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First-time admission to a psychiatric hospital for acute psychosis has been reported to be extremely traumatic, and this has not been
adequately researched in the South African context. This study approached persons diagnosed with schizophrenia and explores their
recollected, subjective experiences of their first admission to a South African psychiatric hospital ward for acute psychosis.
Semi-structured individual interviews were conducted with seven participants diagnosed with schizophrenia. These were analysed using
thematic content analysis. While some participants had positive experiences, the majority reported frightening, distressing, emotionally
painful or traumatic experiences during their first hospitalisation. The first hospital admission was also described as having serious longterm implications for the person’s wellbeing, particularly as the diagnosis of schizophrenia made them feel isolated and stigmatised, which
further hinders them from recovering from their symptoms and reintegrating into society.
This study therefore draws attention to aspects of the process of first admission to psychiatric wards in South Africa, which may benefit
from proactive intervention and closer research attention.
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The psychiatric hospital is an important environment
for the treatment of people who are severely
psychotic. [1] Hospitalisation is vital for a number of
reasons: firstly, for providing care for acutely disturbed
individuals, in an environment where medication can be quickly
altered and side-effects closely monitored. Secondly, hospitalisation
provides respite for patients from various stressors,[2] as well as an
escape from the society in which their behaviour produces friction.
Furthermore, psychiatric hospitals fulfil many needs which family
members cannot, such as ensuring treatment adherence. Many people
diagnosed with schizophrenia often do not adhere to medication
regimens, which puts them at risk of relapse. Thus, psychiatric
hospitals help protect patients from themselves and others, while also
helping them adhere to their medication.[3]
First-time admission to a psychiatric hospital has been reported to
be very traumatic.[4] Furthermore, some of the problems or trauma
experienced during the first admission may be specific to a South
African context. As Lund and Flisher explain, ‘In the aftermath of
apartheid, South Africa has inherited a fragmented, under-resourced
and inequitable public-sector mental health service.’[5] South African
psychiatric hospitals in general lack the resources to cater for the
needs of people with psychiatric conditions. This is reflected in a
range of areas, from the number of psychiatric beds available, to
medication and the staff needed to maintain the operational needs of
the psychiatric facility.[4] Since this study focuses on a South African
context, it will be useful to explore the particular challenges that
South African hospitals face as suggested by the experiences of a first
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psychiatric hospital admission for acute psychosis of people diagnosed
with schizophrenia.

Contemporary challenges in the South African
public health sector

The South African public health sector serves 75 - 80% of the
population.[6] It is mainly sustained by very limited government
funding. The distribution of highly skilled healthcare personnel is
uneven, with a greater concentration in the private sector and urban
areas than in the public sector and rural areas. The introduction of
community service for healthcare professionals is intended to help
alleviate this.[5]
South African hospital staff also face understaffing, staff attrition, and
reduced job satisfaction. The shortage of mental health practitioners
increases the workload of existing staff members, raising levels of stress,
fatigue and emotional exhaustion, all of which compromise both the
quality and safety of care. Staff members may have to work unpaid
overtime to complete their workload, and may have less flexibility to
take leave or participate in staff development and training activities.[7]
The day-to-day work in a psychiatric setting can be pressurised, which
could lead to self-protective defences such as reductive labelling,
us-and-them blame-throwing, and emotional detachment.[8]

Psychiatric hospitals

Regardless of the specific challenges within a South African context,
first admissions to hospital for acute psychosis may be universally
experienced as traumatic and damaging. There are a number of
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reasons for this. While psychiatric hospitalisation may be voluntary,
it often is not, and in many cases people with mental illnesses may
be forced into treatment by the police, judges or family members.[9]
To this day, debate continues over whether an infringement and
deprivation of liberty can really be justified in order to help a patient
into a rational state of being, or whether it is merely a means of
social control over those who display deviant behaviour.[10] Critics of
involuntary commitment argue that it does more harm than good:
by giving patients reason to mistrust mental health professionals,
as well as caregivers, it causes them to become alienated. Coercion
may further reduce patients’ adherence to treatment, such as
taking prescribed medication. In a New Zealand study on patients’
perception of coercion on admission to acute psychiatric services, it
was found that ‘those admitted to hospital under the legislation feel
loss of autonomy and are more likely than voluntary admissions to
perceive hospitalisation as coercive.’[11] This involuntary admission has
distressing psychological and physical effects on the patient. Patients
are often forced to take medication and incarcerated against their will
for long periods of time, which exposes them to a host of social- and
life-related issues such as social isolation and stigmatisation.[12]
Many mental health professionals argue that coercion is sometimes
necessary and an important part of ensuring that patients receive the
proper care, particularly when patients are too ill to understand that
they might need it, or might attempt to harm themselves or others.[13]
Even though it is internationally recognised that the majority of mental
healthcare users should be treated voluntarily, under circumstances
where the patients might cause significant distress and be a potential
danger to themselves or others, it remains international practice that
they might be hospitalised against their will.[14]

First-person accounts of hospitalisation

As de la Cour points out, ‘Despite the extensive historical literature
on asylums, few studies explore patients’ perceptions of psychiatric
hospitalisation, particularly what patients themselves thought about
the facilities.’[15] The attitude towards hospitalisation held by those
diagnosed with schizophrenia is an area of research that has been
relatively ignored. The majority of studies tend to focus on staff
members’ perceptions of hospitalisation, leaving out the patients’
perceptions completely.[1] First-time experiences of suddenly being in
an enclosed environment, with other patients who are unpredictable
and behaving abnormally, could be extremely traumatic.[4] In a 2009
study, 66% of participants (n=31) said their first psychiatric admission
was most distressing.[16] To date, there is a lack of studies focusing on
the traumatic effects of acute psychosis and admissions. McGorrey
et al.[4] suggest that the experience of psychiatric hospitalisation
might be a direct cause of post-traumatic stress disorder (PTSD)
within psychosis, following their finding that the prevalence of PTSD
was 46% at 3 months of hospitalisation and 36% at 11 months after
hospitalisation.[4]
Patients who have a distressing first experience of admission
to a psychiatric ward are less likely to remain treatment-adherent
in the future, increasing the risk of relapse.[17] In the long term,
such an experience helps to alienate them from mental health
services. Examining mental healthcare users’ experiences of first-time
admissions to a psychiatric hospital for acute psychosis will enable
healthcare professionals to understand patients’ first-time experiences

of the psychiatric hospital, to identify the most distressing aspects of
the experiences, and to develop better intervention strategies to lessen
the distressing experiences and ensure more successful first-time
admissions.

Methods

This research was conducted according to an interpretive
phenomenological paradigm, as the main aim was to understand
participants’ subjective experiences. It is important to note that this
qualitative study explores the experiences through the eyes of the
research participants, rather than making general inferences. Nonprobability purposive sampling was used, based on a diagnosis of
schizophrenia, mental stability and previous psychiatric admissions.
The diagnosis was reported by the head of the halfway facility from
which participants were recruited. Such heads do not formally
diagnose the patients themselves, but report the latest formal
diagnosis of the patient from their current consulting psychiatrist.
No other criteria such as age, gender or race were employed, as this
would have made it challenging to obtain a sample. Participants were
all South African citizens, white and between the ages of 24 and 54,
and residents of the psychiatric halfway house. Five of the participants
were male and 2 were female. All participants had more than 1
hospital admission and were treatment-resistant. Five out of the 7
participants had numerous hospital admissions, their first admission
being on average 15 years ago. The other 2 participants had fewer
hospital admissions, with their first admission averaging 3 years ago.
The semi-structured individual interviews consisted of open-ended
questions, including general questions such as, ‘Can you tell me a bit
about your first experience of being in a psychiatric hospital?’ and
‘Did you think you required psychiatric treatment?’ Some of these
questions were adapted from a quantitative study[18] that used closedended questions and that explored the patients’ attitudes towards the
first psychotic episode and the start of treatment.The length of each
interview varied from 20 min to 45 min. All the interviews were
conducted in July 2010. This study did not aim for saturation as the
experiences were not exhaustively explored, though this may be done
in future research. Thematic content analysis was used to analyse the
data.
While participants were asked primarily about their first-time
admission and experiences of psychiatric hospitals, some participants
still spoke about their overall hospital experience. It is possible that
the first hospital admission was such a long time ago that participants
may have conflated memories and their current memory of their first
admission is coloured by their subsequent hospitalisations.

Ethical considerations

Ethical clearance was obtained through the University of the
Witwatersrand, ref No. M10436. Written permission was obtained
from the director of the halfway house to approach potential
participants. Approval from every voluntary participant was gained
through consent forms. Since this research dealt with a particularly
sensitive issue, all participants had access to free counselling. Staff
members at the halfway house agreed to monitor all residents who
participated in the study and to provide containment should any
residents encounter any negative effects from participating in the
study. A follow-up interview with caregivers 6 months later indicated
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that none of the participants appeared to react adversely or require
additional containment after the individual interviews.

Results and discussion

The main themes which emerged from the data collection were
treatment, preconceived ideas of hospitalisation, incarceration,
diagnosis of schizophrenia, stigmatisation, law enforcement and social
interactions during initial hospitalisation.

Treatment

Treatment was addressed in terms of the sub-themes of medication,
injections, occupational therapy and electroconvulsive treatment
(ECT).
Medication
All the participants expressed extreme dislike of taking medication for
the first time, either referring to side-effects or attributing a range of
bad experiences to the medication, particularly when feeling they were
compelled to ingest it. According to Participant R: ‘I was so restless
I couldn’t sit still. I didn’t know whether to lie down, whether to sit,
whether to stand, to walk. I was just walking all over the place. I think it
was haloperidol, I’m not sure. They put me on that drug and I couldn’t
have a moment’s peace I was just up and up all the time, I couldn’t relax.’
It seems possible that participants attributed a wide range of
unpleasant experiences to the medication that may alternatively
have been caused by either their illness, or predictable responses to
unpleasant environmental or physical stimuli. This misattribution
could be related to overall poor insight into their disorder. It also
became apparent that none of the participants mentioned any positive
effects resulting from the use of the medication, such as symptom
reduction.
Injections
Four participants commented on their experiences of injection
needles. Participants often vividly recalled their first experience of
receiving forced injections. Needles were objects of profound fear for
most: for some this seemed due to the physical pain associated with
being injected, whereas for others it seemed to be more psychological.
Participant Br described being afraid ‘because I knew they wanted
to bend my mind and change what I believed in and uh, I went in
this room and some guy with the glasses on walked around with an
injection needle and said, “Come, let me inject you.”’
Participant Br’s initial psychiatric admission was involuntary. She
seemed to describe the invasive nature of involuntary needle injection
(in which the patient’s body is forcibly penetrated) in far more
‘delusional’ terms than other treatment experiences – she experienced
her ‘mind’ as being penetrated. It seems that the extent of psychotic
distortion of thought is more severe at these times and it is possible
that this is directly caused by intense feelings of fear and victimisation.
Electroconvulsive treatment
Since a few of the participants were older, it was expected that some
would have had an experience of ECT, specifically because these
participants were treatment resistant. However, only 1 participant
mentioned undergoing this treatment. Participant PU reported: ‘Um,
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if you went according to the rules you could have a normal life but if
you do anything wrong you will be severely punished, you know. I had
a lot of shock treatment and a lot of lumbar punctures.’
According to Participant PU, ECT was used as a method of
punishment. Goffman[19] (in 1961) and Foucault[20] (in 1977) have
stated that the official objective of psychiatric hospitals is to reform
the mentally ill patient in the direction of some ideal standard. In
other words, if patients conform to the norms they will be released,
but if not they will be punished until they do conform and their
behaviour is normalised.[19] Therefore, the power structure within
the institution supports Participant PU’s statement as an accurate
reflection of the social forces at work during his first hospitalisation.
However, it is important to note that people who have schizophrenia
may often have low insight, and that it is also possible that Participant
PU did not understand the actual reason for the ECT, and therefore
attributed it to punishment instead of treatment. Furthermore, it
seems that ECT evoked a great fear in this particular participant,
which may explain why he viewed it as persecutory.
Six participants who had not experienced ECT appeared to
subscribe to the myth that it is a painful experience, even though in
reality patients are given anaesthetics.

Perceptions of hospitalisation

Preconceived ideas
Perhaps due to the negative portrayal of mental illness and psychiatric
hospitals in the media,[21] it was found that participants already had
a negative perception of psychiatric hospitalisation before their first
admission. Participant R recalls, ‘I thought they were places where you
were strapped up and kept in a cell and drugged and they a did lot of
what do they call it, you know when they do something to your head ...
umm, shock treatment and that type of thing.’
Attitudes after hospitalisation
Four of the 7 participants reported that their first admission
was extremely traumatic, in line with findings of other studies.[4]
Participant Br described it as ‘terrible. It’s like a hell hole, you know. I
don’t know what happened, my spirit left me, my mind left me, I was a
zombie. That was one of my worst experiences in my life.’
However, one participant, Participant R, reported that his first
hospital admission was a pleasant experience. ‘My experience in the
hospital was not what I had imagined. It was quite pleasant. Well, the
fact that I had a roof over my head, because I didn’t, I had been on the
street for 7 years, on and off. Ja, you had 3 main meals, and you had
teatime.’ Participant PU also describes positive caring experiences and
having his basic needs met by others.
Note that participants’ statements are being made in hindsight,
many years after the initial hospitalisation, and it is possible that
attitudes towards the original experiences might have changed with
time, particularly as the researcher was careful not to excessively
probe, question or contradict such descriptions in order to avoid
‘insisting’ that the patient reflect on painful memories. However, it
cannot be ignored that a number of patients may well find aspects
of the first hospitalisation experience to be positive and rewarding,
particularly as the experience may be associated with symptom
improvement and a cessation of profound feelings of fear or anxiety.
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Hospitalisation as social isolation
The majority of the participants (n=6) experienced their first
admission to a psychiatric hospital as abandonment by their family
members. Psychiatric hospitals usually require that family members
limit contact during the first hospital admission, as the high expressed
emotions of family members has been shown to negatively affect
the patient.[2] However, it is possible that this has long-standing
consequences, as it appears that after the first hospitalisation, the
patient may feel that family members offer inadequate support.
A majority of participants (n=5) appear to have had some feelings
of isolation during their first hospitalisation, often highlighting their
loss of contact with society. Participant G expressed how difficult it
was for him to be in a closed ward, where he felt alone, as he was
surrounded by strangers and was not allowed free contact with his
family and friends: ‘You can’t go out, there’s nothing around you, and
you feel isolated from everything ... When you actually get released or
discharged or whatever, then you’ve got to start all over again, you’ve
got to make new friends, usually.’
This disruption of social relationships may represent a major
stressor or trauma indirectly resulting from psychiatric hospitalisation.
The participants’ experiences are concordant with literature that states
that the most common experience among people with schizophrenia
is a sense of a pervading loss of interpersonal relationships, loneliness
and social isolation.[22]
Social interaction and containment
Some participants described the hospital as a social opportunity,
where other patients were considered ‘family’. They also described
experiences of racial integration which appear to have been positive.
For these participants, other patients seemed to help ease the feeling of
isolation from their family members and friends. They also appeared
to feel a sense of camaraderie with patients, providing them with
support to help them through their hospital stay. Others felt supported
by caring interactions with staff and others. As Participant PU, put it,
‘Um, you meet friends and they sort of put you on the right track and
help you. Others never go home, they stay there and they become like
your family in the end there, you know. You know them very well.
White and black and Indian and coloured all stick together. I had a
very good Indian friend there, and he was there, he’s there for the rest
of his life.’
Diagnosis of schizophrenia
For many participants, their first hospital admission was also when
they were first formally diagnosed with schizophrenia. The results
indicate that participants experienced serious vocational and social
losses which they ascribed to this diagnosis. Participants spoke about
their life prior to hospitalisation, emphasising that they were ‘normal’
and lived a ‘normal life’.
According to Participant O, ‘I didn’t know what it [schizophrenia]
was so I brushed it aside, I didn’t accept it. I didn’t know, I read the
letter later and I didn’t know what the letter meant, but I just brushed
it aside and ignored it and decided to carry on my life as usual.’
However, after being admitted to a psychiatric hospital, it was difficult
for Participant O to return to her normal life. She was seen as unfit for
her job as a teacher. She was unable to take care of her children, who
were removed from her custody.

Stigma
While the study did not ask any direct questions about stigmatisation,
each participant spoke about their perceptions that they were
experiencing this, not only with regard to being diagnosed with
schizophrenia but also to being hospitalised. Having been stigmatised
by others because they were diagnosed as schizophrenic and
hospitalised, they then appeared to internalise the stigma and project
it onto themselves.
Participant G explains, ‘Well, I thought to myself that I thought that
they are really crazy or something’s wrong with them, I really didn’t
believe that there was anything wrong with me. I didn’t want to believe
that there is anything wrong with me. No one really explained to me
what mental illnesses are. I think that my parents have a stigma, that
I’m crazy or something.’
Staff members
Some participants reported negative interactions with staff members.
Participant P recalls, ‘They bath you and they shower you, it’s
embarrassing. Like ... I asked him please to get me something I need to
urinate. They didn’t come so I just weed on the floor. I didn’t have an
option and they gave me a little thick mattress like that to sleep on the
floor. I just hear my voice and I say, “Please, please come and help me.”
They were laughing at me.’
Others seemed to have had an ambivalent relationship with staff
members, although some indicated that it may have been because
they were unhappy to be there and not necessarily because of the
staff members. ‘You can’t blame the staff but you need that support,’
Participant Br points out. ‘There’s somebody from the outside world,
you look up to him and you just need some comfort from them and
[to be treated like] you’re still a person, that’s what you need from them
and you do get it, you do get it but they tend to keep to themselves, the
staff talk to the staff and the patients to the patients, you understand.’
Given South African hospitals’ shortage of mental health practitioners,
it is possible that the increased workload, with high levels of stress,
fatigue and emotional exhaustion, affects both the quality and safety of
care.[7] The day-to-day work in a psychiatric setting encourages the use
of self-protective behaviours such as emotional detachment, reductive
labelling and retreating to administrative or other work.[8]

Conclusion and recommendations

The experience of persons diagnosed with schizophrenia of their
first admission to a psychiatric hospital is an under-researched field,
specifically within a South African context. Since all the participants
expressed distress that they have minimal to no contact with their
family members, it is recommended that more research be conducted
to examine the specific activities and outcomes of family intervention
programmes at psychiatric hospitals.
From the findings it appears that during their hospitalisation,
participants have strong emotional requirements of the nursing staff.
The nurse-patient relationship is clearly a complicated one, and the
majority of the participants viewed nursing staff as being detached.
This presents clinicians with an opportunity to enhance patients’
experience during their hospitalisation. Research focusing on the
nurse-patient relationship will help to explore its dynamics, which in
turn will help to identify potential training initiatives to help nursing
staff better manage this relationship.
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The use of injections, specifically as a coercive method, appeared to be
one of the most traumatising experiences for study participants during
their first admission to a psychiatric hospital. It is recommended that
research be conducted on how patients are prepared for injections
during hospitalisation and whether any formal procedure has been
put in place for coercive treatment methods.
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