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Abstract 

Introduction: Mental health problems are common in our societies and result in impaired functioning, increased need for health 

care and marked deterioration among the different domains of quality of life. In Zambia, mental health problems are a growing 

public concern. The objective of the study was to explore factors affecting the ability of health care providers to detect mental 

health problems at PHC level in Lusaka District.  

Methods: This was a mixed method study which was conducted with a sample of 148 health care providers from Primary Health 

Care services. The study used simple random and purposive sampling methods to select the respondents. A total number of 134 

health care providers participated in a structured interview and 14 participated in the Focus Group Discussions. Quantitative and 

qualitative data was collected using a structured interview schedule and focus group discussion guide respectively. Quantitative 

data was analyzed using SPSS version 20 software computer packages. Qualitative data was analyzed using content analysis. Chi- 

square test and binary linear regression analysis were used for evaluation of data, with the confidence interval set at 95%, and the P 

value was equal or less than 0.05. 

Results: Most of the participants with high knowledge in mental health (100%) were able to detect mental health problems while 

participants with low knowledge in mental health (53.2%) were not able to detect mental health problems. Knowledge in mental 

health (p-value = 0.000 (X2= 45.968, N=134)) and use of standardized guidelines (p-value = 0.000 (X2= 41.982, N=134)) were the 

only factors that significantly correlated with the p-value of 0.05, while workload and time were not statistically significant with a 

p-value > 0.05.  

Conclusion: Low ability to detect mental health problems indicate that interventions such as regular in-service training and use of 

standardized guidelines in mental health have major implications for improving the ability of health care providers to detect mental 

health problems early among patients who seek primary health care services. 
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1. Introduction 

Mental health is a positive concept related to the social and 

emotional wellbeing of individuals and communities. Mental 

health is a positive concept related to the social and emotional 

wellbeing of individuals and communities. The concept is 

culturally defined, but generally relates to the enjoyment of 

life, ability to cope with stresses and sadness, the fulfillment 

of goals and potential, and a sense of connection to others [1]. 

Mental health is a desirable quality in its own right and is 

more than just the absence of mental-ill health. It is relevant to 

all people, regardless of whether they are currently 

experiencing or recovering from mental illness [2]. 

Mental-ill health is a spectrum of problems that interfere with 

an individual’s cognitive, social and emotional abilities. The 

term encompasses both “mental health problems and mental 

illnesses [2]”. Furthermore, Mathers et al. [3] state that mental 

illness or mental disorder is clinically diagnosable illness and 

is generally made according to the classification system of the 

Diagnostic and Statistical Manual of Mental Diseases (DSM) 

or International Classification of Diseases (ICD). However, 

there are different types of mental illnesses and each of these 

can occur with a varying degree of severity. Mental illnesses 

include mood disorders (depression, anxiety and bipolar 

disorder) and psychotic disorders (schizophrenia), eating 

disorders and personality disorders [3]. 

According to Barry and Jenkins [2], mental health problems 

interfere with a person’s cognitive, emotional or social 

abilities but may not meet the criteria for a diagnosed mental 

illness. They often occur as a result of life stressors, and are 

usually less severe and of shorter duration than mental 

illnesses. These often resolve with time or when the life 

stressor changes. Moreover, when there is failure to detect 

mental health problems early, they tend to persist or increase 

in severity and may develop into a mental illness. Examples of 

mental health problems would be the sadness and despair 

associated with grief and loss, and symptoms associated with 

stress and reactive distress [3]. 

In addition, mental health problems result in impaired 

functioning, increased need for health care and marked 

deterioration among the different domains of quality of life. 

They have a dramatic effect on the lives of those who 

experience them and their families, and have a considerable 

economic impact on society as those affected become less 

productive. Currently, there has been an increasing global and 

regional recognition of common mental disorders as major 

public health problems in Primary Health Care (PHC) setting 



International Journal of Medical and Health Research 

 

46 

(Substance Abuse and Mental Health Services Administration 

[4]. 

PHC is a vehicle that is used to deliver quality health services 

to people. It is about providing essential health care which is 

universally accessible to individuals and families in the 

community and provided as close as possible to where people 

live and work. It refers to the care which is based on the needs 

of the population. Primary health care provides keys for 

promoting mental health and preventing mental disorders 

among patients who are seen regularly at primary settings. It 

also serves as the basis for early detection and intervention for 

mental health problems [5]. 

Therefore, there is need to provide mental health services in 

primary settings which involve diagnosing, treating people 

with mental health problems and developing strategies that 

prevent mental disorders. This should be done by health care 

providers through applying key psychosocial and behavioral 

science skills such as interviewing, counselling and 

interpersonal skills in their day to day work in order to 

improve overall health outcomes in Primary Health Care [6]. 

The assertion that, early and accurate detection of mental 

health problems and; appropriate treatment and management 

plan could help to reduce the global and regional burden of 

mental disorders on health and social care systems [6]. 

 

2. Background Information 

Zambia, like any other country has the rising rate of mental 

health problems which may be related to such factors as 

economic change, political, social violence and cultural 

disruptions [7]. A dramatic increase in the numbers of refugees 

and people dislocated from their homes by economic and 

political forces is associated with increases and long term 

disease management [7]. Furthermore, Simenda [8] reiterated 

that mental health problems now have increasing incidence 

and a public concern. The study further revealed that 

neuropsychiatric sequelae of HIV and AIDS, neuropsychiatric 

complications of alcohol and other drugs of abuse, and gender 

based violence are common in all of Zambia's communities 

leading to mental health problems. In addition, Chishinga et 

al. [9] also revealed a high prevalence of mental health 

problems in the general population resulting from the 

demands of life and emphasizes that unless addressed 

adequately they would have a negative effect on the 

individual, family, community as well as the economic well 

being of the country.  

Primary health care still remains the patients’ first point of 

contact with the health system and involves the provision of 

integrated, accessible health care services by a variety of 

health care providers. It includes care given on first contact 

and in ambulatory settings. Primary care services encompass 

preventive, promotive, supportive, curative and rehabilitation 

services.  

These services, provided by professionals from different 

disciplines attempt to enhance the individual’s physical, 

mental, emotional and spiritual well-being, and address factors 

that influence their health. They are usually designed to 

deliver services that include mental health in conjunction with 

community health care providers [5].  

Globally, mental health problems are a leading cause of 

morbidity [6]. They are widespread in industrialized countries, 

ranging from 4.3 to 26.4 percent annually with 80 percent of 

the population consulting the primary health care providers [6, 

3]. Bushnell [10] revealed that one in four patients in primary 

health care has a diagnosable mental health problem and PHC 

providers provide most of the treatment in the population. In 

addition, Watson [11] also revealed that health care providers’ 

recognition of mental health problems in patients suggested 

that half of the people with mental health problems are not 

recognized. The study further argued that this may constrain 

early detection of mental health problems and optimal 

delivery of adequate treatment.  

The burdens of mental health problems include treatment cost, 

productivity loss, functional impairment, and reduced quality 

of life [10, 12]. However, a study by Mathers et al. [3] assets that 

early detection and management of mental health problems 

may promote a more holistic approach to patient care and 

ensures both improved delivery of care and prevention of 

mental disorders. In a related study by Smith [13] found that 

primary health care providers’ ability to detect, diagnose, and 

adequately treat patients with mental health problems in 

Australia, New Zealand, the United Kingdom (UK), and 

Canada is often considered unsatisfactory and further revealed 

that 30-70 percent of patients with mental health problems 

remain undetected. In Africa between 90 and 95 percent of 

people with mental health problems present at primary health 

care, traditional and faith healers [14, 15], while about 60 percent 

of patients with mental health problems in primary health care 

settings pass undetected [4].  

The general practice at PHC level in Zambia, acts as both the 

gateway and gatekeepers to secondary and tertiary health care 

with exception of the emergency presentations (Lusaka 

District Community Health Centres (LDCHC [16]. Over the last 

decade, the country embarked on a radical transformation 

process that aimed at creating a well-functioning, cost 

effective and equitable health care system [17]. In line with 

Primary Health Care vision to provide essential health care as 

close to the family as possible, health care providers have in 

their respective curricula a course component which comprise 

mental health, mental illness and its management [18, 19]. This 

implies that health care providers trained in Zambia have the 

basic knowledge and skills needed to provide mental health 

services to those who need them even without specialized 

training.  

Majority of people with mental health problems, including 

those with severe mental illness, view primary care as the 

cornerstone of their health care system [20] and; health care 

providers are expected to identify and assess the mental health 

needs of the patients, and manage common mental health 

problems in primary care [21]. According to WHO & Wonca [5], 

health care providers who are frontline health care workers 

provide most of the treatment of psychological problems of 

people in the general population. Therefore, early detection 

and treatment of mental health problems may help reduce the 

burden on individuals, families and society; household 

productivity and social integration may be maintained, 

resulting in better chances of recovery. 

 

3. Methods 

Data stem from Community Health Centres based on the 

mixed method study carried out in Lusaka, Zambia. The study 
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was undertaken in Lusaka District Community Health Centres 

(LDCHC). There are 28 Health Centres which provide 

primary health care services to more than 2,198,996 total 

population [22] and the services are available 24 hours a day. 

The study was done in the four [4] health Centres that were 

selected. In this study, the target population consisted of 

Clinical Officers, Nurses and In-charges in LDCHC that 

provide primary health care services as part of their work. 

There are about 285 health care providers in the target 

population, that is, 38 clinical officers, 20 In-charges and 227 

nurses. For this study, two sampling methods were used, 

purposive and simple random sampling methods. Purposive 

sampling was used to select the Clinical officers, In-charges 

and health centres. 

Out of the 28 health centres, four [4] health centres were 

selected using purposive sampling method because they were 

bigger, attend to fifty or more patients per day, and had 

reasonable numbers of health care providers. Clinical Officers 

were also selected by this method because they were limited 

in number and provided more required information. Simple 

random technique using a rotary method was used to select 

nurses working in the selected health centres to participate in 

the study because their population was bigger. The 

participants (In-charges) for the FGDs were picked from the 

two health centres (out of the four purposively selected health 

centres) which were randomly selected, while the In-charges 

of the two health centres were purposively selected The 

sample size was calculated basing on Krejcie and Morgan's 

formula [23] for calculating sample size of a finite population. 

The calculated sample size comprised 164 participants. 

Structured interview and Focus Group Discussion (FGD) were 

used in this study to collect data from the participants 

containing both close ended and open ended questions which 

were used to collect qualitative and quantitative data. A 

structured interview schedule and focus group guide were 

used to capture data on demographic characteristics, 

knowledge in mental health, staff workload, time, and use of 

standardized guidelines in mental health. The same 

instruments were used on all the participants to ensure 

reliability and validity.  

Statistical analyses were carried out using IBM® SPSS® 

Statistics for Windows Version 20.0 (IBM Corp. Armonk, 

NY, USA). Data analyses focused on univariate frequency 

tables and bivariate cross tabulations that identified important 

relationships between variables. The 95% confidence interval 

was calculated using binary logistic regression to identify 

predictors of ability to detect mental health problems by health 

care providers while adjusting for confounders. A p-value of < 

0.05 was considered significant.  

This study was approved by ERES CONVERAGE (Ref. No. 

2015-Mar.015). 

 

4. Results 

Results emerged from analysis of data obtained through face 

to face interview and focus group discussions involving 

Clinical Officers, Nurses and In-charges as participants. Their 

knowledge level in mental health, staff workload, time and use 

of standardized guidelines were discussed and conclusions on 

how these contributed to ability to detect mental health 

problems were drawn.  

4.1 Quantitative data 

4.1.1 Socio-demographic 

 
Table 1: Demographic Data (n = 134). 

 

Sex Frequency Percent 

Male 29 21.6 

Female 105 78.4 

Total 134 100.0 

Age range 

20 – 30 years 20 15.0 

31 – 40 years 42 31.0 

Above 40 years 72 54.0 

Total 134 100.0 

Profession 

Clinical Officer 28 20.9 

Nurse 106 79.1 

Total 134 100.0 

Training Institution 

Chainama College of Health Sciences 28 21.0 

Government owned Nursing Schools 30 22.4 

Mission Owned Nursing Schools 66 49.2 

Private Owned Nursing Schools 10 7.4 

Total 134 100.0 

Length of service 

3 months to 1 year 5 3.7 

2 to 6 years 38 28.4 

7 to 11 years 19 14.2 

12 years and above 72 53.7 

Total 134 100.0 

 

A total of 134 participants took part in the interview schedule 

of the study (Table 1). Participants’ age ranged from 25 to 40 

years and above. One hundred and six (78.4%) of the 

participants were females. More than three-quarters 106 

(79.1%) were in the nursing profession. Only 28 (20.9%) were 

Clinical Officers. Participants trained from different health 

training institutions with majority 66 (49.2%) trained with 

mission owned training institutions. Majority 72 (53.7%) of 

the participants had length of service 12 years and above.  

 

4.1.2 Knowledge in mental health 

A total of 76 participants had low knowledge and 58 

participants had high knowledge in mental health. Among 

those with low knowledge 35 (46.6%) were able to and 41 

(53.4%) were not able to detect mental health problems. Fifty-

eight (100%) of the participants who had high knowledge in 

mental health were able to detect mental health problems. The 

Chi-square test results showed a statistically significant 

relationship between possession of knowledge in mental 

health and ability to detect mental health problems (X2 = 

45.968, p < 0.05). 

 

4.1.3 Staff Workload  

A total of 127 of the participants were overloaded with work 

and 7 of the participants had normal workload. Among the 

participants with work overload, 90(70.5%) were able to and 

37(29.5%) were not able to detect mental health problems. 

Seven (100%) of the participants who had normal workload 

were able to detect mental health problems. The Chi-square 

test results showed no statistically significant relationship 

between workload and ability to detect mental health 
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problems (X2 = .0361, p > 0.05). 

 

4.1.4 Time  

A total of 72 participants had adequate time to and 62 had 

inadequate time to detect mental health problems. Among the 

participants with adequate time, 52(72.4%) were able to and 

20(27.6%) were not able to detect mental health problems. 

Among those with inadequate time, 34(54.5%) were able to 

and 28(45.5%) were not able to detect mental health problems. 

The Chi-square test results showed no statistically significant 

relationship between average time spent per patient and ability 

to detect mental health problems (X2 = 1.553, p > 0.05). 

 

4.1.5 Use of standardized guidelines 

A total of 76 participants revealed that they do not and 58 

participants revealed that they use standardized guidelines. 

Among the participants who do not use standardized 

guidelines, 37(48.7%) were able to and 39(51.3%) were not 

able to detect mental health problems. Fifty-eight (100.0%) of 

the participants who use standardized guidelines were able to 

detect mental health problems. The Chi-square test results 

showed a statistically significant relationship between use of 

standardized guidelines in mental health and ability to detect 

mental health problems (X2 = 41.982, p = 0.000).  

 

4.1.6 Multivariate logistic regression model  

 
Table 2: Multivariate logistic regression model showing factors affecting the ability to detect mental health problems. 

 

Variable 
Ability level 

P < 0.05 (CI 95%) 
Not able to n (%) Able to n (%) 

Knowledge in mental health 

High knowledge n=41 (0.0%) n=58 (100.0%) 
0.000 (X2= 45.968, N=134, p < 0.05) 

Low knowledge n=41 (53.4%) n=35 (46.6%) 

Staff workload 

Normal load n=0 (0.0%) n=7 (100.0%) 
.361 (X2=.833, N=134, p > 0.05) 

Overload n=37 (29.5%) n=90 (70.5%) 

Time 

Adequate time n=28 (45.5%) n=33 (54.5%) 
.213 (X2= 1.553, N=134, p>0.05) 

Inadequate time n=20 (27.6%) n=52 (72.4%) 

Use of standardized guidelines 

Use n=39 (51.3%) n=37 (48.7%) 
.000 (X2= 41.982, N=134, p<0.05) 

Non use n=00 (0.0%) n=58(100.0%) 

 

Table 2 above shows the multivariate logistic regression 

showing knowledge (0.000 (X2= 45.968, N=134, p < 0.05)) 

and standardized guidelines (0.000 (X2= 41.982, N=134, 

p<0.05)) the most predictor variables with statistical 

significance to ability to detect mental health problems 

compared to workload and time with p > 0.05.  

 

4.2 Qualitative data 

Two focus group discussions were conducted and each 

comprised heads of departments in the health centres using the 

guiding questions in Table 3. 

 
Table 3: Guiding Questions. 

 

 Questions 

1 In your own opinion what do you think is mental health? 

2 How can you know that this patient has a mental health problem? 

3 What do you use to detect mental health problems in patients you see? 

4 What factors do you think might be affecting early detection of mental health problems in patients at this health centre? 

5 How does workload impact on the ability to detect mental health problems in patients? 

6 What are some of your suggestions to promote early detection of mental health problems? 

 

The participants were within the age of 30- 50 years. There 

were 14 participants in the FGD of which 12 were females and 

2 males. Among them 11 were nurses and 3 were Clinical 

officers. Participants expressed diverse understanding of 

mental health and revealed among others factors that affect 

detection of mental health problems (Table 4). 

 
Table 4: Showing presentation of qualitative data from Focus Group Discussions. 

 

Interview transcript 
Final coding 

framework 

Interviewer: ‘Can you tell me what you know about mental health?’ 

Participant 1 stated that “mental health is the care given to a person with a mental problem”. 

Participant 2 stated that “mental health is being able to handle one’s problems without being affected mentally”. 

Knowledge in mental 

health 

Interviewer: “What do you use to screen or assess a patient for any mental health problem?” 

Participant 14 stated that “we do not have standardized guidelines in mental health but we use psychiatric 

knowledge from the colleges where we trained”. 

Participant 13 stated that “identified patients with mental health problems are counseled and referred when 

Use of standardized 

guidelines in mental 

health 
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necessary, but some I just refer to mental health specialists”. 

Interviewer: “Tell me about what affects your early detection of patients with mental health problems here?” 

Participant 6 said; “In my department, on average we see 80-100 patients per day with only one Clinical officer and 

1 or 2 nurses per shift. There is shortage of staff with a lot of work for them while they are expected to provide 

quality health care which is compromised at the end of the day”. 

Participant 13 said “We need a simple, short and easy to use guideline or flow chart in mental health which is time 

friendly if we are to identify mental health problems early in patients. We also need to have mental health personnel 

in the clinics for ease referral and continuity of care than always referring to Chainama when need arise”. 

Staff workload 

Average time spent 

per patient 

 

Interviewer: “Tell me what you wish to be done to improve early detection of mental health problems?” 

Participants unanimously said “we need to improve the staffing levels which include mental health personnel in the 

clinics. We need also to have regular training in mental health to increase our knowledge base, and to develop a 

simple, short, ease to use and time friendly guidelines or flow chart in mental health. We further need to start 

conducting community sensitization in mental health service that we are able to provide at health centre level”. 

Recommendations 

 

It was expressed as the care given to people with mental 

illness and an important aspect of health. Participants revealed 

that they do not have standardized guidelines in mental health; 

therefore, they depend on their initial mental health 

knowledge to detect any cases of mental health problems. 

Participants further revealed that they face challenges of 

increased workload and under staffing, thereby, compromising 

the quality of care provided. 

Participants unanimously also suggested that there is need to 

improve the staffing levels which include mental health 

personnel in the clinics. There is need also to have regular 

training in mental health to increase the knowledge base, and 

to develop a simple, short, ease to use and time friendly 

guidelines or flow chart in mental health. Furthermore, result 

indicated that there is need to start conducting community 

sensitization in mental health service that are being provided 

at health center level. The FGD supplemented the findings 

from the comparative analysis of the quantitative data. 

 

5. Discussion 

Mental health problems are a growing public concern in 

Zambia [8] even though ability to detect mental health 

problems is unsatisfactory. The main objective of the study 

was to explore factors affecting the ability of health care 

providers to detect mental health problems at PHC level in 

Lusaka. The ability to detect mental health problems was 

explored by comparing knowledge in mental health, staff 

workload, average time spent and use of standardized 

guidelines scores.  

 

5.1 Demographic characteristics of the sample 

The demographic characteristics revealed that the study 

population was composed of more females (78.4%) who were 

in the nursing profession (79.1%). This could mean that there 

are more female health care providers who are nurses. This 

result of the present study supports CSO [8] demographic 

survey reporting that there are more females than males in the 

population.  

The present study revealed that the age range for participants 

was between 25 - 40 years and above with service length of 

twelve years and above. It is however recognized that the 

distribution of this sample by age and length service are 

dependent on the sampling methods used in the present study. 

It is worth noting that health care providers trained from 

different training institutions. This could mean that there are a 

lot of health training institutions in Zambia that are 

government and private owned in the quest to increase staffing 

levels in health facilities.  

On the demographic variables, this study showed that 

professions influence the ability to detect mental health 

problems as Clinical officers were able to detect mental health 

problems compared to nurses. There could be several possible 

explanations to this. This finding could be attributed to the 

teaching methods that were used which could have been 

appropriate to each profession, such as, use of visual aids, 

simulations, and role plays and clinical practice. However, the 

statistical test for this study revealed that demographic 

variables have no statistical significant relationship with 

ability to detect mental health problems (p > 0.05). 

 

5.2 knowledge in mental health 

Mental health knowledge is power and plays a major role in 

early detection of mental health problems and provision of 

quality health services that culminates in better health 

outcomes [5]. This present study revealed that health care 

providers (56.7%) had inadequate knowledge in mental health 

and among them 53.4% were not able to detect mental health 

problems in patients. In addition, the results from the present 

study FGD also confirmed that there are no psychiatric drugs 

in the drug supplies making it difficult to manage such 

patients but rather refer the patients to specialist health 

facility. To confirm further, whether, knowledge in mental 

health affects ability to detect mental health problems, the 

results of the Ch-square showed a statistically significant 

relationship between knowledge in mental health and ability 

to detect mental health problems (X2 = 45.968, p = 0.000). 

Evidence from previous studies in different part of the world 

showed that health care providers have inadequate knowledge 

in mental health and on treatment of mental health problems, 

hence, resort to refer patients to mental health specialists [24, 

25]. Knowledge of mental health problems particularly 

symptoms helps to understand what may happen, and all this 

information presents a better opportunity to attend to a patient. 

This was proved by a statistically significant positive link 

between ability to detect mental health problems, evaluation 

of their influence on patients’ behaviour and knowledge of 

how to interact with a patient with mental health problems [26].  

In the World Health Organization study on psychological 

disorders in primary care, only half of the patients with mental 

health problems were recognized by health care providers; 

among those patients with a recognizable mental health 

disorder, only half were offered drug treatment [5]. Undetected 

mental health morbidity in primary care commonly leads to 

unnecessary investigation, medication and continued suffering 
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of the patient. This inevitably leads to impaired family, 

occupational and social functioning [9]. It is, therefore, of 

utmost importance for health care providers in primary care 

and general practice to be equipped with the necessary 

knowledge and skills for detecting and managing the patients 

with common mental health problems. On the contrary, Mania 

et al. [27] suggests that people have got individual traits that 

may hinder them to acquire knowledge even when training has 

been undertaken. 

However, El-Rufaiel observed that early detection of mental 

health problems reduces the number of subsequent medical 

consultations and shortens the duration of an episode. 

Furthermore, he pointed out that detection of mental problems 

will result in greatly reduced social impairment in the long 

term [28].  

 

5.3 Staff workload 

Shortages of health care providers had made it difficult to 

perform to the expected standards as perceived by the patients 

and community at large. The perception of inefficiency by the 

patients and community is as a result of high patient load and 

thus shown by health service delivery and lack of concern and 

support for patients. The present study revealed that health 

care providers are experiencing higher workload (94.8%) 

which could be due to increasing disease burden consequently 

demanding for health services. During the focus group 

discussion for this study, participants brought out similar 

concerns that health care providers are experiencing high 

workload due to increased demand for health services, and 

inadequate staffing. However, the bivariate cross tabulation 

revealed that among the health care providers who 

experienced work overload, 70.5% were able to detect mental 

health problems. Further validation of workload affecting 

ability to detect mental health problems, the result of a Ch-

square (.833) and p .361 showed that these results were not 

statistically significant.  

Nevertheless, according to Coopers [29], high workload is a key 

job stressor of health care providers in a variety of care 

settings, such as primary health care. A heavy clinical 

workload can lead to distress (such as, sarcasm, anger, and 

emotional exhaustion) and burnout. However, a study done in 

UK by Carayon and Alvarando [30] revealed that higher patient 

population, work system factors and expectations also 

contribute to the increasing workload, while, health care 

providers are expected to perform non-professional tasks such 

as coordinating and performing additional services. Carayon 

and Gurses [31] further revealed that shortage of staff and a 

heavy workload seems to be related to suboptimal patient care 

which leads to reduced patient satisfaction. Much of the 

research investing on the impact of workload on patient safety 

focus on linking staffing levels with patient outcomes. 

Therefore, there is strong evidence in literature that staffing 

levels significantly affect several patient outcomes.  

On the contrary, Carayon and Gurses, [31] also found that 

health care provider-patient ratio exposed that factors other 

than patient’s clinical condition (for example, ineffective 

communication, supplies not well stocked) may significantly 

affect workload and not the number of patients. Furthermore, 

Carayon and Gurses [31] retaliated that researchers who use the 

health care provider-patient ratio as a measure of workload 

offer a limited contribution to understanding the impact of 

clinical health workload and designing solutions for reducing 

or mitigating clinical health workload. One reason for the 

extensive use of the health care provider-patient ratio may be 

that this measure is easy to use and is readily available in 

existing databases.  

Regarding workload and ability to detect mental health 

problems, a study done by Curationis [32] in South Africa 

revealed that it is not always the case that as workload 

increases performance decreases. This is because as workload 

increases, the worker may have a strategy for handling task 

demands. 

 

5.4 Time 

A study done by Schreuders et al. [33] argues that shortages on 

health care providers and time as well as an increase in patient 

population may lead to health care providers to only 

concentrate on the physical aspect of health that requires 

shorter consultation time. However, the present study further 

confirmed that health care providers with adequate time 

(72.4%) and 54.5% with inadequate time were able to detect 

mental health problems. This could be attributed to knowledge 

in mental health and utilization of this knowledge, and 

attitude. The assumption is supported by Ndeteil et al. [34] who 

echoed that in Kenya health care providers have shown a 

positive attitude towards mental health problems although it is 

hampered by inadequate knowledge and time when evaluating 

patients presenting with psychological symptoms. Similarly, 

this result auguments Curationis’s [32] finding which revealed 

that despite high patient population and limited time spent 

with patients, patient centred care should be provided to all 

patients. These findings suggest that there is no association 

between time and ability to detect mental health problems.  

Contrary to what was expected, Carayon and Gurses [31] shows 

that factors other than patient’s clinical condition (such as, 

attending to personal issues, many family needs, coordinating 

workplace activities, poor physical work environment) may 

significantly affect time. Although, this current study did not 

concentrate on such factors, this study result indicate that the 

average time spent per patient is 5–15 minutes (70.9%) which 

makes it difficult to conduct a thorough mental state 

examination and take psychiatric patient history in comparison 

to 73.1% indication that 30 minutes would be adequate time. 

Furthermore, this study did not find a statistical significance 

(Chi-square 1.553 and p .213), thus, supporting Curationis [32]. 

This result is in agreement with Scheppers, [35] who found 

similar findings that, the length of consultation was long with 

patients with mental health problems. This consultation time 

was also perceived to be a barrier to early identification of 

mental health problems as these patients often required a 

longer consultation time than the standard 10 to 15 minutes. 

According to Scheppers [36], time pressure in everyday practice 

is also responsible for difficulties in successful identification 

of mental health problems, referral to mental health specialists 

and other more efficient interventions. 

 

5.5 Standardized Guidelines 

Generally standardized guidelines are being used in general 

practice for easier screening of patients with certain 
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conditions, for instance, in HIV/AIDS. Ninety-one percent of 

health care providers revealed that they use standardized 

guidelines which could be attributed to working in a general 

setting where these guidelines are available. The result of the 

present study revealed that among the health care providers 

(51.3%) who do not use standardized guidelines were unable 

to detect mental health problems, while, a contrary finding 

from the focus group discussion revealed that there are no 

standardized guidelines in mental health. Analysis of a 

bivariate cross tabulation between use of standardized 

guidelines and ability to detect mental health problems 

showed that there is a positive statistical significant 

relationship (X2 = 41.982, p = 0.000). 

Jirapramukpitak [36] in India, revealed that about a third of 

patients presenting in primary care facilities often present to 

the clinicians working at this level with sub-threshold 

disorders featuring a confusing blend of psychological and 

physical symptoms. This calls for an approach that might 

facilitate comprehensive assessment of each patient. 

Furthermore, Chishinga et al. [9] also agreed that there is a high 

prevalence of mental health problems in the general 

population that could easily be detected by use of the Mini-

International Neuropsychiatric Interview (MINI). MINI 

defines current major depressive disorder and alcohol use 

disorders respectively which is a suitable mental health 

screening tool for use among TB and ART patients in primary 

care in Zambia. This current study produced results which 

corroborate the findings of Mubarek et al. [37] in Ethiopia who 

also revealed that there were no mental health-related 

guidelines within any of the health centres. According to 

Manias et al., [27] findings, non availability of guidelines for 

health care providers to use as a reference for patient 

assessment could be attributed to non identification of 

common mental health problems.  

Protocols and algorithms educate and guide clinical decision-

making, ensure quality of care [38], and these may facilitate 

quick assessment of patients. Araya et al. [14] posited that 

health screening tools such as the GHQ‐12 may be used in 

primary health care settings to heighten suspicion of the 

presence of psychological disorders and make it easier for 

primary care providers to identify which cases may qualify as 

having mental health problems. This current study result also 

is in agreement with the findings in a controlled comparison 

study by Cape et al. [39] who established the ability of practice 

nurses to detect psychological distress in patients attending 

primary health care settings in Britain. The study revealed that 

practice nurses’ ability to identify probable cases of 

psychological morbidity was enhanced from 12% to 26% 

when using the health screening tool.  

To further strengthen this submission, Asibongi et al. [24] in 

Nigeria revealed that use of a health screening tool in primary 

care setting will not only help in case detection, but will 

reduce to some extent problems of recurrent consultation, 

unwarranted investigations, inappropriate referrals or 

treatments and chronicity of symptoms. The result of this 

current study show that 100% of the health care providers 

indicated that use of standardized guidelines is useful in 

identifying mental health problems early agreeing with 

Asibongi et al. [24]. In addition, Smith [13] also reported that 

minor mental health problems were easily detected using 

standardized guidelines /or health assessment tools.  

In contrast, Bones et al. [40] attested that using standard 

guidelines such as, the Structured Clinical Interview for DSM 

III R (SCID) - derived diagnosis as the standard, health care 

providers were able to correctly identify very few of the 

specific mental health problems most prevalent in primary 

care practice and failed to recognize two-thirds of their 

patients with a current mental health problem. Furthermore, 

Croudace et al. [41] also reiterated that passive dissemination of 

guidelines to improve the recognition and management of 

mental health problems, as well as broad education programs 

have generally been found to have minimal positive outcomes. 

For this reason, Manias et al. [27] concluded that even if simple 

and efficient screening tools may be, it is unlikely that health 

care providers in general health care setting will use it given 

the short period of time per patient. This was proven in this 

present study with the results yielded from the bivariate cross 

tabulation between the independent variables knowledge in 

mental health and use of standardized guidelines to detect 

mental health problems that 40% of the health care providers 

could not use the guidelines despite having the knowledge. 

 

6. Conclusion and recommendations 

Challenging life experiences and responses take place within a 

context where such factors as economic challenge, political 

and social violence, and cultural disruptions attach 

significance to both physical and psychological aspect of a 

person. The results of this study suggest that ability to detect 

mental health problems have a substantial impact on the 

psychological/mental well-being of patients. The study finally 

found that there is low level of knowledge in mental health 

among health care providers, non use of standardized 

guidelines in mental health as they are not available. These are 

the only variables that affect the ability of health care 

providers to detect mental health problems at PHC level 

regardless of workload and time spent per patient.  

Mental health is undoubtedly connected to the physical and 

psychological well-being of the person, improving early 

detection and management of mental health problems should 

be a core part of the health care provision.  
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