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Abstract 

Various factors related to context appear to influence effective management of mental illnesses. 

With this in mind, this paper sought to investigate how a rural context in a low income country 

likely influences the diagnosis and effective management of mental disorders known as 

neurodevelopmental disorders (NDDs). The article investigated the factors influencing 

identification and effective management of neurodevelopmental disorders (NDDs) in Ward 13 

in Seke Rural District in Chikomba West. The paper uses a phenomenological qualitative 

research design. Purposive and convenience sampling were utilised to identify participants. 

Data from key informant in-depth interviews was triangulated with data from caregivers of 

children aged 10 years and below in Ward 13 Chikomba West Seke rural district. Themes 

identified using Braun and Clarke thematic analysis framework include vague knowledge and 

awareness, limited access to specialised care resources and various worldviews influenced by 

culture including attitudes and beliefs. Enablers included presence of psychosocial support in 

the community. It was concluded that various factors interact at personal, institutional and 

national levels, among others, to give rise to barriers and enablers of early diagnosis of NDDs. 

Knowledge and culture were overarching factors that are amenable to change. It is 

recommended that organisations and policy makers create programmes and policies that 

target amendable factors that deter timely diagnosis including attitudes, self-efficacy, beliefs 

and knowledge.  

Keywords: neurodevelopmental disorders, help-seeking, comorbidity, management of 

symptoms, debilitating, supernatural,  

Introduction 

Many people needing psychological services fail to get them with 15% in the low and middle-

income countries (LMICs) accessing such help (Skylstad et al., 2019). The World Health 

Organization (WHO) (2021) indicates limited access to mental health services for children, 

though no statistics are available for sub-Saharan Africa (SSA). This paucity of statistics is 

worse in rural settings (Nsereko et al., 2011). Although some countries including Nigeria, 

Ethiopia and Ghana have made strides to improve access to mental healthcare by integrating 
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mental health into their healthcare policies, shortages of facilities and manpower specialised in 

mental healthcare remains a challenge, with main psychiatric units being found in urban centres 

(Atewologun, et al., 2025). Mental health services are therefore highly centralised (Mlambo et 

al., 2014; Wainberg et al., 2017). Chibanda and Mangezi (2010) lamented the same scenario 

regarding mental health services in Zimbabwe, yet 61.4% of Zimbabweans live I  rural areas 

(Zimbabwe National Statistics Agency (ZIMSTAT), 2024). Prevalence of mental conditions 

in children globally is alarming with 20% of children and adolescents suffering from 

debilitating mental illnesses (Skylstad et al., 2019). Although prevalence of NDDs in sub-

Saharan Africa is not known, global trends in increases of incidence are also expected 

(Ruparelia et al., 2016). The Diagnostic and Statistical Manual for Mental Disorders Edition 5 

(DSM 5) identifies these NDDs to include attention deficit hyperactivity disorders (ADHDs), 

autism spectrum disorders (ASDs), intellectual disability (ID) and communication disorders 

(CDs), among others (American Psychiatric Association (APA), 2013).  

NDDs are highly comorbid, having an onset in infancy (APA, 2013). A disruption occurs in 

the development of the brain that affects social, intellectual, personal and occupational 

functioning (Thapar et al., 2016). NDDs vary in causes, management and responsiveness to 

treatment (Banda, 2021; Thapar et al., 2016). Thorough assessment by different specialists is 

necessary due to NDDs’ complex nature (Ruparelia et al., 2016; Thapar et al., 2016).    

Early and correct diagnosis that is provided for by professional medical practitioners is 

imperative and possible from as early as 14 months (Rosenberg et al., 2011). Early screening 

and assessment averts worsening of NDDs by providing a chance for early interventions 

(Manolova, 2017). This early diagnosis is necessary for effective management of (NDDs) 

(Sicherman et al., 2018).   In Africa, however, there is generally a trend of delayed diagnosis 

(Anwar et al., 2018; Franz et al., 2017). This study thus targeted investigations of factors that 

affect diagnosis at grassroots in a rural community since these populations are found to be 

worse off in terms of access to health care.  

A multi-disciplinary approach is necessary for effective NDD management (Ruparelia et al., 

2016). Childhood mental illnesses require multiple informants such as teachers, parents and 

other individuals that spend time with the children. This is because heavy reliance is placed on 

recognition of behavioural signs (Franz et al., 2017). This study chose to identify key 

informants that can elucidate how, at rural community level, the inputs and actions of these 

potential multiple informants can affect early diagnosis of NDDs. 
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Research objectives 

The study sought to determine: 

1) The knowledge of NDDs found in a rural community members 

2) The general perceptions and beliefs inherent in rural community dwellers about the 

causes and effective management of NDDs 

3) Socio-economic and structural barriers and enablers of identification and 

management of NDDs in a rural community setting. 

Research questions 

The research questions that the study sought to answer were: 

i) Do rural community members possess knowledge of NDDs? 

ii) What are the community members’ prevalent perceptions of and beliefs on the 

causes of NDDs and their effective management methods? 

iii) What socio-economic and structural barriers and enablers towards identification 

and effective management of NDDs are found in a rural community? 

Literature review 

There is a knowledge gap in populations and practitioners alike about the identification and 

management that is effective for NDDs. A study in Nigeria indicated a general trend of poor 

knowledge of identification and management of NDDs among healthcare providers in primary 

healthcare (Agbo et al., 2024). This finding is consistent with earlier studies in Zimbabwe 

where there is little knowledge of NDDs, including ASD in Zimbabwe (Banda, 2021; Chitiyo 

& Chitiyo, 2019).   

Ratombo (2020) found that an interaction of culture, the economy and religion impacts 

interpretation of signs observed in the children. Similar observations can be deduced from a 

Nairobi study where stigma, lack of knowledge and lack of affordability to services were found 

as factors that hinder identification, diagnosis and management of NDDs in informal 

settlements (Segre, et al., 2023). Other influential factors that impact diagnosis include lack of 

resources (Alonso & Little, 2019), no trust in professionals (Tirintica et al., 2018), negative 

attitudes and a low knowledge (Wainberg et al., 2017) and community influences including 

stigma (Skylstad et al., 2019).   

Culture influences interpretation of symptoms (Nsereko et al., 2011). Culture shapes 

caregivers’ behaviours through creation of certain beliefs and attitudes (Skylstad et al., 2019).  
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These result in multiple help-seeking pathways that are rampant in Africa. However, help-

seeking also depends on income levels, physical barriers, and beliefs among others (Radez et 

al., 2019). These multiple pathways lead to delayed or no diagnosis of NDDs (Anwar et al., 

2018). Beliefs also breed perceptions of symptom severity and burden of care in the caregivers 

that serve as motivators or deterrents in seeking help for suspected mental illness (Skylstad et 

al., 2019). 

Skylstad et al. (2019) identified an information gap on mental illnesses that exists among 

service providers and stakeholders involved in the management and identification of NDDs. 

Traditional healing has been found to be the most accessible and most utilised practice in SSA 

due to the fact that it is more readily available than medical service providers and that it caters 

for cultural perspectives and concerns of its users (Berhe et al., 2024). In this systematic review, 

Berhe et al. (2024) found varied studies including those that showed improved care in 

collaboration between mainstream medical practitioners and traditional healers; continued 

complementary use of both without collaboration of practitioners and some studies that 

provided evidence of human rights violations in the use of traditional methods to care.   In 

Zimbabwe, however, medical professionals and traditional healers do not consult each other 

(Mangezi & Chibanda, 2010) thus depriving service providers of key information necessary to 

improve their services. Caregivers are unable to notice odd behaviours in the children at times, 

making friends and family crucial in pointing out behavioural disparities (Sicherman et al., 

2018). Schools thus become vital in noting odd behaviour because of the presence of trained 

teachers and provision of a norm group where the child can be compared to (Godoy et al., 

2014).   

Stigma is ranked as the most influential factor preventing access to mental health services 

(Coombs et al., 2021). Stigma shapes individual perceptions of illnesses and causes isolation 

of the family and the sick individual (Wannenburg et al., 2018). Stigma also leads to feelings 

of shame and misunderstanding and neglect of the mentally ill (Gabra et al., 2020).     

Research methodology 

A qualitative exploratory approach to research was adapted to answer the three research 

questions. 

The research questions sought to illuminate the research objectives of identifying whether or 

not rural community members possessed knowledge of NDDs. The study also sought to clarify 

the perceptions and beliefs that the rural community had on effective management and the 
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causes of NDDs. Last but not least, the study also needed to determine the existing socio-

economic and structural barriers and enablers of identification and effective management of 

NDDs that were in existence in the rural community. 

Resultantly, the population of interest included caregivers of children aged 10 and below 

staying in Ward 13 Seke Rural District. This is because the age 10 is the transition point for 

family versus peer influences (Skylstad et al., 2019). A key informants approach to research 

was also utilised targeting various individuals believed to be knowledgeable of NDDs in the 

community including primary school teachers, nurses, community health workers and spiritual 

leaders (Mumtaz et al., 2013). Religious leaders from the apostolic sect churches and their 

followers view their churches as practical alternatives to medical health service providers 

(January & Chimbari, 2018).  

The study included caregivers of children aged 10 and less because primary caregivers of such 

children are the ones that have the sole responsibility of seeking medical care interventions on 

behalf of their children. Skylstad et al. (2019) clarify 10 as a transition period for peer vs. family 

influence to support this inclusion criteria. Participants also had to be residents of Ward 13 

Seke Rural District Council. Key informants included were teachers responsible for infants. 

This was important because early diagnosis has been found to be most favourable for effective 

management of NDDs (Ruparelia et al., 2016). Understanding their beliefs, perceptions, 

knowledge and attitudes would help in clarifying any reasons for delayed or early diagnosis as 

teachers are key stakeholders. Religious leaders from the apostolic sect were also included in 

the study. Mainstream and Pentecostal church leaders were excluded from the study because 

January and Chimbari (2018) informed this research by clarifying that Pentecostal churches 

are found to be practical alternatives and influencers in mental health service provision. 

Community health workers were included in the study as key stakeholders that influence 

utilisation of medical services in rural contexts in Zimbabwe. Childhood nurses were also 

included because of their early influence in identification and diagnosis of pathology in 

children. Understanding their knowledge, perceptions and beliefs may clarify the factors that 

affect early diagnosis and early management of NDDs. 

A census of the nurses who deal with childhood issues (2) and community health workers 

(CHW) (1) was ideal to select participants for the study given their limited numbers. Early 

childhood development (ECD) teachers were purposively selected for the study since they 

facilitate education for the youngest infants in schools. This gives light to the factors that affects 
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identification of odd behaviours in the youngest children in schools. Convenience sampling 

was then employed to identify 3 ECD teachers to be interviewed (Bryman, 2012). Four spiritual 

healers and 10 caregivers were identified using simple random sampling. An additional 2 

caregivers were purposively selected for interviews after the CHW identified these as 

caregivers with children under the age of 10 who were believed to have NDDs. Although the 

ideal sample sizes for phenomenological studies averages three to ten individuals, data 

saturation informed the sample size for 6 caregivers interviewed for this study (Creswell & 

Creswell, 2018).  

Thematic analysis was used to analyse the data using the Braun and Clarke framework (2006) 

(Maguire & Delahunt, 2017). Using Microsoft word, data was analysed manually utilising text 

highlights, copy and paste functions and commenting tools, creating codes and eventually 

developing themes. An interactive approach to analysis and data collection were employed as 

data collection and data analysis were done simultaneously (Vaismoradi & Snelgrove, 2019).  

Informed consent in writing was sought from the participants in Shona vernacular and English. 

Participants were informed that participation was voluntary and that they could withdraw at 

any moment they felt the need to. Pseudonyms were used to conceal identification of the 

participants. Confidentiality was also ensured by keeping the recorded material in a secure 

place and the soft copies were password protected (Creswell & Creswell, 2018). Authority to 

carry out the study was sought from the Department of Applied Psychology Department since 

the original study was done as a dissertation paper by the author. 

Results 

The following themes were revealed in the study. 

Vague knowledge and awareness of NDDs 

There was vague knowledge and awareness of NDDs, their symptoms, how NDDs could be 

managed and where to get assistance.  

“Personally, on child mental health issues I am not fully aware”. KI1 

“A child may not want their feet to touch wet soil. They are slow in doing things. 

They may not speak properly. Some love to chew at anything. They also have 

specific preferences in their food.” (P1) 

“… they do not understand the instructions of the teacher. Some remove their 

clothes. (P2) 
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“Children cannot verbalise. They don’t understand their age mates. Some can’t 

control the flow of their saliva.” (KI4).   

“One cannot sit still in one place.” (P5). 

C1 testified to a lack of knowledge of where to get assistance when they realised they needed 

to get their child some help: 

“I did not know where to get help. Harare Hospital is where I went since it is the 

biggest child hospital.” 

Negative labelling of parents resulted from this lack of knowledge of NDDs:   

“Sometimes you try to explain and people just don’t understand. They believe we 

spoiled the child that the illness is for white children who are not disciplined. ” C1 

Limited knowledge and awareness coupled with a dearth of words in vernacular to describe the 

disorders led to difficulties in authenticating and differentiating the disorders in young children: 

“In Shona we say anopenga [they are mad] but level of madness is not easy to 

delineate for a child aged 10 or less.” (KI4) 

Another participant found it hard to name the disorders in Shona using the word “dzenga” that 

they could not clarify its meaning when asked to explain the word. Instead, they testified it was 

like epilepsy: 

 “Their brain is incomplete. It is identical to epilepsy.” (P5).  

Perceived transiency of symptoms 

Most participants were reluctant to commit to whether or not symptoms are permanent or 

temporary. C2 believed their child would outgrow the symptoms: 

“I seriously thought he would outgrow it, that I was over reacting.” (C2) 

One participant however clarified that transiency of symptoms depended on the interventions 

employed: 

“The symptoms are definitely permanent especially if there are no timely 

interventions employed to manage the symptoms.” (KI3) 

Varying perceptions on aetiology of NDDs  

Some believed the aetiology of NDDs was biological, others blamed environmental factors yet 

some still believed it was spiritual:  
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“It is not easy to isolate mental illness from Godly matters and witchcraft. Doctors 

have their own opinions that vary from others and it doesn’t work… A few are born 

ill. People want to get rich, so they do rituals to steal the gifts of a child”. (KI4) 

“Mostly genetic. They inherit it.” (P4). 

“Down-syndrome comes from an extra chromosome X” (KI3).  

“The children envelope these problems prenatally and parents rarely notice it before 

age 3.” (P1)  

“After consulting spiritual healers, some find out the dead are causing the illness 

and so stop looking for other solutions… Some are avenging spirits that need 

appeasement and the parents simply have no means to appease them. They wait for 

God’s will.” (P2)  

“Their brains are closed up in like containers. These are evil battles with darkness. 

The brains are stolen.” (P5).  

Clarity from P5 indicated the supernatural forces are from ancestral spirits.  

“These are the ancestors. They are the source of the dark spirits.” (P5) 

Perceptions of causes of NDDs as parental negligence and harshness 

Some participants blamed parental negligence and their harsh nature in raising children in a 

variety of ways: 

“Some parents confuse kids. They are harsh and children simply become confused. 

When the child does not respond because of the confusion, they take a stick to heat 

the children.” (P1). 

 “Parents can beat a child in extreme ways in the name of discipline [at times we the 

parents are at fault…we can beat the child to an extent that is not normal, beyond 

their age.” (P6) 

Beliefs on aetiology of NDDs influence helpseeking pathways 

How individuals viewed the causes of the NDDs determined the preferred way to manage the 

NDDs: 

“…Prophet knows whether someone is bound. This means they can solve that. So, 

it depends on the situation. Where one is born that way, there is nothing that can be 

done because God allowed it.” (P6) 

“Some are spiritual wars. Only prayers can calm the person down… Some spirits 

cannot be appeased though. They may require human sacrifice to compensate the 

avenging spirit of a murdered relative.” (P5) 

Financial constraints affect diagnosis of NDDs 

Affordability of care was a key determinant of care given to the children.  
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“As long as parents believe in medical causes, financially most are disabled. …Most 

in the community are farm labourers and the farms hire people depending on their 

seasonal needs, rarely on a permanent basis. People earn between 30 and 40 dollars 

a month. They cannot sustain their daily needs with it, let alone medical bills” (P3) 

“The private sector is simply unaffordable. Consultation costs 50 USD. Medication 

is cheaper in South Africa” (C1) 

“We cannot afford private care. Even private schools that give adequate specialised 

care are beyond our reach. (C2)  

One participant blamed parents who diverted financial assistance they got from organisations 

on behalf of their children: 

“Some take advantage of their children. When they get help, they use the assistance 

for other uses instead of to help their children.” (P1).  

Culture shapes worldviews 

Culture shapes a way of life for people, informing their beliefs and attitudes. Communities 

serve to advise its members but some were found not to readily take the advice given:   

“Even if you advise them, they are angry that you are interfering with their lives, 

meddling. (P1) 

One participant clarified however, that the root belief of the caregivers determined acceptability 

of advice given: 

“Some have faith in masowe [apostolic sect, some traditional healers or pastors. 

Find out first what they believe then advise them according to their beliefs.” (P6). 

Worldviews impact prejudice and stigma 

Negative beliefs and attitudes were associated with prejudice and stigma: 

“Some may be shy, or even fear being the laughing stock” (P1) 

“Caregivers may attribute the illness to superstitious causes and so hide away from 

the community to avoid community judgement.  (P4) 

“We judge first who it is that has the problem, and that determines whether we step 

up to help or not” (P2) 

Ward 13 participants mainly attributed mental illness to witchcraft activities:  

“Most believe in the supernatural caused to mental illness. Even the nurses tell you 

need to pray for your child and bad spirits will go away.” (C2) 

“Stigma affects the parents also. So, they are embarrassed to look for help” (P1) 



10 
 

“At times the mother’s wickedness is seen as the cause, the illness in the child is 

punishment for bad sins of the mother… or a curse for wrong doing of the parents.” 

(P3).  

Resilience was noted in one participant based on their individual perceptions and attitudes:  

“Everyone has an opinion, if you are not strong, you go mad following all sorts of 

advice. I decided to trust myself more.” (C1) 

One caregiver that had a child with ASD showed resilience: 

“I knew there was nothing fishy about my child’s condition. So, I did not get 

pressured to go to the traditional or spiritual healers” (C2) 

Previous experience with the health service providers also shaped help seeking behaviours: 

“I lost all confidence in the hospital service. Mostly the queues were long, 

sometimes no doctors came, and when they did, different ones who did not know 

your case were available. ” (C1) 

 “After my initial visit, being placed on a waiting list or a follow-up visit, I decided 

not to go back, the practitioners seemed confused about my child’s condition. They 

were not competent enough to help my child.” (C2) 

How caregivers perceive the symptoms determines their stance on seeking help to treat the 

symptoms. C2 was forced to seek help at the time their child was being aggressive and school 

pressure was mounting for them to seek psychological services: 

“…we sought help from educational psychologists when he was violent at school. 

The school demanded it. … Only after some intervention from his ECD B teacher, 

did he seem to stop the aggressive behaviour.” 

Inadequate service provision   

Mental health service provision was found to be inadequate according to the participants for a 

myriad of reasons. The nearest hospitals that provide mental health care are in Harare, about 

52Km away from Ward 13. NGOs like Hope Orphan Support Services and Seke Rural Home-

Based catered for HIV and AIDS related cases.  

“Our hospital doesn’t have a mental health staff member.”(KI) 

“There are no mental health organisations in Beatrice” (P1).  

“Our public hospitals do not give adequate care.” (C1) 

Some participants felt a need to improve routine checks for children to include checks for 

mental health issues rather than keeping focus on the physical aspects only. 

“The centres and schools must do more.” (P4) 



11 
 

“Government is letting us down. Schools and hospitals need these specialised 

services where we can take our children. ” (C1).  

Community members may help identify odd behaviour 

C1 and C2 also showed how other members of the community are important in identifying 

deviant behaviour in children:   

“…elders spoke. They realised the delayed speech. They suggested something that 

held down the tongue that needed operating. That’s when we went to the 

paediatrician.” (C2) 

“My friend encouraged me to get him checked out. That’s when I started noticing 

the signs. Her son seemed to have the same issues too.” C1  

Education professionals were also important in noticing the problematic behaviours of children 

in schools.   

“You will realise the teachers can be helpful. The one that taught my child knew 

much about psychology. ” C1 

Perceptions on managing NDDs 

Various beliefs were found among the participants on how best NDDs could be managed. 

Some believed caregivers needed to manage their lifestyles and those of their children: 

“Parents need to socialise their children more by allowing them to play with others. 

Parents tend to close their children up if they think something is wrong with them.” 

(KI3). 

“Illnesses can be managed by eating healthy diet.” (KI2) 

Some suggested consulting medical practitioners. Various forms of assistance were suggested 

including prevention of prolonged labour, counselling services and medication: 

 “They can prevent mental illnesses cause by prolonged labour. Counselling parents 

also helps because stress is bad. Medication can also assist in managing illness.” 

(KI2) 

 “Early intervention is necessary. If parents accept their children’s conditions early 

they can get help early enough.” (KI3). 

“Medical professionals are certified and knowledgeable. They will assist parents 

better to care for their children.” (P3) 

“Seeking medical attention will help the parents understand what is going on with 

the child. One must however commit and sacrifice.” (P4). 

“Counselling from psychologists helps. They can also be advised on the best places 

to get more help there.” (KI2) 
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“In addition to seeking medical help, they need to enrol the child in school to learn 

daily living skills to care for themselves.” (KI3) 

Attitudes towards medical practitioners and their interventions 

Negative attitudes towards medical practitioners and their interventions existed in some of the 

participants who believed the practitioners’’ solution were not permanent. 

“I understand some of the injections just reduce symptom severity. Mental illness 

issues are complicated. Some are spiritual matters. It is therefore not easy to deal 

with.”(KI4) 

“Some go to traditional healers and prophets. Doctors just give you tablets to reduce 

the symptoms but not treat them. Tablets make the sick one sleep after taking them 

that’s all. When they awaken, troubles begin once more.” (P5) 

C1 had trust in the medical professionals due to personal convictions and experience of 

successful management of their child’s illness: 

“I believe in my child’s advocate. I have to stand by that. I know it is not spiritual. 

It is a manageable condition. So far we are managing just fine.” 

Multiple help seeking pathways 

Participants preferred a variety of help seeking pathways. Some indicated a preference of 

multiple pathways so that all angles of sickness could get an opportunity to be addressed.  

“You must come to church. A spiritual church for the illness to be healed” (P5) 

“I would do both. Doctors can assess. Because sometimes the child appears normal 

yet they are not. Then I will ask the traditional healers to seek out an explanation on 

what is happening” (P1) 

“We are Africans. Some people are evil and jealous. We also have ancestors that 

did bad things. No harm in making sure we address the spiritual issues first. Because 

without that, even the doctors cannot see. The spirit won’t let them” (P2) 

Discussion 
Factors that affect timely diagnosis interact as various levels including personal, familial, 

institutional and national levels. This integration is complex and can be analysed using the 

Bronfenbrenner concepts of the micro, meso, exo and macro-systems (Eriksson et al., 2018). 

The complex relationships include individual, interpersonal, institutional and national factors.  

At an individual level, some participants knew the symptoms and signs of NDDs although the 

majority was not familiar with them, including KIs who were assumed to be knowledgeable 

about the NDDs (Banda, 2021). Those that knew the illnesses had encountered someone with 

the illnesses. Some mistook various illnesses including epilepsy, cerebral palsy, depression and 

anxiety for NDDs.  
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Level of knowledge of NDDs affected timely diagnosis. C1 and C2 delayed seeking help 

because they were not aware of NDDs and their symptoms. This finding confirms concerns 

raised in previous studies (Ruparelia et al., 2016). Some KIs also showed limited knowledge 

of NDDs as found in Alharbi (2018). This presents as a barrier to diagnosis since KIs are 

influential in informing help seeking pathways of individuals.   

This lack of knowledge in turn informed on the worldviews of the community and ultimately 

help seeking behaviours of caregivers. Knowledge informed attitudes, beliefs and behaviours 

of the communities towards individuals with NDDs, their caregivers and perceptions of 

effective management. Perceptions that the conditions were supernatural were likely 

perpetuated by the lack of knowledge which in turn gave rise to stigma, negative perceptions 

towards efficacy of medical interventions and the role that the caregivers of the children played 

in the aetiology of the condition. Derogatory terms were at times used in Shona terms like 

“dzakadambuka” (they are broken) or “kupenga” (they are mad). This may be an indicator of 

prevalent stigma and a lack of attention previously given to mental illnesses (Coombs et al., 

2021). 

Perceptions of C1 and C2 determined the pathways they utilised to get help, basing mainly on 

their personal beliefs and experience. C1 followed through with diagnosis because it was 

helpful while C2 decided to withdraw from the diagnosis process due to the belief that the 

medical practitioners were not knowledgeable enough. Perceptions were also informed by 

community norms and culture. Some participants believed mental illness was caused by 

supernatural causes and so could be healed using spiritual and traditional healers. These 

findings confirmed those of earlier studies (Liang et al., 2016; Tirintica et al., 2018).  

Only one participant was aware some symptoms can be transient. This may mean if symptoms 

evolved or were no longer present, the communities would not know the diagnosis of NDDs 

was still possible. This is against the knowledge that the diagnostic process relies on noticing 

behavioural oddities, both present and past (Thapar et al., 2016). The danger is in failing to 

mention even past symptoms or overlooking any present ones in informing the clinicians.  

Participants were unsure of the referral centres they could use and had no local access to 

institutions that could assist in this referral pathway. This finding was similar to other studies 

that confirmed lack of access to localised care negatively impacts diagnosis of NDDs (Nsereko 

et al., 2011; Wainberg et al., 2017). Special needs centres including Sharon Cohen and St Giles 

were mentioned although participants were unsure of the actual care provided there.  Sally 
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Mugabe Hospital and Annex, as the nearest referral centres are found in Harare, about 52km 

from Ward 13 Seke Rural district. The community thus had limited access to care as a rural 

community. 

This physical lack of access was worsened by the economic problems the community faces as 

one participant indicated the residents were mainly farm labourers that barely have enough to 

eat. C1 and C2, as caregivers of children with NDDS, confirmed this financial barrier as quality 

care was linked to access to private care. C1 complained of expensive medication. C2 gave up 

her job in the COVID era to care for their child giving them a new role of care. Purpura et al. 

(2021) also lamented the existence of financial barriers to care.  

Stigma was a great barrier in seeking a diagnosis. Participants mentioned that caregivers may 

shy away from seeking advice or help because of the fear of being labelled. Some mentioned 

caregivers may protect their children from the public labelling. These findings were similar to 

previous studies that found how caregivers at times withdrew and shied away from seeking 

help due to the fear of prejudice or being blamed for their children’s illnesses , especially 

women (Coombs et al., 2021; Wainberg et al., 2017). This stigma found in previous studies 

was a product of little knowledge (Gabra et al., 2020). The same sentiments can be derived 

from the current study where some participants automatically viewed familial trends of mental 

illness to mean that the family members had meddled with dark magic.  

Schools remain central in providing insight on the caregivers of abnormal behaviours noted in 

the children. Both C1 and C2 actively sought assistance for their child when they had enrolled 

for primary school education. Although this confirms the possibilities of delayed diagnosis in 

Africa as suggested in previous literature, it also confirms the importance of having 

knowledgeable individuals in schools as a public sector institution (Godoy et al., 2014; 

Ruparelia et al., 2016). The role played by the school authorities of pointing out disparities in 

behaviour buttresses the importance of a multiple players in the diagnostic process 

(Wannenburg et al., 2018). The current study confirms these findings in the 2 caregivers who 

had children with NDDs. Being in a school set up for both children gave a norm referencing 

group in which they could be compared to. Multi-sectoral and multidisciplinary teams across 

institutions must be formed and adequately educated to be able to correctly identify signs and 

symptoms which are the basis of referral to the medical professionals. 

Preferences for help-seeking pathways varied in this study and these were informed by beliefs 

individuals held over effectiveness of methods chosen. Participants believed the nature of the 
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illness determined who they could consult as found in earlier studies (Alonso & Little, 2019; 

Johnston & Burke, 2019). Multiple help seeking patterns were preferred in some participants, 

while other preferred to consult spiritual healers only and some preferred medical practitioners. 

Lack of collaboration between stakeholders proved to give rise to a fragmented flow of 

information as confirmed by Mangezi and Chibanda (2010). Some participants knew of NDDs 

and their symptoms while others were ignorant of the same. Some believed in supernatural 

causes, while other attested scientific explanations to the illnesses. The KIs possessed varying 

options that at times opposed each other in terms of knowledge of NDDs and how they could 

be effectively managed yet these are the same people that caregivers need to get enlightenment 

from collaboration of key stakeholders was found necessary to iron out disparities in 

information (Ruparelia et al., 2016). 

Self-efficacy in caregivers is instrumental in determining diagnosis. Self-efficacy was a 

product of many factors including cultural, economic and structural factors as insinuated in 

previous studies (Alonso & Little, 2019; Johnston & Burke, 2019). Caregivers that believe they 

are able to assist their children by seeking help from mainstream practitioners are likely to get 

earlier diagnosis. This is evident in C1 who was determined and able to go through the process. 

C2 on the other hand stopped seeking medical advice because they believed they were not able 

to access adequate care for their child since they could not afford private care that they thought 

was best. The rest of the caregivers postulated the general feeling that some caregivers do not 

seek help if they believe the spiritual causes are beyond what they can fight against.  

Conclusions and recommendations 
It can be concluded that individual factors like knowledge and attitudes have a bearing on 

timely diagnosis. Negative attitudes towards medical practitioners have an effect of delaying 

or totally denying diagnosis of NDDs. These negative attitudes are informed by knowledge of 

NDDs, previous experience with the medical practitioners, communities in terms of norms and 

cultural beliefs that inform on how individuals perceive symptoms of mental illness. 

Knowledge is a necessity across all systems levels. As individuals continue to interact with 

various subsystems, they develop help seeking behaviours that either aid or deter timely 

diagnosis of NDDs.  

This paper recommends designing programmes and policy frameworks to increase early 

diagnosis of NDDs. Attitudes, beliefs and knowledge are three factors that are amenable to 

change. These three are instrumental in changing behaviours and thinking processes in 
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communities to foster increased efforts in obtaining early diagnosis. Early diagnosis is possible 

if symptoms of NDDs are identified early in childhood and there exists favourable conditions 

in the environment that promotes consultation with mainstream practitioners. This means 

communities must get rid of stigma and prejudice, knowledge of NDDs be increased across 

institutions since humans are social creatures. Norms in the community must favour 

consultation with mainstream medical practitioners. Furthermore, medical practitioners must 

share knowledge.  

Limitations and delimitations of the study 
The study was limited with participant apathy in the KI. The researcher however utilised data 

triangulation comparing information from the KIs with that of the caregivers interviewed. The 

exploratory study gave insight to idiographic information of the participants. Future studies 

could therefore utilise this information to carry out studies that evaluate whether factors raised 

in the study can be generalised to other rural settings in Zimbabwe.  

Researchers could also investigate the effectiveness of utilising theory of change models to 

modify thoughts, behaviours and attitudes of individuals to foster change in communities and 

individuals. 

 

Figure 1: Pathway to behaviour modification using the theory of planned behaviour model 

(Source: Banda, 2022) 
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