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Abstract 

South Africa, with its diverse population and complex socio-political history, has a high 

incidence of mental health conditions. The country’s burden of mental health 

conditions is closely linked to inequality, poverty, and limited access to mental 

healthcare services. These disparities are particularly pronounced for members of the 

lesbian, gay, bisexual, transgender, queer/questioning, intersex, asexual and other 

identities (LGBTQIA+) community residing in rural contexts.  

In response to this issue, this study aimed to explore and describe barriers to and 

facilitators of access to mental healthcare services as perceived by LGBTQIA+ 

individuals living in Namaqualand through the lens of the Socio-Ecological Model 

(SEM). The SEM illustrates how multiple factors across the individual, interpersonal, 

organisational/community, and societal levels influence an individual’s health 

behaviour.  

This study, grounded in the constructivist paradigm, explored the lived experiences of 

LGBTQIA+ while accessing mental healthcare services. Guided by a relativist 

ontology and a subjectivist epistemology, the research employed a qualitative case in 

which semi-structured interviews were conducted with eleven purposively selected 

participants. The sample size was guided by the principle of data saturation rather 

than the generalisability of the study’s findings. The data were subsequently analysed 

thematically using the SEM as an analytical framework. Barriers and facilitators of 

mental healthcare access were categorised across the SEM’s four levels, with sub-

themes emerging inductively from the data.  

Participants highlighted various mental healthcare needs within their community, 

including the pressing need for comprehensive mental healthcare services that are 

LGBTQIA+ affirming and increased community sensitisation on LGBTQIA+ rights, 

particularly in rural and conservative communities like Namaqualand. Barriers to 

mental healthcare access were identified across all levels of the SEM. At the individual 

level, barriers included internalised stigma, identity conflict, substance use, and limited 

mental health literacy. Interpersonally, a lack of support from family and friends 

increased isolation and limited help-seeking behaviour. Mental healthcare access was 

further influenced by systemic and structural inequalities at the organisational level, 

where limitations in the public health sector, such as shortages of healthcare 
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professionals, inadequate facilities and discrimination against the LGBTQIA+ 

community, acted as barriers. Finally, stigma and unsupportive cultural norms, 

especially within Namaqualand’s Coloured communities, emerged as barriers at the 

societal level. 

Facilitators of access included individual-level factors, such as mental health literacy 

and positive health-seeking attitudes. At the interpersonal level, support from family 

and friends acted as an enabler to mental healthcare access. Organisational 

facilitators included access to private healthcare for those who could afford it, and 

unexpected support from faith-based organisations. The data did not show any 

societal-level factors that acted as enablers for mental healthcare access. 

The participants recommended establishing integrated healthcare facilities that cater 

to both mental and physical health, increasing mental health sensitisation, culturally 

competent training for healthcare workers and establishing LGBTQIA+ support groups 

in Namaqualand. 

The study highlights that access to mental healthcare services for LGBTQIA+ 

individuals in Namaqualand is influenced by complex, multi-level factors. To address 

the challenges, comprehensive and intersectional strategies are needed that take into 

account the overlapping influences of gender identity, socioeconomic status, culture, 

and geography on mental healthcare access. Drawing on the SEM, it is evident that 

there is a need for culturally competent, LGBTQIA+-affirming services, community 

education, and systemic reform to improve mental healthcare access in Namaqualand. 

Lessons learnt from this research could potentially inform strategies to improve access 

to mental healthcare services in other rural areas of the Northern Cape province in 

South Africa.  
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Definitions of Key Words 

 

LGBTQIA+ 

LGBTQIA+ is an umbrella term referring to a diverse group of sexual orientations, 

gender identities, and sex characteristics that differ from heterosexual and/or 

cisgender norms. (Lewis & Reynolds, 2021). In the context of this study, LGBTQIA+ 

referred to individuals whose sexual orientation or gender identity is not heterosexual 

and/or cisgender. 

 

Mental health condition  

Mental health condition is an umbrella term that includes mental disorders and 

psychosocial disabilities, as well as other mental states that involve significant 

distress, impaired functioning, or risk of self-harm (WHO, 2025a). In the context of this 

study, this definition was used to describe mental illness, mental disorders, mental 

disabilities and all other associated mental disturbances. 

 

Access 

Levesque et al. (2013) defined access as “the opportunity to identify healthcare 

needs, to seek healthcare services, to reach, to obtain or use healthcare services 

and to actually have the need for services fulfilled” (p. 8). In the context of this study, 

access referred to the ability of communities or individuals to use and benefit from 

services available to them. 

 

Barrier 

A barrier is any factor, internal and/or external, that prevents an individual or group 

from accessing resources or services (Shoesmith et al., 2021). In the context of this 

study, a barrier was anything that impeded access to mental healthcare services. 

 

Facilitator 

A facilitator is something that enables, supports, or promotes progress or access to 

services (Shoesmith et al., 2021). In the context of this study, a facilitator refers to any 

factor that promotes or enables access to mental healthcare services. 
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Transgender 

Transgender is the term used to describe people whose gender identity, gender 

expression, or gender role is not in line with the sex they were assigned at birth 

(Joseph et al., 2017). In the context of this study, transgender referred to people whose 

gender expression does not correlate with their sex. 

 

Mental Healthcare Services 

Mental healthcare services are seen as the effective provision of treatment for 

individuals experiencing mental health conditions or psychological distress (World 

Health Organisation [WHO], n.d. a). In the context of this study, mental healthcare 

services referred specifically to services aimed at promoting, protecting, and restoring 

the mental well-being of individuals and communities. 

 

Mental Health 

Mental health is a state of mental well-being in which people can cope with the 

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

community, not merely the absence of mental disorders (WHO, n.d. a). Galderisi et al. 

(2015) further argue that this definition allows for a more holistic view of mental health, 

emphasising well-being, positive emotions, social functioning, and personal 

resources. In the context of this study, mental health was seen as a state of mental 

well-being and the absence of any condition that impedes such well-being. 

 

Healthcare Workers 

According to the WHO (2022a), health workers are all people engaged in work actions 

whose primary intent is to improve health, including doctors, nurses, midwives, public 

health professionals, and others. In the context of this study, healthcare workers 

referred to people who work in the healthcare sector whose primary goal is improving 

the health of the community, who have not been specifically trained in mental 

healthcare. 

 

 

 

 

 



xix 
 

Mental Healthcare Workers 

A mental healthcare provider is someone who provides mental healthcare services to 

mental healthcare users and includes professionals that are specifically trained and 

registered to provide mental healthcare (South African Government, 2002). In the 

context of this study, this definition was used to describe mental healthcare workers. 

Stigma 

Stigma is a set of negative beliefs, attitudes, or judgments directed at a person or 

group that involves labelling, exclusion and stereotyping often leading to discrimination 

(Link and Phelan, 2001). In the context of this study, this definition was used to 

describe Stigma. 

Discrimination 

Discrimination is the unequal treatment of otherwise similar individuals due to their 

membership in a socially defined category (ie gender, race, sexuality etc.) (Fibbi et al,. 

2021) In the context of this study, this definition was used to describe discrimination. 
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CHAPTER 1: BACKGROUND OF THE STUDY 

1.1 Introduction 

South Africa faces a mental health crisis because, according to the disability-adjusted 

life years(DALYs), a measure that combines years of life lost due to premature death, 

with years lived with disability, mental health accounts for 13.8% of the total disease 

burden, higher than HIV at 11.8% and musculoskeletal disorders at 10.4%(South 

African Department of Health, 2023). Additionally, although updated nationally 

representative diagnostic prevalence data is limited, available evidence suggests that 

mental health conditions are prevalent in South Africa. The South African Stress and Health 

(SASH) study reported a lifetime prevalence of 30.3% for any mental health condition 

(Herman et al., 2009), and a more recent national survey, using validated screening 

instruments, has found that between 17% and 25.7% of adults experience clinically 

significant symptoms of common mental health conditions, including depression and 

anxiety (Craig et al, 2022).The country’s burden of mental health conditions is closely 

linked to inequality, poverty, and limited access to mental healthcare services (Evans-

Lacko et al., 2018; Gordon et al., 2020). This limitation to access is exacerbated by a 

stark divide between the well-resourced private sector and the underfunded public 

sector (Barber et al., 2018; Young, 2016).  

These disparities are particularly pronounced for members of the LGBTQIA+ 

community residing in rural contexts. LGBTQIA+ individuals experience higher rates 

of mental health conditions than their heterosexual and cisgender peers, largely due 

to chronic stigma, discrimination, and structural inequities (Bränström et al., 2024). 

Müller & Daskilewicz (2018) conducted a study in Kenya and South Africa, they found 

that mental health conditions such as depression and anxiety have higher rates among 

LGBTQ individuals than the general population. Considering this pervasive issue, 

there is a need to investigate the barriers and facilitators of access to mental 

healthcare services as perceived by LGBTQIA+ individuals living in under-resourced 

regions such as Namaqualand. 
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This chapter focuses on the background of the study, which includes a brief description 

of the mental health burden on health systems globally and locally. It further examines 

the interplay between LGBTQIA+ identity and mental health internationally and locally. 

The theoretical framework that guides the study is briefly discussed, followed by the 

problem statement, the research question, the aim, and the objectives. Thereafter, the 

research methodology and the significance of the study are provided. The chapter 

concludes with an orientation to the structure of the dissertation. 

1.2 Background 

1.2.1 Mental health: A global concern 

Health is defined as a state of overall physical, social, and mental well-being and is 

not merely the absence of disease (WHO, 2013). Mental health which is a crucial 

component of overall health can be described as a “dynamic state of internal 

equilibrium” and not only a psychological state of well-being or the absence of  a 

mental health condition (Galderisi et al., 2015). WHO (n.d. b) further defines mental 

health as “a state of mental well-being that enables people to cope with the stresses 

of life, realise their abilities, learn well and work well, and contribute to their 

community”. Mental health influences individuals, communities, and the human 

population at large. It affects people’s ability to build and maintain relationships, as 

well as to recognise and express emotions appropriately (WHO, 2013). According to 

Galderisi et al. (2015), its impact is far-reaching and surpasses personal struggles, 

shaping societal dynamics, economic productivity, and healthcare systems.  

McGrath et al. (2023) estimates that 50% of all people will experience some sort of 

mental health condition during their lifetime, furthermore approximately 970 million 

people, about 1 in 8 globally, live with a mental health condition (WHO, 2022b). 

Depression and anxiety disorders alone affect more than a hundred million people 

worldwide (James et al., 2018). Mental health conditions are a major factor in suicide 

rates, with more than 700,000 people committing suicide every year (WHO, 2025b).  

The prevalence of mental health conditions has surged globally, with diverse factors 

contributing to this phenomenon (Steel et al., 2014). Galderisi et al. (2015) maintain 

that increasing stressors such as social isolation, economic volatility, and 

environmental difficulties have exacerbated mental health conditions. Most mental 
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health conditions develop because of the economic, physical and social environments. 

Risk factors for mental health conditions are closely linked to social inequalities, the 

greater the inequality; the higher the risk of developing a mental health condition 

(WHO & Calouste Gulbenkian Foundation, 2014) Therefore, social determinants such 

as poverty, conflict, low education levels and natural disasters are key drivers of the 

high burden of mental health conditions in low- and middle-income countries (Patel, 

2007; Rathod et al., 2017). Since most of the world’s population resides in these 

regions, addressing mental health is a pressing global concern (Rathod et al., 2017). 

Mental health conditions have a major impact on economies worldwide. The World 

Economic Forum (2011) projects that healthcare costs, lost productivity and social 

care expenses due to mental health conditions could cost the global economy up to 

$6 trillion by 2030. The burden is further exacerbated by the stigma surrounding mental 

health. Stigma leads to underreporting and underdiagnoses, which, Corrigan et al. 

(2014) argue, hamper effective support and treatment.  

The importance of mental health is emphasised in the 17 Sustainable Development 

Goals (SDGs), all of which are inextricably linked to mental health. SDG 3 specifically 

refers to mental health, aiming to reduce premature mortality from non-communicable 

diseases by one third, through prevention and treatment as well as the promotion of 

mental health and well-being (United Nations, 2015; WHO, 2022b). This highlights 

mental health as a global priority (Lund et al., 2018; Gordon et al., 2020; United 

Nations, 2015).  

Mental healthcare, although increasingly recognised as a crucial component of overall 

well-being, continues to receive fewer resources than physical healthcare (Becker & 

Kleinman, 2013; Patel, 2014). Many mental health conditions can be effectively treated 

at relatively low cost; however, health systems remain chronically under-resourced, 

and treatment gaps persist. Furthermore, WHO (2022b) reported that when mental 

healthcare is delivered, it is often of poor quality.  

Research shows that people with mental health conditions face greater challenges 

accessing healthcare services compared to those seeking care for physical conditions 

(Corscadden et al., 2018; Vergunst et al., 2017). Difficulties in accessing mental 

healthcare services stem from several factors, including stigma, inequities due to 

demographics or geographical location, poor infrastructure and inadequate healthcare 
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policies (Davies et al., 2021; Docrat et al., 2019; Moroz et al., 2020; Priester et al., 

2016).  

The COVID-19 pandemic significantly impacted global mental health (Campion et al., 

2020). Pre-existing barriers to mental healthcare access were exacerbated (Egede et 

al., 2020; Summers-Gabr., 2020), while new challenges emerged, such as the shift of 

resources to combat the pandemic, restrictions on movement, and the fear of infection 

(Egede et al., 2020; Vadivel et al., 2021). The interconnected nature of our world today 

means that mental health conditions can have a global impact on relationships, 

productivity, and the overall functioning of society. 

1.2.2 Mental health in Africa 

Across the African continent, mental health challenges are compounded by a severe 

shortage of resources and a widespread lack of awareness and policy focus (Sankoh 

et al., 2018; WHO, 2022c). The burden of mental health is widespread, with more than 

116 million people estimated to have been living with a mental health condition even 

before the COVID-19 pandemic (WHO, 2022c). The escalating prevalence of mental 

health conditions, especially among children and adolescents, is exacerbated by the 

lack of standalone mental health policies in most African countries (Sankoh et al., 

2018; WHO, 2022c). Another challenge to mental healthcare in Africa is funding. 

Limited financial resources have a detrimental effect on initiatives to increase the 

number of mental health professionals on the continent. There are fewer than two 

mental health professionals for every 100,000 individuals, which directly influences 

access to quality mental healthcare (WHO, 2022c).  

In particular, the high rate of mental health conditions in the sub-Saharan Africa region 

is intensified by the confluence of socio-economic challenges, high levels of HIV/AIDS 

and related stigma, and poor accessibility to healthcare services. Mental health 

conditions and substance use disorders are two of the leading causes of disability in 

sub-Saharan Africa; however, the mental healthcare resources that are available are 

often limited to tertiary psychiatric facilities, which treat those with acute psychoses 

(Charlson et al., 2014; Jörns-Presentati et al., 2021).  
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1.2.2.1 Mental Health in South Africa 

South Africa, with its diverse population and history of socio-political challenges, is not 

immune to the global landscape when it comes to mental health. Mental health 

conditions ranks among the highest non-communicable diseases when it comes to 

burden of disease in South Africa (South African Department of Health, 2023). Some 

studies suggest that as many as  25.7 % of South Africans will suffer from mental 

health conditions such as depression and anxiety in their lifetime (Craig et al, 2022), 

and, according to a nationally representative cross-sectional population-based 

household survey, up to 47% of the population experiences some sort of psychological 

distress (Ramlagan et al., 2025).  

Mental health conditions such as depression and anxiety are commonly diagnosed, 

and the country has one of the highest rates of suicide globally (South African 

Depression and Anxiety Group [SADAG], 2019; Statistics South Africa, 2017). 

Furthermore, the HIV/AIDS epidemic also has a major psychological impact, leaving 

many people with the challenge of dealing with a chronic disease and the mental 

health conditions that come with it (Freeman et al., 2007). 

Following the global trend and as is the case in many African countries, South Africa’s 

burden of mental health conditions is closely linked to inequality, poverty and limited 

access to mental healthcare services. According to Sulla et al. (2022), South Africa is 

the most unequal country in the world, and it is often the most disadvantaged in society 

who bear the brunt of the mental health crises (Burns, 2015). Individuals who suffer 

from mental health conditions are often more likely to face challenges such as higher 

healthcare costs, discrimination and decreased economic mobility (Evans-Lacko et al., 

2018; Gordon et al., 2020).  

The Mental Healthcare Act (2002) and the National Mental Health Policy Framework 

and Strategic Plan 2013-2020 were introduced to alleviate the burden and ensure 

universal access to mental healthcare services. However, factors such as weak health 

information systems, mismanagement and lack of expertise in mental healthcare affect 

access to mental health services (Docrat et al., 2019; Lund et al., 2012; South African 

Department of Health, 2013; South African Government, 2002). Mental health 

institutions are usually short-staffed and underfunded. Worldwide, the average number 

of mental healthcare workers is less than 15 per 100,000 population, with substantial 
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differences between high-income countries at 67.2 per 100,000 population and low-

income and middle-income countries ranging between 1.1-2.4 per 100,000 population 

(WHO, 2025a). The ratio in South Africa is much lower than the global average, with 

less than 1 psychiatrist/psychologist per 100,000 population (Docrat et al., 2019). This 

scarcity of skilled mental health professionals has led to increased waiting times and 

inadequate care (Docrat et al., 2019; Petersen et al., 2012).  

To compound the issue, mental health is formally included in national health policies 

and PHC frameworks, however integration at the PHC level remains limited and 

resources remain concentrated at specialist and hospital care levels (van Rensburg & 

Brooke-Sumner, 2025). Issues such as a lack of training, lack of resources both 

physical and human as well a lack of clear policy directive from management to patient 

facing staff has hindered the of integration of mental healthcare into PHC (Hlongwa & 

Sibiya, 2019). This limits mental health access to rural or underserved communities. 

1.2.3 LGBTQIA+ and mental health care  

Inequalities and disparities in access to health care are particularly pronounced for 

members of the LGBTQIA+ community (Keuroghlian et al., 2017). Individuals within 

this group frequently encounter discrimination, stigmatisation, and social exclusion, 

elevating their risk of developing mental health conditions such as depression, anxiety, 

and suicidal ideation (Silveri et al., 2022). Consequently, understanding their specific 

mental healthcare needs and experiences when accessing mental healthcare services 

is crucial for providing equitable care (Rees et al., 2021).  

There has been an improvement in social acceptance for the LGBTQIA+ community, 

however, even in countries that are more open to the LGBTQIA+ community, stigma 

and discrimination continues to contribute to mental health inequalities and disparities 

within the LGBTQIA+ community (Frankis, 2025). Valentine and Shipherd’s (2018) 

systematic review of 77 American studies, which focused on social stress and mental 

health among transgender and gender non-conforming people, found that stigma and 

discrimination contributed to mental health conditions within this population. Similarly, 

a scoping review by Kidd et al. (2016) identified that LGBT individuals were at a higher 

risk of developing severe mental health conditions, which was linked to their exposure 

to discrimination. In addition, they found that when mental healthcare services were 



7 
 

available, they were often inadequate and delivered in stigmatising ways due to biases 

towards sexual orientation or gender identity. 

Structural heterosexism, homophobia, biphobia, and transphobia that are embedded 

throughout society reinforce the social exclusion of the LGBTQIA+ community, 

rendering their needs invisible within healthcare systems (Giannou & Ioakimidis, 

2020). This leads to a lack of confidence in the health system and increases concerns 

about how they will be treated when accessing services (Giannou & Ioakimidis, 2020; 

Maltempi et al., 2024). LGBTQIA+ people have faced systemic pathologisation in 

healthcare settings, with their identities historically treated as conditions warranting 

medical or even legal oversight. According to the Cambridge University Press (n.d.), 

pathologisation is “the act of unfairly or wrongly considering something or someone as 

a problem, especially a medical problem”. This further perpetuates the cycle and 

increased risk of developing mental health conditions within this community (Giannou 

& Ioakimidis, 2020; Maltempi et al., 2024; Rees et al., 2021).  

1.2.4 LGBTQIA+ mental health in the African context 

In various African countries, being a part of the LGBTQIA+ community is considered 

taboo, and it is also criminalised (Alozie et al., 2017; Lyonga, 2023). As a result, 

discrimination, stigma, and in some instances, violence against LGBTQIA+ individuals 

are widespread (Mogotsi et al., 2024). Living in such an unaccepting environment can 

contribute to an increase in mental health conditions, which includes conditions such 

as suicidal ideation, depression, and anxiety (Mogotsi et al., 2024; Shaikh et al., 2024).  

After conducting an integrative literature review, Moagi et al. (2021) reported that 

LGBTQIA+ individuals often experience emotional distress, victimisation, and barriers 

when accessing healthcare services due to societal discrimination and stigmatisation. 

Mogotsi et al. (2024) found comparable results in their study that explored the 

multifaceted experiences of LGBTQIA+ people in African countries within legal, health, 

and educational sectors, as well as the broader society. They reported that LGBTQIA+ 

activities are expressly prohibited by the constitutions of Ghana, Namibia, Kenya, and 

Uganda, and could result in lengthy prison sentences.  
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Kenya, for example, punishes consenting same-sex activity with up to 14 years in 

prison, adding to widespread shame and social marginalisation (Harper et al., 2021; 

Mogotsi et al., 2024). Similarly, Mogotsi et al. (2024) state that Uganda's Anti-

Homosexuality Act sets harsh penalties, including life sentences, for specific same-

sex conduct, thus increasing the marginalisation of the LGBTQIA+ community. By 

having these legal frameworks in place, these countries legitimise social discrimination 

and inhibit access to crucial services for the LGBTQIA+ community, which, in turn, 

perpetuates the cycle of distress within this population (Harper et al., 2021; Mogotsi et 

al., 2024). 

Harper et al. (2021) conducted a cross-sectional survey to explore the mental health 

challenges and needs among sexual and gender minority people in western Kenya, 

they found that 11% of their participants experienced clinically significant levels of 

psychological distress which could be linked to the hostile legal and social 

environment. Additionally, these mental health challenges are often made worse by 

experiences of violence, which include sexual and physical abuse, all of which are 

widespread in the LGBTQIA+ community throughout the continent (Harper et al., 

2021; Mogotsi et al., 2024).  

Even when LGBTQIA+ individuals experience mental health conditions, factors such 

as financial constraints, discriminatory attitudes among healthcare providers, and a 

fear of exposure deter many of them from seeking appropriate care (Harper et al., 

2021; Mogotsi et al., 2024). The harsh anti-LGBTQIA+ laws in Uganda have led to the 

shutting down of clinics that catered to the LGBTQIA+ community, thereby further 

limiting their access to mental healthcare (Mogotsi et al., 2024).  

Moreover, Mogotsi et al. (2024) and Harper et al. (2021) contend that since being part 

of the LGBTQIA+ community is considered illegal, many people do not disclose their 

sexual orientation or gender identity to health care providers, which results in 

inadequate or inappropriate care. Not only do these challenges exacerbate existing 

mental health conditions, but they also add to the under-reporting and 

mismanagement of mental conditions in this population. 
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Navigating the intersection of LGBTQIA+ rights and mental health in Africa presents a 

complex landscape. Yet, some regions are more progressive. For example, 

LGBTQIA+ rights are recognised and protected in South Africa, and the Constitution 

explicitly forbids discrimination based on gender or sexual orientation (Eslen-Ziya et 

al., 2015). Furthermore, same sex marriages are legalised in the country (Mogotsi et 

al., 2024).  

Although South Africa has one of the most progressive constitutions in the world, 

discrimination and stigma remain widespread, and the South African LGBTQIA+ 

community face similar barriers to mental healthcare access as those across the globe 

(Eslen-Ziya et al., 2015; Müller, 2017; Victor & Nel, 2016). Homophobic and 

transphobic beliefs are common, leading to social exclusion and violence against 

LGBTQIA+ people, which has a severe impact on their mental health (Müller, 2017; 

Victor & Nel, 2016).  

A national survey on the mental health of university students in South Africa found that 

the prevalence of mental health conditions was higher in gender non-conforming and 

sexual minority students compared to their heterosexual peers. Structural challenges, 

perceived need, and attitudinal factors were identified as barriers to mental healthcare 

access. As such, only a fraction of students with mental health conditions obtained 

suitable treatment (Bantjes et al. 2023). Moreover, LGBTQIA+ individuals often fear 

discrimination at healthcare settings which discourages them from accessing much 

needed care (Moagi et al., 2021). These challenges contribute to the underutilisation 

of the available mental healthcare resources and amplify the existing disparities.  

1.2.5 Mental healthcare services in South Africa 

The South African healthcare system is characterised by a stark divide between the 

well-resourced private sector and the underfunded public sector. Despite serving only 

16% of the population, the private sector accounts for approximately 43% of 

healthcare expenditure (Barber et al., 2018). A shortage of physical and human 

resources, insufficient funding, and a lack of adequately trained healthcare workers 

negatively affect service delivery in the public health sector (Docrat et al., 2019; 

Petersen et al., 2016).  

 



10 
 

South Africa spends approximately 5% of the national budget for health on mental 

health, and the majority of this is spent on psychiatric hospitals rather than community-

based healthcare (Docrat et al., 2019; Shisana et al., 2024). This is disproportionate 

to other illnesses such as HIV and TB which receive up to 37% of the national health 

budget (National Department of Health, 2023; Wolvaardt et al 2025). Since 

underprivileged and rural communities are dependent on the public healthcare sector, 

this disproportionate allocation of funds affects them at a higher rate (Bateman, 2015; 

Burns, 2010). According to De Kock and Pillay (2017), only around 30% of the public 

health facilities that provide mental healthcare employ clinical psychologists, while 

some lack psychiatrists altogether, exacerbating the already dire situation.  

In contrast, the private healthcare sector in South Africa is better resourced, has higher 

appropriate staffing ratios, offers efficient access, and more comprehensive services 

(Barber et al., 2018; Young, 2016). This difference between the public and private 

sector has resulted in a two-tiered system in which the majority of the population is 

unable to access quality healthcare, and those who cannot afford private health 

insurance are more likely to experience poorly managed mental health conditions or 

go completely untreated (Docrat et al., 2019; Petersen et al., 2016; Young, 2016).  

The effects of these structural inequalities are worse for LGBTQIA+ individuals as, 

they are faced with unique barriers when accessing mental healthcare. LGBTQIA+ 

individuals often feel stigmatised and discriminated against; they also report that 

healthcare practitioners pathologise their behaviour, especially in the public healthcare 

sector (Müller, 2017). Furthermore, this lack of cultural awareness from healthcare 

providers leads to a misunderstanding of LGBTQIA+ experiences and discourages 

people from seeking care (Ford et al., 2024; Müller, 2017). 

Additionally, LGBTQIA+ individuals are at a higher risk of developing mental health 

conditions, including depression and anxiety, due to the psychosocial stress of 

discrimination, exclusion, and violence (Moagi et al., 2021; Silveri et al., 2022). 

However, little is being done to provide affirming services tailored to their needs at 

public institutions (Müller, 2017; Spencer et al., 2017). Rural clinics rarely provide 

targeted mental health outreach or culturally competent care for their LGBTQIA+ 

population (Müller, 2017; Spencer et al., 2017). This absence of LGBTQIA+ specific 

services, such as safe spaces or inclusive psychoeducation, further isolates the 
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LGBTQIA+ community and reinforces cycles of healthcare avoidance and mental 

health deterioration (Silveri et al., 2022). 

1.3 Theoretical Framework 

This study applied the Social Ecological Model (SEM) to explore and describe the 

perceptions of members of the LGBTQIA+ community regarding access to mental 

healthcare services. The SEM is underpinned by the understanding that health 

behaviours are affected by numerous factors and on different levels (i.e. Individual, 

Intrapersonal, Community and Societal), as well as the interaction between these 

levels (McCloskey et al., 2011). The SEM was developed in the 1980s by Urie 

Bronfenbrenner as a conceptual theory to understand human development. It has also 

been used to identify factors contributing to health-related behaviours (Kilanowski, 

2017). The Model has evolved, and different versions are available. This study 

followed the CDC four-level model, as outlined by McCloskey et al. (2011), which 

includes the individual, interpersonal/relationships, organisational/community, and 

societal levels. This framework was used to describe barriers and facilitators that 

LGBTQIA+ individuals perceived or experienced when accessing mental healthcare 

services. The SEM was applied as follows in the research: 

• Individual level: The study explored how personal factors such as age, 

education, knowledge and attitudes act as barriers or facilitators to accessing 

mental health care services. 

• Interpersonal/relationships: The focus was on relationships that could act as 

barriers or facilitators to accessing mental health care services. 

• Organisational/community level: The study explored health systems factors 

such as the accessibility of mental healthcare services and healthcare 

providers’ attitudes towards mental healthcare and LGBTQIA+ individuals. 

• Societal level: The study examined cultural and societal norms, as well as 

policies that could influence access to mental healthcare services. 

The theoretical framework is described in more detail in Chapter 3. 

 

 



12 
 

1.4 Statement of the Problem 

LGBTQIA+ individuals are faced with significant stigma, discrimination, and 

marginalisation, which contribute to poorer mental health outcomes when compared 

to the general population (Moagi et al., 2021; Salerno et al., 2020). Many South African 

LGBTQIA+ individuals are confronted with challenges when trying to access 

healthcare, which include widespread ignorance and a lack of knowledge among 

healthcare providers concerning the specific needs of this community (Currin et al., 

2020; Gahagan & Subirana-Malaret, 2018). These challenges are exacerbated by the 

stark disparities between South Africa’s public and private healthcare sectors, 

particularly in rural areas where resources are scarce, and services are often 

insufficient (Barber et al., 2018; Bateman, 2015; Petersen et al., 2016; Young, 2016). 

Considering the limited availability of mental healthcare services in South Africa’s 

public health sector, it is essential to understand the unique experiences of LGBTQIA+ 

individuals residing in rural communities. Therefore, this research proposed to explore 

the perceptions of access to mental healthcare services for members of the 

LGBTQIA+ in a rural community in South Africa. 

1.5 Research Question, Aim and Objectives 

1.5.1 Research question 

This study addressed the following research question: What are the barriers to and 

facilitators of access to mental healthcare services as perceived by LGBTQIA+ people 

living in Namaqualand? 

1.5.2 Research aim 

The study used the SEM to explore and describe the perceptions of members of the 

LGBTQIA+ community regarding barriers to and facilitators of access to mental 

healthcare services within their community. 
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1.5.3 Research objectives 

The research objectives of this study were: 

• To describe the mental healthcare needs of the LGBTQIA+ community in 

Namaqualand. 

• To explore the perceptions of the LGBTQIA+ community in Namaqualand regarding 

barriers to mental healthcare access within their community. 

• To explore the perceptions of the LGBTQIA+ community in Namaqualand regarding 

facilitators to mental healthcare access within their community. 

1.6 Research Methodology 

The researcher followed a qualitative approach, specifically using the case study 

design to effectively address the research problem and objectives (Yin, 2013; Yin, 

2017). Furthermore, by approaching the research from an interpretivist stance, the 

researcher was able to gain insight into the lived experiences of the participants ( Al-

Ababneh, 2020; Priya, 2020; Rahi, 2017). The qualitative case study design engages 

in the in-depth exploration of real-life phenomena within a specific context; therefore, 

the study explored mental healthcare access from the perspective of members of the 

LGBTQIA+ community holistically and within context. The Socio Ecological Model 

(SEM) was used as the theoretical framework to explore how LGBTQIA+ individuals 

interacted with their significant others, families and friends, different organisations, 

communities, and within the context of mental healthcare provision. 

A purposive sampling method was used to select LGBTQIA+ individuals who reside in 

the Nama-Khoi municipality. A total of 11 participants took part in this study. The 

purpose of this sample size was to reach saturation rather than the generalisability of 

findings (Rahimi & Khatooni, 2024). Data was collected using semi-structured 

interviews with the participants. Ethical clearance was granted by the University of the 

Free State’s General/Human Research Ethics Committee (GHREC). The relevant 

research methodology is discussed in more detail in Chapter 3. 
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1.7 Significance of the Study 

The findings from this study contribute to the corpus of knowledge on LGBTQIA+ 

individuals’ access to mental health services in rural communities. This information will 

be shared with the Northern Cape Department of Health and other key stakeholders 

and could potentially inform interventions to improve mental healthcare service 

provision for LGBTQIA+ individuals. 

1.8 Structure of the Dissertation  

Chapter 1 provides the background to the study, which includes the burden of mental 

health on health systems globally and locally, the mental healthcare needs of the 

LGBTQIA+ community in the global context, the mental healthcare needs of the 

LGBTQIA+ community in the African context and the mental healthcare services in 

South Africa. The chapter also provides an overview of the theoretical framework, the 

research problem, the aim and objectives, the study setting, the research 

methodology, and the significance of the study.  

Chapter 2 explores key factors affecting mental healthcare access for the LGBTQIA+ 

community through the lens of the SEM. The chapter addresses the global, regional, 

and local impacts of mental health conditions, examines the intersection of mental 

health and the LGBTQIA+ community, reviews international policies and frameworks 

for mental healthcare, and considers the state of mental health services in South 

Africa. Additionally, it presents the conceptual framework underpinning the study, the 

SEM, adapted from Bronfenbrenner’s human development theory. The chapter 

outlines the origins of SEM, describes its four key constructs, and reviews how SEM 

has been used in related research. The SEM framework was used to illustrate that 

mental healthcare barriers are influenced by multiple factors across individual, 

interpersonal, community, and policy levels. Additionally, this chapter explores 

strategies for enhancing mental healthcare access for the LGBTQIA+ community and 

ended with a concluding summary. 

Chapter 3 delineates the philosophical framework that served as the foundation of the 

study. The philosophical underpinnings are followed by an expansion of the research 

methodology, focusing on the research design and methods used to explore the 

barriers and enablers of access to mental healthcare services in Namaqualand from 
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the perspectives of members of the LGBTQIA+ community. The research methods 

describe the target population, setting, sampling procedure, research instrument 

development, participant recruitment, data collection, and data analysis. The chapter 

concludes with a presentation of the ethical considerations, clearance and study 

approval process, and an explanation of the trustworthiness and rigour of the study 

findings, and finally, reflexivity. 

Chapter 4 highlights the findings of this study and explores its significance in the 

context of the objectives of the study. It provides an overview of the qualitative data 

gathered from semi-structured interviews. These findings are structured according to 

the SEM, which contextualises the barriers to and facilitators of access to mental 

healthcare services for members of the LGBTQIA+ community. Contextualisation is 

applied to all SEM levels, including the individual, interpersonal, community, and 

societal levels. The chapter also discusses the findings in relation to the existing 

literature and the SEM. 

Chapter 5 expounds the study's limitations, makes recommendations directly derived 

from the findings, and draws conclusions based on an evaluation of the entire research 

study. 

1.9 Conclusion  

This chapter (1) addressed the study's background and rationale, focusing on the 

mental health burden on local and global health systems, as well the mental healthcare 

needs of the LGBTQIA+ community in the global context and African context, mental 

health challenges for LGBTQIA+ individuals in Africa, mental healthcare services and 

LGBTQIA+ rights and mental health in South Africa, disparities in access to mental 

healthcare services between rural and urban areas in South Africa and facilitators to 

mental health care for the LGBTQIA+ community. Furthermore, the theoretical 

framework, problem statement, research question, aim, and objectives were 

discussed. Following this, the research methodology, significance of the subject, and 

dissertation structure of the study were provided. The next chapter (2) meticulously 

outlines the key elements that contribute to mental health care access for the 

LGBTQIA+ population and presents the conceptual framework underpinning the study, 

the SEM.   
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CHAPTER 2: LITERATURE REVIEW 

2.1 Introduction 

One in every eight people worldwide lives with a mental health condition (WHO, 

2022b). Mental health conditions manifest as notable disruptions in a person’s 

cognitive processes, regulation of emotions or conduct, typically leading to distress or 

impairment in crucial areas of functioning (WHO, 2022b). Despite the prioritisation of 

overall health on the global health agenda, disparities persist when it comes to mental 

health and the resources, human and non-human, allocated to it (Patel et al., 2025; 

Shan et al., 2025). Furthermore, individuals with mental health conditions experience 

more difficulties when trying to access healthcare services compared to those who do 

not have a mental health condition (Corscadden et al., 2018; Vergunst et al., 2017).  

Geographical location, financial constraints and other socio-economic factors have a 

significant impact on access to mental healthcare services, especially for low-income 

and rural communities. Individuals in under-resourced communities are often left 

without access to these essential services because of these barriers (Docrat et al., 

2019; Lund et al., 2012). In addition, low-income and rural communities face other 

challenges, such as inadequate facilities and healthcare workers who are not 

equipped to deal with mental health conditions (Matsea et al., 2018; Van Spijker et al., 

2019). Stigma and discrimination also act as a barrier to access, as cultural beliefs 

surrounding mental health conditions can discourage individuals from seeking help, 

especially in communities that have experienced systemic bias from the healthcare 

sector (Matsea et al., 2018; Thornicroft et al., 1993; Van Spijker et al., 2019). 

Although access to mental healthcare is a basic human right, for many people who 

suffer from mental health conditions or symptoms thereof, it is still unattainable due to 

challenges, including poverty, limited access to healthcare, and other social 

inequalities (Carbonell et al., 2020). Mezzina et al. (2022) conducted a conceptual 

analysis which highlighted how COVID-19 exacerbated existing social and mental 

health inequalities, especially for vulnerable populations. They found that vulnerable 

populations, which include members of the LGBTQIA+ community, are at an increased 

risk for mental health conditions and are confronted with interconnected challenges 

that make access to mental healthcare even more difficult. These individuals are at a 
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higher risk of illnesses and are less likely to have personal or societal resources to 

deal with the mental health consequences.  

Furthermore, a narrative review by Silveri et al. (2022), which summarised existing 

research on mental health barriers, specifically in the LGBTQIA+ community, found 

that they are more likely to have a mental health condition in their lifetime when 

compared to heterosexual people. 

Inequities in the healthcare system promote disparities in access and quality of care 

for vulnerable populations (Carbonell et al., 2020; Mezzina et al. 2022), while historical 

injustices, such as discriminatory policies and practices, continue to influence resource 

allocation and maintain the gaps in healthcare access (Feagin & Bennefield, 2014; 

Gee & Ford, 2011; Yearby, 2018). Structural biases within healthcare systems 

exacerbate these difficulties, resulting in disparities in treatment and outcomes for 

marginalised groups (Bailey et al., 2017; Hardeman et al., 2016; Williams & 

Mohammed, 2013). Without addressing these systemic imbalances, efforts to 

enhance access to mental healthcare treatments will fall short of producing substantial 

and long-term results. Improving mental health on a global scale requires a holistic 

approach that encompasses socio-economic and cultural factors, as well as 

healthcare. To reduce the burden of mental health conditions on the global health 

system, an all-inclusive approach that considers policy, legislation, resources, 

education, cultural norms and all other relevant determinants of health is required 

(Becker & Kleinman, 2013; Freeman, 2022; Rathod et al., 2017).  

This chapter synthesises current literature on mental health and explores how 

members of the LGBTQIA+ community experience the accessibility of mental 

healthcare services in rural settings. It focuses specifically on international policy and 

frameworks for mental healthcare, mental healthcare in South Africa, disparities in 

access to mental healthcare services between rural and urban areas in South Africa, 

and mental health and the LGBTQIA+ community. The chapter concludes with a 

discussion of the SEM as a conceptual framework for describing barriers to, and 

enablers of, access to mental healthcare services. 
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2.2 International Policy and Frameworks for Mental Healthcare 

The frequency of mental health conditions globally has resulted in the development of 

numerous international frameworks to promote mental well-being, ensure access to 

mental health treatments, and combat stigma. These frameworks reflect a shift from 

isolated treatment models towards more comprehensive, rights-based approaches 

aimed at integrating mental healthcare into general health services. The WHO 

Comprehensive Mental Health Action Plan (CMHAP) exemplifies this approach, 

emphasising the need for a coordinated international effort to enhance mental 

healthcare services. This includes ensuring quality care, preventing mental health 

conditions, promoting mental health, and upholding human rights (WHO, 2021). The 

CMHAP further highlights the need to integrate mental health into PHC and to reduce 

stigma; to make treatments more accessible, particularly in low-resource settings. 

According to WHO (2021), a key aspect of the CMHAP’s commitment to human rights 

is its aim to end abuses in mental health institutions, which has been a historical issue 

in many countries.  

The Sustainable Development Goals (SDGs) aim to address global challenges and 

create a better, more sustainable future for all (United Nations, 2015). Furthermore, 

mental health is such a crucial component of sustainable development that it is 

included in the UN’s SDGs, specifically the goal of achieving Good Health and Well-

being (Gordon et al., 2020; United Nations, 2015). SDG 3: Good Health and Well-

being aims to reduce premature mortality from non-communicable diseases, including 

mental health conditions, by promoting well-being and preventing substance abuse 

(United Nations, 2015). The integration of mental health into the SDG framework is 

significant, as it recognises mental health as a global health priority that requires equal 

attention to physical health with widespread socio-economic implications if left 

unaddressed. Mental Health is not only linked to SDG 3, but it has an intricate 

interdependence with other SDGs, influencing and being influenced by them. An 

example of this would be SDG1: No Poverty; poverty is a significant risk factor for 

mental health conditions, which in turn could lead to economic difficulties, perpetuating 

the cycle of poverty and inequality. Therefore, investing in mental health leads to better 

health, economic growth, and social stability, creating a ripple effect that could 

accelerate progress toward several SDGs (WHO, 2022b).  



19 
 

Another framework highlighting the importance of mental healthcare is the Convention 

on the Rights of Persons with Disabilities (CRPD). The CRPD calls for the protection 

of the rights of individuals with disabilities, including those with mental health 

conditions. The right to integrated, accessible mental health services in general 

healthcare settings is a fundamental principle of this framework (United Nations, 

2006). With an emphasis on autonomy, informed consent, and anti-discrimination, the 

CRPD promotes a human rights-based approach that prioritises the dignity and self-

determination of people with mental health conditions. This framework emphasises 

shifting away from institutionalised care toward community-based support systems, 

enhancing both accessibility and quality of care.  

Accessibility poses a significant barrier to mental healthcare. As a result, the WHO 

launched the Mental Health Gap Action Programme (mhGAP) to improve accessibility 

(WHO, 2008). This program aims to support, especially, low- and middle-income 

countries to integrate mental health services within PHC. mhGAP focuses on mental, 

neurological, and substance use conditions, providing resources to upscale services 

and to train healthcare providers. This framework further emphasises building local 

capacity, thereby enabling countries to overcome resource constraints. The 

Programme also aims to empower non-specialists in mental healthcare, thus helping 

to close the treatment gap, making mental health services more widely accessible. 

These frameworks collectively promote a paradigm shift in mental healthcare, 

foregrounding human rights, integration, and preventive approaches. The demand for 

accessible, integrated mental healthcare services is highlighted by these frameworks, 

which emphasise stigma reduction, high-quality care, and the recognition of mental 

health as crucial to sustainable development. By prioritising human rights, building 

local capacity, and fostering collaboration, these policies provide a pathway to a more 

effective and inclusive mental healthcare system globally. 

2.3 Mental Healthcare in South Africa 

South Africa is not immune to the global landscape when it comes to mental health 

conditions, as it represents a substantial burden of disease in the country (South 

African Department of Health, 2023). Despite mental health conditions being ranked 

high on the burden of disease in the country, the vast majority of people with mental 

health conditions lack access to the treatment they require (Lund et al., 2012; South 
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African Department of Health, 2013; South African Department of Health, 2023). The 

disparity is more evident when it comes to individuals of lower socio-economic status 

(Evans-Lacko et al., 2018; Gordon et al., 2020). This situation is aggravated by the 

fact that South Africa has one of the highest inequality rates in the world (Sulla et al., 

2022), with socio-economically disadvantaged individuals discriminated against at 

every access point of the healthcare system. According to Gordon et al. (2020), socio-

economically disadvantaged people in South Africa have a poorer expected health 

outcome than those who are not disadvantaged financially.  

Access to mental healthcare services in South Africa is an extremely complex and 

challenging issue. The Mental Healthcare Act was promulgated in 2004 to ensure that 

all mental healthcare users have access to adequate mental healthcare services 

without discrimination based on their mental health status (South African Government, 

2002). However, due to various factors, including weak health information systems, a 

lack of human resources for mental health, and a limited budget for mental health 

services outside of specialised service centres, the policy’s contents have failed to 

actualise (Docrat et al., 2019; Shisana et al., 2024; Vergunst, 2018).  

Another policy that makes provision for LGBTQIA+ individuals and mental health in 

South Africa is the National LGBTI HIV Plan (2017–2022). It recognises that stigma 

and discrimination contribute to poor mental health outcomes for LGBTQIA+ people 

and links stigma to mental health condition, but it does not explicitly state how mental 

health services should be integrated into HIV service delivery, it simply states that 

mental health care will be provided by health care workers and peer educators (South 

African National AIDS Council, 2017). Research has shown that stigma and 

discrimination in healthcare settings contribute to avoidance of care and poorer mental 

health outcomes in the LGBTQIA+ community, thus hampering access to healthcare 

services (Luvuno et al., 2019; Moagi et al., 2020). Additionally, studies on HIV in South 

Africa have also shown that mental health conditions can act as a barrier to adherence 

and effective treatment for people with HIV, highlighting the need for better integration 

of mental health and HIV services (Marinda et al., 2022). This suggests that even 

though mental health is a component of the National LGBTI HIV Plan, the 

implementation lacks clear strategies to address mental health needs for LGBTI 

groups. 
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The government released its latest Mental Health Policy Framework and Strategic plan 

2023-2030 in 2023, three years after the lapse of the previous edition. The updated 

Mental Health Policy Framework and Strategic Plan recognises that there are 

shortcomings, such as a lack of policy implementation, a lack of adequately trained 

staff, and underfunding of mental health services (South African Department of Health, 

2023). The Plan proposes actions to improve mental health in South Africa, which 

include better financing of mental healthcare, better integration of mental healthcare 

into general healthcare, improving pathways to care, and strengthening healthcare 

across all provinces. It considers the shortcomings and the current state of mental 

health in South Africa. Yet, the efficacy of its implementation remains to be seen.  

A study by Morar et al. (2024) that reviewed the state of mental health in South Africa 

found that even though there was official recognition of mental health, increased 

awareness, and policy changes, the implementation of these measures remains 

inadequate. In essence, they found that there was a gap between what is intended on 

paper and what is implemented in practice. In a separate study on the status of South 

Africa’s mental healthcare system, Sorsdahl et al. (2023) had similar findings. 

Specifically, in relation to how well policy and legislation have translated into services 

and care, they discovered a vast treatment gap. Many individuals in need of treatment 

do not receive it due to obstacles, including resource constraints, inconsistent policy 

implementation, and skewed distribution of specialised mental healthcare services. 

Given its long-lasting impact, Apartheid is another important factor that must be 

considered in the context of South Africa's mental health and its healthcare system 

(Das-Munshi et al., 2016; Harriman et al., 2021; Maphumulo & Bhengu, 2019). During 

Apartheid, people of colour experienced racism, violence, unjust treatment, and 

poverty, causing severe trauma. The South African healthcare system, as with most 

aspects of society, was divided along racial lines, with the white minority having access 

to the best resources. The current healthcare system represents a structural legacy of 

this era of injustice, with racial inequalities persisting in access, distribution, and 

outcomes (Das-Munshi et al., 2016). Therefore, the provision of mental healthcare 

must acknowledge historical injustices, alongside ongoing social and economic 

challenges, to ensure services that are comprehensive and equitable (Das-Munshi et 

al., 2016; Harriman et al., 2021). 
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The healthcare system in South Africa is divided into two sectors: public and private. 

The public sector serves the majority of the population, as most individuals are unable 

to afford care in private healthcare facilities (Docrat et al., 2019; Maphumulo & Bhengu, 

2019). As a result, the public sector is overburdened, limiting access to quality 

healthcare (Docrat et al., 2019; Lund et al.,2012). Furthermore, only about 5% of the 

total public health budget expenditure is allocated to mental health, with disparities in 

the distribution of these funds between the provinces (Docrat et al., 2019). Although 

the public mental health system does provide services, it remains severely strained 

and is unable to meet the overwhelming demand. Underfunding, inadequate facilities, 

and lengthy waiting times all contribute to a system that is ill-equipped to meet the 

population's mental health needs. Despite the implementation of numerous strategies 

to improve the state of affairs, it remains a persistent challenge in the healthcare 

system (Docrat et al., 2019; Lund et al., 2012)  

Moreover, the shortage of appropriately trained mental healthcare workers, including 

but not limited to psychiatrists, psychologists, occupational therapists, and social 

workers, is evident across the country (Docrat et al., 2019; Vergunst, 2018). However, 

it is predominantly seen in rural areas, thus exacerbating inequalities in access 

between urban and rural areas. A stark example of mismanagement and lack of 

expertise, as pointed out by Durojaye and Agaba (2018) and Dhai (2018), is the Life 

Esidimeni tragedy. In this instance, the Gauteng Department of Health transferred 

individuals suffering from mental health conditions to facilities that were ill-equipped to 

manage their specific conditions, contrary to expert advice. More than 100 patients 

died following this transfer from a specialised mental healthcare facility to various 

Nongovernmental organizations (NGOs) and other hospitals that lacked the necessary 

resources and expertise. This decision was in direct conflict with the national mental 

healthcare framework (Dhai, 2018; Durojaye & Agaba, 2018; Ferlito & Dhai, 2018). 

Further significant barriers to accessing mental healthcare in South Africa include 

stigma and a lack of public awareness around mental health (Davies et al., 2021; 

South African Department of Health, 2013). The stigma surrounding mental health is 

a profound barrier. Many South Africans are reluctant to seek help because of their 

fear of discrimination and social exclusion (Eksteen et al., 2017; Harriman et al., 2021; 

Myers et al., 2019; Semrau et al., 2015). Monnapula-Mazabane and Petersen (2023) 

conducted a study in a provincial psychiatric hospital in the North-West Province. The 
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study was aimed at understanding the nature and context of mental health stigma 

among those living with mental health conditions and the effects on their caregivers. It 

was found that participants who suffered from mental health conditions reported 

experiences of stigma from their own families and communities. Furthermore, 

caregivers reported that they withheld the patient’s diagnosis from the community out 

of fear of being stigmatised, and this fear of stigma carried the risk of negatively 

affecting the patients’ treatment-seeking. A culture of silence is perpetuated by this 

stigma, which impedes open dialogue about mental health. 

2.4 Disparities in Access to Mental Healthcare Services between Rural and 

Urban Areas in South Africa 

South Africa has noteworthy disparities in mental healthcare accessibility, especially 

between rural and urban areas. Rural areas are often faced with systemic challenges, 

which are further compounded for marginalised groups, such as the LGBTQIA+ 

community. Mental healthcare services are often more prevalent in urban areas as 

opposed to rural areas, thus making it difficult to access and receive proper mental 

healthcare in rural settings, as services are in short supply and often not culturally 

sensitive, especially to the LGBTQIA+ individuals (De Kock & Pillay, 2016; Maria et 

al., 2025). A severe shortage of mental healthcare workers in South Africa exists, 

especially in rural areas. The national ratio of psychiatrists is 1.53 per 100,000. 

However, in rural areas, it drops to as low as 0.03 psychiatrists per 100,000 people 

(Janse van Rensburg et al., 2022). The distribution of mental health nurses follows a 

similar pattern, with a national rate of 9.7 per 100,000, but only 0.68 per 100,000 in 

rural settings (De Kock & Pillay, 2016). De Kock and Pillay (2016) assert that even 

when the facilities are available, they are not always appropriately staffed, with 96 % 

of rural mental health facilities not having psychiatrists, 81% not having mental health 

medical doctors, 64% not having clinical psychologists, and 61% of the facilities do not 

have mental health nurses on staff. 

Challenges in accessing mental healthcare for rural populations are further 

compounded by geographical and logistical barriers. Individuals who reside in urban 

areas are on average approximately 2 km from the nearest healthcare facility, whereas 

those in rural areas could be over 5 km away. Added to this, the limited transport 

options available make it very difficult for people living in rural areas to access mental 



24 
 

healthcare. Furthermore, understaffing and inadequate resources often plague rural 

healthcare facilities, thus limiting the scope of services that are available (Lehohla, 

2011). 

LGBTQIA+ individuals in rural areas are faced with additional challenges, such as 

discriminatory attitudes among healthcare providers. Rural communities tend to have 

traditional or conservative views, which lead LGBTQIA+ individuals to experience 

moral judgment, refusal of care, and occasional subjection to religious interventions 

aimed at changing their sexual orientation or gender identity (Müller, 2017).  

As a result of these experiences, LGBTQIA+ individuals choose not to seek care when 

needed, resulting in poorer mental health outcomes. Additionally, healthcare workers, 

especially in rural areas, are not always equipped to deal with the specific health needs 

of the LGBTQIA+ community. This lack of affirming care exposure and training for 

healthcare workers leads to inadequate care for LGBTQIA+ individuals. Moreover, 

Luvuno et al. (2019) argue that the dearth of targeted health policies and data 

collection on LGBTQIA+ healthcare hinders the development of effective 

interventions.  

2.5 Mental Health and the LGBTQIA+ Community 

2.5.1 LGBTQIA+ and rights  

The United Nations (UN) has been at the forefront of the promotion of LGBTQIA+ 

rights. The UN argues that the protection of LGBTQIA+ individuals from discrimination 

and violence does not call for new standards or human rights laws. Instead, they 

maintain that countries are already legally required to protect the human rights of 

LGBTQIA+ individuals under the existing frameworks, in line with the Universal 

Declaration of Human Rights (Office of the High Commissioner for Human Rights, 

n.d.). However, the absence of a ratified international policy or treaty that specifically 

protects LGBTQIA+ communities from abuses has resulted in different approaches to 

the situation in different countries (Langlois, 2018; Lee & Ostergard, 2017). Given the 

global landscape and the human rights abuses being faced by the LGBTQIA+ 

community, it could be argued that they are not recognised as a vulnerable group in 

society (Arora et al., 2022; Edenborg, 2023).  
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In fact, there has been a global increase in anti-LGBTQIA+ rhetoric by many countries, 

such as Uganda and Russia, ratifying anti-LGBTQIA+ laws (Ayoub & Stoeckl, 2024). 

These laws, in essence, criminalise being part of the LGBTQIA+ community, which is 

in direct contradiction with basic human rights (Anabtawi, 2022; Edenborg, 2023; 

Langlois, 2018; Lee & Ostergard, 2017). Many countries ban same-sex partnerships, 

including Lebanon and Russia, often using religious or cultural beliefs as justification 

for these bans. These regulations not only make it more difficult for LGBTQIA+ people 

to live freely and autonomously, but they also foster a culture of fear and persecution. 

In some cases, an individual’s sexual orientation or gender identity can lead to 

incarceration, violence, or even death (Anabtawi, 2022; Lee & Ostergard, 2017). 

LGBTQIA+ rights violations manifest in the form of insufficient legal protections against 

discrimination. In some countries, there is a lack of inclusive anti-discrimination laws 

that explicitly address gender identity or sexual orientation. This lack of relevant 

legislation leaves LGBTQIA+ individuals exposed to discrimination in many areas of 

their lives, including employment, housing, and education (Anabtawi, 2022; Lee & 

Ostergard, 2017). Many countries do not have policies that recognise or respect 

gender identity, which results in problems with acquiring identification documents that 

display a person’s true gender (da Luz Scherf et al., 2022; Lee & Ostergard, 2017). 

People who identify as part of the LGBTQIA+ community face social, legal, and 

institutional challenges that infringe upon their basic human rights (Kum, 2017; 

Salerno et al., 2020).  

Transgender people often experience the most violations of their rights because of 

additional challenges such as a lack of legal recognition and access to healthcare (da 

Luz Scherf et al., 2022). This not only infringes on their right to self-determination but 

also increases transgender individuals’ vulnerability to discrimination and violence. 

LGBTQIA+ rights violations occur and persist around the world, reflecting a worrying 

trend of marginalisation and discrimination. Since reclaiming the presidency in 2025, 

Donald Trump and his administration have overturned various LGBTQIA+ protections, 

such as preventing gender affirming care in youth and reinstating a ban on trans 

people in the United States (US) military (Gavulic et al., 2025). Furthermore, the 

administration also cut funding for LGBTQIA+ specific mental healthcare services (AP 

News, 2025). These changes implemented by the Trump administration are expected 

to have far-reaching effects on the LGBTQIA+ community in America and globally 
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(Them.us, 2025). Societal attitudes towards the LGBTQIA+ community are crucial in 

preventing rights violations. Prejudice and a lack of understanding within society 

contribute to an unreceptive environment that supports discrimination and violence 

(Ayhan et al., 2020; Burton et al., 2021; Ekmekci, 2017).  

South Africa is renowned for having one of the most progressive constitutions, which 

upholds the rights of the LGBTQIA+ community. Despite this, the lived reality for the 

LGBTQIA+ community, especially in rural areas, is not always aligned with these legal 

protections (Joseph, 2013). Traditional beliefs and religious norms are predominant in 

these communities and tend to stigmatise non-heteronormative identities.  

Even with these inclusive laws, social acceptance of gender-diverse people is low 

(Joseph, 2013). Policy and practice are not always integrated, and this disconnect 

creates an exclusionary environment for the LGBTQIA+ community.  

The stigma experienced by LGBTQIA+ individuals in rural areas has a direct impact 

on their mental health. Chronic exposure to discrimination and isolation puts them at 

a disproportionately higher risk for developing mental health conditions (Moagi et al., 

2021; Silveri et al., 2022). Additional factors, including internalised homophobia and 

the pressure to conform to societal gender norms, also contribute to their 

psychological distress (Newcomb & Mustanski, 2010). These challenges are amplified 

in situations where LGBTQIA+ individuals are rejected by their families and 

communities, as they are left with little to no support and fewer spaces to express their 

identities (Crockett et al., 2022; Zimmerman et al., 2015). 

The lack of affirming mental health services is another issue that impacts the mental 

health of LGBTQIA+ individuals in rural areas. According to Muller and Hughes (2016), 

LGBTQIA+ individuals in Southern Africa are uncomfortable with discussing their 

sexual orientation or gender identity with healthcare providers. The researchers also 

noted that LGBTQIA+ individuals experienced discrimination from healthcare workers. 

This culturally insensitive treatment of individuals might lead to mistrust and poor 

experiences within the healthcare system, which could discourage individuals from 

seeking necessary care (Müller , 2017). Additionally, when the services are available, 

they are under-resourced, and healthcare workers are not sufficiently trained to attend 

to the mental health needs of the LGBTQIA+ community (Kidd et al., 2016). 
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2.5.2 Vulnerability 

The concept of vulnerability relates to extrinsic economic, societal, and cultural factors 

that must be addressed to protect the human dignity and rights of individuals belonging 

to specific groups (Ekmekci, 2017; Shivayogi, 2013). Many of the challenges that the 

LGBTQIA+ community face are externally imposed and beyond their control. Their 

vulnerability is multi-faceted, stemming from a combination of social, legal, economic, 

and health-related factors (Salerno et al., 2020).  

As a result, the LGBTQIA+ community is recognised as a vulnerable population, 

experiencing disadvantages in terms of health and determinants of health (Ekmekci, 

2017). This marginalisation leads to poorer health outcomes when compared to 

heterosexual individuals (Moagi et al., 2021; Salerno et al., 2020). Given their status 

as a vulnerable group, concerted efforts are necessary to safeguard the human rights 

of LGBTQIA+ individuals (Arora et al., 2022; Langlois, 2018). 

2.5.3 Discrimination and stigmatisation 

Members of the LGBTQIA+ community experience disparities across multiple aspects 

of life, including education, employment, healthcare, and social participation. Society 

often regards heterosexuality as the traditional norm, whereas homosexuality is 

frequently perceived as deviant or nonconforming. This results in discrimination and 

rejection of the LGBTQIA+ community (Sibanyoni et al., 2023; Taskiran Eskici et al., 

2021). This discrimination, often termed homophobia, refers to negative attitudes, 

feelings, and behaviours towards sexual variation and people who identify as part of 

this community (Ventriglio et al., 2021). As a result, LGBTQIA+ individuals may be 

exposed to threats, harassment, and abuse (Sibanyoni et al., 2023). 

Stigmatisation further marginalises LGBTQIA+ individuals who experience higher 

levels of poverty, homelessness, and unemployment when compared to their non-

LBGTQIA+ counterparts (Kum, 2017; Salerno et al., 2020). In the workplace, 

LGBTQIA+ people have typically been the focus of prejudice and discrimination. Due 

to their sexual orientation, they may face stigmatisation, violence, diminished work 

prospects, job offers, and promotions, among other forms of discrimination and 

prejudice. An online survey conducted in Portugal investigating the impact of 

psychological distress on occupational well-being found that LGBTQIA+ individuals 

received harassment from all levels within the workplace, whether it be from 
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colleagues or management (Pereira et al., 2022). This discrimination persists despite 

anti-discrimination protections as Beatriz and Pereira (2023) found that Portuguese 

LGBTQIA+ workers still experienced discrimination based on sexual orientation and 

gender identity, highlighting the need for more legal, institutional, and social support 

to ensure a safe workplace for LGBTQIA + individuals.  

Similarly, a Turkish survey among nursing students found that male students had more 

negative attitudes towards LGBT individuals, indicating the need to raise awareness 

among nurses to provide better access to healthcare services (Özdemir & Erenoğlu, 

2022). Research indicates that stigma and discrimination can have detrimental effects 

on the health of LGBTQIA+ individuals. Discrimination and stigmatisation not only 

hinder personal development, but they also perpetuate the cycle of exclusion and 

poverty, further compounding the vulnerability of LGBTQIA+ individuals (Ayhan et al., 

2020; Burton et al., 2021 Ekmekci, 2017). 

2.5.4 Mental health impact of rights violations and discrimination  

Violations of LGBTQIA+ rights have a profound impact that extends beyond individual 

suffering. Discrimination against this vulnerable community impedes societal growth, 

perpetuates negative stereotypes, and reinforces destructive norms. It also hampers 

the development of inclusive societies where diversity is celebrated, which limits the 

possibility of social cohesion and mutual understanding (Ayoub & Stoeckl, 2024). 

Social exclusion, discrimination, victimisation, and poverty are key determinants of 

mental health (Bostwick et al., 2014; da Luz Scherf et al., 2022; Kidd et al., 2016; 

Nowaskie & Sowinski, 2019). LGBTQIA+ individuals experience these factors at a 

disproportionate rate when compared to their heterosexual counterparts. A scoping 

review by Kidd et al. (2016), identified an increased risk for severe mental health 

conditions within this population, consistent with research indicating higher rates of 

mental health conditions among LGBTQIA+ individuals (Nowaskie & Sowinski, 2019; 

Quinn et al., 2015).  

Access to healthcare presents a significant challenge for LGBTQIA+ people. Quinn et 

al. (2015) note that they face unique barriers in healthcare settings. A 2019 US study 

found that primary care providers lacked the necessary knowledge and cultural 

competency regarding LGBTQIA+, resulting in negative attitudes and biases as well 

as inconsistencies in clinical practice (Nowaskie & Sowinski, 2019). In South Africa, 
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Stevens (2012) investigated transgender access to sexual health services and found 

that most respondents believed healthcare practitioners displayed discriminatory or 

hostile behaviour when attending to them.  

This lack of cultural competency and biases impedes access to healthcare for 

LGBTQIA+ individuals, which could, in turn, exacerbate mental health conditions 

(Nowaskie & Sowinski, 2019).  

Economic circumstances, particularly poverty, also adversely affect mental health. 

Badgett et al. (2019) interviewed approximately 500,000 participants across 35 US 

states from 2014 to 2017 and found that members of the LGBTQIA+ community were 

more likely to live in poverty than the rest of the population. Kinitz et al. (2022) in a 

systematic review of Canadian studies that focused on LGBTQIA+ health and poverty, 

identified that the intersection between LGBTQIA+ health and poverty generates 

distinct forms of discrimination. These unique challenges result in reduced access to 

healthcare and poorer overall health outcomes. 

Interpersonal and social support further influence mental health outcomes. Rejection 

from family members due to gender identity or sexual orientation is linked to higher 

rates of anxiety, depression, and suicidal ideation (McConnell et al., 2016; Ryan et al., 

2010 ). A longitudinal study conducted in Chicago, US, found that LGBT adolescents 

with low or no family support demonstrated more psychological distress than those 

with more family support (McConnell et al., 2016). Similarly, a scoping review by 

McDonald (2018) reported that LGBTQIA+ youth face disproportionate rates of mental 

health conditions compared to their heterosexual peers, and that a lack of social 

support or low social support was linked to higher levels of mental health conditions, 

alcohol or drug misuse, and low self-esteem. Although this study focused on youth, it 

could be postulated that the effects of low social support could be carried over into 

adulthood. Having the support of friends and romantic partners often acts as a buffer 

against the effects that stigma and discrimination have on mental health (Cavarra et 

al., 2025; Watson et al., 2019). Addressing these challenges requires a holistic 

approach that encompasses legal reforms, education, advocacy, and the promotion of 

inclusive societal attitudes. 
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Stressors related to identity exploration during early adulthood, along with milestones 

such as getting married and starting a family, can further increase stress and 

substance use within the LGBTQIA+ community (Goffnett & Goldbach, 2020). Several 

studies have examined the relationship between transgender-related discrimination 

and substance use outcomes. For example, Wolfe et al. (2021) found that transgender 

individuals in Massachusetts and Rhode Island, who experienced discrimination, were 

more likely to engage in frequent substance abuse and develop substance use 

disorders. Similarly, Reisner et al. (2015) found that more than a quarter of their 2,578 

transgender participants used substances as a coping mechanism in response to 

stigma encountered in healthcare settings. This is further compounded by habitual 

substance abuse as a coping mechanism, whereby individuals continue to use 

substances regardless of the stressor (Felner et al., 2020). Orchard (2023) supports 

these findings, indicating that problematic substance use is more prevalent in the 

LGBTQIA+ community than in the general population.  

Finally, a systematic review by Maltempi et al. (2024) found that stigma is associated 

with poorer physical and mental health outcomes, risky behaviour, and healthcare 

avoidance. They further discovered that stigma led to negative health behaviours such 

as substance abuse highlighting the cyclical interaction between societal, structural, 

and individual stressors that reinforce the vulnerability of LGBTQIA+ individuals. 

2.6 Conceptual Framework 

The study adopted the SEM to explore and describe the perceptions of members of 

the LGBTQIA+ community regarding access to mental healthcare services within their 

community. The SEM was developed in the 1980s by Urie Bronfenbrenner as a 

conceptual theory to understand human development. It was selected for this study as 

it is also used to identify factors contributing to health-related behaviours (Kilanowski, 

2017). The SEM views health as broad, and it considers many factors, from intra-

personal factors (e.g., physiology) to macro-level factors (e.g., politics) that might 

influence the health of an individual or population (Clinical and Translational Science 

Awards Consortium Community Engagement Key Function Committee Task Force 

[CTSA Consortium Task Force], 2011; Wold & Mittelmark, 2018).  
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2.6.1 The historical background of the SEM 

The SEM has its origins in ecological theories of human development, most notably 

those proposed by psychologist Urie Bronfenbrenner in the 1970s. Bronfenbrenner's 

Ecological Systems Theory argued that human behaviour is influenced by different 

layers of environmental factors, which he categorised into microsystems (immediate 

environments such as family and school), mesosystems (interactions between 

microsystems), exosystems (external factors that influence the individual indirectly) 

andmacrosystems (cultural and societal norms) (Bronfenbrenner, 1977).  

McLeroy et al. (1988) expanded on Bronfenbrenner’s work and formalised the theory 

(i.e., the Socio-Ecological Model, SEM) in the 1980s, proposing that health-seeking 

behaviour is influenced by both internal and external environmental factors. The 

factors are based on five levels, including individual, interpersonal, organisational, 

community, and policy that shape behavioural and health outcomes. The SEM gained 

prominence in public health, where it was utilised to address complicated topics such 

as chronic illness prevention, sexual health, and substance abuse. Where traditional 

models focus entirely on individual risk factors, the SEM examines the various levels 

of influence on an individual’s behaviour and development. It is underpinned by the 

understanding that health behaviours are affected by numerous factors and on 

different levels (individual, intrapersonal, community, societal, and policy), as well as 

the interaction between these levels (CTSA Consortium Task Force, 2011; Kilanowski, 

2017; Wold & Mittelmark, 2018). The SEM provides researchers with a framework to 

explore how broader social determinants of health, such as poverty, education, and 

access to healthcare, impacted health and health-seeking behaviour (Stokols, 1996).  

As the SEM developed, it started bringing in more specific references to policy and 

environmental factors. Thus, acknowledging the impact that legislation, social norms, 

and public health infrastructure have on individual behaviour (Golden & Earp, 2012). 

In part, this shift towards incorporating policy in the model was driven by the increasing 

use of the SEM in policy research, where individual behaviour change was inadequate 

without supportive environmental changes (Sallis et al., 2006). The SEM is applied 

across a wide range of disciplines and is commonly used in developing health 

promotion strategies that address issues such as substance abuse and mental health 

(Golden & Earp, 2012; Thaivalappil et al., 2024). 
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The SEM has evolved from its beginnings in Bronfenbrenner's ecological theory of 

human development to become a widely used framework for addressing complex 

social and health issues. Through recognizing and exploring the interaction between 

individual, interpersonal, organisational, community, and policy factors, the SEM has 

allowed researchers to develop more comprehensive intervention strategies. Its 

application across fields such as public health and education demonstrates its 

flexibility in addressing both individual behaviour and broader societal influences 

(Golden & Earp, 2012; Stokols, 1996). 

2.6.2 Constructs of the SEM 

The SEM examines individuals and their relationships with people, organisations, and 

their community at large. The model comprises five levels, namely Individual, 

Interpersonal, Organisational, Community, and Policy. However, this study followed 

the CDC four-level model, which includes the Individual, Interpersonal /relationships, 

Organisational/ community, and Societal levels, for health promotion when describing 

barriers and facilitators that LGBTQIA+ individuals may perceive or experience when 

accessing mental healthcare services (CTSA Consortium Task Force, 2011). These 

constructs provide a multidimensional approach to the understanding of barriers and 

facilitators regarding access to mental healthcare services for LGBTQIA+ persons in 

their communities. This section delves into each level. 
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Figure 2.1: Adapted SEM with examples of factors that could influence access to 

mental healthcare (CTSA Consortium Task Force, 2011) 
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2.6.2.1 Individual level 

The individual level of the SEM focuses on personal factors such as knowledge, 

attitudes, beliefs, skills, and biological issues (Nyambe et al., 2016). This level is 

usually examined to gauge how personal traits affect behaviour and health outcomes. 

In this study, the individual level referred to personal factors such as age, education, 

knowledge, and attitudes that act as barriers or facilitators to accessing mental 

healthcare services. Burns (2011) argues that individual factors such as literacy, race, 

socio-economic status, and gender all impact the accessibility of mental healthcare. 

Whitehorne-Smith et al. (2024) used the SEM to explore the barriers and enablers of 

public healthcare access for people with comorbid serious mental and chronic physical 

illnesses in Jamaica. Their participants reported that individual factors, including 

gender, education level, beliefs, and the lived experiences of health services, all had 

an impact on healthcare access.  

Factors such as attitudes, beliefs, knowledge, expectations, and other personal factors 

all have an influence on whether they will access mental health services. Crockett et 

al. (2022) employed the SEM to explore mental health seeking and experiences 

among LGBTQIA+ university students in Chile. They determined that individual 

factors, such as attitudes or knowledge regarding mental healthcare, such as negative 

presumptions about mental healthcare, confidence in the available services, negative 

experiences with services, ignorance on how to access online therapy, uncertainty 

about when to seek help, or fear that the professional will downplay their issues, all 

acted as barriers to seeking mental healthcare.  

2.6.2.2 Interpersonal/relationship level 

The interpersonal level of SEM comprises social relationships, including those with 

family, friends, peers, and co-workers. These relationships have a major influence on 

people’s health and well-being (McLeroy et al., 1988). Important social relationships, 

such as a significant other, could have an impact on whether and when a person seeks 

help for physical or mental health conditions (McLeroy et al., 1988; Ngwenya et al., 

2020). In this study, the factors at the interpersonal level include relationships with 

friends, family, and significant others. For example, Whitehorne-Smith et al. (2024) 

found in a Jamaican study that participants experienced interpersonal stigma, which 

stems from societal attitudes and beliefs that result in discrimination and social 
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isolation. This discrimination negatively impacted the participants' ability to seek and 

engage with healthcare services due to the fear of judgement from their family 

members and the community (Whitehorne-Smith et al., 2024). On the interpersonal 

level, family, friends, and other significant people exert considerable influence on an 

individual’s decision to access mental healthcare services. As was discovered by 

Crockett et al. (2022), it was often family members, friends, or partners who 

recommended and encouraged the participants to seek mental health help when they 

noticed the participants were distressed. 

2.6.2.3 Organisational/community level 

The organisational/community level is concerned with institutions and organisations 

that individuals interact with on a daily or regular basis. This includes workplaces, 

schools, clinics, and so forth (Sallis et al., 2015). These organisations can have a 

significant impact on the health and health-related behaviour of their members. 

Organisations often also mirror social norms and values; thus, they can exert a positive 

or negative influence on their members’ health. Additionally, they offer a platform that 

promotes social support and behavioral change (McLeroy et al., 1988). In this study, 

the organisational/community level included issues such as accessibility of mental 

healthcare services and healthcare providers’ attitudes towards the LGBTQIA+ 

community and/or mental health. 

Using the SEM model, Boutilier et al. (2024) conducted a study on barriers and 

facilitators to seeking inpatient psychiatric care among transgender and nonbinary 

people. They found factors at the organisational/community level, such as having 

access to community networks and organisations that acted as a pathway to improved 

access to mental healthcare services, reduced the need for inpatient care. It also 

served to build trust between individuals and the mental health system. This highlights 

the importance of NGO’s and other community organisations in driving access to 

mental healthcare services. In a separate study, Nic Giolla Easpaig et al. (2022) 

performed a systematic review of the health and healthcare of rural LGBTQIA+ people 

in the UK, USA, Canada, Australia, and New Zealand. The researchers found that 

most of the studies reported that interactions between the rural LGBTQIA+ community 

and healthcare providers were marked by discrimination, stigma, and degradation, 
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whether explicit or implicit. Concern and fear of negative interactions with healthcare 

providers were cited as a barrier to healthcare access.  

2.6.2.4 Societal level 

The societal level examines how broader societal factors, such as cultural and societal 

norms, influence health outcomes (CTSA Consortium Task Force, 2011). According to 

United Nations Children’s Fund (2021), societal norms are made up of practices, 

expectations, and shared beliefs that mould behaviours within society. These norms 

can sometimes lead to discrimination. Stigmatisation and discrimination can have an 

impact on health behaviour and can act as a barrier to seeking help (Matsea et al., 

2018; Thornicroft et al., 1993; Van Spijker et al., 2019). 

An American study that aimed to understand how stigma impacts mental health 

concerns and treatment in rural, low-income populations found that the stigma 

surrounding mental health conditions was often driven by perceptions of weakness or 

faking, which acts as a barrier for individuals who are seeking help (Crumb et al., 

2019). Additionally, Mitchell et al. (2023) assert that norms that marginalise certain 

groups, such as LGBTQIA+ individuals, contribute to mental health inequalities by 

exacerbating discrimination and exclusion. 

Discriminatory public policies in any sector, whether in employment, education, or 

healthcare, aggravate the situation by limiting opportunities and reinforcing social 

inequities (Yearby, 2024). Even when public policies are in place, the implementation 

might not be sufficient. Marais and Petersen (2015) found that the Mental Health Policy 

Framework, even though it is aligned with the WHO Mental Health Action plan, would 

be difficult to implement. Issues such as low prioritisation and stigmatisation of mental 

health conditions, weak managerial and planning capacity to develop and the 

implementation of mental healthcare plans at the provincial and district level, and no 

dedicated mental health budget were a few of the impediments noted. In this study, 

the societal level focused on factors such as cultural and societal norms, as well as 

policy that may influence access to mental healthcare services.  
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2.6.3 Application of the SEM to describe barriers to and facilitators of 

accessing mental healthcare services for LGBTQIA+ individuals  

The SEM has been applied to various qualitative mental health-related research 

studies. It has also been used to explore the accessibility of mental healthcare. A 

summary of previous studies that have used the SEM to address health-related 

challenges, more specifically, addressing barriers to accessing mental healthcare, as 

well as mental healthcare for the LGBTQIA+ community, follows: 

• Boutilier et al. (2024) used a socio-ecological framework to explore the barriers 

and facilitators influencing transgender and nonbinary people’s access to 

inpatient psychiatric care in America. The researchers collected data through 

semi-structured interviews with transgender and nonbinary patients who were 

admitted to psychiatric hospitals. Using thematic analysis within a modified 

social-ecological model, the researchers identified barriers and enablers across 

three levels. Firstly, with individual-level factors, participants expressed distrust 

toward the mental healthcare system, feelings of unsafety, loss of autonomy 

during treatment, tendencies to downplay their mental health needs, and a 

sense of responsibility to others. Secondly, with interpersonal level factors, 

themes included insufficient support for their transgender or nonbinary identity, 

a lack of knowledge about these identities among mental healthcare workers, 

and the importance of allyship in care. Lastly, with structural level factors, 

barriers included the carceral nature of some inpatient settings, financial 

burdens, and limited availability of non-profit treatment options. The study 

concluded that transgender and nonbinary individuals face numerous obstacles 

to accessing equitable inpatient psychiatric care.  

 

• Mitra and Globerman (2014) conducted a study that explored healthcare 

utilisation among the LGBTQIA+ populations, emphasising the impact of 

discrimination on delaying or avoiding care. The study used the SEM to 

examine how personal experiences with healthcare providers, their attitudes, 

and the anticipated discrimination affected care-seeking behaviours. The 

researchers found that at the organisational/community level, when healthcare 

providers have open attitudes, access to healthcare for LGBTQIA+ individuals 

is improved. 
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• Bettis et al. (2025) carried out a study in the Southeastern US that aimed to 

describe the experiences of parents of LGBTQIA+ youth in relation to 

navigating services for their children. The data were collected through semi-

structured focus groups. The researchers used the SEM to contextualise their 

findings and the parents’ recommendations for improving LGBTQ + youth and 

family mental healthcare services. The study confirmed that there is a demand 

for affirming and accessible mental health resources for LGBTQ + youth and 

families in the Southeastern U.S. 

 

• Zimmerman et al. (2015) conducted a study in the US that studied the effects 

of rejection and support from family on the health outcomes of sexual minority 

women (SMW). Using the SEM, the researchers found that family rejection was 

linked to poor health outcomes, while community connectedness and being 

openly out to family and the community were protective factors. The study 

emphasises how crucial supportive social and community environments are for 

fostering the mental health of SMWs. 

 

• Crockett et al. (2022) used the SEM to explore the barriers and facilitators 

influencing mental health help-seeking among LGBTQIA+ university students 

in Chile. Barriers such as difficulties in recognising mental distress, fear of 

discrimination, lack of social support, and concerns about non-affirming 

professionals were noted. They also found that personal acknowledgment of 

mental health needs, supportive social networks, and affordable services acted 

as facilitators. Some of the participants preferred healthcare workers who were 

familiar with LGBTQIA+ issues, while others preferred individuals who were 

part of the LGBTQIA+ community. The study highlights the need for more 

inclusive and accessible mental health services tailored to LGBT+ students’ 

experiences. 
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2.6.4 Strengths of the SEM 

The SEM acknowledges that individual behaviours are influenced on multiple levels, 

including personal, social, and environmental factors. This allows researchers to 

develop comprehensive interventions. Stokols (1992,1996) argues that these 

interventions are most effective when at least two of these factors are targeted 

simultaneously. The SEM is comprehensive and, as such, it is particularly effective in 

addressing public health challenges because it addresses personal behaviours, 

environmental factors, and policies at the same time (Golden & Earp, 2012). 

Another strength of the model’s comprehensiveness is the fact that it encourages 

multi-level interventions, which have been proven to be more effective than individual 

interventions (Stokols, 1992). The SEM’s unique consideration of the interaction 

between factors across the different levels ensures an increased likelihood that 

interventions would be sustainable and have a lasting impact (Stokols, 1992). 

The SEM is flexible and can be customised to address the needs of different 

populations, making it a valuable tool for developing interventions.  

Additionally, the model focuses on policies and the physical environment, factors 

which are often overlooked by individualistic approaches. These factors can have 

significant effects on health behaviours and are critical for creating sustainable change 

and improving health outcomes at a societal level (Golden & Earp, 2012; Sallis et al., 

2006). 

2.6.5 Limitations of the SEM 

The SEM is very comprehensive, which in certain cases could be viewed as a 

limitation. Addressing multiple levels simultaneously is a complex task and requires 

coordination across different sectors and with different stakeholders, which can be 

difficult in practice (Eriksson et al., 2018). Added to this, the precise impact of these 

interventions remains challenging to pinpoint due to difficulties in isolating the specific 

contribution of each level to the overall outcome. It becomes extremely challenging to 

assess the efficacy of the interventions using the SEM since different factors interact 

with one another at different levels (McLeroy et al., 1988). A notable drawback of the 

model is that there are no guidelines on how to identify the most significant factors that 

influence behaviour at each level.  
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This ambiguity introduces potential uncertainty regarding the focus for intervention 

development. As a result, practitioners could encounter difficulties in determining 

where to focus their efforts to achieve the biggest impact (Stokols, 1996). 

Unlike other models, the SEM emphasizes the importance of environmental and policy 

influences; however, some critics contend that it underestimates the role of individual 

agency. Individuals may make decisions that contradict broader social and 

environmental influences, which suggests that personal motivation and decision-

making also play a major role in behaviour change (Stokols, 1996). Golden and Earp 

(2012) suggest that an overemphasis on external factors may inadvertently disregard 

personal responsibility and empowerment, which are essential for sustainable 

behaviour change. 

2.7 Barriers to Accessing Mental Healthcare Services Across the SEM Levels 

The research on LGBTQIA+ access to mental health services is limited; therefore, this 

section introduces barriers experienced in accessing mental health services in 

general, although it highlights when a study specifically refers to the LGBTQIA+ 

community. 

2.7.1 Individual level 

The LGBTQIA+ community faces many challenges when trying to access the 

healthcare system. On the individual level of the SEM, these barriers in accessing 

mental healthcare services stem from several barriers including, but not limited to, a 

lack of knowledge of where to find help, language barriers, stigma attached to mental 

health issues and inequities as a result of demographics and geographical location 

(Moroz et al., 2020; Priester et al., 2016).  

A study in Chile applied the SEM to examine mental health help-seeking behaviours 

and experiences with mental health services among LGBTQIA+ university students. 

They identified certain personal factors on the individual level impeding students’ 

access to health services. Findings revealed several barriers, such as students’ 

negative assumptions about mental health services or distrust in the quality of the 

services. Others were unsure about when to seek help or how to access online 

therapy.  
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Additionally, academic demands created time constraints, while psychological factors 

like low energy and motivation further discouraged help-seeking (Crockett et al., 

2022). 

Similarly, low levels of mental health literacy related to the LGBTQIA+ experience act 

as a barrier to mental healthcare access. Members of the LGBTQIA+ community are 

often unaware of available affirming services or how to navigate health systems. A 

study by Ho et al. (2024) aimed at examining the enablers, barriers, and unmet needs 

experiences of LGBT+ individuals in accessing mental healthcare services in Malaysia 

found that LGBTQIA+ individuals usually lacked knowledge about where or how to 

access culturally competent mental healthcare. The study identified their lack of 

knowledge as a barrier to access.  

Furthermore, people living in underserved and rural communities are also faced with 

similar barriers, which include a lack of knowledge of mental health conditions, 

ignorance about when or where to access mental healthcare services, as well as the 

fear of discrimination. A study conducted in two rural towns in South Africa found that 

there is a lack of mental health awareness and understanding among community 

members in rural South Africa, which acts as a barrier to accessing mental healthcare 

services. In addition to the lack of awareness, the study also uncovered that these 

communities often stigmatise people with mental health conditions. The stigma would 

be internalised and act as a barrier to mental healthcare access (Benjamin et al., 

2021).  

In a study conducted in southern California, researchers interviewed mental health 

workers that work for a health and welfare agency serving predominantly low‐income 

Latin families. The researchers found that some of the most pronounced barriers to 

accessing mental healthcare for these underserved people were attitudes, including 

stigmatised beliefs about help‐seeking and the lack of awareness with regards to local 

mental healthcare services (Torres Sanchez et al., 2022). 

Boutilier et al. (2024) found that their transgender and non-binary participants 

described lived experience and loss of autonomy as barriers to access to mental 

healthcare services. Participants reported that they were reluctant to access the 

mental healthcare system again due to negative past experiences.  
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This finding is supported by Brown et al. (2016) who discovered that members of the 

LGBTQIA+ community are less likely to seek help because of the perception that they 

might be harassed or misunderstood due to their sexual orientation. Jessani et al 

(2024) conducted a systematic review on healthcare access and barriers to utilisation 

among transgender and gender diverse people in Africa. In most of the studies they 

reviewed, negative past experiences were found to act as a barrier to accessing 

healthcare services. 

The fear of disclosing one’s sexual identity or mental health status can also act as a 

barrier to mental healthcare. Brooks et al. (2018) performed a systematic review with 

the aim of understanding the barriers and facilitators experienced by LGBT adults in 

healthcare settings with regards to sexual orientation disclosure. They found that in 

some cases participants had concerns that breaches in patient–provider confidentiality 

would lead to non-clinical staff, their family and friends, or the wider community finding 

out about their sexual orientation and therefore they decided not to disclose. This non-

disclosure therefore limits access to professional care and social support. This is in 

line with Gonçalves et al. (2025) who undertook a scoping review on literature in 

relation to barriers and facilitators to mental healthcare access and engagement for 

LGBTQA+ people with psychosis. According to their findings, LGBTQIA+ people often 

had fears about involuntary disclosure of their identity and confidentiality in healthcare 

settings, which acted as a psychological barrier that impacted these individuals’ 

willingness to engage with services. 

Internalised homophobia, which could be described as an internalisation of societal 

homophobic attitudes, can also act as a barrier to accessing mental healthcare (Chard 

et al., 2015). It includes the internalisation of negative attitudes that conflict with the 

persons sexuality and could lead to hatred and disgust with oneself (Chard et al., 2015; 

Newcomb and Mustanski, 2010). This process may cause discomfort with one’s own 

sexual orientation and subsequently, extreme stress, repression of one’s own desires, 

mental health conditions, and a higher risk of suicide (Chard et al., 2015; Newcomb & 

Mustanski, 2010; Ventriglio et al., 2021). LGBTQIA+ individuals who experience 

internalised homophobia often do not disclose their sexuality to their healthcare 

providers. This non-disclosure stems from a fear of embarrassment or other more 

serious reactions from healthcare providers (Dodds et al., 2005). Gonçalves et al. 

(2025) found that LGBTQIA+ individuals, especially those diagnosed with psychosis, 
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often internalise the negative attitudes that society has towards their sexual or gender 

identities, which in turn breaks down self-esteem and exacerbates feelings of shame 

and fear related to seeking mental healthcare. This internalised stigma can increase 

avoidance behaviours, ultimately preventing individuals from disclosing their 

symptoms or identity-related concerns to healthcare providers. 

Socio economic status and affordability could also be seen as a barrier to healthcare 

access for members of the LGBTQIA+ community. Research conducted in the US 

among older LGBTQIA+ people of colour indicates that unemployment rates and 

homelessness is higher in the LGBTQIA+ community when compared to the 

heterosexual community (Kum, 2017). In a study that discusses the broader 

experiences of LGBTQIA+ youth during the COVID-19 pandemic, drawing on studies 

and data from various contexts, primarily within the US, Salerno et al. (2020) affirmed 

that LGBTQIA+ youth face many socio-economic inequities. For example, 

Homelessness rates were found to be disproportionately high among LGBTQIA+ 

youth, and the pandemic exacerbated the issue. Furthermore, LGBTQIA+ youth 

people from lower-income backgrounds often had less access to healthcare.  

Jessani et al. (2024) performed a systematic review of barriers to healthcare access 

for transgender and gender diverse populations in Africa, to find that financial 

constraints such as the inability to afford treatment, medical bills, medication and 

transportation to and from healthcare facilities limited their access to care. Moreover, 

Shipherd et al. (2010) conducted a study to examine mental healthcare use and 

barriers to mental healthcare utilisation among Transgender people in Boston. They 

found that most of their respondents noted that the cost of mental healthcare was a 

significant barrier to access.  

2.7.2 Interpersonal level/relationship level 

Interpersonal factors influence the accessibility of mental healthcare services for 

members of the LGBTQIA+ community. LGBTQIA+ individuals are often rejected and 

do not receive support from family members and friends, which could be seen as a 

significant barrier to accessing mental healthcare services at an interpersonal level 

(Pate et al., 2024) 
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 Strumpher et al. (2014) conducted a study in the Eastern Cape Province of South 

Africa to explore the barriers to accessing care by people with mental health conditions 

from the perspectives of mental health trained nurses. They found that a lack of family 

support for people with mental health conditions acted as a significant barrier to mental 

healthcare access.  

Close family members also often stigmatise and reject individuals with mental health 

conditions, which negatively impacts their mental well-being (Adu et al., 2024). 

Furthermore, even the fear of rejection and discrimination from peers may discourage 

LGBTQIA+ individuals from seeking mental healthcare (Goldbach & Gibbs, 2017). 

Peer pressure and the anxiety of being “othered” can prevent people from getting 

treatment, which could exacerbate the mental health condition (Robinson & Espelage, 

2012). This rejection and discrimination by friends and family create a hostile 

environment that isolates individuals and increases their mistrust of formal services.  

Cronin et al. (2025) conducted a study to examine mental health service use 

and barriers to accessing services in Australia. Transgender and non-binary adults 

were found to often face invalidation or misunderstanding within the healthcare system 

and even in their families, compounding experiences of stigma and decreasing their 

intentions to seek help, thus acting as a barrier to access.  

In a review by Wickman et al. (2025), using the SEM to identify healthcare barriers for 

LGBTQIA youths in the US, it was discovered that having a poor or no support system 

at home acted as a barrier to healthcare. Furthermore, Crockett et al. (2022) 

concluded that families often minimise or dismiss the mental health needs of these 

individuals, which can discourage them from seeking professional help. Higgins et al. 

(2021) conducted a study amongst young LGBTQIA+ people aged between 14-25 in 

Ireland. Their study aimed to explore the barriers to accessing mental health services. 

A significant barrier to mental healthcare access among the participants was a 

perceived lack of support, coupled with a reluctance to disclose their mental health 

conditions or sexual orientation and gender identity to family members. 
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2.7.3 Organisational level/ community level 

At the organisational level, the interaction between individuals and organisations in 

their communities, such as clinics, is examined to determine the impact these 

organisations have on healthy behaviour (McLeroy et al., 1988). Literature indicates 

that sexual and gender minorities (LGBTQIA+) have a higher prevalence of poor 

health outcomes and lower access to healthcare than their heterosexual counterparts 

(Jackson et al., 2016; Moagi et al., 2021). This might be due to fear of discrimination 

or ill treatment, as seen in a study conducted in Botswana that explored the factors 

that could cause mental health challenges in the LGBTQIA+ community. The study 

found that participants experienced inappropriate treatment when accessing 

healthcare and, therefore, were less likely to access healthcare facilities 

(Mangwegape et al., 2024). This phenomenon is echoed by Gahagan and Subirana-

Malaret (2018), who state that the LGBTQIA+ community members are less likely to 

go to PHC facilities out of fear of discrimination. 

Negative encounters with healthcare workers are common amongst LGBTQIA+ 

community members. This ranges from healthcare workers using negative or 

derogatory statements regarding the patients’ lifestyles to refusing treatment (Brown 

et al.,2016; Duby et al., 2018; Lewis, 2020). In addition to discrimination and stigma, 

healthcare practitioners might not be trained specifically on how to address LGBTQIA+ 

health issues (Akinbolue et al., 2022). Jessani et al. (2024) performed a systematic 

review on healthcare access and barriers to utilisation and found that many healthcare 

workers within the various healthcare systems in Africa lack basic knowledge about 

transgender and gender diverse identities, which results in misgendering, refusal of 

care, or inappropriate treatment. Such experiences not only fail to meet the healthcare 

needs of LGBTQIA+ individuals but also discourage them from accessing the services 

again. 

The attitudes and clinical practices of healthcare workers play a crucial role in shaping 

the therapeutic experiences and psychological outcomes of LGBTQIA+ individuals 

and can act as a barrier to mental healthcare services. Spengler et al. (2016) 

emphasise that microaggressions in therapy, which are often subtle and unintentional 

biases, can negatively impact client well-being and undermine the therapeutic 

relationship. Similarly, broader reviews of health professionals’ attitudes reveal that 

although acceptance of LGBTQIA+ clients has increased, heteronormative 
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assumptions and implicit biases persist, potentially influencing treatment quality and 

client trust (King, 2015). 

Furthermore, it should be noted that the transgender population is one of the most 

marginalised population groups in South Africa. In a study aimed at evaluating the 

healthcare inequalities that this population is subjected to, it was found that most of 

the participants reported that there were transgender-related disparities in the 

healthcare system, which include discrimination, stigma, exclusionary and culturally 

incompetent health services, and a limited availability of competent healthcare 

services (Zambezi & Viljoen, 2024). Bettis et al. (2025) conducted a study to explore 

the perspectives of parents of LGBTQIA+ youth with mental health service needs in 

the US Southeast. Their findings were similar, stating that the majority of their 

participants reported that finding culturally competent mental healthcare providers was 

very difficult and, as such, acted as a barrier to access for the LGBTQIA+ children. 

Gonçalves et al. (2025) aimed to identify barriers and facilitators experienced by 

LGBTQA+ individuals, across the psychosis spectrum, when seeking help and trying 

to access mental health support. They found that services tailored to address issues 

at the intersection of LGBTQIA+ identities and severe mental health conditions, like 

psychosis, are scarce, exposing a structural gap in specialised mental healthcare 

services. Correspondingly, Ho et al. (2024) conducted a study to explore how 

LGBTQIA+ individuals in Malaysia experienced mental healthcare access and their 

satisfaction with services. They found that the service landscape was fragmented, 

LGBTQIA+ affirming providers were limited, often centralised in urban areas, and 

difficult to access without considerable effort and expense. These factors negatively 

affected access to appropriate care.  

Religion or faith-based organisations can also act as a barrier to mental healthcare 

access at an organisational level/ community level. A systematic review of global 

literature on the mental health of the religious in the LGBTQIA+ community indicated 

that even though religion acts as a good social support, it can also harm mental health 

by increasing anxiety and promoting rejection (Wilkinson & Johnson, 2021). Non-

affirming religious environments can lead to increased internalised homophobia within 

the LGBTQIA+ community. This internalised homophobia in turn prevents individuals 

from seeking help (Barnes & Meyer, 2012; Gonçalves et al., 2025). In a systematic 
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review on religion, psychiatry, and alternative sexuality by Darmansjah et al. (2019), 

the findings revealed that religious doctrine can harm LGBTQIA+ individuals. 

Additionally, when a conflict between religion and sexual orientation exists, it can lead 

to poor mental health outcomes for these individuals.  

A recent Australian study aimed at improving the understanding of the unique service 

needs and delivery requirements for vulnerable members of the Muslim LGBTIQ+ 

community revealed a dual discrimination. Participants experienced discrimination 

from their religious community due to their sexual orientation and faith-based 

discrimination from the broader community, which made it difficult for them to access 

a wide range of services, including specialised mental healthcare services (Pallotta-

Chiarolli et al., 2021). McCann et al. (2020) demonstrated that discrimination and 

stigma by religious communities are not exclusive to the Muslim faith. In a systematic 

review, they examined the relationship between spirituality, religion, and mental health 

among LGBT+ youth. Analysing studies across diverse religious beliefs, the review 

found that the negative experiences within religious institutions can impact LGBTQIA+ 

individuals’ willingness to engage in healthy behaviours. Furthermore, when 

LGBTQIA+ members do overcome these hurdles, religion can still act as a barrier to 

mental healthcare access.  

A scoping review encompassing 70 studies from 25 different countries revealed how 

negative religious attitudes negatively impact clinical practice towards LGBTQIA+ 

individuals. The research indicates a strong correlation between religious affiliations, 

especially within Christian and Muslim traditions, and negative attitudes toward 

LGBTQIA+ individuals. These negative attitudes can ultimately influence clinical 

practice in ways that can hinder the delivery of competent, affirming care (Westwood, 

2022).  

2.7.4 Societal level 

Barriers at this level include a lack of funding for mental healthcare, a lack of policies 

or poorly implemented policies, stigma, and culture, just to mention a few. These 

barriers are more pronounced in low- and middle-income countries, as mental 

healthcare is often underfunded and neglected in these countries. The challenges 

faced by low- and middle-income countries when it comes to the provision of mental 

healthcare services often stem from inadequate policy development, legislation, 
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resources, and planning (Freeman, 2022; Rathod et al., 2017). In an article that 

discusses the provision of mental health services in low- and middle-income countries 

(LMICs). The authors found four major challenges to access to mental healthcare 

services. Firstly, they found that many of these countries do not have sufficient mental 

healthcare laws and policies that can effectively guide their mental healthcare services 

or programs. The second challenge they found was funding; LMICs, especially in 

Africa, allocate only a small fraction of their health budget to mental healthcare. The 

third challenge that they identified was the organisation and planning of mental health 

services. It was found that difficulties in physically accessing facilities, low investment 

in mental health services, a lack of specialist healthcare practitioners, and resistance 

to decentralisation, in other words, resources clustered in urban areas, were found to 

be barriers to access. Lastly, evidence-based interventions and training; it was found 

that psychotherapeutic interventions were not mainstream, due to a lack of resources 

and training (Rathod et al., 2017). 

The third challenge in the above-mentioned study is important, as a significant part of 

South Africa’s population (33%) lives in rural areas (World Bank, 2020). Rural 

communities have less access to healthcare services compared to urban 

communities; this is often a result of a lack of resources, both human and material 

(Matsea et al., 2018; Van Spijker et al., 2019). Mental health services are even harder 

to come by in rural communities, as it is a specialised service that is usually 

concentrated in urban areas (Matsea et al., 2018; Vergunst, 2018). LGBTQIA+ 

individuals living in rural areas are faced with a unique set of challenges and 

experiences. Rosenkrantz et al., (2017) conducted a systematic review of American 

studies on health and healthcare for rural LGBTQIA+ communities. They found that 

things such as a lack of transportation, lack of healthcare options and a lack of facilities 

that have LGBTQIA+ affirming policies acted as barriers to access of quality 

healthcare. Additionally, a Canadian study found that systemic barriers such as 

heteronormative assumptions within rural health care settings made LGBTQIA+ 

individuals feel as if their identities were invisible thus making them avoidant of seeking 

help (Henriquez & Ahmad, 2021). 

Even with the advancement of access to healthcare, such as virtual mental health 

services, rural communities are still left behind due to factors such as geographic 

isolation and limited technological infrastructure. Maria et al. (2025) conducted a 
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scoping review of accessibility for rural LGBTIQA+ communities. The review included 

articles from five countries, including the USA, Thailand, Australia, Brazil, and Canada. 

They found that infrastructural barriers, such as poor internet connectivity and a lack 

of privacy at home, restrict rural LGBTQIA+ individuals’ ability to use potentially 

accessible virtual mental health services.  

Stigma, discrimination, and cultural variations also have an impact on how mental 

health conditions are treated, as well as on the accessibility of mental healthcare 

services. Mental health challenges have major societal implications, which often result 

in increased healthcare expenditures, reduced workforce productivity, and strained 

social support structures (Javed et al., 2021). Javed et al. (2021) conducted a study to 

explore the effects of stigma on mental health in low to middle-income countries. They 

found that societal stigma towards mental health can lead to poor mental health 

outcomes, delayed help-seeking, and impaired access to mental healthcare services.  

Furthermore, another study by Booth et al. (2024) found that the stigma and shame of 

mental health are made worse by cultural and traditional factors, especially in 

conservative societies. The stigma that surrounds mental health conditions continues 

to be a factor in many cultures, which impedes open conversations and prevents 

people from looking for much-needed help (Booth et al., 2024; Javed et al., 2021). A 

study conducted in the Eastern Cape of South Africa that aimed to explore how people 

with a mental health diagnosis perceived and experienced mental healthcare services 

in their community found that cultural beliefs inform the understanding of mental 

health, and they also impact the decision-making around accessing mental healthcare 

services (Booysen et al., 2021). Another South African study conducted within the 

Zulu-speaking community in KwaZulu-Natal found that the concept of mental health 

did not emerge within the culture and was viewed as Western; therefore, it was not 

recognised in the same vein as physical health (Moonsamy & Gurayah, 2024). This 

lack of awareness and acceptance increases the burden that mental health has on 

health systems globally. Mental health also intersects with broader societal problems 

such as poverty, inequality, and access to education (Javed et al., 2021).  

Additionally, the legal landscape of society can also profoundly impact access to 

mental healthcare services. In countries such as Malaysia, where same-sex sexual 

activity and gender non-conformity are criminalised, LGBTQAI+ individuals live in fear 
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of legal consequences and therefore do not seek care due to risks of exposure, arrest, 

or social ostracism (Ho et al., 2024). Similarly, Jessani et al. (2024) found that 

LGBTQIA+ individuals in many African countries face the same struggles, where legal 

non-recognition of transgender identities, absence of anti-discrimination laws, and 

punitive policies create an environment of systemic exclusion and invisibility within 

healthcare systems. 

2.8 Facilitators to Accessing Mental Healthcare Services Across the SEM 

Levels 

The research on LGBTQIA+ access to mental health services is limited; therefore, 

this section will introduce facilitators to accessing mental health services in general, 

although it will be highlighted when a study specifically refers to the LGBTQIA+ 

community. 

2.8.1 Individual level 

The decision to “come out” as LGBTQIA+ plays a big role in accessing mental 

healthcare. Disclosing one’s sexual or gender identity provides an opportunity to 

receive social support and affirming care, which enhances psychological well-being 

(Russell & Fish, 2016). A study among Chinese LGBTQIA+ people found that 

disclosure to friends and in social settings such as school and work has a positive 

effect on mental health outcomes and facilitates access to mental healthcare (Cai et 

al., 2024). Furthermore, Ruben and Fullerton (2018) conducted a meta-analysis of 

existing literature and found that the disclosure of sexual orientation to healthcare 

providers resulted in more positive patient health outcomes. It is highly likely that 

individuals who are open about their gender or sexual identities with their healthcare 

providers will receive effective and personalised care.  

Through accepting their own sexual or gender identities, LGBTQIA+ individuals 

reduce internalised stigma, thus promoting psychological well-being, which in turn 

drives them to seek help when needed (Carvalho & Guiomar, 2022). In a systematic 

literature review that explored the association between self-acceptance of sexuality 

and mental health among LGBQ+ individuals, it was revealed that lower self-

acceptance was associated with higher levels of psychological distress, while greater 

self-acceptance was linked to improved psychological well-being (Camp et al., 2020). 
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Higher levels of self-acceptance leads to lower rates of depression and anxiety and 

also makes individuals more comfortable discussing their experiences with healthcare 

workers, which leads to better health outcomes (Camp et al., 2020; Carvalho & 

Guiomar, 2022) It has also been shown that having a positive attitude towards mental 

health leads to an increase in the engagement with mental health services, additionally 

the perceived need for mental healthcare also increased the use of mental health 

services (Bonabi et al. 2016). 

Resilience is also an important facilitator when it comes to mental healthcare access. 

Not only does it lessen the impact of discrimination, but it also encourages a sense of 

empowerment, which motivates the individual to access mental health services (De 

Lira & de Morais, 2018). Ungar and Theron (2020) further state that resilience is not 

only an individual trait, but a dynamic process shaped by interactions across multiple 

systems, including family, community, institutions, and broader societal structures. 

They emphasise that resilience develops when people are able to access resources 

that help them deal with adversity. They also place emphasis on the fact that context 

is important, what promotes resilience in one setting might not work in another, and 

that mental health outcomes improve when systemic barriers such as stigma and 

discrimination are addressed.  

Another facilitator for access to mental healthcare at the individual level is health 

literacy. Jung et al. 2017 conducted a cross-sectional study in Texas to explore the 

impact of mental health literacy, stigma, and social support on attitudes toward mental 

health help-seeking. It was found that people who are aware of mental health issues, 

their impact, and the services available to them are more likely to recognize the 

symptoms and to seek help. Understanding healthcare issues empowers people to 

advocate for themselves and to access healthcare providers who are culturally 

competent. Similar results were found in an American study, which found that people 

who recognize the importance of mental health are more proactive when it comes to 

accessing services, despite the stigma attached to it (Fleary et al., 2022). Furthermore, 

a study among American university students exploring their attitudes toward help-

seeking behavior for mental health issues found that awareness and education in 

relation to mental health are crucial and that knowledge about mental health helps 

reduce stigma, increase understanding, and promote help-seeking behaviour 

(Vidourek & Burbage, 2019). 
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2.8.2 Interpersonal level/relationship level 

Family support is an important facilitator to mental healthcare access for LGBTQIA+ 

individuals. Studies have shown that family acceptance relates to better health 

outcomes for LGBTQIA+ individuals and correlates with lower rates of anxiety 

depression and suicidal ideations in this community (McConnell et al., 2016; Ryan et 

al., 2010). In a study aimed at examining whether family support acts as a buffer 

against the negative mental health outcomes associated with LGBTQIA+ status, they 

found that having family support acted as a protective factor against depressive 

symptoms, furthermore family support protected against the negative mental health 

effects associated with being part of the LGBTQIA+ (DelFerro et al. 2024). Additionally, 

Snapp et al. (2015) found that the support of friends, family, and the community has a 

positive impact on the mental health outcomes for LGBTQIA+ young adults.  

A Canadian study that examined the contribution of parental reactions to their child's 

identity development and psychological adjustment following their child coming out as 

gay, lesbian, or bisexual, found that parental support had a positive effect on 

psychological well-being (D’amico et al., 2015). Ryan et al (2010) identified family 

acceptance as a buffer against depression, substance abuse, and suicidal ideation 

among LGBTQIA+ adolescents in the US. The study found that, at the interpersonal 

level, support and acceptance from family a facilitator of mental well-being and health-

seeking behaviour for young people in the LGBTQIA+ community. Furthermore, Ho et 

al. (2024) found that having the support of family significantly improves the chances 

that LGBTQIA+ individuals might access mental healthcare services, by fostering an 

environment where mental health needs are normalised and help-seeking is 

encouraged. This is in keeping with Katz-Wise et al. (2016), who found that through 

the affirmation of LGBTQIA+ identities, family members create stable emotional 

environments, which in turn encourage these individuals to seek help. Additionally, a 

UK‐based qualitative study that looks at how family relationships affect the mental 

health and well-being of LGBTQIA+ youth found that supporting family environments 

where autonomy and identity are respected is an important factor in having a positive 

mental health outcome for LGBTQIA+ youth (McDermott et al., 2021).  

Supportive families often provide financial support and can advocate for their 

LGBTQIA+ family members, thus assisting them to navigate complex health systems 

(Russell & Fish, 2016). Family support and advocacy are especially important for 
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LGBTQIA+ youth as they are often dependent on family for finances, resources, and 

decision-making in relation to healthcare (Simons et al., 2013; Snapp et al., 2015) 

Peer support groups are another big factor in promoting mental healthcare access. 

Maintaining friendships within affirming communities fosters a sense of belonging for 

LGBTQIA+ individuals. This belonging reduces feelings of isolation and improves 

help-seeking behavior (Gasteiger et al., 2024). Within these support groups, people 

often share first-hand advice on how and where to access culturally competent 

healthcare services, reducing the anxiety that comes with searching for help. They 

also help to normalise and destigmatise mental health conditions, thus fostering a 

more positive attitude towards mental health and seeking help (Borthwick et al., 2020). 

These organisations create and foster safe spaces for people to share their 

experiences and to access mental health resources. Thus, reducing isolation and 

promoting mental well-being (Gonçalves et al., 2025).  

Peer support systems provide empathetic and relatable support for people with similar 

experiences and, in so doing, significantly improve mental health outcomes (Breslow 

et al., 2015; Kates et al., 2018). Romantic relationships also act as a facilitator to 

mental healthcare for LGBTQIA+ individuals. Being in an established romantic 

relationship is a known protective factor for mental health among heterosexual adults. 

Whitton et al. (2018) examined whether this was the case for young sexual minorities; 

their findings propose that being in a romantic relationship could support mental health 

for many, but not all, sexual minorities. Through encouraging and supporting their 

partners to get help, significant others play a big role in providing emotional support 

(Boutilier et al., 2024).  

2.8.3 Organisational level/community level 

Integrating mental healthcare into PHC could decrease stigma, improve access to 

mental healthcare, and improve treatment adherence (Marais & Petersen, 2015). 

Reiss-Brennan (2014) conducted a study in the USA to examine the impact of mental 

health integration into primary care. It was found that patients had improved 

functioning and relationships with their caregivers. Healthcare providers also reported 

that patients had improved access to mental healthcare. Additionally, Reiss-Brennan 

et al. (2016) conducted a study to evaluate whether the integration of physical and 

behavioral health, through the use of integrated team-based primary care, was 
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associated with improvements in service utilisation, quality, and cost of care. They 

found that when mental healthcare was integrated into primary care, there was an 

increase in quality of care, a decrease in the number of hospital visits, and a decrease 

in total cost to their participants. This indicates that integrating mental health into 

primary care has the potential to improve overall health outcomes. Furthermore, 

Heredia et al. (2021) conducted a study among LGBTQIA+ individuals who accessed 

primary care settings in the US. They found that integrating behavioural healthcare 

into primary care can benefit the LGBTQIA+ community by providing care that is 

tailored to their specific needs, thus improving access.  

Similarly, a South African study aimed at developing a district mental healthcare plan 

that integrates mental healthcare into chronic care, found that integration allows for 

holistic, patient-centred care, where patients provide input thereby ensuring that their 

voices are heard and their needs are met (Petersen et al., 2016). Community-based 

organisations could also be seen as a facilitator to mental healthcare because they 

assist in bridging the gap that exists between LGBTQIA+ people and mental health 

treatments (Fish et al., 2019; Gasteiger et al., 2024). Gasteiger et al. (2024) conducted 

a scoping review that identified community-based support mechanisms that older 

sexually and gender diverse individuals used to improve their mental health and well-

being. The review emphasized the positive outcomes that such support has, which 

include increased social connections and improved mental health. They also noted the 

need for more of these interventions designed specifically for this community. 

Furthermore, Fish et al. (2025) conducted a study in the US among LGBTQIA+ 

community-based organisation staff. The study aimed to explore the facets of youth 

mental health services offered by LGBTQIA+ community-based organisations in the 

US. They found that most of the community-based organisations provided some sort 

of mental healthcare, whether through direct clinical services, peer support, or other 

modalities. Showing how community-based organisations act as an accessible 

facilitator of mental healthcare services. Another study conducted in America aimed to 

analyse LGBTQIA+ Youth Community-Based Programs, found that community-based 

programs are crucial in the promotion of both physical and mental health. Additionally, 

they found that more than 80% of the community-based programs offered referrals to 

psychologists or counsellors who have LGBTQIA+ experience (Allen et al., 2012). 
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Further underscoring how community-based organisations act as facilitators to mental 

healthcare.   

It was also found that Community and school-based programs are accessible entry 

points to mental health for the LGBTQIA+ community (Russell & Fish, 2016). Mental 

health stigma is reduced when services are integrated into trusted community spaces, 

and in so doing, engagement in these services is increased. A South African study 

conducted in Ekurhuleni, Gauteng, aimed to explore how peer educators could 

promote mental healthcare within their communities. The study found that promoting 

health in trusted community settings, such as churches and community halls, provided 

safe spaces for individuals to open up, and in so doing, stigma was reduced. 

Furthermore, the mental health promotion activities bridged the gap between informal 

and formal mental healthcare and, in so doing, improved mental healthcare access 

(Vostanis et al., 2025).  

Vulnerable groups, such as transgender people and LGBTQIA+ youth, find these 

services crucial as they often do not have access to mainstream mental health 

services. Additionally, these support groups provide safe spaces where people can 

interact with peers, exchange stories, and get referrals to mental healthcare services 

(Fish et al., 2019). LGBTQIA+ individuals also connect with others in these groups, 

which reduces social isolation and promotes well-being. Creating and sustaining these 

networks fosters a culture of care by encouraging mental health discussions and 

normalising help-seeking behaviors (Fish et al., 2019; Gasteiger et al., 2024). 

Community-based mental health initiatives have proven effective in providing 

accessible and culturally relevant care (Larrieta et al., 2023). Organisations that focus 

on peer support groups in the community are vital enablers in South Africa. 

Organisations such as the Triangle Project and OUT LGBT Well-being provide mental 

health services, advocacy, and support for LGBTQIA+ individuals. These groups play 

a critical role in bridging the gap between the LGBTQIA+ community and the 

healthcare system, offering resources and support tailored to their needs (Bateman, 

2015).  
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Another form of peer support that can act as a facilitator to mental healthcare is online 

support groups. A study exploring informal digital peer support among LGBTQ+ young 

people in Australia found that this support played a big role in mitigating mental health 

issues for the LGBTQIA+ community, as it provided safe spaces, access to mental 

healthcare services through the sharing of useful information, and it provided 

emotional support. It should be noted that the study also found that this informal digital 

peer support acts as a supplement to professional help and should not replace it 

(Byron & McDaid, 2025). 

Another facilitator to mental healthcare access is inclusivity. When healthcare 

providers create inclusive and affirming environments, it is more likely that LGBTQIA+ 

individuals will access mental healthcare services (Bishop et al, 2022). By showing 

empathy and respect for diverse sexual identities, healthcare workers build trust with 

their LGBTQIA+ clients, thus sustaining healthy therapeutic relationships. 

Furthermore, Alessi et al., (2019) found that affirmative therapeutic practices, which 

validate and support clients’ sexual identities, are positively associated with 

psychological well-being among LGBTQIA+ clients. LGBTQIA+ individuals are more 

likely to seek help if they think an organisation is inclusive and supportive. Facilities 

that show support through visible mediums, such as inclusive signage or pride flags, 

indicate that it is a safe place where everyone is accepted and respected (Bishop et 

al., 2022). Reynish et al. (2022) conducted a systematic review on barriers and 

enablers to mental health help-seeking of the LGBTQIA+ community. They found that 

inclusivity and having mental healthcare providers who are knowledgeable about the 

unique needs of the LGBTQIA+ community improve mental health help-seeking 

behavior, thus facilitating access. 

Cultural competence in LGBTQIA+ mental healthcare includes knowledge, 

awareness, skills, and actions necessary to provide affirmative care to this population 

(Ojanen et al., 2021). An American study by Ratanashevorn et al. (2024) found that 

cultural humility (which could be seen as an open mindedness and a willingness to 

learn and not judge, as well as an openness to critically reflect on one’s biases) had a 

positive impact on counselling alliance (a therapeutic bond, and agreement about 

goals and tasks in counselling) and counselling outcomes. This study's results also 

showed that higher cultural humility is associated with higher counselling outcome 

among LGBTQ+ participants (Ratanashevorn et al., 2024). This is very important, as 
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research has shown, that people are more likely to adhere to treatment and to follow 

up with treatment, if they feel understood and respected (Bishop et al., 2022) 

Furthermore a study among sexual minority women in America found that receiving 

patient centered care and knowing that their healthcare provider is gender affirming 

beforehand acted as a facilitator to healthcare access (Dawson et al., 2025).  

In another American study aimed at exploring the experiences and perspectives of 

LGBTQIA+ individuals, it was found that even though LGBTQIA+ imagery was an 

important factor in improving healthcare engagement, gender affirming care was more 

important (Paschen-Wolff et al., 2024). This underscores the importance of the cultural 

competence of healthcare workers within this community. Having specialised 

healthcare, specifically tailored to LGBTQIA+ mental health needs, acts as a facilitator 

to access mental healthcare. It has also been shown that having dedicated services 

fosters a sense of belonging and reduces the fear of discrimination (Bishop et al., 

2022). 

University, school, or the workplace can also act as a facilitator to mental healthcare 

services for the LGBTQIA+ community. An Australian study among LGBTQIA+ youth 

found that, their participants who experienced their education or workplace settings as 

affirming had a better mental health outcome and that affirming educational and 

workplace environments acted as a mitigating factor in terms of adverse mental health 

(Amos et al, 2023). Crockett et al. (2022) conducted a study amongst LGBTQIA+ 

students in Chile and found that the relationship and referral system to mental 

healthcare by the university and psychologists made it easier for their participants to 

access mental healthcare.  

A review and Meta-analysis focusing on workplace contextual supports for LGBTQAI+ 

employees in the US revealed that LGBTQIA+ supportive policies, work culture, and 

work relationships help to decrease psychological strain (Webster et al, 2018). Another 

study that examined work-related stressors and mental health among LGBTQIA+ 

workers had mixed results, but some of their findings suggested that working in an 

affirming environment acts as protective a factor when it comes to mental health, 

furthermore the authors posit that the benefits of permanent employment, such as 

health insurance and leave days provide workers with access to mental healthcare 

(Owens et al., 2022). 
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Private healthcare can sometimes be perceived as more accessible to the LGBTQIA+ 

community. Müller et al. (2020) conducted a South African study among healthcare 

professionals, LGBTQIA+ individuals, and other pertinent stakeholders and found that 

some participants perceived that LGBTQIA+ individuals are less discriminated against 

in the private sector and receive better treatment. It should be noted that the study 

also revealed that there was only a slight difference in the discrimination experienced 

in the private sector vs the public sector. The perception that LGBTQIA+ individuals 

will receive better treatment in the private sector could therefore act as a facilitator to 

mental healthcare access. 

2.8.4 Societal level 

Despite the numerous challenges associated with accessing mental healthcare 

services, many facilitators can improve mental healthcare access for LGBTQIA+ 

individuals. The implementation of anti-discrimination laws and policies that protect 

LGBTQIA+ rights, for example, the legal recognition of same-sex relationships and 

gender identity, can reduce stigma and discrimination, thus encouraging LGBTQIA+ 

individuals to seek mental healthcare (Kealy-Bateman & Pryor, 2015; Teo et al., 2022). 

Russell and Fish (2016) applied the SEM and found that inclusive policies that prohibit 

discrimination based on sexual orientation build trust in the health system, create safer 

environments, and act as a facilitator to healthcare access for the LGBTQIA+ 

community. Additionally, an improvement in mental health outcomes among the 

LGBTQIA+ community was observed in countries that implemented marriage equality 

and anti-discrimination laws (Kealy-Bateman et al., 2015; Teo et al., 2022). Legal 

protection and supportive public policies are among the most influential facilitators to 

mental healthcare access for the LGBTQIA+ community. Dawson et al.’s (2025) 

participants reported that being in a supportive political environment made it easier for 

them to access healthcare, as they did not have to be concerned about whether 

healthcare providers would be receptive or not. 

Cultural change is driven by advocacy, visibility, and education. These campaigns 

foster societal acceptance and reduce structural stigma, which is an overarching 

barrier to mental healthcare. Jessani et al. (2024) argue that societal-level advocacy 

is critical in regions where gender diverse identities remain marginalised and 

criminalised, as policy reforms are prerequisite to safe and equitable care access.  
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2.9 Conclusion 

Chapter 2 explored how mental health affects the LGBTQIA+ community. The 

disproportionate effect on the mental health LGBTQIA+ community was attributed to 

factors such as stigma and discrimination. It reviewed international policies and 

frameworks and highlighted how these frameworks aim to alleviate the burden of 

mental health on the global population, especially the LGBTQIA+ community, noting 

implementation challenges. Furthermore, the chapter examined mental healthcare 

access in South Africa, with a focus on accessibility for the LGBTQIA+ community. The 

study’s theoretical framework, the SEM, was also explored, detailing its historical 

background, key constructs, and its relevance in examining access to mental 

healthcare. Utilising the SEM, barriers to and enablers of mental healthcare access 

for LGBTQIA+ individuals were identified across various levels, supported by the 

existing literature. The next chapter outlines the study’s philosophical underpinnings 

and delves into the research methodology. It discusses research design, data 

collection methods, and ethical considerations that guided the study. 
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CHAPTER 3: METHODOLOGY 

3.1 Introduction 

Chapter 2 explored how mental health affects the LGBTQIA+ community. This chapter 

aimed to describe the methodology and research design that were used in the 

processes of data collection and analysis in this study. To do that, it was important to 

explicate the philosophical paradigm that underpins the choice of a qualitative 

approach. This was followed by a description of the case study design and the specific 

methods that were used to explore the barriers and enablers of access to mental 

healthcare services in Namaqualand from the perspectives of members of the 

LGBTQIA+ community. This chapter also detailed the targeted population, sampling 

procedure, research instrument development, participant recruitment strategies, and 

the role of the researcher in the processes of data collection and analysis. It concluded 

with a reflection on the ethical principles that guided the study from conceptualisation 

to data collection, processing, analysis, presentation, and dissemination. 

3.2 Research Philosophy  

Philosophical underpinnings are crucial to research design as they guide how we study 

the world. Paradigm, ontology, epistemology, and methods are interrelated concepts 

that shape research direction and purpose (Creswell, 2013; Guba & Lincoln, 1994; 

Pretorius, 2024). A paradigm is defined as the overall way of looking at the world. 

Ontology speaks to what we believe is real, while epistemology is about how we can 

know and study that reality. Methods are the practical tools and steps we use to collect 

and analyse information (Creswell, 2013; Guba & Lincoln, 1994).  

This study judiciously adopted a constructivist paradigm with a relativist ontology and 

a subjectivist epistemology to acknowledge that knowledge is co-constructed through 

experiences and interactions (Guba & Lincoln, 1994). Aligned with this paradigm, the 

qualitative research method was employed to collect and analyse the information. The 

philosophical underpinnings of the study are discussed in more detail in the following 

subsections. 
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3.2.1 Research paradigm 

A research paradigm is a guideline that directs the research; it can be seen as a 

conceptual lens through which the research is viewed. Guba and Lincoln (1994) 

describe a paradigm as “the basic belief system or worldview that guides the 

investigator, not only in choices but in ontologically and epistemologically fundamental 

ways” (p.105). To explore the perceptions of members of the LGBTQIA+ community 

regarding access to mental healthcare services within their community, the 

constructivist paradigm was adopted. Guba and Lincoln (1994) posit that the purpose 

of constructivist research is to create knowledge, together with participants, by 

reconstructing understanding in order to find deeper shared insights, while remaining 

open to new perspectives. Pretorius (2024) elaborates further by arguing that 

constructivist research aims to understand how shared experiences and cultural 

contexts impact the construction of individual realities. The choice of the constructivist 

paradigm stems from the belief that the human experience is subjective and that 

individuals live through different realities that are constructed in various contexts. 

Constructivism places the emphasis on understanding the person and their view of the 

world around them, to gain a deeper understanding of their reality (Guba & Lincoln, 

1994; Merriam & Tisdell, 2016; Pretorius, 2024) In the current study, the constructivist 

paradigm underlines the importance of understanding how LGBTQIA+ perceive and 

experience the factors that influence their access to mental healthcare services within 

their community. 

3.2.2 Ontology  

Ontology is the foundation of research; it speaks to the beliefs about reality and is 

concerned with the essence of the phenomenon being investigated (Cohen et al., 

2007; Hussain et al., 2013). It refers to the study of the nature of reality and existence, 

dealing with what can be known and how entities or phenomena exist. It influences 

the researcher’s perspective on what constitutes reality, shaping the research design 

and interpretation of the findings (Creswell, 2013; Guba & Lincoln, 1994; Pretorius, 

2024). Ontology is paramount in determining the approach to qualitative research, as 

it guides how researchers conceptualise the phenomena that they are studying 

(Creswell & Poth, 2018; Rehman & Alharthi, 2016).  
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In research, there are two main contrasting ontological positions, realist and relativist. 

Realism, which is often associated with quantitative approaches, puts forward that 

reality exists apart from human thought and seeks to discover objective truths in 

quantifiable and observable phenomena (Guba & Lincoln, 1994; Pretorius, 2024) On 

the other hand, the relativist ontological stance, emphasises the significance of 

understanding the individual's context-dependent interpretations and experiences, 

viewing reality as socially constructed and subjective, this perspective is usually 

aligned with qualitative research (Creswell & Poth, 2018; Pretorius, 2024). These 

opposing positions have an impact on study design where relativism prioritises an 

exploratory, interpretative approach, while realism favours structured, quantifiable 

methods (Guba & Lincoln, 1994; Pretorius, 2024). 

This study was undertaken from a relativist ontological position, which adopts the 

belief that reality is complex and multilayered. It also ascribes to the belief that reality 

is socially constructed and that different realities can exist at a particular time 

(Creswell, 2013; Guba & Lincoln, 1994; Pretorius, 2024). The ontology in this study 

focuses on recognising the fundamental characteristics of factors that influence 

LGBTQIA+ people’s access to mental healthcare services in their communities. The 

study aims to shed light on how LGBTQIA+ individuals perceive barriers to and 

facilitators of mental healthcare access in their communities, considering their 

personal experiences, social interactions, and broader cultural contexts. For this 

community, multiple realities exist because individual members of the LGBTQIA+ 

community have different perceptions of the accessibility of mental healthcare services 

in Namaqualand. Thus, the perspectives shared by participants are seen as their own 

interpretation processes and the significance they attach to their lived experiences. 

This is in direct contrast to realism, that is, the stance that reality is independent of 

context and exists objectively and outside of human perception (Guba & Lincoln, 1994; 

Pretorius, 2024). 

3.2.3 Epistemology 

Epistemology is the study of knowledge, its nature, how it is acquired, how it is 

constructed, and how it is validated. The focal point of epistemology is to understand 

what can be seen as valid knowledge and how researchers can verify their claims. It 

provides a philosophical foundation for the methods, strategies, and assumptions that 
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guide research approaches. Therefore, epistemology is a central factor in 

differentiating between qualitative and quantitative paradigms, as each paradigm is 

grounded in its unique understanding and interpretation of the world (Creswell, 2013; 

Creswell & Poth, 2018).  

There are various epistemological positions in research, including the objectivist and 

subjectivist positions, each of which offers a unique perspective on how knowledge is 

created and validated (Guba & Lincoln, 1994; Pretorius, 2024). Subjectivist 

epistemology underscores the subjective meanings that people attach to their 

experiences; it aims to examine social phenomena within context. It assumes that the 

researcher and participants are interlinked and that the findings of the research are 

constructed as the research continues. Furthermore, it posits that knowledge is 

created through social processes, discourse, and cultural contexts (Guba & Lincoln, 

1994; Pretorius, 2024). Within this context, the difference between ontology and 

epistemology becomes unclear (Guba & Lincoln, 1994).  

In this study, the researcher was interested in delving into the subjective experiences 

of individuals in the LGBTQIA+ community and how they interpret their surroundings. 

To achieve this aim, a subjectivist position was taken, which highlights how personal 

perspectives influence how we understand the world around us (Pretorius, 2024). The 

researcher also considered factors such as culture and social context, which align with 

the subjectivist principles, where multiple interpretations are recognised as valid 

(Pretorius, 2024). The way in which LGBTQIA+ individuals perceive barriers and 

facilitators may differ based on their unique backgrounds and experiences. Therefore, 

employing the subjectivist epistemology was instrumental in unpacking the diverse 

factors that shape participants' perspectives. Additionally, the subjectivist 

epistemology acknowledges the dynamic relationship between researchers and 

participants, emphasising the importance of meaningful dialogue in gaining deeper 

insights into participants' viewpoints (Guba & Lincoln, 1994; Pretorius, 2024).  

3.2.4 Qualitative methodology 

Methodology acts as a guide for conducting research, outlining steps for collecting and 

analysing data, and drawing conclusions (Cohen et al., 2007; Hussain et al., 2013; 

Rehman & Alharthi, 2016). When using a qualitative approach, the focus is on human 

experiences, behaviours, and social phenomena. These phenomena are explored 
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using non-numerical data such as focus groups, interviews, and observations. The 

emphasis of this method is context, depth, and meaning, rather than broad 

generalisations (Denzin & Lincoln, 2011).  

These methods allow researchers to delve into participants' narratives, revealing how 

their realities are socially shaped. Additionally, the importance of language and 

conversation in shaping reality is recognised, as participants expressed barriers and 

facilitators using their preferred language and, in so doing, further aligning with the 

relativist ontology of the study. 

Furthermore, a qualitative approach was selected using semi-structured interviews 

that allowed for an exploration of participants’ views on accessing mental health 

services in their community. Qualitative research aims to understand participants' 

perspectives, perceptions, and behaviours, exploring the underlying reasons and 

mechanisms rather than quantifying data (Al-Ababneh, 2020; Kivunja & Kuyini, 2017). 

An essential aspect of qualitative research is prioritising participants' voices and 

interpretations, understanding social phenomena from their standpoint rather than the 

researcher's. This approach facilitated capturing the diverse perspectives and 

experiences of participants regarding access to mental healthcare. The data gathered 

in qualitative research is extensive, enabling the researcher to grasp participants' 

experiences and viewpoints through direct quotes and detailed descriptions, which 

were thematically analysed in alignment with different levels of the SEM framework. 

3.3 Research Design and Study Setting  

3.3.1 Case study design  

The study aimed to explore and describe how members of the LGBTQIA+ community 

in Namaqualand perceive access to mental healthcare in their community; therefore, a 

single case study was utilised. According to Yin (2018), a single case study involves 

an in-depth examination of a contemporary phenomenon in its real-world context and 

is appropriate when the case provides unique insights. The qualitative approach was 

deemed appropriate as it allowed for detailed accounts of the LGBTQIA+ community's 

perceptions of access to mental healthcare services within a specific setting. This 

design enabled the researcher to focus on a specific case while retaining a real-world, 

in-context, and holistic perspective of a phenomenon (Yin, 2013; Yin 2018). In this 
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research, the case was the LGBTQIA+ community residing in the Nama-Khoi 

municipal district in the Northern Cape.  

3.3.2 Study setting  

The research was undertaken in the Nama-Khoi Municipal area, which forms part of 

the Namaqualand district, Northern Cape, South Africa (See figure 3.1). The 

Municipality comprises the communities of Springbok, Steinkopf, Okiep, Rooiwinkel, 

Concordia, Komaggas, Buffelsrivier, Nababeep, Bulletrap, Vioolsdrift, Goodhouse, 

Kleinzee, and Carolusberg (Nama-Khoi Municipality, 2019). According to the Nama 

Khoi Municipality (2019), more than 90 % of the population are Afrikaans-speaking 

Christians, and most of the households have access to piped water and electricity. 

Only 32.4% of the population over the age of 20 completed high school education 

(Statistics South Africa, 2022). While more than 90 % of the population of the 

Namakwa district has access to healthcare services, 20% of the population reported 

the quality of the service to be poor (Statistics South Africa, 2018). Residents of the 

municipality mainly access healthcare through PHC clinics and referral hospitals, a 

model consistent with South Africa’s PHC approach; however, research shows that 

in rural contexts this model is often constrained by shortages of healthcare 

professionals, limited resources, and weaknesses in referral and continuity of care, 

which affect how services are experienced and utilised (Visagie & Schneider, 2014). 

Furthermore, rural populations face inequities in healthcare access compared to 

urban populations, with distance, transport costs, and availability of services acting 

as significant barriers (Ngene et al., 2023).  These barriers reflect many of the 

structural characteristics of rural health systems in South Africa, where healthcare 

access is shaped by geographic dispersion, long travel distances, and reliance on 

the public sector for service delivery (Visagie & Schneider, 2014), which residents of 

the Nama-khoi municipality are all too familiar with. 
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Figure 3.1: Map of Nama Khoi municipality (Google Maps, 2024) 

 

3.4 Population and Sample  

3.4.1 Population  

The population for this study was members of the LGBTQIA+ community currently 

residing in the Nama-Khoi local municipal area. 
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3.4.2 Sampling  

Purposive sampling was used to identify members of the LGBTQIA+ community to 

participate in the research. Etikan et al. (2016) state that with purposive sampling, the 

researcher deliberately chooses the participant due to the qualities that the participant 

has. The inclusion criteria for participants in this study were:  

• Adults aged 18 years and older who self-identified as part of the LGBTQIA+   

community (See table 3.1). 

• Able to express themselves fluently in English or Afrikaans.  

• Currently residing in Namaqualand within the Nama Khoi local municipality. 

• Members of the LGBTQIA+ community could participate in the study whether 

they have accessed mental healthcare services or not. 

When conducting qualitative research, the focus is on the quality of the data and not 

necessarily the quantity. The more relevant information that the sample holds, the 

fewer participants are required (Dworkin, 2012; Malterud et al., 2015). Data collection 

continued until saturation was reached, with 11 participants partaking in the interviews. 

Table 3.1: Participant demographics 

Characteristic Frequency (n) 

Race 

Coloured 11 

Age 

18-25 years 2 

25-30 years 6 

30-35 1 

35- 40 1 

40-45 years 1 

Sexual Orientation 

Transgender 1 

Bisexual 2 

Gay 6 

Lesbian 2 

Highest level of education 

Matric 4 

Tertiary 7 

Employment status 

Employed 11 
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3.4.3 Recruitment of participants 

Richie Cloete Consultancy, a Northern Cape-based company that works closely with 

The Triangle Project, an NGO that protects the rights of the LGBTQIA+ community, 

facilitated access to this specific community and assisted with the recruitment of 

research participants. A social worker at Richie Cloete Consultancy briefly informed 

the potential participants about the study (see Appendix A1 and A2 for the recruitment 

form). People who were interested in participating in the interviews were then asked 

to propose a time and date that best suited them for the interview. With consent, this 

information was then shared with the researcher. Richie Cloete Consultancy was also 

provided with a recruitment poster that included the name and number of the 

researcher and the social worker, which interested people could contact for more 

information (see Appendix B1 and B2 for the recruitment poster). 

3.5 Data Collection Tool  

An interview guide (see Appendix C1 and C2 for the interview guide) was created to 

facilitate semi-structured interviews with the participants. This guide included 

demographic questions related to sexual orientation, age, and race, as well as 

questions regarding barriers and enablers (i.e., at the Four Socio-Ecological Model 

levels: individual, interpersonal, organisational/community, and societal) that 

LGBTQIA+ community members in the Namaqualand area perceive to exist or 

experience when accessing mental healthcare. The interview guide concluded with 

questions on how to improve access to mental healthcare services for LGBTQIA+ 

individuals at all levels of the Socio-Ecological Model. The interview guide was made 

available in English and Afrikaans, which are the most prevalent languages in 

Namaqualand. To ensure accuracy, both forward and backward translations were 

carried out by two distinct individuals, one being a native English speaker and the 

other a native Afrikaans speaker. The researcher then addressed any disparities be 

the original and translated versions with these individuals before finalising the research 

instruments. The 11 interviews were conducted in a mixture of English and Afrikaans, 

and the participants were encouraged to express themselves as best as possible in 

any of the two languages. 
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According to Perneger et al. (2015), it is important to perform a pilot test to ensure that 

the research instrument is understandable to the target audience and that it solicits an 

appropriate or intended response. Therefore, the interview guide was tested with two 

individuals, both from the LGBTQIA+ community, with only one residing in 

Namaqualand, to ensure that the questions were easy to understand and relevant for 

the research topic. The pilot results showed that the questions were appropriate and 

understandable. None of the questions were changed from the pilot. These individuals 

that the pilot was tested on did not form part of the final data collection process for the 

study due to their personal relationships with the researcher, and their results were 

excluded from the overall study findings.  

3.6 Data Collection  

Data collection took place during September 2023. Before the individual semi 

structured interviews started, the participants were given an information sheet by the 

researcher that provided details about the study, including the aim of the study, a 

summary of the interview questions, the expected duration of the interviews, the 

request to record the interviews, ethical considerations, and how the research findings 

would be handled and shared. After reading the information sheet, participants were 

asked to provide signed consent that they were voluntarily participating in the interview 

and to allow audio recording of the interview. There was no power imbalance between 

the researcher and the participants as they had no relationship with each other. The 

interviews were conducted by the researcher in a private office at Richie Cloete 

Consultancy. The interviews lasted approximately an hour. Participants could choose 

whether they preferred the interview to be conducted in English or Afrikaans.  

3.7 Data Analysis 

Data analysis followed a thematic approach involving the grouping of key barriers to 

and facilitators of access to mental healthcare services by members of the LGBTQIA+ 

community. Thematic analysis is a process of identifying, analysing, and interpreting 

patterns of meaning within qualitative data (Clarke & Braun, 2017). As put forth by 

Clarke et al. (2015), the researcher used thematic analysis as it is flexible and can be 

applied in most frameworks and contexts. It also allowed the researcher to analyse 
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and cross-reference themes through the whole data set (Alhojailan, 2012). The data 

were analysed using the six-phase process as described by Braun and Clarke (2006). 

3.7.1 Familiarisation with the data  

The researcher took steps to understand the data thoroughly. The first step already 

began during the interviews, by carefully listening to the responses provided. 

Thereafter, the recorded interviews were transcribed verbatim from the audio 

recordings. The researcher translated the Afrikaans transcriptions into English for 

better comprehension and familiarisation with the data. Subsequently, the researcher 

carefully read and re-read the transcriptions multiple times, highlighting important 

sections within the text (Braun & Clarke, 2006). Through this process, the researcher 

actively engaged with the data, identifying relevant text that aligned with the 

components of the SEM model, including individual, interpersonal, 

organisational/community, and societal levels. This process of familiarisation with the 

data was essential for gaining a comprehensive understanding of its scope and depth. 

(Alhojailan, 2012; Braun & Clarke, 2006) 

3.7.2 Generating codes  

Both inductive and deductive approaches were used when generating codes. The 

deductive method involves formulating a hypothesis based on existing theory and then 

designing research to test it (Alhojailan, 2012; Braun & Clarke, 2006)This method 

involves researchers actively analysing data in line with their theoretical framework, in 

this case, the SEM. Inductive analysis, on the other hand, is a more adaptable strategy 

in which the researcher systematically studies the data and enables codes and 

concepts to emerge autonomously. In this study, the deductive approach began by 

systematically organising noteworthy segments of the data based on the SEM levels 

as a priori themes. Using this approach allowed the researcher to generate codes and 

subthemes based on the perspectives and experiences of participants.  

3.7.3 Searching for themes 

The researcher aimed to uncover patterns and connections within and across all 

interviews by searching for similar codes that could be grouped into themes. A theme 

encapsulates a significant aspect of the data relevant to a research question, 

embodying a certain degree of structured response or meaning within the dataset. 
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(Alhojailan, 2012; Braun & Clarke, 2006) The researcher organised the codes into the 

predetermined SEM themes to facilitate data processing and organisation.  

3.7.4 Reviewing the themes  

The researcher undertook a comprehensive review of themes, assessing their 

alignment both with coded data extracts and the entire dataset. This constant review 

process served as a validation mechanism, allowing the researcher to meticulously 

evaluate the coherence of themes and subthemes with the overarching dataset. It 

provided an opportunity to eliminate data that did not respond to the main objective of 

the study, to explore participants' perceptions of the accessibility of mental health 

services for members of the LGBTQIA+ community. For example, narratives about the 

everyday complexities of romantic relationships as a member of the LGBTQIA+ 

community within the Nama Khoi district were not included in the coding scheme 

because the participants did not describe these experiences as relevant to the 

accessibility of mental health services in their context. Ultimately, this review led to the 

development of a thematic map, providing a visually coherent representation of the 

correlation among themes and subthemes (Alhojailan, 2012; Braun & Clarke, 2006)  

3.7.5 Defining and naming the themes  

This stage involved continuous analysis of the data by the researcher with the support 

of his supervisors through discussions on coding and analysis. This was aimed at 

refining the specifics of each theme and the overarching narrative conveyed by the 

analysis, thereby generating precise definitions and names for each theme. Naming 

the themes ensured their easy identification and clear distinction, thereby fostering a 

more structured and organised analysis of the data. Defining the themes required 

acknowledging unique and shared perspectives on the barriers and facilitators 

affecting access to mental healthcare services for LGBTQIA+ individuals, and 

assigning descriptive labels to these themes across each level of the SEM. This 

approach facilitated a deeper comprehension of the themes, rendering them more 

meaningful and reflective of the data's depth (Alhojailan, 2012; Braun & Clarke, 2006)  

3.7.6 Reporting 

In the final step of the analysis, the researcher compiled the findings, which are 

presented in the next chapter. Researchers need to report data in a manner that aligns 
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with existing theories to mitigate bias. Furthermore, an abductive reasoning approach 

was used during the reporting as it provides reasonable explanations for complex 

social phenomena based on participants’ experiences and cultural contexts. By using 

an abductive approach, researchers produce insights that bring together observed 

realities and theoretical constructs, thus ensuring that findings remain contextually 

grounded while also contributing to broader knowledge (Bryman, 2016; Tavory & 

Timmermans, 2014). Therefore, the researcher structured the data presentation 

according to the objectives of the study and in alignment with the SEM. The data were 

reported by presenting the subthemes identified from the SEM, along with relevant 

quotes from the data, to illustrate and support the findings. 

 3.8 Trustworthiness of the Data 

Trustworthiness refers to the level of confidence in the data, interpretations, and 

methods employed to ensure the study's quality. It comprises four main aspects, 

namely credibility, transferability, dependability, and confirmability. (Amankwaa, 2016; 

Schwandt et al., 2007). 

3.8.1 Credibility  

Credibility refers to the confidence in the truth of the findings and is a critical criterion 

for assessing the trustworthiness and reliability of the study (Lincoln & Guba, 1985; 

Schwandt et al., 2007). In this study, credibility was ensured through peer debriefing. 

Peer debriefing took place through discussion about the research process, analysis, 

and findings with the study supervisors. This collaborative process consisted of 

monthly meetings with supervisors. These sessions served as platforms to delve into 

research findings, interpretations, and methodological approaches, enriching the 

analytical process and fostering a deeper understanding of the research findings. 

Adjustments to the themes became necessary after the meetings, indicating a 

dynamic and iterative refinement process in response to the feedback and insights 

gained during these collaborative discussions.  

3.8.2 Transferability  

Transferability refers to how applicable the results of a study are to different situations 

(Schwandt et al., 2007). Cross-sectional studies gather data at a specific moment, 

making it challenging to replicate or apply the findings to other groups or contexts. 
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Moreover, since the data is collected just once, reproducing the findings in the future 

or extending them to different populations with distinct characteristics or during 

different time periods might not be feasible. Nevertheless, the study provided thorough 

details about the research environment, the participants, the method of data collection, 

and the constraints inherent in this method (Amankwaa, 2016; Mertens,1998; 

Schwandt et al., 2007). This will allow other researchers to replicate the study.  

3.8.3 Dependability  

Dependability implies that if the study were replicated with a comparable population 

and research methodology, comparable results would ensue (Amankwaa, 2016; 

Schwandt et al., 2007). To ensure this, the researcher created an audit trail of the 

research process, encompassing data collection and analysis. This allows for 

transparency of research methods and findings. Initially, transcribed interview data 

underwent multiple examinations to ensure thorough comprehension. Subsequently, 

thematic analysis was conducted, structured around the Social-Ecological Model 

(SEM) levels, to discern barriers to and facilitators of accessing mental healthcare 

services for LGBTQIA+ community members. Thirdly, procedures for data analysis 

were meticulously documented to ensure systematic and reliable coding, 

classification, and interpretation of data, thereby enhancing understanding. The entire 

research process was extensively reported, enabling future researchers to replicate 

the study, which could result in similar findings (Amankwaa, 2016; Mertens,1998; 

Schwandt et al., 2007). 

3.8.4 Confirmability  

Confirmability refers to the ability of research findings to be validated by another 

researcher, thereby mitigating research bias. In confirmability, two or more 

independent individuals concur on the accuracy, relevance, or interpretation of the 

data, ensuring its objectivity (Cope, 2014; Shenton, 2004). Confirmability was upheld 

through the guidance and review of the research process by the researcher's 

supervisors, aiming to diminish bias. The research report encompasses thorough 

descriptions of the study context, participants, data collection methods, and analysis 

procedures. This approach enables readers to evaluate the credibility of the findings. 

Additionally, a thorough record of the research process is maintained, documenting 
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both data collection and analysis stages. This record encompasses the documentation 

of decisions, selections, and any adjustments made during the study. 

3.8.5 Data triangulation  

Triangulation is a research technique that uses different theories, methods, or data 

sources to improve the validity, credibility, and dependability of the findings. By 

approaching research problems from a variety of perspectives, triangulation 

decreases biases and provides a more comprehensive understanding of the research 

problem (Denzin, 2017; Moran-Ellis et al., 2006). Different types of triangulations can 

be utilised; one of these is data source triangulation. This type of triangulation involves 

collecting data from various sources, such as different locations, time periods, or 

participant groups, to provide rich insights and ensure a wide range of perspectives 

(Fusch et al., 2018; Patton, 2014). Another approach is method triangulation, this 

approach involves using more than one method, such as using both a qualitative and 

quantitative approach to examine the same phenomenon and to validate the findings 

across methodological lenses (Carter et al., 2014; Jick, 1979). Theoretical 

triangulation uses different theoretical frameworks to interpret the data, which allows 

researchers to uncover many dimensions of a problem, thus avoiding a one-

dimensional conclusion (Carter et al., 2014; Guion et al., 2011). Another form of 

triangulation that researchers employ is investigator triangulation. When using this 

method, more than one researcher is required to independently analyse the data. This 

helps to reduce the potential biases that a single researcher might have. 

 The final method, unit of analysis triangulation, examines different units, such as 

individuals, groups, or organisations, to get a more holistic understanding of a 

phenomenon (Guion et al., 2011; Shih,1998). This study applied the unit of analysis 

triangulation by selecting participants who self-identified as lesbian, gay, bisexual, and 

transgender. Since the unit of analysis in this study is the individual, it is important to 

make use of triangulation to include any differences or similarities in experiences of 

access to mental healthcare services between lesbian, gay, bisexual, transgender 

people, etc., for the purpose of capturing the richness and diversity in their 

perspectives as individuals and as groups. One participant indicated a preference for 

being identified simply as queer.  
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3.9 Ethical Considerations  

3.9.1 Study approval and ethics clearance  

Researchers have a moral obligation to conduct their studies ethically, encompassing 

the protection of participants, establishment of trust, safeguarding of institutional 

integrity, and promotion of the integrity of their work (Govil, 2013; Ketefian, 2015). This 

section outlines the ethical principles that guided the study. 

3.9.2 Voluntary participation 

Voluntary participation ensures that participants have the autonomy to choose whether 

to participate, including the right to withdraw from the interviews if they experience 

discomfort (Govil, 2013; Ketefian, 2015). Participants in this study were duly informed 

of their right to voluntary participation through the information sheets provided to them.  

3.9.3 Informed consent  

Informed consent is defined as an ongoing and transparent process. It entails ensuring 

that participants are thoroughly informed about the nature of the research, including 

its risks, benefits, expected outcomes, and any available alternatives, before they 

agree to participate (Govil, 2013; Ketefian, 2015). Moreover, informed consent 

encompasses informing participants about their right to withdraw from the study at any 

point without facing any repercussions. To fulfil this requirement, participants were 

provided with a Participant Information Sheet (See Appendix D1 and D2) prior to the 

interviews, outlining the study's objectives, data collection methods, ethical 

considerations, and procedures for handling and processing data. Following this, 

participants were asked to confirm their understanding and willingness to participate 

in the study by signing consent forms. 

3.9.4 Confidentiality and privacy  

Confidentiality is defined as an agreement between the participant and the researcher 

that restricts access to a participant's information (Govil, 2013; Ketefian, 2015). The 

researcher guaranteed the participants that any information shared during the 

interviews would remain confidential. Yet, in cases where participants might pose harm 

to themselves, the information would be disclosed to pertinent personnel, such as the 

social workers affiliated with Richie Cloete Consultancy. The confidentiality of the 



76 
 

participants’ identities and information was also ensured by providing them with 

pseudonyms, for example, “Respondent 1” and “Town 1”. The researcher refrained 

from sharing private participant information with any other parties, except for the 

supervisors who were assisting with the data analysis. Confidentiality measures were 

further reinforced by storing raw data in a computer protected by a password, 

accessible only to the researcher. Physical copies of research materials, like consent 

forms and interview transcripts stripped of identifying details, were securely stored in 

a locked cabinet and will be destroyed after five years. Additionally, privacy was upheld 

by conducting interviews in a secluded room at Richie Cloete Consultancy’s offices.  

3.9.5 Beneficence  

The principle of beneficence ensures the participants' well-being and safeguards them 

from harm during data collection (Govil, 2013; Ketefian, 2015). No harm was 

anticipated as a result of the study. Nevertheless, arrangements were made to refer 

participants who experienced psychological distress while recalling painful past events 

to a social worker at Richie Cloete Consultancy for further assistance. However, 

throughout the study, there were no instances where participants required such 

referrals.  

3.9.6 Study authorisation  

Before the study began, the researcher presented the study proposal to the Centre for 

Health Systems Research & Development departmental review panel in accordance 

with the University of the Free State's (UFS) postgraduate research guidelines. The 

next step involved the proposal being reviewed for scientific merit by the UFS’ Faculty 

of the Humanities Scientific Committee for the Social Sciences. After receiving 

approval from this committee, the study protocol was submitted to the UFS’s 

General/Human Research Ethics Committee (GHREC) to obtain ethical clearance. 

Upon meeting all the requirements, the study received ethical clearance with the 

reference number UFS-HSD2023/0868 (see Appendix E). 

3.10 Reflexivity  

Reflexivity is an essential concept in qualitative research that relates to the 

researcher's appreciation of their own impact on the research process and outcomes. 

It is important for the researcher to critically examine how their own beliefs, biases, 
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and social identities impact not only their interactions with participants but also the 

interpretation of the data (Bourke, 2014; Finlay, 2002). Reflexivity acknowledges that 

research is not a linear process, but rather an interaction between the researcher and 

the participants; therefore, it is fundamental in ensuring trustworthiness and credibility 

of the findings (Bourke, 2014; Finlay, 2002). Qualitative researchers should 

continuously reflect on their own positionality and the impact it has on the research, 

i.e., how their assumptions, experience, and background affect their approach to data 

collection and analysis (Finlay, 2002; Palaganas et al., 2017). When researchers are 

reflexive, they can recognise and mitigate potential biases that could skew the 

interpretation of the data, which in turn improves the trustworthiness of the findings 

(Finlay, 2002). 

In this study, the researcher was mindful of how their personal values could shape 

interview questions, data interpretation, and findings presentation. To address this, the 

researcher took precautions. The researcher prioritised transparency and bias 

reduction. For example, the researcher approached the study with a bias that 

members of the LGBTQIA+ community in Nama Khoi district are vulnerable. This bias 

was informed by existing literature that had been conducted in different contexts. 

However, during the processes of participant recruitment, data collection, and 

analysis, it became clear to the researcher that other social categories, such as 

employment status/profession, marital status, and age, can interact with sexual 

orientation to influence the accessibility of mental healthcare services among 

members of the LGBTQIA+ community within a rural setting. The researcher 

committed to being open-minded and respecting participants' perspectives and 

recommendations.  

Additionally, it was essential to consider the values held by the participants 

themselves. For example, during interviews, the researcher paid attention to 

participants with strong personal and cultural values regarding mental healthcare, 

privacy, and stigma, as these could influence their willingness to discuss certain issues 

related to their mental health and sexual orientation. The researcher also deemed 

ethical considerations paramount. The researcher evaluated the potential impact of 

his work on participants and society, aiming to uphold participants' values, privacy, and 

dignity, and conducting research to inform improvements in mental healthcare services 
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in the Namaqualand area (Bradley et al., 2020; Kivunja & Kuyini, 2017; Mertens, 2007) 

Reflexivity was further upheld by the researcher through engaging in bracketing 

sessions with his supervisors.  

3.11 Conclusion  

This chapter provided an overview of the research paradigm, followed by an 

examination of the research approach and design, the setting, and the methods 

utilised. In terms of methodology, a qualitative approach encompassing a case study 

design was employed. A qualitative approach enabled the researcher to delve deeply 

into the intricacies of the perspectives of members of the LGBTQIA+ community on 

the accessibility of mental healthcare services, drawing upon rich qualitative data to 

gain insights and identify patterns. The paradigm and research design provided a 

suitable framework for the study, allowing the researcher to explore and describe the 

barriers to and facilitators of access to mental healthcare services for members of the 

LGBTQIA+ community in a contextually sensitive manner. The chapter also provided 

information on the measures taken to ensure the trustworthiness of the data and the 

ethical principles adhered to. Chapter 4 presented and discussed the findings of the 

study. 
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CHAPTER 4: PRESENTATION AND DISCUSSION OF FINDINGS 

4.1. Introduction 

In the previous chapter, the methodology of the study was discussed. Chapter 4 

presents and discusses the findings generated through thematic analysis, as outlined 

in Chapter 3. The study aimed to explore and describe the perceptions of members of 

the LGBTQIA+ community regarding barriers to and facilitators of access to mental 

healthcare services within their community through the lens of the Social Ecological 

Model (SEM). The specific objectives of the study were to describe mental healthcare 

needs of the LGBTQIA+ community; to explore the perceptions of the LGBTQIA+ 

community regarding barriers to mental healthcare access; and to explore the 

perceptions of the LGBTQIA+ community regarding facilitators to mental healthcare 

access within their community.  

 

The SEM is underpinned by the understanding that health behaviours are affected by 

numerous factors and on different levels. Therefore, the themes are structured 

according to the CDC four level model (individual, interpersonal/relationships, 

organisational/ community, and societal).  

4.2. The Mental Healthcare Needs of the LGBTQIA+ Community  

This section described the mental healthcare needs of the LGBTQIA+ community in 

Namaqualand. Two themes and five sub-themes emerged in response to questions 

about the participants’ mental healthcare needs. The first theme focused on the dire 

need for comprehensive support systems for the LGBTQIA+ community. The second 

theme focused on the need for community sensitisation on LGBTQIA+ rights in 

Namaqualand. 

4.2.1 Comprehensive support systems for LGBTQIA+ mental health in 

Namaqualand (Theme) 

This theme was supported by two sub-themes, namely the need for targeted 

counselling services due to perceptions of a high prevalence of mental health 

conditions among members of the LGBTQIA+ community, and the need for integrated 

psychosocial and physical health services to address this problem. 
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4.2.1.1 Targeted counselling services for members of the LGBTQIA+ 

community (Sub-Theme) 

This sub-theme focused on the participants’ need for mental healthcare services that 

specifically address the multiple forms of discrimination, stigma, and exclusion that 

they experience in Namaqualand. One participant qualified this by describing their 

experience of being in a general state of anxiety while engaged in social activities that 

are common among young people, such as going to clubs: 

That's the first thing I want to mention. So, you have that anxiety. I'm literally often 

scared if, when the club maybe closes in Town 4, and I have to go home because 

then I know it's going to be a mess outside, or somewhere, I’m going to hear 

“you’re making a joke out of being a man”, you know they will say those things. 

So, it creates that fear. The other thing it creates is that it affects your dignity. Do 

you understand? It breaks down your self-image. (Teacher, transgender, 27) 

For this participant, exposure to transphobia creates a general state of fear, which 

harms their dignity as a human being. Another participant emphasised that mental 

healthcare challenges should not be seen as isolated cases, but rather as collective 

experiences shared across the LGBTQIA+ community:  

I would say 90% of us all still, who are part of the community, experience mental 

health issues, no matter how you look at it. I mean, you can get all the support, 

you can get everything, but you definitely experience some form of unstable 

mental health in the LGBTQI community because I just feel like, um, there are 

so many segments that play a role or factors that play a role, like references to 

the Bible, um, constant references to the Bible, like a man and a man can't be 

together or a woman and a woman can't be together, and remarks like, "We don't 

understand you," so all these things affect a person's mental health. (Teacher, 

transgender, 27) 

These quotes highlight the demand for targeted services where LGBTQIA+ individuals 

can access counselling for anxiety that is triggered by, amongst others, homophobia. 

Research has indicated that community-based programs targeted towards the 

LGBTQIA+ community act as a bridge to mental healthcare services. Paschen-Wolff 

et al. (2024) conducted a study in the US exploring the experiences of LGBTQIA+ 

individuals, specifically examining their experiences of discrimination and support 
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related to their sexual orientation and gender identity within treatment and healthcare 

services. Many of their participants identified the need for targeted services and 

reported that services specifically tailored for the LGBTQIA+ community could support 

individuals and provide care that they might not find elsewhere. Furthermore, a 

scoping review of community-based support mechanisms found that feeling 

connected improved social support and mental well-being amongst  older sexually and 

gender diverse people (Gasteiger et al., 2024).  

Although many participants clearly described the need for targeted counselling 

services, some of them had never received professional mental healthcare. Research 

conducted in South Africa and Canada identified that members of the LGBTQIA+ 

community often do not access healthcare services out of fear of discrimination and 

unfriendly treatment by the healthcare workers (Duby et al. 2018; Gahagan & 

Subirana-Malaret, 2018). 

When describing the requirements for LGBTQIA+ targeted mental health services, 

participants emphasised the need for a dedicated facility staffed by professional 

mental healthcare providers who possess an understanding of the unique challenges 

faced by LGBTQIA+ individuals in a rural context like Namaqualand. These findings 

are supported by the following comments:  

I just feel that it needs to be a physical building, you know? It would make things 

so much easier at the end of the day. This is just my opinion because I don’t like 

talking on the phone. I feel it should be face-to-face communication. So, yes, 

there needs to be a physical building, there needs to be someone there that I 

can go to, you know? (Social work student/intern, bisexual, 23). 

I’m living in Town 4, you see, but you know, you can only go to the church or to 

the clinic, so it’s not enough. It’s definitely not enough. I just feel that there should 

be a small facility, maybe, and there should at least be a psychologist available 

24/7. You see, when you go to the clinic and pick up a pamphlet about depression 

or something, you end up being judged. Nowadays, there is so much convenient 

technology where you can talk to someone anonymously, which helps, but you 

still literally need to talk to someone. I would say that something definitely needs 

to be done about mental health. (Social work student/intern, bisexual, 23) 
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A recent scoping review on the accessibility of mental healthcare services for members 

of the LGBTQIA+ community in rural settings globally highlighted limited services, 

workforce deficiencies, and the cost of travelling to urban areas as significant barriers 

to access to care (Maria et al. 2025). The inequity in access to mental health services 

often leads to poorer mental health outcomes for LGBTQIA+ individuals in rural 

settings when compared to their heterosexual and cisgender counterparts. This 

supports participants’ need for targeted counselling services that are easily accessible 

to members of the LGBTQIA+ community in Namaqualand. 

4.2.1.2 Integrated psycho-social and physical health services for members of 

the LGBTQIA+ community (Sub-Theme) 

Integrating psycho-social and physical health services for the LGBTQIA+ community 

to provide comprehensive care was identified as a unique need for transgender and 

transsexual individuals. Integration of these services refers to the provision of basic 

mental health, psycho-social and physical health services within the primary care 

setting, this means that trained PHC staff would identify and manage common  

conditions, refer severe cases to the next level of care, and ensure accessible and 

affirming care. A participant described the need for integration of services as follows:  

The transgenders and the transsexuals, they need therapy for their gender 

conversion, and then they don't necessarily get it, and then it's very difficult for 

them to eventually transition because they don't usually have access to these 

services, so if the healthcare system can just be more tolerant, I think that's the 

right word, towards the community and be more patient and accepting around 

our community (Intern/graduate student, queer, 25) 

Another participant, who identified as transgender, further elaborated on the 

importance of integrating psychosocial and biomedical health services. When they 

sought to initiate their transition, they faced uncertainty regarding available support in 

Namaqualand, highlighting a gap in locally accessible services. In response, they 

created an online platform that facilitated connections with individuals worldwide who 

had undergone similar transition experiences. This underscores the importance of 

accessible, integrated services and the potential for digital platforms to mitigate 

barriers in underserved rural contexts. As one participant related: 
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I never understood where I could go, you see, I thought such things (transitioning) 

only happen in America so, so I created the persona for myself so that I could be 

seen at the school as Miss without explaining myself, without any medical 

certificates or anything, but after that, through an experience from other sisters, 

I found out about the treatment and the psychologist and what you get at clinics 

and stuff, I didn't know it existed. (Teacher, transgender, 27) 

Research indicates that the integration of psychosocial and biomedical health services 

at a community-based level improves physical and mental well-being, while also 

enhancing social connections within the LGBTQIA+ community (Gasteiger et al., 

2024). Furthermore, Heredia et al. (2021) highlight that incorporating LGBTQIA+ 

mental health services into primary care enables healthcare workers to address the 

multifactorial influences that contribute to and perpetuate psychological distress 

among LGBTQIA+ clients. They further argue that establishing collaborative 

partnerships with LGBTQIA+ individuals ensures that their perspectives are 

incorporated into service provision, potentially leading to innovative and feasible 

solutions that promote the health of this population. In addition, integrating mental 

healthcare into primary healthcare has been shown to improve patient functioning, 

strengthen healthcare worker-patient relationships, and increase access to mental 

healthcare services (Reiss-Brennan, 2014).  

4.2.2 Community Sensitisation on LGBTQIA + Rights in Namaqualand (Theme) 

This theme focused on the need for community sensitisation on LGBTQIA+ rights in 

Namaqualand and was supported by three sub-themes, including disparities in 

perceptions of homophobia between rural and urban areas, the demand for education 

on mental health conditions for members of the LGBTQIA+ community, and the 

longing for acceptance of their sexual and gendered identities by families. 

4.2.2.1 Perceptions of homophobia in rural versus urban areas (Sub-Theme) 

Namaqualand is perceived as a rural community that is not necessarily open or 

sensitised to the needs of the LGBTQIA+ population. Several participants reported 

that LGBTQIA+ individuals often cannot express their identities freely in this context. 

Participants observed how homophobia remains prevalent in Namaqualand, despite 

South Africa’s progressive constitution that protects LGBTQIA+ rights. Additionally, an 

instance of transphobia experienced by a law enforcement officer highlights the 
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broader social challenges faced by LGBTQIA+ individuals and highlights the urgent 

need for community sensitisation. One participant had the following to say: 

I just told you, here you can't be yourself, like I said. Now, I have this one guy 

friend from Town 2, and then one from Town 1 who is a policeman, now he's 

judged a lot. I think he's busy with transgender (transitioning) or whatever. He's 

a policeman, (then people will say) yeah, a moffie won't handcuff me you know 

all these things man and so I feel this doesn't happen in other places because 

when I see how free people are in Cape Town and how free they are in the 

specific cities, and then I think, Yoh, can't Namaqualand also become like that 

because, a gay man doesn't feel he can comfortably walk in the town wearing 

high heels because then he gets insults or with a skirt or with makeup because 

he gets insults you see. (Student, bisexual, 22) 

When describing the need for community sensitisation on LGBTQIA+ rights in 

Namaqualand as a rural community, most participants drew comparisons with the City 

of Cape Town, an urban Metropolitan Municipality located in the Western Cape 

Province of South Africa. In contrast to Cape Town, the recognition and protection of 

LGBTQIA+ rights in Namaqualand lag considerably. One participant illustrated the 

impact of prevailing homophobia on members of the LGBTQIA+ community in the 

following quote: 

I think that specifically rural areas like Namaqualand, LGBTQAI+ is, how should 

I put it, still very behind. It's terribly far behind, and we're still concerned about 

what people will think and say, and these things break you down mentally. And if 

you don’t talk about it, it will never come out in the open, and people still think it's 

an abomination, and you know, you shouldn’t touch it. (Events planner/radio host, 

gay, 36) 

Another participant, who is also a social work student, stated that while members of 

the LGBTQIA+ communities are encouraged to live their lives openly, homophobia, 

which is prevalent in their community, can specifically cause depression.  

They have this thing where they say you have to get out of the closet, and uhm, 

yeah, people will get broken down by insults that they receive and stuff. So that 

person will feel like they can’t be themselves, for example, if I’m gay, then people 
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will direct slurs at me, and I know about a few cases where these people will get 

depressed on another level. like here in Namaqualand. (Social work 

student/intern, bisexual, 23) 

This image of a mental breakdown as a possible consequence of homophobia within 

a rural setting is indicative of the need for community sensitisation to address social 

and cultural norms that drive homophobia in this context.  

Studies have shown that rural communities often have conservative views and are 

less supportive, have less resources and not sensitised to the LGBTQIA+ community  

(Henriquez & Ahmad, 2021; Rosenkrantz et al., 2017). Previous research has further 

found that the fear of discrimination and social marginalisation can prevent individuals 

from engaging fully within their communities (Nic Giolla Easpaig et al., 2022). 

Consequently, while targeted counselling services are clearly needed in these 

settings, addressing homophobia at the societal level through community sensitisation 

on LGBTQIA+ rights is equally essential. Achieving this requires a holistic approach 

that considers policy frameworks, resource allocation, cultural norms, and other 

relevant social determinants of health (Becker & Kleinman, 2013; Freeman, 2022; 

Rathod et al., 2017). 

4.2.2.2 Education for members of the LGBTQIA+ community about mental 

health conditions (Sub-Theme) 

Several participants emphasised the need for mental health literacy programmes, 

focusing on the biomedical causes of mental health conditions. This education should 

include information about the physical and biological factors that influence brain 

function and mood. A participant specifically referred to chemical imbalances in the 

brain, which was reportedly not common knowledge among most members of the 

LGBTQIA+ community in Namaqualand: 

Here in Namaqualand, if you say, people will so easily say, oh, I'm so depressed, 

then I'll ask do you know what that is, and I think they confuse it a lot with stressful 

situations when in fact it’s not. Everyone experiences stress, but not everyone 

can say they know what depression is like. My depression previously, where I 

had no reason, nothing, it just came, everything was good, everything was great, 

there's no reason, and it was there. So, people need to learn a bit that it's not a, 

how should I say, a tangible thing that causes it, but it's something in your brain 
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that's definitely a, I don't want to use the term, there's a screw loose (laughing), 

but sometimes it feels like there's a screw loose. (Fashion designer, gay, 33)  

A lack of knowledge about mental health can contribute to self-stigma, 

misconceptions, and dismissive attitudes (Benjamin et al., 2021). Participants reported 

that some members of their community do not understand what mental health entails 

and therefore reduce it to stress, which is something that everyone experiences daily. 

This observation aligns with Benjamin et al.’s (2021) study, which indicated that mental 

health literacy tends to be low in South Africa’s rural communities. The participants 

also highlighted the need for education to debunk the myth that mental health 

conditions must be caused by a specific trigger, such as a traumatic experience. These 

myths often stem from stigmatising beliefs that are held within conservative or rural 

communities such as Namaqualand. Similarly, a study conducted primarily in the 

Middle East and North African regions found that the stigma surrounding mental health 

conditions obstructs open dialogue and prevents individuals from seeking help (Booth 

et al., 2024). 

4.2.2.3 The need for acceptance of LGBTQIA+ identity by families (Sub-Theme) 

Closely related to the need for community sensitisation about LGBTQIA+ rights in 

Namaqualand is the need for acceptance of participants’ sexual and gendered identity 

by immediate family members, particularly parents. One participant, who identified as 

bisexual, explained that acceptance by families is a critical need for biological male 

members of the LGBTQIA+ community. Rejection of one’s sexual orientation or gender 

identity within the family structure is perceived to exacerbate negative emotions when 

individuals are confronted with homophobia at the societal level, especially within a 

rural context like Namaqualand:  

Let me tell you, I know now, like most of my friends, especially guys, guys don't 

get acceptance from their parents. Now you must know if your parents don’t 

accept you, how will the community accept you? How will it come from the 

community? So, it must be very... I am still lucky that my family accepts it now, 

but shame I feel so bad for them when I have to see it like that, and then I have 

to hear hey, you Moffie cunt, you what, you what. Then I think yissie, man, what 

is that person going through, when people say that to him, but shame man it's... 

(Student, bisexual, 22) 
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The need for acceptance by family is so important that another participant described 

it as a prerequisite for mental health among members of the LGBTQIA+ community:  

I just think family acceptance starts at home. If acceptance starts at home, then 

the child doesn't have a problem having a mental health issue in the first place, 

you know because, if you can, if I can be insulted in the streets, then my family 

can be there to help me, so I just feel like the support of family is very 

important...(Shop Assistant, lesbian, 26) 

Studies conducted across rural and urban settings in America have shown that 

LGBTQIA+ youth who experience family acceptance tend to have better health 

outcomes, with such acceptance being linked to lower rates of mental health 

conditions (McConnell et al., 2016; Ryan et al., 2010). Conversely, rejection from 

family members negatively affects mental health (Adu et al., 2024; McDonald, 2018). 

A United Kingdom-based study exploring how family relationships foster, maintain, or 

harm the mental health and well-being of LGBTQIA+ youth found that mental health 

is influenced by family relationships in multifaceted ways. The findings suggest that 

family acceptance resulted in better mental health outcomes while rejection worsened 

feelings of depression and anxiety (McDermott et al., 2021). Therefore, acceptance by 

family members is essential to facilitate self-acceptance for young people residing in 

an environment that can be hostile towards them (Ryan et al., 2010).  

This section identified the perceived needs of the LGBTQAI+ community in 

Namaqualand concerning mental healthcare access. Participants expressed a desire 

for targeted counselling services, integrated psychosocial and physical health 

services, and community sensitisation on LGBTQIA+ rights in Namaqualand. This 

suggests the necessity of a comprehensive, multi-level strategy to address these 

needs. The following section describes and discusses the participants’ perceptions 

and experiences of barriers to accessing mental healthcare services in their 

community. 
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4.3. Perceptions of the LGBTQIA+ Community on Barriers to Mental Healthcare 

Access  

This section describes and discusses the participants’ perceived and experienced 

barriers to accessing mental healthcare services across four levels: individual, 

interpersonal, organisational, and societal.  

4.3.1 Individual level barriers to accessing mental healthcare services 

Individual level barriers refer to personal factors that prevent LGBTQIA+ individuals 

from seeking mental healthcare services in Namaqualand. Participants identified 

negative attitudes and a lack of knowledge about mental healthcare services, as well 

as uncertainty regarding where to access mental healthcare services, as key 

impediments. These personal level factors are closely interconnected, as a lack of 

knowledge about mental health conditions can directly influence an individual’s 

attitude towards seeking mental healthcare. 

4.3.1.1 Negative attitude towards seeking mental healthcare (Theme) 

Participants with expert knowledge concerning the mental healthcare challenges 

faced by the LGBTQIA+ community in Namaqualand identified two sub-themes, 

namely internal conflicts related to one’s LGBTQIA+ identity, and a preference for 

alternative coping mechanisms over biomedical approaches to the treatment and care 

for mental health conditions. 

4.3.1.1.1 Internal conflict with LGBTQIA+ identity (Sub-Theme) 

Drawing on their professional experience as a social worker, one participant suggested 

that at a personal level, negative attitudes towards seeking mental healthcare can 

stem from internalised stigma related to one’s LGBTQIA+ identity. In this context, 

internal stigma can cause conflicting emotions within an individual, which may 

manifest externally by resisting mental health services that are available due to fear of 

being labelled as a victim. The following excerpts corroborate this finding: 

If I can take it from my job, uhm, I work exclusively with victims of violence. Uhm, 

I had, on one or two occasions, clients who are part of the LGBTI community that 

were victims of gender-based violence, but they, it was reported but then they’d 

resist the service or didn’t want the service. They didn’t want to, I would say, 

didn’t want to identify as a victim, and I understand that because I am part of the 
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LGBTI community…you, you anyway see yourself as a victim of oppression and 

everything because you are a member of the LGBTI community. Now this thing 

happened to you, now you are more of uhm shall I say more of a victim, then you 

might feel like the whole world is out to get you because you are uhm different, 

because you get treated differently. (Social worker, gay, 32) 

Uhm, but mental health in the LGBTQI community is actually a very sensitive 

issue, I think, because remember you need to make peace with yourself, but still, 

you know you are not being accepted. So, the first thing on your mind is suicide, 

or you have to repent, or you need to fix yourself, because there’s something 

wrong with you in a major way. So, there are many emotions and things that you 

have to deal with until you accept yourself. (Social worker, gay, 32) 

These insights suggest that when individuals have not fully accepted their identity as 

a member of the LGBTQIA community, it may become a barrier to seeking mental 

healthcare when required. 

Previous research confirms the finding that unresolved internal conflict and self-stigma 

related to one’s LGBTQIA identity can discourage help-seeking behaviour. A meta-

analysis by Newcomb and Mustanski (2010) focusing on internalised homophobia and 

mental health conditions, found that individuals who experience internalised 

homophobia have a higher likelihood of also internalising their mental health problems. 

Similarly, Chard et al. (2015), in a cross-sectional study conducted across seven 

countries, including South Africa, reported a significant correlation between 

internalised homophobia and symptoms of depression and anxiety among gay and 

bisexual men. Furthermore, research indicates that individuals who experience 

internalised homophobia often do not disclose their mental health struggles and, as a 

result, do not access mental healthcare services (Ventriglio et al. 2021).  

The excerpts above further suggested that internal stigma within the LGBTQIA+ 

community is directly influenced by perceptions of discrimination, whether real or 

imagined, at the interpersonal, organisational, and societal levels. 

 



90 
 

4.3.1.1.2 Alternative coping mechanisms: Substance abuse (Sub-Theme) 

Instead of seeking professional mental healthcare when required, some participants 

indicated that they relied on alternative coping mechanisms at a personal level, such 

as the use of alcohol and cannabis to numb negative emotions. One participant 

described how their personal history of substance abuse and depression was triggered 

by conflicting emotions associated with navigating their sexual and gender identity:  

A few years back, I had uh, a drug problem at one point and I think it also went 

hand in hand with the fact that I'm gay and the fact that I was still in the closet 

and that I didn't know how to express myself. Then I tried these things (drugs) 

and kind of got lost in it … but when I was trying to get out of those things, I saw 

that mental health is a big thing because it's not just about changing your 

environment, it's not just about giving up drugs or cigarettes or whatever, it's also 

about what's inside you that needs to work together with your body and if that's 

not right or if you don't know how to handle it, then it will always be a problem. 

(Personal assistant, gay, 42) 

This personal preference for alternative coping mechanisms was further supported by 

another participant who described how the use of alcohol or cannabis to numb 

negative emotions can encourage addiction among some members of the LGBTQIA+ 

community in Namaqualand: 

I'm going to smoke weed so I can get rid of what I'm thinking or feeling at the 

moment, or I’m going to do this or I’m going to do that and then we judge them 

for that because now they've gone from mental health to addict and a mess, and 

that's how people are seen in Namaqualand, someone who smokes a bit of 

weed, who does this and that. Everyone's looking for an escape somewhere, so 

you don't have to think about that dark cloud, and if reality hits you, but remember, 

that high is not going to last forever, so when it comes back, those feelings and 

things you had come back even worse. (Events planner/radio host, gay, 36) 

Explanations provided by participants indicate that they possess some understanding 

of mental health conditions, as reflected in the use of terms such as ‘breakdown’, 

‘bruised tree’, or ‘dark clouds. Despite recognising the intensity of these negative 

emotions, some participants described a personal preference for alternative coping 

mechanisms, which, in some cases, led to substance abuse.  
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The findings from the present study, which demonstrate that some participants rely on 

alternative coping mechanisms such as alcohol and cannabis to manage negative 

emotions, align with existing research indicating that members of the LGBTQIA+ 

community are disproportionately affected by substance use issues. A meta-analysis 

of American studies by Orchard (2023) demonstrated that LGBTQIA+ individuals 

experience higher rates of substance use compared to their heterosexual 

counterparts.  

Similarly, research among American transgender individuals found that participants 

who experienced stigma or discrimination in healthcare settings were more likely to 

use substances to cope, potentially exacerbating substance use-related conditions. 

(Reisner et al., 2015). Felner et al.’s (2020) study reported that young American adults, 

aged between 21-34 years, frequently turned to substances to cope with stressors 

such as internalised homophobia or the fear of rejection, and for many, substance use 

became a habitual coping mechanism. The use of substances as a coping mechanism 

can lead to substance use disorder, which is a mental health condition in itself. In line 

with this, Wolfe et al. (2021) found that transgender adults exhibited high rates of 

substance use disorders, which are linked to experiences of discrimination and 

reliance on substances as a coping mechanism. 

These studies collectively illustrate a cycle in which avoidance of professional mental 

healthcare, prompted by discrimination or stigma, leads to a reliance on substances, 

potentially resulting in substance use disorders and further mental health conditions. 

The findings from Namaqualand mirror this pattern, demonstrating how the preference 

for alternative coping mechanisms can act as a barrier to accessing mental healthcare 

and exacerbate psychological distress. 

4.3.1.2 Lack of knowledge and awareness about mental health (Theme) 

At the personal level, lack of knowledge about mental health was identified as an 

additional barrier to accessing mental healthcare. Two sub-themes describe this 

theme: a lack of knowledge about mental health conditions and a lack of awareness 

about the availability of mental healthcare services. 
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4.3.1.2.1 Lack of knowledge about mental health conditions (Sub-Theme) 

 Lack of knowledge about mental health conditions was described as a personal factor 

that can prevent individuals from seeking care. One participant shared the experience 

of a young relative who, while struggling with conflicts about their sexuality and coping 

with their parents’ divorce, expressed their inability to understand what they were going 

through, using phrases such as “a black demon was devouring her” in a suicide note: 

She explained that she doesn't know how to explain what she's going through, 

but it's very tough, and she can't handle it. Then she told her sisters crap in the 

letter; it was an intense letter, and no one could get the letter either. So, I wanted 

to read the letter, and they let me read it, and she, man, she was dealing with 

demons. I don’t know how to put it, there was a black demon that was devouring 

her, so yeah. (Events planner/radio host, gay, 36) 

These concerns were also raised by another participant, a social worker, who noted 

that possessing the knowledge and the vocabulary to name feelings is critical and that 

the lack thereof is a potential barrier to getting support either from family members or 

healthcare professionals:  

Yes, if you can call the thing by its name, then you know and then you know why 

you need help. So, if you don’t know, if you can’t name it then I don’t think you 

will be able to get help. You can’t identify it so its vocabulary, the ignorance yes. 

If you know what the situation is then you would know where to get help, what 

the problem is, and what triggers it. So, if you are not aware of it, I don’t think you 

will even look for help or talk about it. (Social Worker, gay, 32) 

The concerns regarding the lack of knowledge about mental health conditions 

resonate with previous research. A lack of knowledge about mental health conditions 

leads to avoidance and, as such, acts as a barrier to access (Benjamin et al., 2021). 

A study by Crockett et al. (2022) among university students in Chile uncovered that 

individual level factors, such as a lack of knowledge about mental healthcare, as well 

as the inability to recognise mental distress, served as barriers to accessing healthcare 

services and delayed help-seeking behaviours. Similarly, a study conducted in the 

Eastern Cape, South Africa, also found that a lack of knowledge and insight into their 

conditions amongst people with mental health conditions could act as a barrier and 

decrease health-seeking behaviours (Strumpher et al. 2014).  
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4.3.1.2.2 Lack of awareness about the availability of mental healthcare services 

(Sub-Theme) 

Another barrier, at the individual level, was not knowing where to access mental 

healthcare services. A participant recalled that after receiving an HIV positive 

diagnosis, they did not know where to go to access support:  

I also didn't really know who to turn to and ask because... I... what is the name 

of that one website, uh? Mambo online, it’s also a gay dating site but they always 

had such ads they sent out regarding uh, men's health, uh mental health, and 

such things. So, I went to their website, and I tried emailing, but I never got a 

reply. I tried calling them, too, because I didn't know how to deal with the HIV 

thing. (Personal assistant, gay, 42) 

While this participant demonstrated a positive attitude towards mental health, they did 

not know where to go to access such care. This barrier was echoed by another 

participant, a social worker, who noted that often, members of the LGBTQIA+ 

community in Namaqualand did not know where to seek mental healthcare:  

In my community, no, look, we even struggle if we have clients that we see okay, 

right, it seems...[like they have a mental health condition]. Uhm, look, we can’t 

diagnose, we can’t say it is like that, but we can see if there are tendencies, then 

we have to refer to health [referring to the Department of Health]. However, there 

are so many out here that are walking around and even living on the streets. I 

can think of two specific people that are here in Town 4 wandering the streets, 

and they have serious mental issues, but they don’t get the services, uhm, so I 

don’t think there are any services for us around here. (Social Worker, gay, 32) 

The perspectives shared by participants align with findings from similar research 

(Crocket et al., 2022; Moroz et al., 2020; Torres-Sanchez et al., 2022) that reported 

that participants often did not know where or how to access mental healthcare 

services, which delayed access to care. The rural urban divide was highlighted in a 

scoping review by Maria et al. (2025), which argued that communities outside of urban 

areas often lack the awareness of available services thus decreasing the accessibility 

of such services. 
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4.3.2 Interpersonal level  

The findings indicated that individual and interpersonal level factors intersect to limit 

access to mental healthcare for members of the LGBTQIA+ community. Some 

participants reported that their relationships with family members and friends 

negatively influenced their ability to access mental healthcare. From these accounts, 

the theme of a lack of relational support towards accessing mental healthcare services 

was generated. 

4.3.2.1 Lack of relational support towards accessing mental healthcare 

services (Theme) 

Relationships with other individuals, such as friends and family, can impact whether 

members of the LGBTQIA+ community seek mental healthcare or not. When these 

relationships are not supportive, they can act as a barrier to mental healthcare access. 

Two sub-themes were identified: a lack of support from family members and a lack of 

support from friends.  

4.3.2.1.1 Lack of support from family (Sub-Theme) 

Lack of emotional support from family members, including parents, grandparents, 

siblings, and cousins, can prevent members of the LGBTQIA+ community from 

seeking mental healthcare. For participants, this can occur when relatives do not 

recognise that mental health conditions are real. This concern is captured in the 

following observations by two of the participants: 

It is something that is not talked about, but we need to talk about it because my 

cousin killed herself. We still don’t talk about it, to this day we don’t talk about it, 

and she was mentally ill, she was mentally fucked, because she also went 

through a lot of shit. Her parents got divorced, she was dealing with her sexual 

orientation, am I straight, am I bisexual? I was there for her; I was so shocked 

when I heard that she had hanged herself. I was busy with Mr Gay South Africa 

when I got the call because we were close, and it hit me very hard, the fact that 

I lost my cousin. I was…ooh, I was very angry at her because, why didn’t she 

talk to me, what was so bad that you had to hang yourself? Given that we spoke 

every day, that tells me that she didn’t even open up to me about what was 

bothering her. And it was mental health, so we never spoke about it, and we 
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never will, because it’s a taboo in our family, she killed herself and that’s it. 

(Events planner/radio host, gay, 36) 

No even to this day, my dad is still emotionally unavailable. Like I can’t go and 

tell them that I’m not feeling well today, they will just say chin up, keep your head 

high. You can’t complain about your feelings. (HR Intern, lesbian, 27) 

The perception that mental health conditions are a “taboo” in the family and that a lack 

of family support can act as a barrier towards seeking mental healthcare was 

highlighted in other studies. A study exploring barriers to accessing mental healthcare 

in the Eastern Cape Province of South Africa by Strumpher et al. (2014) found that a 

lack of family support acts as a barrier to accessing mental healthcare services by 

individuals suffering from mental health conditions. Furthermore, some participants 

believed that their family members expected them to act normally when dealing with 

emotional trauma. More specifically, research among LGBTQIA+ youth identified that 

parents frequently minimise the mental health struggles of their children (Crockett et 

al. (2022), that individuals who do not receive family support experience higher rates 

of psychological issues than those who do (McConnell et al. 2016), and that family 

support acted as a buffer against adverse mental health outcomes (DelFerro et al., 

2024).  

4.3.2.1.1 Lack of support from friends (Sub-Theme) 

In addition to a lack of support from family, participants described the absence of 

support from friends as a barrier to accessing mental healthcare. One participant, who 

had previously attempted suicide, confided in a friend that they did not want their family 

to know. The participant reported feeling deeply disappointed and hurt when the friend 

betrayed their trust by disclosing confidential information about their mental health 

condition and subsequent hospitalisation to others within their social network. 

Following this experience, the participant chose not to seek emotional support from 

friends, who could otherwise serve as an important link to professional help in the 

absence of family support, and instead preferred to confide in God through prayer. An 

HR intern (lesbian, 27) had the following to say: 

I don’t trust people. So, I feel that our Creator, I can share everything with Him, I 

can vent to Him. The reason for this is in the past I have, let me say this friend 

that supported me, I eventually opened to her, spoke to her about things, vented 
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to her until one day when we had an argument. Then she turned around and 

literally shared all my secrets.  

Another participant perceived lack of support from friends when dealing with a mental 

health condition, in contrast to physical illness.  

And also, here, people don't take you seriously if you want, like I told you, if you 

say jeez man I can't go out tonight I don't feel alright, man, it's not physical, it's 

mentally that I'm not alright, then others will say oh man, that one is depressed 

again, he’s crying, let him just lie down, you see. It's almost like it's just a thing, 

it's just like having a cold, but in the heart, he'll be alright tomorrow. Tomorrow I 

must put on a face because I can't be around people and... you understand, 

hmm, yeah. (Student, bisexual, 22) 

This indicates that within their circle of friends, some participants experienced a lack 

of support when they shared their emotional problems, which could exacerbate 

psychological issues. Prior research alludes to similar findings, indicating that social 

support is a crucial determinant of mental health among LGBTQIA+ individuals. 

Studies show that a lack of support during adolescence is linked to higher rates of 

mental health conditions and impedes access to mental healthcare services 

(Mangwegape et al., 2024; McDonald, 2018). These effects often persist into 

adulthood, with early social support positively influencing adult adjustment (Snapp et 

al., 2015). Additionally, the beliefs and attitudes of family, friends, and the wider 

community shape health-seeking behaviours, with negative perceptions acting as 

barriers to accessing mental healthcare (Ngwenya et al., 2020). Overall, both the 

presence of support and the social environment are key determinants of mental health 

outcomes and service utilisation among LGBTQIA+ populations. 

4.3.3 Organisational/community level  

At the organisational level, health system factors that act as barriers towards 

accessing mental healthcare services for members of the LGBTQIA+ in Namaqualand 

were identified. The themes generated include limited mental healthcare services and 

healthcare workers’ negative attitudes towards mental healthcare for LGBTQIA+ 

individuals. 
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4.3.3.1 Limited mental healthcare services (Theme) 

Five sub-themes illustrate how limited mental healthcare services act as a barrier to 

access, namely inequality between the public and private sectors, inequality for 

transgender persons, limited working hours at healthcare facilities, insufficient mental 

healthcare professionals, and limited mental healthcare facilities in Namaqualand. 

4.3.3.1.1 Inequality in access to mental healthcare between the public and 

private sectors (Sub-Theme) 

Participants reported that members of the LGBTQIA+ community access mental 

healthcare services in the private sector when they are employed and have private 

medical insurance. However, those without medical insurance reported facing several 

challenges when accessing care in the public sector, as confirmed in the following 

excerpts: 

Yeah, look, the medical practitioners, like the private doctors and stuff have their 

own practices, they’ll probably be able to help you, but I don’t think the clinics 

themselves have such services. I haven’t gone to ask yet, so I assume they don’t 

have them, so I don’t think there are any such services. (Personal assistant, gay, 

42) 

I could be lying if I said no, but the reason I’m saying no is because I’ve never 

heard of any, and why I am saying this is because when I had to start my 

transitioning and I had to see a psychologist, I had to come to Springbok Hospital 

because the psychologist had to write a letter that I’m ready to go on treatment. 

I had to go to Springbok Hospital, and when I got there, I had to call the 

psychologist, that’s the State psychologist, because the other psychologist would 

cost money, and I’m not on medical aid. So, this is me who has a degree and 

works, and I’m not on medical aid. (Teacher, transgender, 27) 

These participants highlighted disparities in the accessibility of mental healthcare 

services in the public and private sectors in Namaqualand. For those who can afford 

private medical insurance, mental healthcare is relatively easy to access, although the 

cost remains high. In contrast, while services may be available in the public sector for 

free, the waiting period presents a major barrier for clients who need urgent mental 

healthcare. This reflects a clear inequality in access to mental healthcare services at 
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the organisational level, largely influenced by individuals’ financial means and their 

ability to afford private health insurance.  

This stark contrast between the private and public sectors aligns with previous 

research by Docrat et al. (2019), which highlighted that the public healthcare sector in 

South Africa is strained and unable to meet growing service demands. Maphumulo 

and Bhengu (2019) further attribute this challenge to the unequal distribution of 

resources, as well as ongoing management and leadership crises in the system. 

However, the private sector is more resourced and more efficient at providing 

adequate services to those who can afford them. This disparity between public and 

private healthcare thus acts as a significant barrier to accessing mental healthcare 

services, often leading to untreated mental health conditions (Young, 2016).  

4.3.3.1.2 Inequality in access to mental healthcare services for transgender 

persons (Sub-Theme) 

The second health systems challenge affecting access to mental healthcare services 

lies at the intersection of mental and physical healthcare, as described by one 

participant who identified as transgender: 

I talked to someone who has been through the journey, but why did I have to talk 

to someone who has been through the journey? Why isn't there a facility where 

I can just go and talk to someone who knows what's going on? Because now I 

have to talk to someone else who has already started the journey and then she 

said but Respondent 4, you identify as female, you're not gay, that's why and 

start with your transitioning and everything. Then I said but I want bigger breasts, 

I don't want a penis anymore, I don't want that anymore. So then I started, there 

was this little clinic that came, and then the clinic was there for a day, and then 

they took names, and then we went to Cape Town. All the girls who want to do 

transitioning you go to Cape Town, you go to the clinic, they do blood tests, HIV 

tests, everything. You see a psychologist there to see if you're ready, then you 

go on the pill, the hormone pill. Depending on what your blood count is now, you 

start on a certain milligram or whatever, then there, you start growing breasts. I 

got less hair on my face, and everything, and then when I came to V Town, I don't 

know what happened there, but then I stopped the whole pill thing and just went 



99 
 

on and on, but I was still Miss Respondent 4, and people accepted me. (Teacher, 

transgender, 27) 

This participant offered a detailed description of the challenges faced when seeking 

both mental and physical healthcare related to their gender identity in Namaqualand. 

Transgender individuals in this district are required to travel to Cape Town to access 

services that support their physiological and psychological needs as they transition. 

This situation highlights a broader structural inequity within the health system, where 

specialised and gender-affirming care is concentrated in urban centres, leaving those 

in rural areas with limited to no access. Consequently, geographical isolation and the 

centralisation of services act as significant barriers to equitable mental healthcare for 

transgender individuals. As a result of these barriers, the participant abandoned the 

process of transitioning after returning to Namaqualand, although they still identify as 

transgender. 

Similar health systems challenges were identified by Müller (2017), who explored the 

availability, accessibility, acceptability, and quality of healthcare for LGBT individuals 

in South Africa. It was found that only three tertiary public hospitals in the country 

provided gender-affirming care, which included hormonal, psychological, and surgical 

treatment. None of these hospitals was in the Northern Cape Province. Another South 

African study explored rural transgender individuals’ access to healthcare services and 

found that government services were mainly centralised in urban areas; therefore, 

individuals residing in informal settlements and rural areas did not have easy access 

to these services. Furthermore, it was noted that resource allocation in rural areas is 

markedly low, further exacerbating disparities in access to healthcare services 

(Zambezi & Viljoen, 2024).  

4.3.3.1.3 Limited working hours at public healthcare facilities (Sub-Theme) 

Some participants were aware that mental healthcare services were available at public 

healthcare facilities in their community. However, these services were only accessible 

during the day as clinics operate between 8:00 and 16:00. One participant elaborated 

that the hospital was open twenty-four hours a day, seven days a week, but it was 

located far away from their community, and ambulances always arrive late: 

That’s the thing, that’s why I made the example, maybe it’s past 5 pm or late at 

night, then we have to go to the hospital, you see, because we are here in town 
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4, and maybe there’s no transport. The clinic closes at 4. There is no one at the 

clinic, you see, so it’s either you go to the hospital, or you have to um… you have 

to know someone who can do a session with you, or maybe the priest or 

someone… Let’s say the clinic is closed at 4 p.m. and I have nowhere to go, so 

that person will just sit there, and no further steps will be taken, which could make 

the situation worse. (Social work student/intern, bisexual, 23) 

Benjamin et al. (2021) similarly found that mental health services in rural areas of 

South Africa are often unavailable or located at considerable distances from the 

communities that they serve, making access particularly challenging for individuals in 

need.  

4.3.3.1.4 Insufficient mental healthcare professionals (Sub-Theme) 

The fourth health systems factor identified by participants as a barrier to accessing 

care was the shortage of mental healthcare professionals in Namaqualand. Two 

participants expressed their frustration with the lengthy waiting periods, sometimes 

extending for months, before being able to see a psychologist, as illustrated in the 

following excerpts:  

Yes, but it takes a long time, it takes a long time because I know if you have to 

see a psychologist at a clinic, let's say if the appointment is made, then it's after 

a month, for heaven's sakes! You need the help now, you can't wait another 

month, what happens in that month? For heaven’s sake, we don’t even have a 

psychologist. We have one person who has to serve the whole of Namaqualand, 

and that’s a psychologist; it isn't even a psychiatrist. For a psychiatrist, you have 

to go to Upington. (Fashion designer, gay, 33). 

I had to wait so long to see a psychologist… It was like 3-4 weeks, it was full, and 

there is only one psychologist who works here in Namaqualand. So, he is in this 

place, then he is in that place, then I got a date for the twentieth, so that’s another 

two weeks, but after those two weeks or that month, my well-being is immediately 

different. I needed a psychologist at that time to tell my story. The readiness 

mentally was there at that time, now my story is completely different because I 

waited so long, and it was so disappointing for me. (Teacher, transgender, 27) 



101 
 

This finding illustrates how limited specialised human resources can hinder access to 

mental healthcare. Rathod et al. (2017) partly explain this by the finding that low- and 

middle-income countries, such as South Africa, allocate only a small portion of their 

healthcare budgets to mental health, and these limited resources are often allocated 

inefficiently. Such systemic underfunding and misallocation contribute directly to the 

challenges experienced by participants in accessing timely psychological care. 

According to Docrat et al. (2019), only about 5 % of South Africa’s national health 

budget is allocated to mental healthcare. These challenges are even more pronounced 

in rural areas such as Namaqualand, as mental health is considered a specialised 

service and is therefore concentrated in urban areas (Vergunst, 2018). Research 

investigating the number and distribution of mental healthcare providers in rural parts 

of South Africa identified 0.68 mental health nurses per 100,000 population compared 

to 9.7 mental health nurses per 100,000 population overall. Furthermore, 64% of rural 

healthcare facilities did not have psychologists on their staff (De Kock & Pillay, 2016). 

It was also reported that rural communities had 0.03 psychiatrists per 100,000 

population (Janse van Rensburg et al., 2022). This clearly underscores the mental 

health disparities faced by LGBTQIA+ individuals in rural communities. 

4.3.3.1.5 Inadequate mental healthcare facilities (Sub-Theme) 

In addition to the shortage of mental healthcare professionals, participants identified 

inadequate mental healthcare facilities in Namaqualand as a barrier to accessing care. 

Several participants compared the district to Cape Town, noting that the availability of 

facilities for LGBTQIA+ individuals requiring in-patient treatment is far more limited in 

Namaqualand. One participant lamented:  

No way, not that I know of, I'm dead serious, otherwise, I'm at fault, but I don't 

know of a specific place in Namaqualand, no, I don’t know of a place like that. … 

I don't know specifically, but I know L's friend, C he also went through a dark 

time, but C, well, his parents have money, so they booked him in at a mental 

healthcare place. Not in Namaqualand because he looked for a place in 

Namaqualand, but there wasn't one, so he was booked in Cape Town. You see, 

so unfortunately, Namaqualand doesn’t have. (Event planner/radio host, gay, 36) 

Although all participants resided in Namaqualand, most perceived Cape Town as the 

ideal location for accessing adequate physical resources to meet the mental 
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healthcare needs of LGBTQIA+ individuals. This contrasts sharply with Namaqualand, 

where participants reported a lack of in-patient facilities specifically dedicated to 

mental healthcare. 

These findings align with Lehohla (2011), who reported that healthcare facilities are in 

closer proximity to urban neighbourhoods than to rural areas. Similarly, Benjamin et 

al. (2021) found that specialised mental healthcare services are scarce in rural South 

Africa, including in the Northern Cape, mirroring the experiences reported by 

participants in this study. The lack of mental healthcare facilities makes it difficult for 

LGBTQIA+ individuals in the Namaqualand community to access essential services, 

which may result in untreated mental health conditions and further reinforce barriers 

to care.  

4.3.3.2 Negative attitudes of healthcare workers (HCWs) towards mental 

healthcare & LGBTQIA+ (Theme) 

The sub-themes generated under the theme “negative attitude of HCWs” included 

perceptions of limited knowledge among HCWs, HCW stigmatisation of LGBTQIA+ 

individuals, and poor service delivery for mental health conditions in Namaqualand.  

4.3.3.2.1 Perceived knowledge gaps among healthcare workers on LGBTQIA+ 

mental health needs (Sub-Theme) 

There was a perception among the participants that nurses and lay counsellors, who 

are predominantly cisgender women, lack training on the unique healthcare needs of 

LGBTQIA+ individuals. A young participant who identified as non-binary described 

how nurses and peer educators providing counselling at primary healthcare facilities 

often fail to understand the physical and psychological needs of LGBTQIA+ 

community members, as illustrated in the following quotes: 

I don't really know how they experience it, but what I can say is the clinic sisters, 

or the nurses, there's a lack of information, a lack of education sometimes, and 

I'm specifically talking about the sisters, the peer educators, the people who 

should give the counselling to the clients. There's no counselling services and 

such things. Rather, there are services, they are just watered down, you see, you 

do it just because you have to, because its uhm there’s someone who needs to 

be counselled, then I (the gay person) am there thinking it's a death sentence. 

(Radio presenter, non-binary, 26) 
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Theres no uhm…there won’t be a sister that knows how to deal with me if I walk 

in there with tears in my eyes because of something that happened. Hmm, and 

you must remember, we can’t really say, I don’t know why gay people don’t want 

to talk about their rapes, it’s sad. Like I know about people who have been raped, 

but they won’t talk because who are they going to go and talk to? Definitely not 

the sisters at the clinic. (Radio presenter, non-binary, 26) 

For this participant, the prospect of seeking mental healthcare at public health facilities 

in Namaqualand was described as comparable to a “death sentence”. This extreme 

reluctance to seek both mental and physical healthcare, even in extreme 

circumstances such as rape, appears to stem from the perceived lack of knowledge 

of healthcare workers regarding the specific mental health needs of LGBTQIA+ 

individuals. 

This finding is consistent with prior research highlighting the knowledge gaps among 

healthcare providers regarding LGBTQIA+ health needs. Nowaskie and Sowinski 

(2019) found that healthcare providers in the USA felt uninformed about LGBTQIA+ 

health needs, clinical management, and referral pathways. Such gaps in knowledge 

contribute to reluctance among LGBTQIA+ individuals to seek care, particularly 

following traumatic experiences such as sexual violence. The resulting mistrust can 

lead to avoidance or delays in accessing health services. Similarly, Müller (2017) found 

that many LGBTQIA+ individuals in South Africa delay or avoid seeking healthcare 

because of healthcare worker incompetence or discrimination. Ford et al. (2024) 

further noted that poor quality of care could potentially be attributed to a lack of cultural 

competency and understanding among healthcare providers. Whether real or 

perceived, this lack of knowledge and skills to assist LGBTQIA+ individuals, both 

physically and psychologically, acts as a barrier towards mental healthcare access and 

could further exacerbate existing mental health conditions.  

Moreover, some participants expressed concern that heterosexual psychologists often 

lack the cultural competence, lived experience, or sensitivity necessary to fully 

understand and address the unique psychological and emotional needs of LGBTQIA+ 

individuals. One participant, who identified as queer, described their subjective 

experience while seeking care with a psychologist in Namaqualand as follows: 
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I went to the psychologist here too, um, I talked to her, and I just thought she 

didn't understand 100% what the issues were because she said a homosexual 

relationship is the same as a what is the word? A heterosexual relationship and 

I disagree a bit with that, and the fact is that they always want to use religion to 

apply therapy and keep you, basically, in your lane and that was a bit of a problem 

for me. (Intern/graduate student, queer, 25) 

The participant also described how the psychologist incorporated religion into therapy, 

which they considered unprofessional. This perceived disconnect between the client 

and the psychologist can lead to feelings of misunderstanding, invalidation, and 

marginalisation within the therapeutic settings, ultimately undermining the 

effectiveness of mental healthcare for LGBTQIA+ individuals. 

Research conducted in other contexts has demonstrated how heteronormative 

prejudice can infiltrate the relationship between heterosexual therapists and clients 

who identify as sexual minorities, with negative implications for the psychological well-

being of the client (King, 2015). These displays of heteronormative assumptions by 

therapists have been described by some authors as sexual orientation 

microaggressions that sexual minorities experience when seeking mental healthcare 

(Spengler et al., 2016). Also, clients’ perceptions of their therapists have been proven 

to have an impact on the therapeutic relationship. A nation-wide online survey 

conducted among LGBTQ clients in the USA found that clients' perceptions of LGBTQ 

affirmative therapy had a strong correlation with the therapeutic relationship and the 

psychological well-being of the client (Alessi et al., 2019). Therefore, Psychologists 

who were unconscious of their heteronormative assumptions in a clinical setting were 

perceived by members of the LGBTQIA+ community in Namaqualand as deterrents in 

their quest for accessible mental healthcare. 

4.3.3.2.2 Perceived unethical conduct by healthcare workers toward LGBTQIA+ 

mental health needs (Sub-Theme) 

Unethical conduct in this context refers to situations where nurses did not take patients’ 

experiences of mental health conditions seriously and therefore did not refer them to 

psychologists for counselling within the public healthcare system. In addition, failing to 

keep information confidential also falls under the category of unethical conduct. Such 

perceived unethical behaviour by healthcare workers in primary healthcare facilities, 
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particularly regarding mental healthcare needs of the LGBTQIA+ individuals, could 

serve as a deterrent to help-seeking. This finding is corroborated by the following 

comments: 

You go to the clinic and say you think you're suffering from depression, they laugh 

at you, they laugh at you. No, not you! You can't have depression, never, really? 

That time after I lost my mother, it was the hardest for me because, whether she 

accepted it [gay identity] on her deathbed or not, she and I were so close, she 

was my buddy, we're literally best friends. I could share anything with her. When 

she died, I fell into a dark hole, and I went for help at the clinic. I said, I think I 

have depression. Oh, for God's sake, that nurse laughed at me. Oh no! not you, 

Respondent 6. You're so cheerful and lively on the air, and I'm thinking, what the 

fuck? (Events planner/radio host, gay, 36). 

Yeah, man, remember I won't always know what she's going through. She, she 

doesn't talk, you see, but like I told you, I feel they should have referred her to 

someone because they didn't even advise my aunt, her, and her mom to say, 

"Look, you need to get help or get her to an institution or something." How do 

you send someone home who is a danger to themselves, how does that make 

sense? So now you can see how messed up it is...(Student, bisexual,22). 

I won’t feel comfortable telling the whole story about what happened last night to 

the aunty [referring to a cisgender female nurse] who is sitting in front of me, 

because people hear. We hear our secrets in the streets, you see? You hear 

other people’s stories literally and for me working in the news space where I hear 

lots of stories (Gasps) No man! Surely, they can't talk about such things, but then 

you see them. We're right across from the clinic, then we see them sitting, all of 

them in a group. Meanwhile a gay guy is committing suicide in the mountain. 

Here you are all sitting in a group smoking cigarettes and drinking tea. And then 

for me it’s just like it's frustrating, Then I don't know how to react, then I just say 

fuck it anyway, let's just get back to work. (Radio presenter, non-binary, 26) 

 
Research supports the finding that LGBTQIA+ individuals do not access healthcare 

services because of the unethical treatment by healthcare workers. Duby et al. (2018) 

found that some LGBTQIA+ participants in the Free State and the North West 
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Provinces, avoided accessing healthcare services due to discrimination and 

judgement from healthcare providers. Perceived unprofessional behaviour also 

included lack of confidentiality, with participants reporting that private conversations 

were sometimes shared among nurses or with the broader community. This aligns with 

a systematic review by Brooks et al. (2018) who reported that LGBTQIA+ individuals 

were not open to disclosing their sexual orientation out of fear that healthcare workers 

would not keep information confidential and that their friends and family would find out. 

4.3.3.2.3 Perceived stigmatisation of transgender persons by healthcare 

workers (Sub-Theme) 

Stigma was identified as another barrier to accessing mental healthcare, specifically 

for transgender persons accessing treatment in the public healthcare setting. One 

participant who identified as transgender described experiencing stigma when a doctor 

attempted to persuade them from proceeding with their gender transition, stating that 

they were “already so beautiful”:  

I would say it's stigma because when I got to the hospital and I explained my 

situation, the doctor told me I'm already so beautiful, it's not necessary to go 

through all these things, and now you have to see a psychologist, just leave it 

like that. So, I said no man, I don't feel like that, I want to go for treatment again. 

I can’t afford treatment with a private doctor, so I have to go through the hospitals. 

Okay, so let's see you again next week, then we'll look into it again, and then 

we'll get you a psychologist. So, I feel it was responded to with stigma… It wasn't 

nice for me because I just felt less worthy, I immediately felt like, If I can make a 

quick example, you know, marshmallows are white and pink, you immediately 

feel like a red marshmallow in that white and pink packet, you immediately feel 

like, wow, you're on one side, people look down on you, I felt too pressed down. 

I wasn't emotionally well about it, and I told my mom, like, I don't feel like I want 

to continue with transitioning because the doctors and staff have this type of 

attitude towards you, and how long do I have to wait for a psychologist and stuff. 

(Teacher, transgender, 27) 

Although the statement may have been intended as a compliment, when one takes 

into consideration the unequal power dynamic between the doctor and the client, it 
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becomes evident why this statement had a negative effect on the participant’s self-

esteem and ultimately resulted in the discontinuation of the transition process. 

The experience shared by the participant resonates with research done by Zambezi 

and Viljoen (2024), who found that transgender individuals frequently experience both 

direct and indirect discrimination from HCWs. This demonstrates a lack of sensitivity 

on the part of HCWs which can be invalidating for the clients. Consequently, negative 

attitudes among healthcare workers, particularly toward transgender persons, 

manifest as stigma and serve as a significant barrier to seeking mental healthcare.  

4.3.3.2.4 Perceived poor service delivery for mental health conditions in 

Namaqualand (Sub-Theme) 

Several participants used strong, often derogatory, language to describe the poor state 

of healthcare service delivery in the Northern Cape Province. They indicated that this 

sub-standard provision has contributed to the sub-optimal level of mental healthcare 

available in Namaqualand. The following excerpts illustrate the sentiments expressed 

by two participants: 

Health in the Northern Cape is shit! That is why they don't have the energy to 

pay attention to things like mental health because I just sit there to earn my 

paycheck, there's nothing more. I took an oath to help my fellow man, and then 

again, the good ones are excluded, some of them are going to try their best, but 

the rest are there for the paycheck, they don't have time for such things. (Events 

planner/radio host, gay, 36). 

Look, that time I was smoking weed so when they heard I smoked weed, it was 

just about the weed and stuff. So, I just feel it's because that guy (referring to 

healthcare provider) couldn't look deeper maybe he could have known what the 

real problem was, but I quit the weed and I was still sick you know, you 

understand, that's how I feel… I think I was supposed to see psychologists, but I 

can't remember if the psychologist came or not. (Shop assistant, lesbian, 26) 

The participant noted that some HCWs either fail to refer clients to the next level of 

care or do not undertake comprehensive mental health screenings. These could be 

because HCWs are not sufficiently trained on mental health issues or excessive 

workloads within the public healthcare sector.  
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Previous research has shown that there are a limited number of HCWs who are 

sufficiently trained in mental healthcare, specifically in rural areas (Docrat et al., 2019; 

Vergunst, 2018). This is in keeping with the broader national trend where 

underfunding, inadequate facilities, and long waiting times contribute to a healthcare 

system that is ill-equipped to meet the mental health needs of the country (Docrat et 

al., 2019; Lund et al., 2012). The sub-optimal level of service delivery for mental health 

conditions in the Northern Cape, and specifically in Namaqualand, has a compounding 

effect on members of the LGBTQIA+ community who seek care in the public sector. 

4.3.4 Societal level  

At the societal level, the perceived barriers to accessing mental healthcare services 

relate to cultural and societal norms, as well as policies that may negatively influence 

access to mental healthcare services. The overarching theme that was identified is 

described as inadequate LGBTQIA+ mental health support systems.  

4.3.4.1 Inadequate LGBTQIA+ mental health support systems (Theme) 

Inadequate mental health support systems encapsulate the social and cultural factors 

that act as barriers for LGBTQIA+ individuals seeking mental healthcare services in 

Namaqualand. Two sub-themes were identified from this theme, namely perceptions 

of social norms that stigmatise mental health conditions and perceptions of 

unsupportive cultural norms in Namaqualand's Coloured communities. 

4.3.4.1.1 Perceptions of social norms that stigmatise mental health conditions 

(Sub-Theme) 

Several participants identified social norms that stigmatise mental health conditions 

within the LGBTQIA+ community. Behaviours such as minimising negative emotions, 

gossiping about mental health conditions, labelling mental health conditions as 

insanity and the social practice of not talking about one’s feelings were perceived as 

contributors to mental health stigma. Two participants who identified as lesbian shared 

their experiences and perceptions of social stigma, as illustrated below: 

I don't know, I can't really remember what happened that year, but I was just you 

know, as I said I wasn't okay maybe I was depressed and at our house, at my 

auntie's house, there’s usually a lot of people who come to visit. They are, I guess 

I can say they're outsiders, and I’m not talking about the people who live there. 
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So, then these people would gossip, and stories would go around about 

Respondent 8 being crazy and stuff and running around and Respondent 8 doing 

this and that...(Shop assistant, lesbian, 26) 

Uhm, if you are going to tell them that you have depression, then they will be like, 

oh it is that guy of yours that’s making you feel like that. Or if you have suicidal 

ideation, then it...It’s never a mental health problem. Something else will always 

get the blame. It’s because they grew up like that in those times, you can’t be 

sad, you can’t be depressed, you must get up and move forward. (HR intern, 

lesbian, 27) 

While one participant described their subjective experiences of being labelled as 

“crazy” by community members because they were dealing with a mental health 

condition, another highlighted how some people in Namaqualand often dismiss or 

invalidate the lived experiences of those with mental health conditions. These attitudes 

and behaviours, rooted in broader social stigma and prevailing community norms, can 

create barriers towards health-seeking behaviour for members of the LGBTQIA+ 

community. 

This finding correlates with previous research indicating that social stigma surrounding 

mental health hinders individuals from seeking help or having open conversations 

about their emotions. Javed et al. (2021) highlight that in low- and middle-income 

countries, social stigma surrounding mental health has an impact on the perceptions 

of mental health as well as health-seeking behaviour. This influences not only 

individuals with mental health conditions but also mental healthcare workers and 

health systems as a whole. Similarly, research in more conservative settings of Middle 

Eastern and North African countries also found that stigma is a barrier to mental 

healthcare access (Booth et al., 2024). These findings resonate with the situation in 

Namaqualand, where conservative social values encourage silence around emotional 

distress and discourage mental health-seeking behaviour. Moreover, mental health 

stigma, in this context, intersects with homophobia and discourages members of the 

LGBTQIA+ community from seeking mental healthcare. A global systematic review 

conducted by Maltempi et al. (2024) supported this intersectional perspective, 

indicating that societal stigma stemming from mental health conditions, sexual 
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orientation, and other sources hurts health-seeking behaviour and mental health as a 

whole. 

4.3.4.1.2 Perceptions of unsupportive cultural norms in Namaqualand's 

coloured communities (Sub-Theme) 

Several participants explained how cultural norms, specifically within Coloured 

communities in Namaqualand, are unsupportive of mental health. This lack of support 

ranges from the outright denial that mental health conditions does not exist, to 

perceptions that cultural norms on mental healthcare-seeking behaviour are shaped 

by race, with cultural norms in white households being depicted as more supportive 

than Coloured communities. The intersection between race and cultural norms in the 

context of lack of support for mental healthcare is elucidated in the quotes below:  

I can say cultural ways of doing things play a role, not just culture but my 

understanding, as I can see in movies and such or in my community, is that if 

maybe you grew up in a white household, then people might say, um, you might 

need to see a psychologist or something, but in our coloured communities or 

black communities, they might just say no, this child is showing off, he's fine. Cry 

if you want to cry or have a beer; our escape is not to go see a psychologist. And 

you might have mental health issues, so I think culture plays a big role, or rather, 

your race, I should say. (Teacher, transgender, 27) 

In Coloured households, I think mental health issues are, you're either right or 

you're not (laughing). Mental health doesn't exist, so if you're depressed, you 

should get up and go to work or do something to get out of that mood, but 

depression just doesn't exist, and I think that's how it is still seen or how mental 

health issues are seen…I think I experienced a bit of that with the drug abuse, 

when I started getting sober, it was something that you know when it feels like 

it's too hard to get your feet out of bed then you lie there in the dark room for two, 

three days and it's difficult to get up to bring yourself to just feel normal again 

because I always said that thing just overwhelmed me and took me over and until 

I feel better. (Personal assistant, gay, 42) 

Cultural norms shape how different groups perceive and engage with mental health, 

influencing whether individuals seek mental healthcare services. Booysen et al. (2021) 

found that in the Eastern Cape, culture plays a significant role in how mental health 
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conditions are understood, expressed, and treated. Likewise, another South African 

study reported that some cultural groups perceived mental health as a Western or 

“white” concept and therefore not as important as physical health (Moonsamy & 

Gurayah, 2024). These studies underscore how culture can negatively impact access 

to mental healthcare services.  

This section has demonstrated how stigma manifests at all four levels, including self-

stigma at the individual level, lack of acceptance of LGBTQIA+ identity by families at 

the interpersonal level, perceived stigma from healthcare workers at the organisational 

level, and social stigma at the societal level. It has also shown that a single concept 

can have an impact across all four levels of the SEM, although it is experienced or 

perceived in different ways by participants. Therefore, SEM levels should be viewed 

as interconnected rather than individual. 

The following section describes and discusses the participants’ perceptions and 

experiences of facilitators to accessing mental healthcare services in their community. 

4.4. Perceptions of the LGBTQIA+ Community on Facilitators to Mental 

Healthcare Access  

Despite numerous challenges to accessing mental healthcare services, the 

participants also identified several facilitators, which were categorised at the individual, 

interpersonal, and organisational levels. The participants did not identify any 

facilitators to access at the societal level.  

4.4.1 Individual level  

Individual level facilitators refer to personal factors that enable LGBTQIA+ individuals 

to access mental healthcare services in Namaqualand. These factors include 

knowledge, attitudes, and beliefs that support access to mental healthcare. Two 

themes namely knowledge of mental health and Positive attitudes toward the 

utilization of mental healthcare emerged as facilitators at the individual level. 

 

 



112 
 

4.4.1.1 Knowledge and attitudes about mental health (Theme) 

Knowledge of mental health encompasses both formal and informal education that 

participants had about mental health and where to access mental health services. The 

two sub-themes that were identified are formal and informal education on mental 

health and knowledge of signs and symptoms of mental health conditions.  

4.4.1.1.1 Formal and informal education on mental health (Sub-Theme) 

At the individual level, participants described exposure to tertiary education as a 

facilitator of mental healthcare access, as it provided information about mental 

healthcare and offered access to services that are easily accessible to students. In 

contrast, participants who did not have access to university or college education relied 

on mainstream media and social media as informal sources of mental health 

information. One participant commented: 

Most of my friends have also studied, so naturally they would understand, but 

unfortunately those who haven't studied, it's a bit of a struggle for them to 

understand what it's really about, but thanks to social media and TV and radio, 

they are also up to date with what mental health issues are and how you can fall 

into it or how your mental health can be influenced and the symptoms of mental 

health. (Intern/graduate student, queer, 25) 

Mental health education, whether gained through informal or formal channels, 

improves mental health literacy and acts as a facilitator to accessing care. Studies in 

the UK identified that the higher an individual’s mental health literacy, the greater the 

likelihood that they would seek help (Jung et al., 2017). Additionally, regardless of the 

stigma attached to mental health, individuals who understood the importance of mental 

health actively sought help (Fleary et al., 2022). 

4.4.1.1.2 Knowledge of signs and symptoms of mental health conditions (Sub-

Theme) 

Some participants used formal words, like “depression” and “anxiety,” to describe their 

experiences and perceptions of mental health conditions. While others made use of 

more informal language when describing intense negative emotions, such as “being 

in a dark hole” or “the inability to get out of bed in the morning”. A teacher who identified 

as transgender explained the importance of knowing the signs and symptoms of 

mental health conditions as follows: 
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There are, of course, signs and symptoms that you can notice, and words that 

are usually associated with mental healthcare, like depression and such, which I 

can link to mental health, but I believe a person will, or I personally will be aware 

if my mental health isn't okay; my body will give me signs and so on. (Teacher, 

transgender, 27) 

Another member of the LGBTQIA+ community who is also a social worker in 

Namaqualand described how knowledge of mental health conditions could act as a 

facilitator to access care by demystifying common mental health conditions like anxiety 

and depression in the following words:  

Yes, if you can call the thing by its name, then you know, and then you know why 

you need help. So, if you don’t know, if you can’t name it, then I don’t think you 

will be able to get help. You can’t identify it, so it's vocabulary, the ignorance, yes. 

If you know what the situation is, then you would know where to get help, what 

the problem is, what triggers it. (Social worker, gay, 32) 

Previous research indicates that more knowledge about mental health increases the 

likelihood of seeking care. For example, studies in the US found that understanding 

signs and symptoms of mental health conditions (Jung et al., 2017) and recognising 

the importance of mental health (Fleary et al., 2022) facilitate access to care. 

Furthermore, a longitudinal study in Switzerland found a positive correlation between 

mental health literacy and mental health service use (Bonabi et al., 2016). 

4.4.1.2 Positive attitude towards the utilisation of mental healthcare 

services(Theme)  

Attitudes toward mental health describe participants' attitudes toward the utilisation of 

mental health services. One participant described how taking medication for 

depression changed their attitude towards the treatment of mental health conditions. 

They also used their experience to educate others about mental health, as can be 

gleaned from the following excerpt: 

I don't think I've experienced stigma because everyone I come into contact with, 

I try to explain, this is what it is, that's the difference, that's what the pill does, 

that's what changes your brain [referring to medical treatment for depression]. 
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So, I try to educate, in my own way, for the people who don't understand. 

(Fashion designer, gay, 33). 

Another participant described maintaining a positive relationship with their primary 

healthcare physician, who, in the absence of a mental healthcare provider, offered 

counselling when needed. Although the doctor was based in Cape Town, the 

participant continued to keep in contact, valuing the ongoing support they received. 

It was in 2014 when I was in Cape Town and I was diagnosed with HIV at that 

time, and I had no one to talk to about it. I came back here and I had no access 

to any mental health institutions or access to talk to anyone; I didn't even know. 

I knew [Richie Cloete Consultancy] was here, but I don't think I was comfortable 

enough at that stage to share it with anyone else. Um, my mom and dad know 

about it, my brother knows, and a few of my friends. Um, so when I found out or 

when I was diagnosed with it, was it Men's Health?, I tried calling or sending 

emails, no one got back to me, so I tried to deal with it myself and went to see 

the doctor and ever since, I think the doctor has been my counsellor and still is 

to this day, and I never changed doctors, he's still in Cape Town and I'm here but 

we're still in contact. (Personal assistant, gay, 42) 

A positive attitude towards mental health and the utilisation of mental healthcare 

services can facilitate access to care. Bonabi et al. (2016) found that individuals who 

believe in the effectiveness of treatment and have a positive attitude towards mental 

health are more likely to use mental healthcare services. Similarly, Vidourek and 

Burbage (2019) reported that among American university students, a positive attitude 

towards mental health improves the likelihood that individuals will seek help and that 

they will support their peers to access appropriate mental healthcare. 

4.4.2 Interpersonal level  

Facilitators of access to mental healthcare services at the interpersonal level were 

centred around a single theme, namely relational support. This was reflected in two 

sub-themes, which included support from family and support from friends.  
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4.4.2.1 Relational support (Theme) 

Participants described that having the support from someone within their social circle, 

whether it be family or friends, made mental healthcare more accessible. Participants 

differentiated the support into support from family and support from friends. 

4.4.2.1.1 Support from family (Sub-Theme) 

Family members in this context extend beyond the nuclear family to encompass 

grandparents and cousins. Several participants identified their mothers and 

sometimes their grandparents as the people with whom they felt safe enough to share 

their feelings with as members of the LGBTQIA+ community. Having support from at 

least one member of the family could encourage LGBTQIA+ individuals to seek mental 

healthcare when required, as illustrated in the following quotes:  

Okay, I have known R.C my whole life, and through my mom as well, so I know 

for sure that she is the one who will always refer R.C to other people and 

everything. I think if she wasn’t here, I mean she is an unqualified counsellor, but 

if she had seen that she couldn’t help me further, she would have known which 

place to refer me to. (Social work student/intern, lesbian, 23) 

So, mental health is also important, because there were a few cases of self-harm 

you see and people who have become dependent on substances, and then we 

usually have these family gatherings every year, and then the WhatsApp group, 

where we check up on each other. Since my one cousin passed away, she 

committed suicide, depressive and all of those things, so it has become a thing 

in our family we must talk to each other, find someone in the family that you are 

close with and talk. (Social work student/intern, bisexual, 23). 

Another participant was able to access mental healthcare in the public sector through 

a relative who worked as an HIV counsellor at the PHC facility: 

I had an uncle who worked at the clinic. He was an AIDS counsellor; he made it 

his duty to help me with my mental health, you know, and he passed away. (Shop 

assistant, lesbian, 26) 

This finding aligns with previous studies, which reported that acceptance and 

emotional support from family members facilitate mental well-being and help-seeking 

behaviour (Ryan et al. 2010). More specifically that LGBTQIA+ individuals who receive 
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emotional support from their families are more likely to access mental healthcare 

services (Russel & Fish, 2016). Family support and advocacy are particularly 

important as they can provide resources and guidance for health-related decisions, as 

shown in a study among young American adults in the LGBTQIA+ community by 

Snapp et al. (2015). Similarly, research among adolescents in Los Angeles found that 

transgender youth have higher life satisfaction if they have family support and that 

family support acts as a buffer against mental health conditions such as depression 

(Simons et al. 2013). These findings highlight the important role of family support as a 

facilitator of mental healthcare access for LGBTQIA+ individuals. 

4.4.2.1.2 Support from friends (Sub-Theme) 

Apart from the support provided by family members, support from friends was also 

identified as a facilitator of access to mental health services. Many participants 

indicated that having a network of supportive friends in the LGBTQIA+ community in 

Namaqualand acts as a facilitator of access to mental healthcare services. One 

participant iterated: 

It was easy because I knew people, because I knew R.C. I had contacts, 

networking, things like that. So, it made it easier and I knew I needed it, because 

I couldn’t deal. My hair also started to fall out. This beautiful hair had patches. 

Then I realized no this is not right, and I googled it, you see, read up, understand. 

Okay my hair is falling out and my nails, you see those little white stripes on your 

nails, apparently it's signs, insomnia, and what, what. R.C, sounds like 

something’s wrong with me! (Radio presenter, non-binary, 26) 

Support from a network of friends was also reported as critical by young people who 

had experienced rejection from their nuclear and extended families because of their 

sexual orientation. One participant describes how reaching out to a friend for support 

saved her life because she was able to seek help at the hospital in Namaqualand:  

Mentally, it helped me a lot, because I also had suicidal ideations due to the fact 

that I was crucified at home…Yes, I did, I reached out to a friend of mine… I was 

emotionally damaged, but with time I managed to pick up the pieces because I 

didn’t want to be someone that I’m not…I drank pills and I ended up in hospital, 

I almost died, but by God’s grace...yeah and I also slit my wrists… Nobody knew 

about it, except for one of my friends. Even till this day it’s only my friend and my 
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current partner that knows what I did…I mean my grandparents and parents don’t 

know. (HR Intern, lesbian, 27) 

Boutilier et al. (2024) found that social support from within the LGBTQIA+ community 

has an impact on the emotional well-being of transgender and nonbinary individuals 

in the US. Sharing similar experiences encourages openness about mental health and 

promotes help-seeking. Similarly, Crockett et al. (2022) reported that among 

LGBTQIA+ students in Chile, friends and partners often played a key role in 

encouraging participants to seek mental healthcare when they noticed signs of 

distress. These studies highlight that support from friendship and community networks 

is a vital facilitator for mental healthcare access for LGBTQIA+ individuals. 

4.4.3 Organisational/community level  

Facilitators of access to mental healthcare services at the organisational level were 

centred around a single theme, namely, access to care outside the public health 

system. It was reflected in two sub-themes, including private medical insurance and 

faith-based organisations.  

4.4.3.1 Access to quality mental healthcare services outside of the Public 

Healthcare Facilities (Theme) 

Most participants had a perception that the private sector provided good quality and 

easily accessible mental healthcare services for LGBTQIA+ individuals who were in 

formal employment or belonged to families who had the financial means to pay. Some 

participants had experienced easy access to mental healthcare services in the private 

sector, while for others, access was facilitated through faith-based organisations.  

4.4.3.1.1 Private Medical Insurance (Sub-Theme) 

Participants who are engaged in formal employment had access to private health 

insurance policies, which facilitated access to health services, including mental 

healthcare, in the private sector. One participant described how accessing mental 

healthcare services in the private sector made it possible for them to finally come to 

terms with depression, which they had struggled with for many years: 

I went to the General Practitioner(GP) and explained my feelings because at that 

time I developed anxiety, then they referred me to a psychologist and the 

psychologist and I worked through a lot of things and we talked about things and 
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she just put me a bit on the right path in terms of self-acceptance and the identity 

issues I went through there, so yeah. But here, I would say most of the time you 

give another version of yourself so they don't necessarily have to see the real 

you, so it's difficult for them to really impact you, or it makes it easy for you to 

protect yourself, or in my case, it was like that, to not let them impact you, but it's 

very easy to also be impacted because even if I have to think back to my school 

years, someone could just say one bad word and then you feel sad and 

uncomfortable for a week, and as you get older then you'll actually realize but it 

was depression at that time, but you didn't realize it yourself at that stage. 

(Intern/graduate student, queer, 25) 

Young (2016) and Docrat et al. (2019) highlighted the disparities between the private 

and public healthcare sectors in South Africa, noting that the public sector was 

underfunded and overburdened while the private sector had better quality of care, 

better facilities, and better resources, all of which led to better health outcomes for 

those who can afford them. Furthermore, Müller et al. (2020) highlighted that their 

participants held the perception that the private sector was more welcoming to the 

LGBTQIA+ community in South Africa. The study further found that there was only 

slightly less discrimination within the private sector towards LGBTQIA+ individuals. 

However, the perception that the private sector is less discriminatory could make it 

more accessible to the LGBTQIA+ community. 

4.4.3.1.2 Faith-based organisations (Sub-Theme) 

According to the participants, Namaqualand is a very religious community, and many 

of the norms are influenced by the church. Two participants described how they 

perceived and experienced the church and spiritual leaders as facilitators of access to 

mental healthcare as follows: 

Okay, as far as I know, the church is definitely there. We have the group that’s 

there, um, but the social workers, I want to say, they're not so involved from what 

I know. Yes, the church definitely, and then there’s the clinic, that’s also there, 

and that’s it. (Social work student/Intern, bisexual, 23). 

There are many spiritual leaders who don’t want anything to do with us, but there 

are a few who are very supportive. Like the father in our church supported me, 

because many people had a problem with me being so active in all the structures 
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of our church, they felt like because I was a lesbian, I couldn’t take part in the 

church’s activities and stuff like that. I wanted to leave the church; I didn’t want 

anything to do with the church anymore, until the priest reached out to me, and 

he came to our house to speak to me. (HR Intern, lesbian, 27). 

These views contradict previous research by Darmansjah et al. (2019), who found that 

religious spaces are usually non-affirming and could have a negative impact on the 

mental health outcome for LGBTQIA+ individuals. While religious organisations are 

often perceived as spaces that are dominated by homophobia (McCann et al., 2020; 

Pallotta-Chiarolli et al., 2021), participants in this study described certain churches and 

spiritual leaders in Namaqualand as supportive, providing emotional support and faith-

based counselling that facilitate access to mental health services. This indicates that 

at the organisational level, faith-based organisations can play a key role in efforts to 

promote mental-health seeking behaviours amongst members of the LGBTQIA+ 

community. This finding aligns with Wilkinson and Johnson’s (2021) global systematic 

review that showed that while rejection by religious communities can cause 

psychological distress, religious involvement can also serve as a protective factor by 

fostering social support and emotional resilience. 

This section revealed that facilitators to accessing mental healthcare services for the 

participants were identified at the individual, interpersonal, and organisational levels. 

Knowing when and where to access mental healthcare services made it easier for 

participants to access services at an individual level, while having support from friends 

or family also acted as a facilitator at an interpersonal level. At an organisational level, 

it was revealed that having access to private healthcare also facilitated mental 

healthcare access for the participants. In contrast, no facilitators were identified at the 

societal level, which suggests that there is a potential gap in systemic support for 

LGBTQIA+ mental health within Namaqualand. It also highlights a need for supportive 

policies and a culture shift within the community that supports and does not stigmatise 

LGBTQAI+ mental health. 

The following section describes and discusses the participants’ recommendations to 

improve access to mental healthcare services for members of the LGBTQIA+ 

community. 
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4.5 Recommendations to Improve Access to Mental Healthcare Services for 

Members of the LGBTQIA+ Community 

This section presents the participants’ recommendations to improve LGBTQIA+ 

individuals’ access to mental healthcare services. Although this was not an objective 

of the study, participants were eager to share their ideas on what can be done to 

improve access to mental healthcare services for members of the LGBTQIA+ 

community in Namaqualand. These recommendations included integrated healthcare 

facilities for LGBTQIA+ mental and physical wellbeing, LGBTQIA+ mental health 

training for HCWs, rural LGBTQIA+ mental health sensitisation, and support groups 

for members of the LGBTQIA+ community in Namaqualand. 

4.5.1 Integrated healthcare facilities for LGBTQIA+ mental and physical 

wellbeing 

Participants reported the need to integrate physical and mental health services within 

the existing healthcare facilities, with a specific focus on the holistic healthcare needs 

of the LGBTQIA+ community. They recommended that specialised treatment, such as 

hormone therapy for transgender individuals, should be included in the services that 

public healthcare facilities in Namaqualand provide, as illustrated in the excerpts 

below: 

I would say to bring in facilities, to bring in facilities that focus on mental health 

and us who need hormone treatment and such, many times you have to go to 

Bloemfontein for your things, understand, and it's all the medication and such 

that helps for those people's mental well-being and everything. (Teacher, 

transgender, 27) 

The transgenders and the transsexuals, they need therapy for their gender 

conversion, and then they don't necessarily get it, and then it's very difficult for 

them to eventually transition because they don't usually have access to these 

services, so if the healthcare system can just be more tolerant, I think that's the 

right word, towards the community and be more patient and accepting around 

our community. (Intern/graduate student, queer, 25) 

Previous studies have shown that integrating mental healthcare services into primary 

healthcare settings can improve access and decrease stigma (Marais & Petersen, 
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2015). Additionally, an American study conducted by Reiss-Brennan (2014) found that 

integrating mental healthcare into primary healthcare also improves the functioning of 

individuals with mental health conditions. Integration improves the quality of care, 

decreases acute care utilisation, and reduces costs. Petersen et al. (2016) also 

reported that integrating mental healthcare into primary care leads to holistic patient-

centred care, where patients are valued and play a role in their treatment. This allows 

for ownership and leads to better adherence. Therefore, mental health integration 

leads to a better overall health outcome. 

A further recommendation was to establish a dedicated unit for LGBTQIA+ mental 

healthcare services at every PHC clinic that has trained staff who deal specifically with 

LGBTQIA+ related issues. The following excerpts support this recommendation: 

Specifically, because it’s still so taboo and it’s not something that people talk 

about, I would say that every clinic should have a, almost like a unit uhm that 

deals specifically with it, and you know that if you are experiencing one, two and 

three, you are always depressed, you’re constantly tired, you have anxiety. If you 

know you must go there to get help and not to the normal clinic where everybody 

else goes. I think if you know, for example, you are experiencing these types of 

symptoms, then you go to that specific unit in the clinic. In this way I’d think the 

service could be made more accessible which would be a good thing. (Social 

worker, gay, 32) 

So, if the government or the healthcare system here in Town 6, for example, 

could just make a section, I don't want to almost say just for queer individuals, 

then it's a bit wrong because there are many people who need help, but sections 

that will treat queer individuals like heterosexuals………Not necessarily just 

queer people who work there and can go there, but people who have a little more 

insight into what a queer individual might be going through and their specific 

health needs. (Intern/graduate student, queer, 25) 

The LGBTQIA+ community are more likely to adhere to treatment and respond better 

to treatment if they feel understood and respected. This is in keeping with Dawson et 

al. (2025), who conducted a study among sexual minority women in America. They 

found that having supportive and culturally competent healthcare workers acted as a 

facilitator to mental and physical healthcare for their participants. Furthermore, Bishop 
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et al. (2022) conducted a study among LGBTQIA+ individuals in Australia, aimed at 

exploring the importance of cultural competence in mental healthcare settings. The 

study found that participants were more likely to seek help if they felt the facility was 

affirming or welcoming to the LGBTQIA+ community. Therefore, having these services 

in the community could improve adherence and promote access. 

4.5.2 LGBTQIA+ mental health training for healthcare workers  

Participants recommended training for all healthcare workers to equip them to provide 

mental healthcare services for LGBTQIA+ individuals. A participant suggested that the 

curriculum for students in health services professions should include a focus on the 

mental healthcare needs of LGBTQIA+:  

In general, I feel like they need to include LGBTQI+ community's mental health 

in the curriculum when it comes to studying for nurses, any people doing 

professional health because I just feel like that part in the curriculum when it 

comes to healthcare isn't so advanced yet, like you always have to hear that you 

need to see special people, can’t the special people's part also be part of the 

general curriculum of health professionals? I think that's where it should start, so 

then I can easily go to anyone who is a nurse and that person will know how to 

help me, it must start in the curriculum. (Teacher, transgender, 27) 

Apart from the recommendation for changes to the curriculum, another participant 

suggested that training should be provided on cultural competency. This would assist 

in reducing unconscious bias against members of the LGBTQIA+ community and 

create inclusive spaces where participants do not feel judged by HCWs. As one 

participant shared: 

I think the medical fraternity, or nurses and others should receive more training 

on how to treat these specific people. Uhm, and how they can create a space for 

people to come and access the service and we as a community should speak 

about it. So, that we can identify and know that okay, when this happens, you 

can go there, and which services are available. I think we should talk about it 

there should be more awareness about when to start looking for help and when 

it becomes a problem. (Social worker, gay, 32) 
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These recommendations are consistent with research, which identified that the 

healthcare experiences of LGBTQIA+ individuals improved when healthcare workers 

used inclusive language, created welcoming environments, and had knowledge about 

the specific needs of LGBTQIA+ patients (Bishop et al., 2022; Ford et al., 2024).  

4.5.3 Rural LGBTQIA+ mental health sensitisation 

Participants described Namaqualand as a rural community that is more conservative 

than urban areas like Bloemfontein and Cape Town. Rural communities are often 

conservative, thus increasing the likelihood that LGBTQIA+ individuals would hide or 

not disclose their identity to protect themselves and to avoid discrimination and stigma 

(Maria et al., 2025). One participant recommended that the community should be 

made more aware of the mental healthcare needs of the LGBTQIA+ community 

through the engagement of civil society organisations, as well as local radio stations 

that operate in rural communities in the Northern Cape:  

I also feel like going out to rural villages and aligning with other organisations that 

are also part of mental health, and talking about these things, and getting a time 

slot on the local radio station where mental health is talked about, and where 

people can share their stories about mental health, because then it will reach a 

broader spectrum. (Teacher, transgender, 27) 

This recommendation resonates with the findings of Benjamin et al. (2021), who 

conducted a study in rural South Africa. Their participants suggested that community 

awareness would decrease the stigma and discrimination around mental health and 

would also assist in early detection. 

Another participant suggested that the Northern Cape Provincial Department of Health 

has a key role to play in community mobilisation and raising awareness about mental 

health and promoting health-seeking behaviour for mental health conditions in 

Namaqualand:  

I think everybody has a responsibility, especially government departments, 

because they have the know-how. Specifically, the clinic and health, they deal 

with it so I think they have a bigger role to play in the awareness of it. Uhm, so 

that people know, so that people can identify with it or so that people can get the 

necessary help. (Social worker, gay, 32) 
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The Northern Cape Provincial Department of Health can be seen as an extension of 

the National Department of Health and, as such, should play a major role in community 

mobilisation, mental health awareness and the implementation of guidelines for mental 

health services. The National Mental Health Policy Framework and Strategic Plan 

2013–2020 and The National Mental Health Policy Framework and Strategic Plan 

2023–2030  recognises the department as the main driver for mental health promotion, 

prevention, and service integration within primary healthcare settings (South African 

Department of Health, 2013; South African Department of Health, 2023) Furthermore, 

the Mental Healthcare Act 17 of 2002 compels the department to ensure that care is 

provided in the least restrictive and most community-oriented settings, highlighting the 

need for public engagement and awareness (South African Government, 2002). 

Therefore, as both policy leader and service provider, the National Department of 

Health, and as an extension, the Northern Cape Provincial Department of Health, is 

essential in driving community mobilisation and normalising mental healthcare in 

Namaqualand. 

4.5.4 Support groups for members of the LGBTQIA+ community 

Several participants recommended the need to establish support groups for members 

of the LGBTQIA+ community in Namaqualand. They noted that such groups could 

provide shared spaces to discuss common challenges experienced at individual, 

interpersonal, organisational, and societal levels. Support groups have been shown to 

promote access to mental healthcare. For one participant, support groups would 

provide safe spaces where individuals who felt rejected by families, friends, and 

communities might find acceptance and affirmation as equal members of society in 

Namaqualand. The following excerpts support this recommendation: 

Okay, I think there should be some pressure applied to start up support groups, 

you know. Maybe also, like, okay, social media is there, but it’s not like people 

are asked every day if they’re okay or anything like that, because there are 

people who express their feelings and everything on their statuses, but I would 

say definitely support groups. (Social work student/intern, 23) 
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Yes, create a safe space type of thing where people can talk about it and where 

they can just know that they are normal, that it's not abnormal to be gay, and 

that's what many people probably think we're all abnormal, so yes...Exactly to be 

told every day, to be told things so yes, I just think it was never a choice it will 

also never be a choice for anyone else. uhm just the fact that it's difficult for them 

to talk about it, and I think it would be easier if there were uhm support groups or 

uhm a place where you can go to talk to someone about it. (Personal assistant, 

gay, 42). 

Support groups can play a major role in the mental health of the LGBTQIA+ community 

because they have the potential to foster a sense of belonging, provide a safe space 

for sharing experiences, and provide emotional validation for members. A scoping 

review by Gasteiger et al. (2024) indicated that support groups have a positive overall 

outcome that includes increased social connections and improved mental health.  

Apart from support groups, a younger participant suggested that social media can also 

facilitate experience sharing within the LGBTQIA+ community. Research indicated the 

potential of online peer support in promoting mental health among the LGBTQIA+ 

community in Australia, as reported by Byron and McDaid (2025). While this was 

supported by Nic Giolla Easpaig et al. (2022), they cautioned that these approaches 

should complement in-person care and not replace it. This resonates with participants, 

both younger and more mature, who supported the creation of in person support 

groups for members of the LGBTQIA+ community in Namaqualand.  

In this section, participants provided recommendations on how to improve mental 

healthcare access for the LGBTQIA+ community of Namaqualand. These 

recommendations were insightful and addressed the needs identified by the 

participants. This suggests that the participants have a clear understanding of the 

issues affecting access to mental healthcare within their community, and their 

recommendations would be valuable in guiding practical interventions to address the 

identified issues. 
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4.6. Conclusion 

This chapter presented and discussed the findings of the study. The research explored 

the perceptions and experiences of LGBTQIA+ individuals in Namaqualand regarding 

access to mental healthcare. The data revealed the mental health needs of the 

LGBTQIA+ community and, by making use of the SEM as a lens, the data revealed a 

complex interplay of barriers and facilitators across all the levels of the model.  

Barriers such as; internalised stigma, identity conflict, substance use, and limited 

mental health literacy acted as significant individual-level barriers to mental healthcare 

access. At an interpersonal level, it was revealed that a lack of support from family and 

friends were barriers to accessing mental healthcare services. Access was further 

influenced by systemic and structural inequalities at the organisational level, including 

limitations in the public health sector such as shortages of healthcare professionals, 

inadequate facilities, and discrimination against the LGBTQIA+ community. Finally, 

stigma and unsupportive cultural norms, especially within Namaqualand’s coloured 

communities, were identified as barriers at the societal level. 

Facilitators included individual-level factors, such as mental health literacy and positive 

health-seeking attitudes, which were noted as enablers of mental healthcare access. 

Furthermore, the data showed that support from family and friends also acted as 

enablers to mental healthcare access at the interpersonal level. At an organisational 

level, access to private healthcare was seen as a facilitator for those who could afford 

it and, faith-based organisations also emerged as a facilitator to mental healthcare 

access in Namaqualand. The data did not show any societal level factors that acted 

as enablers for mental healthcare access. 

Finally, the participants provided practical recommendations on how to improve mental 

healthcare access for the LGBTQIA+ community in Namaqualand. The 

recommendations by the participants were related to the needs that they identified 

emphasising the importance of comprehensive mental healthcare services that are 

LGBTQIA+-affirming and context specific. 

The following chapter (5) provides a comprehensive synthesis of the research findings, 

followed by the contribution of the study, recommendations, limitations, and the study’s 

conclusion.  
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CHAPTER 5: CONCLUSION AND RECOMMENDATIONS 

5.1 Introduction 

In the previous chapter (4), the key findings of the study were presented and 

discussed. Through the use of the SEM as a framework, this study set out to describe 

the mental healthcare needs of the LGBTQIA+ community and to explore their 

perceptions of barriers to and facilitators of access to mental healthcare services in 

Namaqualand. This was achieved using a qualitative single case study design, in 

which data was collected through semi structured interviews using purposive 

sampling. The data were analysed thematically to identify key patterns relevant to the 

research aims 

This chapter provides a comprehensive synthesis of research findings followed by a 

section on the contribution that the research makes to existing knowledge, highlighting 

its value and implications for practice. Practical recommendations, based on the 

findings of this research, are provided for healthcare practitioners and key 

stakeholders in the Northern Cape province of South Africa. The study’s limitations are 

delineated, and the chapter concludes with an integrated summary that drew together 

the main conclusions and underscores the overall importance and impact of the 

research. 

5.2 Summary of Main Findings  

5.2.1 Healthcare needs of the LGBTQIA+ community 

This study explored the mental healthcare needs of the LGBTQIA+ community in 

Namaqualand. Findings highlighted the importance of promoting mental health literacy 

within the LGBTQIA+ community in Namaqualand to reduce self-stigma and foster 

self-acceptance. One participant argued that learning more about how factors, such 

as brain chemistry and hormones in the human body can influence mood and well-

being could help challenge misconceptions about mental health that promote self-

stigma among members of the LGBTQIA+ community in Namaqualand. In this 

manner, members of the LGBTQIA+ community in Namaqualand could move toward 

a more supportive and understanding environment where individuals feel more 

comfortable reaching out for help when they need it. This finding is supported by prior 

research, which found that people in some rural communities in South Africa view 
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mental health conditions simply as everyday stress, indicative of low levels of mental 

health literacy in under-resourced contexts (Benjamin et al., 2021). Participants 

emphasised the need for education within the LGBTQIA+ community in Namaqualand, 

which challenges the individual level belief that mental health conditions must result 

from a specific traumatic event. Similar patterns have been observed internationally, 

where self-stigma continues to silence open discussions and discourages help-

seeking in the context of mental health conditions (Booth et al., 2024). 

At the interpersonal level, the need for family acceptance by LGBTQIA+ individuals in 

Namaqualand, particularly from parents, was emphasised. One bisexual participant 

noted that support from family is especially crucial for gay and bisexual men, as 

rejection at home can intensify the emotional impact of facing homophobia in the wider 

community. Therefore, fostering acceptance within families at the interpersonal level 

is just as important as community sensitisation in creating a supportive environment 

for the well-being of LGBTQIA+ individuals in this rural setting. Prior research indicated 

that family acceptance plays a crucial role in the mental health of LGBTQIA+ youth. 

Studies from the US, Canada, and the United Kingdom indicate that supportive family 

relationships are linked to lower rates of depression and anxiety, while family rejection 

significantly exacerbates mental health outcomes (Adu et al., 2024; McConnell et al., 

2016; McDonald, 2018; McDermott et al., 2021; Ryan et al., 2010). These findings 

suggest that acceptance within the family can promote better mental health and 

health-seeking behaviours, particularly in environments such as Namaqualand, where 

members of the LGBTQIA+ community do not feel that they are fully accepted by the 

community at large. 

At the community level, the need for sensitisation on LGBTQIA+ rights through media 

campaigns, aimed at transforming local myths and misconceptions about LGBTQIA+ 

and mental health, was discerned. In addition, findings indicated that limited access to 

LGBTQIA+ affirming services within the public healthcare system in Namaqualand 

was identified. To effectively address this need, participants recommended two key 

strategies. First, they recommended the provision of counselling services that are 

tailored to the mental healthcare needs of the LGBTQIA+ community. Second, they 

suggested the implementation of community sensitisation programmes with the use of 

traditional and social media to disseminate information that dispels myths and 

misconceptions about LGBTQIA+ and mental health. This aligns with findings from a 
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systematic review by Nic Giolla Easpaig et al. (2022). They reported that LGBTQIA+ 

individuals living in rural areas across the UK, USA, Canada, Australia, and New 

Zealand often face discrimination, stigma, and dismissive treatment when interacting 

with healthcare providers. These negative experiences, which can be overt or subtle, 

create fear and concern about seeking care, making access to health services 

challenging for rural LGBTQIA+ communities. These findings support the need for 

targeted LGBTQIA+ affirming mental health services in Namaqualand. 

At the societal level, the need to address structural disparities in rural versus urban 

mental healthcare and societal homophobia through holistic approaches that 

encompass policy, resources, and social norms was emphasised. Most participants 

viewed Namaqualand as a rural area where people are not yet fully aware of the needs 

of the LGBTQIA+ community, particularly in comparison to urban areas like the City of 

Cape Town. One participant pointed out that although South Africa has a progressive 

constitution that protects LGBTQIA+ rights, homophobia is still common in 

Namaqualand. Another story about a law enforcement officer facing transphobia 

further shows the social challenges LGBTQIA+ people continue to face. The story also 

highlights how important it is to build greater understanding and acceptance within the 

community through community sensitisation initiatives. 

The present study supports the evidence from a recent review highlighting the 

challenges faced by LGBTQIA+ individuals in rural areas around the world, when 

seeking access to mental healthcare services. Services are often limited, there is a 

lack of trained professionals, and travelling long distances to cities for care can be 

expensive (Maria et al., 2025). Because of these barriers, LGBTQIA+ individuals in 

rural communities often experience poorer mental health than their heterosexual and 

cisgender peers. In South Africa, access to mental healthcare is disproportionate, with 

rural communities facing far greater challenges than urban areas. These systemic 

barriers are even more pronounced for marginalised groups like the LGBTQIA+ 

community in Namaqualand. Mental health services tend to be concentrated in cities 

like Cape Town, leaving rural areas with limited options that are often difficult to access 

and not always culturally sensitive to the needs of some LGBTQIA+ individuals (De 

Kock & Pillay, 2016). This underscores why many participants in this study perceived 

the need for mental and physical health services in Namaqualand that are designed 

for, and easily accessible to, the LGBTQIA+ community as important. 
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5.2.2 Perceptions of the LGBTQIA+ community of barriers and facilitators to 

mental healthcare access 

The barriers and facilitators to mental healthcare access are summarised in Tables 5.1 

and 5.2 and described in more detail in the subsequent sections that follow.  

Table 5.1: Barriers to mental healthcare services for members of the LGBTQIA+ 

community in Namaqualand 

SEM Levels Themes Sub-themes 

Individual Level Negative attitude towards 
seeking mental healthcare • Internal conflict with 

LGBTQIA+ identity  

• Alternative coping 
mechanisms: 
substance abuse 

 

Lack of knowledge and 
awareness about mental 
health 

• Lack of knowledge 
about mental health 
conditions 

• Lack of awareness 
about the availability 
of mental healthcare 
services 

 

Interpersonal level  
 

Lack of relational support 
towards accessing mental 
healthcare services 
 

• Lack of support from 
family  

• Lack of support from 
friends 
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Organisational/community 
level  
 

Limited access to mental 
healthcare services • Inequality in access 

to mental healthcare 
between the public 
and private sectors. 

• Inequality in access 
to mental healthcare 
services for 
transgender persons 

• Limited working 
hours at public 
healthcare facilities 

• Insufficient mental 
healthcare 
professionals 

• Inadequate mental 
healthcare facilities 

 

Negative attitude of 
healthcare providers towards 
mental healthcare & 
LGBTQIA+ 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Perceived knowledge 
gaps among 
healthcare workers 
on LGBTQIA+ mental 
health needs 

• Perceived unethical 
conduct by 
healthcare workers 
toward LGBTQIA+ 
mental health 
needs. 
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• Perceived 

stigmatisation of 
transgender persons 
by healthcare 
workers 

• Perceived poor 
service delivery for 
mental health 
conditions in 
Namaqualand 

 

Societal level  
 

Inadequate LGBTQIA+ 
mental health support 
systems 

• Perceptions of social 
norms that stigmatise 
mental health 
conditions  

• Perceptions of 
unsupportive cultural 
norms in 
Namaqualand's 
coloured 
communities 
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Table 5.2: Facilitators of mental healthcare services for members of the LGBTQIA+ 
community in Namaqualand 

SEM Levels Themes Sub-themes 

Individual Level Knowledge of mental 
health 
 
 
 
 
 
 
 
Positive attitude towards 
mental healthcare 

• Formal and informal 
education on mental 
health 

• Knowledge of signs 
and symptoms of 
mental health 
conditions  

• Positive attitude 
towards the 
utilisation of mental 
healthcare services  

 

Interpersonal level  
 

Relational support 
 • Support from family  

• Support from friends  

 

Organisational/community 
level  
 

Access to quality mental 
healthcare services 
outside of the Public 
Healthcare Facilities 

• Private Medical 
Insurance 

•  Faith-based 
organisations 

 

5.2.2.1 Individual level 

At the individual level, the research explored how personal factors such as age, 

education, knowledge, and attitudes act as barriers or facilitators to accessing mental 

healthcare services. Participants’ personal experiences reflected negative attitudes 

toward and lack of knowledge about mental health as key barriers to accessing mental 

healthcare services (see table 5.1). More specifically, negative attitudes towards 

seeking mental healthcare were explained in terms of internal conflict with one’s 

LGBTQIA+ identity and internalised stigma, which acted as barriers to accessing care. 

This aligns with previous research, which identified that internalised negative attitudes 

towards one’s own sexual or gender identity can exacerbate feelings of shame and 

fear and hinder mental healthcare-seeking behaviour (Gonçalves et al., 2025). As an 

alternative to seeking mental healthcare services, some participants used substances 

such as alcohol or cannabis to cope with negative emotions, which is supported by 
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research conducted in the USA among the LGBTQIA+ community by Reisner et al. 

(2015) and Felner et al. (2020). 

A lack of knowledge about mental health conditions was another key obstacle to 

accessing mental healthcare, according to the participants(see table 5.1). It was noted 

that some individuals did not have the vocabulary to correctly describe and explain 

their feelings, instead resorting to the use of terminology such as “the black demon 

that was devouring her”. A lack of knowledge about mental health conditions among 

LGBTQIA+ individuals was also identified by Maria et al. (2025) in a scoping review 

among rural communities. Additionally, not knowing where to access mental 

healthcare was also mentioned as a barrier to accessing care, which is also reported 

in other research findings (Maria et al. 2025).  

Some participants reported that possessing knowledge about mental health, acquired 

through formal and informal sources, acted as a facilitator to accessing mental 

healthcare services (see table 5.2). Participants who had attended tertiary education 

facilities reported the dual benefit of increased mental health awareness and access 

to services that were available for students. Knowledge of mental health condition 

symptoms was linked to improved access to care across various studies (Bonabi et 

al., 2016; Fleary et al., 2022; Jung et al., 2017). 

5.2.2.2 Interpersonal level  

At the interpersonal level, the study explored how relationships with family, peers, and 

intimate partners could act as barriers or facilitators to accessing mental healthcare 

services. Having unsupportive families and peer networks stood out as a barrier to 

accessing mental healthcare services (see table 5.1). More specifically, the perception 

that mental health was taboo and that family members expected participants to act 

normally even though they were experiencing mental health issues made participants 

less likely to seek help. This is in keeping with previous research that identified 

unsupportive home environments that dismiss or minimise mental health as deterring 

individuals from seeking care (Crockett et al., 2022; Strumpher et al., 2014). In addition 

to a lack of family support, a lack of support from peer networks was noted as a barrier 

to mental healthcare access. Participants expressed that their mental health concerns 

were not taken seriously or met with the same consideration as physical illness by 

their peers. Furthermore, they expressed a lack of trust in sharing mental health 
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concerns within their social networks. Research indicates that rejection and 

inadequate social support networks correlates with increased mental health issues 

(McDonald 2018). Adversely, it decreases health seeking behaviour and acts as a 

barrier to mental healthcare access (Mangwegape et al., 2024; Ngwenya et al., 2020).  

Several participants reported that having the support of one’s family acted as a 

facilitator to mental healthcare access (see table 5.2). The encouragement and 

emotional support of even one family member could encourage them take the first step 

toward seeking mental healthcare. Supportive relationships promote health-seeking 

behaviour and offer emotional safety. Similarly, Katz-Wise et al. (2016) found that 

when LGBTQIA+ identities are affirmed by family members it creates stable emotional 

environments, that encourages LGBTQIA+ people to seek help. Similarly, support 

from friends was also a strong facilitator to mental healthcare access especially when 

participants faced rejection from family members. Supportive friendships can provide 

a crucial bridge to mental healthcare, mirroring the findings of Crockett et al. (2022). 

Their research indicates that friends or partners often encourage LGBTQIA+ 

individuals to seek professional help. 

5.2.2.3 Organisational/community level 

At the organisational/ community level, participants identified health systems factors 

that influence access to mental healthcare services. Their experiences with healthcare 

services and providers were predominantly described as hindering access to care. 

Specifically, participants raised concerns about disparities in access to mental 

healthcare services between the public and private sector as well as urban and rural 

areas, inequalities in access for transgender individuals, limited operating hours at 

public healthcare facilities, insufficient mental healthcare professionals and 

inadequate mental healthcare facilities(See table 5.1). These factors made it difficult 

for participants to access mental healthcare. These findings and align with previous 

research that has indicated that access to mental healthcare is often limited in rural 

communities as it is seen as specialised and mostly concentrated in urban areas 

(Bateman, 2015; Ho et al., 2024; Petersen et al., 2016). Even when services are 

available, issues such as limited staff and a lack of expertise further restrict access to 

care (De Kock & Pillay, 2016; Janse van Rensburg et al, 2022; Petersen et al., 2016).  
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Participants also referred to the lack of knowledge and negative attitudes of healthcare 

workers regarding mental healthcare and the LGBTQIA+ community, which acted as 

additional barriers to accessing care (see table 5.1). Some participants felt that in 

certain cases, healthcare workers acted unethically towards LGBTQIA+ individuals 

and even stigmatised transgender individuals.  

Despite these health systems barriers, some participants highlighted the benefit of 

having access to quality private mental healthcare services (see table 5.2). They 

explained that having access to medical aid or support from faith-based organisations 

made it possible for them to access to mental healthcare. This correlate with Young 

(2016) who found that having access to private healthcare in South Africa leads to 

better quality of care and overall health outcomes. Other studies have also shown that 

having access to faith-based organisations could improve mental health outcome as 

these organisations sometimes act as social support systems for LGBTQIA+ 

individuals (Wilkinson & Johnson, 2021).  

5.2.2.4 Societal level 

At the societal level, social norms stigmatising mental health conditions and 

unsupportive cultural norms within Namaqualand's Coloured communities reinforced 

institutional exclusion and acted as barriers to mental healthcare (see table 5.1). 

Societal discrimination and cultural norms that encourage stigmatisation, particularly 

against mental health and LGBTQIA+ individuals, further impede open discourse and 

discourage LGBTQIA+ individuals from seeking help (Booth et al., 2024; Booysen et 

al., 2021; Javed et al., 2021).  

The participants did not express any facilitators to mental healthcare access on the 

societal level. The lack of facilitators at this level reflects the distant and disconnected 

nature of societal level factors, such as policies and cultural norms, of which the effects 

are often invisible or intangible. Participants described experiences and perceptions 

that were informed by their immediate environments, where facilitators like supportive 

family/friends or access to faith-based organisations were tangible and their effects 

could be felt by the participants. In contrast, societal-level factors may have been 

perceived as distant or ineffective, especially when policies intended to improve 

access were poorly implemented or inconsistently experienced. The lack of societal 

facilitators therefore suggests that systemic enablers of mental healthcare access for 
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the LGBTQIA+ community remain weak or inaccessible within the context of 

Namaqualand. 

5.2.2.5 Interactions across the socio-ecological levels 

The findings reveal that the different levels of the SEM interact to influence whether 

an individual accesses mental healthcare. For example, a person might have 

knowledge of when and how to access mental healthcare services and have a 

supportive family, both of which are facilitators on an individual and interpersonal level. 

However, negative attitudes from healthcare workers and societal norms that 

stigmatise mental health and LGBTQIA+ identities, which are 

organisational/community level and societal level factors, can still discourage them 

from accessing mental healthcare services. 

Furthermore, at the individual level, knowledge about mental health and willingness to 

seek help may be undermined by rejection from family or friends at the interpersonal 

level. Conversely, supportive relationships at the interpersonal level could mitigate the 

effects of societal level stigma. Community-based NGOs or faith-based organisations 

that affirm LGBTQIA+ identities can serve as buffering mechanisms between 

marginalised individuals and discriminatory institutional systems. 

This highlights the complexity of LGBTQIA+ mental healthcare access in 

Namaqualand, across all levels of the socio-ecological model. Interventions must 

target systemic issues, organisational practices, community norms, and broader 

societal structures, rather than solely focus on individual-level behaviour. 

5.2.3 Participants’ recommendations to improve access to mental healthcare 

The participants offered several suggestions to improve LGBTQIA+ individuals’ 

access to mental healthcare services. They recommended that targeted counselling 

services should be provided at their local PHC clinics. This suggestion is supported by 

Fish et al. (2019) and Gasteiger et al. (2024), who maintain that targeted counselling 

services offer safe, affirming spaces that foster mental well-being and self-acceptance. 

Targeted counselling has the potential to reduce rates of depression, anxiety, and 

suicide within the community, ultimately promoting mental health and well-being.  

Another recommendation was for healthcare workers to be sufficiently trained on the 

overall healthcare needs of the LGBTQIA+ community. Healthcare worker sensitivity 
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training ensures respectful, inclusive, and non-discriminatory care. It assists 

healthcare workers to understand the unique health needs and challenges faced by 

the LGBTQIA+ community, reduces bias and improves communication, making 

patients feel safe and valued. Reynish et al. (2022) demonstrated that having access 

to healthcare workers who are culturally competent and attuned to the needs of the 

LGBTQIA+ community improves help-seeking behaviour. This fosters better health 

outcomes and improved trust in the healthcare system. 

Furthermore, it was recommended that physical and mental health should be 

integrated at a PHC level. Combining services improves access, continuity, and quality 

of care. When psycho-social and physical health services are integrated, it ensures 

holistic support. Integrating mental healthcare into PHC improves the relationships 

between healthcare workers and clients, the functioning of the client, and ultimately 

access to mental healthcare (Reiss-Brennan, 2014). This fosters better overall health 

outcomes and increased trust in healthcare systems. 

Finally, the participants recommended that the community be sensitised regarding 

LGBTQIA+ mental health. Rural communities are usually under-resourced and have 

limited access to inclusive mental health services, which increases the risk of 

untreated mental health conditions. Through sensitising the community by educating 

and spreading awareness, discrimination is reduced, and acceptance is promoted 

(Benjamin et al., 2021). As a result, safer environments are created where LGBTQIA+ 

individuals feel seen, supported, and empowered to seek mental healthcare.  

5.3 Recommendations 

The practical contributions of this study underscore the complex, interdependent 

nature of LGBTQIA+ mental healthcare access in a rural setting in South Africa. The 

findings indicate that change must extend beyond individual behaviour, addressing the 

relational, organisational, and societal determinants that shape mental health 

experiences. In line with this, the following section outlines evidence-based 

recommendations to inform future research. The recommendations are organised 

according to the SEM levels to ensure that they address the multi-level nature of the 

identified barriers and facilitators.  
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5.3.1 Individual level 

To support LGBTQIA+ individuals in Namaqualand in accessing mental healthcare, it 

is essential to enhance personal knowledge and understanding of mental health. 

Individual members of the LGBTQIA+ community, such as Richie Cloete, should be 

supported to design and promote educational initiatives that focus on improving mental 

health literacy, including awareness of biological and psychological factors that 

influence mood and well-being, particularly among the youth. By increasing their 

understanding of mental health and mental health conditions, individual members of 

the LGBTQIA+ community in Namaqualand can better recognise symptoms, reduce 

self-stigma, and feel more confident in seeking help. Rights-based NGOs operating in 

rural communities like Namaqualand could also provide guidance on navigating 

available mental health services and promote self-advocacy skills, empowering 

LGBTQIA+ individuals to take an active role in their mental healthcare despite 

systemic and social barriers. The researcher recommends individual level 

interventions that enhance mental health literacy, reduce stigma, and empower 

individuals, especially those from marginalised or rural backgrounds in Namaqualand, 

to identify and access affirming, culturally competent care. 

5.3.2 Interpersonal level  

At the interpersonal level, support from friends and family plays a crucial role in 

enhancing mental health outcomes and improving access to mental healthcare 

services. Having support from family and friends is important for LGBTQIA+ 

individuals as it brings about a sense of belonging and emotional safety. Experiencing 

the support of loved ones helps to reduce feelings of isolation, which are common due 

to stigma or rejection. Having peers who share similar experiences can validate 

identity and build resilience. Acceptance from family and friends significantly improves 

mental health and overall well-being (Snapp et al., 2015). Therefore, the researcher 

recommends that mental health interventions and services integrate social and familial 

support components to promote engagement. By incorporating family members and 

close social networks into treatment planning, healthcare workers can promote 

adherence to care, reduce stigma, and foster a more supportive environment for 

LGBTQIA+ individuals experiencing mental health difficulties.  
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Furthermore, increasing mental health literacy among families and communities 

through education and training initiatives can empower support networks to identify 

early signs of distress and facilitate timely access to professional services. Healthcare 

workers, families, friends, and the wider community should therefore recognise social 

support as a key determinant of mental well-being for the LGBTQIA+ community of 

Namaqualand. 

5.3.3 Organisational/community Level 

At the organisational level, the researcher recommends that faith-based organisations 

in Namaqualand should be identified and supported by LGBTQIA+ rights 

organisations as potential partners in promoting inclusive mental healthcare. Since the 

church holds significant social influence within the community, initiatives aimed at 

improving mental health outcomes for LGBTQIA+ individuals should actively engage 

spiritual leaders who demonstrate empathy and inclusivity. Training and dialogue 

opportunities could help equip these leaders with the knowledge and skills to provide 

affirming, faith-based support that complements formal mental health services. As 

participants’ experiences have shown in this study, compassionate religious figures 

can play a transformative role in countering stigma by offering both spiritual and 

emotional guidance when other systems fall short.  

5.3.4. Societal level 

Cultural norms and practices that are unsupportive and stigmatise mental health are 

prevalent in Namaqualand. The researcher recommends that context-specific and 

culturally appropriate approaches, such as public awareness campaigns, should be 

employed to address this. Public awareness initiatives should be designed to 

challenge prevailing misconceptions about mental health conditions by leveraging 

local communication platforms such as community radio and faith-based events to 

promote mental health literacy and normalise help-seeking behaviours.  

These initiatives must be culturally sensitive and promoted in the local language to 

ensure relevance and resonance. Collaborations between healthcare workers, 

educators, those living with mental health conditions, and community-based 

organisations are vital for co-developing interventions that align with existing social 

structures and values and could help to dismantle negative stereotypes and foster 

supportive social norms. Ultimately, making Namaqualand a more inclusive and 
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supportive environment for mental well-being. Furthermore, policies such as the 

National LGBTI HIV Plan (2017–2022) that promote mental healthcare services could 

be expanded to include all LGBTQIA+ community members and mot only those 

receiving treatment for HIV/AIDS. Additionally, The South African policies such as the 

National Mental Health Policy Framework and Strategic Plan 2023-2030, National 

LGBTI HIV Plan (2017–2022 and others could be expanded to include strategies to 

address implementation. 

These recommendations are intended to guide future investigations, interventions, 

and initiatives aimed at improving access to mental healthcare services for the 

LGBTQIA+ community.  

5.4 Research Contribution 

This qualitative case study contributes practical insights into how LGBTQIA+ 

individuals in Namaqualand experience and navigate barriers to mental healthcare 

access. Even though the findings are specific to this context, they supplement and 

extend existing knowledge and understanding of the challenges that these individuals 

experience in accessing care, also it reports on the voices of a very neglected 

population in a disadvantaged geographical area. They further provide tangible 

recommendations for local stakeholders, including LGBTQIA+, their families, NGOs, 

and civil society organisations that advocate for the rights of the LGBTQIA+ 

community, as well as the Northern Cape Provincial Department of Health.  

Practical recommendations that could be implemented included: 

Families – Improving mental health literacy among LGBTQIA+ individuals and their 

families can lead to reduced internalised stigma by promoting open conversations. 

Individuals will feel more supported and open to seeking care if families are supportive 

and affirming (Katz-Wise et al., 2016).  

NGOs – NGOs can guide program design and advocacy efforts; potential partnerships 

between NGOs and faith-based organisations, provide mental health education. The 

study also identified the importance of community-based organisations in 

Namaqualand to employ peer-led and family-focused programs. These initiatives play 

a vital role in strengthening interpersonal support systems and mitigating social 

isolation (Gasteiger et al., 2024), thereby promoting overall health and resilience. 
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The Northern Cape Department of Health – The Department can implement 

comprehensive sensitivity and cultural competency training for healthcare workers in 

Namaqualand. These types of training are essential to ensure that health services are 

inclusive, respectful, and responsive to the diverse needs and values of the LGBTQIA+ 

individuals in the community. Additionally, LGBTQIA+ individuals are more open to 

accessing services if they know healthcare workers are culturally competent and 

affirming (Bishop et al., 2022; Dawson et al., 2025). Furthermore, the Department can 

integrate mental healthcare services into primary healthcare facilities to enhance 

accessibility. This integration is particularly important for Namaqualand as it is 

considered a rural and under-resourced area, and mental healthcare services are not 

readily available. Additionally, this improved accessibility can lead to improved 

functioning of clients and improved relationships between clients and healthcare 

workers (Reiss-Brennan, 2014). The Department can also implement equitable health 

policies to ensure fair distribution of healthcare resources and personnel, especially in 

areas such as Namaqualand, which are outside of urban centres where mental 

healthcare is usually concentrated. By addressing the disparities in workforce 

allocation and service access in Namaqualand, the Department can ensure that the 

LGBTQIA+ community will have more access to mental healthcare. This will ensure 

more equitable and sustainable mental health outcomes. It has been observed that 

low mental healthcare resources correlate to decreased access to mental health 

(Docrat et al., 2019; Vergunst, 2018). 

Recommendations for future studies 

Future research on mental health in the LGBTQIA+ could examine whether similar 

findings emerge in different institutional (Clinical settings) contexts. Future studies 

could also examine factors that cause or exacerbate mental health conditions for the 

LGBTQIA+ community in Namaqualand. 

5.5 Limitations 

While the study offered valuable insights into the barriers and facilitators to mental 

healthcare access for the LGBTQIA+ community of Namaqualand, it is important to 

acknowledge certain limitations that may have influenced the findings and their 

interpretation. These limitations do not detract from the significance of the research 

but rather provide context for understanding its scope and boundaries. Recognising 
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these constraints also highlights areas for future inquiry and methodological 

refinement. The limitations of the study include: 

• The participants were recruited with the help of an NGO that works with 

LGBTQIA+ individuals, offering counselling and other LGBTQIA+ specific 

mental health services. Therefore, the participants were already aware of 

mental healthcare, and their perspectives may have been quite different from 

individuals who did not have prior support. The perspectives of the participants 

may not represent the views of the entire LGBTQIA+ community in 

Namaqualand, such as those who do not have access to the NGO. 

•  While data saturation was achieved, the relatively small sample size may limit 

the transferability of the findings to the broader LGBTQIA+ population or 

different contexts. The aim with qualitative research is depth rather than 

breadth; however, the perspectives gained may not fully represent the diversity 

of experiences within the wider LGBTQIA+ community. 

• Participant responses could have been influenced by social desirability bias, 

where they would respond with answers that they thought were socially 

acceptable, instead of providing answers that reflect their true perceptions, 

beliefs, attitudes, or experiences. Consequently, when interpreting the findings, 

caution should be exercised. Future research could benefit from including 

objective measures of the barriers to and facilitators of mental healthcare 

access for the LGBTQIA+.  

• The study highlighted a variety of factors that could either facilitate or act as a 

barrier to accessing mental healthcare across the different levels of the Social 

Ecological Model (SEM). While this multilayered approach offers a broad and 

detailed view of what influences access, its complexity can make it hard to 

design focused interventions. Further research is needed to determine the 

importance of these factors and how they interact to develop solutions that are 

tailored to specific situations and needs. 
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• The focus of the study was on the perceptions of members of the LGBTQIA+ 

community regarding access to mental healthcare, but it did not include the 

perceptions of other key stakeholders, such as healthcare professionals. Future 

research could benefit from exploring the experiences of these key 

stakeholders, which could provide further valuable insight into the topic under 

investigation. 

• The barriers and facilitators as perceived by the LGBTQIA+ community of 

Namaqualand offered valuable insights into the specific challenges and 

opportunities faced by these individuals. However, it should be noted that these 

perceptions might not be universally applicable. Factors such as geographic 

location, cultural contexts, dynamics within health systems, and society can 

influence whether people access mental healthcare services or not. Therefore, 

these findings should not be generalised to other settings. 

• LGBTQIA+ was used as an umbrella term to describe a diverse range of sexual 

and gender identities in this study. Even though this terminology promotes 

inclusivity, it can also mask important differences between the distinct identities 

that it incorporates, which could possibly decrease the specificity and validity of 

the findings. Using this approach could lead to an overrepresentation of visible 

groups, for example, gay men, while underrepresenting others, such as intersex 

people, and in so doing could obscure the disparities in mental health 

outcomes. Furthermore, combining the different experiences of the different 

sub-groups could limit the effectiveness of intersectional analysis and overlook 

the unique psychosocial challenges that they face. Even though the differences 

between the distinct identities were highlighted at times in the study, future 

research could benefit from separating the data and using identity-specific 

approaches to better reflect the intricacies within the LGBTQIA+ community. 
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5.6 Conclusion to the Study 

Guided by the SEM, this study investigated how members of the LGBTQIA+ 

community in Namaqualand perceived barriers to and facilitators of mental healthcare 

services in their community. Employing a qualitative case study design, the research 

addressed its objectives by examining factors operating across multiple ecological 

levels.  

The findings indicated that barriers to mental healthcare access exist at every level of 

the SEM. At the individual level, a negative attitude towards seeking mental healthcare 

and a lack of knowledge and awareness about mental health were seen as barriers to 

mental healthcare access. At the interpersonal level, a lack of relational support from 

family and friends emerged as barriers to accessing mental healthcare services. At the 

organisational/community level, limited access to mental healthcare services and a 

negative attitude of healthcare workers towards mental healthcare and LGBTQIA+ 

identity were perceived as barriers. Finally, at the societal level, inadequate LGBTQIA+ 

mental health support systems were highlighted.  

Despite these challenges, the study also identified several factors that facilitate access 

to mental healthcare services. At the individual level, knowledge of mental health and 

a positive attitude towards the utilisation of healthcare services were perceived as 

facilitators. At the interpersonal level, support from family and friends was revealed to 

be a facilitator. At the organisational/community level, access to quality mental 

healthcare services outside of the public sector was perceived as a facilitator. The data 

did not identify any facilitators on a societal level. 

The study concludes that access to mental healthcare services for LGBTQIA+ 

individuals in Namaqualand is influenced by complex, multi-level determinants. 

Drawing on the Socio-Ecological Model, the research identified a need for culturally 

competent, LGBTQIA+-affirming services, community education, and systemic reform 

to improve mental healthcare access in Namaqualand, filling a crucial gap in existing 

research. However, addressing this issue requires comprehensive and intersectional 

strategies that account for the overlapping influences of gender identity, 

socioeconomic status, culture, and geography on mental healthcare access. 

Therefore, the study underscores the importance of adopting multifaceted 

interventions (individual, interpersonal, organisational/community, and societal) 
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emanating from the findings to develop strategies and interventions specifically 

targeted at mitigating existing barriers and improving mental healthcare for the 

LGBTQIA+ community.  
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