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Introduction: Major Depressive Disorder often has a chronic course. Mental Health Care Users (MHCUs) with this diagnosis report 
experiencing challenges with the transition to their home and in resuming their previous activities of daily living or their functional 
recovery after a short-term admission to hospital. This research aimed to explore these challenges which these MHCUs perceived had 
contributed to their re-admission within a six-month period.
Methods: A qualitative descriptive design was used to explore these challenges. Data were gathered through semi-structured interviews 
with eleven participants and analysed thematically. 
Results: Data analysis generated two themes: ‘Inability to fully benefit from the therapeutic programme’ and ‘Life was not what I 
expected it to be after discharge’. Participants reported struggling to participate fully in the occupational therapy programme during 
admission and with the abrupt transition from hospital to home. They reported challenges in implementing changes that they had 
committed to in hospital and a lack of support from significant others. The greatest challenge reported by participants was in the social 
participation category of occupation and their experiencing extreme loneliness and isolation after discharge. 
Conclusion: The unresolved challenges experienced by participants during hospitalisation and after discharge were perceived to be 
detrimental to their functional recovery. 

INTRODUCTION
Major Depressive Disorder (MDD) is a serious and recurrent 
disorder, which is predicted to be the leading cause of disability 
worldwide by 20301. More than 90% of people diagnosed with 
depression in South Africa reported “global role impairment” on 
the Sheehan Disability Scale, which indicated that they were unable 
to perform the daily activities related to their role responsibilities2. 

Occupational impairments - with varying deficit levels in social 
participation - are commonly reported in mental health care users 
(MHCU's) with MDD. This results in poor engagement in daily 
occupations with resultant serious effects for the MHCU, their 
families and communities3. The impairments related to engagement 
in occupations that accompany MDD should thus also be effectively 

addressed to improve outcomes of these MHCUs4. 
Despite advances in the treatment of MDD the improvement 

of symptoms, impaired functioning and reduced quality of life can 
persist for a considerable period after discharge from hospital5. 
Lower levels of social functioning, amongst other factors, is reported 
to put MHCUs with MDD at risk of recurrence of the disorder6, 
indicating it’s chronic nature. Although not each recurrence of the 
disorder requires further hospitalisation, for a substantial number 
of MHCUs with this disorder readmission to a mental health care 
unit is indicated7. 

Specialised care is required for the treatment of persons diag-
nosed with MDD to be effective. In the South African private health 
care sector, admissions of MHCUs with MDD who rely on medical 
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insurance are limited to three weeks’ hospitalisation, regardless 
of their progress. Subsequently, many of these MHCUs are often 
discharged prematurely which can increase the risk of recurrence4. 
A two-year record review of MHCUs diagnosed with MDD at a 
private psychiatric hospital in South Africa where this research was 
conducted, revealed a readmission rate of 7.5% within a six-month 
period. The re-admitted MHCUs frequently reported poor day-
to-day functioning and challenges in transitioning back into their 
home, work environment and society despite an intensive multidis-
ciplinary intervention programme, including occupational therapy, 
during hospitalisation8.The exact nature of the challenges faced by 
the MHCU’s were not known, making it difficult for occupational 
therapists to address the occupational performance difficulties that 
MHCUs faced when trying to re-establish their life post discharge.  

Literature review
Major depressive disorder is estimated to affect 264 million people 
worldwide9. In South Africa, MDD is reported to have a lifetime 
prevalence of 9,8% and a 12-month prevalence of 4,9%10. This is 
consistent with a 9,75% lifetime prevalence rate, determined by 
the South African Stress and Health (SASH) study2, which suggested 
that one-in-ten South Africans will suffer a MDD episode in their 
lifetime11. The prevalence of depression in South African rural com-
munities has been reported to be much higher, with a prevalence 
rate of 31,4% in the Eastern Cape12.

Amongst the symptoms of MDD, a depressed mood and loss 
of interest in pleasurable activities are the most indicative of the 
disorder. Other symptoms include loss of energy, changes in sleep 
pattern, decreased appetite, psychomotor retardation, feelings of 
worthlessness, recurrent suicidal thoughts and diminished concen-
tration13. The person’s level of self-care, ability to sleep, participa-
tion in meaningful leisure activities as well as the ability to engage 
in interpersonal relationships may also be affected14. Emotional 
functioning, coping with domestic life and work as well as the ability 
to interact with others are experienced as particularly challenging15. 
In South Africa MDD has been associated with 27.2% of annual 
sick days, which lasts on average 18 days16. The severity of the 
symptoms and associated risk factors including suicide frequently 
result in MHCUs diagnosed with MDD being admitted to hospital.

Occupational therapy plays an integral part in the treatment of 
MHCU’s diagnosed with MDD. The focus of intervention includes 
facilitating insight into the symptoms and behaviour related to the 
condition as well as the impact that MDD has on occupational per-
formance and occupational roles17. Reducing stressors which often 
precipitate episodes of MDD, as well as developing coping skills are 
also priorities in occupational therapy, which aims at enabling MHCUs 
to engage in their occupations more effectively after discharge18.   

Discharge from hospital, usually determined by the psychiatrist, 
is often based on the resolution of depressive symptoms with less 
importance placed on participation and the ability to carry out oc-
cupations, daily life activities or functional recovery after an MDD 
episode4. Thus, many MHCU’s are hospitalised and discharged based 
on their response to medication19. Since functional recovery has been 
shown to lag behind the resolution of medical symptomology, espe-
cially during the index episode of MDD20, occupational dysfunction 
may constitute a greater risk of re-admission after early discharge4. 

Functional recovery from mental illness, including MDD, relies 
on the active involvement of the MHCU in the everyday life in their 
own context while engaged in routine occupations and roles21. The 
Recovery Model recommended for MHCUs with MDD embraces 
a collaborative approach in which MHCUs are viewed as experts in 

their experiences of the disease22. In a study by Kelly et al.21 MHCUs 
reported barriers to engagement in daily occupations included a 
lack of support, reduced self-efficacy, low levels of self-worth, 
competence and skill. These barriers have been associated with 
continued stress and poor coping responses. The use of emotion-
based and avoidance-based coping including limited self-efficacy, 
have been associated with the risk of relapse in MDD23. Relying 
on avoidance-coping instead of actively solving problems, has also 
been linked to lingering symptoms of depression.

Several theories and models implicate the causal role of the 
inability to deal with life stresses in recurrences of MDD after the 
index episode24. In particular the Stress-sensitisation model pro-
posed by Post25, based on electrophysiological ‘kindling’, suggests 
that both the stressors precipitating a depressive episode and the 
depressive episode itself might result in biological changes that make 
a person more susceptible for subsequent depressive episodes26. 
Similarly, the Scar hypothesis of depression27 proposed that changes 
during an episode of depression, cause a ‘scar’, which makes a 
person increasingly susceptible to repetitive episodes. This was 
supported in a study by Mitchell et al.28 who found that subsequent 
episodes are triggered by milder stress which suggests that MHCUs 
become increasingly sensitive to stressors. The Stress-generation 
model proposed that the susceptibility to stress is partly influenced 
by the MHCU generating more stressful situations29 as the product 
of behavioural and occupational dysfunction30.  

The Integrated Model for Depression Relapse proposed by 
Backs-Dermott et al.31 further supports these theories. This model 
suggests that relapse risk was significantly linked to ongoing and 
unresolved stress that depletes a person’s resources, especially if 
they experience ongoing occupational dysfunction and interpersonal 
difficulties30. Impaired functioning in all categories of occupation, 
specifically work and social participation with reported subjective 
lack of social support and unhealthy social situations32 are likely to 
result in relapse of MHCU’s with MDD within 6 to 12 months33. 
This is due to the re-establishing of social contacts being problem-
atic and social isolation after discharge contributing to a relapse34. 
These factors all add to the difficulties MHCUs experience in the 
immediate period after discharge, 

In addition, various other challenges including re-adapting to 
everyday activities in the home, finding the right medication and 
financial management have been reported. Structuring their time 
and day has been found to be particularly challenging. Nolan et al.34 
reported that although participants acknowledged that participation 
in hobbies, voluntary work or church activities would be beneficial 
for their recovery, they lacked the confidence and initiative to take 
the first step to engage in these activities. 

Despite the above, there is still limited information on the 
challenges experienced by South African MHCUs with MDD 
impacting their functional recovery during and post discharge. 
This study therefore aimed to explore the challenges that MHCUs 
considered as contributing to their re-admission to a private acute 
care hospital within a six-month period.

METHODS
A social constructionist worldview was used within a descriptive 
qualitative design35. Both systematic and sequential purposive sam-
pling36 was used, which implies that the sample size was not set 
at the onset of the study, but that MHCUs who met the inclusion 
criteria were invited to participate until the data were saturated. 
Data saturation was reached after 11 interviews, as no new infor-
mation emerged.
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*The Faculty of Health Science of the University of the Witwa-
tersrand approved the research and ethical clearance was obtained
from the Human Research Ethics Committee (M061007). Permis-
sion to conduct the research was obtained from the hospital man-
agement. Ethical principles of signed informed consent, voluntary
participation and confidentiality were adhered to. The inclusion
criteria were adult MHCUs who were fluent in English or Afrikaans,
diagnosed with MDD and a first readmission to the research site
within a six-month period.

Semi-structured one-on-one interviews were conducted to 
provide participants with the opportunity to share their experience 
and perceptions. The interviews were conducted by the researcher 
in a private room and lasted between 45 minutes to one hour. The 
researcher had a set of predetermined open-ended questions that 
served as a guide for the interviews. Prompting was used when nec-
essary, to ensure a clear understanding of what was reported. The 
following trustworthiness strategies were employed in this study37: 
Bracketing by means of a written reflection by the researcher was 
used to understand the researcher’s biases about the phenomenon38 
and understand the participant accounts with an open mind39. Due to 
having experienced challenges post-discharge, participants were able 
to provide thick, rich data which contributed to the authenticity of 
the study as it allowed for different participant opinions to be heard. 
In addition, thick descriptions provided an audit trail of the research 
to contribute to confirmability of the methodology. 

The audiotapes of all interviews were professionally transcribed 
verbatim. All transcriptions were checked for accuracy by the re-
searcher. The data were analysed using thematic analysis method 
described by Creswell37, which draws on the analysis procedures of 
Colaizzi40. Firstly, transcripts were read and re-read several times. 
Significant statements were developed. Each significant statement 
was regarded as being relevant and equal in worth. The researcher 
then reflected on the meaning of significant statements or codes. 
Finally, meaning units were grouped together, resulting in clusters 
or categories, which allowed for the emergence of themes. 

Coding was checked by the researcher by re-reading data and 
relevant quotes were added to clusters. Codes were also confirmed 
by the two research supervisors.

FINDINGS
Eleven participants were included in the study. Eight of the par-
ticipants were female while three were male. Participants were 
allocated pseudo-names to ensure confidentiality. Two themes 
emerged from the data analysis (Table l p58): Theme 1: “Inability 
to fully benefit from the therapeutic programme” focused on the 
fact that participants felt distracted during their first hospital admis-
sion and therefore were unable to fully appreciate the changes they 
needed to make for their recovery. Theme 2: “Life was not what 
I expected it to be after discharge” highlighted the realisation by 
participants that life after discharge was still difficult and engagement 
in structured daily life continued to present a problem.

Theme 1: Inability to fully benefit from the therapeutic 
programme:
In this theme, participants described not being able to make the 
most of their time in hospital for two reasons described in the sub-
themes. The first sub-theme that emerged was participants preoc-
cupation with early discharge compelled by internal and external 
pressures which distracted them from their engagement in their 

recovery process. Participant accounts reflected a sense of urgency 
for early discharge. They reported experiencing internal pressure as 
others had to take over their responsibilities and their questioning 
of the severity of their illness and their need for hospitalisation. 

“The guilt feeling because you are here... your work colleagues 
have to stand in for your work, yes and your husband has to take 
over all your domestic duties” (Rene). 

All but one of the participants fulfilled the role of spouse and/or 
parent and stepping out of these caring roles was experienced as 
abandoning their loved ones.

 “Life goes on and I have to be there, people need me. So sorry, I 
had to go....” (Marie).

Participants also compared their occupational performance with 
that of some more acutely ill MHCUs and concluded that they 
ought to be discharged as they seemed well compared to them. 

“You look at the others and they seem a lot more ill than you 
and you realise ‘but I am fine’, but actually you are not” (Liezel).

Pressures for early discharge were not only experienced as being 
internal, but participants reported some external pressures as well. 
Managed health care, imposed restrictions affecting their length of 
hospitalisation, was reported as one such external pressure. The 
time the MHCU spent in hospital was not determined by improve-
ment, but by the number of days that their medical scheme allowed 
for psychiatric hospitalisation per year.  

“My medical aid, they said, yes that it [his benefit] was going to 
be depleted, so therefore I had to go home” (Oscar). 

Uncertainty about the amount of funding that was available was 
also experienced as a stressor which distracted from the recovery. 

“They spoke about PMB [prescribed minimum benefits], it made 
me feel anxious because I didn’t know about all these things... So, 
I was afraid of it, I didn’t know what they were talking about and I 
rather wanted to go home before I received this account” (Rene).

In addition, some participants spoke of the external pressure from 
their family members to be discharged. Participants perceived fam-
ily members as having limited knowledge about MDD and did not 
understand the MHCU’s need for hospitalisation: 

“I have been told every day [by my family] that there is nothing 
wrong with me, I can just as well go home” (Liezel).

Some participants reported that their family perceived that their 
[the MHCU] admission to hospital as being on a “holiday” while 
the family had to struggle to manage tasks at home.

“You are on holiday, that is how they see it and they have to go 
on... I think that is also why I wanted to go home too soon the 
first time” (Alvene). 

Feedback from family members about how much they were missed 

*Ethical clearance for this study was granted prior to the enactment of the amended POPIA on 2021-07-01.
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also placed external pressure on participants to be discharged early. 
The second sub-theme to emerge was the participants’ inability to 

engage in and fully benefit from the occupational therapy programme 
due to the side effects of other treatments and their own lack of 
insight into their problems. Participants reflected that this also con-
tributed to their experience of not being prepared for the transition 
from hospital to home and the resuming of everyday activities on 
discharge. Participants reported that their ability to concentrate was 
impaired by the initiation or changing of anti-depressant medication 
when they were first admitted. They perceived they needed time to 
adjust to the newly prescribed medication, which resulted in the ex-
perience of side-effects and leaving some participants feeling unwell. 
In some cases, Electroconvulsive Therapy (ECT) during admission 
also had a profound influence on the participant’s ability to absorb 
information in the occupational therapy programme.

“Many of us are on medication, many of the guys walk around 
here like zombies so you can’t absorb any information in anyway. 
I went through shock therapy and though I attended all the ses-
sions, and I didn’t know what was going on half of the time. Uhm, 
I couldn’t absorb the session, I couldn’t benefit from it” (Elsabe).

Another factor that seemed to prevent participants from making the 
most of their first admission was that it took time to adapt to a new 
and unfamiliar hospital environment. Many participants felt emotion-
ally overwhelmed, they were unsure what to expect and how the 
range of therapy related to their health needs. Although MHCUs were 
encouraged to attend inpatient occupational therapy group sessions 
immediately after admission, participants reported that it took a few 
days before they settled down before they felt ready to participate. 
They particularly found exposure to other patients unsettling:

“I don’t like having people around me, I’m a loner” (Liezel).

Another underlying factor perceived as an initial barrier to partici-
pation was a lack of self-efficacy and low self-worth. Participants 
described how a lack of confidence and fear prevented them 
from actively engaging in the group sessions, resulting in missed 
opportunities for meaningful interaction. Therefore, by the time 
that participants felt confident enough to participate, they had lost 
valuable treatment time during their admission period, which was 
two weeks on average. A lack of insight during their first admis-
sion and the degree to which responsibility for own recovery was 

Table I: Themes, sub-themes clusters and meaning units

Theme Sub-themes Clusters Meaning units

Inability to fully benefit from 
the therapeutic programme

Internal and external pres-
sures for early discharge

Internal struggle due to neglected 
occupational roles

• Family needs are more important
than mine

• I should be there

Comparing yourself to others • I am not as sick as others
• I can manage better than others

Effects of managed healthcare • Medical aid restricts treatment
• Anxiety about finances

Family pressures • Come home, you are not sick
• We struggle without you

Readiness to engage with 
occupational therapy pro-
gramme

Effects of other treatment and a 
strange environment

• Effects of medication
• ECT
• Your first admission is

overwhelming.
• Poor self-efficacy and inability to do

things holds you back

Not aware of my health needs • Limited insight
• Responsibility for own recovery

Life was not what I expected 
it to be after discharge

Facing the reality that life has 
not changed

I expected much more.... • Medication is a help but not a cure
• I thought I had changed

People and situations are still the 
same

• I was still treated badly
• Problems remain problems
• Your absence makes things worse

Social participation versus isolation. • You feel isolated at home.
• You feel detached and different to

people you feel unworthy of their
interaction

You struggle to do things Participating in structured activities • Activity participation lifts your
mood

• Not making effective use of your
time is demotivating

• Having nothing or too much to do

Implementing coping skills and deal-
ing with stressors

• Real life is different
• Overwhelmed
• Residual symptoms



South African  Journal of Occupational Therapy  —  Volume 51, Number 2, AUGUST 2021

59

© SA Journal of Occupational Therapy

needed were other factors that made it difficult for participants 
to benefit from occupational therapy. Participants indicated they 
only appreciated the value of group work after their first discharge 
when they were confronted with demanding situations in their 
lives outside the hospital. They were then able to identify gaps 
in their functional recovery and attended therapy sessions which 
addressed their needs. 

 “I only do the ones, I wouldn’t say that concern me, but those 
that I feel I need like anxiety and depression and those and the 
conflict management and those, I did the previous time.” (Neels).

Participants reported not understanding their own health needs and 
the severity of their depression as well as the degree to which their 
daily occupations were disrupted by the disorder. They expected 
to be cured and they did not take responsibility for their own 
recovery. They reported being voluntarily admitted to hospital on 
the advice of their employer or family members, due to concerns 
about their mental wellbeing. They perceived that their recovery 
process was driven medical staff, so an external locus of control 
was evident during the first admission. During the second admis-
sion the participants reflected on the process of developing insight 
and the move from purely adhering to expectations of others to 
acknowledging the need to take responsibility: 

 “It was an issue of all the expectations during the first time... it 
was the best place to go to, do you understand, because you don’t 
cope and you are in a bad state... I was alone with the second 
time, I had myself admitted and I was determined to walk out of 
here (Elsabe)

Theme 2: Life was not what I expected it to be after dis-
charge: 
Participants reported that they expected their life situation to be 
different on discharge. Returning to the same situation as before 
admission was a reality check and presented challenges that made 
implementing newly acquired skills more difficult than expected. 
These challenges were intensified by the presence of residual 
symptoms of depression and remerging occupational dysfunction. 

Participants reported they left the hospital with a strong con-
viction that they had completely recovered and assumed that the 
negative thought patterns had changed, newly learnt skills had been 
internalised and that their improved mood state would remain. 
However, they were challenged when faced with the reality of 
everyday life. They realised that although the medication reduced 
the symptoms and enabled more effective coping with situational 
stressors, the need to implement changes in their engagement in 
occupations, lifestyle and situation was what was critical to recovery. 

“It is not as though your problems are gone. Perhaps the tablets 
[prescribed medications] help that you are more relaxed about 
everything, but it is not gone” (Rene). 

During hospitalisation, the participants held high expectations for 
improved functioning in all categories of occupational performance 
as the depressive symptoms subsided. Participants expressed im-
mense disappointment when it emerged that the positive changes 
that occurred during occupational therapy sessions could not be 
implemented at home. This served to retard their recovery and sub-
sequently contributed to their relapse and readmission to hospital.

“It was such a disappointment to me when I realised that I actually 
was the same Sarie that was admitted” (Sarie).
 “... but when I got home, I realised that I was far from okay” (Elna).

Participants were taken aback by the realisation that the growth 
that they had personally experienced was one-sided and people in 
the outside world did not automatically change. The lack of change 
in their relationships was perceived as a challenge. Although the 
participants felt more competent to deal with daily interpersonal 
struggles using the skills they had acquired during therapy sessions, 
they held an unrealistic expectation that friends, family members 
and co-workers had changed the way they related to them: 

 “[In therapy] we tried to work on how to deal with conflict and 
stress and everything else. But what awaits you outside, the 
people that are usually there, I mean nothing about them has 
changed” (Marie).

Being treated unkindly by significant others was experienced as a 
major disappointment.

“I expected things to turn out better. That people would treat me 
better. That my mom would not refer to me as the black sheep 
any longer” (Elna).

In addition to relationship difficulties, participants also reported 
that situational stressors remained the same. They were still faced 
with the same ones that they had encountered before admission 
and participants were surprised by the problems needing to be 
resolved after discharge: 

“I went home and thought ‘Oh well, I am OK, I don’t have any 
problems anymore’ but it wasn’t like that” (Sarie). 

Some participants instead of encountering an improved situation 
after discharge, the opposite held true, as problematic situations 
were intensified and their absence while hospitalised complicated 
matters even more than before admission: 

“Nothing changed... as a matter of fact; it’s a little bit more 
intense, because you haven’t been there” (Stefan).

Most participants reported the overriding experience at home was 
a desperate sense of isolation, spending prolonged periods on their 
own at home. They found it difficult to re-connect with or establish 
new social contacts after discharge. 

”You have no one to talk to if you feel a bit down the day, because 
you’re all alone at home” (Oscar).

Even for those participants that returned to work they reported 
difficulty in relating to other people as a challenge and described 
feeling socially detached despite being surrounded by others.

 “... all of a sudden I just had this feeling that I didn’t fit in here, 
I don’t belong here” (Marie).

Although participants valued the confidence-building aspect of 
social participation in therapy, this was not consolidated, and their 
new-found confidence was diminished when they were faced with 
groups of people after discharge. 
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“Making social contact with others... that was hard... To go to 
church, I felt I wasn’t good enough” (Andrea); 

 “[with others I feel] I am an idiot; I am stupid, and I am ugly. I 
felt so intimidated by everyone there” (Marie).

Participants were also challenged by the absence of meaningful 
activities in their lives and not making effective use of their time 
after discharge. The occupational therapy programme provided 
structured engagement in activities during the admission which 
provided structure to the day, served as behavioural activation, 
taught new skills and improved self-confidence. Participants empha-
sised the therapeutic value of activities and the sense of purposeful 
doing that was fostered by activity participation which they now 
associated with their recovery. 

“What really helped me a lot last time, we played a lot of volleyball 
and the volleyball saved me….. it makes it easier to open up and 
to say that you have a problem” (Stefan).

The absence of participation and decline in activity levels at home 
were thought to result in a downward spiral of occupational dys-
function. Limited activity participation reduced the opportunity for 
positive experiences and a sense of accomplishment, which in turn 
aggravated depressive symptoms: 

 “I had all this time on my hands, and I just sat on the bed or lay on 
the couch and that’s wrong. I couldn’t motivate myself” (Elsabe).

Other participants felt they had too much to do, and this left 
them feeling drained and unable to fulfil all their responsibilities. 

Finally, participants reported a challenge in applying newly 
acquired coping and problem-solving skills in the context of their 
personal life situation which resulted in impaired engagement in 
occupations. They perceived they did not have sufficient practice 
opportunity to try out their newly learnt skills before they are 
discharged. The feasibility of using these skills could therefore only 
be established after discharge when challenging situations occurred 
and this was more difficult than they thought. 

“…, methods and techniques, it’s more difficult to apply it than 
what you hear, and it doesn’t always work like that in reality” (Rene).

“Every time that I experience a crisis, I can’t think about [what 
we learnt on] …how to solve the problem. The first thing that 
comes to mind is that I feel extremely tired” (Sarie).

Participant accounts reflected feelings of despondence as they tried 
to apply the strategies that they had decided upon in therapy, but 
which failed to deliver the desired outcome and they felt over-
whelmed when stressors exceeded whatever coping mechanisms 
they had to hand. 

“It feels as though I can’t go on some days. I know that there 
are 110,120 other people who also have to do it, but I just can’t 
cope with it at this moment. I can’t cope with anything at this 
moment” (Marie).

“I just sat on the couch in a heap and cried for the whole night 
and half of the following day... ” (Daphne).

The presence of residual depressive symptoms was another chal-
lenge which made it difficult for participants to deal with stressors.  

“I wasn’t completely over the depression. I struggled to get going, 
to get over the depression” (Elna). 

“...inside me was no motivation; inside me was no desire to do 
anything” (Elsabe).

DISCUSSION
Although various clinical variables have been identified relating to 
the relapse of MDD12, this study suggests that participation in ac-
tivities of daily life or functional recovery4 is impacted by additional 
challenges experienced by participants in the post-discharge period 
which in turn, contributed to their relapse and readmission. 

Participants reported experiencing feelings of a guilt-associated 
inability to fulfil responsibilities that pressurised them to ask for early 
discharge before sufficient treatment gains had been made. They re-
ported an internal struggle relating to neglecting their occupational 
roles and accompanying responsibilities on the one hand, whilst 
acknowledging but under-estimating their own need for treatment 
on the other. Pressure from relatives to be discharged distracted 
participants from focusing on their own treatment needs which in 
some cases, resulted in premature discharge. This finding resonated 
with a study by Skundberg-Kletthagen et al.41 which explored the 
lived experiences of relatives of a MHCU diagnosed with MDD. 
Participants in the current study acknowledged that their relatives 
had to compensate for their absence by taking over their roles and 
responsibilities, contributing to tension within the family42. 

Another relevant finding in this study was the implementation 
of managed healthcare which resulted in a short hospital admission, 
restricted the time available for therapeutic intervention especially 
occupational therapy. At the private psychiatric hospital at which 
this research was conducted, only MHCUs who had a medical aid 
scheme or were able to personally carry the cost of hospitaliza-
tion were admitted. When the Medical Schemes Act of 1998 was 
promulgated, certain medical conditions received better benefits by 
medical schemes. Schizophrenia and Bipolar Mood Disorder were 
the only two psychiatric conditions recognised on the list of PMBs, 
therefore excluding MHCUs with a diagnosis of MDD. Thus, if a 
client was admitted with a diagnosis of MDD, hospitalisation was 
limited to a maximum of 21 days per annum or up to 15 out-patient 
psychotherapy contacts43. Should another admission be required 
within the same year, the financial burden lies with the MHCUs 
themselves. In the current study, restrictions imposed through man-
aged healthcare led to some participants being discharged before 
optimal therapeutic gains had been made43. At the time of his study, 
the average admission period at the hospital was two weeks and 
therefore participants were only accommodated during the acute 
stages of their illness. Furthermore, it can be argued that it is impos-
sible for adequate emotional insight to develop and for sustained 
behavioural change to occur in such a short period of time44. A short 
hospital stay also implies that MHCUs are discharged at the point of 
symptom improvement, not remission, which studies have shown 
to be detrimental to recovery45. Short length of stay has been identi-
fied as a risk factor for early readmission and in cases where this is 
influenced by external and internal factors, emphasis should be on a 
discharge plan and appropriate referrals being made at discharge46.

Since only MHCUs struggling with severe depressive symp-
toms that impair their functioning are admitted47, participants also 
reported feeling emotionally overwhelmed by the experience of a 
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first psychiatric hospitalisation. This finding was supported by other 
qualitative studies which reported on the experience of psychiatric 
hospitalisation as being in an unfamiliar environment with “mad” 
and seriously ill people, where participants did not know what to 
expect or what to do. All these factors contributed to participants’ 
feelings of distress48. The challenging period prior to admission and 
severe symptoms also compromise the ability to learn. In line with 
current literature, the inability to concentrate and retain information 
associated with MDD49, participants in this study perceived their 
depressive symptoms as having the most profound influence on 
their learning process. Despite this, participants were encouraged 
to start attending occupational therapy group sessions immediately 
after admission. This was done as a behavioural activation strategy 
as well as to optimise the relative short hospitalisation. This strategy 
might be unwise in the view of previous research which has shown 
that memory is impaired when learning takes place under stressful 
circumstances50. Therefore, it was clear that participants could not 
benefit optimally from their treatment programme, especially im-
mediately after admission. The question of the timing of group work 
that involves learning during the acute phases of MDD, has been 
raised in other studies that found that MHCUs benefitted from re-
attending thematic groups after discharge from an acute psychiatric 
hospital, suggesting that they struggled with the cognitive content 
while acutely unwell51. Tanaka et al.52 also concluded that although 
the attendance of groups during the acute phase of MDD contrib-
uted to the perception of recovery, these groups had no effect on 
readmission rates, which questions the efficiency of learning that 
took place. Compromised executive functions prevent participants 
from optimally benefitting from group sessions, negatively affecting 
MHCUs’ functional recovery53. The cognitive dysfunction associated 
with MDD can persist long after the acute phase of the illness28 and 
may therefore affect recall and carry-over of information from the 
hospital to the MHCUs’ “real-life” occupational environments54. 

A lack of insight as well as reluctance to take responsibility for 
their recovery resulted in the participants’ unrealistic expectations 
regarding recovery. Firstly, awareness of and insight into one’s own 
needs are necessary to identify the kind of help one needs. For 
participants in this study, the development of insight was limited due 
to the challenges restricting the benefit participants indicated they 
were able derive from occupational therapy groupwork. As sug-
gested by Nunstedt et al.55 in their study, the participants indicated 
they only started to understand MDD, and reflect usefully upon their 
illness and develop a deeper understanding of their situations after 
discharge. Emotional rather than intellectual insight also develops 
through real-life experiences coupled with constructive feedback. 
Participants reported this was not achieved during their first hospi-
talisation and participants only developed in-depth understanding of 
their problems after discharge, when they came face-to-face with 
challenges. This was supported by Nikendei et al.56 who found that 
one of the main advantages of day hospital attendance compared to 
inpatient treatment was the effective carry-over of learning experi-
ences, which benefit the development of insight. Although accepting 
the diagnosis of a psychiatric illness is difficult, this acceptance has 
been shown to contribute to recovery57. Acceptance involves a 
process which includes acknowledging the illness and taking steps 
to structure one’s life accordingly58. 

Taking responsibility and engaging in an active approach in 
managing MDD have been found to contribute towards one’s 
recovery59.This is consistent with the Recovery Model22. The value 
attached to personal responsibility differed greatly when comparing 
participants’ first admission to their re-admission. It was only dur-

ing re-admission, as insight improved, that meaning was attached 
to personal responsibility and they became more actively engaged 
in their recovery process by anticipating potential difficulties and 
putting an action plan in place to address these55. Participants had 
a greater awareness of their own needs on the later admission and 
could therefore identify more relevant coping strategies. It could 
be argued that they did not take responsibility for recovery during 
their first admission as they lacked insight and in essence, did not 
know what to take responsibility for.  

The second factor that participants perceived to have contributed 
to their relapse and readmission relate to the unrealistic expectations 
that they held regarding the recovery process, which resulted in a 
deep sense of disappointment when they relapsed. This was further 
aggravated by residual or recurring symptoms which prevented 
participants from living life in the way that they anticipated after 
discharge60. As recovery from psychiatric disorders is often viewed 
in terms of symptom reduction and not functional recovery4, the 
participants in this study viewed improvement of depressive symp-
toms as recovery. They did not appreciate that functional recovery 
occurs after the remission of symptoms and is ongoing20 and they 
were taken aback, only realising the extent of their support needs 
after discharge. They felt that they were thrown back into the “real 
world” prematurely and perceived that they would have benefitted 
from a more gradual transition from hospital to home; they found 
it difficult to settle back into their roles and responsibilities after 
discharge and the realities of their life-situations that awaited them. 

The support of family members or friends is crucial in the recov-
ery of depression, but participants in this study did not feel adequately 
supported after discharge. On the contrary, they felt blamed for being 
ill, felt judged and rejected by their support network61, even when 
the support network attempted to offer support, which contributed 
to the lived experience of loneliness after discharge. It should also 
be acknowledged that significant others may have experienced a 
challenging time in the period prior to the hospital admission, espe-
cially if there has been a suicidal gesture or threat, and thus might 
have experienced the burden of care even before the diagnosis was 
made62. Therefore, what participants experienced as poor support 
in the form of pressure to be discharged and being blamed for being 
ill, might be indicative of their support structures’ justifiable unmet 
needs and resulting emotional difficulties.

Some participants reported that loved ones tried to offer sup-
port, but that they did not know how to offer appropriate support. 
The reasons for others not being able to provide adequate support, 
could be hypothesised as: the lack of involvement in the treatment 
process, lack of insight in MDD and feeling burdened and in need of 
some emotional support themselves. Furthermore, the occupational 
therapy programme at the research setting did not allow signifi-
cant others to attend group sessions as suggested by Priestley and 
McPherson63 and relatives were left to develop coping skills without 
professional input which may have been limited by the lack of insight 
about MDD as well as their role in the MHCUs’ recovery. They had 
little understanding of the severity of the disorder and encouraged 
participants to, figuratively speaking, “pull up their socks”. Significant 
others often expected instant and complete recovery at discharge; 
this left participants feeling burdened by their expectations. 

Although emotional support was available to some participants, 
they described how they withdrew emotionally and struggled to 
make use of available support. Participants acknowledged that it is 
difficult to receive support if you do not ‘open up’, and they were 
reluctant to share information or their experiences of depression 
with others as it made them feel exposed and vulnerable. They also 



South African  Journal of Occupational Therapy  —  Volume 51, Number 2, AUGUST 2021

62

© SA Journal of Occupational Therapy

felt they may have been the cause of their suffering of significant 
others’ suffering, or a burden to them, and consequently, tended 
to cut themselves off64. In addition, well-meant words of support 
by significant others were sometimes experienced as judgement 
or being lectured to61. This resonated with a study by Nolan et al.34 
which explored the experience of being discharged from inpatient 
psychiatric care, participants in this study described being faced with 
loneliness as a major challenge after discharge. Participants’ feelings 
of isolation after discharge were heightened by the abrupt transition 
from an acute hospital setting to participants’ home environment56 
with the loss of structured support from hospital staff and services, 
including occupational therapy even though there was limited op-
portunity for follow up treatment sessions with their psychologist 
and psychiatrist. The participants’ withdrawal from relationships was 
echoed in withdrawal from activities compounding the experience of 
isolation, which left them vulnerable for relapse and readmission65. 

The reason for non-participation in activities appeared to be due 
to lack of structure and motivation. Although the occupational therapy 
programme promoted occupational engagement by scheduling of 
daily activities and monitoring accomplishment experienced during 
engagement in activities, consistent with a study by Skarsater et al.66. 
Some participants struggled to take initiative in or implement planning 
of their lives after discharge. Those participants who did not return 
to work after discharge did not anticipate the need for structured 
activity participation after discharge and the need to consciously 
reduce avoidance. It was only during their second admission that the 
value of participation in meaningful activities to distract them from 
rumination and routine was acknowledged, and participants took 
responsibility for structuring their time effectively67.

The prolonged presence of depressive symptoms also hampered 
activity participation, whether the residual symptoms were present 
at discharge or re-emerged once at home. In the current study, par-
ticipants described being taught coping skills but that the application 
of these skills in “real-life” situations was difficult. Increased sensitive 
to stressors28 and poor problem solving skills were perceived to 
have contributed to participants’ inability to manage situations after 
discharge. Some participants faced relentless ongoing stress which 
for some was experienced as greater than before29. They returned 
to abusive or manipulating home environments or family conflicts 
and reported using emotional and avoidance coping strategies which  
limiting participation in occupations30 which was perceived as a major 
setback in their recovery process. Thus, strategies to change per-
sonal problems were only being applied to a limited extent56. Being 
admitted as an in-patient eliminated the opportunity to reflect on the 
difficulties that may be encountered at home and made the transi-
tion home at the point of discharge more challenging. Participants in 
the current study reported that they found it difficult to both learn 
and implement the coping skills while in hospital, which left them 
feeling ill prepared to deal with stressors making the familiar home-
environment a place of vulnerability and distress56. The challenges that 
participants experienced in learning and applying new coping skills to 
their personal situations, highlight the importance of understanding 
the recovery process and what influences relapse23. 

CONCLUSION
It can be concluded that during the acute phase of an episode of 
MDD, which usually is when someone is admitted to hospital, 
is not the ideal period for critical learning to take place. Mental 
Health Care Users are often acutely ill and as such, do not benefit 
optimally from group intervention. Therefore, hospitalisation should 
not be seen as a complete treatment process, and the scope of the 

occupational therapy programme could potentially be broadened 
to extent to the period beyond discharge. Learning opportunities 
offered to MHCUs during hospitalisation should be maximised, by 
synchronising activity requirements with depressive symptom se-
verity. Groups requiring higher cognitive functions should therefore 
be attended at a later stage in admission, when symptoms have 
improved to such an extent that effective learning can take place.

Challenges that participants experienced after discharge can 
partially be explained by the contrast between their expectations 
of recovery and the principles of the Recovery model. Participants 
struggled to regain control of their life situations after discharge. 
They lacked adequate insight, learning ability was compromised, 
did not employ active self-management strategies and were faced 
with disappointment due to unrealistic expectations. These negative 
experiences were perceived to have contributed to their relapse 
and readmission to hospital. The introduction of outpatient post 
discharge support groups needs to be investigated. 
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