial of the
illness, or impaired illness awareness (anosognosia). Williams, Olfson,
and Galanter (2015) argued that anosognosia is not uncommon among
patients with severe mental illness, and is often associated with treat-
ment non-adherence. Same applies for denial of the diagnosis or illness.
However, in our study, the nurses did not specify which of the two
situations contribute to the readmissions at the NPRH. As a result, it is
possible that what the nurses perceived as denial might actually be
anosognosia. Nonetheless, both situations lead to medication non-ad-
herence and poor treatment outcomes, including readmission
(Gerretsen et al., 2015). During history taking, the nurses may probe
further on the source of denial in order to differentiate between the two
situations so that care can be tailored in addressing the real cause of the
readmission.

Consistent with existing literature (Lee et al., 2018; Loch, 2012), in
this study, non-adherence was cited as a risk factor for readmission. In
psychiatry, non-adherence and noncompliance are linked to poorer
outcomes, including relapses and hospital readmissions (Adebiyi,
Mosaku, Irinoye, & Oyelade, 2018; Chapman & Horne, 2013). Another
risk factor widely cited by the participants was substance abuse. This is
because substance use alters brain function and results into patients
forgetting to take their medications leading to relapses and conse-
quently get readmitted (National Institute on Drug Abuse, 2010). Ad-
ditionally, stigma and discrimination was also cited as a major risk
factor for readmission. A Brazilian prospective study (Loch, 2012)
found that family's stigma towards mental illness contributed to the
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increase in readmission rates of their relatives living with psychiatric
disorders. The mechanisms in which stigma contributes to readmission
is not well understood, calling for more studies to depict these me-
chanisms.

Low socio-economic status was also reported to be contributing to
readmissions of mentally ill patients in this study. The participants said
that patients often lack transport money to pick their refills, despite that
the medications themselves are free. This finding is not surprising as the
unemployment rate in the general Eswatini population is high (at 40%),
while an estimated 63% of the population lives below the poverty line
(Ministry of Health, 2017). Similarly, in Taiwan, Lin et al. (2010) found
that lower income was associated with higher number of psychiatric
readmissions. However, a recent systematic review (Donisi et al., 2016)
reported that income, socioeconomic status and financial status were
not significantly associated with readmissions among psychiatric pa-
tients in five of the studies they reviewed, while higher financial means
were found to be protective in only one paper. These conflicting find-
ings highlight the need for more studies to investigate the relationship
between socio-economic status and readmissions among psychiatric
patients.

Similar to findings from a qualitative study in South Africa (Nxasana
& Thupayagale-Tshweneagae, 2014), in the current study all the par-
ticipants cited lack of family support as a risk factor for readmission.
Other studies (Donisi et al., 2016; Hengartner, Passalacqua, Andreae,
Rossler, & von Wyl, 2017) have also found similar results, emphasizing
the need for family involvement in the care of psychiatric patients.
Besides lack of family support, participants in the current study also
stated that the family belief system determined whether a patient would
be readmitted or not. The participants stated that relatives of the pa-
tient would first consult traditional healers because they believe that
the patient has been bewitched. This finding was not surprising as
traditional medicine is widely recognized in Eswatini, and is part of the
health care system and is referred to as the informal health sector in
official government documents (Ministry of Health, 2009). About 80%
of Emaswati, especially in rural areas (where 70% of the total popu-
lation live), consult traditional healers first before seeking care from the
modern health care system (Dlamini, 2002).

The finding that comorbidity contributes to readmissions is in line
with findings from other studies elsewhere (Sanchez, Jaramillo, &
Herazo, 2013), including from a recent systematic review (éprah,
Dernovsek, Wahlbeck, & Haaramo, 2017). In Eswatini, comorbidity is
not uncommon due to the double burden of HIV/AIDS and TB, as 70%
of TB cases are con-infected with HIV (Ministry of Health, 2017), of
which, besides the physiological effects of the concurrent conditions on
the patient, the pill-burden may also cause the patient to default on
either of the treatment regimen, leading to relapse and consequently
readmission.

With regards to administrative factors, the nurses thought that the
community outreach program needs strengthening, as they did not
have, for example, transport means to reach the communities. The
participants said that having such a program would help trace patients
in their communities and bring refills closer to their residential areas
and in turn reduce the problem of non-adherence to medication. Studies
have shown that community outreaches have a strong potential to re-
duce both readmission rates and the length of hospital stay compared
with regular outpatient care (Kikuchi, Abo, Kumakura, Kubota, &
Nagano, 2012). In the current study, it was also found that drug stock
outs were common in the facility, resulting in patients being turned
back without medication which puts them at risk of defaulting on their
treatment regimen. Medicine shortages have been reported to pose risks
for patients’ health since they result in non-treatment or under-treat-
ment of patients (WHO Department of Essential Medicines and Health
Products, 2016).

The current study also revealed that due to overcrowding in the
wards, patients were at times discharged early in order to open space
for incoming patients. Overcrowding is not unique to the studied
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facility as it is said to be common in many psychiatric hospitals around
the world (Grobler, Strumpher, & Jacobs, 2015). The participants in the
current study stated that premature discharges, however, lead to in-
crease in readmissions as the relatives tend to turn back the patients as
they feel they have not fully recovered, thus the whole readmission
cycle is perpetuated.

4.1. Strengths and limitations

One major strength of this study is that the data were collected from
participants who had a major in mental health nursing, were working in
the different departments at the NPRH, and had at least two years of
experience which enabled them to provide rich data which enhanced
the trustworthiness of the study. This is also the first study to be pub-
lished from Eswatini on the subject of which it provides baseline data
for programs and future research. However, some limitations are in-
herent in the nature of the design used in this study. For example, the
nurses had to reflect on, and recall their experiences regarding the
studied phenomenon, which might have resulted in some recall bias.
Some nurses were also reluctant to participate which might have in-
troduced selection bias. As much as the study was conducted at the only
psychiatric hospital in Eswatini, there are other mental health units or
departments in some health centers in the country, of which nurses in
those centers might have different views on the subject. As a result,
findings from this study should be transferred to other settings with
caution.

4.2. Recommendations

Despite the aforementioned limitations, a number of recommenda-
tions are suggested based on our findings. There is need to strengthen
in-service training for nurses on how they can involve family members
in caring and supporting psychiatric patients in order to improve ad-
herence to medication. One way would be to adopt the Directly
Observed Treatment, Short-term (DOTS) strategy currently being used
in the management and control of TB in the country. Rural health
motivators (i.e. community health care volunteers) could be roped in to
assist to implement such a strategy in the different communities where
the patients live.

During the discharge planning phase, the patients should also be
educated on the effects of substance abuse and be referred to support
structures that can help them not to relapse. Mass education of com-
munities should be strengthened to sensitize the public on mental
health in order to reduce stigma and discrimination associated with
mental health disorders. The hospital management, working with the
MoH, should expand the decentralization of mental health services and
possibly construct regional referral psychiatric wards in the existing
health centers and hospitals in order to deal with the overcrowding at
the NPRH. The MoH and NPRH administration should also strengthen
the community outreach program by proving enough transport in order
to minimize cases of treatment default. There is need for the MoH and
the hospital management to develop a strategy of dealing with drug
stock outs as they have detrimental effects on patients and health care
delivery in the facility. Future studies should investigate the issue of
denial among PLWMI further in order to ascertain the competency of
mental health nurses in distinguishing the types of denial. Quantitative
study designs are warranted to better understand the mechanisms
through which the factors cited by the participants in this study influ-
ence hospital readmissions.

5. Conclusion

Participants in this study perceived the increased readmissions of
PLWMI at the NPRH in Eswatini to be due to a number of contributing
factors. These include non-adherence of the patients to medication as a
result of substance abuse, negative attitudes towards medication and
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the illness, stigma and discrimination, the family belief system, low
socio-economic status, lack of family support as well as administrative
factors.
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