
Perceptions of physiotherapy students regarding the management of patients with underlying 

mental illness in clinical practice at a university in the Western Cape. 

by 

Maylene Salo 

(4330397) 

 Full thesis submitted in fulfilment of the requirements for the degree of Master of Sciences in 

Physiotherapy, Faculty of Community and Health Sciences, Department of Physiotherapy,  

Supervisor: Mrs Shamila Gamiet 

Co-Supervisor: Dr Danelle Hess 

University of the Western Cape 

June 2025 

KEYWORDS 

Clinical practice, management, mental health, mental illness, perceptions, physiotherapy

https://uwcscholar.uwc.ac.za/home



1 
 

DECLARATION 

  

I declare that this work entitled ‘Perceptions of physiotherapy students regarding the management 

of patients with underlying mental illness in clinical practice at a university in the Western Cape’ 

is my own work. It has not been submitted for any degree or examination in any other university, 

and that all the sources I have used, or quoted have been indicated and acknowledged by complete 

references. 

  

  

Name:  Maylene Salo                                                 Date: 

  

Signed:    

Witness: 

 

 

 

 

 

 

 

 

https://uwcscholar.uwc.ac.za/home

Copyright © 2025 University of the Western Cape All rights reserved

Maylene Salo
12 November 2025



2 
 

ABSTRACT           

 

Mental illness (MI) has become one of the leading causes of ill health and disability worldwide, 

as nearly half of the population will experience a MI at some stage in their life. It is therefore 

inevitable that most healthcare professionals, including physiotherapists, will encounter patients 

with MI in clinical practice. As physiotherapists occupy an essential role in the management of 

patients with MI, they need to be equipped with the knowledge, skill, as well as favourable 

attitudes and behaviours towards patients with MI. Physiotherapy students also require these 

competencies when managing patients with underlying mental illness they may encounter during 

their clinical training. Therefore, this study aimed to explore physiotherapy students’ perceptions 

regarding the management of patients with underlying MI in clinical practice. A qualitative 

approach, with an exploratory descriptive design was used. Data was collected through individual, 

audio-recorded face to face interviews, and video-recorded online interviews, using a semi-

structured interview guide. The study population included all final year undergraduate 

physiotherapy students registered at the University of the Western Cape (UWC), with 16 students 

agreeing to participate. Participants were purposively selected due to their clinical exposure and 

experience gained in clinical practice. Data was analysed by employing Braun and Clarke’s six 

phase thematic analysis, whereby codes were identified, themes were generated and results 

presented textually with supporting quotes. Trustworthiness of the study was ensured by 

employing credibility, dependability, transferability and confirmability. This study was conducted 

according to the ethical practices pertaining to the study of human subjects as specified by the 

Faculty of Community and Health Sciences’ Research Ethics Committee of UWC. Sixteen fourth 

year, male and female physiotherapy students with a mean age of (22.8 ±1.32 years) consented to 

participate in this study. Four themes with specific subthemes were generated, namely: i) 
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Knowledge and understanding of MI. This theme refers to the varying levels of students’ 

understanding and knowledge of MI which was shaped through lived experiences, exposure to MI 

and social media. ii) Factors that influence students’ management of patients with MI. This theme 

pertains to factors such as students’ personal experiences with MI, encounters with patients 

presenting with MI and the impact of stigma on their management of patients with MI. iii) 

Preparation of students for the management of patients with MI in clinical practice. This theme 

relates to students’ perceived gaps in their curriculum as a barrier to the effective management of 

patients presenting with MI in clinical practice. iv) Role of the physiotherapist in MH and MI. In 

this theme students recognised that physiotherapists have a role to play in managing patients with 

MI, but they were uncertain as to what specifically this role entails. The study identifies the need 

to equip students with both theoretical and practical components of MH. This could result in 

students being better prepared for the management of patients presenting with MI, as their current 

perceptions according to the results are that they lack knowledge on this topic. Transformation of 

the physiotherapy curriculum is suggested to improve the quality of patient care, and which could 

lead to the enhancement of the quality of life of patients living with MI. 
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CHAPTER 1: INTRODUCTION 

 

1.1 INTRODUCTION TO THE CHAPTER  

This chapter examines the current state of mental health, as well as the rate at which the prevalence 

of individuals affected by mental illness has increased globally. Mental health statistics in South 

Africa particularly has seen a steady climb, which will inadvertently affect physiotherapy students 

who are more than likely to encounter patients presenting with mental illness in clinical practice. 

This chapter includes the background, problem statement, research question, aim, objectives and 

gives insight into the significance of the study. The chapter concludes with a summary of all the 

chapters presented in this thesis. 

 

1.2 BACKGROUND  

The World Health Organisation’s (WHO) constitution describes health as ‘a state of complete 

physical, mental and social well-being and not merely the absence of disease or infirmity’ (WHO, 

1946). The WHO defines mental health (MH) as ‘a state of mental well-being that enables people 

to cope with the stresses of life, realise their abilities, learn and work well and contribute to their 

community’ (WHO, 2022). Mental health is an integral part of general health and well-being, a 

basic human right and is required for good overall health. It is strongly associated with 

developmental components such as poverty, work, economic growth, peace and justice (Votruba 

et al., 2016). These are key factors of the United Nations’ Sustainable Development Goals (SDGs). 

The SDGs are a set of seventeen goals, adopted by the United Nations (UN) in 2015 to ensure 

healthy lives and wellbeing for all, at all ages. Their aim is to develop a world where no one is left 

behind, and to acknowledge the burden of disease of mental illness (MI). Mental health was 
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included in these goals in 2015. Therefore, by recognising MH as an essential part of well-being, 

SDG 3 speaks directly to this by aiming to ensure healthy lives, and promoting wellbeing for all, 

at all ages (UN SDG, 2015).   

 

Despite the global recognition of MH as an essential component of overall well-being, research 

continues to show that mental illness often co-exists with physical health conditions. Individuals 

may present to healthcare settings primarily for physical rehabilitation, while simultaneously 

living with underlying or previously diagnosed MI (Joseph et al., 2023). This dual presentation is 

common in public healthcare systems, including in South Africa, where physiotherapy students 

complete their clinical training. However, the preparedness of physiotherapy students to recognise, 

respond to, and manage patients who present with underlying MI1 alongside physical conditions 

remains poorly understood (Hodgson et al., 2025) 

 

Negative MH is a factor that many people are contending with, and it manifests in people with MI. 

Mental illness is defined as a condition that alters how a person thinks, as well as their feelings or 

behaviour (Galderisi et al., 2015). Impaired thinking, feelings and behaviour could lead to an 

individual experiencing distress, which in turn, could influence the person’s ability to function 

normally (National Institutes of Health (US), 2007). Some of the most common mental illnesses 

include depression, schizophrenia, attention deficit hyperactivity disorder (ADHD) and obsessive-

compulsive disorder (OCD) (National Collaborating Centre for Mental Health (UK), 2011). People 

presenting with mild MI, would in most cases not display clinical manifestations, whilst patients 

 
1 For this study, the term “physiotherapy students’ management of patients with underlying mental illness” refers to 
students’ management of patients who are referred for physiotherapy due to a physical condition, while presenting 
with a co-existing mental illness. 

https://uwcscholar.uwc.ac.za/home



15 
 

with severe MI might display more explicit symptoms (National Institutes of Health (US), 2007; 

Zimmerman et al., 2018). Persons suffering from severe MI such as schizophrenia, depression, or 

bipolar disorder, are in addition known to present with worse physical health, and a decreased life 

expectancy when compared with the general population (Chacón et al., 2022). According to the 

WHO, pre-COVID-19, an estimated 970 million people worldwide were living with MI. This 

number has grown significantly since, especially when considering the COVID-19 pandemic and 

growth of the world’s population (WHO, 2022).  

 

Individuals with good MH, contrary to the group mentioned above, are better able to connect, 

function, cope and thrive in society. These components are essential for economic growth and 

poverty reduction. Research has shown that employment, and thus income is affected by MI, and 

that psychiatric intervention could generate economic gains. As part of their aim to achieve good 

wellbeing for all, the UN advocates for the eradication of poverty as SDG 1. Poverty is associated 

with living in underprivileged conditions and in low-income neighbourhoods, environmental 

stresses such as extreme temperatures, challenging sleep environments and more, which could 

cause MI (Rathi et al., 2023., Ridley et al., 2020; WHO, 2022). Mental health problems have seen 

a steady climb in South Africa since 2000, partly due to the country’s socio-economic problems 

(Morar et al., 2024). Morgan (2013) attributes poverty and the resultant MH problems in South 

Africa to factors such as poor healthcare, poor education, domestic violence, family dysfunction, 

substance abuse, and child abuse. Mental health is present and unique in each individual, and as 

explained above, can be positive or good.  
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According to the WHO, in 2019, one in every eight people worldwide were living with a mental 

disorder. This equates to 970 million people globally (WHO Fact Sheet, 2022). Pre-Covid data 

presented by the South African College of Applied Psychology (SACAP) in 2018, showed that 

one in six South Africans suffers from anxiety, depression or substance abuse disorders. The above 

numbers were heavily impacted by the COVID-19 pandemic of 2020 and saw South Africa 

experiencing a more than 36.4% increase in the prevalence of anxiety disorders, with a similarly 

staggering increase of 38.7% in the prevalence of major depressive disorders (Nguse & Wassenaar, 

2021). These statistics are echoed in a recent study, in which it is revealed that more than a quarter 

of South Africans suffer from probable depression, presenting with moderate to severe symptoms 

(Craig et al., 2022). According to the second Annual Mental State of the World Report in 2022, 

South Africa ranks as one of the most affected countries in terms of MH, as the country scored the 

lowest average score on the MH wellbeing scale (Newson et al., 2023).  

 

Poor MH has become one of the leading causes of disability, globally (WHO, 2022). With statistics 

constantly on the rise, it is crucial that all healthcare professionals, including physiotherapists, are 

adequately trained in the management of patients with MI (Nahar et al., 2021). Ayano et al. (2017) 

suggests that training primary healthcare providers in MH could be beneficial for the improvement 

of knowledge, attitudes, and practices among these healthcare professionals with regards to MH. 

Another opinion supporting this ideal is that there could possibly be a need for more extensive 

training on MH in both primary and secondary level education (Atkins et al., 2010). Additional 

evidence is however required to address the retention of information over time, and for this 

information to be applied in clinical practice (Bellizzi et al., 2021). MH education has also been 

found to be a potentially beneficial tool to raise MH awareness, and reduce the stigma surrounding 
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MH. Jin (2022) found that MH education has a direct impact on the educational experience of 

students' attitudes towards MH. 

Research has highlighted that physiotherapy students often feel uncertain about their role in 

managing patients with coexisting MI, particularly when mental illness is not the primary reason 

for referral but exists alongside other physical conditions. Studies across various contexts report 

gaps in students’ knowledge of how to communicate with patients with underlying MI, modify 

treatment approaches, respond to behavioural or emotional distress, and maintain therapeutic 

boundaries (Dandridge et al., 2014; Smit et al., 2025). While some studies acknowledge the value 

of including mental health content in physiotherapy programmes, limited evidence exists on how 

well undergraduate students understand their role specifically in cases where mental illness is 

present but not the focus of referral. This is particularly relevant in South Africa, where students 

rotate through clinical platforms that frequently expose them to patients with known or underlying 

MI, yet formal mental health training within physiotherapy programmes remains minimal 

(Hooblaul et al., 2024; Gunduza et al., 2023). This gap highlights the need to explore students’ 

perceptions to better understand how they navigate these clinical encounters. 

Misconceptions about MI have, in many instances, lead to an attitude of stigmatisation towards 

people struggling with MI. Stigma has been defined as an attribute by which someone is devalued, 

tainted or discredited (Subu et al., 2021). Ghuloum et al. (2022), found significant stigmatising 

attitudes among healthcare practitioners in Qatar. They found that patient care is affected by these 

negative attitudes, and that experience as well as education regarding MI were the main 

contributing factors. Similar negative attitudes were reported from other healthcare providers, 

which contributes to the increased degree of stigma associated with MI (Lien et al., 2019; Salama 

et al., 2021; Waugh et al., 2017).   
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In South Africa, physiotherapy is offered as a four-year undergraduate programme. At UWC, this 

includes both academic coursework and clinical practice. The first two years consist mainly of 

theoretical modules, while the third and fourth years include a significant amount of time spent in 

clinical practice. Clinical practice refers to rotations of five to six weeks spent at clinical 

placements such as hospitals, clinics, community health centres, or schools for children with 

disabilities. Students are guided by qualified and experienced physiotherapists and university 

appointed clinical supervisors to develop required clinical competencies (Chetty et al., 2018). 

During clinical training students will likely be exposed to patients presenting with underlying MI. 

Therefore, exploring their knowledge, skills and attitudes in managing these patients would be 

beneficial in identifying gaps and giving insight into their ability to provide a biopsychosocial 

approach to patient care (Gyllensten et al., 2011; Probst & Skjaerven, 2017; Stubbs et al., 2014).  

In the South African clinical context, physiotherapy students regularly encounter patients who 

present with co-existing mental and physical health conditions, even when the referral is primarily 

for physical rehabilitation (Chetty et al., 2018; Hooblaul et al., 2024). This means students are 

required to draw on both clinical reasoning and interpersonal skills to manage the patient 

holistically (Gyllensten et al., 2011; Probst & Skjaerven, 2017). Understanding students’ 

perceptions, knowledge, and experiences in these real-world encounters is therefore essential in 

identifying where support, training, and curriculum strengthening may be required (Gunduza et 

al., 2023). 

 

1.3 PROBLEM STATEMENT 

Ideally, physiotherapy students should possess adequate knowledge, as well as favourable attitudes 

and behaviours, to effectively manage patients who present with underlying MI during clinical 
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practice. This ensures that graduates are prepared to offer holistic, patient-centred care, particularly 

in light of the growing need for integrated physical and mental healthcare (Hooblaul et al., 2024). 

MI is one of the leading causes of ill health and disability globally (WHO, 2022). Physiotherapy 

students are likely to encounter patients with MI, whether previously diagnosed, associated with a 

physical condition, or undiagnosed, during their clinical rotations (Gyllensten et al., 2011). Despite 

this, there is limited understanding of physiotherapy students’ knowledge, attitudes, and 

preparedness to work with patients living with MI, particularly within the South African context 

(Gunduza et al., 2023). This lack of insight poses a potential gap in training and clinical 

competence. This study aimed to address that gap by exploring the knowledge, attitudes, and 

behaviours of physiotherapy students at the University of the Western Cape relating to their ability 

to manage patients with mental illness. By highlighting students’ perceptions, this research will 

contribute to the development of a more holistic physiotherapy curriculum and better preparation 

for clinical practice - both locally and in alignment with global trends. 

 

1.4 RESEARCH QUESTION 

What are undergraduate physiotherapy students’ perceptions regarding the management of patients 

with underlying MI in clinical practice?  

 

1.5 AIM     

To explore undergraduate physiotherapy students’ perceptions regarding the management of 

patients with underlying MI in clinical practice.  
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1.6 OBJECTIVES 

 

1.6.1  To explore physiotherapy students’ knowledge and understanding of MI. 

1.6.2  To explore physiotherapy students’ attitudes and behaviours toward patients with 

underlying MI. 

1.6.3  To explore physiotherapy students’ experiences in managing patients with underlying 

MI. 

1.6.4  To explore the perceived facilitators and barriers that might influence physiotherapy 

students’ ability to manage patients with underlying MI.         

 

1.7 SIGNIFICANCE OF THE STUDY 

Globally, the burden of MH conditions continues to rise at an alarming rate (Wu et al., 2023). In 

response to the above, various international strategies, including the Sustainable Development 

Goals (SDGs), aim to address MH challenges by promoting overall health and well-being, 

education, and the reduction of inequalities. SDG 1 emphasises the eradication of poverty, as a 

leading contributor to poor mental health, while SDGs 3 and 4 underscore the importance of 

ensuring healthy lives and access to quality education, including MH education. As part of broader 

global efforts, there is a growing emphasis on eliminating the stigmatisation of MI, by increasing 

awareness, and improving access to care. It is imperative that these initiatives also reflect within 

healthcare education systems, including physiotherapy training. By implementing the above, 

future healthcare professionals will be equipped with the necessary competencies to address MH 

effectively. This study aimed to contribute to the global intentions, by shedding light on 

physiotherapy students' knowledge, attitudes, and behaviours related to patients with underlying 
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MI. The findings can inform curriculum reform by identifying gaps in the undergraduate training, 

highlighting particularly the limited MH content currently included, as well as the variability in 

students’ understanding of their role in MH care. This evidence may be used by researchers and 

academics to advocate for the inclusion of more comprehensive MH training in undergraduate 

physiotherapy curricula. At a local level, the significance of this study lies in its potential to support 

curriculum transformation at institutions such as the UWC, where physiotherapy students currently 

do not receive clinical exposure in MH settings. The study may justify the need for both theoretical 

and practical MH training, ensuring that students are better equipped with the knowledge, skills, 

and attitudes necessary to provide holistic care to patients with MI. Ultimately, findings of this 

study can improve the quality of physiotherapy services in clinical practice, aligning with SDG 

3’s goal of promoting good health and well-being. 

 

1.8 SUMMARY OF CHAPTERS 

Chapter One: Introduction: This chapter addressed the current landscape of global mental health 

and the rapid increase of people affected. It includes the background to the study, which motivates 

the research question and aim of the study, the problem statement, research question, aim, 

objectives and provides an understanding into the significance of the research findings, and its 

contribution. 

Chapter Two: Literature review: In this chapter the researcher reviewed literature around MH 

and its definitions, the global and local statistics, MH education and public awareness in higher 

education and in physiotherapy. Common MH disorders were discussed as well as the role of 

physiotherapy in MH, MH education, the attitudes and behaviours of students towards patients 

with MI and studies exploring the perceptions of healthcare professionals in MH and its relation 
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to stigma. The theoretical framework, used as a lens through which results were interpreted, is also 

presented in this chapter. 

Chapter Three: Methodology: A detailed description of the methodology for this study is 

provided in this chapter. This includes the research approach, design, research setting, the study 

population, sampling strategy and sample size, instrument and data collection procedure, as well 

as data analysis and ethics considerations for this study. 

Chapter Four: Results: This chapter features the results of this qualitative research study. It 

followed the analysis of data as described in chapter three, to present the themes and subthemes 

that have emerged from the data collected. Supporting quotations are included in the chapter. 

Chapter Five: Discussion: This chapter contains a comprehensive discussion of the results, by 

using available literature against which the results were compared, to ascertain whether there are 

other studies that have been conducted, and found results similar or different to that found in this 

study. The results were critically analysed and interpreted within the context of the current 

evidence available, and highlights new findings and gaps in the evidence, on which future research 

can be based. 

Chapter Six: Conclusion, Limitations and Recommendations: This chapter concludes the 

study, by bringing together the core findings as illustrated by the themes, to create a cohesive 

summary. Limitations and strengths of the study, as well as recommendations for future study and 

curriculum transformation are also included in this chapter.  
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CHAPTER 2: LITERATURE REVIEW 

 

2.1 INTRODUCTION TO THE CHAPTER 

 

This chapter presents the literature that contextualises this study. It discusses MI, (MH), and the 

global and local burden of MH disorders. It then foregrounds the role of physiotherapy in managing 

patients with co-existing mental and physical health conditions, followed by an overview of 

physiotherapy education relating to MH and the attitudes of students towards patients with MI, 

including the influence of stigma. The chapter concludes with an explanation of the International 

Classification of Functioning, Disability and Health (ICF), which served as the conceptual 

framework through which the study’s findings were interpreted. 

 

2.2 THE PREVALENCE OF MENTAL ILLNESS LOCALLY AND GLOBALLY 

 

Recent decades have seen a steady rise in the number of individuals presenting with MI. The WHO 

(2019) reports that one in every eight people globally were living with a mental health disorder, 

with anxiety and depression being the most prevalent. The disruption caused by the COVID-19 

pandemic significantly amplified these figures, with anxiety and major depressive disorders 

increasing by 26% and 28% respectively (WHO, 2022). These increases have been attributed to a 

range of factors, including social isolation, increased screen time, emotional stress, and health 

insecurity (MacMillan & Grier, 2023). 

South Africa reflects this global pattern. Prior to the pandemic, one in six South Africans 

experienced anxiety, depression, or substance-use related conditions (South African College of 

Applied Psychology, 2019). Post-pandemic data shows depression now affects over 27% of the 
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population (EAPA-SA, 2024). Anxiety and depression continue to affect individuals across all age 

groups, including children and adolescents (WHO, 2022). These trends are especially concerning 

in the South African context, where socio-economic adversity, violence, and household instability 

heighten vulnerability to poor MH outcomes. 

 

2.3 MENTAL HEALTH AND THE ROLE OF PHYSIOTHERAPY 

Mental health is an integral part of overall well-being. This sentiment is echoed by Prince et al. 

(2007) who echoes the WHO’s assertion that there cannot be health without MH. Prince et al. 

(2007) therefore recommend that MH be integrated into all facets of health policy and healthcare 

delivery. The state of MH is categorised into either good, or poor. Good MH, is referenced and 

defined by the WHO as a state of well-being, allowing people to manage everyday stresses of life 

and functioning in a productive manner. Core defining aspects of good MH includes domains such 

as MH literacy, attitude towards mental disorders, self-perception and values, academic 

performance, behaviours, relationships, physical health, quality of life, and others (Fusar-Poli et 

al., 2020). Individuals with good MH are thus able to better function, connect, and thrive in society. 

These components are essential for reducing poverty and economic growth (Rathi et al., 2023). 

Conversely, poor MH is known as a leading cause of global disability and presents with 

considerable negative impacts, especially in low-income countries. A study done in Ghana, a third 

world African country, found that psychological distress is substantial among men and women, 

with that of women being higher (Sipsma et al., 2013). The WHO acknowledges that poverty, 

violence, and disability are factors placing individuals at a higher risk of developing poor MH. 

Individuals experiencing these conditions are often subjected to stigma, discrimination and human 

rights violations (WHO, 2025). 
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When considering South-Africa’s mental health statistics, it is almost inevitable that 

physiotherapists, like other members of the multidisciplinary team (MDT), will encounter patients 

with underlying MH problems, or MH disorders in clinical practice (Gyllensten et al., 2011). For 

physiotherapy students, this means managing patients with associated MI when doing their clinical 

rotations (Gunduza et al., 2023). Physiotherapists play a marked role in the management of patients 

presenting with MI, albeit as a comorbidity to a physical condition (Almirón et al., 2020). The 

scope of physiotherapy in MH includes highlighting the connection between a person’s mental and 

physical health needs, in addition to addressing human movement, function, physical activity and 

exercise. This service, in conjunction with psychotherapy and medication is essential in providing 

a holistic approach to patient management (Probst & Skjaerven, 2017).  

Physiotherapists working within the MH sector should therefore essentially have specific 

supplementary knowledge, with skills and attitudes to assess, support, treat and refer patients with 

MH problems effectively (Probst & Skjaerven., 2017). This is achieved by using both, physical 

and psychological orientated approaches. Evidence exists for the effectiveness of physical activity, 

against the development of depression. It shows that physiotherapy, as a complementary treatment 

in conjunction with conventional psychiatry treatment, is effective in the mental and physical 

health in patients with severe mental disorders (Scuch et al., 2019). Even so, physiotherapy is often 

one of the most underutilised health services within the MH sector (Probst & Skjaerven., 2017; 

Stubbs et al., 2014). This is unfortunate, as integrating physiotherapy in MH could lead to 

improved physical and mental health outcomes for patients suffering from MI (International 

Organisation of Physical Therapy in Mental Health, Policy statement, 2019). 
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 2.4 PHYSIOTHERAPY EDUCATION IN MENTAL HEALTH 

The Health Professions Council of South Africa (HPCSA) requires South African physiotherapy 

students to complete a four-year, full-time programme consisting of theoretical, practical, clinical 

and workplace based, components. For behavioural and MH content or exposure however, the 

HPCSA only requires students to be equipped at a knowledge level, with no practical component 

(HPCSA’s Minimum Standards for Training: Physiotherapy, 2023). Clinical rotations at mental 

healthcare institutions are therefore not a stringent requirement to be met for accreditation by the 

council. As physiotherapy plays an important role in the treatment of patients with MH problems, 

it is essential for physiotherapy students to receive sufficient training at undergraduate level, to 

adequately prepare them for the management of physiotherapy patients with MI (Probst & 

Skaerven., 2018). The lack of education and preparation of physiotherapy students, to engage with 

patients suffering from MI, has emerged as a common factor for less-positive attitudes towards 

patients with mental illnesses (Connaughton & Gibson 2013; Gyllensten et al., 2011; Hooblaul et 

al., 2020; Probst & Peuskens., 2010;). Some physiotherapy curricula displayed limited content in 

areas such as MH, resulting in physiotherapy students not being given sufficient opportunity to 

develop the necessary skills (Probst & Peuskens., 2010). Yildirim et al. (2015) suggest that 

institutions of higher education, which offer physiotherapy as an undergraduate programme, 

should include courses, lectures and clinical training for more efficacy in management of patients 

with MI, and improved student attitudes towards patients with MI. Gunduza et al. (2023) in a study 

done with physiotherapy students at a university in South Africa, echo this view, stating that the 

inclusion of MH in the physiotherapy curriculum would improve students’ knowledge and 

attitudes towards patients with MI, and assist in preparing them for future practice. 
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There are currently eight universities in South Africa offering physiotherapy undergraduate 

programmes, with the core emphasis of teaching primarily focused on physical health, and very 

limited focus on MH (Hooblaul et al., 2020). Hooblaul et al. (2020) conducted a mixed-method 

study with qualified physiotherapists working in the public sector of KwaZulu Natal (KZN), a 

province in South Africa. Although participants displayed a positive attitude towards MH and the 

management of patients with MI, they expressed the need for both theoretical and practical content 

in the undergraduate physiotherapy course, for improved management of patients presenting with 

MI. According to Gunduza et al. (2023) final year physiotherapy students at a university in South 

Africa showed positive attitudes towards patients with MI and a basic understanding of MH. These 

authors suggest the inclusion of MH in physiotherapy curricula (Gunduza et al., 2023). Similar 

findings were reported by Probst and Peuskens (2010) who found that students that engaged in 

MH courses displayed positive attitudes and better knowledge on MH.  

The need for the inclusion of MH content in undergraduate physiotherapy curricula has been 

recognised globally with the establishment of the International Organisation of Physical Therapy 

in Mental Health (IOPTMH) in 2011. This group consists of thirty-two member organisations 

representing different countries, South Africa being one of them. One of the IOPTMH’s objectives 

is to encourage improved standards and consistency of practice in MH care by physiotherapists. 

An educational standards document was released by this organisation in 2020, which describes the 

minimal requirements of MH courses for physiotherapy training. This document is available on 

the IOPTMH’s website and could serve as a guideline for tertiary institutions who are interested 

in developing country specific MH content for their respective curricula. This study aims to 

explore physiotherapy students’ perceptions regarding the management of patients with underlying 

MI in clinical practice. 
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2.5 STUDENT ATTITUDES TOWARDS PATIENTS WITH MENTAL ILLNESS 

Studies have been done to explore the attitudes of healthcare students towards people with MI. 

Attitude is defined as a set of emotions, beliefs and behaviours toward a particular object, person, 

thing, or event (Cherry, 2022). Dandridge et al. (2014) reported that students’ attitudes are often 

informed by the lack of knowledge on how to respond in situations when confronted with patients 

with MI. Furthermore, these authors found that students fear saying or doing the wrong thing, 

which could negatively impact patients with MI. These students expressed their limited knowledge 

of MH conditions as the underlying reason for their fears (Dandridge et al., 2014). In a quantitative 

study of Flemish physiotherapy students, it was found that students displayed moderately 

favourable attitudes where they had prior experience with MI in clinical practice (Probst & 

Peuskens, 2010). They did, however, find that a lack of knowledge is often associated with more 

negative attitudes, and suggest that a fundamental aim of physiotherapy education should be the 

promotion of more positive attitudes towards patients with MI. It is therefore recommended that 

physiotherapy curricula include a MH component (Gunduza et al., 2023; Probst & Peuskens, 

2010). 

Similarly, students from the University of Notre Dame in Australia displayed mostly positive 

attitudes towards psychiatry and MH problems (Connaughton & Gibson, 2013). These authors 

found that students who have been exposed to clinical practice have a more positive attitude, as 

they could be accessing more information through observing their clinicians during clinical 

sessions. They also noted a higher positive attitude among female students as compared to the 

males (Connaughton & Gibson, 2013). Yildirim et al. (2015) had similar findings, as female 

physiotherapy students from their study also displayed more positive attitudes in comparison to 

their male counterparts. In addition, they found an increased positive attitude in physiotherapy 
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students who had exposure to family members with MI, or where the students themselves received 

psychological consultations for a MI (Yildirim et al., 2015).  

 

2.6 STIGMA AND ITS INFLUENCE ON THE MANAGEMENT OF PATIENTS WITH 

UNDERLYING MENTAL ILLNESS  

 

Stigma is defined as a mark of disgrace or discredit, which sets a person aside from others (Byrne, 

2000). Public stigma has been identified as the most prominent form observed in mental health, as 

it represents the prejudice and discrimination directed at a group by the larger population (Corrigan 

& Rao, 2012). Stigmatisation is still a factor affecting attitudes towards MI, even amongst 

healthcare professionals. Stigmatising attitudes have been found to impact the help-seeking 

behaviour of patients and healthcare providers and also has an effect on the quality of care that is 

provided (Knaak et al., 2017). Research by Henderson et al. (2013) indicates that patients with MI 

and substance abuse disorders often receive lower quality of care for other illnesses such as 

cardiovascular disease, diabetes, HIV and hepatitis as compared to people without MI. These 

experiences of stigma could increase the patient’s feelings of rejection and incompetence, and 

could have a detrimental effect on participating in ongoing treatment. This is a concerning barrier 

which could influence general health outcomes (Knaak et al., 2017; Sickel et al., 2014). 

Stigmatisation can also result in the inaccurate assertion that patients with MI are physically 

dangerous, violent, unpredictable, incompetent and less trustworthy (Dinos, 2004; Ma & Hsieh, 

2020). This could manifest in a sense of fear among the physiotherapy students should a patient 

display characteristics of anger, aggression or violence towards other patients, colleagues, or even 

themselves (Dandridge et al., 2014). As members of the general public, healthcare students 

entering the clinical field might share in the public stigma, rooted in our psychosocial system. 
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Stigma developed since childhood has been found to have a profound effect on attitudes towards 

patients with MI (Ma & Hsieh, 2020). Kaushik et al. (2016) describes this behaviour as 

perpetuating a negative cycle. Children who are exposed to stigmatising attitudes growing up, tend 

to adopt these views from their society and project this onto others. These views then become long 

term, negative attitudes that are carried into adulthood. Should these individuals find themselves 

in the healthcare profession, the stigma learnt in childhood might inform the management of their 

patients with MI in practice. 

 

2.7 CONCEPTUAL FRAMEWORK 

 

In this study, the International Classification of Functioning, Disability and Health (ICF) is used 

as a conceptual framework to guide the interpretation of the findings. Although the ICF is widely 

recognised as a classification system, it can also serve as a conceptual lens through which 

experiences of health, disability, and participation can be understood within specific contexts. The 

ICF outlines four key components – body functions and structures, activities, participation, and 

contextual factors – that interact to shape how individuals experience health and functioning 

(WHO, 2001). 

For the purposes of this study, the contextual factors of the ICF formed the primary lens through 

which the results were analysed. These contextual factors include both environmental factors (such 

as organisational dynamics, teaching structures, clinical placement contexts, and interpersonal 

support networks) and personal factors (such as beliefs, attitudes and prior experiences). While the 

broader ICF framework acknowledges the interaction of all four components, this study 

specifically focused on the contextual domain because the aim was to explore physiotherapy 
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students’ experiences when managing patients with associated or underlying MH conditions in 

clinical settings. 

By looking at the results through the contextual components of the ICF, this study highlights the 

barriers and facilitators that shaped students’ perceptions and perceived preparedness when 

treating patients presenting with MI. Using the contextual factors as a conceptual lens allowed the 

researcher to identify how factors external to the students (e.g., clinical exposure, curricular 

instruction, institutional culture) and internal to the students (e.g., self-efficacy, personal 

experiences, prior knowledge) influenced their clinical approach and professional development in 

this context. The diagram below illustrates this interaction through the International Classification 

of Functioning, Disability and Health (ICF) framework. 

 

 

 
FIGURE 2.1 THE ICF (WHO, 2002)  
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2.7 CONCLUSION 

 

Although physiotherapy in MH is recognised as an emerging specialty, physiotherapists frequently 

encounter patients who present with co-existing mental and physical health conditions during 

routine clinical practice. This means that, even outside dedicated psychiatric settings, 

physiotherapists are already engaging with MH needs as part of holistic patient management. 

However, the lack of formalised MH training and limited integration of MH content within 

undergraduate physiotherapy curricula may undermine students’ preparedness and confidence in 

these encounters. Therefore, continued research is essential to better understand the role of 

physiotherapists in mental health care, to explore how students and clinicians approach patients 

with MI, and to inform curriculum development that supports more comprehensive, patient-

centred practice.  
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CHAPTER 3: METHODOLOGY 

 

3.1 INTRODUCTION TO THE CHAPTER 

 

In this chapter, the researcher provides a detailed description of the methodology for this study. 

This includes the research approach and design selected for this study, the research setting, the 

study population and sampling, the method of data collection, as well as the approach taken for 

the analysis of the data. It describes how the strategies of credibility, transferability, dependability 

and conformability were employed to enhance trustworthiness of the study, as well as the ethical 

considerations that guided the data collection process. 

 

3.2 RESEARCH APPROACH AND DESIGN 

 

The study comprised a qualitative approach with an explorative, descriptive design. A qualitative 

approach was deemed suitable for this study as it allows for the investigation into complex 

situations, and enables the study population to freely express personal experiences, interpretations 

and attitudes. It also explores the why, how, or what they were thinking, feeling or experiencing 

at a specific time. The above produces deeper insights into these perceptions and behaviours, 

which could be difficult to quantify (Tenny et al., 2022). This type of research is typically 

conducted by using interviews, focus groups or observation, and provides an in-depth 

understanding on a topic that there might be little research available on. By using open-ended 

questions, as allowed in qualitative research, participants were able to express their perceptions on 

the topic without restriction. Although an interview guide (Addendum A) of prepared questions 

was used, participants had the freedom to expand on their views and alter the direction of the 
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interview. The above approach allowed for the inclusion of new ideas, which exhibits the ability 

to add value to the research study. 

An exploratory design was considered appropriate, as this type of research involves an 

understanding of the underlying reasons, as well as motivations for actions. It examines the unique 

interpretation of individuals’ experiences and provides the researcher with insights into the nature 

of a problem and how the other person might perceive it (De Jonckheere & Vaughn, 2019).  

  

3.3 RESEARCH SETTING   

 

The study was conducted at the Department of Physiotherapy at the University of the Western 

Cape (UWC). The Physiotherapy Department forms a part of the Faculty of Community and 

Health Sciences (CHS) and is situated in the Bellville Central Business District (CBD). The 

University College of the Western Cape was first established as a constituent college in 1959, only 

gaining university status in 1970, enabling the institution to award its own degrees and diplomas, 

and to officially be referred to, and recognised as the University of the Western Cape. Renowned 

as a research-led institution, UWC has always been committed to building a more equitable and 

dynamic society, whilst continuing to empower and uphold its community, in advancement of the 

common good. Today, the university has seven faculties, including the CHS faculty. The CHS 

faculty has ten different departments and operates on a dual campus basis, with the physiotherapy, 

occupational therapy, nursing, natural medicine and community development departments located 

in the Bellville CBD, while the social work, sport recreation and exercise science, psychology, 

dietetics and public health departments are based on the main campus. 
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3.4 POPULATION AND SAMPLING  

 

The target population for this study included all fourth-year physiotherapy students, registered (in 

their fourth year of study) in 2023 and 2024 respectively, at UWC (N=143). The participants were 

recruited via email, based on their clinical exposure and experience during their third and fourth 

year of study. Permission to email the students was obtained from the Head of the Physiotherapy 

Department.  These participants would likely have encountered patients with underlying MI during 

their clinical rotations. This study population was also able to provide valuable insight into the 

mostly theoretical component taught in the first and second year of the undergraduate 

physiotherapy programme. 

 

The researcher utilised a total population sampling, a type of purposive sampling method where 

the entire population with common characteristics were invited to participate in the study (Lund 

Research, 2012). This means that all 143 students were invited via email to participate in the study, 

as they all had spent the same amount of time in clinical practice and would therefore likely have 

encountered patients with MI in the clinical platform. The final sample size of 16 participants was 

determined by the number of students who consented to participate. Despite the final sample size, 

data collection continued until data saturation was reached, ensuring comprehensive coverage of 

the topic.  Inclusion criteria: All final year physiotherapy students at UWC who have completed 

at least two clinical rotations in their fourth year in addition to their third year clinical experience. 

Exclusion criteria: All first, second and third year physiotherapy students at UWC due to their 

lack of clinical experience.   
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3.5  DATA COLLECTION PROCEDURE 

 

Ethics clearance (HS23/9/4) and permission to conduct this study was obtained from HSSREC of 

the UWC (Addendum B). The entire study population (N=143) was invited via email to participate 

in either audiotaped face-to-face, or video-recorded online, individual interviews conducted by the 

researcher. The entire study population was provided with an information sheet (Addendum C), 

which outlined the purpose of the study, expectations of the participants, as well as a consent form 

(Addendum D). Sixteen students consented to participating in the study. Printed consent forms 

were provided to participants who consented to the face to face (in-person) interviews, and 

electronic copies of the consent form were circulated to participants who consented to the online 

interview. Participants were required to sign all consent forms prior to interviews. Mutually 

convenient dates and time for interviews between the researcher and participants were determined. 

Due to scheduling conflicts with classes and student clinical rotations, both face-to-face, and online 

interview options were provided. Google-meet was selected as an appropriate platform for the 

interviews, as it was familiar to the participants and the researcher and has a recording option. 

For the purpose of this study, in- depth individual interviews using a semi-structured interview 

guide were used to collect data. Interviews are known to be more engaging, conversational, 

relaxing, and more freedom is allowed in navigating the questioning and responses, instead of 

strict abidance by a standardised list of closed-ended questions (Adams, 2015). As this study was 

bound to tread, thus far, unchartered territory with its intended target population, respondents 

might not have been inclined to candidly express themselves in a focus group with peers. In 

consideration of the above, interviews were conducted on a one-on-one basis. Given the potentially 

sensitive nature of the topic, provision was made for the participants to contact the Centre for 
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Student Support Services (CSSS) for support, if required. The open-ended question approach left 

room for unknown, yet crucial issues to be exposed and also provided the interviewer with 

maximum scope to identify and pursue useful leads to further explore these issues (Adeoye-

Olatunde & Olenik, 2021).   

Online interviews were conducted with 12 participants. Four participants selected to have their 

camera on during the interview, and this afforded the researcher the opportunity to make field 

notes on their body language and facial expressions whilst answering questions. Eight of the 

participants chose to have their cameras off. Four face-to-face interviews took place at UWC’s 

Bellville Medical Campus in the research supervisor’s office, a quiet and private space, familiar 

to the participants. Participants consented to the interviews being audio-recorded for record-

keeping purposes.  All interviews lasted between 25 to 45 minutes. One participant requested to 

use both English and Afrikaans, to better express certain ideas. The participant was interviewed in 

English, however at some instances expressed responses in Afrikaans. Afrikaans responses and 

quotes were translated into English by the researcher whilst used in the results of the study. The 

researcher is bilingual, with strong proficiency in Afrikaans, and was therefore able to complete 

the translation independently and accurately by listening to the audio several times. Backward 

translation was not done. During the interview, follow up questions were asked, based on the 

participants’ responses. This allowed for new information, relevant topics to be broached by the 

participant, or clarity for the researcher. During the interviews, the researcher took field notes, 

observing the participants’ body language, facial expressions and any other signs of discomfort, 

for record keeping. The tone of the interviews was conversational and relaxed and follow up 

questions and other related topics were discussed. The interviews were concluded when no further 
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relevant data was communicated by the participants, and they were satisfied that they had relayed 

all pertinent information.   

The researcher can thus conclude that interviews, both virtual and face-to-face combined, were 

conducted until data saturation was reached. Data saturation refers to the point where sufficient 

information has been derived for the study to be replicated, no further new information is 

forthcoming, and when further coding is no longer feasible (Fusch & Ness, 2015). 

 

3.5.1 INSTRUMENTATION 

A semi-structured interview guide was utilised to address the objectives of the study, and to collect 

the data required. As this study was bound to tread, thus far, unchartered territory with its intended 

target population, respondents might not have been inclined to candidly express themselves in a 

focus group with peers. In consideration of the above, interviews were conducted on a one-on-one 

basis. The interview questions were informed by literature on the topic, and were further discussed 

with the research supervisors, for ratification in alignment with objectives of the study. In addition, 

a previously published questionnaire, the ATP-30 (Attitudes Towards Psychiatry-30 items) by 

Burra et al. (1982) was also used as a point of reference for relevant questions (Addendum E). This 

questionnaire by Burra et al. (1982) explored the attitudes of medical students towards patients 

with mental illness. The semi-structured interview guide included questions relating to students’ 

knowledge, attitudes and experiences with patients presenting with MI. In order to provide a 

profile of the participants, their age and sex were included in the initial phase of the interview.  
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Pilot of the instrument:  A pilot study was conducted by the researcher to assess if the instrument’s 

questions are in alignment with the objectives of the study. The criteria for recruiting the pilot 

participant were based on the successful completion of the theoretical and clinical components of 

the third year of study. The pilot participant was, similar to the rest of the study participants, 

recruited via email with permission from the head of the physiotherapy department. Moreover, the 

pilot was employed to assess clarity of the questions, and to determine the time required to 

complete one interview. All questions were found to be clear and understandable, and the interview 

took 45 minutes. Pilot interview data was not included in the data analysed for the study, as the 

pilot participant had only completed their third year of study. Including the above would have 

contrasted with other participants who have all completed their third year of study, as well as a 

minimum of two clinical rotations in their fourth year. 

3.6 DATA ANALYSIS  

 

All interviews were audio-recorded with participants’ consent and transcribed verbatim. Otter.ai, 

an artificial intelligence–based transcription tool, was used to generate the initial transcripts. Each 

transcript was then reviewed and cross-checked carefully against the audio recordings to ensure 

accuracy. Any unclear words, phrases, or transcription errors were corrected manually. Once the 

transcripts were verified, all identifying information was removed to ensure anonymity before they 

were imported into the qualitative analysis software for coding and thematic interpretation. The 

data was then analysed using Braun and Clarke’s six-phase thematic analysis approach (Braun & 

Clarke, 2019) namely: i) familiarisation of data, ii) generation of codes, iii) combining codes into 

themes, iv) reviewing themes, v) determining the significance of themes, and vi) reporting of 

findings. The researcher utilised manual coding, leveraging Microsoft Word as a tool. Manual 
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coding was deemed more appropriate for this study as it enables deeper engagement with the data, 

allowing subtle contextual and cultural meanings to be recognised, and supporting the 

identification of patterns not originally anticipated in the study that automated systems might not 

pick up on (Shahid, 2025). Each phase will be described in detail in the paragraphs to follow. 

Phase one: Familiarisation with the data:  

The researcher immersed herself in the data, a crucial first step in qualitative research analysis. 

This was achieved by listening to the audio recordings and meticulously reading through each 

transcript numerous times once it was transcribed verbatim by the researcher. The researcher 

gained a sense of the overall content and started observing, notifying and recognising recurring 

ideas and patterns. For ease of reading, each transcript was tabulated.   

Phase two: Generating codes:  

For this study, the researcher made use of inductive coding, a process through which codes develop 

in the course of the analysis (Bingham, 2023). The researcher attached codes to segments of data 

and used Microsoft Word to tabulate participants’ responses. The codes were then recorded 

according to each data segment. This process was closely guided by the research supervisors who 

confirmed the codes. 

The highlighted notes on recurring ideas identified in phase one, were carefully and systematically 

combed through, whilst simultaneously and continuously referring back to each data segment to 

verify and compare information. Recurring, relevant, similar and related ideas were distinguished 

as initial codes. Once the initial codes were identified, the researcher concluded the coding process 

by developing final codes. Where initial codes displayed similar patterns and core ideas, they were 
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colour-coordinated to start developing the final codes. As thematic analysis allows for codes to be 

fluid, the researcher could remove, assign and re-assign final codes by the grouping and regrouping 

of the initial codes, and also referring back to each data segment to confirm. This process was 

facilitated by the semantic nature of the coding. Braun and Clarke (2006) describe the semantic 

approach of coding as identifying themes within the explicit or surface meanings of the data, with 

the researcher focusing on only what a participant has said. 

Phase three: Creating themes:  

This phase entails creating and naming themes, by categorisation of the codes generated in phase 

two. Codes were reviewed and either merged, or removed where there were duplicates. 

The researcher examined the codes generated in phase two to collate codes with common ideas, to 

form and name initial themes. These were once again colour-coded for ease of reference. Once the 

codes were refined, the researcher consulted the codes and the data to define the initial themes.   

Phase four: Reviewing themes:  

Once these initial themes were devised, phase four commenced. Here the researcher further 

reviewed and refined themes, leading to the formation of sub-themes.  

The reviewing process included evaluating the initial data, notes, initial codes, codes as well as the 

initial themes. This ensured a coherent pattern which links back to the relevant segments of data.  

Upon re-assessing this data, the researcher observed repetition of information pertaining to some 

codes and initial themes, noting that different theme names were assigned to these. Through 

referencing the raw data and codes, the researcher merged these themes and amended the names 

for clarity. Where themes contained similar insights but expressed differing, contrasting, or new 
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ideas altogether, they were logged as the subthemes to its related theme. In one instance, this 

process also resulted in a subtheme becoming a theme, as it lacked sufficient relevance under its 

initial theme, but contained substantial information that spoke directly to one of the objectives of 

the study. The researcher removed subthemes where it seemed excessive. The relevant data could 

be merged with a different subtheme, to more accurately reflect the participant’s opinion and 

specifically address the research question and study objectives. 

Phase five: Naming and defining each theme: 

In phase five, the researcher defined and named each theme, by clearly capturing what each entails, 

its essence, as well as significance of the theme. This step assisted the researcher in identifying 

prevalent key ideas of the data, by way of presenting the themes, and subthemes in a clear and 

concise manner.  

Phase six: Reporting on findings: 

In this final phase of the research analysis, the researcher compiled a comprehensive report on the 

findings according to the themes, sub-themes and relevant codes. Each theme was supported by 

corresponding codes. Quotations from the participants were included, to demonstrate that the 

themes were grounded in the data.  

 

3.7 TRUSTWORTHINESS 

According to Lincoln and Guba (1985) trustworthiness refers to the credibility, transferability, 

dependability and conformability of a research project. These four criteria serve as a framework 
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to evaluate the quality and rigour of qualitative research. The researcher used these criteria to 

ensure trustworthiness of this study.  

 

3.7.1 CREDIBILITY 

 

This concerns the extent to which the research findings are an accurate reflection of the 

participants’ experiences and perspectives (Shenton, 2004). Data was collected by means of doing 

semi-structured interviews with participants, which allowed for the gleaning of in-depth, detailed 

and person specific information. Some interviews were conducted in person, and others online. 

During the online interviews, some participants requested for their cameras to be off, hence field 

notes could not be captured on those particular participants’ behaviour. However, basic 

observational field notes were made about the participants who were interviewed in person, as well 

as those who consented to their interviews being video recorded. The researcher made notes about 

these participants' expressions, behaviour, and body language. No significant data was derived 

from these field notes. The interviews were conducted to the point of data saturation, with no 

further themes, patterns or insights emerging. The process was further enhanced by the utilisation 

of member checking. The researcher provided each participant with a copy of the interview 

transcript to review and verify the accuracy of the data. This process is referred to as member 

checking (McKim, 2023). The goal of member checking is to provide credibility to the data, and 

is commonly done through sending interview transcripts to some, or all the participants to confirm 

accuracy or provide feedback (Mckim, 2023). 
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3.7.2 TRANSFERABILITY 

 

In Shenton’s (2004) framework, transferability refers to the extent to which the findings of the 

study can be applied to other contexts or populations. A detailed report of the findings of the study 

was compiled. This included a detailed description of events leading up to data collection, 

participant recruitment process, total number of participants, and the method employed for the 

analysis of the data.  

 

3.7.3 DEPENDABILITY  

 

This pertains to the consistency of the research findings over time and across different researchers 

(Shenton, 2004). Dependability was ensured through the meticulous documentation of all the 

research procedures, analysis was achieved through precise and detailed documentation of the 

research procedures, analysis and interpretation. The researcher believes that this provided 

accurate contextual information. Process logs of all activities were kept, as well as decisions and 

aspects of the study, e.g., what to observe during interviews (Connely, 2016). This will allow for 

the study to be theoretically replicated by other researchers to generate consistent results.  

 

3.7.4 CONFIRMABILITY  

 

Confirmability is the extent to which the findings of the study are shaped by the biases of the 

researcher (Lincoln & Guba, 1985). To establish confirmability, the researcher leveraged 

reflexivity to identify, acknowledge and eliminate her own biases. Reflexivity involves thinking 

about how our thinking came to be, how pre-existing understandings are constantly being revised 
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in the light of new understandings and how this might influence the research (Symon & Cassel, 

2012). The researcher also cross-validated findings by sharing transcripts, field notes (where 

available) and audio recordings of interviews with the research supervisors. Through a process 

called peer examination, the researcher also discussed themes and theme development with both 

research supervisors. Peer examination assists the researcher in honestly presenting the findings 

and having peers (in this case the research supervisors) contribute deeper reflexive analysis 

(Anney, 2015). 

 

3.7 REFLEXIVITY 

 

Reflexivity, a crucial step in qualitative research, is a continuous process through which the 

researcher acknowledges and reflects on the ways in which their position may influence the 

research process and the interpretation of the data (Olmos-Vega et al., 2023). At the time of data 

collection, the researcher was a clinical educator at UWC and was therefore familiar with some of 

the participants. This dual role introduced potential power dynamics and prior assumptions. In 

recognising this, the researcher was intentional about ensuring that participation remained 

voluntary, clarifying that involvement in the study would not influence participants’ academic 

progression, evaluation, or clinical assessment in any way. Reflexivity informed the way 

interviews were conducted, with the researcher adopting a supportive and non-judgmental stance 

to promote participant comfort and emotional wellbeing. Confidentiality was prioritised, and 

identifying details were removed to protect participants’ privacy. Additionally, member checking 

and supervisory review were employed to reduce interpretive bias, ensuring that participant voices 

were represented accurately and respectfully. Through these reflexive and ethical practices, the 
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researcher aimed to uphold participant dignity, autonomy, and psychological safety throughout the 

study. 

 3.8 ETHICS STATEMENT 

 

The research proposal obtained approval via the Higher Degrees Committee, and ethical clearance 

and permission was obtained from the Humanities and Social Science Research Ethics Committee 

(HSSREC) of the University of the Western Cape. Permission to interview students was obtained 

from the Head of the Physiotherapy Department. All invitees participating in the study were 

provided with an information sheet clearly explaining the purpose of this study and a consent form. 

Participation in the study was voluntary, and participants could withdraw at any time without any 

consequences. Participants’ right to dignity, confidentiality and privacy was upheld. Participant 

information was kept confidential by refraining from mentioning any personal or identifying 

information during recording of interviews to ensure anonymity. Pseudonyms were used, and no 

identifying data was made available. All transcripts and digital recordings were coded for 

anonymity. The principles of the POPI Act N0. 4 of 2013 was followed to promote the protection 

of personal information processed by public and private bodies (Government Gazette South Africa, 

2013). Data was saved on a password protected cloud server, to which only the researcher and the 

research supervisors had access. Raw data will be kept for a minimum of five years following the 

conclusion of the study and made available to participants. Considering the sensitive nature of this 

study, participants were informed of available counselling through the Centre for Student Support 

Services (CSSS) should they feel negatively affected.  
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3.9 CONCLUSION 

 

This study employed a qualitative, explorative descriptive design to gain in-depth insights 

into the perspectives of participants. Data was collected through semi-structured interviews, 

allowing for rich, detailed accounts aligned with the study’s objectives. A pilot interview was 

conducted to refine the interview guide and ensure clarity. Ethical principles guided all stages 

of the research, with approval obtained from the relevant ethics committee and informed 

consent secured from all participants. Trustworthiness was ensured through strategies such as 

credibility, dependability, confirmability, and transferability. The researcher maintained 

reflexivity throughout the study to acknowledge and manage potential biases and enhance the 

study’s rigor and transparency.  
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CHAPTER 4: RESULTS 

4.1 INTRODUCTION TO THE CHAPTER 

In this chapter, the researcher discusses the results of the study. This section includes the 

demographic information of the participants, the findings demonstrated through themes, and 

subthemes gleaned from the data. Four themes and eight sub-themes emerged from this study. As 

discussed in chapter 2, the ICF was utilised as the means of result interpretation.  

 

4.2 DEMOGRAPHIC INFORMATION  

 

Fifteen final year physiotherapy students agreed to participate in the study, by means of interview 

(N=15). None of the participants were repeat students. All had completed a similar number of 

clinical rotations. The mean age of the participants was 22.8 ±1.32 years. The majority were 

females (73%, N=11). 

 

4.3 THEMES AND SUB-THEMES 

From the study, four themes and eight sub-themes developed. These are illustrated in the table 

below.  
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TABLE 4.1 THEMES AND SUBTHEMES  

 

The results of this study were interpreted using the contextual factors of the ICF, specifically the 

personal and environmental components. Although the ICF contains several domains, this study 

focused on the contextual factors because the aim was to explore the experiences, internal 

perspectives, and surrounding influences that shape physiotherapy students’ approach to managing 

patients with MI. These contextual factors provide a useful lens to understand how students’ 

knowledge, beliefs, learning environments, personal experiences, stigma and clinical experiences 

act as either a barrier or a facilitator in their engagement with patients presenting with MI. In the 

framework, the first theme, knowledge and understanding can be contextualised as personal factors 

as it reflects the students’ beliefs, attitudes, and prior learning. The second theme, factors that 

influence students’ management of patients with MI, is understood within the framework as an 

environmental factor. The third theme, preparation for the management of patients with MI could 

be seen in the context of the ICF as environmental, or personal factors. The final theme (four) 

Themes Sub-themes 

Knowledge and understanding of MI 1. Knowledge and depth of understanding of 
MI. 

2. Origins of participants’ knowledge and 
understanding of MI.  

Factors that influence students’ management of patients 
with MI 

1. Personal experiences with MI. 
2. Clinical exposure to patients with MI. 
3. The impact of stigma. 

Preparation of students for the management of patients 
with MI in clinical practice 

1. Preparation of students for the clinical 
platform. 

2. Theoretical content covered in the 
undergraduate curriculum.  

3. Ethics in the physiotherapy management of 
patients with MI.  

Role of the Physiotherapist in MH and MI  
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contextualised the role of the physiotherapist in MH and MI, as either personal or environmental 

factors. The themes which emerged from this study, as seen through the contextual factors of the 

ICF, can therefore be seen as factors that could either facilitate or hinder students’ approach to 

managing a patient with MI. 

 

4.3.1 THEME 1: KNOWLEDGE AND UNDERSTANDING OF MI 

 

The overarching theme of knowledge and understanding of MI, highlights participants’ personal 

knowledge of MI and the influences that shaped their perceptions. Their knowledge varied 

significantly in depth and breadth, shaped by factors such as personal experiences, exposure to 

family members with MI, high school Life Orientation (LO) classes, and self-directed learning 

from sources like social media. Two sub themes developed: i) Knowledge and depth of 

understanding of MI, and ii) Origins of participants’ knowledge and understanding of MI. 

 

4.3.1.1.  SUBTHEME 1: KNOWLEDGE AND DEPTH OF UNDERSTANDING OF MI 

 

Participants expressed varying degrees of knowledge and understanding about MI, which was 

associated with both congenital and acquired causes. Some participants attributed MI to factors 

like substance abuse, hormonal imbalances, or brain structure impairments. Others linked MI to 

changes in mood, social interactions, and cognitive functioning. 

 

“What I, what I know about mental illnesses is that people some people are born with it, 

some acquire it from substance abuse, so they are brain structures. So, people with mental 

illness, they are not aware of what they're doing, they're in and out of awareness, if I can 
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put it like that. Their actions, so they do things, because the pressure, they're being 

controlled by their brain.” (Participant A) 

“So, in terms of what I know about mental illness, I just know it's a broad term for any 

change that occurs. Could be in someone's mood with regards to their social interactions, 

their cognitive ability and state. So, any change in that, that could be as a result of a 

pathology, or just imbalance of hormones. Yeah.” (Participant B) 

 

However, many participants noted that their knowledge and understanding of MH conditions was 

limited to common disorders such as depression and anxiety. 

 

“Um, so my understanding of mental illness, like the most common ones that I know, is like 

depression.” (Participant I) 

“In school, they teach us… what they teach us, the types of mental health, like they would 

speak about anxiety, and depression.” (Participant M) 

 

4.3.1.2 SUBTHEME 2: ORIGINS OF PARTICIPANTS’ KNOWLEDGE AND 

UNDERSTANDING OF MI  

 

Participants identified multiple sources of their knowledge about MI. These included personal 

experiences, observations of family members, high school LO classes, and university-level 

psychology modules. Many participants also engaged in independent learning through social 

media, podcasts, or online research. Some participants expressed that high school LO classes 

introduced them to the concept of MI, although the content was often described as superficial. 
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“So, the first time I learned about mental illness was in high school, 2018 during our LO 

(Life Orientation) classes, but then they didn't go into depth about what mental illness is 

actually, and what causes mental illness. And then in first year, we had a module, 

psychology. That's where I learned more about mental illness and how it affects people. I 

also learned about it, on, on podcasts, and also on Miss SA (South Africa) 2021. Because 

her thing was based on mental illness and how it affects the society. So, I was quite 

intrigued and wanted to know more. So, I googled more about mental illness, what causes 

it.” (Participant N) 

“I think the first time I learned about it was in grade 11, during the Life Orientation classes. 

So, we were being taught different kinds of mental illnesses that people might be suffering 

from, and how they present, right. So that's the first time I learned about mental illnesses 

in a professional setting. But in a personal setting, it's a matter of, you know, because I 

have a family member of mine that has a mental illness.” (Participant L) 

“In school, like in high school they did say, but it was just like, vague, not deep information. 

Yeah.” (Participant K) 

 

Other participants shared that what they learned in university was limited to one module, which 

they would complete and forget about. They also reported that the curriculum often placed limited 

emphasis on MH in comparison to other aspects of physiotherapy. 

 

“But where you learn about other mental health illnesses is just like one module that you 

learn, you passed and then you sort of forgot everything after that. And only when you go 

into third year and fourth year, we actually go into the hospitals, that's when you realise 
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how important that is. But I think in third year and fourth year before going to clinical 

practice, that it's not sort of spoken about, because people don't really expect things like, 

it's more focused on like orthopaedic than sort of that, but mental health is sort of like a 

grey area that I feel like, as students we have taken upon ourselves to do further research.” 

(Participant O) 

Participants also highlighted how personal experiences with MI shaped their understanding, both 

through their own struggles and interactions with others. These experiences often motivated them 

to seek a deeper understanding of mental health. 

 

“When I started seeing a psychologist, I like, I only, I only had information that I thought 

I knew. But then having a session with her, like, gave me an idea of what mental health 

was.” (Participant K) 

“I don't know if this is too personal, but I self, dealt with depression growing up. Like from 

a young age, like from 12 years old, I've dealt with that. So, for me it was mostly just being 

in a state of like, and not understanding of why I was so unhappy and mostly also like, we 

I came to a state where I didn't want to be alive anymore. That is only from my personal 

view. And I knew also going into high school, that's when I was exposed to other people 

who are also in that mindset, but they were almost like harming themselves as well. Yeah, 

with self-destructive behaviours. I also kind of fell into that type of behaviour pattern.” 

(Participant I) 

 

 

https://uwcscholar.uwc.ac.za/home



54 
 

4.3.2 THEME 2: FACTORS THAT INFLUENCE STUDENTS’ MANAGEMENT OF 

PATIENTS WITH MI  

 

In this section, the researcher highlights students’ personal experiences with MI, and explore how 

these experiences can act as either facilitators, or barriers in managing patients with MI. 

Participants identified several factors influencing their management of patients with MI in clinical 

practice. Three sub themes developed: i) Personal experiences with MI, ii) Clinical exposure to 

patients with MI, and iii)   The impact of stigma. 

 

4.3.2.1 SUBTHEME 1: PERSONAL EXPERIENCE WITH MI  

Participants revealed that personal experiences with MH could shape their ability to manage 

patients with MI, resulting in both negative and positive outcomes. They also outlined their 

challenges and fears faced with, when treating patients with MI. Several participants noted that 

unresolved personal MH struggles could hinder their ability to effectively manage patients with 

MI. They emphasised the importance of understanding and managing their own MH challenges, 

before addressing those of patients. The quote below demonstrates this. 

 

“So, if I'm not understanding my own mental issues, and how to deal with my mental issues, 

I don't think I'm fully equipped to go help someone else. And that's why I think it's important 

to first, you know, understand how this thing feels for me.” (Participant M) 

 

For others, unresolved MH conditions, such as anxiety, were perceived as potential triggers when 

dealing with patients experiencing similar conditions. 
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“Anxiety, also, because I think I also have like, anxiety issues. So, I feel like if I were to 

treat you and you also suffered from anxiety, it would not, it would trigger me as well.” 

(Participant J) 

 

Participants also highlighted the importance of receiving adequate support for their own MH 

issues. 

 

“So, if their diagnosis is managed, then I feel like they will be able to treat a patient with 

a mental health issue, rather than a student who is not managing their mental diagnosis. 

Now here comes this clash, you have your mental diagnosis, I have my mental diagnosis. 

So, I feel like that is not something good. Good can’t come out of that.” (Participant A) 

 

A participant shared how past trauma, such as sexual assault, influenced their interactions with 

certain patients, particularly male patients presenting with MI. 

 

“It's something that I'm adjusting to, but it's taking quite a long time. Especially when it 

comes to males. If it's a male client or patient presenting with those, I most definitely would 

feel intimidated because I've been raped before. So, if someone is going to be verbally 

aggressive or a male specifically, the first instinct in my mind is that this person is going 

to rape me.” (Participant M) 
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Conversely, some participants felt that their personal experiences with MI enabled them to develop 

greater empathy, patience, and understanding when managing patients. They highlighted the value 

of being able to relate to what patients are experiencing. 

 

“Like if the student is managing their mental issue, it would make the student more 

empathetic with the patient, because they understand. It might even help the patient to open 

up more. It can create some kind of bond and make the patient more open to them.” 

(Participant A) 

 

Participants also discussed how shared experiences could foster mutual learning and connection. 

“Where, when you’re going through something similar yourself, you can tell the patient 

that and share what works for you, and he can tell you what works for him. You can only 

be of help to one another. I don’t believe I would be dismissive of a patient going through 

depression. I definitely feel a connection.” (Participant E) 

 

Furthermore, personal experience with MI was seen as contributing to a deeper level of patience 

and understanding. 

 

“I think it contributes to the feeling empathetic part, in that I am a bit more patient with 

my patients compared to maybe other students. You can see that there's a different level of 

understanding.” (Participant F) 

“I like to think it’s kind of positive, because I understand what you’re going through in a 

way, so that it’s easy to be sympathetic towards the patients.” (Participant J) 
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4.3.2.2 SUBTHEME 2: CLINICAL EXPOSURE TO PATIENTS WITH MI 

 

This sub theme unpacks participants' experiences with patients presenting with MI during clinical 

practice. Participants described patient encounters as educational, challenging, and sometimes 

frightening. Student responses to these situations varied, leading to both positive and negative 

outcomes for themselves, as well as the patients.  Some participants shared instances where they 

approached patients with MI thoughtfully, demonstrating patience, empathy, and an ability to 

adapt. These efforts often resulted in positive outcomes for both the patient and the student, as they 

transformed these situations into valuable learning opportunities. One participant outlined how 

spending extra time with a suicidal patient helped build rapport, and improve the patient’s mood. 

“But it was one of my patients that committed, well she wanted to commit suicide. So, she 

was in severe depression. And what I noticed was that she was sort of in a room by herself, 

and she was sort of just neglected by everybody. And, obviously, the nurses would come in, 

but she was a patient that took a bit longer to get the conversation going. So, there was 

that. So, with that I just sort of felt that my approach has to be steady. And oftentimes our 

time is limited in clinical practice. But with her, I just gave an extra five or 10 minutes, just 

to be in the room, that she's got the company. And after a while, she started being more 

cheery and things like that, I think just the approach, right? It’s a bit, slightly a bit 

different.” (Participant O) 

 

Another participant emphasised the importance of listening and being patient with MI patients, 

which often led to meaningful connections and positive feedback. 
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“But I had treated one or two patients that have diagnosed depression. But them as people 

specifically, they didn't really see it. I would say like your stereotypical people that may 

have mental illness. It was them as people, it was a bit easier for me to connect with them. 

And they would also always tell me that, like me as a person in general, I'm very patient 

and I listen. And sometimes that is just what those patients need. Like they just need 

someone to listen to them. Someone who's not biased, like a family member or friend, 

someone to listen to them. And then they would say like, they really enjoy the session with 

me or whatever.” (Participant F) 

 

Participants also recounted how creative and compassionate approaches helped manage 

challenging situations. 

 

“And the other person was actually a retired teacher. Worked with little children for 40 

years. And she’s delirious. So, for her, it was, don’t be dismissive towards her, but 

accommodate her. In the sense of, she would ask, where are the little children? And that 

was her motivation. So, she stopped the session, to ask me where the little children were. 

And I just had to tell her, ‘come ma’am, the kids are here. There they are. Just to get her 

to mobilise, because she has to mobilise, you understand. So that’s what I mean. Sometimes 

you just need to be able to sum up the situation and differentiate what type of treatment 

you will be giving and how to. But I think the most important thing is; take charge, you as 

the student or physio or clinician. Take charge and trust that you have the best, the patient’s 

best interest at heart. You’re doing it for the patient, so do whatever it takes, to take care 

of his interests.” (Participant E) 
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For many participants, encounters with MI patients were daunting. Lack of experience often left 

them feeling unprepared to manage difficult situations effectively. A number of students were 

uncertain about how to address the situation when patients became uncooperative or aggressive, 

which sometimes led to escalation. 

 

“Like, it's like, okay, well, my third year, I clearly remember there was a lady who I was 

treating. And she, I'm not sure I honestly can't remember what mental illness but it was 

almost like a bit of delirium. She didn’t understand why she was there, and I found it very 

difficult to treat her. I also didn't have enough background on treating like, like, how do 

you treat the patient like that? I ended up just giving in to her wishes. Because I found 

myself also just giving into her wishes, because I was like, okay, she's the patient let me 

just do what she wants like, taking outside, even though as soon as I took outside, she 

wanted to go back in. I didn't know how to handle it like, especially as a student, right? I 

found it very difficult treating her.” (Participant I) 

 

Others participants recounted moments where their actions unintentionally triggered patients’ 

symptoms, resulting in emotional outbursts or physical altercations. 

 

“I saw a lady with, with PTSD. And I didn't know and because I wasn't equipped enough 

with assessing or noticing things around mental health. I couldn't really pick up that she 

was suffering from it. And I forgot to ask, and it came to a point where I was, I. She came 

with for lower back pain. And I asked her to roll, and she almost kind of rolled. I was, I 
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was, I'm very jumpy, so she almost rolled off the plinth and I grabbed her to stop her from 

rolling and that triggered something in her. She started crying and I had to call the 

clinician and I asked her to come. So that was my first experience didn't know what to do. 

I was stressing, did I do something wrong? What's happening? Yeah, and my second 

experience was in fourth year, where I've seen a guy who has schizophrenia, and he tried 

to, he tried to hurt himself by jumping off a building, and he broke everything. And I was 

really scared of. Do I, do I ask him what happened? Do I? Where do I stop in my subjective? 

What do I avoid asking? Like can I motivate him to do more, will I trigger something if I 

put a little pressure on him, to him to just to, to motivate that?” (Participant G) 

“Yes, once last year, but it wasn't really my patient. I was treating a patient in the next 

cubicle and then they wanted something you know, I was busy with another patient and 

just out of nowhere, they hit me. I just stood there and I just, I was shocked and then while 

I was just there, after just there, I was taking in what just happened, you know, just a nurse, 

one of the nursing staff came. If maybe it was informed about the patient, right? Because 

he didn't just hit me. He wanted something. But I couldn't. I ignored him because I was 

busy with another patient. And then if I had known, maybe I would have paid attention to 

what he wanted at the time.” (Participant J) 

 

Participants also described encounters with violent or unpredictable behaviour, which heightened 

their fear and uncertainty: 

 

“I introduced myself he didn't answer me. So, I explained today, this is what I'm gonna 

do. He didn't answer me. I asked the nurses. What is wrong, the nurses are so nonchalant 
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about it ‘no he is like that sometimes just need to try and talk to him'. Went in again to 

talk to him. And then he pushed me. Like, while because he was sitting like this. I wanted 

to auscultate him. He pushed me. The curtains are closed down. And then I tried again, 

he pushed me again. Then I was starting to get mad. And why are you pushing me 

because I'm trying to help you. You should be allowing me to help you. And then he 

started, there were things on top of his bed, he started throwing things all over the place. 

And then he drew the curtain because he was talking, but you couldn't make sense of 

what he was saying. And then he pushed me and I bumped into those shelves next to the 

bed. I was so scared because I'm thinking of what would have happened if it was a 

hospital where you take a patient into a separate room?” (Participant L) 

 

Some participants expressed a fear of unintentionally causing harm to patients due to their lack of 

knowledge or experience. 

 

“There's like a sense of either saying or doing something wrong. And I just have that fear 

of, I don't want to push you to the edge or do something that might harm you further, or 

come off like. Yeah, I just, I think helpless would be the right word on how I feel.” 

(Participant F) 

“Mostly the fear, I think the fear comes from a personal level, that you fear that you might, 

for example, someone that has anxiety or someone that has depression, you fear that you 

might say something to them, that might trigger them.” (Participant L) 
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4.3.2.3 SUBTHEME 3: THE IMPACT OF STIGMA  

Several participants reported growing up in communities and households where individuals with 

MI were stigmatised. Cultural and societal perceptions often frame people with MI as ‘mad’, 

‘emotionally unstable’, ‘bewitched’, or in need of prayer, or God. A number of participants 

acknowledged that these views initially influenced their perceptions of MI. However, as they 

acquired more knowledge through education, personal experiences, and exposure to information, 

they overcame these stigmatising beliefs. 

The participants demonstrated a deeper understanding of MI and showed compassionate attitudes 

and supportive behaviours toward individuals with MI, as illustrated by the following quotes. In 

addition, participants described how societal stigma shaped their initial attitudes toward mental 

illness. 

“I think my perception around mental illness was more, I can say, affected by stigma, like 

in society before you come to university, before you have knowledge about things. There 

is this stigma that says, like, mental illness, people are emotionally unstable, or they are 

unwell, so they’re just mad.” (Participant G) 

“So, you know, back home, people have this thing of ‘No, he is bewitched.’ So, I grew up 

with that thing of okay, people like that are bewitched. But as I got into high school, and I 

did my research, and I watched TV, I read a lot. I realised that it's not only witchcraft, 

people, they are born like that. But then people, due to lack of knowledge, they jump to 

witchcraft or call them mad. So, the knowledge that I have, it's from doing research, 

listening on TV. I've been to the university. That's where I learned from.” (Participant A) 

https://uwcscholar.uwc.ac.za/home



63 
 

“Because I used to be scared of people with mental illness and never wanted to associate 

myself with them. Because I believed somehow they posed a danger to my life when I 

didn't know any better.” (Participant N) 

Participants shared how their exposure to education, research, and first-hand experiences shifted 

their perceptions of MI. 

“I basically had a more negative attitude toward what mental health and mental illness is. 

Now, I would say my thoughts definitely changed because I've worked with a few people 

with mental illness. I've done research on certain things about it.” (Participant G) 

Certain participants demonstrated a more nuanced understanding of how stigma affects individuals 

with MI, and emphasised the importance of providing support to encourage those affected to seek 

help. 

“I feel like people with mental illness are very misunderstood, especially as, okay, my 

husband's family comes from a very, like, almost old school (mindset), so they don't 

understand the illness. So, like, his one cousin has bipolar disorder, but it is, ‘No, she 

needs to pray to God.’ And it's not like it's a real mental, like, it’s a real medical 

condition. Not a lot of understanding on people. And people are really quick to just brush 

off people with mental illness as, ‘No, they just need to find God again. They're not 

praying.’ They don't really try to understand. People aren't educated about it as well.” 

(Participant I) 

“Well, I feel that people with mental illness, they face a lot of stigma and discrimination, 

so they need to be handled with more care, especially in the healthcare system, right? 
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And I feel that apart from not having the strength to overcome the illness, they also face a 

difficulty in reaching out for help. So, they become more reluctant to get help because of 

their stigma and how they feel, how they may present to society, and they feel like maybe 

something's wrong with them, and they tend to deal with these battles themselves instead 

of reaching out for help. So, I think that a major concern about people with this mental 

illness is the first step about reaching out, so they, I feel like they're just scared, 

inevitably scared.” (Participant C) 

 

4.3.3 THEME 3: PREPARATION OF STUDENTS FOR THE MANAGEMENT OF 

PATIENTS WITH MI IN CLINICAL PRACTICE  

Participants highlighted a significant gap in the curricular instruction related to MH within the 

undergraduate physiotherapy programme. Several participants reported that psychology modules 

taught during the first and second years were insufficient, especially in preparing them for the 

management of patients with MI in clinical practice. Theoretical concepts often failed to 

demonstrate their application in physiotherapy practice. While some participants found the 

theoretical content beneficial, they expressed a strong desire for more practical instruction to 

bridge the gap between classroom knowledge and clinical application. Three sub themes were 

identified during the data analysis namely i) Preparation of students for the clinical platform, ii) 

Theoretical content covered in the undergraduate curriculum, and iii) Ethics in the physiotherapy 

management of patients with MI. 
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4.3.3.1. SUBTHEME 1: PREPARATION OF STUDENTS FOR THE CLINICAL 

PLATFORM 

Participants expressed that the lack of practical instruction left them feeling unprepared to manage 

patients with MI. They emphasised a need for more involvement of MH professionals and learning 

from their lecturers’ practical experiences during training. Participants also advised that receiving 

knowledge on the different types of MI which they might encounter, as well as guidance on how 

to approach, and manage patients with MI would be helpful. The following quotes reflect their 

concerns. 

“I wish ma’am, they would have given us patient scenarios, on mental health. Maybe 

quizzes. Like study material as well as maybe invited people in the psychiatric, 

someone with psychiatry to maybe come to us and explain in further details. No, 

someone with this, just because you know. That I feel like, that would have been nice. 

To have that before going into clinical practice just to hear someone who deals with 

these issues every day, someone who knows the ins and outs.” (Participant A) 

“I would have liked to know what the types of mental illness are, because you get 

different types, and then also what the signs and symptoms of what, what they are. 

Sometimes it's not diagnosing your patients and would be nice to sort of get the 

triggers and help if needed.” (Participant O) 

“I think I would have liked more background info on the different mental illnesses 

and maybe how we can, how like be aware of it when we treat patients. Even though 

we have Google, like, you know, to find out information, like even maybe from, like 
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our lecturers' experience, maybe would have helped, like how to deal with a patient.” 

(Participant I) 

4.3.3.2 SUBTHEME 2: THEORETICAL CONTENT COVERED IN THE 

UNDERGRADUATE CURRICULUM 

Participants advised that much of the theoretical content taught in the psychology modules was 

either forgotten by the time they started clinical practice or lacked practical relevance. Some 

described the psychology modules as interesting, but insufficient for managing a patient with MI 

in clinical practice. Participants voiced a need for more focused, application-oriented learning. 

“If I can remember cause first and second year was so long ago, but I honestly don't 

remember learning anything about mental illness, like I remember about Freud and 

the mother and the child, like, not really anything that would help prepare me for 

this.” (Participant I) 

“Yeah, I mean, they touch on, you know, certain mental illnesses. And they touch on 

how, you know, behaviour and human behaviour and all that. And it's interesting, 

but I think the most of them, I think, yeah, most of the things are not really that helpful 

going into the clinical setting.” (Participant H) 

“Because if I try to think back of like, all the lectures and stuff that we had, it didn't 

really prepare me to treat a patient with mental illness. And I think I learned more 

from maybe the clinicians at the hospitals where I worked at, because they will 

maybe had more experienced treating patients like that.” (Participant I) 
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Participants also expressed the need for guidance on how to tailor assessments and treatments to 

patients with MI, as highlighted below. 

“I would have specifically liked to know what it is? And how do you, what do you 

need to look out more? For more specifically, how do you assess it in your own 

capacity? As a physio? Also, how do you approach these patients?” (Participant G) 

“So, I don't recall at any point, during my studies, I was given a thorough lecture, 

which I thought is quite necessary, on how to possibly approach a patient with some 

sort of, sort of mental illness.” (Participant B) 

4.3.3.3 SUBTHEME 3: ETHICS IN THE PHYSIOTHERAPY MANAGEMENT OF 

PATIENTS WITH MI  

Participants unpacked the ethics module in the fourth year of the programme. A few participants 

suggested that this module should be introduced earlier in the curriculum, ideally before clinical 

rotations, to better equip students. Others described it as slightly beneficial, but not sufficiently 

focused on managing patients with MI.  

The quotes below emphasises student views in support of the ethics module, and presentation 

thereof prior to entering the clinical platform. They found the discussions on ethical dilemmas 

beneficial, but felt that it is taught too late in the curriculum. 

“Maybe we should have had ethics in third year because we had it this year, so 

maybe it would have helped having it last year before practicals.” (Participant H) 
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“But we're never really equipped, because even with ethics, we're only taught ethics 

when we're doing our like fourth year, and the damage honestly has been done by 

then. So, I was not really equipped, no.” (Participant K) 

“I think the ethical dilemmas that are given to us during the classes, I think are very 

suitable. They do cover examples or scenarios where a patient does have a mental 

illness. But I think it's taught to us too late in the curriculum, so we only get ethics 

in fourth year, whereas we’re treating already in third year.” (Participant B) 

Participants expressed that even though MH is addressed during ethics lectures, it still lacks the 

depth and guidance required. 

“I wouldn't say ethics would equip you with that. Ethics is like it, it shows you how 

you should deal with situations and conflict and, you know, ethical dilemmas and 

such, but I wouldn't say I learned something about specifically patients with mental 

illnesses.” (Participant J) 

“Um, I would say we do have an ethics module where this type of conversations are 

spoken about in class, but not as in depth as I would actually like it because it is, it's 

more like discussions and you're sharing an experience, you know, an opinion, but 

not like, an actual thing in our curriculum that can actually guide you to doing it.” 

(Participant F) 

4.3.4 THEME 4: THE ROLE OF THE PHYSIOTHERAPIST IN MH AND MI 

Participants expressed varied perceptions regarding the role of physiotherapy in managing patients 

with MI. While many recognised the importance of physiotherapy in MH, others noted a lack of 
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clarity about its specific role. Several participants emphasised the value of physiotherapy in 

supporting patients holistically, providing motivation, promoting functional mobility, and 

educating both patients and their families. Some highlighted the physiotherapist’s role in fostering 

positivity, improving overall mental well-being, and addressing stigma within the community. 

Acknowledging their limitations, participants also identified referral to MH specialists, as a 

necessary addition to physiotherapy care. The following quotes illustrate participants’ 

understanding of the role of physiotherapists in mental health. 

“I believe our role is to educate the patient, the family members, because they are the 

ones who live with the patient. So, it will help to educate them on the diagnosis, educate 

them on the symptoms, educate them on what they should expect. Not only the family, but 

also the community.” (Participant A) 

Participants recognised motivation from physiotherapist to patient as a big part of their role. They 

are also familiar, and aware of the physiotherapist’s role in rehabilitating and supporting patients 

to their highest functional level. 

“They empower the individual, you know, they motivate you to actually want to be 

independent, as much as possible on your own, like, and not require assistance in terms 

of your ADLs. And, you know, they want you to get back to your highest level of function. 

So, they motivate you, they encourage you, and there's ups and downs, physiotherapists 

know that, but we are there through those ups and downs. So, I think we play a very big 

role in terms of like mental health issues. Because yeah, we don't really deal with the 

mental health, but the exercise and the motivation and the patience and the bargaining 

with you and the reasoning and all that, it really does play a role in terms of treating the 
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patient holistically with a mental health illness. So, I think physiotherapists play a really 

big role in that.” (Participant H) 

“So, I think physiotherapy and mental health with regards to mental health is very 

overlooked, or, or underrated. Because I feel in a sense, or what we do is very - I think 

we spend the most time with the patient, out of most of the healthcare professions. 

Specific, or especially, for instance, if a patient has had a stroke, they are very - they 

could have a cognitive disability as well, that is paired with that. Or they could just 

develop some sort of depression. And obviously, it's a very long rehab process. So, no 

one else is there to support or, or to motivate them more than we are. So, I feel like our 

job is very important, not just in the physical rehabilitation aspect, but also the mental 

aspect. Because if a patient is so poorly motivated, and they don’t want to get better, or 

they don’t want to help themselves, we aren’t going to be able to help them as well.” 

(Participant B) 

Participants acknowledged that there are limitations in what physiotherapists can do. Referral was 

mentioned as a part of the role of the physiotherapist. 

 

“And I do feel like there’s only so much we as physios can do. Maybe just reassure them 

that if they would like to speak about anything or get someone to speak to them about 

how they are feeling. Yeah, that’s the only thing we can really do from our side, and 

that’s also what I’ve tried to do.” (Participant D) 

“I think, like I said now. Refer. Sometimes mental illness is not just about delirious or 

narcissistic or abusive, like have bursts like that. I think that sometimes like stress, even a 
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student’s stress, contributes to mental illness. Anxiety. In a case like that, I also feel like 

you as the physiotherapist, are also a therapist. Although you won’t be able to help the 

patient, you will be able to be there for the patient to listen. Not just, you just want to sit 

with everything that we want to do, as we want to be very hands on. But we want to also 

listen to the patient. Your patient at that point has a specific need, and it is for you to 

listen to them. Not just to mobilise. Yes, he needs to be mobilised, but not in that need, not 

in that instance, so focus on that need and accommodate the patient in that way. And 

after that, take the next steps. Like refer the patient to someone who can actually help the 

patient.” (Participant E) 

A minority of participants admitted they were unsure about the specific role of physiotherapy in 

mental healthcare. 

“But I do feel like as for the main role that we play, I've dealt, I’ve dealt with, like 

schizophrenic patients and delirium, but I do know that we do mobilise them. The role 

that we play specifically on their mental health. Still unknown, right? It’s not very 

specific.” (Participant K) 

“Just trying to be there for them, to be empathetic. I don’t know what is it. Our role.” 

(Participant I) 

 

4.4 CONCLUSION 

The results of this study demonstrate that participants possess the knowledge and understanding 

in varying and limiting degrees of the prevalence of MI. They also note its influence on their ability 
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to effectively manage patients presenting with associated, or underlying MH problems. The above 

knowledge was acquired at various environments such as schooling, family setting with MI, 

university and self-study. This could, for the most part, be considered informal acquisition of 

knowledge. Participants identified multiple factors that could influence their management of 

patients with MI. These included students’ own challenges with MI, previous experiences with 

patients presenting with MI in clinical practice, as well as stigma. Participants were all in 

agreement that there is a lack of theoretical and practical instruction regarding MI in the 

undergraduate curriculum. They reported that although modules like psychology and ethics 

reference it, the information is insufficient and does not aid in adequately preparing them for the 

practical management of patients with MI in clinical practice.   

Participants perceived the role of physiotherapists in MH as an important one, but reported 

differing opinions on what exactly the role is. Two participants admitted to not knowing what the 

physiotherapist's role in MH is, while a significant number of participants mentioned that 

education, functional mobility and holistic management are some of the key roles of physiotherapy 

in MH. In addition, participants expressed the importance of more support from the academic and 

clinical staff in managing their own MH.  
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CHAPTER 5: DISCUSSION  

 

5.1 INTRODUCTION TO THE CHAPTER 

In this chapter, the researcher provides an integrated discussion on the main findings according to 

the aim and objectives of the study, using existing literature to contextualise the results. This study 

explored physiotherapy students’ perceptions regarding their ability to manage patients with 

underlying MI in clinical practice. The findings highlight four main themes that describe how the 

physiotherapy students perceived the management of patients with underlying or associated MI in 

clinical practice that include, i) Knowledge and depth of understanding of MI, ii) Factors that 

influence students’ management of patients with MI, iii) Preparation of students for the 

management of patients with MI in clinical practice, and iv) Role of the physiotherapist in MH 

and MI. 

5.2. PERCEIVED KNOWLEDGE AND UNDERSTANDING OF THE MANAGEMENT 

OF PATIENTS WITH UNDERLYING MI 

 

This study found variability in final year physiotherapy students’ understanding of MI, with many 

expressing uncertainty or limited formal exposure. Students’ knowledge tended to centre around 

anxiety and depression, conditions they had either personally encountered or were commonly 

discussed within social contexts. This suggests that students’ understanding of MI is shaped less 

by structured academic training and more by personal experience and informal learning, which 

aligns with the ICF’s personal contextual factors. 

This pattern makes sense in the context of the physiotherapy curriculum, where formal mental 

health content is often minimal or embedded indirectly. Without structured guidance, students rely 
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on life experience, online content, or peer conversations to make sense of MI. However, informal 

learning does not necessarily support clinical reasoning in complex cases, which may explain the 

hesitation and uncertainty students expressed. Barradell et al. (2024) argue that when mental health 

education is not explicitly scaffolded, students develop fragmented understandings that do not 

translate confidently into clinical decision-making. The prevalence of anxiety and depression 

among young adults further contributes to why these conditions were more familiar to students 

(Naser et al., 2021; Gustavson et al., 2018). When MI is encountered personally, it may support 

empathy — but it can also limit understanding, as students may generalise from personal 

experiences rather than clinical frameworks. Therefore, while personal experience can act as a 

facilitator of compassionate care, the lack of systematic teaching restricts students’ ability to assess 

and manage a broader spectrum of MH presentations.                              

In this study, students clearly expressed a desire for structured and clinically relevant MH training. 

This reinforces findings across international contexts that highlight the need for intentional 

integration of mental health education in physiotherapy programmes (Barradell et al., 2024). 

Without this, students enter clinical environments feeling underprepared, uncertain, and anxious 

about the possibility of causing harm. 

 

5.3 FACTORS THAT INFLUENCE PARTICIPANTS’ MANAGEMENT OF PATIENTS 

WITH MI  

Participants described a range of personal and environmental influences that shaped their ability 

to manage patients with underlying MI. These included their own experiences with MH, their 

clinical exposure to patients with underlying MI, and the stigma surrounding MI. Within the ICF, 

these influences can be understood as contextual factors, where personal factors refer to the 
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student’s own history, beliefs, and emotional responses, and environmental factors relate to clinical 

settings, supervision, and social attitudes. 

A central finding in this study was the complex relationship between students’ personal 

experiences with MI and their approach to patient care. Many participants openly shared past or 

current mental health challenges, reflecting on how these experiences influenced their confidence, 

empathy, and emotional responses when managing patients with MI. This willingness to share 

personal struggles suggests a shift in attitudes toward mental health disclosure, differing from 

studies where students were hesitant to disclose their mental health status due to fear of judgement 

(Reese et al., 2023; Gunduza et al., 2023). However, this willingness to divulge information to the 

researcher could be due to some of the participants’ familiarity with the researcher and their feeling 

comfortable sharing these experiences with her. 

Participants emphasised that managing their own mental health was essential before attempting to 

support others. They explained that without adequate personal stability, emotional responses could 

become entangled — potentially heightening distress in both student and patient. This relates 

closely to the personal contextual factors of the ICF, where the student’s internal state influences 

their ability to function effectively. Consistent are the findings of Smit and Marais (2025), who 

conducted a study with healthcare workers at a Johannesburg tertiary hospital and found that when 

healthcare workers’ MH is supported, patient care becomes more empathetic and effective. 

Participants also recognised that personal experiences with MI could have both positive and 

negative effects. Some felt that having lived experience allowed them to show greater empathy, 

patience, and understanding toward patients — a finding supported by Furnham and Sjokvist 

(2017). However, others noted that previous difficult or emotional encounters left them feeling 
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fearful of “saying the wrong thing” or unintentionally causing harm. This concern echoes findings 

from Dandridge et al. (2014), where students feared worsening the patient’s condition or triggering 

an adverse emotional reaction. 

Another influential factor highlighted was fear and safety concerns, particularly regarding the 

possibility of aggression or unpredictable behaviour. This perception acted as a barrier for several 

participants and is echoed in international literature (Dandridge et al., 2014). However, participants 

also acknowledged that their early perceptions of danger were often shaped by societal stigma 

rather than personal clinical experience. 

Stigma emerged as an important theme. Some students explained that they grew up in households 

where mental illness was openly stigmatised, and they adopted these beliefs. However, many 

shared that their perceptions shifted over time due to exposure to mental health education, 

friendships, personal growth, and clinical learning experiences. This reflects how environmental 

and social influences can shape personal attitudes over time. Unlike the findings of Siddique et al. 

(2022) and research among healthcare students in Pakistan, participants in this study did not retain 

these stigmatising beliefs into adulthood. Instead, they described a process of unlearning and 

relearning — facilitated by education, maturity, and reflective practice. 

5.4 PREPARATION OF STUDENTS FOR THE MANAGEMENT OF PATIENTS WITH 

MI IN CLINICAL PRACTICE 

 

Participants highlighted that their preparation for clinical practice—specifically their theoretical 

grounding, practical exposure, and ethical considerations related to MI, significantly influenced 

how confident and competent they felt when managing patients with underlying MI. Within the 

ICF framework, this can be positioned as an environmental factor, as the curriculum, clinical 
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supervision, and training structures form part of the external context shaping students’ abilities 

and behaviours in practice. 

Physiotherapy students in South Africa begin clinical rotations from the third year, as required by 

the Health Professions Council of South Africa (although some universities introduce limited 

exposure to the clinical platform from the second year of study). Students in this study recognised 

the importance of being adequately equipped before entering this platform and expressed that gaps 

in training contributed to feelings of uncertainty and inadequacy when encountering patients with 

MI. They noted that greater emphasis on practical communication skills, approaches to patient 

interaction, and understanding of specific mental health conditions would support their confidence 

and clinical reasoning when working with this patient population. 

Although students acknowledged that they received foundational knowledge through early 

psychology modules, they felt that this theoretical content was not sufficiently reinforced or 

integrated with later clinical experiences. The time gap between learning and application was 

described as contributing to challenges in retaining and practically applying MH knowledge. 

Several participants suggested that earlier or ongoing integration of MH content—particularly in 

third year, when clinical exposure begins—would enhance preparedness. This aligns with 

Gunduza et al. (2023), who found that strengthening MH education within the physiotherapy 

curriculum improves readiness for clinical practice. 

The experiences shared by participants in this study reflect broader trends reported internationally. 

Physiotherapists in Australia have expressed similar concerns regarding limited theoretical and 

practical preparation for MH practice, attributing this gap to insufficient training at both 

undergraduate and postgraduate levels (Andrew et al., 2019). Consistent findings have also 
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emerged from South African research, where students reported feeling unprepared due to minimal 

exposure to MH content and limited practical exposure in this area (Hooblaul et al., 2024). 

Physiotherapy in MH remains an emerging area of practice, which may explain why MH has not 

yet been fully embedded in physiotherapy curricula (Yildirim et al., 2015). Studies continue to 

identify inadequate MH training as a barrier to effective patient management (Alotaibi et al., 2024; 

Connaughton et al., 2016; Furness et al., 2025). In contrast, programmes that have intentionally 

integrated structured MH curricula—such as those reported by Probst and Peuskens (2010) with 

Flemish physiotherapy students—have demonstrated improved confidence, more positive 

attitudes, and greater willingness to work with patients living with MI. 

Taken together, the findings of this study suggest that curriculum structure, timing, and practical 

integration play a significant environmental role in shaping students’ preparedness for managing 

patients presenting with MI. Where training is insufficient, students are more likely to feel 

unprepared, anxious, or hesitant. However, when curricula intentionally support MH learning, 

students may enter clinical practice with strengthened confidence and a clearer understanding of 

physiotherapy’s role in this field. 

5.5 THE ROLE OF PHYSIOTHERAPY IN MH 

 

The findings of this study indicate that physiotherapy students held varied views regarding the role 

of physiotherapists in mental health care. While some students felt that the role of physiotherapy 

in MH was not clearly defined within their training, there was a shared acknowledgement that 

physiotherapists do have a meaningful contribution to make. This speaks to both personal 

factors—such as one’s beliefs and confidence in their professional identity—and environmental 

https://uwcscholar.uwc.ac.za/home



79 
 

factors, including how the role of physiotherapy is presented, supported, and recognised within 

training and clinical settings. 

Participants in this study viewed physiotherapists as valuable members of the MDT in the 

management of patients with MI. They identified roles such as providing education, promoting 

health, and referring patients to MH specialists when necessary. These perspectives align with a 

study done with students at the University of the Witwatersrand by Gunduza et al. (2023), who 

emphasise physiotherapists as integral to holistic patient care, particularly when engaging patients 

in physical activity and movement-based interventions known to support mental well-being. 

Participants also recognised that physiotherapy can contribute through specific therapeutic 

approaches such as structured exercise, relaxation and breathing techniques, and encouragement 

of movement, which have been supported in literature as beneficial for individuals living with MI 

(Probst, 2017; Stubbs et al., 2014). This suggests that students are aware of the therapeutic 

potential of physiotherapy in MH, even if this role has not been formalised or consistently 

reinforced in their clinical education. 

Despite this awareness, many participants felt that physiotherapy remains overlooked and 

undervalued within MH settings. This sentiment aligns with international findings indicating that 

physiotherapy is frequently underutilised in clinical practice (Gbiri et al., 2011), and that its role 

is often poorly understood by other members of the MDT and by patients themselves (Lee et al., 

2017; Vancampfort et al., 2018). The lack of recognition of physiotherapy’s contributions can act 

as an environmental barrier, limiting opportunities for physiotherapists to engage confidently and 

consistently in mental health care. 

https://uwcscholar.uwc.ac.za/home



80 
 

These findings highlight that while physiotherapy students recognise the important role their 

profession can play in MH, the broader clinical and educational environment does not yet fully 

support or reinforce this role. This suggests the need for clearer role definition, improved 

professional awareness, and stronger curricular integration to support physiotherapists in 

confidently contributing to mental health care as part of holistic patient management. 

 

5.6 CONCLUSION  

Physiotherapy students’ perceptions regarding their ability to manage patients with 

underlying MI in clinical practice, were discussed in detail by comparing the findings of this 

study to other research studies previously conducted. Literature about students’ attitudes 

towards patients with MI, their knowledge and experience with patients presenting with MI 

are consistent with the findings of this study as the UWC physiotherapy students share fears 

and concerns similar to those of physiotherapy students in other countries such as Finland, 

Australia, and England. A common thread throughout the discussion was a perceived gap in 

knowledge, and this underscores the need for a formalised curriculum and training in MH 

for students, prior to entering the clinical setting. Students recognise that physiotherapy plays 

a role in MH, but for most students that role is ill-defined. While students expressed 

empathetic, patient and compassionate attitudes towards patients with MI, similar to their 

British counterparts, the results show a desire from students for enhanced theoretical and 

practical training in MH. Taking a step towards formalising a physiotherapy-specific MH 

module would be beneficial, as this would ensure that students are equipped to manage 

patients with underlying MI more effectively and holistically. 
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CHAPTER 6: CONCLUSION, LIMITATIONS AND RECOMMENDATIONS 

 

6.1 INTRODUCTION TO THE CHAPTER 

 

The number of people living with MI globally has steadily increased. One in every eight 

people worldwide suffers from a MI. In South Africa, one in every six people live with a MI. 

This means that healthcare professionals will, at some point, come into contact with a patient 

with MI, whether diagnosed and managed, or underlying. As physiotherapy students do 

clinical rotations at clinical placements, they too may be required to manage patients 

requiring physiotherapy, who might have an underlying MI (Gyllensten et al., 2011). This 

study therefore set out to explore students’ perceptions regarding their ability to manage 

patients with underlying MI during their clinical rotations. 

 

6.2 SUMMARY OF FINDINGS BY OBJECTIVES 

 

The first objective of this study was to explore students’ knowledge of MI. Students 

expressed a minimal amount of knowledge, based upon their understanding of MH. Their 

understanding was primarily informed by informal sources such as social media, self-study, 

life orientation classes in high school, as well as personal experiences with MI, either 

their own, or those of family and friends. Their knowledge was also limited to the most 

common MH conditions such as anxiety and depression.  

The second objective of this study was to explore students' attitudes and behaviours towards 

patients with MI. Despite the gap in knowledge and understanding of MI, students generally 

displayed empathy and compassion towards patients with MI, when encountering them in the 
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clinical platform. This is remarkable as certain participants in this study grew up in households 

where people with MI were often stigmatised. This behaviour often influenced students’ 

perceptions of people with MI. Stigmatising attitudes were, however, replaced by more positive 

attitudes towards people with MI, as students sought to educate themselves on MH. This suggests 

that students have an inherent desire to support and provide optimal care for patients who are often 

victims of stigmatisation. Self-study seemed to be a priority for students, as they acknowledged 

their theoretical and practical limitations on the subject, again underscoring the need for more 

structured education. 

The third objective of this study was to explore students’ experiences in managing patients with 

MI in clinical practice. Students are required to do clinical rotations as part of their clinical training 

and to provide care to the patients assigned to them. Students relayed multiple instances where 

they managed patients with underlying MI, who were referred for physiotherapy assessment and 

intervention. A number of students were confronted with situations where patients were verbally 

or physically abusive. In most of these instances, students were uncertain of how to effectively 

navigate these situations with patients, ultimately impacting confidence in their own ability to 

effectively deliver care. They attributed this inability to a lack of preparation, both theoretically 

and practically. Certain students found that taking a different approach to patients with MI resulted 

in a more positive outcome for the patient, and as a learning opportunity for the student. 

The final objective of this study was to identify the barriers and facilitators that might influence 

students’ ability to manage patients with underlying MI. A primary barrier revealed was the lack 

of theoretical and practical knowledge, and limited understanding of MI. This resulted in students 

being unprepared to manage patients with MI in clinical practice. Secondary to this lack of 

education is a fear of causing harm to patients, followed by clinical MI experiences which left 
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students doubting their clinical abilities, and finally the loosely defined perceptions of the role of 

physiotherapy in MH. Students’ perception of the role of physiotherapy in MH could be considered 

a facilitator, as they were all in agreement that physiotherapy plays a role in the management of 

patients with MI, even if poorly defined. Another significant facilitator is the students’ attitude of 

empathy and support towards patients with MI. This positive attitude could potentially help bridge 

the gaps in knowledge to lead to better patient care. 

 

6.3 LIMITATIONS TO THE STUDY 

This study was conducted at a single university, which limits the transferability of the findings. 

Including the other two universities in the Western Cape could have offered a broader perspective 

and a more diverse range of student experiences. The demographic profile did not distinguish 

between male and female participants, and doing so may have yielded additional insight into 

possible gender-related differences. 

As the researcher conducted and analysed the interviews herself, there is the possibility of 

researcher bias, even though the analysis was carried out under supervision. One participant 

required translation of their interview response. Although a forward translation into English was 

completed, a backward translation was not undertaken, as the researcher is proficient in both 

English and Afrikaans; however, this remains a potential limitation. 

At the time of data collection, the researcher was also a clinical educator at UWC and had 

supervised some of the participating students. It is therefore possible that some participants may 

not have felt entirely comfortable sharing openly, and their responses might have been influenced 
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by this existing relationship. Conducting the interviews through an independent third party may 

have mitigated this. 

Only one pilot interview was conducted, which may not have been sufficient to identify limitations 

in the interview guide. Furthermore, the study used varied methods of data collection (face-to-

face, online audio-only, and online audio–video), which introduced slight inconsistencies in the 

ability to make field notes and observe non-verbal communication. 

The study did not include a detailed review of the undergraduate curriculum; therefore, the findings 

relating to curricular content were based solely on participant perceptions. Lastly, given the 

sensitive nature of the interviews, a formal debriefing session would have been beneficial, and its 

absence is acknowledged as a limitation. This should be prioritised in future studies of a similar 

nature to ensure participant support and emotional processing following data collection. 

 

6.4 RECOMMENDATIONS 

This study highlighted that physiotherapy students felt underprepared to manage patients 

presenting with MI due to limited theoretical knowledge, minimal clinical exposure, and a lack 

of clarity regarding the role of physiotherapy in MH care. These findings point to a broader gap 

within the undergraduate curriculum and clinical training environment which, if addressed, may 

enhance students’ confidence, competence, and clinical readiness. In response to these findings, 

the following recommendations are proposed and will focus on Curriculum Reform, 

Departmental Professional Development and Student Support. 
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i) Curriculum Reform: Integrating Mental Health into Physiotherapy Education 

The findings showed that students lacked a foundational understanding of MI and were uncertain 

about how to approach patients with mental health needs in clinical practice. While ethics and 

psychology are taught in the undergraduate programme, the content was perceived as not 

physiotherapy-specific, and students struggled to translate this knowledge into practice. Therefore, 

it is recommended that MH be integrated into the undergraduate curriculum. This module should 

include clinical case discussions, practical skills training, and profession-specific applications of 

MH theory. In addition, opportunities for clinical exposure in MH settings should be strengthened 

or formalised to allow students to apply this knowledge in real-world contexts. 

ii) Physiotherapy Department Professional Development 

The findings indicated that students’ learning in clinical environments is influenced not only by 

curriculum content but also by the confidence and preparedness of clinical supervisors. Several 

students reported inconsistent experiences during clinical placements, where supervision of mental 

health–related cases varied depending on clinicians’ knowledge and comfort levels. Therefore, it 

is recommended that academic staff, clinical supervisors, and facility-based clinicians receive 

ongoing professional development in mental health within physiotherapy. 

 

iii) Student Support: Promoting Resilience and Well-Being 

The findings also revealed that some students felt their own mental health and emotional well-

being affected their ability to manage patients with MI. The emotional labour required in clinical 

settings can be significant, particularly when working with vulnerable or distressed patients. 

Therefore, it is recommended that MH and resilience workshops be offered to students prior to 
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clinical placements, facilitated by qualified mental health professionals. The Physiotherapy 

Department should ensure that students have access to a safe and supportive environment to 

discuss emotional challenges encountered in clinical practice. Referral pathways to the Campus 

Student Support Services (CSSS) should be actively communicated and normalised. 

Furthermore, staff should cultivate an environment that encourages help-seeking behaviours and 

reduces stigma associated with seeking support. 

 

6.5 CONCLUSION 

In conclusion, this study illustrated the need for a formalised MH curriculum, containing both 

theoretical and practical components in undergraduate physiotherapy education. Significant strides 

towards effective patient care could be made if students entering the clinical setting were equipped 

and better prepared to manage patients with underlying MI. In order to address the gaps in 

knowledge, understanding, attitude, and practical exposure, substantial curriculum reform may be 

required. The integration of a MH curriculum in the undergraduate physiotherapy programme 

could prove beneficial in providing undergraduate students with the content and competencies 

required to effectively manage patients with MI. In addition, it will aid in producing proficient, 

skilled graduates with a holistic approach to patient care. 
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ADDENDUM A 

Interview Guide 

 

Questions  

1. What do you know about mental illness? 

2. Where did you acquire this knowledge? 

3. How do you feel about people with mental illness? 

4. How would you feel about treating a patient with underlying mental illness? What are 

your experiences with managing patients with mental illness? 

5. What would prevent you from wanting to treat a patient with mental illness? What factors 

would hinder your ability to manage a patient with mental illness? 

6. What tools are you equipped with that may help you should you have to treat a patient 

with mental illness? 

7. What do you think the role of physiotherapy is in mental health? 

8. What more would you like to know about mental illness before encountering a patient 

with mental illness in clinical practice? 
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ADDENDUM C 

Information Sheet for Participants  
 

 University of the Western Cape 
 

Topic:  Perceptions of physiotherapy students regarding the management of patients with 

underlying mental illness in clinical practice at a university in the Western Cape. 

 

Dear Student  

 

I, Maylene Salo, am pursuing my MSc Physiotherapy degree in the Department of Physiotherapy 

at the University of the Western Cape, South Africa. I would like to invite you to take part in my 

research project. Please take time to read the following information carefully, and please feel free 

to ask questions if anything you read is not clear to you or if you’d like more information.   

 

What is the study about? 

This study explores the perceptions of undergraduate physiotherapy students regarding patients 

presenting with underlying mental illness in clinical practice. 

 
 
Why are you being invited to participate in this study? 

You are invited to this study as you are in either your third or fourth year of study in the 

physiotherapy programme and have had some clinical exposure in this time. 

 

What will you be expected to do in this study?   

You will be expected to participate in an individual, face to face interview on a day that is most 

convenient for you. The interview will be audio-recorded and will last approximately 45 minutes. 

 

What are the potential risks involved in this study? 

There are no risks involved in this study.  
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What are the potential benefits involved in this study? 

The benefits are that the results of this study could contribute to graduates being able to provide a 

more holistic approach to care. 

 

What COVID 19 Protocols are in place? (If applicable) 

n/a 

 

Will my details be kept confidential? 

All details will be kept confidential. 

 

 

In terms of the requirements of the Protection of Personal Information Act (Act 4 of 2013), 
please note additional information: 

 

What type of personal information will be collected? 

No personal/identifiable information is required for this study. 

 

Who at UWC is responsible for collecting and storing my personal information? 

I, as the researcher, will be responsible for collecting and storing your personal information 

 

Who will have access to my personal information outside of UWC? 

No one outside UWC will have access to your information. 

 

How long will my personal information be stored? 

Electronic data will be kept on the researcher’s/supervisors password protected computer for five 
years and deleted thereafter. Hard copies will be kept in a locked drawer for five years and 
deleted thereafter.How will my personal information be processed? 
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All information will be analysed and processed anonymously, making use of codes and 
pseudonyms. 

 

Who do I contact for further information? 

 

 

Should you have any require any further information, please do not hesitate to contact me Maylene 

Salo on my cell phone 0823401574 or via email 4330397@myuwc.ac.za Alternatively, may also 

contact my supervisors Mrs Shamila Gamiet at sgamiet@uwc.ac.za or Dr Danelle Hess at 

dhess@uwc.ac.za   in the Department of Physiotherapy, University of the Western Cape (UWC), .   

 

 

To report any adverse or unexpected effects emergent from this research, please contact 
the ethics committee below: 
 
Humanities and Social Sciences Research Ethics Committee  
Department of Research and Postgraduate Support 
University of the Western Cape 
Private Bag X17 
Bellville 7535 
Tel: 021 959 4111 
Email: research-ethics@uwc.ac.za 
 

 

This information sheet is for you to keep so that you can be aware of the purpose of the study. 

With your signature on the attached consent form, you indicate that you understand the 

purpose of the exercise. 
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ADDENDUM D 

 
 

Consent Form  University of the Western Cape 
 

Project Title: Perceptions of physiotherapy students regarding the management of patients with 

underlying mental illness in clinical practice at a university in the Western Cape. 
Researcher:  Maylene Salo 

           
Please initial the boxes to show your agreement and understanding of what is expected for this study.  

 
1. I confirm that I have read and understood the information sheet explaining the  

above research project and I have had the opportunity to ask questions about the project. 
 
2. I understand that my participation is voluntary and that I am free to withdraw at any time 

without giving any reason and without there being any negative consequences. In addition,   
should I wish to withdraw, I may contact the lead researcher at any time to do so). 

 
3. I understand my responses and personal data will be kept strictly confidential. 

 
4. I give permission for members of the research team to have access to my responses without revealing any part 

of my identity. 
 

5. I understand that my name will not be linked with the research materials, and that I will not be identified or 
identifiable in the reports or publications that result for the research.  

 

6.   I agree for the anonymized data collected to be used in future research.  (Circle the appropriate  

        answer).        Yes      /        No 

 

7.  I hereby agree to be audio recorded.   (Circle the appropriate answer).        Yes      /        No 

 

In terms of the requirements of the Protection of Personal Information Act (Act 4 of 2013), 
personal information will be collected and processed: 
 
☐ I hereby give consent for my personal information to be collected, stored, processed and shared 
as described in the information sheet. 
☐ I do not give consent for my personal information to be collected, stored, processed and shared 
as described in the information sheet. 
 
____________________  _______________              ______________________ 
Name of Participant   Date    Signature 
(or legal representative)  
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Maylene Salo                25 August 2023                      
Name of person taking consent              Date    Signature 
(If different from lead researcher) 
 

Shamila Gamiet    25 August 2023          ______ ________ 
Supervisor    Date     Signature 
 
 
Copies: All participants will receive a copy of the signed and dated version of the consent form and information 
sheet for themselves. A copy of this will be filed and kept in a secure location for research purposes only. 

 
                                                                                                                                                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Researcher: 
 
 

Supervisor: 
 
 

HOD: 
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ADDENDUM F  

Permission Letter for the HOD of Physiotherapy Department to conduct research 

 

 
 

UNIVERSITY OF THE WESTERN CAPE 

Private Bag X 17, Bellville 7535, South Africa 

Tel: +27 82 340 1574 

E-mail: 4330397@myuwc.ac.za 

 

Permission Letter 

 

The Head of the Physiotherapy Department 

University of the Western Cape 

Private Bag X17 

Bellville 

7535 

 

REQUEST FOR PERMISSION TO CONDUCT RESEARCH 

 

Dear Professor Ennion 

 

My name is Maylene Salo, and I am a postgraduate Physiotherapy student at the University 

of the Western Cape. 

 

The research I wish to conduct for my master’s thesis exploring the perceptions of undergraduate 

physiotherapy students on their ability to manage patients with mental illness in the clinical 

platform. This study will be conducted under the supervision of Mrs Shamila Gamiet (MSc. 
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Physiotherapy) and Dr Danelle Hess. I am hereby requesting your consent to approach the fourth 

year students of the Physiotherapy Department and to conduct interviews with them. 

 

If you require any further information, please do not hesitate to contact me on contact 

number: 082 340 1574  or email address: 4330397@mywuc.ac.za 

Thank you for your time and consideration in this matter. 

 

Kind Regards, 

Maylene Salo 
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