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OPERATIONAL DEFINITION OF TERMS

i. Comorbidity: The existence of two or more illnesses- whether physical or mental- at

the same time in a single individual.

ii. Early intervention: Diagnosing and treating mental illnesses early in their

development.

iii. Intended campaign outcome: The degree to which people follow recommended

responses.

iv. Knowledge: The degree to which people can correctly answer questions about a

recommended response and health threat.

v. Mental disorders: Comprise a broad range of problems generally characterized by

some combination of abnormal thoughts, emotions, behavior and relationship with

others. Examples are schizophrenia, depression, mental retardation and disorders due

to drug use.

vi. Mental health: A state of well-being in which the individual realizes his or her own

abilities, can cope with the normal stresses of life, can work productively and

fruitfully, and is able to make a contribution to his or her community (WHO, 2001).

vii. Mental health promotion: Any action taken to maximize mental health and well-

being among populations and individuals that focuses on improving social, physical

and economic environments that affect mental health, and enhancing the coping

capacity of communities as well as individuals (CDHAC, 2000).

viii. Mental health services: Diagnostic, treatment, and preventive services that help

improve the way individuals with mental illnesses feel, both physically and

emotionally, as well as the way they interact with others.

ix. Mental illness: Refers collectively to all diagnosable mental disorders.

x. Post-traumatic Stress Disorder: A psychological reaction that occurs after

experiencing a highly stressing event, such as wartime combat, physical violence or a

natural disaster. It is usually characterized by depression, anxiety, flashbacks,

recurrent nightmares and avoidance of reminders of the event.



xv

xi. Prevention: Interventions that occur before the initial onset of a disorder and prevent

the development of disorder, by targeting known risk and protective factors on causal

pathways (CDHAC, 2000).

xii. Recovery: A process by which people who have a mental illness are able to work,

learn and participate fully in their communities.

xiii. Stigma: A mark of shame or discredit. A sign of social unacceptability.

xiv. Substance abuse: The inappropriate use of and possibly addiction to illegal and legal

substances including alcohol and prescription and non-prescription drugs.
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ABSTRACT

This study investigated the impact of communication campaigns on mental health behavior

change among secondary school students in Nairobi County. Although communication

campaigns for mental health have been going on in Kenya over the years, studies indicate that

knowledge levels are still low and stigma is widespread. This study had four objectives: to

evaluate the levels of knowledge of mental health among the target population, to analyze the

messages communicated during communication campaigns for mental health, to assess the

effectiveness of the communication campaigns conducted for mental health and to analyze

the demographic factors that influence mental health behavior change. The study will benefit

the public, planners of mental health communication campaigns, the government, policy

makers in the Ministry of Health, psychiatrists and other health practitioners. The study used

the theory of symbolic interactionism and the health belief model. The target population of

this study was students from public secondary schools in Langata District in Nairobi County.

Stratified random sampling technique was used to select the students who participated in the

study. Langata District was purposively selected. Qualitative data was collected from

psychiatrists and psychiatric nurses using interviews. These psychiatrists and psychiatric

nurses were selected using the stratified random sampling technique. The psychiatrists and

psychiatric nurses were selected from a public hospital which was purposively sampled. This

data was analyzed thematically and presented in narrative form. Quantitative data was

collected from respondents through the survey method using a questionnaire and from printed

materials obtained from the public hospital. It was analyzed using descriptive statistics and

content analysis. It was then presented in tables. The study found that the levels of knowledge

of mental health among public secondary school students in Langata District in Nairobi

County were low, the messages communicated during communication campaigns for mental

health left out important information and they were not tailored for secondary school

students, and that the communication campaigns for mental health did not adhere to the

principles of effective health communication. Consequently, it was concluded that knowledge

of mental health among secondary school students in Nairobi County was low, the messages

communicated during communication campaigns for mental health were inadequate and that

the communication campaigns for mental health were ineffective. The study recommends that

mental health communication campaigns focus on schools to increase levels of knowledge of

mental health among young people, all important information about mental health should be
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included in the messages communicated during communication campaigns for mental health

and that the communication campaigns follow the principles of effective health

communication campaigns.
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CHAPTER ONE

1.0 INTRODUCTION

1.1 Background to the study

A communication campaign is an organized communication activity directed at a

particular population for a particular period of time to achieve a particular goal

(Snyder, 2001). Health communication campaigns are largely driven by the need to

fill information gaps (Wallack & Dorfman, 2001). Worldwide, health

communication campaigns have been used to promote a wide variety of health

behaviours, including seat belt use, dietary change, medication use, exercise, dental

care, substance use prevention and cessation, family planning, use of health services

and testing and screening for diseases (Snyder, 2007).

When well planned and executed, health communication campaigns have positive

impacts on behavior change. For instance, the World Health Organization credits

public health communication campaigns with success in reducing tobacco and

alcohol use, increased uptake of breast-feeding, and improved nutrition and exercise

(WHO, 2009). In Finland, long-term comprehensive community interventions with

strong communication components have resulted in 80% decreases in cardiovascular

deaths in working age populations (Puska, 2010).

Effective health communication campaigns are characterized by at least three

important factors. First, these campaigns are more likely to use mass communication

and behavior change theory as a basis for campaign design. Second, they are more

likely to use formative research such as focus group to develop messages and inform

campaign strategy. Third, they are more likely to link media strategies with

community programs thus reinforcing the media message and providing local

support for desired behavior changes (Wallack & Dorfman, 2001).

The US Office of Disease Prevention and Health Promotion (2000) suggests a

number of attributes of effective health communication. These attributes include
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accuracy, availability, balance, consistency, cultural competence, evidence base,

reach, reliability, repetition, timeliness, and understandability.

Atkin (2001) says that health campaigns that are directly targeted to the focal

segment of the population tend to have a relatively modest degree of impact, but the

effects vary substantially according to the palatability of the advocated behavior,

receptivity of target audience, and the quality and quantity of messages.

Health communication campaigns may fail to be effective due to several reasons.

Audience resistance barriers arise at each stage of response, from exposure to

behavioural implementation. Perhaps the most elemental problem is reaching the

audience and attaining attention to the messages. Other key barriers include

misperception of susceptibility to negative outcomes, deflection of persuasive

appeals, denial of applicability to self, rejection of unappealing recommendations,

and inertia or lethargy (Atkin, 2001).

1.1.1 Communication campaigns for mental health

Challenging stigma and promoting increased awareness of, and positive attitudes

towards mental health issues have been addressed through media campaigns like,

You in Mind (Hersey et al., 1984; Barker et al., 1993); the Norwegian Mental Health

Campaign (Sogaard & Fonnebo, 1995); “Changing Minds” by the Royal College of

Psychiatrists in the UK; and the World Psychiatric Association’s campaign “Open

Doors” (Sartorius, 1997).

The Norwegian Mental Health Campaign was a nationwide mass media-based

publicity and information strategy over a six month period, culminating in a six hour

television broadcast. The campaign achieved wide penetration, putting mental health

issues on the cultural agenda in Norway and changing the knowledge of and attitudes

towards mental health problems (Sogaard & Fonnebo, 1995). In the UK, the ‘You in

Mind’ television series had a positive impact on mental-health-related understanding

and behavioural intentions of a large and diverse national audience (Barker et al.,

1993). In the USA, the media-based San Francisco Mood Survey Project, aimed to
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target depression and depressive symptoms in the population. The intervention was

delivered through television. It led to a significant reduction in depressive symptoms

in those individuals who initially scored at high levels of depressive symptoms and

watched the segments during the intervention’s broadcast (Munoz et al., 1982).

This evidence shows that targeted and well-executed mass media campaigns,

particularly if they are supported by local community action, can have a significant

impact on increasing understanding, reducing stigma and increasing knowledge, as

well as impacting positively on mental health literacy at the community level

(Rogers, 1996; Jané-Llopis, Barry, Hosman & Patel, 2005).

WHO (2007) encourages the need for public education and awareness campaigns on

mental health in all countries. The main goal of these campaigns is to reduce barriers

to treatment and care by increasing awareness of the frequency of mental disorders,

their treatability, the recovery process and the human rights of people with mental

disorders. WHO (1986, 2003, 2007) observes that well-planned public awareness and

education campaigns can reduce stigma and discrimination, increase the use of

mental health services, and bring mental and physical health care closer to each

other.

Over the years, coordinated communication campaigns on mental health are held in

Kenya mainly prior to and when celebrating the World Mental Health Day which is

marked on 10th October every year (Kiima & Jenkins, 2010). Kiima and Jenkins

(2010) add that Kenya has participated in the celebration of World Mental Health

Day annually since 1992 when the day was first celebrated. The national event is

held on a rotational basis in each province and presided over by the minister for

health. The event is a culmination of a weeklong mental health activities carried out

throughout the country at district levels. The minister gives a trophy and a certificate

to the national winner of the national competition for the best mental health worker

of the year. The minister’s speech articulates the mental health issues contained in

the theme for each year, accompanied by extensive media coverage. Mental health

workers from different levels in the service give lectures, symposia and workshops to

create public awareness as well as orientation of different groups and cadres on
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mental health. Psychiatric hospitals and wards have open days too (Kiima & Jenkins,

2010).

Alone, these communication campaigns conducted once annually may not be

effective in increasing levels of knowledge about mental health and mental illnesses,

and increasing the numbers of those who seek treatment in hospitals after suffering

from mental illnesses. They may also not make any significant impact in reducing

stigma and the prevalence of mental illnesses. Barry and Jenkins (2007) argue that

these are only achievable through comprehensive approaches that intervene at a

number of different time periods rather than once off.

Effective health communication campaigns adhere to the following principles:

conducting formative research on and about the target audience, using theory as a

conceptual foundation, segmenting one’s audience into meaningful subgroups, using

a message design approach that is targeted to the audience segments, utilizing

effective channels widely viewed by and persuasive with the target audience,

conducting process evaluation and ensuring high message exposure and using a

sensitive outcome evaluation design that reduces threats to internal validity and

allows causal inferences about campaign impact to be made (Noar, 2006; Palmgreen

et al., 2008). This study intended to establish whether communication campaigns on

mental health in Nairobi County adhere to these principles.

1.1.2 Communication campaigns for mental health targeting the youth

One of the communication campaigns for mental health targeting the youth is the

‘Just Like Me’ anti-stigma campaign conducted in Scotland (Jane-Llopis, &

Braddick, 2008). The campaign used cartoon based TV adverts and posters that were

displayed in schools and youth clubs among other venues. The campaign focused on

the following overall messages: firstly, one in ten young people in Scotland currently

experience a mental health problem; secondly, any young person can have a mental

health problem but most will recover and get on with their lives; and lastly, stand by

your friends if they have a mental health problem.
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Following the campaign, a survey suggested an impressive exposure to the ‘See Me’

campaign with significant gains in knowledge and awareness of all mental health

problems (especially those highlighted in the campaign). The number of hits to

access information on the ‘See Me’ website increased dramatically and young people

who had seen campaign materials reported feeling much more confident in knowing

what to do to help a friend experiencing a mental health problem (Jané-Llopis &

Braddick, 2008).

Romer and Bock (2008) conducted a study on counter-stereotyping as a

communication strategy that could reduce the impact of harmful stereotypes

associated with mental illnesses among young people. They sought to determine the

degree to which young people will revise their stereotypic judgements of persons

with mental illness who have been treated and no longer exhibit symptoms of their

disorder. The results showed that counter-stereotyping through presentation of

treatment information led to significantly more favourable reactions towards the

mentally ill and increased incentives to seek treatment. Romer and Bock (2008)

concluded that the dissemination of factual, counter-stereotypical information could

be a key component of educational and media intervention programmes to combat

stigma (Corrigan & Lundin, 2001; Sartorius & Schulze, 2005).

1.2 Statement of the problem

Whereas mental health problems are prevalent worldwide and more people are at risk

of contracting mental illnesses, knowledge levels of mental health are low and

treatment inaccessible. WHO (2001) and Williams et al (2005) observe that more

than 450 million people suffer from mental disorders worldwide and as many as one

in four persons may experience mental or behavioural disorders during their lifetime.

Furthermore, mental disorders are expected to be second only to heart disease as a

leading source of the global burden of disease by the year 2020 (Murray & Lopez,

1996). In spite of this evidence, efforts to increase levels of knowledge of mental

health as well as accessibility to treatment have been minimal (WHO, 2010). Studies

indicate that nearly two-thirds of those suffering from mental illnesses do not receive
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adequate care due to stigma, discrimination, neglect and poverty (Atwoli, 2011;

Griffin, 2008; Brundtland, 2001). Others do not receive treatment because of the

inability of medical personnel to detect that they are mentally ill (Ndetei et al, 2009).

Donovan et al (2006) observe that the growth of mental health problems and

disorders is outstripping the capacity of mental health services to meet the demand

for traditional, individual treatment services. The scholars note that this has led to

growing international interest in promotion, prevention and early intervention for

mental health (Donovan et al, 2006). In investigating the impact of communication

campaigns for mental health in Nairobi County, this study sought to find out if the

target audience was given messages that empowered them to prevent mental illnesses

and seek early intervention measures to avoid the development of chronic mental

illnesses.

Scanlon and Raphael (2002) assert that there is a large need in the community for

information about mental illness. They explain that understanding about mental

illness can contribute to reducing the stigma and discrimination experienced by

people with mental illness, as well as enhancing early identification and help seeking

for those with problems. These are some of the indicators of the impact of

communication campaigns in enhancing knowledge of mental health that this study

sought to investigate.

In Kenya, many studies on health communication have focused on HIV/ AIDS. To

the rsearcher’s knowledge, there is no available study that focuses on mental health.

Mberia (2009) studied persuasive communication factors that influence university

students in their response to HIV and AIDS prevention campaign messages. Data for

this study was collected using questionnaires, focus group discussions and in-depth

interviews. Mberia (2009) found that: 82.6 % of the youth have knowledge of HIV

and AIDS; 94 % of the youth reported that HIV and AIDS is a serious infection;

though the majority of the youth reported that they were the most vulnerable to HIV

and AIDS, 64.8% of males and 64% of females denied being personally susceptible;

not every young person perceived the benefits of abstinence as a preventive measure

against HIV and AIDS, and not every young person believed in the use of condoms
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as a preventive measure against the HIV and AIDS infection. The findings indicate a

clear disconnect between knowledge and behavior change. The current study also

sought to investigate whether knowledge of mental health had an impact on behavior

and attitude change.

Ndati (2013) focused on interpersonal communication and HIV/AIDS. His study

focused on influencing behavioural responses to HIV amongst students. The site of

the study was Lang’ata District in Nairobi County and the target population was both

male and female students in public mixed secondary schools. The study used the

mixed methods approach. Data was collected using structured interviews, focus

group discussions and key informant interviews. The study had the following

findings: the majority (98.8%) of the youth had knowledge of HIV/AIDS, 60.9% of

the respondents did not perceive themselves to be at risk of HIV infection, 80.9% of

the students did not use a condom the last time they had sex, students paid little

attention to media preventive campaigns, and students felt that HIV and AIDS media

campaign messages were making very little impact in behavior change as 73.8% said

the campaigns were not informative. The current study focused on communication

campaigns for mental health and their impact in enhancing knowledge among

secondary school students. It also differed with Ndati (2013) in methodology as data

was collected in Lang’ata District and Mathari Hospital using questionnaires,

interviews and content analysis.

Beaudoin (2009) studied the effects of a media campaign that targeted Post

Traumatic Stress Disorder (PTSD) after Hurricane Katrina. The findings indicated

that the media campaign had positive direct effects on PTSD beliefs and PTSD

preventive behaviours. The current study sought to establish whether communication

campaigns for mental health conducted in Nairobi County had an effect on

knowledge of causes of mental illnesses, preventive behaviours and availability of

treatment.

Indeed, there is sufficient evidence of communication campaigns for mental health

being effective in enhancing knowledge (Hersey et al., 1984; Barker et al., 1993;
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Sogaard & Fonnebo, 1995; Sartorius, 1997). This, therefore, underscores the need for

effective communication campaigns on mental health.

Though communication campaigns for mental health have been going on in Kenya

(Kiima & Jenkins, 2010), knowledge levels of mental health are still low, the levels

of stigma are high and access to treatment is low (Atwoli, 2011; KNCHR, 2011;

Bocha, 2012). There is no available literature on the evaluation of these

communication campaigns to show whether they are effective or ineffective.

Previous studies conducted on mental health in Kenya are all meant for medical

purposes but they conclude that there is need for public education to be conducted to

raise levels of awareness of mental health (Othieno et al, 2008; Ndetei et al, 2009;

Kiima & Jenkins, 2010).

Consequently, this study sought to assess the impact of communication campaigns

on mental health behavior change among secondary school students in Nairobi

County. The study focused on secondary school students because studies indicate

that adolescence and young adulthood is the age when many mental disorders first

emerge (Seroczynski, Jacques, & Cole, 2003; Wunderlich, Bronisch, Wittchen &

Carter, 2001). Furthermore, studies indicate that young people aged 12-25 are most

at risk of developing mental disorders, and that this is a life stage where concerted

effort is required to prevent the development of adult and chronic mental health

problems (Rickwood, 2010; McGorry et al, 2007; Kessler et al, 2005). Lastly,

enhanced knowledge of mental health among secondary school students has been

found to reduce bullying, aggression and truancy. It enhances coping and problem

solving skills and increases engagement, achievement and attendance (Jané-Llopis et

al, 2005).

1.3.1 General objective

The general objective of this study was to assess the impact of communication

campaigns on mental health behavior change among secondary school students in

Nairobi County.



9

1.3.2 Specific objectives

The specific objectives of this study were:

i. To assess the knowledge levels of mental health among secondary school

students in Nairobi County.

ii. To analyze the messages communicated during communication campaigns

for mental health in Nairobi County.

iii. To evaluate the effectiveness of communication campaigns for mental health

conducted in Nairobi County.

iv. To analyze the demographic factors that influence mental health behavior

change.

1.4 Research questions

i. What are the knowledge levels of mental health among secondary school

students in Nairobi County?

ii. What kinds of messages are communicated during communication campaigns

for mental health held in Nairobi County?

iii. How effective are the communication campaigns for mental health conducted

in Nairobi County in influencing mental health behavior change?

iv. Which demographic factors influence mental health behavior change?

1.5 Justification of the study

Studies show that adolescence and young adulthood is the age when many mental

health disorders first emerge (Seroczynski, Jacques, & Cole, 2003; Wunderlich,

Bronisch Wittchen & Carter, 2001). Studies further explain that young people aged

12-25 are most at risk of developing mental disorders, and that this is a life stage

where concerted effort is required to prevent the development of adult and chronic
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mental health problems (Rickwood, 2010; McGorry et al., 2007; Kessler et al, 2005).

The current study sought to assess the knowledge levels of mental health among

secondary school students in Nairobi County. To do this, the study sought to

establish whether communication campaigns for mental health conducted in Nairobi

County target secondary school students to increase their knowledge of mental health

and therefore promote positive mental health behavior change. To the best of the

researcher’s knowledge, there is no available literature that explains who is targeted

during communication campaigns for mental health conducted in Nairobi County.

The second reason why this study was conducted was to analyze the messages

communicated during communication campaigns for mental health. The study sought

to find out whether these messages had information on the types of mental illnesses,

their causes, prevention and treatment. It also sought to find out whether these

messages contained information on who is vulnerable to mental illnesses and how

severe mental illnesses are. The messages contained in the communication

campaigns will influence mental health behavior change.

The third reason for conducting this study was to evaluate the communication

campaigns for mental health conducted in Nairobi County to find out whether they

adhere to established attributes of effective health communication campaigns. These

attributes are accuracy, availability, balance, consistency, cultural competence,

evidence base, reach, reliability, repetition, timeliness and understandability (US

Office of Disease Prevention and Health Promotion, 2000). The other attributes are

use of mass communication and behavior change theory as a basis for campaign

design, use of formative research to develop messages and inform campaign strategy

and linking media strategies with community programs thus reinforcing the media

message and providing local support for desired behavior changes (Wallack &

Dorfman, 2001). Communication campaigns that have these attributes will promote

positive mental health behaviours among the target audience.

The fourth reason why this study was conducted was to analyze the demographic

factors that influence mental health behavior change. This will be important as it will

help mental health practitioners and mental health communication planners to know
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who to target with which mental health messages and which strategies to use to

effectively influence behavior change towards mental health issues.

This study will be beneficial to planners and designers of communication campaigns

for mental health, health communication researchers and practitioners, the

government, policy makers in the Ministry of Health, psychiatrists and other health

practitioners. Firstly, this study is important to planners and designers of

communication campaigns for mental health, and other health problems, because its

findings explain the relationship between communication campaigns for mental

health, knowledge levels and behavior change among the target audience. The study

explains possible reasons for the ineffectiveness of the campaigns in enhancing

knowledge levels and promoting mental health behavior change. It also suggests

ways the campaigns could be improved. Therefore, the study will be beneficial in

improving the process of planning, designing and conducting communication

campaigns for mental health, and other health problems, to effectively enhance

knowledge levels.

Secondly, the findings and suggestions of this study will be important to the

government and policy makers in the Ministry of Health. The policy makers will

understand the levels of knowledge of mental health in Kenya and how this is

affecting the prevalence of mental illnesses and access to treatment. They will also

understand what effective communication campaigns for mental health can achieve

in enhancing knowledge, reducing stigma, lowering the prevalence rates of mental

illnesses and increasing access to treatment. This will lead to recognition of the

important role played by communication campaigns for mental health and what is

needed to conduct these campaigns. In addition, the study underscores the

importance of the implementation of policies that will lead to increased funding of

mental health promotion campaigns, establishing enough psychiatric facilities in the

country and encouraging more medical personnel to train in psychiatry.

Thirdly, the study will be useful to psychiatrists and other health practitioners in the

areas of practice, policy and research. It will contribute to a clearer understanding of
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the role they can play in promoting knowledge of mental health and influencing

positive mental health behavior change.

Lastly, the findings and recommendations of this study will contribute to the existing

body of knowledge of health communication by analyzing the relationship between

communication campaigns, the levels of knowledge and behavior change among

target audiences. The study will also make a contribution to knowledge in health

communication by suggesting creative strategies in effective design of health

messages, communication campaign planning, implementation and evaluation. This

will benefit health communication researchers and practitioners.

1.6 Scope of the study

This study focused on how communication campaigns for mental health are

conducted in Nairobi County and whether they are effective or not in enhancing

knowledge and therefore positive mental health behavior change. To establish the

effectiveness of these communication campaigns, the study examined secondary

school students’ knowledge levels of mental health.

Nairobi County was selected because it has the largest mental hospital in Kenya,

Mathari National Teaching and Referral Hospital. The choice of Mathari National

Teaching and Referral Hospital was informed by the fact that communication

campaigns for mental health in Kenya have over the years been conducted in

hospitals that have mental health facilities. Mathari National Teaching and Referral

Hospital being the largest mental hospital in Kenya has been consistently used as the

venue of communication campaigns for mental health held in Nairobi County since

1992.

Data to establish knowledge levels and mental health behavior change among

secondary school students in Nairobi County was collected from public secondary

school students in Langata District. Langata District was selected because it has the

largest informal settlement in Kenya (www.unhabitat.org). Poverty levels are high in

informal settlements. Research shows that people living in poverty are more likely to
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suffer from mental health problems (Palmer, 2011; Patel, 2005; Patel & Jané-Llopis,

2005; WHO, 2010; Barry & McQueen, 2005; Bhugra, 2004; Melzer, Fryers &

Jenkins, 2004; Danso, 2002).

Additional data was collected from psychiatrists and psychiatric nurses at the

Mathari National Teaching and Referral Hospital as well as from materials used by

the hospital during communication campaigns for mental health conducted within a

period of three years (2011-2013). These are the campaigns whose messages were

likely to be clearly remembered by the target audience and therefore whose impact

was likely to be stronger. This additional data was to ensure that the information

received and upon which findings and suggestions were made was comprehensive.

In terms of theoretical scope, the study used two theories. It was based on the

principles of the symbolic interactionism theory and the health belief model.

Through these theories’ principles and components, the knowledge levels of people

about mental health and their attitudes towards it were explained.

1.7 Limitations

The study had two main limitations. The first limitation was the unavailability of

materials used for the World Mental Health Day communication campaigns in 2011

at Mathari National Teaching and Referral Hospital. Data from these materials could

have helped to give a clearer understanding of the nature of messages communicated

during communication campaigns for mental health held in 2011 and how they were

communicated.

The second limitation was lack of documented information on what the goals and

objectives of the mental health communication campaigns conducted in 2011, 2012

and 2013 were and what process was followed during the design and implementation

process of these campaigns. Documented information could have been very useful in

the analysis of these communication campaigns.

1.8 Delimitation
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To overcome the limitation of unavailability of materials used for the 2011 World

Menta Health Day communication campaigns at Mathari National Teaching and

Referral Hospital, the researcher relied on data from World Federation for Mental

Health and interviews with psychiatrists and psychiatric nurses about the messages

communicated during that year and how they were communicated. World Federation

for Mental Health is the organization which develops the themes and prepares

relevant literature for World Mental Health Day each year. Relying on data from

World Federation for Mental Health and psychiatrists and psychiatric nurses ensured

that the study did not lack important information on what messages were

communicated about mental health during the 2011 World Mental Health Day and

how they were communicated. The inability to keep materials used for

communication campaigns for reference purposes was discussed as one of the

elements of ineffective communication campaigns for mental health in Nairobi

County.

To overcome the limitation of lack of documented information on what the goals and

objectives of communication campaigns for mental health conducted in 2011, 2012

and 2013 were, the researcher relied on interviews with psychiatrists and psychiatric

nurses who had participated in the communication campaigns to obtain relevant

information. Since these psychiatrists and psychiatric nurses are key stakeholders in

mental health and they actually participate each year in disseminating mental health

messages, the information they provided about the goals and objectives of these

campaigns can be said to be reliable. This limitation was discussed as another

weakness that should be addressed to make communication campaigns for mental

health in Nairobi County and generally the entire country effective.
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CHAPTER TWO

2.0 LITERATURE REVIEW

2.1 Introduction

This chapter provides a detailed review of literature on communication of mental

health. The first section is on the definition and types of mental health problems and

their causes. To evaluate the effectiveness of communication campaigns for mental

health, the study sought to find out whether the communication campaigns contain

messages on the types of mental health problems, who is susceptible and their

causes. Similarly, the study relied on the target audience’s awareness of these

messages to assess their knowledge levels of mental health.

A section on the prevalence of mental illnesses in Kenya and among young people

follows. This is because the target audience in this study was secondary school

students. The gap in these sections that the study sought to address was the

unavailability of sample cases on mental health problems in schools and

comprehensive statistics on the actual prevalence of mental illnesses among young

people in Kenya considering that they are most at risk of mental illnesses.

The last section is on communication of mental health issues where the study targets

the following gaps: lack of literature to guide population-wide mental health

interventions, lack of literature on population-wide mental health promotion

campaigns that targeted people to be proactive about maintaining their own and

others’ mental health, and general lack of literature on evaluation of communication

campaigns for mental health in Kenya and the rest of the world.

The chapter also provides an in-depth discussion of the theoretical and conceptual

framework. The study discusses the following theories and models of health

communication: the theory of planned behavior, the health belief model, the

transtheoretical model, process of behavior change, the extended parallel process

model, the social marketing theory and symbolic interactionism. The study uses the
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health belief model and symbolic interactionism. It gives reasons why the other

theories are not relevant to the communication of mental health issues in Kenya and

why the health belief model and symbolic interactionism have been used.

2.1.0 Understanding mental health

The Mental Health Foundation (2010) defines mental health as:

A state of well-being in which the individual realizes his or her own abilities, can

cope with the normal stresses of life, can work productively and fruitfully, and is

able to make a contribution to his or her community.

Donovan et al (2006) say that mental health problems and mental disorders refer to

the spectrum of cognitive, emotional and behavioural disorders that interfere with the

lives and productivity of people. Mental health can also be defined as soundness of

mind, determined from a person’s behaviours and interactions with others, and

through the kind of decisions and judgements they make (Taggart, 2011). Taggart

observes that the terms ‘mental health problems,’ ‘mental illness,’ and ‘psychiatric

disorders’ have been used within society interchangeably to cover a wide range of

feelings and behaviours from those that can be described as normal to chronic and

enduring feelings.

Donovan et al (2006) distinguish between mental health problems and mental

disorders by saying that mental health problems are less severe and of shorter

duration than mental disorders, but may develop into a mental disorder. Donovan et

al (2006) note that mental disorders are of different types and degrees of severity,

and the major mental disorders perceived to be public health issues include

depression, anxiety, substance use disorders, psychosis and dementia.

Worldwide, mental and behavioural illnesses affect 450 million people and account

for 15% of the overall burden of diseases from all causes (WHO, 2001). WHO also

estimates that 151 million people suffer from depression and 26 million people from

schizophrenia; 125 million people are affected by alcohol use disorders. It also

estimates that as many as 50 million people suffer from epilepsy (WHO, 2004d).
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Alzheimer’s Disease International (2012) estimates that there were 36 million people

living with dementia in 2010. WHO Dementia Report estimates that there were 7.7

million new cases of dementia in the year 2010, or one new case every four seconds

(WHO, 2012). Around 844 thousand people die by suicide every year (WHO, 2010).

Another WHO report (2010), asserts that people with mental health conditions are

largely overlooked as a target of development work. The report argues that this is

despite the high prevalence of mental health conditions, their economic impact on

families and communities, and the associated stigmatization, discrimination and

exclusion.

2.1.1 Types of mental health problems

According to the International Classification of Diseases-10 (ICD-10) (World Health

Organization, 1992), mental health problems are classified into eight categories. The

first category is affective disorders. This group contains disorders in which the main

sign is a change in mood. The mood change is usually associated with a change in

the overall level of emotion, perception and activity. Most affective disorders tend to

be recurrent and the onset of individual episodes can often be related to stressful

events or situations. Disorders within this group include bipolar affective disorder,

depressive disorder, recurrent depressive disorder, persistent mood disorder and

dysthymia disorder.

Neurotic or stress-related disorders form the second category. This is a group of

disorders in which anxiety-related symptoms are the core sign. For some people, this

can occur in certain well-defined situations. As a result, these situations are avoided

or endured with dread. Physical or somatic symptoms like palpitations, feeling faint,

trembling and muscular tension are often associated with secondary fears of dying,

losing control or going mad. Other disorders in this group include agoraphobia,

social phobias, specific phobias, panic disorder, generalized anxiety disorder, mixed

anxiety and depressive disorder, obsessive-compulsive disorder, adjustment disorders

and post-traumatic stress disorder.
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Schizophrenia disorders are the third category. This group brings together a range of

psychotic disorders with schizophrenia being the most common condition.

Schizophrenia is characterized by distortions of thinking and perception, and

emotions that are inappropriate or blunted. Other disorders include paranoid

schizophrenia, hebephrenic schizophrenia, catatonic schizophrenia, schizotypal

disorder, persistent delusional disorders, acute and transient psychotic disorders and

schizoaffective disorders.

The fourth category is organic disorders. This group of disorders comprises a range

of conditions that are grouped together on the basis of their having in common a

demonstrable aetiology in brain injury/disease. Dementia is a syndrome due to

disease of the brain in which there is disturbance of memory, thinking, orientation,

comprehension, language and judgement. Other disorders include dementia in

Alzheimer’s disease with early and also late onset, vascular dementia and multi-

infarct dementia.

Other categories include mental and behavioural disorders due to psychoactive

substance abuse, behavioural syndromes associated with physiological disturbances

and physical factors, disorders of adult personality and behavior and disorders of

psychological development.

This study sought to find out if mental health communication campaign messages

enlighten people on these illnesses, who are susceptible, prevention of these

illnesses, treatment and what the impact of these campaigns is in terms of raising

levels of knowledge.

2.1.2 Causes of mental illnesses

Mental illnesses can be caused by physical diseases, such as infection of the brain by

parasites (such as malaria), viruses, and bacteria. They can also be caused by

physical accidents or through assault, which involves the head. Cancer of the brain

and a stroke can lead to destruction of brain cells. Mental illnesses are also caused by

major illnesses such as uncontrolled diabetes, TB, cancer, diseases of the kidney, the
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liver and other bodily organs which can have adverse effects on the brain, regardless

of the presence or absence of effective treatment (Griffin, 2008; Ndetei, 2010; Ndetei

et al, 2009).

Othieno et al (2008) assert that poverty, social and family disintegration and high

risk behaviours such as alcohol and substance abuse present a risk profile for mental

ill health in Kenya. These factors apply more to people living in disadvantaged

conditions and suggest that mental illnesses are more prevalent among the poor

(Palmer, 2011; Patel, 2005; Patel & Jané-Llopis, 2005; WHO, 2010; Barry &

McQueen, 2005; Bhugra, 2004; Melzer, Fryers & Jenkins, 2004; Danso, 2002).

Norris et al (2002) and Atwoli (2012) found that specific stressors affect mental

health. These include bereavement, witnessing the killing or serious injury of another

person, especially a family member; life threat, fear, panic during the disaster,

peritraumatic responses, horror, separation from family, property damage or financial

loss, and relocation.

The study intended to establish whether mental health communication campaign

messages contain information on the causes of mental illnesses and whether target

audiences are aware of these causes.

2.1.3 Prevalence of mental illnesses in Kenya

In their study, Ndetei et al (2009) found an overall pattern of a high level of mental

disorders detected with greater frequency in inpatients than in outpatients from

primary level health care facilities to tertiary level ones. They also report that most

mental illnesses remained undiagnosed by clinicians in all facilities. They found that

the doctors detected mental illnesses in only 4.1% of all the patients studied. Ndetei

et al (2009) found that at higher levels of health provision, less mental disorders were

recognized. They concluded that this might be as a result of the medical personnel

being more specialized.

For instance, Bocha (Daily Nation, 2012) says that estimates show that about 620,

000 people live with epilepsy in Kenya. He reports that out of this number, more than
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8,000 are in Kilifi County. Overall, there is no comprehensive literature on the

prevalence of mental illnesses in Kenya. This is a gap that should be addressed if

effective communication campaigns for mental health in Kenya are to be conducted.

Information about prevalence of mental illnesses constitutes evidence base, one of

the attributes of effective health communication campaigns. It will influence the

target audience to seek for information about the causes, prevention and treatment of

mental illnesses.

2.1.4 Prevalence of mental illnesses among young people

According to WHO (2005), one fifth of children and adolescents suffer from

developmental, emotional or behavioural problems, and one in eight have a mental

disorder. Khasakhala et al (2012) studied the prevalence of depressive symptoms in

public secondary schools in Nairobi. They found that the prevalence of clinically

significant depressive symptoms was at 26.4%. Girls were found to exhibit more

suicidal behavior than boys.

There is lack of comprehensive literature on the prevalence of other mental health

problems among young people in Kenya. This information constitutes evidence base

which is one of the important elements of effective health communication

campaigns. Comprehensive literature on the prevalence of mental illnesses among

young people in Kenya will provide useful information to be contained in

communication campaigns for mental health. This information will influence young

people to want to know the causes, prevention and treatment of mental illnesses that

they are susceptible to. The information will also explain to mental health personnel

and communication practitioners the importance and urgency of targeting young

people in communication campaigns to raise their levels of knowledge of mental

health.

2.1.5 Promotion of mental health

Barry (2007) explains that mental health promotion may be conceptualized as an

empowering, participative and collaborative process that enables people to increase
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control over their mental health and its determinants. According to Donovan et al

(2006), mental health promotion is any action taken to maximise mental health and

well being among populations and individuals that focuses on improving social,

physical and economic environments that affect mental health, and enhancing the

coping capacity of communities as well as individuals. It includes messages targeting

interventions that occur before the initial onset of a disorder and prevent the

development of a disorder as well as early interventions specifically targeting people

displaying the early signs and symptoms of a mental health problem or mental

disorder and people developing or experiencing a first episode of mental disorder

(CDHAC, 2000).

The Ottawa Charter for Health Promotion (WHO, 1986) highlights the five effective

intervention strategies for mental health promotion. The first one is building healthy

public policy. Policies aiming to increase access to education, housing, nutrition or

health care have proven to promote mental health. Mental health promotion needs to

be incorporated into the wider health development and social inclusion agenda, in

order that the broader determinants of poor mental health, such as poverty, social

exclusion, exploitation and discrimination, can be successfully addressed (Barry,

2007).

The second intervention strategy is creating supportive environments. The charter

advocates a socio-ecological approach to health, promoting the change of home,

work and community environments with the aim of improving control over the

determinants of health. This perspective moves mental health beyond an

individualistic focus to consider the influence of broader social, cultural and

economic factors. The socio-ecological perspective underscores the importance of

mediating structures such as home, schools, workplaces and community settings as

providing key contexts for mental health promotion interventions. For instance,

evidence from systematic reviews and intervention trials on mental health promotion

in schools highlights that comprehensive programmes that target multiple health

outcomes in the context of a coordinated whole-school approach are the most

consistently effective approach (Weare, 2000; Harden et al., 2001; Greenberg,
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Domitrovich & Bumbarger, 2001; Barlow & Stewart-Brown, 2001; Patton, Olsson &

Toumborou, 2002; Mentality, 2003; WHO, 2004b; WHO, 2004c). These

programmes have successfully led to increases in mental wellbeing, competence and

social skills as well as decreases in anxiety and depressive symptomatology. Social

outcomes have included, among many, reductions in aggression and bullying and

increases in school achievement (Greenberg et al., 2001).

Strengthening community action is the third intervention strategy highlighted by the

Ottawa Charter. The charter emphasizes enabling local communities to actively

participate in setting priorities, making decisions, planning strategies and

implementing them in order to achieve better health.

The fourth intervention strategy is developing personal skills. This strategy supports

personal and social development through providing information, education for health

and enhancing life skills. It increases the options available to people to exercise more

control over their own health and environment to make choices conducive to health.

This includes programmes designed to enhance resilience and promoting social

competence, targeting the prevention of depression and addressing the negative

impact of unemployment.

The fifth strategy is reorienting health services. The charter emphasizes that health is

a shared responsibility among individuals, community groups, health professionals,

health service institutions and governments. The reorientation of health services

includes attention to health research, changes in professional education and training

and a change in the organization of health services including the needs of the

individual as a whole person.

Globally, Donovan et al (2006) say that mental health promotion is attracting

attention as health authorities become increasingly concerned with the rise in mental

illnesses. However, Donovan et al (2006) add, there is little to guide health

professionals in communicating to individuals and community groups what mental

health promotion- in the sense of strengthening people’s mental health and mental

illness prevention- is about, or to guide population-wide interventions. In the absence
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of these clear guidelines, any messages on mental health issued will be ineffective

since they are uncoordinated and lack clear targets.

Furthermore, interventions to date have been largely directed towards those suffering

mental health problems, early identification of at risk individuals or destigmatisation

of the mentally ill (Davis & Tsiantis, 2005; European Commission, 2004; Jané-

Llopis et al, 2005; Morrow et al, 2002; Saxena & Garrison, 2004). Since these

interventions do not focus on entire populations, they may not be effective in

enhancing knowledge among those populations. This study will evaluate

communication campaign messages on mental health to find out their target

audiences and the content of these messages.

Donovan et al (2006) report that while there are a number of school and worksite

interventions aimed at building positive mental health rather than simply early

detection and treatment of mental health problems (Durlak & Wells, 1997; Stewart et

al, 2004),other than the Victorian Health Promotion Foundation’s (VicHealth)

Together We Do Better campaign (Walker et al, 2004) and California’s 1982 Friends

can be Good Medicine campaign (Taylor et al, 1984; Hersey et al, 1984), there is no

published literature on population-wide mental health promotion campaigns that

targeted people to be proactive about maintaining and building their own (and

others’) mental health. The WHO and World Federation for Mental Health (Saxena

& Garrison, 2004) describe 35 programs from around the world, none of which is a

comprehensive community-wide positive mental health promotion campaign. In

Kenya, the situation is similar as there is no published literature on population-wide

mental health promotion campaigns, or the existence of a program with a

comprehensive community-wide positive mental health promotion campaign. This is

a gap which could lead to the dissemination of ineffective messages on mental

health.

Donovan et al (2006) assesses various mental health promotion campaigns and

observes that the ‘Together We Do Better’ campaign seeks to promote community

understanding of the importance of behavioural and social factors related to positive

mental health; the ‘Friends can be Good Medicine’ campaign promoted the



24

importance of supportive personal relationships to physical and mental health; the

VicHealth campaign has been limited in promotional scope, and to date there has

been little published evaluation of its impact on the population at large and the

California campaign ran for only one year, but did appear to have significant impact

on relevant beliefs and behavioural intentions.

Rosen, Walter, Casey & Hocking (2000) and Frank et al (2006) say that there are

fewer studies that have evaluated media campaigns that have targeted outcomes

related to mental health, including general stigma about mental health. There is no

available literature on evaluation of mental health communication campaigns in

Kenya. Yet, evaluation is an essential component of any communication campaign

(Valente, 2001). Valente (2001) defines evaluation as the systematic application of

research procedures to understand the conceptualization, design, implementation, and

utility of interventions. Evaluation research determines whether a program was

effective, how it did or did not achieve its goals, and the efficiency with which it

achieved them (Boruch, 1996; Mohr, 1992; Rossi, Freeman, & Lipsey, 1999;

Shadish, Cook, & Leviton, 1991). Evaluation contributes to the knowledge base of

how programs reach and influence their intended audiences so that researchers can

learn lessons from these experiences and implement more effective programs in the

future (Valente, 2001).

However, there are many barriers to evaluation. These include: the perceived cost of

evaluation, the perception that research takes too much time and that it detracts from

program implementation (Valente, 2001).

2.2.0 Theoretical framework

Any effective health communication campaign has to be anchored on a relevant

health communication theory. A relevant theory will help a health communicator to

understand behavior that causes a health problem and the factors that influence it.

The theory will also offer the health communicator a framework upon which an

effective health communication campaign which will lead to behavior change among

the target audience will be based. Atkin (2001) observes that the first step of any
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communication campaign is to analyse the behavioural aspects of the health problem.

Naidoo and Wills (2000) also observe that being able to predict behavior makes it

easier to plan an intervention. Similarly, Tones and Tilford (1994) argue that

understanding factors that influence behavior will help us to devise strategies and

formulate methods that will achieve our health education goals.

Corcoran (2007) explains that theory enables the practitioner to predict the outcomes

of interventions and the relationships between internal and external variables. She

continues explaining that theories generate a series of ideas for a theory-led

intervention to adopt. She adds that the purpose of theory is to enable the successful

exchange of information between the health promoter and the target audience. In

addition, Corcoran (2007) says, theory can help predict and explain behaviours,

assist in the targeting of information and predict the effect that information will have

and allow practitioners to predict why the audience may not undertake a behavior no

matter how much assistance or encouragement is available. She also explains that

models are derived from a simplified version of theory and can be used to guide the

development of health promotion programmes.

The importance of theories and models is emphasized by Trifiletti et al. (2005) when

they say that theories and models are useful in planning, implementing and

evaluating interventions. However, literature indicates that many health

communication interventions are not based on theory at all or use theory to guide

certain stages of health communication interventions and not others. Kobetz et al.

(2005) argue that theory is often used to inform the groundwork for health

promotion, but is usually given less attention during the implementation of

programmes. Jones and Donovan (2004) state that practitioners frequently ignore

theory, failing to use and implement theory-based interventions. They argue that

practitioners lack the skills and knowledge to operationalize the generic theories and

models available. Other reasons why practitioners fail to use theories are lack of

time, resources, expertise or evidence base to implement their knowledge (Corcoran,

2007).
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Although theory is central to the success of health communication programmes, it

has some limitations. Tones and Green (2004) highlight the concern that theory

objectifies human experience and through this process deviates from the main health

promotion ethos of holism and empowerment. This means that a person is seen as

someone who can be measured, analysed, adjusted or directed. Airhihenbuwa and

Obregon (2000) suggest that theoretical frameworks should not be rigid but flexible

and therefore applicable to different contexts. They suggest that theory should be

used as a means to guide the understanding of complex behavior. Parker et al. (2004)

suggest that designing interventions that attempt to focus on all aspects of a model

may be both daunting and unrealistic.

In addition, Corcoran (2007) says that the other criticism of the theory-based

approach is that structural, political and environmental factors are excluded in many

theoretical models. Behaviour and influences on behavior are altered by the wider

societal context and theory often focuses on individuals only. This approach alone

will not be effective without other enabling factors present to assist the facilitation of

a behavior change. Corcoran (2007) adds that when designing communication

campaigns, supportive environments are available to facilitate change. She argues

that wider societal influences are sometimes difficult to control.

There are a number of theories that can and have been used in the communication of

health. These include the theory of planned behavior, the health belief model, the

extended parallel process model, the transtheoretical model, the process of behavior

change, the symbolic interactionism theory and the social marketing theory.

2. 2.1 The theory of planned behaviour

This theory is the modified version of the theory of reasoned action (Ajzen &

Fishbein, 1980), where the additional variable of ‘perceived behavioural control’ has

been added. The theory of reasoned action originally proposed that any intervention

attempting to change behaviour should focus on beliefs, as these influence attitudes

and expectations and in turn influence intentions and behaviours. It was then

proposed that behaviours are not under ‘volitional control’ and the model was
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revisited and expanded to include ‘perceived behaviour control’ (Rutter & Quine,

2002). The theory of reasoned action was revised to the theory of planned behaviour

(Ajzen, 1991). The theory of planned behaviour follows the same hypothesis as the

theory of reasoned action with the addition of ‘behavioural control’ as a determinant

of behavioural intention and behavioural change.

The theory of planned behaviour states that the closest determinant of behaviour is

the intention to perform (or not perform) that behaviour (Jackson et al., 2005; Lavin

& Groarke, 2005). The theory of planned behaviour’s main determinant of behaviour

is based on the person’s intention to perform that behaviour, and intention is

determined by three factors:

i. Attitude to the behaviour. The balancing of the pros/ cons of performing the

behaviour or the risks/ rewards they associate with that choice.

ii. Subjective norm. Social pressure from significant others, for example peers,

media or family.

iii. Perceived behavioural control. The perception that person has about their

ability to perform the behaviour.

The simplified version of the model proposes that the more positive the attitude,

supportive the subjective norm and higher the perceived behavioural control and the

stronger the intention, the more likely it is that a person will perform that behaviour

(Lavin & Groarke, 2005). The main reason why this theory was not used in this study

is because it ignores other factors that may affect a person’s intention to perform

behaviour. In the mental health context, these factors may include accessibility to

mental health facilities, availability of psychiatrists and the cost of treatment. These

are important factors that will influence intention to perform behaviour, such as

going to hospital for treatment once one realises they are suffering from mental

illnesses. They can act as barriers to the intention to perform behaviour.

2.2.2 The transtheoretical model
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The transtheoretical model, more frequently referred to as the ‘stages of change

model’, is a cyclic model developed by Prochaska and Diclemente (1983). The

model suggests that people change their behaviour at certain stages in life, rather

than making one major change. During these incremental stages, they consider

whether or not to make changes to their behaviour.

This cyclic model is based on the premise that people are at different levels of

readiness to change and during the change process they move through a series of

stages. People move from precontemplation (not ready to change) to contemplation

(thinking of change), to preparation (getting ready to change), to action (performing

the change), to maintenance (continuing the change), to relapse (abandoning changes

and reverting to former behaviours).

The transtheoretical model’s uses are extensive and the model has frequently been

used in targeting intervention programmes and tailoring information to appropriate

stages of change. Kidd et al. (2003) indicate that the transtheoretical model could

provide precision when examining effectiveness and long-term efficacy in an

intervention. It has also been said that it is a model that is ‘simple, powerful,

discerning and practical’ (Brug et al., 2005). One of the most appealing aspects of the

transtheoretical model to practitioners is its simplicity. Although originally designed

for smoking interventions, the transtheoretical model has been used in areas that

include promoting fruit and vegetable consumption (Ruud et al., 2005), injury

prevention (Kidd et al., 2003) and physical activity (Marshal & Biddle, 2001).

There are three main reasons why this model was not used in this study. First, the

model can be effectively applicable to a small target audience where each member’s

stage in the behaviour change process can be known. The communication campaigns

for mental health held in Nairobi County and the rest of the country prior to and

during World Mental Health Day do not focus on small target audiences. It will

therefore be difficult to know the stage of behaviour change of each person when

large populations are targeted. Secondly, the model focuses on people whose

unhealthy behaviours expose them to health problems. Mental health problems are

not always as a result of unhealthy behaviours. Some of the causes of mental



29

illnesses may not be as a result of unhealthy behaviours whose change can be

explained using this model. Thirdly, the transtheoretical model is based on stages

which might be difficult for individuals to identify and distinguish, especially in

regard to mental health. Consequently, individuals and mental health practitioners

might be inaccurate in identifying the stages where members of the target audience

are in the process of behaviour change regarding mental health.

2.2.3 Process of behaviour change

An alternative to the transtheoretical model is the process of behaviour change or

perceived behavioural control model (Corcoran, 2007). It was developed by the

Population Communication Services/ Centre for Communication Programs (2003) in

the US. Corcoran (2007) explains that this model recognizes communication as a

process where people can move between the stages of the process of behaviour

change framework. Different messages are sought depending on where the person is

on the process of behaviour change framework. The main difference between the

process of behaviour change and the transtheoretical model is that the process of

behaviour change is not seen as circular, but as a series of ‘steps’ where a person

moves upwards towards the final goal. Corcoran (2007) explains that in the process

of behaviour change people move through the following steps:

i. Pre-knowledge. When a person is unaware of any risks or problems

associated with their behaviour.

ii. Knowledgeable. When a person is aware of the problem and of the risks

attached to their behaviour.

iii. Approving. When a person is in favour of changing their behaviour.

iv. Intending. When a person is intending to take action to change their

behaviour.

v. Practicing. When the intended behaviour is being practiced.
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vi. Advocating. When the new behaviour is being implemented and when a

person then advocates that behaviour to another.

This model was not used because of several reasons. First, just like the

transtheoretical model, it explains behaviour change in terms of stages which might

not be easily or accurately identified by members of the target audience. For

instance, it might not be easy to distinguish between those who are at the stages of

approving and intending. The second reason why this model was not used is that

whereas it is applicable to small target audiences that can be easily described, it will

be difficult to apply to large target audiences for mental health communication

campaigns. Thirdly, the model does not acknowledge the possibility of those who

have had knowledge of mental health not moving to the stages of approving,

intending and practicing. The fourth reason is that the model does not explain the

factors that lead to approving, intending, practicing and advocating. Finally, it is

only in mental health problems caused by drug abuse where these steps of behaviour

change may be followed. In mental illnesses caused by other factors such as major

illnesses, the steps may not be useful.

2.2.4 The extended parallel process model

The extended parallel process model (EPPM) was developed by Witte (1992). Witte

used Leventhal’s parallel process model (1970) as the overall framework of the

EPPM to differentiate between two processes, danger control and fear control. The

theory adopts the original explanation of the protection motivation theory (PMT) that

explains danger control processes that lead to message acceptance (Rogers, 1975,

1983) and defines and expands the fear control processes which lead to message

rejection. These are the two sides of the parallel process model.

The theory posits that when a person is presented with a fear appeal depicting the

components of threat (severity and susceptibility) and the components of efficacy

(response efficacy and self-efficacy) the fear appeal initiates two appraisals in the

cognitive encoder (individual) (Witte, 1992). First, persons appraise the perceived

threat of the hazard. If the appraisal of threat results in moderate to high perceived
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threat, then fear is elicited (Easterling & Leventhal, 1989; Lang, 1984) and people

are motivated to begin the second appraisal, which is an evaluation of the efficacy of

the second response. When the threat is perceived as low, there is no motivation to

process the message further; efficacy is not evaluated and there is no response to the

fear appeal (Witte, 1992).

Witte (1992) argues that when both perceived threat and perceived efficacy are high,

danger control processes are initiated. He says that when people fear an applicable

and significant threat, and when they perceive a response that would feasibly and

effectively avert the threat, they are motivated to control the danger (protection

motivation) by thinking of strategies to avert the threat (adaptive outcomes). When

danger control processes are dominating, individuals respond to the danger, not to

their fear. Conversely, when perceived threat is high, but perceived efficacy is low,

fear control processes are initiated. The fear originally evoked by the personally

relevant and significant threat becomes intensified when individuals believe they are

unable to effectively deter the threat. Thus, they become motivated to cope with their

fear (defensive motivation) by engaging in maladaptive responses such as denial.

When fear control processes are dominating, individuals respond to their fear, not to

the danger (Witte, 1992). Perceived threat determines the degree or intensity of the

reaction to the message, while perceived efficacy determines the nature of the

reaction.

Individual differences influence the appraisal of threat and efficacy. Each person

evaluates the components of a message in relation to his or her prior experiences,

culture and personality characteristics. Thus, the same fear appeal may produce

different perceptions in different people, thereby influencing subsequent outcomes

(Witte, 1992).

The study did not use this theory because of two reasons. The first reason is that the

theory appears to suggest that people can only respond to messages if they feel

individually threatened and they have the ability to respond effectively to avert the

threat. The messages conveyed during communication campaigns for mental health

do not only target those who are highly susceptible so that they can respond to the
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fear based on their individual susceptibility and their response efficacy and self-

efficacy. Young members of society might be targeted with messages of mental

health problems affecting the elderly so that as care-givers they have knowledge of,

among others, seeking treatment and managing these mental health problems.

Similarly, adults might be targeted with messages of mental health problems

affecting children and young people with the aim of improving their knowledge and

ability as care-givers.

The second reason why the extended parallel process model was not used in this

study is because it does not explain other factors that can lead to either danger

control or fear control. It is not just prior experiences, culture and personality

characteristics that can influence danger control or fear control as suggested by the

model. For mental health problems, other factors would include availability or

unavailability of the following: psychiatrists, psychiatric facilities, affordable

medicine and medicine that do not have side effects. Another important factor will be

the chances of one healing completely once they have received medication. In the

health belief model such factors will be classified under the perceived benefits and

perceived barriers.

2.2.5 Social marketing theory

Baran and Davis (2009) say that social marketing theory is an administrative theory

and it is source dominated. It assumes the existence of a benign information provider

seeking to bring about useful, beneficial change. It gives these providers a

framework for designing, carrying out, and evaluating information campaigns. In its

most recent forms, it gives increasing attention to audience activity and the need to

reach active audiences with information they are seeking. Target audiences are

identified according to their information needs. Recommendations are made for

stimulating audiences to seek information and for packaging and distributing

information so that audiences will find it easy to get and use.

Social marketing theory represents an effort to increase the effectiveness of mass

media- based information campaigns through greater understanding and
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manipulation of aspects of societal and psychological factors. The theory does this by

identifying a variety of social system-level and psychological barriers to the flow of

information and influence through the mass media. It anticipates these barriers and

includes strategies for overcoming them. The theory has several key features (Baran

& Davis, 2009).

The first feature is methods for inducing audience awareness of campaign topics or

candidates. A key first step in promoting ideas or candidates is to make people aware

of their existence. New media channels- especially the Internet and World Wide

Web- offer a means of overcoming barriers to the flow of information that arise over

time.

The second feature is methods for targeting messages at specific audience segments

most receptive or susceptible to those messages. By identifying the most vulnerable

segments and then reaching them with the most efficient channel available, targeting

strategies reduce promotional costs while increasing efficiency.

The third feature is methods for reinforcing messages within targeted segments and

for encouraging these people to influence others through face-to-face

communication. Even vulnerable audience members are likely to forget or fail to act

on messages unless those messages are reinforced by similar information coming

from several channels. Various strategies have been developed to make certain that

multiple messages are received from several channels. These strategies include visits

by change agents, group discussions, messages placed simultaneously in several

media, and door-to-door canvassing.

The fourth feature is methods for cultivating images and impressions of people,

products, or services. These methods are most often used when it is difficult to

arouse audience interest. If people aren’t interested in a topic, it is unlikely that they

will seek and learn information about it. Lack of interest forms a barrier against the

flow of information. But it is still possible to transmit images. The most prominent

method used to cultivate images is amage advertising in which easily recognizable,
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visually compelling images are presented. Relationships are implied between these

and the objects being promoted.

The fifth feature is methods for stimulating interest and inducing information seeking

by audience members. Information seeking occurs when a sufficient level of interest

in ideas or candidates can be generated. Various methods have been developed to

provide easy access to those forms of information serving the campaign planners’

interests once the information seeking has been induced.

The sixth feature is methods for inducing desired decision making or positioning.

Once people are aware and informed, or at least have formed strong images or

impressions, they can be moved toward either a conscious decision or an

unconscious prioritization or positioning. Media messages can be transmitted

through a variety of channels and used to highlight the value of choosing a specific

option or prioritizing one product, service, or candidate relative to others. Change

agents and opinion leaders can also be used, though they are more expensive.

Methods for activating audience segments, especially those who have been targeted

by the campaign is the seventh feature. Ideally, these audiences will include people

who are properly positioned and have decided to act but have not yet found an

opportunity. Many communication campaigns fail because they lack a mechanism

for stimulating action. A variety of techniques can be used to activate people,

including change agents, free merchandise, free and convenient transportation, free

services, moderate fear appeals, and broadcast or telephone appeals from high-status

sources.

The social marketing theory was not used in this study because of various reasons.

The first reason is that it is source-dominated (Baran & Davis, 2009). Effective

health communication campaigns should be audience-centred. They must involve the

audience in identifying health issues that need to be addressed and how health

messages should be designed and disseminated to avoid or minimize resistance.

The second reason is that it does not consider ends of campaigns (Baran & Davis,

2009). Inability to consider the outcomes of health communication campaigns means
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that the campaigns lack evidence base, one of the attributes of effective health

communication campaigns. This is an important attribute as it offers useful lessons to

ensure the success of future health communication campaigns.

The third reason is that the theory has difficulty addressing cultural barriers to

influence (Baran & Davis, 2009). Culture plays an important role in influencing

people’s health behaviours. It is particularly very important in mental health because

people’s attitudes towards mental health are influenced by their cultural beliefs about

the causes, treatment and healing of mental illnesses. Therefore, cultural perspectives

to a health issue should be identified and strategically addressed to avoid message

rejection. This constitutes the attribute of cultural competence (US Office of Disease

Prevention and Health Promotion, 2000).

2.2.6 Symbolic interactionism

Herbert Blumer coined the term symbolic interactionism (Griffin, 2009). Craig and

Muller (2007) assert that symbolic interactionism is the study of “how

communication shapes individual identities, making both individuality and social

community possible”. Blumer states three core principles of symbolic interactionism

that deal with meaning, language and thought. These premises lead to conclusions

about the creation of a person’s self and socialization into a larger community.

First, Blumer bases symbolic interactionism on the premise that humans act towards

people or things on the basis of the meanings they assign to those people or things

(Griffin, 2009; Lindlof & Taylor, 2011). Meaning is seen as the construction of

social reality. Pragmatism viewed reality as indeterminate: the world that we

perceive and act in consists of multiple, emergent realities that are always in the

process of changing. These realities are formed in negotiations conducted between

the self and various people, objects, and events (Mead, 1934). This theory was used

in this study to explain that people’s knowledge, attitudes and responses towards

mental illnesses and the mentally ill are as a result of the meanings they have

assigned to them. A society in which people have little or no knowledge of mental

health issues will assign wrong meanings to mental illnesses and the mentally ill.
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Based on this social reality, people will have discriminatory attitudes and responses

towards mental illnesses and the mentally ill. Mental illnesses and the mentally ill

will be stigmatized. On the other hand, a society where people have knowledge of

mental health will not stigmatize mental illnesses and the mentally ill. This is

because people will assign correct meanings to mental illnesses and the mentally ill.

In such a society, people will have understanding and caring attitudes and responses

towards mental illnesses and the mentally ill since their social reality is constructed

on knowledge.

Blumer’s second premise is that meaning arises out of the social interaction that

people have with each other (Griffin, 2009). Griffin explains that meaning is not

inherent in objects or preexistent in a state of nature. It is negotiated through the use

of language- hence the term symbolic interactionism. In this study, it is argued that

the meanings that individuals give mental health issues are as a result of social

interactions. The stigma that individuals have towards mental health problems is as a

result of their interactions with other individuals in society.

Symbolic naming is the basis for human society (Griffin, 2009). Symbolic

interactionism is used to explain that people’s knowledge of mental illnesses and

attitudes towards the mentally ill are shaped by the names they have given them.

These names influence their perceptions and attitudes towards mental illnesses and

the mentally ill. Furthermore, these attitudes and perceptions are influenced by

people’s interactions with each other through language. This study argues that if

people are exposed to adequate knowledge of what mental illnesses are and what

causes them, they will change their attitudes and perceptions towards the mentally ill

and stop using discriminatory and condemnatory language towards them (Kweyu,

2012).

Blumer’s third premise is that an individual’s interpretation of symbols is modified

by his or her own thought processes. Symbolic interactionists describe thinking as an

inner conversation, a process called inner dialogue minding (Griffin, 2009). Griffin

(2009) says that minding is the pause that is reflective. It’s the two -second delay

while we mentally rehearse our next move, test alternatives and anticipate others’
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reactions. To do this we need language. Language is the software that activates the

mind (Griffin, 2009).

Symbolic interactionism was used in this study to argue that people’s knowledge of

mental illnesses and attitudes towards the mentally ill are shaped and determined by

their thought processes. Consequently, people’s attitudes are influenced by those of

others when faced with similar circumstances. They imagine how others would

behave in the same situation and do exactly that. This study therefore argues that if

communication campaigns on mental health are effectively designed to change

people’s attitudes towards mental health issues, people’s thoughts and language will

change and they will also influence other people to behave exactly that way.

After understanding that meaning, language and thought are tightly interconnected,

the concept of the self becomes clear (Griffin, 2009). People paint their self-portraits

with ideas that come from taking the role of the other- imagining how we look to

another person. During interaction, participants ascertain each other’s intentions

through the use of significant symbols (Lindlof & Taylor, 2011). Significant symbols

are verbal or nonverbal gestures that implicitly arouse in an individual the response

which they explicitly arouse, or are supposed to arouse, in the individuals whom they

are addressing (Mead, 1934). Using significant symbols involves more than signaling

our internal state to others; it also evokes in us the anticipated response of the other.

We momentarily imagine how we are seen.

The concept of the self is important in this study as people’s knowledge of mental

illnesses and attitudes towards mental health and the mentally ill are socially

constructed. If others have profound knowledge of mental health and their attitude

towards the mentally ill is nondiscriminatory, then one will equally seek more

knowledge and be nondiscriminatory towards the mentally ill in order to fit in that

society.

The last concept in symbolic interactionism is that of community. Community is the

generalized other. This is the composite mental image a person has of his or her

‘self’ based on community expectations and responses (Griffin, 2009). This study
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argues that people’s knowledge of mental health and attitudes towards the mentally

ill are based on their communities’ expectations and responses. If the community

expects individuals not to stigmatize mental illnesses or discriminate against the

mentally ill, then the individuals will respond by having positive and non-

discriminatory attitudes towards mental illnesses and the mentally ill.

2.2.7 The health belief model

The Health Belief Model is one of the most commonly used models of health

behavior change. It was developed by Becker (1974) from the work of Rosenstock

(1966) as an overarching framework on how to promote preventive behaviours. The

model enables the examination of health beliefs and perceptions and encourages the

assessment of their influence on preventive health behavior (Hester & Macrina,

1985). It can therefore be used as a pattern to evaluate or influence individual

behavioural change (Corcoran, 2007).

The Health Belief Model includes six constructs to help predict whether people will

take action to prevent, screen for, and control illness (WHO, 2012). These constructs

are: perceived susceptibility, perceived severity, perceived benefits, perceived

barriers, cues to action and self-efficacy (Corcoran, 2007).

Overall, perceived barriers have been the strongest predictor for whether or not

individuals engage in health protective behavior, followed by perceived

susceptibility (Janz & Becker, 1984). Janz and Becker (1984) found that the

perceived severity was the weakest predictor across studies employing the Health

Belief Model. The combination of perceived susceptibility and severity provides the

motivation for action, and the comparison of perceived benefits to perceived barriers

provides the means or pathway to action. Thus the stronger the perception of

susceptibility, severity, and benefits and the weaker the perception of barriers, the

greater the likelihood that health protective actions would be taken (Janz & Becker,

1984).
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The HBM also considers ‘modifying factors’ important to behavior change. These

include demographic variables, socio-psychological variables and structural variables

that influence how a person perceives the disease severity, threats and susceptibility.

Factors such as age, gender, peer pressure or prior contact with the disease also

impact on the decision-making process (Corcoran, 2007).

Since its development, the model has been empirically tested as the basis for

educational campaigns on a number of health behaviours including contraceptive

behaviors (Hester & Macrina, 1985), cervical cancer screening (Burak & Meyer,

1997), and healthy eating habits (Deshpande, Basil & Basil, 2009).

Health belief model was used in this study to argue that if people are exposed to

mental health promotion campaign messages that inform them about their

susceptibility to mental illnesses, the severity of mental illnesses, the benefits of

taking action to reduce risk or seriousness, the barriers involved such as stigma,

factors that activate change, and confidence in one’s ability to take action, then they

will embrace behaviours to ensure their own and others’ mental health.

Communication campaigns for mental health were analysed for evidence of these

concepts.

2.3. Conceptual framework

The knowledge, attitudes and beliefs that people have regarding mental illnesses and

the mentally ill are as a result of the meanings they have assigned them. These

meanings are expressed in the language that people use which reflects their level of

knowledge, attitudes and beliefs. The knowledge, attitudes and beliefs of a

community influence individual thoughts. They are also shaped by one’s

understanding of self. One’s portrait of oneself in relation with knowledge, attitudes

and beliefs on mental illnesses and the mentally ill are closely related to one’s

community’s portrait.

If knowledge levels are low, stigma is high. Consequently, the meanings people have

assigned mental illnesses and the mentally ill are discriminatory. They will not
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perceive their susceptibility to mental illnesses, the severity of those illnesses and the

benefits of obtaining knowledge of mental illnesses or even seeking treatment. They

will see barriers such as mental illnesses not being treatable in hospitals. Failure to

take appropriate action such as seeing a psychiatrist will be as a result of lack of

confidence due to lack of knowledge. And if all this happens even after

communication campaigns for mental health have taken place, then the

communication campaigns are ineffective and people either reject, do not

comprehend or are unaware of the messages of those communication campaigns.

Factors that can lead to rejection, lack of comprehension or awareness of health

messages include low reach, lack of repetition of the message, the message not being

timely, cultural inappropriateness, the language used being too technical, age,

gender, peer pressure and prior contact with the disease (Corcoran, 2007).

However, if effective communication campaigns are conducted, knowledge levels

will increase and positive attitudes and beliefs about mental illnesses and the

mentally ill will be embraced. This study therefore had three variables:

communication campaigns, modifying factors and communication outcomes.

Communication campaigns were the independent variable; knowledge levels were

the dependent variables while modifying factors included age, gender and

socioeconomic status. This relationship is illustrated in the conceptual framework in

Figure 2.1 below.
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Independent Variables Dependent Variable

Modifying variables

Figure 2.1: The conceptual framework
Source: Researcher 2014
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2.4. Knowledge levels

The levels of knowledge of a target audience are likely to influence their health

behaviour. When the levels of knowledge of a health issue are high, the majority of

the members of the audience are likely to have positive health behaviour. However,

if the levels of knowledge are low, the majority of the members of the target

audience are likely to have negative health behaviour (Mupepi et al., 2011; Logan et

al., 2015). Similarly, if the levels of knowledge of mental health are high, mental

health behaviour will be positive. Positive mental health behaviour includes avoiding

factors that could lead to mental illnesses such as drug and alcohol abuse, seeking

treatment for mental illnesses from psychiatrists, and not discriminating against the

mentally ill. On the other hand, if the levels of knowledge are low, mental health

behaviour will be negative. Negative mental health behaviour involves stigmatizing

mental illnesses and the mentally ill, exposing oneself to factors that could cause

mental illnesses, not seeking treatment for mental illnesses or going to witchdoctors

to seek treatment and believing that mental illnesses are caused by witchcraft or

curses. Therefore designers of mental health communication campaigns need to

establish the knowledge levels of target audiences to predict their mental health

behaviours and formulate messages which will be effective in promoting behaviour

change.

2.5. Components of mental health messages

Mental health messages which will promote mental health behaviour change will

have certain components. Based on the health belief model, these components are

perceived susceptibility, perceived severity, perceived benefits, perceived barriers,

cues to action and self-efficacy (Corcoran, 2007). Messages based on these

components will increase knowledge of mental health about what mental illnesses

are, what causes them, who is vulnerable, what are their symptoms and effects,

availability of treatment, the importance of preventing mental illnesses and seeking

treatment, factors that might prevent one from preventing mental illnesses or seeking

treatment and the ease with which prevention and treatment can be sought. If the
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target audience is given messages which have these components, it will be influenced

to adopt positive mental health behaviour change.

2.6. Effectiveness of communication campaigns

Effective health communication campaigns have the following attributes: accuracy,

availability, balance, consistency, cultural competence, evidence base, reach,

reliability, repetition, timeliness and understandability (US Office of Disease

Prevention and Health Promotion, 2000). In addition, they are more likely to do the

following: use mass communication and behaviour change theory as a basis for

campaign design, use formative research to develop messages and inform campaign

strategy, and link media strategies with community programs thus reinforcing the

media message and providing local support for desired behaviour changes (Wallack

& Dorfman, 2001). In addition, the messages communicated and the communication

strategies used should be based on target audience characteristics and needs.

Communication campaigns for mental health will lead to positive behaviour change

if they have the above attributes.

2.7. Demographic factors

According to the health belief model, some of the modifying factors that can

influence health behaviour change are age, gender, socioeconomic status and peer

pressure (Corcoran, 2007). This study sought to investigate whether the age of the

members of the target audience, their gender and socioeconomic status influence

their level of knowledge of mental health and their mental health behaviours. Other

demographic factors that influence health behaviour change are race, geographical

location and level of education (Logan et al., 2015; Mupepi et al., 2011).

2.8. Mental health behaviour change

Mental health behaviour change can be positive or negative. This study argues that

mental health behaviour change depends on the knowledge levels of the target

audience, the nature of messages communicated during mental health
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communication campaigns, the nature of the communication campaigns and the

demographic factors which will act as modifying variables. The target audience is

likely to have positive mental health behaviour if the target audience has higher

levels of knowledge of mental health, if communication campaigns for mental health

are effectively designed and conducted, if the messages communicated are clearly

formulated and targeted, and depending on favourable demographic factors. On the

other hand, the target audience is likely to have negative mental health behaviour if

the levels of knowledge of mental health are low, the communication campaigns are

ineffectively designed and conducted, the messages disseminated are poorly

formulated and not targeted and unfavourable demographic factors are in present.

2.9. Critique of the existing literature relevant to the study

Though there is literature on mental health communication campaigns from other

parts of the world (Walker et al., 2004; Taylor et al., 1984; Hersey et al., 1984), there

is none in Kenya that focuses on the communication campaigns for mental health,

their goals and objectives, their impact and how they can be improved. Much of the

literature available which is relevant to the study is from a medical perspective. This

poses challenges in the comparison of communication campaigns on mental health

carried out in Kenya with those carried out in other parts of the world in order to

establish the impact of these campaigns and the communication approaches used.

Similarly, very little is available in terms of studies on prevalence of mental illnesses

in Kenya (Ndetei et al., 2009; Khasakhala et al., 2012). Lack of substantial literature

on the prevalence of mental illnesses in Kenya makes it difficult for one to clearly

express the magnitude of the problem and what factors are responsible for that. It

also makes it impossible for one to know the most affected segment of the population

and whether communication campaigns for mental health target them.

Furthermore, there are few studies on evaluation of mental health communication

campaigns worldwide (Rosen, Walter, Casey & Hocking, 200; Frank et al., 2006).

There is no literature on evaluation of mental health communication campaigns in

Kenya. This would have been useful to this study in terms of making comparisons
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between communication campaigns and establishing factors that make them

successful or unsuccessful in increasing levels of knowledge.

2.10. Research gaps

This study identified three main gaps in the literature available on mental health

communication campaigns. The researcher was not able to trace published literature

on population-wide mental health promotion campaigns (Saxena & Garrison, 2004).

Consequently, mental health communication researchers and campaigners lack

relevant evidence on planning, implementing and evaluating successful mental health

communication campaigns. This study sought to establish the impact of

unavailability of such literature on communication campaigns for mental health held

in Nairobi County.

Secondly, this study identified the gap that exists in literature that interventions have

been largely directed towards those suffering from mental health problems, early

identification of at risk individuals or destigmatization of the mentally ill but not

entire populations (Davis & Tsiantis, 2005; European Commission, 2004; Jane-

Llopis et al., 2005; Morrow et al., 2002; Saxena & Garrison, 2004). The study sought

to find out whether communication campaigns for mental health held in Nairobi

County are also directed towards those suffering from mental health problems, early

identification of at risk individuals or destigmatization of the mentally ill.

The third gap that this study identified is that few studies have evaluated

communication campaigns that have targeted outcomes related to mental health

(Rosen, Walter & Hocking, 2000; Frank et al., 2006). This study sought to establish

whether there is literature on evaluation of mental health communication campaigns

in Nairobi County and whether such evaluation has been used to design and

implement more effective communication campaigns.
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2.11. Summary

This study focused on literature on what mental health constitutes and explained

what mental health problems and mental disorders are. It also explained the

magnitude of mental illnesses worldwide. The study further discussed the types of

mental problems and their symptoms. It also discussed the causes of various mental

illnesses. In order to get a clear picture of the mental health situation in Kenya, the

study focused on the prevalence of mental illnesses in Kenya and the prevalence of

mental illnesses among young people. The other areas that the study discussed were

promotion of mental health worldwide, the theoretical framework and the relevance

of the theories of symbolic interactionism and the health belief model to this study.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.0 Introduction

In this chapter, the methodology that was used in carrying out the study is described.

First, the chapter focuses on the research design which was used in the study. A

definition of the research design is given and its suitability for the study explained.

The advantages of the research design are also explained. The second area in this

chapter is the site of the study. It is identified and its appropriateness for the study

explained. The study population is identified next and reasons given for its selection.

After the study population, the section that follows is on sampling techniques. The

sampling techniques are clearly explained and reasons given for their selection. This

is followed by the section on sample size where explanations are given on why and

how it was arrived at. The next section identifies the research instruments for this

study and gives reasons for their choice. Following research instruments is a section

on methods of data collection. The methods of data collection are identified, reasons

for their selection given and procedures explained. The section also distinguishes

between qualitative and quantitative data. Besides, the advantages and disadvantages

of each method of data collection and each type of data collected are explained. The

pilot study section comes after methods of data collection and analysis. Explanations

are given on what happened during the pilot study and how beneficial it was to the

study. The next section is on data presentation and analysis where the procedures

used are explained. The last section is on ethical considerations. This section

explains the procedures that the study followed before data was collected.

3.1 Research design

The study used cross-sectional research design. Bryman (2012) and Robson (2011)

say that a cross-sectional design entails the collection of data on more than one case

and at a single point in time in order to collect a body of quantitative or quantifiable
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data in connection with two or more variables, which are then examined to detect

patterns of association. Nachmias and Nachmias (1996) explain that a cross-sectional

research design has two advantages. One, it allows researchers to carry out studies in

natural, real-life settings using probability samples, thus increasing the external

validity of their studies. Two, the studies do not require the random assignment of

individual cases to comparison groups. This enables researchers to study situations

where the assignment of individuals to either a control group or an experimental

group might be unethical or impossible.

Cross-sectional design was the most appropriate research design for this study since

relevant data was collected from one selected county using survey research and

content analysis. It was also the most appropriate because relevant data was collected

from informants and respondents with different backgrounds, experiences and

knowledge levels regarding mental health issues and how they are communicated.

The design ensured that the data collected was rich and comprehensive.

Furthermore, the design enabled the researcher to compare the data collected about

communication campaigns for mental health and their impact on knowledge levels

and to draw appropriate conclusions.

3.2 Site of the study

The study was conducted in Lang’ata District in Nairobi County. Lang’ata District

was selected because it has the largest informal settlement in Kenya, Kibera

(www.unhabitat.org). The levels of poverty are high in this informal settlement.

Studies indicate that mental illnesses are prevalent among people living in poverty

(Palmer, 2011; WHO, 2010; Othieno et al, 2008; Jané-Llopis & Braddick, 2008;

Patel, 2005; Patel & Jané-Llopis, 2005; Barry & McQueen, 2005; Bhugra, 2004;

Melzer, Fryers & Jenkins, 2004; Danso, 2002). Furthermore, drug abuse, rape and

various forms of violence are prevalent in informal settlements. All these are factors

that cause mental illnesses (WHO, 2008; Sclar, Galau & Carolini, 2005).

This site was therefore selected because its nature would provide respondents who

are more vulnerable to mental illnesses because they are exposed to some of the
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causes of mental illnesses. They are therefore the ones who should be targeted more

by communication campaigns for mental health to increase their levels of

knowledge, reduce stigma associated with mental illnesses, lower the prevalence

rates of mental health problems and increase the rates of those who seek treatment

for mental illnesses. The study sought to establish whether communication

campaigns for mental health were conducted in this site, the frequency of conducting

these communication campaigns and their impact in increasing knowledge levels.

The data obtained was then generalized to the entire country.

3.3 Study population

The study population was both male and female students in public secondary schools

in Lang’ata District. Both male and female students were sampled for this study to

establish whether knowledge levels were based on gender differences. Secondary

school students were selected because they are at an adolescent stage which is

considered to be among the most vulnerable groups to mental health disorders and at

a stage when interventions can be more effective to prevent development of adult and

chronic mental health problems (Seroczynski, Jacques & Cole, 2003; Wunderlich,

Bronisch, Wittchen & Carter, 2001; Rickwood, 2010; McGorry et al., 2007; Kessler

et al, 2005).

Lang’ata district has five public secondary schools. The total number of students

enrolled in all the five public secondary schools was 2,600. Out of these, there were

1,844 boys and 756 girls (Nairobi County Education Office, 2013). The schools are

Lang’ata High School, Lang’ata Barracks, Raila Educational Centre, Olympic High

School and Karen C.

Additional data was collected from psychiatrists, psychiatric nurses and materials

used for communication campaigns for mental health from Mathari National

Teaching and Referral Hospital. Mathari National Teaching and Referral Hospital

was purposively sampled because it is the largest mental hospital in Kenya and

communication campaigns for mental health in Kenya have since 1992 been

conducted in hospitals that have mental health facilities (Kiima & Jenkins, 2010).
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Being the largest mental health hospital in Kenya and because of its status as a

national teaching and referral hospital, Mathari was the most appropriate mental

health hospital from which to collect data from psychiatrists and psychiatric nurses

on the messages communicated during communication campaigns for mental health

and how they are communicated. There are 18 psychiatrists and 70 psychiatric nurses

in the hospital (www.kenyapsychiatristsassociation.org; Kiima & Jenkins, 2010).

3.4 Sample size

Since Lang’ata District had a total population of 2,600 secondary school students, a

sample size of 334 respondents was selected. Mugenda and Mugenda (2003) say that

in social science research the following formula can be used to determine the sample

size:

n = Z2pq

d2

Where:

n= the desired sample size (if the target population is greater than 10, 000).

z= the standard normal deviate at the required confidence level.

p= the proportion in the target population estimated to have characteristics

being measured.

q= 1-p

d= the level of statistical significance set.

If there is no estimate available of the proportion in the target population assumed to

have the characteristics of interest, 50% should be used (Mugenda & Mugenda,

1983). Therefore, to get the value of n, Mugenda and Mugenda (2003) explain that

the z –statistic of 1.96 is used. The sample size will be:

n= (1.96)2(.50) (.50)

(.50)2

= 384
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Mugenda and Mugenda (2003) and Ndati (2013) say that if the target population is

less than 10,000, the required sample size will be smaller. In such cases, the final

sample estimate (nf) is calculated using the following formula:

nf= n ___________

1+ (n/N)

Where:

nf= the desired sample size (when the population is less than 10,000)

n= the desired sample size (when the population is more than 10,000)

N= the estimate of the population size

The sample size therefore was:

nf=     __384_________

1+ (384/2600)

nf= 334

Where:

n is the population of boys or girls (1844 boys or 756 girls)

N is the total population (2600)

Therefore, the number of boys sampled was:

334/2600×1844= 237 boys

Similarly, the number of girls sampled was:

334/2600×756= 97 girls

This therefore meant that the sample size of 334 respondents consisted of 237 boys

and 97 girls. To obtain this sample size, each school had to contribute a certain

portion depending on its enrollment. Table 3.1 below presents the total number of

students in each of the five public schools in Langata District in the year 2013.
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Table 3.1: Number of students in public schools in Lang’ata District

Name of school Number of Boys Number of Girls

Lang’ata High School 839 -

Lang’ata Barracks 201 112

Raila Educational Centre 255 96

Olympic High School 474 351

Karen C 75 197

Total 1844 756

The sample size from each of the five schools was calculated as follows: Total

number of boys in the school/ Total number of boys in the five schools × Total

number of boys sampled

Or

Total number of girls in the school/ Total number of girls in the five schools × Total

number of girls sampled

Therefore from each school the following is the sample size that was obtained:

i. Lang’ata High School: 839/ 1844× 237= 108 boys

ii. Lang’ata Barracks: 201/1844×237=26 boys

112/756×97=15 girls

iii. Raila Educational Centre: 255/1844× 237= 33 boys

96/756× 97= 12 girls

iv. Olympic High School: 474/1844× 237= 61 boys

351/756× 97= 45 girls

v. Karen C: 75/1844× 237= 9 boys

197/756× 97= 25 girls
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Since from Form 1 to Form 4 there are four classes, respondents were selected from

each class. The formula used was:

x/4 =z

where

x is the number of boys or girls sampled from a school

4 represents the number of classes in the secondary schools from Form 1 to

Form 4

z is the number of boys or girls sampled from a class

This formula applied for both boys and girls.

Since there were 18 psychiatrists and 70 psychiatric nurses in Mathari Hospital

(www.kenyapsychiatristsassociation.org; Kiima & Jenkins, 2010), 6 psychiatrists and

7 psychiatric nurses were randomly sampled for the study. This number was arrived

at not only because of the small number of psychiatrists and psychiatric nurses at the

hospital, but also because of their busy schedule.

In addition, the number of printed documents used for communication campaigns for

mental health in the county from the year 2011 to 2013 was established and a

representative sample selected. These documents were obtained from Mathari

Hospital in Nairobi County.

3.5 Sampling techniques

Purposive sampling technique was used to sample the district in which the study was

conducted. Therefore, Lang’ata District was purposively sampled because it has the

largest informal settlement in the country (www.unhabitat.org). Purposive sampling

is a non-probability form of sampling. The goal of purposive sampling is to sample

cases/participants in a strategic way so that those sampled are relevant to the research

questions that are being posed (Robson 2011; Bryman, 2012).
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In selecting respondents, informants and documents that were analyzed, stratified

random sampling was used. Stratified random sampling involves dividing the

population into a number of groups or strata, where members of a group share a

particular characteristic or characteristics. There is then random sampling within the

strata (Robson, 2011; Bryman, 2012). Stratified random sampling was used because

it has the following advantages: it ensures that the resulting sample will be

distributed in the same way as the population in terms of the stratifying criterion, it

will be easy to identify and allocate units to strata and, more than one stratifying

criterion can be used (Robson, 2011; Bryman, 2012).

Respondents and informants were randomly sampled from the following strata which

were easy to identify: secondary school students, psychiatric specialists and

psychiatric nurses. A proportionate stratified sample was used as the sample size was

drawn from each stratum (n) proportional to the population size of the stratum (N)

(Frankfort-Nachmias & Nachmias, 1996).

The communication materials used in the study were sampled purposively. These

communication materials were written. Written documents include posters, flyers

and pamphlets (Robson, 2011). The campaign materials were sampled from Mathari

Hospital and had been used to mark World Mental Health Day (Kiima & Jenkins,

2010). The data collected from these materials was evaluated for its adherence to the

attributes of effective health communication campaigns and to the components of

symbolic interactionism and health belief model.

The varied nature of the sample from which data was collected ensured that the data

collected made the study comprehensive. It also ensured that data was collected from

all possible channels used in mental health communication campaigns.
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3.6 Data collection

3.6.1 Quantitative data

Quantitative research includes designs, techniques and measures that produce

discreet numerical or quantifiable data. Random sampling is done to ensure

representativeness of the sample (Mugenda & Mugenda, 2003). This study used

stratified random sampling to ensure the data collected from secondary school

students was representative.

Babbie (2001) observes that quantitative data has the advantages that numbers have

over words as measures of some quality. He further explains that quantification

makes our observations more explicit. It also can make it easier to aggregate,

compare and summarize data. Babbie adds that quantitative data opens up the

possibility of statistical analyses, ranging from simple averages   to complex

formulas and mathematical models.

Quantitative data was collected using self-completion questionnaires which were

administered to a representative number of secondary school students. The self-

completion questionnaire is also called self-administered questionnaire (Bryman,

2012). The researcher handed out the questionnaire to a sample population of

secondary school students who then completed and returned it. The questionnaire

had questions about communication campaigns for mental health and the

respondents’ knowledge levels of mental health. The questions were meant to

evaluate the effectiveness of the communication campaigns for mental health in

enhancing knowledge among the target population. They therefore focused on

various aspects of effective health communication campaigns such as reach,

repetition, timeliness and understandability. Whereas the first part of the

questionnaire targeted all the secondary school students, the second part targeted

only those who had attended communication campaigns for mental health. This

enabled the researcher to establish the number of secondary school students who had

attended communication campaigns for mental health. The questionnaire also had



56

questions based on the components of the health belief model and the symbolic

interactionism theory. These questions were used to establish whether the

communication campaigns for mental health are theory-based.

Use of a questionnaire gave the study several advantages. First, questionnaire-based

surveys have the following advantages: high amounts of data standardization, they

may be adapted to collect generalizable information from almost any human

population and they provide a relatively simple and straightforward approach to the

study of attitudes, values, beliefs and motives (Robson, 2011). Secondly, self-

completion questionnaires are cheaper and quicker to administer, there is absence of

interviewer effects, there is no interviewer variability and there is convenience for

respondents (Bryman, 2012).

Additional data was collected from printed documents used during communication

campaigns for mental health through content analysis. Kerlinger (2000) defines

content analysis as a method of studying and analyzing communication in a

systematic, objective, and quantitative manner for the purpose of measuring

variables. Berg and Lune (2012) define content analysis as a careful, detailed,

systematic examination and interpretation of a particular body of material in an effort

to identify patterns, themes, biases, and meanings. Typically, content analysis is

performed on various forms of human communications; this may include various

permutations of written documents such as chapters, articles and speeches, and media

materials such as photographs, motion pictures or videotape, and audiotapes (Berg &

Lune, 2012; Rubin, Rubin & Piele, 2005).

Berg and Lune (2012) explain that when using a content analysis strategy to assess

written documents, researchers must first decide at what level they plan to sample

and what units of analysis will be counted. They observe that sampling may occur at

any or all of the following levels: words, phrases, sentences, paragraphs, sections,

chapters, books, writers, ideological stance, subjects and themes, or similar elements

relevant to the context. They add that the message should be analyzed in terms of

explicit themes, relative emphasis on various topics, amount of space or time devoted

to certain topics, and numerous other dimensions. This study analyzed newsletters
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and leaflets used for communication campaigns for mental health from 2011-2013.

Sampling was done at word, phrase, sentence, paragraph, sections and theme level.

The documents were analyzed to establish whether the messages they conveyed

adhered to the attributes of effective health communication campaigns, they were

relevant to the mental health theme of the year and whether they were sufficient

based on the amount of space devoted to the mental health theme.

Mugenda and Mugenda (2003) explain that content analysis has the following

advantages: researchers are able to economize in terms of time and money because

data collection is not as tedious as in most other studies, errors which arise during the

study are easier to detect and correct and the method has no effect on what is being

studied. Mugenda and Mugenda (2003) observe that content analysis has two

disadvantages: it is limited to recorded communication and since the information is

already recorded, it is difficult to ascertain the validity of the data.

3.6.2 Qualitative data

Mugenda and Mugenda (2003) explain that qualitative research includes designs,

techniques and measures that do not produce discrete numerical data. More often the

data are in the form of words rather than numbers and these words are grouped into

categories. Mugenda and Mugenda (2003) observe that there are three methods

usually used to collect qualitative data. The first method is direct observation where

the required behavior is observed in a particular setting. The second method is

participant observation where data are collected by an observer who is a regular, full

time participant in the activities being observed. The third is the interview method.

This is face-to-face interaction between the researcher and the subjects. The

researcher uses an interview schedule.

The qualitative research approach has some advantages. Mugenda and Mugenda

(2003) argue that qualitative research is advantageous as it permits research to go

beyond the statistical results usually reported in quantitative research. Similarly,

Babbie (2001) argues that qualitative data can be richer in meaning than quantified

data. He argues that meanings can be lost in quantitative calculations. Mugenda and
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Mugenda (2003) also argue that human behavior is explained best by using

qualitative research. Human phenomena that cannot be investigated by direct

observation such as attitudes and other emotions are best studied using the qualitative

methods (Mugenda & Mugenda, 2003). Qualitative research approach was suitable

for this study because it was investigating people’s knowledge of mental health

issues and how this influences their attitudes and behaviours towards mental illnesses

and the mentally ill.

On the other hand, qualitative research has a disadvantage. Babbie (2001) argues that

qualitative data can have the disadvantages of purely verbal descriptions. He

observes that one such disadvantage is ambiguity. This view is also shared by

Mugenda and Mugenda (2003) who also add that data analysis in the qualitative

research approach is time consuming.

Qualitative data was collected using semi-structured interviews. Psychiatric

specialists and psychiatric nurses were interviewed. Semi-structured interviews were

used because of the variety of respondents involved in this study which implies that

there was a variety of responses (Berg & Lune, 2012). The advantages of these

interviews were that open-ended questions were asked and the interviewer had

substantial freedom to probe far beyond the answers to the prepared standardized

questions (Berg & Lune, 2012). The interviewer also paraphrased questions when

that was needed to obtain substantial information (Baxter & Babbie, 2003; Bryman,

2012).

Through the semi-structured interviews, data on the effectiveness or ineffectiveness

of the communication campaigns for mental health conducted was collected. The

interviews elicited data on the messages conveyed during communication campaigns

for mental health and the attributes of the communication campaigns.

Using both qualitative and quantitative methods was advantageous to this study in

the following ways: some objectives were better assessed using qualitative methods

while others were better assessed using quantitative methods; both methods

supplement each other as qualitative methods provide the in-depth explanations
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while quantitative methods provide the hard data needed to meet required objectives

and to test hypotheses; since both methods have some bias, using both types of

research helps to avoid such bias as each method can be used to check the other

(Mugenda & Mugenda, 2003).

3.7 Pilot testing

The pilot study is a feasibility study done in preparation for the major study (Polit et

al., 2001). The pilot study helps in developing and pre-testing research instruments

(Baker, 1994). The research instruments were pretested using a sample of 1% of the

sample size (or 26 respondents) as per recommendations by Mugenda and Mugenda

(1999, 2003) who observe that a successful pilot study will use 1% to 10% of the

actual sample size. These respondents were selected from a sample that is similar to

the one studied. Subjects from the actual sample were not used in the pre-test.

The pilot test was conducted in Dagoretti District of Nairobi County to test the data

collection instrument to be used and the relationship between the independent,

intervening and dependent variables. The pilot test involved 26 students from

Ruthimitu Secondary School. The students were randomly selected from each class

in the school. Procedures used in pre-testing the questionnaire were similar to those

used in the actual study. This helped in clarifying questions, and in refining data

analysis methods (Mugenda & Mugenda, 1999, 2003). From the responses obtained,

the use of terms borrowed from the components of the health belief model in some of

the questions in the questionnaire was found to be too technical for the students to

understand. Some of these terms were omitted and others explained in order to

ensure that secondary school students understand the questions in the questionnaire.

Secondly, the responses obtained enabled the inclusion of some questions in the

questionnaire to cater for information which had not been foreseen, and omission of

questions which were found to be eliciting similar responses or responses deemed to

be of little importance to the study. Thirdly, the responses enabled the researcher to

identify vague questions and rephrase them. These are questions that different

respondents understood differently.
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3.8 Data presentation and analysis

Data collected from questionnaires was coded. The coding scheme was designed

inductively. It was designed on the basis of a representative sample of responses to

questions. The data was then analysed using descriptive statistics. Descriptive

statistics enable the researcher to summarize and organize data in an effective and

meaningful way. They provide tools for describing collections of statistical

observations and reducing information to an understandable form (Frankfort-

Nachmias & Nachmias, 1996; Wimmer & Dominick, 2011).

Frequency distributions were constructed to examine the pattern of responses. These

frequencies were converted to percentages for meaningful interpretation. The data

was further presented using tables (Frankfort-Nachmias & Nachmias, 1996).

Data collected from interviews was analysed thematically and presented in

narratives. Data collected from printed documents was analysed using content

analysis. Sampling was done at word, phrase, sentence, paragraph, section, subject,

theme level and the amount of space devoted to the mental health theme. The data

collected was made into text or organized to be read. Codes were then analytically

developed and transformed into categorical labels or themes. Materials were sorted

by these categories, identifying similar phrases, patterns, relationships, and

commonalities or disparities. These sorted materials were analyzed according to

symbolic interactionism and the health belief model guidelines.

The data collected was sorted into the following categories: types of mental illness,

causes of mental illnesses, who is at risk, severity of mental illnesses, availability of

treatment, preventive measures, benefits of prevention and treatment, beliefs about

causes of mental illness, beliefs about treatment, beliefs about interaction with the

mentally ill, exposure to communication campaigns for mental health, and the

effectiveness of the messages conveyed during the communication campaigns for

mental health. The data was coded and tabulated using a computer. It was transferred

directly to spread sheets to save time and reduce data errors before being analysed

using frequency distributions, percentages and tables (Wimmer & Dominick, 2011).
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3.9 Ethical considerations

First, permission to carry out this research was applied for and obtained from the

National Commission for Science, Technology and Innovation as per the regulations.

Secondly, a letter authorizing the researcher to collect data from public schools in

Lang’ata district was obtained from the County Director of Education’s Office in

Nairobi County. Thirdly, the researcher introduced himself and explained the

purpose of this research to the administration in each of the public schools in

Lang’ata district where data was collected from, Mathari Hospital management,

respondents and informants. The administration in each school and the management

of Mathari Hospital gave consent before data was collected from the students and

psychiatric personnel respectively. The students, psychiatric doctors and nurses were

requested to give accurate information regarding mental health issues and their

knowledge and experience on how they are communicated. They were assured of

confidentiality and that the data collected would be used for purposes of the research

only. That assurance of confidentiality was upheld.
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CHAPTER FOUR

RESEARCH FINDINGS AND DISCUSSION

4.0 Introduction

This chapter provides the findings of the research. First, it presents the findings of

the data collected from secondary school students using questionnaires. The data is

presented in tables and percentages. These findings are triangulated with those of the

data collected from the psychiatrists and psychiatric nurses through interviews and

those from the newsletters and leaflets collected from the Mathari National Teaching

and Referral Hospital. The findings are discussed under relevant objectives of the

study. The triangulation of quantitative and qualitative data was done to enhance

validity and reliability of the results.

4.1 Knowledge levels of mental health among secondary school

students in Nairobi County

The first objective of this study was to assess the knowledge levels of mental health

among secondary school students in Nairobi County. The secondary school students

who were sampled for this study were 334. Of these, 237 were boys and 97 girls.

Table 4.1 below indicates the ages and sex of the respondents.

Table 4.1: Age and sex of respondents

AGE (YEARS) SEX TOTAL

BOYS                 GIRLS

13 - 3 3

14 11                          8 19

15 46 25 71

16 74                         28 102

17 97                         30 127

Above 17 9                           3 12

Total 237 97 334
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Table 4.1 above presents the distribution of 97 girls and 237 boys aged 13- 17 and

above. The distribution of the respondents by their sex was proportional to their

numbers in the study sample. When the students were asked to identify names of

mental illnesses from a given list, they responded as shown in Table 4.2 below.

Table 4.2 Knowledge of names of mental illnesses

Name of mental illness n %

Depression 301 46

Dementia 23 4

Post-traumatic stress

disorder

319 49

Schizophrenia 6 1

Total 649 100

Out of the 334 respondents who answered this question, only 6 indicated that all the

above were mental illnesses. Therefore, though 49% of the respondents know that

post-traumatic stress disorder is a mental illness, and 46% know that depression is

also a mental illness, knowledge of mental health among secondary school students

is still low. These low knowledge levels are further suggested by the fact that only

1% of the respondents know that schizophrenia is a mental illness. Schizophrenia

was the theme of the World Mental Health Day in 2014.

Depression was the theme of World Mental Health Day in 2012. The newsletter

prepared for 2012 indicates that depression is a global public health concern

estimated to affect 350 million people. The newsletter also indicates that depression

can affect anybody, young or old but it is treatable. Dementia is one of the mental

illnesses common among the elderly and was one of the diseases focused on during

the World Mental Health Day of 2013 whose theme was Mental Health and Older

Adults. The newsletter and leaflet of 2013 had information on dementia.
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Data collected from psychiatrists and nurses indicates that most people do not know

mental illnesses by name. All of them agreed that people simply know that when one

is mentally ill he or she is a mwenda wazimu. This language is a reflection of

people’s thoughts and meanings about mental illnesses. This is in line with the

symbolic interactionism theory which argues that meaning arises out of the social

interaction which occurs through use of language. This meaning is modified by a

person’s own thought processes by use of language (Griffin, 2009).

The next question was what the respondents believed causes mental illnesses. The

responses obtained are presented in Table 4.3 below.

Table 4.3: Causes of mental illnesses

Causes of mental illnesses n %

Witchcraft 38 7

Curses 33 6

They are hereditary 53 9

Drug abuse 334 59

Infections 29 5

Injuries 32 6

An extremely unpleasant

experience

23 4

Other diseases 17 3

Total 559 100

All the 334 respondents answered this question. They all chose more than one option.

It is important to note that all the respondents, comprising 59% of the responses for

this question, indicated that mental illnesses are caused by drug abuse. Indeed,

studies indicate that drug and substance abuse enhance susceptibility to mental

illnesses (WHO, 2012).  The respondents therefore have knowledge of the fact that

one of the risk factors to mental illnesses is drug abuse.
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Most of the respondents who chose witchcraft as a cause of mental illnesses also

chose curses. These are issues based on culture. Therefore, these responses are in line

with the tenets of meaning, language and thought as expressed in the symbolic

interactionism theory. Using the theory, it could be argued that to most of the

respondents mental illnesses are associated with witchcraft and curses and this is

expressed in the respondents’ language and thoughts. These responses may indicate

that in the respondents’ society, people believe that mental illnesses are caused by

witchcraft and curses, beliefs also common in many other parts of the world (WHO,

2010).

Overall, the responses clearly indicate that most respondents do not know some of

the causes of mental illnesses. That is why few indicated infections, injuries, an

extremely unpleasant experience and other diseases as causes of mental illnesses as

compared to those who chose drug abuse. This is an indication that communication

campaigns done have not increased levels of knowledge of mental health among

these respondents.

The newsletter for the 2012 World Mental Health Day campaigns does not have any

information on the causes of mental illnesses. The newsletter and leaflet used for the

2013 World Mental Health Day indicate that poverty, social isolation, loss of

independence, loneliness, death of a spouse or a loved one, health status such as

having chronic diseases including cancer, diabetes and hypertension, can cause

mental illnesses among older adults.

The doctors and nurses interviewed indicated that they often talk about the causes of

mental illnesses during the communication campaigns. They also said that they

explain to their audiences causes which are preventable and those which are not.

Once people know the causes of mental illnesses, stigma will be reduced and all the

mentally ill will be taken to hospitals for treatment.

On the question of who or what made the respondents to hold the belief they did

about the cause(s) of mental illnesses, the responses obtained are as shown in Table

4.4 below.
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Table 4.4: Source(s) of the belief about the cause(s) of mental illnesses

Source of the belief on the

cause(s) of mental illness

n %

Family and friends 334 30.36

Teachers 218 20

Religious people 101 9

Witchdoctors 32 3

Medical personnel 114 10.36

Communication campaigns 3 0.3

Books 87 8

The media 211 19.18

Total 1,100 100

All the respondents chose more than one source of these beliefs. It is important to

note that the respondents cited the leading sources of their knowledge of the causes

of mental illnesses as family and friends followed by teachers and then the media.

This is consistent with findings by other studies on the sources of health information

for adolescents (Masatu et al., 2003; Jones et al., 2011).

Family, friends, teachers and the media play a significant role in the formation of

attitudes regarding mental health. Therefore, using the symbolic interactionism

theory, the meaning given to mental illnesses, the language used to construct this

meaning and the thoughts these students have regarding the causes of mental
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illnesses are influenced by the beliefs and expectations of their families, friends,

teachers and the media.

Since 32 respondents, representing 3% of those who answered the question chose the

source of their beliefs on causes of mental illnesses as witchdoctors; it is evident that

witchdoctors have little influence on the knowledge, beliefs and attitudes that the

respondents have about mental illnesses.

The newsletters and leaflets used for World Mental Health Day in 2012 and 2013 did

not have any information regarding sources of the beliefs about causes of mental

illnesses. The doctors and nurses interviewed indicated that one of the reasons why

stigma associated with mental illnesses is prevalent is because of the sources of

information regarding their causes. One of the psychiatrists said:

‘Since people do not get this information from psychiatrists, they remain

misinformed about the causes of mental illnesses. That is why some do not

bring the mentally ill to hospital. They choose to see witchdoctors.’

Asked whether the media was playing an important role in informing people about

the causes of mental illnesses, one psychiatrist said:

‘The media in Kenya does not do anything useful to inform people about the

causes of mental illnesses. They do not seek the opinions of psychiatrists when

presenting news about what constitutes mental illnesses. They think they know.

Anything that deviates from the norm should be explained by a psychiatrist.’

When asked whether they felt they were vulnerable to mental illnesses, the

respondents responded as shown in Table 4.5 below.
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Table 4.5: Vulnerability to mental illnesses

Vulnerability to mental

illnesses

n %

Yes 36 11

No 298 89

Total 334 100

With 89% of the respondents thinking that they are not vulnerable to mental

illnesses, it is evident that secondary school students do not have information on who

is likely to contract mental illnesses. Several studies indicate that those who are at

risk of contracting mental illnesses are those who are excluded from income

generation and employment opportunities, those who lack educational opportunities,

those who have reduced access to health and social services, those with chronic

health conditions, those who are excluded from participating fully in society, those

who are exposed to violence and abuse and those who abuse drugs (WHO, 2010,

2012; Othieno et al., 2008; Palmer, 2011; Patel, 2005; Patel & Jané-Llopis, 2005;

WHO, 2010; Barry & McQueen, 2005; Bhugra, 2004; Melzer, Fryers & Jenkins,

2004; Danso, 2002).

The secondary schools in Langata district draw most of their students from Kibera,

the largest informal settlement in Africa (www.unhabitat.org). These students are

therefore susceptible to mental illnesses because of the levels of poverty they grow

up in, their exposure to violence, abuse and drugs.

The newsletter for the 2012 World Mental Health Day has very scant information

about susceptibility to mental illnesses. It only says that depression is a global health

burden affecting both the young and the old. The leaflet for the 2013 World Mental

Health Day indicates that risk factors for developing dementia are smoking,

excessive alcohol consumption, obesity, diabetes, hypertension and genetic causes.

The psychiatrists and nurses interviewed indicated that those vulnerable to mental

illnesses include people who abuse drugs, the elderly, those who are exposed to
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violence, excessive levels of poverty, those who are suffering from terminal illnesses

such as cancer and those who have been subjected to some traumatic experiences.

Asked about the severity of mental illnesses, the respondents responded as shown in

Table 4.6 below.

Table 4.6: Severity of mental illnesses

Severity of mental illness n %

Can lead to committing

suicide

297 19

Can lead to dropping out of

school or quitting

employment

325 21

Complete loss of memory 279 18

Can make one wrongly

believe that others are

trying to harm them

325 21

Can make one harm others 325 21

Total 1,551 100

The responses show that the respondents understand the severity of mental illnesses.

This could be as a result of the knowledge that students have obtained from their

interactions with others in society. This knowledge falls under the symbolic

interactionism theory.

The newsletters and leaflets used for the World Mental Health Day campaigns have

messages on the severity of mental illnesses. The newsletter used for the 2012

campaigns explains that mental illnesses are very expensive to treat. The newsletter

and leaflet for the 2013 World Mental Health Day campaigns explain that mental

illnesses cause memory loss, deteriorating physical health, lack of appetite, depressed

mood, a feeling of worthlessness, helplessness, suicidal ideation and confusion.
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Data collected from psychiatrists and nurses on severity of mental illnesses is in

agreement with what is contained in the newsletters and leaflets.

The next question was on the benefits of preventing mental illnesses or seeking

treatment when mentally ill. The responses were as shown in Table 4.7 below:

Table 4.7: Benefits of preventing mental illnesses or seeking treatment

Benefits of prevention or

treatment

n %

Enjoyment of good health 334 33.3

Remaining productive 334 33.3

Not being stigmatized 334 33.3

Total 1002 100

The data obtained shows that the respondents knew that prevention and treatment of

mental illnesses is beneficial.

The newsletter used for the 2012 World Mental Health Day campaigns explains that

the benefits of seeking to prevent and treat mental illnesses are avoiding chronic

disability and premature death, living a healthier and richer life, increased

productivity and the ability to cope with the stresses and conflicts of everyday life.

The newsletter used for the 2013 World Mental Health campaigns does not explain

any benefit of prevention or treatment of mental illnesses. However, the leaflet used

for the same year explains that prevention and treatment of common mental illnesses

among the elderly results in decreased emotional suffering, improved physical

health, lessened disability, decreased mortality, better quality of life and reduced

health care expenditure.
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On what will be a barrier to seeking information or treatment for mental illnesses, the

responses obtained are shown in Table 4.8 below.

Table 4.8: Barriers to seeking information about or treatment for mental
illnesses

Barriers n %

Fear that people will call

me mwenda wazimu and

avoid me

325 22

Lack of money 325 22

Lack of time 296 20

Feeling that I am not

susceptible to mental

illnesses

311 21

Belief there is no

prevention or cure for

mental illnesses

102 7

Belief only witchdoctors

can cure mental illnesses

119 8

Total 1,478 100

The responses show that the barriers that can make the respondents not to seek

information about or treatment for mental illnesses include fear of being called

mwenda wazimu, lack of money, lack of time and the feeling that they are not

susceptible to mental illnesses. Others are the belief that only witchdoctors can cure

mental illnesses and the belief that there is no prevention or cure for mental illnesses.

The newsletter used for the World Mental Health communication campaigns of 2012

does not have any messages on barriers to prevention or treatment of mental

illnesses. The newsletter for the 2013 World Mental Health communication

campaigns mentions reluctance by the elderly who are mentally ill to seek treatment
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as the only barrier. The leaflet used for the campaigns in 2013 does not have any

message on barriers to prevention or treatment.

The psychiatrists and psychiatric nurses interviewed indicated that they talk about

these barriers every time they are conducting communication campaigns. They said

that the commonest barriers are stigma associated with mental illnesses, serious

shortage of psychiatrists, few well-equipped psychiatric facilities, lack of money as

the drugs are expensive and the cultural beliefs that mental illnesses are caused by

witchcraft or curses and cannot therefore be prevented or treated in hospitals.

When asked what factors would make them seek information on preventing mental

illnesses or seek treatment for a mental illness, the respondents responded as shown

in Table 4.9 below.

Table 4.9: Factors that could make you seek information about or
treatment for mental illnesses

Factors making one seek

information or treatment

n %

Close relative or friend

becomes mentally ill

334 21

Close relative or friend

seeks information on

mental health

311 19.54

Mentally ill close relative

or friend goes for treatment

and recovers

303 19.04

Statistics on the number of

the mentally ill

318 20

Information about

susceptibility to mental

illnesses

325 20.43

Total 1,591 100
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The respondents ticked more than one factor. From the responses, it is clear that

communication campaigns for mental health have messages on factors that could

drive one to seek information on prevention or treatment of mental illnesses. They

therefore have the fifth component of the health belief model which is cues to action.

The newsletter used to disseminate information on depression during the World

Mental Health Day celebrations in 2012 explains that depression is treatable. The

newsletter says that the treatment available is efficacious and cost effective. Since

this is meant to encourage people to seek treatment for depression, it falls under the

health belief model component of cues to action.

The newsletter and leaflet prepared for the 2013 World Mental Health Day

campaigns do not have messages on cues to action. They lack an important

component of the health belief model which could influence the target audience to

seek information on mental health and adopt positive behaviours.

Asked whether during the campaigns they talk about factors that could drive one to

seek information or treatment of mental illnesses, the doctors and nurses interviewed

said they do. One of the psychiatrists observed:

‘We always tell our patients, their caregivers and the general public signs that

should make them seek immediate attention for treatment to avoid chronic

illnesses. We tell them this all the time. Most of them listen because they

actually come immediately they see the symptoms we tell them.’

The next question was whether the respondents will have confidence to seek

information about or treatment for mental illnesses. The responses obtained were as

shown in Table 4.10 below.
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Table 4.10: Confidence in seeking information about or treatment for
mental illnesses

Confidence in seeking

information about or

treatment for mental

illnesses

n %

Yes 316 95

No 18 5

Total 334 100

The responses show that the respondents will be confident seeking information about

or treatment for mental illnesses. The newsletters and leaflet used for the World

Mental Health communication campaigns of 2012 and 2013 do not have any

information regarding encouraging confidence among patients and their relatives or

the general public to get information on prevention or treatment of mental illnesses.

The doctors and nurses interviewed indicated that they always encourage patients

and caregivers to develop confidence in preventing and seeking treatment for mental

illnesses. One of the doctors said:

‘We do a lot of counseling before, during and after treatment. We tell our

patients and their caregivers that mental illnesses are like any other illness.

They should not fear to seek information about prevention or treatment.’

On the question of what you would do to a mentally ill relative or friend, the

respondents responded as shown in Table 4.11 below.
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Table 4.11: What respondents would do to a mentally ill relative or
friend

Action taken n %

Take them to hospital 320 96

Take them to a witchdoctor 14 4

Detain them at home 0 0

Leave them to just move

around

0 0

Eject them from home 0 0

Total 334 100

From the responses obtained, it is clear that the respondents knew that mentally ill

people should be taken to hospital for treatment. They therefore knew that mental

illnesses are treatable.

The newsletters and leaflet used for the campaigns in 2012 and 2013 have

information on taking the mentally ill to hospital. They explain that taking the

mentally ill to hospital and doing so early prevents the development of chronic

illnesses. All the doctors and nurses said that they always tell people to bring their

mentally ill to hospital.

On the question of whether they would accept back and freely interact with a close

relative or friend who was mentally ill but has recovered, the respondents responded

as shown in Table 4.12 below.

Table 4.12: Willingness to interact with a close relative or friend who
was mentally ill but has recovered

Acceptance and interaction
with a person who has
recovered from a mental
illness

n %

Yes 316 95
No 18 6
Total 334 100
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Since the respondents who said they will not interact with those who have been

mentally ill but have recovered constitute only 6%, it can be argued that most

secondary school students in Nairobi County do not stigmatise those who have been

mentally ill but have recovered. Such stigma can lead to isolation of those who are

suffering from mental illnesses and those who have recovered from the rest of

society.

The next question was whether the respondents were aware of communication

campaigns for mental health. The responses are as shown in Table 4.13 below.

Table 4.13 Awareness of communication campaigns for mental health

Awareness of

communication campaigns

for mental health

n %

Yes 11 3

No 323 97

Total 334 100

With 97% of secondary school students indicating being unaware of communication

campaigns for mental health in Nairobi County, it is evident that the communication

campaigns conducted lack the element of reach. Mental health communication

campaigns conducted in Nairobi County can be said to be ineffective in regard to

young people because they lack reach. Atkin (2001) says that one of the basic

reasons why health campaigns do not have strong impact is their inability to reach

the audience and attain attention to the messages. Besides, it could be argued that

these communication campaigns do not consider young people as a risk group that

should be targeted for information on mental health issues with a view to identifying

mental problems early and intervening at an early stage to prevent the development

of adult and chronic mental health problems (Seroczynski, Jacques & Cole, 2003;

Wunderlich, Bronisch, Wittchen & Carter, 2001; Rickwood, 2010; McGorry et al,

2007; Kessler et al, 2005). This is because a large number of young people in

secondary schools are unaware of these mental health communication campaigns.



77

When the respondents were asked whether they had ever attended any

communication campaign for mental health, they responded as shown in Table 4.14

below.

Table 4.14: Attendance of communication campaigns for mental health

Attendance of

communication campaigns

for mental health

n %

Yes 3 1

No 331 99

Total 334 100

The low percentage of students who have attended the communication campaigns

also shows that communication campaigns for mental health do not achieve

widespread reach among secondary school students in Nairobi County. This means

that these communication campaigns are not conducted in schools, which are the

most strategic venues where they could target the highest number of students

possible. This therefore indicates that most secondary school students in Nairobi

County do not have knowledge of mental health issues.

From the interviews conducted, the Mathari Hospital Superintendent, the

psychiatrists and psychiatric nurses who had indicated that they had participated in

communication campaigns for mental health, especially on the World Mental Health

Day, said that some primary and secondary schools are invited when marking the day

and they bring their students.

One of the psychiatrists said:

‘On that day we normally have four or five of the schools invited that bring

their students. We invite many schools because we know that young people are

very much at risk of contracting mental illnesses. We wish more schools could

bring their students to learn about mental health issues.’
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When asked when they attended the communication campaign for mental health, the

respondents responded as shown in Table 4.15 below.

Table 4.15: Year attended communication campaign for mental health

Year attended

communication campaign

n %

2011 0 0

2012 0 0

2013 3 100

Total 3 100

The three respondents attended the communication campaigns for mental health only

in 2013. That means that among all the schools sampled from Langata District of

Nairobi County, the students did not access the messages communicated in 2011 and

2012.

To the question on the venue of the communication campaign they attended, the

respondents responded as shown in Table 4.16 below.

Table 4.16: Venue of the communication campaign attended

Venue of the

communication campaign

attended

n %

School 0 0

Church 0 0

Hospital 3 100

Any other place 0 0

Total 3 100

All the three respondents attended the communication campaigns in hospital.

However, from the interviews conducted, the psychiatric nurses asserted that the

campaigns are also conducted in schools. One of them said:
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‘We visit surrounding schools during the Nurses’ Week, community outreach

programmes and in the week before marking World Mental Health Day to talk

to students about mental health issues.’

Another one said:

‘We visit schools around here in the week before celebrating World Mental

Health Day, during the Nurses’ Week and community outreach which takes

also takes one week. But these are few schools. We are not many and there is a

lot of work. So we only visit a few like Mathari Primary and Muthaiga

Primary.’

However, the psychiatrists interviewed said that they had never been involved in

communication campaigns targeting schools.

It is therefore clear that though these campaigns are taken to schools, not many

schools are reached. Studies indicate that schools are a setting that could enable

health communication campaigns to effectively reach the highest number of young

people. Rutter et al (1979) say that the school setting provides an efficient and

systematic means of promoting the health and development of young people. They

observe that most children and adolescents spend a large proportion of their time in

school and there is no other setting where such a large proportion of children can be

reached. Rutter et al (1979) further observe that as well as providing a ready

audience, school is known to have a significant influence on the behavior and

development of children.

In addition, Weare (2010) says that schools are one of the most effective agencies for

the promotion of health, including mental health. Greenberg (2010) states that by

virtue of their central role in the lives of children and families and their broad reach,

schools are the primary setting in which many initial concerns regarding mental

health arise and can be effectively remediated. Furthermore, available evidence

shows that using schools as settings for mental health communication leads to

achievement of positive outcomes. In Pakistan, a school-based programme targeting

students aged 12-16 years succeeded in reducing the stigma surrounding mental ill-
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health in a rural community. School-going children acted as a source of information

for their families, friends and neighbours in a cascade approach. The evaluation

found that the school mental health programme improved school children’s

awareness of and attitudes towards mental health problems. There were also positive

changes in the attitudes and knowledge of community members (Rahman et al.,

1998).

On who conducted the communication campaign(s) that the respondents attended,

the respondents responded as shown in Table 4.17 below:

Table 4.17: The person who conducted the communication campaign

Who conducted campaign n %

Guidance and Counselling
Teacher

0 0

Speaker Hired by School 0 0

Psychiatrist 3 100

NGO Personnel 0 0

Preacher 0 0

Total 3 100

The responses indicate that the three respondents attended communication campaigns

for mental health conducted by psychiatrists. This means that the campaigns by the

Ministry of Health prior to and on World Mental Health Day do not reach a wide

audience as they are delivered by only one source at one venue. This could make it

difficult for the messages disseminated annually on mental health during World

Mental Health Day to reach many secondary school students.

Of the six psychiatrists interviewed, three had taken part in communication

campaigns for mental health at Mathari Hospital in Nairobi County. Three had not.
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Among the three who had participated, all of them said that they mainly participated

during the World Mental Health Day.

One psychiatrist said:

‘We normally get involved during the week to celebrate World Mental Health

Day. That is when most of us are available. We talk to patients and their

caregivers and the general public.’

Among the doctors who had not participated in the campaigns, one said that she had

not because she was new while the other two said they were not aware of the

campaigns. One of the psychiatrists who had not taken part in the campaigns said:

‘The management does not involve psychiatrists in these campaigns. I have

worked here for more than three years but I have never taken part in the

communication campaigns. I do not know the messages communicated. Yet the

experience I have interacting with the mentally ill, their caregivers, doctors

who are not in psychiatry and the general public can be very useful especially

in combating stigma.’

Indeed without active involvement of the psychiatrists in designing and

disseminating messages on mental health, the messages might fail to communicate

important information on mental health that these psychiatrists have accumulated

through their experiences and interactions with patients.

All the seven nurses interviewed said that they had taken part in communication

campaigns for mental health within Mathari Hospital and in the surrounding areas.

One of the psychiatrist nurses said:

‘On many occasions it is the doctors and nurses who conduct the campaigns.

However, during the World Mental Health Day, the doctors and nurses are

assisted by specialists from the ministry and even the minister. We sometimes

invite some of our patients who have recovered from mental problems to share

their experiences. This helps to show people that mental illnesses can be treated

and mentally ill people can recover and lead normal lives.’
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Therefore, the campaigns have source credibility since they are conducted by

psychiatrists and nurses. This is important as it ensures that the messages delivered

are evidence-based.

On whether the doctors and nurses participated in the writing of the newsletter and

leaflets, all the doctors and nurses interviewed said they had not. One of the doctors

said:

‘Our views are not sought when writing those newsletters. Yet, we have a lot of

information from what we have seen by interacting with patients, caregivers,

other doctors and the general public, that is extremely important in increasing

knowledge and reducing stigma. We know the most prevalent mental illnesses,

who is most at risk, what causes or triggers these mental illnesses, what is

treatable and what is not. This is information that we need to share with the

public. I wrote an article in the Sunday Nation after 40 patients had absconded

from Mathari Hospital in 2013 to make the public know what is going on here

and other psychiatric facilities in the country. The article led to some

intervention such as renovation of wards and buying mattresses for patients.

These are things we need to express in those newsletters because stressful

surroundings cannot trigger or worsen mental illnesses.’

This view was shared by all the doctors and nurses interviewed.

On what they were taught about mental health, the respondents responded as shown

in Table 4.18 below.
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Table 4.18 Issues taught about mental health in communication
campaigns attended

Mental Health Issue Taught n %

Investing in mental health

to lessen the disease burden

and for economic

development

0 0

The causes, symptoms,

prevention and treatment of

depression

1 33

Mental illnesses that affect

older people and their

symptoms, prevention and

treatment

2 67

Total 3 100

‘Investing in mental health’ was the theme of World Mental Health Day in 2011,

‘depression’ was the theme in 2012, while ‘mental health and older people’ was the

theme in 2013. The two respondents who indicated that they were taught about

mental health and older people gave the right theme for the year 2013 which they

indicated they had attended communication campaigns for mental health. The

respondent who indicated that they were taught about depression and yet had also

claimed to have attended the communication campaigns in 2013 was wrong because

that was not the theme in 2013.

The newsletter used for dissemination of information on the theme of World Mental

Health Day for 2011 was not available, but those used for 2012 and 2013 were

available.
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The psychiatrists and nurses who had participated in the communication campaigns

said that each year the World Mental Health Day had a different theme. One

psychiatrist said:

‘The theme for the World Mental Health Day each year is set by the World

Federation for Mental Health. However, during the other occasions doctors

and nurses talk about all kinds of mental health problems.’

One nurse said:

‘During the Nurses’ Week and community outreach programmes, we teach the

community about the mental health problems that they are exposed to, the

symptoms, how they can be prevented and the need to come to the hospital for

treatment. We also teach caregivers on the way they should manage their

patients. We even teach patients how to take their medication and the need for

them to come regularly for reviews because mental illnesses recur.’

Asked whether when they go to schools to talk about mental health issues they have

an objective to achieve and whether their message is clearly designed to achieve that

objective, the nurses’ responses indicated that their objective was to increase

knowledge levels about mental health among students. However, they all said that

they never prepared newsletters or leaflets to take to schools. One nurse said:

‘We just pick topics to talk about that we know are relevant to students. We use

posters that we have with messages about drug and substance abuse. This is the

most common cause of mental illnesses among students.’

A psychiatrist who had not attended any communication campaign said:

‘I have been here for many years. Nobody has ever sat down to think about

campaign objectives and what messages will be designed to achieve them.

Campaigns are just conducted. That is why I say they are routine and will not

achieve much.’
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When asked whether these messages remain the same in all schools all the time. One

nurse said:

‘A lot of times the messages are the same in different schools in different years.

The facts are the same.’

On whether they sought to know from students what issues related to mental health

they faced which should then be addressed in the campaigns, the nurses said that they

did not. One nurse observed:

‘We have never asked students what mental health problems they are suffering

from. We tell them what we know or believe they are exposed to. I think it is

important to also listen to them.’

Asked whether they conducted any evaluation to assess the impact of the

communication campaigns among students, the nurses said they had not. One nurse

said:

‘Having been here for more than fifteen years and participated in all the

campaigns, I can tell you we have never done any evaluation. We just talk to

the students and hope they listen to our messages. This hospital does not have

the money to do an evaluation of campaigns.’

Regarding evaluation of communication campaigns, one psychiatrist who had

participated in the campaigns said:

‘We have never done any evaluation because we do not have money. We are

struggling with problems such as lack of wards, beds and mattresses.

Sometimes even medicine. So we do not have money for evaluation. If we get

money we can do it. It will help us to know where we are and what we can do.’

On whether the communication campaigns contained messages on susceptibility to

mental illnesses, the respondents responded as shown in Table 4.19 below.
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Table 4.19: Susceptibility to mental illnesses

Susceptibility to mental

illnesses

n %

Yes 3 100

No 0 0

Total 3 100

All the respondents indicated that the communication campaigns had messages on

susceptibility to mental illnesses. This shows that communication campaigns for

mental health have one of the components of the health belief model which is

perceived susceptibility.

The newsletter used to convey the message of the World Mental Health Day 2012

explains that depression can affect anybody, both the young and the old. This

constitutes perceived susceptibility.

The theme for World Mental Health Day 2013 was ‘Mental health and older people.’

The newsletter prepared by Mathari Hospital to communicate the year’s theme

indicates that the percentage of people with 65 years and over in Kenya was 2.7% by

2012. Males were 512, 921 while females were 650, 687. These are the older people

at risk of mental illnesses. The leaflet prepared for this year explains that the female

gender is particularly vulnerable to depression. By identifying the people at risk of

mental illnesses, the leaflet and newsletter fulfilled one of the components of the

health belief model. This is perceived susceptibility.

The newsletter further explains that the rapid breakdown of social support and

traditional structures that ensured care of the elderly significantly contributes to poor

mental health of the elderly people in Kenyan communities. The newsletter and

leaflet explain that other factors that can lead to mental illnesses among the elderly

are poverty, social isolation, loss of independence, loneliness and losses of different
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kinds. The social support and traditional structures that ensured care of the elderly is

an aspect of the community. Community is one of the aspects of the symbolic

interactionism theory that determine people’s expectations and responses to mental

illnesses. These factors also describe the elderly who are at risk of suffering from

mental illnesses. They therefore fall under perceived susceptibility.

According to the leaflet prepared for the 2013 World Mental Health Day, most

mental disorders among the elderly are assumed to be the normal process of aging

and are therefore left unattended to. This happens because people have assigned

meanings of being elderly to memory loss, language impairment and disorientation

and changes in personality among other symptoms of mental illnesses. This social

reality is as a result of ignorance. Such meaning or social reality can be explained

through the symbolic interactionism theory. The meaning or social reality will be

expressed in the language that people use when talking about the elderly who are

mentally ill and the thoughts they have about these mentally ill elderly people. These

are premises of the symbolic interactionism theory.

The leaflet and newsletter used for the 2013 World Mental Health Day

communication campaigns further explain that depression among the older people is

caused by factors such as: changes in socio-economic circumstances, personal status

related to retirement, death of a spouse or other loved ones, health status such as

having chronic diseases including cancer, diabetes and hypertension.

Regarding perceived susceptibility, all the doctors and nurses who had taken part in

the communication campaigns for mental health said it is a key message in the

campaigns. Even those who had not taken part in the campaigns said that they always

explain to their patients and caregivers who is susceptible to mental illnesses. One

doctor said:

‘Though I have never participated in any communication campaign, I explain

to my patients and caregivers who is vulnerable to mental illnesses every day.’

When asked who is susceptible to mental illnesses, one of the doctors interviewed

said:
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‘Those who are susceptible to mental illnesses are people who suffer from

terminal illnesses such as cancer; those who have witnessed traumatic

experiences such as the murder of a close relative; those who are exposed to

violence such as domestic violence; those who abuse alcohol and other drugs;

the elderly, and those whose families have a history of mental illnesses.

Interviews conducted with the other doctors and nurses elicited similar information.

One of the nurses interviewed emphasised that:

‘The most susceptible are drug users, youths and those with diseases such as

Cancer and HIV. In fact, HIV has increased the number of mentally ill people.’

Risk factors for developing dementia are also explained in the leaflet used for the

2013 World Mental Health Day communication campaigns. They include: vascular

and modifiable factors such as smoking, excessive alcohol consumption, obesity,

diabetes, hypertension and raised cholesterol. There are also genetic causes. All these

explain who is vulnerable to contracting dementia. This information falls under the

perceived susceptibility component.

The Health Belief Model predicts that as an individual’s level of risk assessment

regarding a disease increases, chances of compliance with recommended prevention

measures also increase. Generally, positive correlations between perceived severity

and susceptibility and compliance with treatment or prevention options have been

reported (Snyder & Rouse, 1992; Mickler, 1993). It is therefore expected that when

secondary school students get messages on how susceptible they are to mental

illnesses, they will stop behaviours that put them at risk of contracting mental

illnesses or seek treatment immediately they detect they are mentally ill.

On whether they were given any information on the severity of mental illnesses

during the communication campaigns, the respondents responded as shown in Table

4.20 below.
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Table 4.20: Severity of mental illnesses

Severity of mental

illnesses

n %

Yes 3 100

No 0 0

Total 3 100

The findings indicate that communication campaigns for mental health contain

messages about severity of mental illnesses. This also shows that communication

campaigns for mental health contain another component of the health belief model

which is perceived severity.

The newsletter used for the 2012 communication campaign on depression starts by

explaining that in 2004 depression was ranked as the third leading cause of the global

burden of disease and will move into the first place by 2030. It explains that

depression is a global public health concern and is estimated to affect 350 million

people globally. The newsletter explains that in Kenya depression is among the top

ten causes of Daily Adjusted Life Years (DALYS). This information is meant to

show people how widespread depression is.

The severity of dementia and depression among the old persons is explained in the

newsletter and leaflet used for the communication campaigns in 2013. The newsletter

and leaflet explain that dementia is a term used for a group of symptoms associated

with non-treatable, irreversible, progressive illnesses which affect the brain. Its

symptoms are memory loss, confusion, dis-orientation and judgement problems. The

elderly who are suffering from memory loss may become agitated, angry or

combative. Memory impairment causes significant impairment in social or

occupational functioning. The irreversibility of dementia and how it affects the

elderly fall under perceived severity, a component of the health belief model.
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The newsletter and leaflet further explain that older persons who suffer from

depression have worse outcomes after medical events such as hip fractures, heart

attacks, or cancer. They also explain that depression often results in higher cases of

suicide among older patients. These outcomes fall under the component of perceived

severity in the health belief model.

The newsletter also explains the symptoms of depression. These include: depressed

mood, extended sleep, loss of interest, lack of appetite, a feeling of worthlessness,

difficulty concentrating, suicidal ideation, helplessness and hopelessness or guilt.

These symptoms fall under the component of perceived severity.

Further, the newsletter and leaflet used for communication campaigns in 2013

explain that some of the mental health issues in the elderly include degenerative

diseases such as memory loss (dementia), depression, anxiety, strokes due to high

blood pressure and deteriorating physical health.

All the doctors and nurses who indicated that they had participated in communication

campaigns for mental health said that severity of mental illnesses is always explained

during the campaigns.

One of the doctors said:

‘During all our communication campaigns we explain how severe mental

illnesses can be to the patients, caregivers, whole families and the entire

society. We explain the effects to a person’s health and the health of members

of the family, the effect it has on the productivity of that person and the

caregivers, how expensive it can be to treat a mental illness for the family and

society, and how emotionally draining it is. Some people listen.’

Another doctor said:

‘We explain to the caregivers, the patients and all those who attend

communication campaigns how severe mental illnesses can be. This helps to

make those who abuse drugs stop. It also makes caregivers and members of the
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families of those who are mentally ill to be kind towards them as they

understand the problem the patient is facing.’

Mental health problems such as depression can lead to other serious problems

including substance abuse, social withdrawal, a breakdown in family and personal

relationships and poor academic and work performance (Burns et al., 2009).

Depression is also linked to substance abuse, eating disorders and implicated in many

cases of youth suicide (Rao, Daley & Hammen, 2000). Furthermore, mental health

problems can lead to disability and premature mortality, stigma and discrimination,

social exclusion and impoverishment (WHO, 2012).

On whether the students were told of the benefits of preventing mental illnesses or

seeking medical treatment for mental illnesses during the communication campaigns,

the responses were as shown in Table 4.21 below.

Table 4.21: Benefits of preventing or treating mental illnesses

Benefits of preventing or

treating mental illnesses

n %

Yes 3 100

No 0 0

Total 3 100

The findings show that the communication campaigns for mental health contain the

third component of the health belief model which is perceived benefits. This is

because all the respondents indicated that indeed they were told of the benefits of

preventing mental illnesses or seeking medical treatment for mental illnesses.

The newsletter used for disseminating information on the theme for World Mental

Health Day 2012 has information on the benefits of treatment for mental health

illnesses. It says that treatment will help those who are mentally ill avoid chronic
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disability and premature death, and give them a life that is healthier and richer- a life

lived with dignity. The newsletter also explains that with treatment there will be

greater financial returns from increased productivity and lower net costs of illness

and care. Communities and individuals will be better able to avoid or cope with the

stresses and conflicts that accompany mental illnesses.

The newsletter used for disseminating information on the theme for World Mental

Health Day 2013 has information about the benefits of addressing mental health

problems among the elderly. These benefits are: decreased emotional suffering,

improved physical health, lessened disability, decreased mortality and better quality

of life. Furthermore, increasing access to mental health for older persons will reduce

health care expenditures by lowering the frequency of primary care visits, medical

procedures and medication use. In the health belief model, these benefits fall under

the component of perceived benefits.

Those doctors and nurses who had taken part in communication campaigns for

mental health indicated that during the campaigns they explain to their audience what

the benefits of preventing mental illnesses, for instance by avoiding drug and

substance abuse are. They also said that they explain the benefits of early

interventions for those who are mentally ill and the benefits of adhering to treatment

instructions.

Positive mental health is associated with improved learning and academic

achievement, increased participation in community life, reduced sickness, improved

productivity, reduced risk-taking behavior, improved physical health and reduced

mortality, among others (NICE, 2009).

Responses to the question on barriers to seeking knowledge of mental health or

treatment for mental illnesses are as shown in Table 4.22 below.
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Table 4.22: Barriers to seeking knowledge of mental health or treatment
for mental illnesses

Barriers to knowledge of

mental health or treatment

for mental illnesses

n %

Fear people could see you

and say you are mentally ill

3 19

Feeling that you are not

susceptible to mental

illnesses

3 19

Belief there is no

prevention or cure for

mental illnesses

3 19

Belief only witchdoctors

can cure mental illnesses

3 19

Lack of money 3 19

Lack of time 1 6

Total 16 100

The responses show that communication campaigns for mental health contain

messages on perceived barriers to seeking knowledge of mental health or treatment

for mental illnesses. Perceived barriers is another component of the health belief

model. The respondents chose more than one option. From the responses, it is clear

that the barriers to seeking knowledge of mental health or treatment are as a result of

ignorance and stigma. This arises from the meanings or social reality that people

have given mental illnesses, the language people use when talking about mental
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illnesses and the thoughts that they have about mental illnesses. Meaning, language

and thought are tenets of the symbolic interactionism theory.

The newsletter prepared for the 2012 World Mental Health Day campaigns does not

have any information on barriers to prevention and treatment of mental illnesses.

Though the newsletter for 2013 has this information, it is very little. The newsletter

only observes that though incidents of depression, anxiety and dementia are common

in the elderly and need to be diagnosed and managed in time, older people are

reluctant to seek help. The leaflet used for the 2013 campaigns does not have any

information on barriers.

All the psychiatrists and psychiatric nurses interviewed cited stigma as the

commonest barrier in seeking diagnosis or treatment for mental illnesses. They said

that the stigma was coming from even among doctors specialised in areas apart from

psychiatry. One of the psychiatrists said:

‘Stigma is the greatest barrier to accessing treatment for mental illnesses. It is

manifested in the beliefs that mental illnesses are caused by witchcraft, other

doctors seeing psychiatrists as inferior and creating a lot of jokes about them,

patients being referred to the psychiatrists after all other doctors have failed to

treat them and the use of derogatory language such as mwenda wazimu when

referring to the mentally ill. The stigma is also expressed through the

dilapidated buildings at Mathari Hospital.’

Another psychiatrist observed:

‘Lack of psychiatrists is one of the greatest barriers to accessing treatment or

information on mental illnesses. There are very few psychiatrists in the country.

For instance, until 2012 there was one psychiatrist in Nakuru serving also

Gilgil and Naivasha. So when patients come to seek help and find long queues,

they give up. This hinders psychoeducation.’

A third psychiatrist said:
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‘First generation drugs have serious side effects which often discourage

patients and their caregivers. The second generation drugs are expensive.

These are barriers to treatment.’

On whether these barriers to enhancing knowledge of mental health and accessing

treatment are included in communication campaigns for mental health, the doctors

and nurses said that they often talk about them. One nurse said:

‘By talking about stigma, we have made many parents to gain confidence and

bring their mentally ill children to hospital instead of hiding them. It also helps

those who stigmatise mental illnesses to stop since stigma is due to ignorance.’

Rickwood et al (2007) say that young people remain reluctant to access face-to-face

services due to preference for informal support and for working out personal

problems by themselves, lack of familiarity with and mistrust of mental health

services, fear of the stigma attached to mental illness and mental health service use,

confidentiality concerns regarding service access, and lack of access to appropriate

youth-friendly services.

Information on barriers to seeking prevention and accessing treatment for mental

illnesses is important as it will make the public aware of these barriers so that they

can look for ways of overcoming them.

On whether the students gained confidence in seeking information on prevention of

mental illnesses or seeking treatment as a result of the information got from the

communication campaigns, the respondents gave the responses shown in Table 4.23

below.
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Table 4.23: Gaining confidence in seeking information on prevention of
mental illnesses or seeking treatment

Gaining confidence in

seeking information on

prevention of mental

illnesses or seeking

treatment

n %

Yes 3 100

No 0 0

Total 3 100

The responses obtained indicate clearly that communication campaigns for mental

health contain messages that enhance self-efficacy (confidence), the sixth component

of the health belief model.

However, the responses contradict the data obtained from the newsletters and leaflet

used for the 2012 and 2013 World Mental Health Day campaigns. The newsletters

and leaflet do not have any information on self-efficacy.

The psychiatrists and nurses interviewed said that they include messages that

enhance confidence among their patients, caregivers and the general public on

seeking treatment for mental illnesses.

One of the psychiatrists said:

‘Unless we inspire confidence in our patients and their caregivers, most would

not finish their treatment and come back for regular reviews. Mental illnesses

such as Alzheimer’s which affects the elderly are not treatable. We just manage

the patients. We therefore constantly encourage the patients and their families

so that they can keep on coming back to hospital for medication. Chronic
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mental illnesses take long to fully recover. Therefore patients need to be

reassured of their recovery so that they can take their medicine regularly.’

Self-efficacy is an important component of health messages because people who

have a strong sense of self-efficacy regarding health and self-care behaviours are

more likely to have a healthy lifestyle, to seek and follow medical advice when ill, to

avoid life crises, to cope with crises that do occur, and to establish closer personal

ties so that social support is available to buffer against illness (Peterson & Stunkard,

1989). Conversely, those with low self-efficacy think of themselves as helpless; they

are more likely to become ill and to cope ineffectively with medical problems

(Bandura, 1997; Brown et al., 1997).

On whether the respondents gained any new information about mental health from

the communication campaign they attended, the responses they gave are shown in

Table 4.24 below.

Table 4.24: Whether new information about mental health was gained

New information gained n %

Yes 3 100

No 0 0

Total 3 100

These responses show the respondents gained new information from the

communication campaigns. Such new information will enable the respondents to

acquire knowledge of mental health that they did not have before. In line with the

symbolic interactionism theory, this knowledge will lead to creation of new

meanings about mental health issues and therefore new social realities. The new

social realities will lead to new and knowledgeable thoughts about mental health

issues which will lead to attitude change. This attitude change towards mental health
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issues will be evident in the language that the respondents use when talking about

mental health issues. There will be a reduction of stigma against the mentally ill.

The next question was on the number of young people who are mentally ill the

respondent knew in his or her community. The responses were as shown in Table

4.25 below.

Table 4.25: Number of young people who are mentally ill the respondent
knows from his or her community

Number of young people

who are mentally ill in the

community

n %

None 52 15

Less than 5 266 80

Between 5-10 16 5

More than 10 0 0

Total 334 100

The responses show that there are young people in the community who are mentally

ill. This therefore makes it necessary to have communication campaigns for mental

health targeting young people so that if they are mentally ill they can be treated early

to avoid the mental problems worsening.

The doctors and nurses interviewed indicated that there are many young people

suffering from mental illnesses. They said that this is because of drug and substance

abuse. One doctor added that:

‘Sometimes, the stressors among young people are more and they are not

related to drug abuse. They can be exams. Mental illnesses occur more during

exam periods.’
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The next question was how many of the mentally ill that the respondent knew in his

or her community who had ever been taken to hospital by their families. The

responses are as shown in Table 4.26 below.

Table 4.26: The mentally ill taken to hospital

The mentally ill taken to

hospital

n %

All of them 36 10.78

Many of them 81 24.25

A few of them 169 50.59

None of them 13 3.89

I do not know 35 10.47

Total 334 100

86% of the respondents show that many mentally ill patients are taken to hospital.

The few who do not take their mentally ill relatives to hospital lack knowledge that

mental illnesses are treatable. Communication campaigns for mental health are

needed to make such people start taking their mentally ill relatives to hospital.

The doctors and nurses interviewed said that the number of the mentally ill taken to

hospital for treatment has been on the rise. One nurse said:

‘Because of the community outreach programmes and the campaigns that we

conduct, many people now bring their mentally ill family members to hospital.’

When asked whether communication campaigns for mental health reach many

people in the respondent’s community, the responses obtained were as shown in

Table 4.27 below.
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Table 4.27: Whether communication campaigns for mental health reach
many people

Whether communication

campaigns for mental

health reach many people

n %

Yes 3 1

No 331 99

Total 334 100

3 respondents indicated that communication campaigns for mental health reach many

people.  These are the respondents who had indicated that they had attended

communication campaigns for mental health. However, with 99% of the respondents

saying that communication campaigns for mental health do not reach many people, it

is clear that these campaigns are ineffective and need to be improved. Explaining

reasons why campaigns do not have a strong impact, Atkin (2001) says that the most

elemental problem is reaching the audience and attaining attention to the messages.

All the doctors and nurses interviewed agreed that the communication campaigns do

not reach many people. They all agreed that knowledge levels were still very low and

stigma high. The next question was what communication campaigns for mental

health had achieved. The responses obtained are as shown in Table 4.28 below.
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Table 4.28: What communication campaigns for mental health have
achieved

Achievements of

communication campaigns

for mental health

n %

Reduction of stigma 22 6

Reduced numbers of

mentally ill

19 5.1

Increased numbers of

mentally ill taken to

hospital

58 15.5

All the above 3 0.8

None of the above 273 72.8

Total 375 100

With 72.8% of the respondents saying that communication campaigns for mental

health have not made any significant achievements, it can be concluded that these

campaigns need to be done using a different approach.

The newsletters and leaflets used for the World Mental Health Day campaigns of

2012 and 2013 do not contain any information about the achievements made by

previous communication campaigns. They need to communicate such information as

it will show the public where they are coming from and where they are going. It will

enhance their knowledge of mental health issues. This might also act as an

encouragement to adopt positive attitude towards mental health issues.

When asked whether the communication campaigns for mental health held in Nairobi

County have been effective in enhancing knowledge, four of the psychiatrists and all



102

the psychiatric nurses were in agreement that for those from areas around Mathari

Hospital knowledge levels had been raised. They said that this was because more

mentally ill patients are being brought to hospital, more mentally ill patients were

bringing themselves, cases of abandonment of the mentally ill were significantly

reducing, patients and caregivers were following treatment instructions carefully and

there have been increased cases of recovery from mental illnesses. However, they all

agreed that this may not be the case for all other parts of Nairobi County. They said

that many parts of Nairobi County had not been reached by the communication

campaigns. Of the two psychiatrists who said that the communication campaigns

have not been effective in enhancing knowledge, one said:

‘The communication campaigns are not serving any useful purpose. In fact the

way World Mental Health Day is celebrated in Kenya it is routine and it

focuses more on mental health practitioners than the public.’

This is because the public was not invited to Mathari Hospital during World Mental

Health Day until 2012.

Another psychiatrist observed that:

‘There is inadequate funding to make these communication campaigns more

effective. More funds are needed to produce more newsletters and to reach

more people through media such as radio, newspapers and television. This will

make more people aware of mental health issues and World Mental Health

Day.’

One of the psychiatric nurses said:

‘Knowledge is increasing among patients and their relatives. Relatives bring

patients they had kept at home. Relatives of those who we have treated

encourage others to come for treatment.’

The last question was how in the respondent’s opinion communication campaigns for

mental health should be made more effective. The responses obtained were as shown

in Table 4.29 below.
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Table 4.29: How communication campaigns for mental health should be
made more effective.

How communication

campaigns should be made

more effective

n %

They should be held more

regularly

35 10

They should use language

that people understand

7 2

They should not be held in

hospitals alone

16 4.6

All the above 291 83.4

Total 349 100

The responses obtained show that communication campaigns for mental health

should be held more regularly, use language that people understand and not in

hospitals alone in order to be more effective. Regarding the element of the regularity

of communication campaigns for mental health held in Nairobi County, three of the

six psychiatrists interviewed said that they were conducted only once a year prior to

and during World Mental Health Day. One of the psychiatrists who had not been

involved in the communication campaigns said:

‘If these communication campaigns were conducted regularly, most of us could

have known and could have been actively involved. They are conducted once

and they are low key. They lack publicity.’

Another psychiatrist who had not taken part in the campaigns because she was new

said:
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‘I have no knowledge how many times they take place.’

A third psychiatrist, said:

‘The communication campaigns are conducted regularly. Apart from the week

preceding World Mental Health Day, the campaigns are also conducted during

Nurses’ Week which takes place in May and during community outreach

programmes conducted regularly by nurses. We would like to conduct more of

these campaigns but we lack resources.’

Indeed, available literature indicates that the government of Kenya, just like many

others worldwide, does not offer meaningful budgetary support to mental health.

The World Health Organization (2010) reports that one third of the countries

worldwide do not have a budget for mental health services, and a further one fifth

spend less than 1% of their total health budget on mental services. According to the

Kenya National Commission on Human Rights (2011), the recurrent expenditure

allocation for mental health had remained at around 1% of the budget of the Ministry

of Medical Services for five years. Lack of resources can hamper the process of

carrying out communication campaigns for mental health regularly.

Five of the seven psychiatric nurses concurred that the campaigns were conducted

regularly. They said that the campaigns were conducted in the area around the

hospital during the Nurses’ Week in May every year, during community outreach

programmes which are conducted regularly and as part of events to mark World

Mental Health Day. During these occasions they visited schools, churches,

community centres and homes.

All the doctors and nurses interviewed were in agreement that the campaigns should

be conducted regularly and they should use the mass media such as radio, television

and newspapers to reach more people. To do these, they all said that funding from

government and donors was needed. In addition, the doctors argued that they need to

be involved more in these campaigns, especially in preparing messages for the

campaigns and taking the campaigns to people in different places.
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Evidently, communication campaigns for mental health in Nairobi County and

generally in Kenya are conducted three times a year and for very short periods, not

more than a week. This cannot be effective since many people are not reached and

there is also lack of the element of repetition. Greenberg et al (2001) say that one-off

sessions or short-term interventions seem to have short-term results.

Out of 334 respondents given questionnaires, 331 respondents had not attended

communication campaigns for mental health held in Nairobi County. It is therefore

evident that communication campaigns for mental health do not target secondary

school students, they are not conducted in schools and many secondary school

students are unaware of them. This makes them highly susceptible to mental illnesses

since they lack knowledge of mental health.

4.2: Analysis of messages communicated during communication

campaigns for mental health in Nairobi County

The second objective of this study was to analyze the messages communicated

during communication campaigns for mental health in Nairobi County. The analysis

focused on whether the messages were based on the components of the health belief

model and symbolic interactionism theory. Messages in the newsletters were also

analysed based on the amount of space dedicated to the theme for World Mental

Health Day. The messages were analysed using data obtained from questionnaires,

the newsletters and leaflet used for the 2012 and 2013 communication campaigns

and the data obtained from interviews.

The data obtained from questionnaires which had been issued to students of

secondary schools in Langata District in Nairobi County indicates that the messages

communicated during communication campaigns for mental health had the following

components of the health belief model: perceived susceptibility, perceived severity,

perceived benefits, perceived barriers, cues to action and self-efficacy. These are

presented in Tables 4.9, 4.20, 4.21, 4.22 and 4.23.
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However, the messages lacked reach as 99% of the respondents observed that they

do not reach many people. This is shown in Table 4.27. Reach is an attribute of

effective health communication (US Office of Disease Prevention and Health

Promotion, 2000).

Next, the analysis focused on the messages contained in the newsletters and leaflets

used for the World Mental Health Day. These newsletters and leaflets are printed by

Mathari Hospital in conjunction with the Ministry of Health and distributed to the

staff of Mathari Hospital and the public during the marking of World Mental Health

Day. They contain information on the theme for mental health that year.

Though the study was supposed to collect data from the newsletters and leaflets

which were used in 2011, 2012 and 2013, there was no newsletter or leaflet available

for the 2011 World Mental Health Day.

The newsletter used for the 2012 World Mental Health Day explains that Mathari

Hospital had an Open Day for the first time in 2012 to mark World Mental Health

Day. This was the first time Mathari Hospital opened its doors to the public during

the marking of World Mental Health Day to address stigma that is directed towards

mental health institutions. The newsletter does not explain the various ways in which

this stigma is manifested. Stigma is an aspect of culture. It is as a result of the

meanings that people have given mental illnesses. This is expressed in the language

that people use when referring to mental health issues and the thoughts they have

about them. Therefore this message was not presented clearly based on the elements

of symbolic interactionism theory thus: meaning, language and thought which are

important in shaping the attitudes and beliefs of self and community.

The newsletter also explains that efforts should be doubled to ensure that proper

diagnosis is made and treatment interventions available at all levels of healthcare in

managing depression. Though not clearly explained, this information could constitute

some of the barriers to treatment of mental illnesses.

Among the categories into which collected data was sorted, the newsletter used for

the 2012 World Mental Health Day campaigns has messages on types of mental
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illnesses, who is at risk, severity of mental illnesses, availability of treatment,

benefits of treatment and cues to action. It lacks information on: causes of mental

illnesses, barriers to treatment of mental illnesses, self-efficacy, preventive measures,

beliefs about causes of mental illnesses, beliefs about treatment, beliefs about

interaction with the mentally ill, exposure to past communication campaigns for

mental health, and the effectiveness of the messages conveyed during past

communication campaigns for mental health. The newsletter therefore lacks

sufficient information to enhance knowledge of depression, the World Mental Health

theme for 2012. The categories are shown in Table 4.2 below.

Table 4.2: Categories into which 2012 data was sorted

Category Representation
Types of mental illness 

Causes of mental illnesses ×

Who is at risk 

Severity of mental illnesses 

Availability of treatment 

Preventive measures ×

Benefits of prevention and treatment 

Barriers to treatment ×

Cues to action 

Self-efficacy ×

Beliefs about causes of mental illness ×

Beliefs about treatment ×

Beliefs about interaction with the
mentally ill

×

Exposure to previous communication
campaigns for mental health

×

Effectiveness of the messages conveyed
during past communication campaigns
for mental health

×
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Furthermore, the newsletter dedicates very little space for depression, the World

Mental Health theme for 2012. It has four pages and each page has three columns.

Out of these, only two paragraphs focus on depression. One paragraph is in the

speech of the Chair of Mathari Hospital and the other in the speech of the hospital

superintendent. The rest of the newsletter gives an overview of the various

departments in Mathari Hospital, their functions, developments, future plans and the

challenges the hospital is facing. Therefore, the newsletter does not give much

attention to the World Mental Health theme for 2012 and cannot effectively enhance

knowledge regarding the theme.

The newsletter and leaflet used for the World Mental Health Day in 2013 explain

that depression can be treated. This should help to change the meaning, language and

thoughts that people have about depression. Further, the leaflet explains clearly

preventive measures for dementia. For primary prevention, the preventive measure is

avoiding some medication. But the medication to be avoided is not explained. For

secondary prevention, preventive measures include avoiding alcohol, cigarettes,

obesity, diabetes and hypertension. This information is explained so clearly that it

will help anybody who reads it and is interested in adopting positive behaviour that

will enable them not to contract mental illnesses.

In addition, the newsletter used for the 2013 campaigns has a recommendation to the

government to consider a welfare scheme through which senior citizens are provided

with medical insurance covers and monthly allowances to cater for their basic needs

so as to guarantee them decent life and comfort.

The messages contained in this newsletter and leaflets have the following

components of the health belief model: perceived susceptibility, perceived severity

and perceived benefits. They lack perceived barriers, cues to action and self efficacy.

Just like the other components of the health belief model, these are very necessary

components which should have been included in the messages to influence people to

change their behaviours.
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The messages also explain what the society thinks about mental illnesses and how

this affects the mentally ill. This information falls under the symbolic interactionism

premises of thought, meaning and community. For instance, the leaflet explains that

mental disorders among the elderly are assumed to be the normal process of aging

and the elderly are therefore not taken to hospital for treatment. This explains the

thoughts and meanings communities have regarding aging and mental disorders. The

leaflet adds that some elderly people are even neglected and this worsens their

mental problems. On its part, the newsletter explains that the rapid breakdown of

social support and traditional structures that ensured care of the elderly has

significantly contributed to poor mental health of the elderly. This explains how the

community is responsible for aggravating mental illnesses among the elderly. The

newsletter therefore argues that social support and family interactions can boost the

dignity of older people and are likely to have a protective role in the mental health

outcomes of older people. These are premises of the symbolic interactionism theory.

However, the messages lack any information on beliefs about causes of mental

illnesses, beliefs about treatment and beliefs about interaction with the mentally ill.

These could have made the meaning, and thoughts that people have in regard to

mental illnesses as well as the language they use clear. The message expressed in this

newsletter also lacks information concerning exposure to previous communication

campaigns for mental health and the effectiveness of the messages conveyed during

past communication campaigns for mental health. These are important elements that

could have shown the knowledge levels and the objectives which have been

achieved, the challenges encountered, what has not been achieved, what should be

done to address the challenges met and how future communication campaigns for

mental health should be improved. Table 4.2 below summarises the categories into

which the data collected from the newsletter and leaflet is grouped.
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Table 4.2: Categories into which 2013 data was sorted

Category Representation

Types of mental illness 

Causes of mental illnesses 

Who is at risk 

Severity of mental illness 

Availability of treatment 

Preventive measures 

Benefit of prevention and treatment 

Barriers to prevention and treatment 

Cues to action ×

Self-efficacy ×

Beliefs about causes of mental illness ×

Beliefs about treatment ×

Beliefs about interaction with the

mentally ill

×

Exposure to previous communication

campaigns for mental health

×

Effectiveness of the messages conveyed

during past communication campaigns

for mental health

×

The newsletter for 2013 has twelve pages. The World Mental Health theme for the

year, ‘Mental health and older persons’ appears only on the front page, in two

paragraphs on page 4 and the back page. The rest of the newsletter, 10 pages, gives

an overview of the departments at Mathari Hospital, the functions they offer, the

achievements made over the years, the plans the hospital has and the challenges they

are facing. Though this newsletter gives more attention to the World Mental Health

theme of 2013 than the one of 2012 does, it still focuses more on other issues than

that theme. This therefore makes it inadequate and ineffective in enhancing

knowledge of mental health.
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However, the leaflet used for the 2013 World Mental Health Day campaigns fully

focuses on the theme for that year. It has messages clearly explained though they also

lack the components identified in Table 4.2 above.

From the interviews conducted, data collected indicates other ways of

communicating messages about mental health which are used prior to and during

World Mental Health Day celebrations. When asked how messages are

communicated prior to and during the World Mental Health Day celebrations, one

psychiatrist said:

‘Letters and posters are sent to schools and surrounding community to invite

people. On the day there is a walk from Pangani to Mathari Hospital by

members of staff. They wear T-shirts bearing the theme of the year. They also

carry placards. At the gate to the hospital we put a banner carrying the theme

of the year. At the hospital grounds, all in attendance are given newsletters and

leaflets containing messages based on the theme of the year. They also listen to

speeches by the hospital management, officials from Division of Mental Health,

local politicians and the Minister for Health.’

The psychiatrists and psychiatric nurses who had attended the World Mental Health

Day celebrations concurred that this is what happens.

When asked which language was used during the communication campaigns, the

psychiatrists and the psychiatric nurses said that the language used in the newsletters,

leaflets and placards was English. They said most of the speeches delivered during

World Mental Health Day are also in English and a few could say some things in

Kiswahili.

One psychiatrist said:

‘We do not have enough resources to write the newsletters and leaflets in both

English and Kiswahili.’
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The use of English in these newsletters, leaflets, placards and banners could limit the

number of people who access the information expressed in them. All these materials

should also be written in Kiswahili to reach those who do not know English.

The psychiatrists and nurses interviewed indicated that their messages targeted all

members of the community. They explained that when they visited schools, they

targeted students. In churches and community centres, they targeted the entire

community.

One psychiatric nurse said:

‘We target patients and their relatives during the campaigns. They will

understand more.’

Another psychiatric nurse said:

‘When we go to surrounding schools such as Muthaiga Primary and Mathari

Primary, we target teachers and pupils. During community outreach

programmes we target youths, community leaders, parents, church leaders and

politicians. They help to spread the message.’

The psychiatrists and psychiatric nurses who had participated in communication

campaigns for mental health said that the messages disseminated during these

communication campaigns contained information on perceived susceptibility,

severity, benefits, barriers, cues to action and self-efficacy. Therefore the

communication campaigns were guided by the health belief model. Those who had

participated in the campaigns and those who had not were in agreement that the

campaigns lacked reach and repetition. These are some of the attributes of effective

health communication (US Office of Disease Prevention and Health Promotion,

2000).

All the psychiatrists and nurses interviewed indicated that people give mental health

and mental illnesses meanings associated with madness. They said that people did

not look at mental illnesses as a form of sickness.
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A psychiatrist said:

‘People think that being mentally ill ni kuwa mwenda wazimu. Even patients

say ‘nimekuwa mwenda wazimu’ when they are brought here. And they believe

that it is caused by either witchcraft or curses. Nothing else.’

This was supported by all other psychiatrists and nurses interviewed. Meaning is the

first premise of the symbolic interactionism theory. All the psychiatrists and nurses

interviewed said that their greatest challenge has been to change this perception and

make people know that mental illnesses are illnesses like any other and not madness.

They said that they also explain that these illnesses are of different types with

different causes.

Asked how the language that people use in reference to mental health and mental

illnesses promote or hinder knowledge of mental health, all the psychiatrists and

nurses said that the language that majority of the people use is stigmatising.

A psychiatrist said:

‘Every time a patient is brought, the relatives will say ameruka kichwa. This is

a very common expression. And it comes from those who are educated and

those who are not. It shows that people do not know what mental illnesses are.’

The psychiatrists and nurses said that this stigmatising language was a great

hindrance to knowledge of mental health issues. They said this made many people to

hide their mentally ill and not to bring them to hospital. Language is the second

premise of the symbolic interactionism theory.

The last question the doctors and nurses were asked was how people’s thoughts on

mental health and mental illnesses promote or hinder knowledge of mental health.

The psychiatrists and nurses interviewed said that thoughts that mental illnesses are

caused by witchcraft were a major hindrance to promoting knowledge of mental

health. They said that that is the reason why most people with a mentally ill relative

will first of all consult a witchdoctor and when it has failed, they come to the

hospital. Normally they come to the hospital when the condition has worsened. The
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psychiatrists and nurses interviewed said that even those who are mentally ill and

have been brought to hospital do not believe that they will recover and lead normal

lives again.

A psychiatrist said:

‘Because of these thoughts, most patients do not even want to take their

medicine. You have to really plead with them.’

Thought is the third premise of the symbolic interactionism theory which is

important to knowledge and attitude. The thoughts that people have about the causes

of mental illnesses and who is affected are expressed through their language. The

language that people use and their thoughts about mental illnesses are a reflection of

their knowledge and attitudes about mental health issues.

4.3: Evaluation of the effectiveness of communication campaigns for

mental health conducted in Nairobi County

The third objective of this study was to evaluate the effectiveness of communication

campaigns for mental health. To do this, the study used arguments by Wallack and

Dorfman (2001) and Healthy People 2010 (US Office of Disease Prevention and

Health Promotion, 2000) on what constitutes effective health communication

campaigns.

Wallack and Dorfman (2001) argue that effective health communication campaigns

are characterized by at least three important factors. They argue that effective health

communication campaigns are more likely to use mass communication and

behaviour change theory as a basis of campaign design, they are more likely to use

formative research such as focus group to develop messages and inform campaign

strategy and they are more likely to link media strategies with community programs

thus reinforcing the media message and providing local support for desired behaviour

changes.
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The communication campaigns for mental health conducted in Nairobi County do

not fully meet the first criterion of being based on mass communication and

behaviour change theory. The data collected from the secondary school students,

interviews with psychiatrists and nurses and the newsletter and leaflets used indicate

that they are based on some components of the health belief model. These include

perceived susceptibility, perceived severity and perceived benefits. They leave out

perceived barriers, cues to action and self-efficacy.

The second criterion that Wallack and Dorfman (2001) say effective health

communication campaigns should meet is to use formative research such as focus

group to develop messages and inform campaign strategy. The interviews conducted

with psychiatrists and nurses show that the planners of these campaigns do not carry

out research among the target audience before developing messages for the

campaigns. The psychiatrists and nurses also explained that they were not involved

in the development of messages disseminated during these campaigns. These

messages therefore lack the input of key stakeholders. They are not likely to achieve

great impact as they leave out important aspects.

The third criterion that Wallack and Dorfman (2001) suggest is that health

communication campaigns are more likely to link media strategies with community

programs thus reinforcing the media message and providing local support for desired

behaviour changes. Communication campaigns for mental health in Nairobi County

do not use media to spread their message. However, the fact that they take the

campaigns to churches, schools and community centres and they involve parents,

church and political leaders shows that they seek community support in reinforcing

their messages.

The US Office of Disease Prevention and Health Promotion (2000) suggests that

effective health communication should have accuracy, availability, balance,

consistency, cultural competence, evidence base, reach, reliability, repetition,

timeliness, and understandability.
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The data obtained from the newsletters and leaflets used for the communication

campaigns for mental health conducted in Nairobi County and that from the

psychiatrists and nurses indicates that the campaign messages are accurate. What is

communicated in the newsletters and leaflets does not contradict the explanations of

psychiatrists, nurses, the World Health Organization and the World Federation for

Mental Health.

Availability refers to placement of health message where the audience can access it

(US Office of Disease Prevention and Health Promotion, 2000). The leaflets,

newsletters, letters and banners used during the campaigns are only accessible to

those who go to the hospital when marking World Mental Health Day. Those who

are not able to attend the celebrations do not access these materials. Therefore the

campaigns lack availability.

Regarding the attribute of balance, the US Office of Disease Prevention and Health

Promotion (2000) says that this refers to the presentation of the benefits and risks of

potential actions or recognition of different and valid perspectives on the issue. The

leaflets and newsletters sampled had only the benefits of accessing treatment for

mental health in hospitals. They did not focus on the risks of the medicines used for

treating mental illnesses. They also did not contain any information on different and

valid perspectives. For instance, one psychiatrist said that there is useful

collaboration between mental health workers and witchdoctors in Uganda. She said

that in Kenya witchdoctors are shunned by health workers. She therefore suggested

that these witchdoctors need to be made aware of mental illnesses and what they can

do and not do. This view recognises that witchdoctors can make a contribution in

treating or managing mental illnesses. Recognizing the role that witchdoctors can

play in treating and managing mental health problems and empowering them with

necessary knowledge can help end secretive activities and help to prevent cases of

mental illnesses becoming severe because of being taken to witchdoctors who cannot

treat them.

Consistency is an attribute that refers to the content of a health communication

campaign remaining internally consistent over time and also consistent with
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information from other sources (US Office of Disease Prevention and Health

Promotion, 2000). The leaflets and newsletters sampled had content which was

consistent with information presented from other sources such as the World Health

Organization and World Federation for Mental Health.

The attribute of cultural competence refers to the design, implementation, and

evaluation process that accounts for special issues for select population groups, such

as ethnic, and also educational levels and disability (US Office of Disease Prevention

and Health Promotion, 2000). This requires creation and presentation of messages

that consider the culture and beliefs of different communities. To do this, members of

the target audience should be involved in designing the messages to be conveyed.

Data obtained from the doctors and nurses interviewed shows that the audience is not

involved in designing the mental health messages disseminated. Similarly, the

leaflets and newsletters used for 2012 and 2013 did not have any evidence of

consideration of the target audience’s culture or their participation in the process.

Evidence base is the next attribute that according to the US Office of Disease

Prevention and Health Promotion (2000) effective health communication campaigns

should have. This refers to information that is disseminated during campaigns being

based on relevant scientific evidence that has undergone comprehensive review and

rigorous analysis to formulate practice guidelines, performance measures and review

criteria. Data collected from newsletters, leaflets and interviews indicates that the

messages presented in the communication campaigns for mental health in Nairobi

County are similar to those presented by the World Health Organization and the

World Federation for Mental Health. However, the messages are not based on

reviews of what has been disseminated in previous campaigns and what objectives

have been achieved. Therefore these campaigns do not fully meet the evidence base

principle.

The next attribute is that of reach. This refers to the content getting to or being

available to the largest possible number of people in the target population (US Office

of Disease Prevention and Health Promotion, 2000). The communication campaigns

do not reach many people as they are conducted in Mathari Hospital and the
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neighbouring schools, community centres, churches and homes. Furthermore, they

do not use newspapers, radio, television or even the Internet which can reach more

people than leaflets and newsletters.

The attribute of reliability refers to the source of the content being credible, and the

content being kept up to date (US Office of Disease Prevention and Health

Promotion, 2000). Just like accuracy, consistency and evidence base, the

communication campaigns have reliable messages. This is because the messages are

prepared by Mathari Hospital in conjunction with the Ministry of Health. These are

credible sources for health information.

Repetition is the next attribute of effective health communication campaigns. It

refers to the continued or repeated delivery of/ access to the content over time both to

reinforce the impact with a given audience and to reach generations (US Office of

Disease Prevention and Health Promotion, 2000). The communication campaigns for

mental health conducted in Nairobi County lack this attribute. The Nurses’ Week

takes place for one week in May while campaigns to mark the World Mental Health

Day take place for one week in October. These campaigns cannot achieve substantial

impact among the audience. To achieve such impact, the campaigns should be

conducted continuously.

The next attribute is timeliness. This ensures that the content is provided or available

when the audience is most receptive to, or in need of, the specific information (US

Office of Disease Prevention and Health Promotion, 2000). Messages for mental

health are required all the time. The communication campaigns conducted in Nairobi

County lack this attribute.

The last attribute is understandability. It refers to the use of language and format that

is appropriate for the specific audience (US Office of Disease Prevention and Health

Promotion, 2000). The data obtained from the students, psychiatrists, nurses,

newsletters and leaflets shows that the messages are understandable to an audience

that is literate and that speaks English. An audience that does not know English
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cannot understand it. It is therefore not for everybody, yet all people are susceptible

to mental illnesses.

Overall, the communication campaigns for mental health conducted in Nairobi

County are not effective since they are not based on mass communication and

behaviour change theory, they do not use formative research to develop messages

and inform campaign strategy and they do not link media strategies with community

programs. They also lack availability, balance, cultural competence, reach, repetition,

evidence base, timeliness and understandability.

4.4 The demographic factors which influence mental health behaviour

change

The fourth objective of this study was to analyze the demographic factors which

influence mental health behaviour change. Gender, age and socioeconomic status

became evident as the demographic factors which influence mental health behaviour

change.

The data collected indicated the possibility of female students being more

knowledgeable about mental health issues than male students. Similarly, older

students showed more knowledge of mental health than younger students. This

therefore indicates the likelihood of female and older students adopting positive

mental health behavior change than their male and younger counterparts. The first

indicator that female students were more knowledgeable about mental health issues

than male students was their responses to the question about the types of mental

illnesses. Out of the 6 respondents who indicated that depression, dementia, post-

traumatic stress disorder and schizophrenia were mental illnesses, 5 were female and

1 was male. Of the 6 respondents, 3 were aged 17 and 2 were aged 16. 1 was aged

15.

The second indicator that female and older respondents were more knowledgeable

about mental health than male and younger students was the responses obtained on

the causes of mental illnesses. Among the 38 students who chose witchcraft as a
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cause of mental illnesses, 13 were female. 6 were aged 13, 5 were aged 14, and 2

were aged 15. The remaining 25 respondents who chose witchcraft as a cause of

mental illnesses were male. 13 were aged 14, 7 were aged 15, 3 were aged 16 and 2

were aged 17. Out of the 33 respondents who chose curses as a cause of mental

illnesses, 9 were female and 24 were male. Of the female students who chose curses

as a cause of mental illnesses, 5 were aged 13, 3 were aged 14 and 1 was aged 15.

For the male students, 11 were aged 14, 6 were aged 15, 5 were aged 16 and 2 were

aged 17. From these responses, it can be argued that since fewer female students

chose witchcraft and curses as causes of mental illnesses, they have more knowledge

of mental health issues than male students. Equally, older students appeared to be

more knowledgeable than younger students as they did not choose witchcraft and

curses as causes of mental illnesses. Those who chose witchcraft and curses as

causes of mental illnesses are likely to have negative mental health behavior such as

not taking their mentally ill relatives to hospital. Data obtained from the psychiatrists

and psychiatric nurses interviewed corroborated this view. One psychiatrist observed

that:

People who believe that mental illnesses are caused by witchcraft and curses

cannot come to hospital for treatment when they are mentally ill. They cannot

even bring their mentally ill relatives to hospital. Instead they look for a

mganga or offer traditional sacrifices which they think will heal their relatives.

Differences in knowledge levels of mental health were also seen in the responses

regarding confidence to seek information about or treatment for mental illnesses.

Whereas 316 respondents comprising 95% responded positively, 18 respondents

comprising 5% responded negatively. Among the 18 who responded negatively, only

3 were female students. The rest were male. This further indicates that female

respondents are more knowledgeable about mental health issues and they are more

likely to have positive mental health behavior than their male counterparts.

The psychiatrists and psychiatric nurses interviewed said that more women were

confident to seek information and treatment for mental illnesses than men. One of the

doctors said:
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Women are more confident to seek information and treatment early. Men are

mostly brought when their illnesses are chronic. They never come on their own.

It is rare. Most don’t come on their own.

The responses to the question on what respondents will do to a mentally ill relative or

friend also indicated the level of knowledge and the respondent’s mental health

behavior. Out of the 320 respondents who indicated that they will take their mentally

ill relatives or friends to hospital, 97 were female while 223 were male. All the 14

respondents who indicated that they will take their mentally ill relatives or friends to

a witchdoctor were male. 8 were aged 15, 5 were aged 16 and 1 was aged 17. Based

on these responses, it is still evident that female students have more knowledge of

mental health than male students. It can also be argued that younger students are

more likely to have negative mental health behavior than older ones.

Data collected from the psychiatrists and psychiatric nurses corroborates the finding

that female respondents are more likely to take their mentally ill relatives to hospital

than men. One of the doctors interviewed said:

What I have seen for many years is that more women bring their mentally ill

relatives to hospital than men. I don’t know whether men are too busy or it is

because of culture.

A nurse added:

Women are the ones who frequently bring their mentally ill relatives to

hospital. They bring their children and even husbands. Men do not bring

patients to hospital. If a man’s wife is mentally ill, she will be brought by other

women relatives. Not her husband. Again many men abandon patients at the

hospital. They never even come to visit them. Women will never abandon them.

They visit them until they recover and then take them home.

Out of the 316 respondents who indicated that they will interact with those who have

been mentally ill but have recovered, 93 were female while 223 were male. Among

the 18 who indicated that they will not, 4 were female while 14 were male. 7 were
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aged 13, 9 were aged 14 and 2 were aged 15. Unwillingness to interact with those

who were mentally ill but have recovered is part of the discrimination against the

mentally ill. It is a manifestation of stigma.

Further, the data obtained on awareness of mental health communication campaigns

could indicate that female and older students have more knowledge of mental health

than male and younger students. This is because out of the 11, or 3% of the students

who indicated that they were aware of communication campaigns for mental health,

7 were female and 4 male. Out of the 7 female students, 5 were aged 17 and 2 were

17 and above. Among the male students, 1 indicated that he was 16 years old and 3

were 17 years old. Therefore female students are more likely to have positive mental

health behavior than male students. Similarly, older students are more likely to have

positive mental health behavior than younger students.

Additional evidence of a possibility of female and older students being more

knowledgeable about mental health issues than male and younger students can be

seen from the fact that all the 3 students who indicated that they had attended

communication campaigns for mental health were female. One was aged 17 and two

were aged 17 and above. These responses can also be used to argue that female and

older students are more likely to have positive mental health behavior.

The psychiatrists and psychiatric nurses interviewed also indicated that more women

attended mental health communication campaigns than men. One of the nurses who

had attended the communication campaigns for mental health said:

More women always attend the communication campaigns for mental health

that we conduct at Mathari Hospital. I think it is because they are the most

affected. They might be the ones suffering or their children or husbands. So

they always come to get more information.

The reason why female students could be more knowledgeable about mental health

issues than male students is because women tend to be more vulnerable to mental

illnesses than men. Mirowsky and Ross (1989) say that women experience higher

rates of psychological distress, including anxiety, depression, worry and
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demoralization. In a national survey undertaken in 2007, of Australians aged over 16

years, 23% of males and 30% of females aged 16 to 24 years had experienced a

mental disorder in the past 12 months (Slade et al., 2009).

Women’s vulnerability to mental illnesses more than men seems not to be limited to

geographical location or economic status. Patel, Araya, de Lima, Ludermir and Todd

(1999) studied four low- and middle-income countries (Zimbabwe, Chile, Brazil and

India) and found that common mental disorders were significantly associated with

the female gender. Similarly, results from studies in the developed world indicate

that women have on average about a two-fold increased risk for depression and

anxiety disorders over men (Belle & Doucet, 2003; Nolen-Hoeksema & Keita,

2003).

Since studies indicate that common mental disorders are strongly associated with

poverty and its associated variables of adversity, insecurity, rapid social change,

social exclusion, reduced access to social capital and malnutrition (Lund et al., 2010;

Flisher et al., 2007), and that women are more affected by poverty than men (Patel &

Kleinman, 2003), it can be argued that this is the reason why female secondary

school students in Langata District are more knowledgeable about mental illnesses

than the male students.

Furthermore, the World Health Organization (2002) argues that during adolescence,

girls have a much higher prevalence of depression and eating disorders and engage

more in suicidal ideation and suicide attempts than boys. Boys experience more

problems with anger, engage in high-risk behaviours and commit suicide more

frequently than girls. In general, adolescent girls are more prone to symptoms that

are directed inwardly, while adolescent boys are more prone to act out (WHO, 2002).

In this study, out of the 36 respondents comprising 11% of the respondents who

indicated that they were vulnerable to mental illnesses, 29 were female while 7 were

male. This is also an indication of higher knowledge levels among female

respondents than male respondents concerning who is vulnerable to mental illnesses.

It indicates awareness among the female respondents that the high levels of poverty
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and other factors such as insecurity and drug abuse which are more widespread in

informal settlements such as Kibera where most of the respondents were drawn from

expose them more to mental illnesses.

Regarding age as a factor that influences mental health behaviour, data collected

from the psychiatrists and psychiatric nurses interviewed indicated that younger and

middle-aged people are more likely to have positive mental health behavior than

older people. One   psychiatrist said that:

Most of the people who attend communication campaigns for mental health and

seek treatment when mentally ill are young. The majority are between 20 to 40

years. They are either in some college, unemployed, self-employed or working.

Young people.

A nurse said:

The majority of our patients are younger people. So they are the ones who ask

more questions about mental illnesses than older people. Even when they are

ill, they come for treatment early. Some make a follow-up until they are

completely healed. Older people patients are not many. The few I have seen are

stubborn and some do not want medicine. They give up easily.

Differences were also seen along gender lines regarding some of the sources of

information about mental health. Whereas all the 334 respondents indicated that

family and friends were their source of information, 218 respondents indicated that

their source of information was teachers. Out of these, 95 were female and 123 male.

Among the 211 who indicated that their source was the media, 45 were female and

166 male. Based on these responses, it could be argued that female students rely on

family, friends and teachers for information on mental health more than male

students. On the other hand, male students rely more on the media for information on

mental health than female students. This information could be useful for mental

health communication campaigners in choosing the medium of communication.
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Regarding socioeconomic status as a factor that influences mental health behavior

change, the psychiatrists and psychiatric nurses interviewed said that most of the

people who brought their mentally ill to hospital, followed through with treatment

and accepted them back were those from higher socioeconomic status. One doctor

said:

Those who are well off do not even bring their patients to Mathari Hospital.

They take them to private mental health clinics. They also support them until

they recover because they know that mental illnesses are like other forms of

illnesses. Also, the treatment of mental illnesses is expensive. Many poor people

cannot afford the money required for medication. Consequently, they detain the

mentally ill at home, take them to witchdoctors or bring them and abandon

them in here.

4.5 Discussion

According to Piotrow and Kincaid (2001), communicating effectively with young

people is the leading health communication challenge in the 21st century. They say

that this is because young people are known for their risk-taking propensities and

lack of concern regarding future hazards. Such behaviours expose them more to

mental illnesses. As a result, it is important that communication campaigns for

mental health target young people. However, it is evident that communication

campaigns for mental health conducted in Nairobi County do not reach many

secondary school students in the county. This is because the students are not targeted

by these campaigns yet research shows that adolescence and young adulthood is the

age when many mental disorders first emerge (Seroczynski, Jacques & Cole, 2003;

Wunderlich, Bronisch, Wittchen & Carter, 2001). Studies also indicate that young

people aged 12-25 are most at risk of developing mental disorders, and that this is a

life stage where concerted effort is required to prevent the development of adult and

chronic mental health problems (Rickwood, 2010; McGorry et al., 2007; Kessler et

al., 2005). Further, studies have indicated that schools are one of the most effective

agencies for the promotion of health, including mental health (Weare, 2010). Other
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studies have also argued that because of their central role in the lives of children and

families and their broad reach, schools are the primary setting in which many initial

concerns arise and can be effectively remediated (Greenberg, 2010; Rutter et al.,

1979). In addition, studies have indicated that once the students have gained

knowledge of mental health they will act as sources of information for their families,

friends and neighbours (Rahman et al., 1998). As a result of these campaigns not

targeting secondary school students in many schools in Nairobi County, the level of

knowledge of mental health among these students is very low. Data collected during

the study indicates that they do not know many mental illnesses and the causes of

these mental illnesses. This is a key element of knowledge of mental health.

Knowing mental illnesses and their causes will enable one to also know who is

susceptible and what one can do to prevent himself or herself from contracting these

mental illnesses. This finding of secondary school students having low knowledge

levels of mental health is similar to findings from other studies that, overall,

adolescents’ knowledge of mental health disorders is limited (Hess et al., 2004;

Olsson & Kennedy, 2010).

With the low knowledge levels, many young people in secondary schools will not be

able to detect symptoms of mental illnesses early or even seek timely interventions.

Olsson and Kennedy (2010) observe that an adolescent’s knowledge of mental

disorders is directly tied to help-seeking intentions. Similarly, it has been shown that

improving mental health literacy tends to decrease levels of mental health stigma

(Hart et al., 2014). Therefore, the low levels of mental health among secondary

school students in Nairobi County could be evidence of high levels of stigma against

mental illnesses.

It is also clear that the communication campaigns do not use a variety of mass media

yet mass media has been seen to be effective in health communication due to its wide

reaching, appealing, powerful nature as well as cost effectiveness (Randolf &

Viswanath, 2004; Tones & Green, 2004). The communication campaigns conducted

as part of the events to mark World Mental Health Day at Mathari Hospital use

workshops, symposia, newsletters, leaflets and banners placed at the entrance to the
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hospital. These cannot reach as wide an audience as television, radio, newspapers or

the Internet would. For instance, broadcast media have been shown to be effective in

destigmatizing psychiatric illness (Hickling, 1992) and promoting acceptance of

people with mental disorders (Barker et al, 1993). The limited use of mass media

reduces the advantages that mass media brings to a communication campaign.

Donohew et al (1998) say that to be most effective, it is wise to plan multiple

message strategies for reaching vulnerable audiences with health education

information, utilizing the communication principles of redundancy and reinforcement

to enhance message exposure and impact. Multiple messages can help to capture

audience attention, reinforce message content, and illustrate key health education

concepts (Kreps, 2008).

Kakuma et al (2010) report that in South Africa, newspapers, television shows,

performing arts, radio shows, brochures and pamphlets are used for international

events such as World Mental Health Day and Mental Health Awareness month. They

say that organizations associated with mental health issues have worked closely with

the media in providing accurate information about mental illnesses and promoting

mental health. For instance, Kakuma et al (2010) say that the Mental Health

Information Centre (MHIC) works with prominent newspaper and magazine

journalists in preparing articles on mental health problems such as depression, panic

disorder, social phobia, and obsessive-compulsive disorder. They provide

information in English, Afrikaans, Xhosa and Zulu. In contrast, the newsletters and

leaflets prepared by Mathari Hospital to mark World Mental Health Day are all in

English. This could also reduce the number that is able to access them because not all

members of the target audience are able to understand messages written in English.

Furthermore, collaboration between organizations associated with mental health

issues and media is nonexistent in Kenya. In fact one of the psychiatrists said:

‘Media are not interested in promoting knowledge of mental health. They do

not give World Mental Health Day any publicity. They have completely ignored

mental health issues. This is part of the stigma associated with mental

illnesses.’
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One of the characteristics of effective health communication is that it should be

creative in support of strategy (Schiavo, 2007). This creativity is seen in the

designing of messages and selection of channels of communication considering the

age of the target audience, preferences, accessibility and cost effectiveness, among

other factors. Parrott (1995) observes that the medium used to present campaign

messages, such as a pamphlet, poster, television program, popular song, or video

game, affects the psychological distance between the message and a young audience

or user group. Parrott explains that a message conveyed through a pamphlet might

not seem personally relevant to adolescents, but if they encountered the same content

in a video game, they might perceive it as ‘their’ medium and believe that the

message is meant for them. Another way media campaigns can remove

psychological distance is through characters, settings, events, humor, artwork, music,

and other stylistic features that appeal to an age group. With psychological distance

reduced, by the choice of medium and the nature of the content, young users who

might not seek out a campaign’s messages in other venues can become interested and

involved (Parrott, 1995).

Planners of mental health communication campaigns in Kenya also need to be

creative in order to reach a wide audience, especially among young people. One way

this can be done is through use of theatre. In their study assessing the benefits of

theatre for health in Kenya, Oanda and Steno Diabetes Center (2012) observe that the

popular theatre approach is intended to empower people at the grassroots against the

forces responsible for poor health and disease. This is done through adopting and

promoting dialogue with an emphasis on critical reflection through understanding

and active participation in a communicative environment. Health theatre also

facilitates the process of sharing of experiences by encouraging collaborative

reflection by way of inter-community artistic exchanges and documentation of

experiences. Through the use of people’s theatre, communities are empowered by

listening to their health concerns and then encouraging them to voice and solve their

own problems.

The messages disseminated during the mental health communication campaigns are

not firmly grounded on theories of health communication. The data obtained from
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the newsletters and leaflets indicates that the messages contain some components of

the health belief model and leave out others. Those that they contain are perceived

susceptibility, perceived severity and perceived benefits. They do not contain the

components of perceived barriers, cues to action and self-efficacy. These are equally

important components and should be included in the campaign messages to support a

true understanding of target audiences and groups as well as the health

communication environment among health communication practitioners and other

members of the communication team (Schiavo, 2007).

The messages are also not based on clear premises of the symbolic interactionism

theory. They leave out information on beliefs about the causes of mental illnesses

and their treatment. This would have helped the target audience understand the

messages better since the messages explain the language the target audience uses

when referring to mental illnesses, the meanings they have given mental illnesses and

the thoughts they have about these mental illnesses as individuals and communities.

The communication campaigns for mental health conducted in Nairobi County are

not audience-centred. This is because the nurses interviewed said that they never

consulted the secondary school students they were targeting to find out which mental

health problems they were facing. Without the active participation of members of the

target audience, the communication campaigns will be ineffective.

The data collected indicated that psychiatrists at the Mathari National Teaching and

Referral Hospital are not as actively involved in the communication campaigns for

mental health as are the psychiatric nurses. The doctors only interact with the

patients and care givers when treating the patients or being consulted. But they are

not actively involved in the community outreach programmes or events to mark

World Mental Health Day. The efforts of the nurses alone may not be sufficient in

effectively raising levels of awareness.

The communication campaigns conducted by the Mathari Hospital during the

Nurses’ Week in May, community outreach programmes and those before and during

World Mental Health Day in October are not enough to raise knowledge levels of



130

mental health. Since each of these campaigns takes one week, that means all of them

are conducted in three weeks in a year. This is not enough to create a meaningful

impact. Therefore, these campaigns lack repetition which is a key attribute of

effective health communication campaigns (US Office of Disease Prevention and

Health Promotion, 2000). In South Africa, Kakuma et al (2010) report that the South

African Federation for Mental Health (SAFMH) which is a national not-for-profit

NGO affiliated with African Regional Council for Mental Health and World

Federation for Mental Health currently has three mental health campaigns every

year. March is Intellectual Disability Awareness month, July is Psychiatric Disability

Awareness month, and October is Mental Health/well-being Promotion and

Awareness Month. Activities in October are mainly targeted around World Mental

Health Day (October 10th), where the focus is more towards prevention through

healthy lifestyles rather than diagnosis and treatment. During these months, many

members of the SAFMH can be seen, heard and read in the media discussing mental

health issues. Although Kakuma et al (2010) say that these campaigns have not been

evaluated and reported in scientific journals and in annual reports of the various

organizations involved, they are more likely to increase awareness and reduce stigma

than those in Kenya because they are conducted for longer periods and they use mass

media that reaches a wider audience.

The data collected from the students, newsletters and leaflets as well as psychiatrists

and psychiatric nurses does not show any evidence that the messages presented

during the campaigns were clearly designed for specific target audiences. Effective

health communication should be strategic. It should embrace strategic

communication  which, according to (Kotler & Lee, 2005; Andreasen, 1997;

Albrecht, 1996; Maibach, 2002), refers to the planned application of key social

marketing principles in health communication efforts, such as conducting in-depth

audience analyses to learn more about and to segment target audiences, adapting

persuasive message design and delivery to the unique characteristics and orientations

of targeted groups, and introducing culturally-sensitive interventions for reinforcing

the adoption of health behaviors by targeted audiences.
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Effective health communication campaigns should segment target audiences so that

resources are used wisely to send the right messages to those who are in need of

them. Atkin (2001) argues that there are two major strategic advantages of

segmentation. First, message efficiency can be maximized if subsets of the audience

are ordered according to importance and receptivity. Second, effectiveness can be

increased if message content, form, and style are tailored to the predispositions and

abilities of the distinct subgroups.

In their studies regarding the importance of strategic communication to increase

knowledge levels of cancer among the most vulnerable segments of the population,

Kreps (2005a) and Thomas et al., (2004) observe that the need for effective strategic

communication about health risks and benefits is particularly acute, yet also

tremendously complex, for reaching the most vulnerable health care consumer

populations who are at greatest risk than other segments of the population. The use of

strategic communication is equally important in enhancing knowledge of mental

health among segments of the population most vulnerable to mental illnesses.

Similarly, Kreps (2005b), Ashton et al., (2003) and Freeman (2004) observe that

populations vulnerable to cancer are typically the poorest, lowest educated, and most

disenfranchised members of modern society. Studies have also indicated that those

vulnerable to mental illnesses are the poor (Palmer, 2011; WHO, 2010; Othieno et

al., 2008; Jane-Llopis & Braddick, 2008; Patel, 2005; Patel & Jane-Llopis, 2005;

Barry & McQueen, 2005; Bhugra, 2004; Melzer, Fryers & Jenkins, 2004; Danso,

2002). Vulnerable populations often have significant health literacy difficulties and

are challenged by intercultural communication barriers to accessing and making

sense of relevant health information (Kreps, 1996; Chang et al., 2004; Kreps, 2005a).

Kreps (2007) argues that these consumers are often confused and misinformed about

the causes of cancers, prevention of cancers, strategies for early detection of cancers,

and the optimal treatments for cancers which leads to serious errors, omissions, and

resultant health problems. These claims could also be relevant to those vulnerable to

mental illnesses. As a result, strategic communication emphasises the use of

culturally-sensitive health communication intervention programs to effectively reach

vulnerable populations. A large body of research literature illustrates that culturally-
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sensitive health communication intervention programs are likely to be effective at

reaching and influencing vulnerable populations because these programs are

designed to be relevant, interesting, and easily understood by target audiences

(Friedman & Hoffman-Goetz, 2006; Houston et al., 2002; Kreps, 1996, 2005a,

2005b, 2006; Kreps & Kunimoto, 1994; Kreps & Massimilla, 2002; Lee et al., 2006;

Liang et al., 2004; Muturi, 2005; Santhya & Dasvarma, 2002; Wood, 1989).

Kreuter and McClure (2004) argue that consumers’ unique cultural backgrounds and

orientations have powerful influences on their communication practices that must be

carefully accounted for in strategic health communication efforts. It is therefore

important for planners of mental health communication campaigns in Kenya to

identify and examine the relevant cultural issues that are likely to influence the ways

consumers, particularly members of vulnerable populations, respond to

communication about susceptibility to mental illnesses, severity, prevention,

detection, and control. Several of the key cultural variables that influence health

communication outcomes include the unique health beliefs, values, norms, and

expectations that different consumers bring to health situations (Kreps & Kunimoto,

1994). It is also important to assess consumers’ culturally-based language skills and

orientations, their health literacy levels, their motivations to seek health information,

and their unique media use patterns (Youmans & Schillinger, 2003). Examination of

these key cultural factors provides relevant information for determining how to best

design and deliver key messages for effectively communicating complex health

information to diverse populations (Chew et al., 2004; Kreps, 2006; Kreps &

Kunimoto, 1994).

It is also not clear whether communication campaigns for mental health held in

Nairobi County have any set objectives they are meant to achieve. Furthermore, they

have never been evaluated to establish what has been achieved and what has not.

There is no available literature to show whether evaluation of previous

communication campaigns has ever been conducted and what the findings were. As a

result, it is not clear what previous communication campaigns for mental health were

designed to achieve, how, what was achieved and what worked or did not.

Evaluation of health communication campaigns is important because it enables:



133

focusing health communication staff, partners, and key audiences on shared goals;

clarifying the overall program goal and objectives; identifying and comparing

effective health communication practices; improving service delivery (for example,

in the case of health communication programs that also offer specific public or

community services or communication consultants and agencies); adjusting the

program in progress by refining strategies and messages; assessing the overall cost-

effectiveness of the program; determining program reproducibility and sustainability;

communicating results to key program stakeholders and audiences; and competing

for economic and human resources (Schiavo, 2007). Furthermore, as Waisbord,

Shimp, Ogden & Morry (2010) suggest regarding communication campaigns for

polio, building in a robust system for monitoring and evaluation of communication

processes and impact is essential for reaching the most marginal, vulnerable, and

overlooked populations. This can be very useful especially for people who live in

informal settlements such as Kibera, which is found in Langata District where this

study was conducted and who are therefore exposed to mental illnesses.

One psychiatrist observed that:

‘These communication campaigns are routine. They are not properly planned

with the needs of a specific audience in mind and a specific outcome within a

given period.’

As a result, these campaigns are not effective in enhancing knowledge levels.

Campaigns conducted repeatedly over long periods of time and targeting a specific

audience with a specific message and objective are likely to be successful (Jane-

Llopis, Barry, Hosman & Patel, 2005; Rogers, 1996; Sogaard & Fonnebo, 1995;

Barker et al., 1993).
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CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

5.0 Introduction

This chapter presents a summary of the study, the conclusions drawn,

recommendations and areas for further research. The summary explains the findings

of the study on each objective. The conclusions describe the nature of

communication campaigns for mental health conducted in Nairobi County and

generally in Kenya and their limitations. In the recommendations section, a number

of measures which can be put in place to improve communication campaigns for

mental health are discussed. The last section in this chapter focuses on areas for

further research. The study suggests that further research be conducted on

communication campaigns for mental health using different methodologies to assess

their effectiveness. These researches will test the findings of this study and contribute

to knowledge in health communication.

5.1 Summary

The first objective of this study was to assess the knowledge levels of mental health

among secondary school students in Nairobi County.  The study found that

knowledge levels of mental health among secondary school students in Nairobi

County were very low. This is because out of the 334 students sampled, only 6 knew

that depression, dementia, post-traumatic stress disorder and schizophrenia were

mental illnesses. The rest indicated either one or two among these were mental

illnesses. Furthermore, only 11 out of 334 students were aware of communication

campaigns for mental health conducted annually by Mathari National Teaching and

Referral Hospital in conjunction with the Ministry of Health. This represents 3% of

the students sampled. In addition, only 3 out of 334 had attended the communication

campaigns for mental health. This represents 1% of the students sampled. Still, only

5% of the respondents indicated that mental illnesses can be caused by infections,
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6% indicated that they can be caused by injuries and 3% by other diseases.

Knowledge of the causes of mental illnesses is one of the basic facts that those who

have knowledge of mental health are supposed to have. The percentages of those

who indicated these causes are low.

The fact that 97% of the students sampled lack awareness of communication

campaigns for mental health and 99% had not attended any of the communication

campaigns indicates that the students miss all the messages disseminated about

mental health issues every year. This is in line with available literature which

indicates that generally knowledge of mental health issues is low and stigma high

(Bocha, 2012; KNCHR, 2011; Atwoli, 2011; Kiima & Jenkins, 2010; Ndetei et al.,

2009; Othieno et al., 2008; Griffin, 2008; Brundtland, 2001). From the data

collected, the low knowledge levels can be attributed to various reasons. One, the

communication campaigns for mental health do not have secondary school students

as a target audience. This applies especially to the campaigns conducted prior to and

on World Mental Health Day though one of the psychiatrists had indicated during the

interviews that they send letters to several schools inviting students to attend. The

messages communicated are not tailored for any particular audience, least of all

secondary school students. Two, the campaigns are not designed with specific

objectives and clear messages that can be used to achieve them. Three, the

campaigns are only conducted in the schools around Mathari Hospital. They are not

conducted in schools throughout Nairobi County. Finally, the messages conveyed

especially during community outreach programmes seem to be the same from year to

year. They lack creativity and do not reflect the changing environment. Such

messages will not be interesting to those who might have heard them before.

The second objective was to analyze the messages communicated during

communication campaigns for mental health in Nairobi County. The messages

communicated were obtained through use of questionnaires administered on

secondary school students, interviews conducted among psychiatrists and psychiatric

nurses and analysis of the messages contained in newsletters and leaflets used when

marking World Mental Health Day in the years 2012 and 2013 at Mathari National
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Teaching and Referral Hospital. The responses obtained from secondary school

students who attended communication campaigns for mental health indicate that the

messages disseminated during these communication campaigns have all the

components of the health belief model. These are perceived susceptibility, perceived

severity, perceived benefits, perceived barriers, cues to action and self efficacy.

These responses are similar to those obtained from the psychiatrists and psychiatric

nurses interviewed. However, the data obtained from newsletters and leaflets used

for communication campaigns for mental health conducted prior to and during World

Mental Health Day in 2012 and 2013 indicates that the messages did not contain all

the components of the health belief model. They lacked the components of perceived

barriers to prevention and treatment of mental illnesses, cues to action and self-

efficacy. These components are equally important in enhancing knowledge of mental

health. Without the target audience knowing what could bar them from preventing

mental illnesses or accessing treatment, and what could motivate them to embrace

the health behaviour recommended and finally how easy it is to either prevent mental

illnesses or seek treatment, they might not change their attitudes towards mental

illnesses.

The fact that students, psychiatrists and psychiatric nurses who participated in the

study provided information that differs from the information obtained from

newsletters and leaflets could be an indication of different messages about mental

health being communicated through different channels of communication. Apart

from newsletters and leaflets, the other channels used for communication of mental

health messages are posters, letters, banners, workshops and symposia. Effective

health communication is supposed to ensure that all channels used for

communication disseminate the same messages. This constitutes the attribute of

consistency in health messages (Schiavo, 2007).

The findings also showed that the messages were not tailored for any particular

audience. They were designed for all audiences. Atkin (2001) argues that such health

messages cannot be effective. This is because each audience has its own unique

health needs which are met in ways dissimilar from other audiences.
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The third objective of the study was to evaluate the effectiveness of communication

campaigns for mental health conducted in Nairobi County. The data collected from

the secondary school students, printed materials used for World Mental Health Day

communication campaigns and the psychiatrists and psychiatric nurses indicates that

these communication campaigns are not effective in terms of enhancing knowledge

of mental health. First, 323 out of 334 students, representing 97% of secondary

school students indicated that they were not aware of these communication

campaigns for mental health. Secondly, 331 out of 334 students, representing 99%

said that they had never attended communication campaigns for mental health.

Thirdly, the fact that these communication campaigns are not conducted in many

schools so that many students can be reached indicates that they are not effective.

This is despite the fact that available literature indicates that adolescents and young

people between 12-25 are most at risk of mental illnesses (Seroczynski, Jacques &

Cole, 2003; Wunderlich, Bronisch, Wittchen & Carter, 2001).

The fourth reason why these communication campaigns cannot be effective is that

the newsletters used to disseminate messages on World Mental Health Day focus

more on many other issues regarding Mathari National Teaching and Referral

Hospital than the mental health theme for the year. The newsletters focus more on

the various departments at the Mathari National Teaching and Referral Hospital and

what their functions are. They also give more space to the challenges the hospital is

facing in terms of infrastructure and what has been achieved through support from

donors. Furthermore, the newsletters and leaflets express messages on mental health

that lack key components of the health belief model such as perceived barriers, cues

to action and self efficacy. They also do not contain important information regarding

people’s beliefs on mental illnesses and the language they use to describe mental

illnesses and the mentally ill. These could help to explain the meanings people give

mental illnesses and the thoughts they have about them as individuals and

communities. Communicating all these will enable people know which beliefs

constitute stigma and should be discarded and which strategies can be employed to

effectively address such stigma and enhance knowledge of mental health.
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Some psychiatrists confessed not to have been involved in these communication

campaigns yet they are major sources of information about mental health. In fact, all

the psychiatrists and nurses interviewed confessed that they have never been

consulted when designing messages for these campaigns. Yet these are the people

who are relied upon to deliver these messages to audiences. The campaigns therefore

lack the input of key stakeholders. That is the fifth reason why these campaigns will

not be effective in enhancing knowledge of mental health.

Similarly, these campaigns do not involve members of the audience in identifying

their mental health needs and addressing them in a way that more people might be

reached. They are not participatory. Schiavo (2007) says that effective health

communication campaigns are participatory. They involve members of the target

audience in the designing, implementation and evaluation of the campaigns.

The sixth reason why these campaigns will not be effective is because they are not

conducted regularly. They are conducted once a year at specific periods. The Nurses’

Week takes place in May while the World Mental Health Day takes place in October.

Community outreach programmes take place in a week set aside for the same. Each

of these campaigns takes a week. Cumulatively, these campaigns take three weeks in

a year. This period is too short to create any meaningful impact, considering the fact

that these campaigns have other limitations such as the area they cover which is

around the Mathari Hospital and the fact that they do not use mass media such as

radio, television and newspapers.

Another reason why these campaigns will not be effective is that they do not have

clear objectives which they are meant to achieve within specific timelines and the

messages are not designed in a manner that they will achieve set objectives. All

stakeholders in the mental health communication campaigns should be aware of

these objectives so that they can work towards achieving them. These stakeholders

include psychiatrists, psychiatric nurses and even members of the target audience.

The last reason why these messages lack effectiveness is that no evaluation is done to

know what has been achieved and what has not. For instance, data collected indicates
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that each year during community outreach programmes which target schools, the

messages are the same: drug and substance abuse. Yet mental health issues are many.

Similarly, though the messages disseminated prior to or on World Mental Health Day

are different, the fact that there is no evaluation means that they are communicated as

routine and therefore achieve little if any impact.

The fourth objective of this study was to analyse the demographic factors that

influence mental health behaviour change. Gender, age and socioeconomic status

were found to be the major demographic factors that influence mental health

behaviour change. The data collected from secondary schools indicated that female

students had more knowledge of mental health and were more likely to have positive

mental health behaviour than male students. This is because more female students

indicated being aware of communication campaigns for mental health than male

students. Furthermore, all the students who had attended communication campaigns

for mental health were female.

In addition, the data collected from secondary school students also indicated that

older students had more knowledge of mental health than younger students. Data

from the psychiatrists and psychiatric nurses indicated that younger and middle-aged

people were more knowledgeable about mental health than older people. Therefore

younger people were likely to have positive mental health behaviour than older

people. Those who had a higher socioeconomic status were also more knowledgeable

about mental health and they were likely to have positive mental health behaviour

than those from a lower socioeconomic status.

5.2 Conclusions

The first objective of this study was to assess the knowledge levels of mental health

among secondary school students in Nairobi County. Based on the data collected

from secondary school students in Langata District, this study concludes that

knowledge levels among secondary school students in Nairobi County are low. This

is because most of the students do not know the types of mental illnesses and they

are not aware of communication campaigns for mental health. They also do not know
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important information such as the causes of mental illnesses and consequently who is

susceptible to mental illnesses. These low knowledge levels are as a result of

communication campaigns for mental health not being conducted regularly in

schools and therefore not targeting secondary school students. Though the mental

health messages are sometimes taken to schools, psychiatrists and psychiatric nurses

indicated that they only visit schools around the hospital. Therefore campaigns do

not reach schools which are not in the neighbourhood of the hospital.

The second objective of this study was to analyze the messages communicated

during communication campaigns for mental health in Nairobi County. The study

found that the messages communicated have some components of the health belief

model such as perceived susceptibility, perceived severity and perceived benefits.

The messages lack important components such as perceived barriers to seeking

information about and treatment for mental illnesses, cues to action and self-efficacy.

The study therefore concludes that the messages conveyed during communication

campaigns for mental health are not effective since they do not contain some of the

important components of health messages. These components will also influence

attitude and behaviour change among target audience members in regard to mental

health.

Furthermore, the study found that these messages do not include the beliefs and

attitudes that constitute the meaning that people have towards mental illnesses and

the mentally ill. This meaning is expressed through language which in turn reflects

the thoughts that people have about mental illnesses and the mentally ill. These are

important premises of the symbolic interactionism theory.

The third objective of this study was to evaluate the effectiveness of communication

campaigns for mental health conducted in Nairobi County. Since the communication

campaigns for mental health in Nairobi County are conducted in three separate

weeks in a year, the study concludes that they are not effective in enhancing

knowledge among the target audience. Health communication campaigns that are

effective in terms of promoting knowledge and achieving behaviour change among
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the target audience are held regularly. This refers to the element of repetition (US

Office of Disease Prevention and Health Promotion, 2000).

Another reason why the communication campaigns are not effective is because they

do not utilize the mass media effectively to reach the highest number of people. They

only use newsletters, leaflets, placards, banners and letters which can only reach a

few people, especially those who attend the campaigns and their relatives or friends.

The other reason that would make these campaigns ineffective is that their messages

are only conveyed in English. Thus, they lock out those who are unable to read or

understand English.

Additionally, the doctors and nurses at Mathari Hospital are not involved in

designing the messages that should be disseminated to their target audience. Even the

members of the target audience do not participate in the design of these messages.

Without these key stakeholders being involved in designing the messages, their

experiences and insights which constitute important information are left out. This

makes the campaigns ineffective.

Lastly, the communication campaigns also lack evaluation. There is no evaluation

done on what the messages conveyed were the previous year, what the goals and

objectives were, which strategies were used to disseminate the messages, what

outcomes were achieved and what challenges were met. Therefore the campaigns

cannot be effective since they lack evidence base, another attribute of effective health

communication campaigns (US Office of Disease Prevention and Health Promotion,

2000).

The fourth objective was to analyse the demographic factors that influence mental

health behaviour change. The study found age, gender and socioeconomic status as

the major factors affecting mental health behaviour change. Members of the female

gender, younger people and those who have a higher socioeconomic status were

found to be more knowledgeable about mental health. They were therefore more

likely to have positive mental health behaviour.
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5.3 Recommendations

This study found that knowledge levels of mental health among secondary school

students in Nairobi County were very low, the messages communicated during the

campaigns were inadequate and the communication campaigns were ineffective. To

enhance knowledge of mental health, the communication campaigns for mental

health should be effective and the messages communicated during the campaigns be

adequate. To achieve these objectives, the study recommends the adoption of several

strategies.

To reach many secondary school students, communication campaigns for mental

health should be conducted in as many secondary schools as possible, besides other

settings such as hospitals, sports and social events and homes. This will enhance the

knowledge levels of mental health among the secondary school students as well as

the general population. With increased knowledge, people will be able to detect

mental problems early and seek help. High levels of knowledge will also reduce the

levels of stigma against mental illnesses and the mentally ill.

In addition, this study recommends that planners of communication campaigns for

mental health target specific audiences who are vulnerable to mental illnesses with

clear, accurate and timely messages which are relevant to their cultural backgrounds

and information needs. To do this, they need to identify and segment audiences using

strategic communication approaches. In addition, they need to design the

communication campaigns recognising the important role that demographic factors

such as age, gender and socioeconomic status play. They should also design

messages using mass communication and behaviour change theories. Besides, they

should disseminate their messages through a variety of mass media that is accessible

and preferred by the vulnerable groups so that they can reach as wide an audience as

possible with similar messages. These media include use of newspapers, television,

radio and the Internet. The planners of communication campaigns for mental health

can also employ the use of community-specific media such as poetry and theatre.

This will be very effective in reaching the entire community, and more importantly

young people, as it is entertaining and participatory. The messages communicated
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will be culturally competent as members of the community will be involved in

designing and disseminating them. Furthermore, the messages communicated during

communication campaigns for mental health in Nairobi County should be expressed

in both English and Kiswahili. This is to avoid locking out members of the target

audience who are unable to read and understand English.

Another recommendation that this study makes is that communication campaigns for

mental health held in Nairobi County and the entire country should be conducted

regularly and for substantial periods so that they can achieve significant impact in

terms of nationwide mass media-based publicity and information strategy in order to

achieve wide penetration, put mental health issues on the cultural agenda and change

the knowledge of and attitudes towards mental health problems.

This study also recommends that the communication campaigns involve all key

stakeholders in identifying the mental health needs of target audiences, the objectives

of the campaigns, the messages to be communicated and the communication

strategies to be used. Among these stakeholders are doctors, nurses, and key leaders

of audience segments. These will make the campaign messages targeted and tailored

to the unique needs, features and preferences of target audiences. It will also ensure

that the campaigns are participatory.

Additionally, this study recommends regular evaluation of communication

campaigns for mental health held in Nairobi County and the entire country. This will

help the government, psychiatrists, nurses and mental health communicators to know

the objectives that have been achieved and the ones that have not in order to design

effective mental health communication campaigns.

Further, this study recommends that the government increases funding for mental

health so that mental health institutions can be made more decent and have essential

equipment such as enough wards, beds and mattresses. More funds will also enable

the Ministry of Health and the psychiatric hospitals such as Mathari National

Teaching and Referral Hospital to be able to conduct regular communication

campaigns for mental health and also evaluate them.
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Finally, the study recommends that the government looks for ways of increasing

knowledge of mental health among medical personnel and training more

psychiatrists in order to solve the problem of shortage. With increased knowledge of

mental health among medical personnel, stigma will be effectively addressed. More

psychiatrists will not only make mental health services available to many who need

them but also help increase knowledge levels of mental health among the population.

5.4 Suggestions for further research

To begin with, since data collected from the psychiatrics and psychiatric nurses

shows that they visit schools and community centres around Mathari National

Teaching and Referral Hospital during the Nurses’ Week in May, during community

outreach programmes and during World Mental Health Day, this study recommends

that research be conducted on how effective these communication campaigns are in

enhancing mental health behaviour change among secondary school students around

the hospital. The study can also use a different methodology from the one used in

this study.

Secondly, the study also suggests that research be conducted to assess the

effectiveness of communication campaigns for mental health conducted in other

parts of the country in promoting mental health behaviour change. The research can

also use a different methodology.

Finally, the study recommends that research be conducted to establish the process of

planning, designing and implementing mental health communication campaigns in

Kenya. This will help to find out whether these campaigns follow recommended

processes or not and help explain the reasons for their outcomes.
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APPENDICES

APPENDIX 1: QUESTIONNAIRE

The information gathered using this questionnaire will not be used for any other

purpose apart from that of this research. It will remain confidential.

Part 1

Please tick the most appropriate choice in each of these questions.

1. What is your gender?

a) Male

b) Female

2. How old are you?

a) 13 years old

b) 14 years old

c) 15 years old

d) 16 years old

e) 17 years old

f) 17 and above

3. Which of the following is a mental illness? (You can tick more than one)

a) Depression

b) Dementia

c) Post-traumatic stress disorder

d) Schizophrenia
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4. What do you believe causes mental illnesses? (You can tick more than one

option)

a) Witchcraft

b) Curses

c) They are hereditary

d) Drug abuse

e) Infections

f) Injuries

g) An extremely unpleasant experience

h) Other diseases

5. Who or what has made you to hold this belief? (You can tick more than one

option)

a) Family and friends

b) Teachers

c) Religious people

d) Witchdoctors

e) Medical personnel

f) Communication campaigns

g) Books

h) The media

6. Do you think that you can also suffer from a mental illness?

a) Yes
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b) No

7. Which of the following shows the severity of mental illnesses? (You can tick

more than one choice)

a) Mental illnesses can lead to suicide

b) Mental illnesses can lead to dropping out of school or quitting

employment

c) Mental illnesses can lead to complete loss of memory

d) Mental illnesses can make one wrongly believe that others are trying

to harm them

e) Mental illnesses can make one harm others

8. What are the benefits of preventing mental illnesses or seeking treatment

when mentally ill? (You can tick more than one option).

a) Enjoyment of good health

b) Remaining productive

c) Not being stigmatized against

9. What would be a barrier to seeking information about or treatment for a

mental illness? (You can tick more than one option).

a) Fear that people will call me mwenda wazimu

b) Lack of money

c) Lack of time

d) Fear of being isolated
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10. Which of the following factors could drive you to seek information on

preventing mental illnesses or seeking treatment for a mental illness? (You can tick

more than one option)

a) When a close relative or friend becomes mentally ill

b) When a close relative or friend seeks information on mental health

c) When a close relative or friend who was mentally ill goes for medical

treatment and recovers

d) When you see statistics on the number of people who are mentally ill

e) When you read or get information about your susceptibility to mental

illnesses

11. Would you confidently seek information about a mental illness or treatment

for the same?

a) Yes

b) No

12. What would you do to a mentally ill relative or friend?

a) Take them to hospital

b) Take them to a witchdoctor

c) Detain them at home

d) Leave them to just move around

e) Eject them from home

13. Would you accept back and freely interact with a close relative or friend who

was mentally ill but has recovered?

a) Yes
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b) No

Part 2

1. Are you aware of any communication campaign(s) for mental health

conducted in your residential area or school?

a) Yes

b) No

2. Have you ever attended any communication campaign for mental health?

a) Yes

b) No

3. When did you attend the communication campaign for mental health referred

to in question 3? (You can tick more than one option)

a) 2011

b) 2012

c) 2013

4. Where was the venue of the communication campaign(s) referred to in

question 3? (You can tick more than one option)

a) School

b) Church

c) Hospital

d) Any other place

5. Who conducted the communication campaign(s) referred to in question 3?

a) The guidance and counseling teacher
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b) A speaker hired by the school

c) A psychiatrist

d) Non-Governmental Organization personnel

e) A preacher

6. What were you taught about mental health in the communication campaign(s)

referred to in question 3 above?

a) Investing in mental health to lessen the disease burden and for

economic development

b) The causes, symptoms, prevention and treatment of depression

c) Mental illnesses that affect older people and their symptoms,

prevention and treatment

7. Did the communication campaign(s) for mental health contain messages on

your susceptibility to mental illnesses?

a) Yes

b) No

8. Were you given any information on the severity of mental illnesses during

these communication campaign(s)?

a) Yes

b) No

9. Were you told the benefits of preventing mental illnesses or seeking medical

treatment for mental illnesses during the communication campaign(s)?

a) Yes

b) No
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10. What were you told during the communication campaign(s) could be a barrier

to seeking knowledge for mental health or treatment for mental illnesses?

a) Fear that people could see you and say that you are mentally ill

b) Feeling that you are not susceptible to mental illnesses

c) The belief that there is nothing one can do to prevent or cure mental

illnesses

d) The belief that only witchdoctors can cure mental illnesses

e) Lack of money

f) Lack of time

11. Did you gain confidence (self-efficacy) in seeking information on prevention

of mental illnesses or seeking treatment as a result of the information you got

from the communication campaign(s)?

a) Yes

b) No

12. Did you gain any new information about mental health from this

communication campaign?

a) Yes

b) No

13. How many young people who are mentally ill do you know in your

community?

a) None

b) Less than 5

c) Between 5-10
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d) More than 10

14. How many of the mentally ill that you know in your community have ever

been taken to hospital by their families?

a) All of them

b) Many of them

c) A few of them

d) None of them

e) I do not know

15. In your opinion, do communication campaigns for mental health in your

community reach many people?

a) Yes

b) No

16. What have communication campaigns for mental health achieved in your

community?

a) Reduced stigma associated with mental illnesses

b) Reduced numbers of the mentally ill

c) Increased numbers of the mentally ill being taken to hospital

d) All the above

e) None of the above

17. How in your opinion should communication campaigns on mental health in

your area be made more effective?

a) They should be held more regularly
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b) They should use language that people understand

c) They should not be held in hospitals alone

d) All the above

Thank you for participating in this study.
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APPENDIX 2: INTERVIEW SCHEDULE

Please answer the following questions.

1. Have you ever taken part in a communication campaign for mental

health in Nairobi County?

2. In which language are these communication campaigns conducted?

3. How often are communication campaigns for mental health held in

Nairobi County?

4. Who is the target audience during these communication campaigns?

5. Do the messages conveyed in the communication campaigns for

mental health in Nairobi County contain the following components of

the health belief model?

a) Perceived susceptibility to mental illnesses

b) Perceived severity of mental illnesses

c) Perceived benefits of seeking knowledge of mental health and

medical treatment for mental illnesses

d) Perceived barriers to seeking knowledge of mental health and

treatment for mental illnesses

e) Cues to action

f) Self-efficacy

6. Have the communication campaigns for mental health held in Nairobi

County been effective in enhancing knowledge?

7. If the answer to question 5 is No, please explain why you think

communication campaigns have not been effective.
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8. What can be done to make the communication campaigns for mental

health effective in enhancing knowledge?

9. What are some of the meanings that people give mental health and

mental illnesses?

10.How does the language that people use in reference to mental health

and mental illnesses promote or hinder knowledge of mental health?

11. How do people’s thoughts on mental health and mental illnesses

promote or hinder knowledge of mental health?


