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DEDICATION

To the voiceless: | hear you. | am sorry you find yourself in a mental health system that
is not functioning optimally and where your pain is often not taken seriously nor
addressed appropriately. | hope this represents an important step to change that. Your

voice matters.



ABSTRACT

Introduction: Low and middle income countries (LMIC) including South Africa face a
mental health treatment gap where the burden of mental, neurological or substance
abuse exceeds those who access treatment. Up to 50% of those that access treatment
for post-traumatic stress disorder (PTSD) locally, fail to respond adequately to
treatment. A growing body of research suggests utilizing yoga as effective treatment for
PTSD. Yoga has the dual possibility of providing more effective treatment and being a
low-cost resource option, both of which are important considerations in the South
African context. This research report fills a gap in the field and takes the user’s
perspective to provide deep and valuable understanding of the experiences and needs
of PTSD service users and the possible openness towards trauma-sensitive yoga (TSY)

as a PTSD treatment option in South Africa.

Methods: Qualitative methods were employed, where in-depth interviews were
conducted with PTSD service users (n = 9). Purposive and snowball sampling were
used in recruiting participants. Informed consent was received from all participants. The
framework approach was applied to the data analysis. This entailed (1) preliminary data
analysis, (2) creation and refinement of a coding matrix, (3) application of the coding
matrix to the entire dataset, (4) chartering of data and (5) exploring the relationships

between the core aspects, available literature and theoretical perspectives.

Results: The majority of PTSD service users reported a lack of clarity on PTSD
diagnoses and PTSD treatment approaches being used in their treatment. Furthermore,
they perceived interpersonal harm from their healthcare professionals, such as physical
and psychological abuse. Financial barriers to care were mentioned mainly for
psychological treatment of PTSD, and personal resistance was mentioned mainly for
pharmacological treatment of PTSD. Alternative and complementary approaches to
treatment were popular among PTSD service users. Benefits were found in biological,
spiritual and nature-oriented approaches. However, yoga as a PTSD treatment option

received mixed results, particularly as different forms of yoga that were not TSY were
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experienced. There was also particular concern raised on the use of TSY where

comorbid psychiatric diagnoses are present.

Conclusion: Clear communication on PTSD diagnoses and shared-decision making in
PTSD treatment is an important part of improving health outcomes. PTSD service users
in this sample do not perceive this to be occurring. While there was an openness to
alternative and complementary PTSD treatment options, yoga received mixed results.
There was a clear distinction in experience between general forms of yoga and TSY.
Differentiating and protocolising yoga for PTSD treatment from other forms of yoga in
South Africa, is an important next step as the experiences differ greatly. Furthermore,
better understanding the adaptation of TSY for patients with psychiatric comorbidities is

another important research priority in this field.

Keywords:

Yoga, trauma-sensitive yoga, post-traumatic stress disorder, psychologist, psychiatrist,
medication, psychological treatment, pharmacological treatment, shared-decision
making, patient-as-expert, PTSD service user, qualitative research, South Africa,

Gauteng.
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ACRONYMS

ACT: Alternative and complementary treatment

ASCHP: Association of Supportive Counselors and Holistic Practitioners

CAPS-5: Clinician-Administered PTSD Scale for DSM-5

CBT: Cognitive Behavioural Therapy

C-PTSD: Complex post-traumatic stress disorder

CPT: Cognitive processing therapy

CT: Cognitive Therapy

DSM-V: Diagnostics and Statistical Manual, fifth edition

EMDR: Eye-Movement Desensitization and Reprocessing Therapy (EMDR)

EST: Empirically supported treatment

HPCSA: Health Professionals Council of South Africa

IDI: In-depth interview

LE: Life Esidimeni

LMIC: Lower-middle income country

LTFU: Long-term follow-up

MCT: meta cognitive therapy

MDMA: methylenedioxymethamphetamine

NBT: nature based therapy

NET: narrative exposure therapy

NGOs: non-governmental organisations

NHS: National Health Service

NICE: National Institute for Health and Care Excellence

OOP: Out-of-pocket

PE: Prolonged exposure therapy

PMB: Prescribed minimum benefits

PTSD: Post-traumatic stress disorder

RCT: Randomised control trial

SADAG: South African Depression and Anxiety Group
10



SSRI: Selective Serotonin Reuptake Inhibitors

SNRI: Serotonin Norepinephrine Reuptake Inhibitors
SUD: substance use disorder

TCTSY: Trauma-centre trauma-sensitive yoga

TE: Traumatic event

TF-CBT: Trauma-Focused Cognitive Behavioral Therapy
TSY: Trauma-sensitive yoga

UK: United Kingdom

USA: United States of America

WHO: World Health Organisation
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DEFINITION OF TERMS

Trauma: the witnessing of or direct involvement in an experience such as war,
accidents, natural disasters or sexual violence (fact sheet)

Traumatic event (TE): the experience of extreme fear related to the witnessing
of or direct involvement in an experience such as war, accidents, natural
disasters or sexual violence (fact sheet).

Post-traumatic stress disorder (PTSD): PTSD is a mental health diagnosis that
entails the following presenting symptoms: re-experiencing of the traumatic event
in the present, avoidance of traumatic reminders and a sense of current threat
(Cloitre et al., 2020).

Trauma-sensitive yoga (TSY): A form of yoga that has been modified for those

diagnosed or suspected to be diagnosed of PTSD.
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CHAPTER ONE: INTRODUCTION

1.1 Background

The World Health Organisation (WHO) defines a traumatic event (TE) as the experience
of extreme fear related to the witnessing of or direct involvement in an experience such
as war, accidents, natural disasters or sexual violence (World Health Organisation,
2024). The WHO estimates trauma exposure to be 70.4% from a survey conducted
across 24 countries, including South Africa (Simon, 2021). South Africa was slightly
higher than the average, at 73.8% (Simon, 2021).

A post-traumatic stress disorder (PTSD) diagnosis entails the following presenting
symptoms: re-experiencing of the traumatic event in the present, avoidance of traumatic
reminders and a sense of current threat (Cloitre et al., 2020). Several data suggest that
while most individuals will experience at least one TE in their lifetime, some but not all
can experience the onset of PTSD. This finding has been corroborated by several
cross-national surveys commissioned by the World Mental Health Survey (Atwoli et al.,
2013; Benjet et al., 2016; Kessler et al., 2017; Koenen et al., 2017). South Africa as a
country has a history of institutional violence, activism and detention during the
apartheid regime and continued societal oppression, with pathways of such stress

sensitisation linked in literature to adult mental health (Kim et al., 2023).

At this point it is important to differentiate between PTSD and complex PTSD (C-PTSD),
the latter which has gained growing recognition in recent years. C-PTSD often develops
in response to cumulative or prolonged trauma (Hu et al., 2025). Examples can include
childhood abuse, domestic violence, ongoing war and human trafficking (Hu et al.,
2025). The diagnostic criteria differs from PTSD in an important way, there are an
additional three clusters of symptoms referred to as self-organising disorder (Hu et al.,
2025).



The global prevalence for PTSD appears to range from 2.5% to 7.0% by country
possibly due to different screening tools in population based surveys as well as varying
TE (Mughal et al., 2020). The rates of PTSD in South Africa are unfortunately not
well-researched, requiring researchers to rely on prevalence estimates. The prevalence
of PTSD in South Africa is estimated to be 2.3%, which is relatively low considering the
nature of TE the country experiences (Simon, 2021). Nevertheless a community-based
survey sample that was representative of the national population of South Africa found
that 2.1% were classified as having PTSD, 7.9% fulfilled PTSD re-experiencing criteria,
3.0% PTSD avoidance criteria and 4.3% PTSD hyperarousal criteria (Peltzer &
Pengpid, 2019).

If left untreated, PTSD symptoms can persist and affect quality of life (Kip et al., 2020;
Ndungu et al., 2020; Shalev et al., 2019). PTSD has been associated with a wide range
of comorbid physical and mental disorders such as substance abuse, suicide,
depression, life-limiting infections, coronary heart disease, Type 2 diabetes,
autoimmune disease as well as more general gastrointestinal and cardiac problems and
musculoskeletal pain (Astill Wright et al., 2021). PTSD has also been associated with
significant societal costs, suggesting that there is importance to examining treatments
for PTSD (Astill Wright et al., 2021; Silverberg, 2019; Simon, 2021). At a personal level,
PTSD is a debilitating disorder with pervasive effects across all areas of a patient’s life;

social, occupational and interpersonal (Astill Wright et al., 2021).

Treatment-seeking for PTSD is low in low to lower-middle income countries (LMIC) at
22.8%, as well as upper-middle income countries at 28.7% (Simon, 2021). This is
roughly half of what is cited in high-income countries at 53.5% (Simon, 2021). Reasons
for low treatment-seeking are vast, but include themes such as low mental health
literacy, and a lack of trauma-informed care and PTSD diagnosis and treatment referral

(particularly at the primary healthcare level) (Koenen et al., 2017).



Compounding this challenge is that dissemination and implementation of empirically
supported treatments (ESTs) for PTSD in general, in LMICs, is worryingly low (Booysen
& Kagee, 2020). Approximately 90% of the uninsured South African residents living with
mental, neurological or substance abuse disorders do not have access to
evidence-based mental healthcare, and up to 50% of those that access treatment for
PTSD locally, fail to respond adequately to treatment (Kagee et al., 2022; Sorsdahl et
al., 2023; Sripada et al., 2019).

There is more significant academic evidence for psychological treatment interventions
(Bryant, 2019). However, there are concerns on small sample sizes (Acarturk et al.,
2015; Verstrael et al., 2013; Wilson et al., 2018; Yurtsever et al., 2018), effectiveness of
treatment in the global south (Booysen & Kagee, 2020), large drop-out rates and that
many individuals remain symptomatic in the short term and / or in long term follow-up
(McLean & Foa, 2011; Raghuraman et al., 2021). There is a shift in focus in local,
contemporary PTSD treatment research to more open and creative community-based
approaches which include self-help and peer-support (Sorsdahl et al., 2023; Vergunst,
2018). This is particularly relevant in rural areas, where indigenous, cultural and local
systems play an important role in the development and understanding of mental illness
(Seedat, 2021).

There is an impressive and growing body of research on the possibility of utilizing yoga
as effective treatment for PTSD. Recent meta-analyses of yoga found strong effects on
PTSD (Taylor, McLean, Richards, et al., 2020), and a recent, local South African study
has confirmed it's possible cross-cultural applicability to support post-traumatic growth
(Morrison & Dwarika, 2022). The possibility of utilising yoga as an alternative and
complementary PTSD treatment option will be expanded on in the literature review

below.

Yoga has the potential to not only provide effective treatment for PTSD service users
satisfying the emerging treatment effectiveness concern in literature, but may also
provide an alternative low-cost resource option to the dominant resource concern.
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1.2 Literature review

The literature review first explores the risk factors and common treatment approaches of
PTSD. Upon this foundation the challenges of these treatment approaches are
explained and the possibility of yoga as a treatment option is introduced. Thereafter the
literature that supports yoga as an alternative or complementary PTSD treatment option
is discussed, as well as the possible underlying mechanisms for this. With the literature
in favour of considering yoga as an alternative or complementary treatment option, yoga
as task sharing in the local context is explored. Finally the importance of perspectives of

PTSD service users is explained, leading to a justification for the study’s approach.

1.2.1 PTSD risk

PTSD risk varies on a number of factors. The type of TE is an example of this. On
average only about 4% of individuals that have experienced a TE will develop PTSD
(Astill Wright et al., 2021). Examples of TEs that could be associated with the onset of
PTSD are interpersonal violence (rape being the most prevalent), childhood trauma,
and military combat (Seedat, 2021). However the type of TE can significantly increase
this risk (Astill Wright et al., 2021). Intentional interpersonal violence such as sexual
assault and combat are highly likely to result in PTSD (Astill Wright et al., 2021; Simon,
2021). In South Africa, this is particularly problematic given the high rate of
gender-based violence and rape (Joubert et al., 2022; Seedat, 2021).

Positive psychiatric history (e.g. conduct disorder with overt symptoms), number and
type of previous TEs (including childhood trauma), lower socioeconomic status and
being female also place certain individuals at higher risk for PTSD following a TE
(Seedat) (Kessler et al., 2011; Simon, 2021). Gender is again problematic in the South
African context, as women disproportionately face the TEs that are most highly
associated with the development of PTSD (Simon, 2021). In a cross-sectional survey in
Gauteng, it also appeared that exposure to two or more TEs predicted significantly

higher levels of PTSD (Joubert et al., 2022). The sample of this study was 136 patients
4



attending community-based clinics in Gauteng, that had been exposed to one or more
TE’s within the last five years (Joubert et al., 2022).

How an individual responds to a TE in the short-term also impacts risk for the
development of PTSD (Simon, 2021). This is referred to as peritraumatic dissociation,
and is characterised by emotional numbness, reduced awareness of surroundings,
derealisation and changes in cognition (Simon, 2021). This may appear to a lay person
as a state of shock immediately following a TE. Cognitive functioning in the immediate
aftermath of a TE is particularly important, as an individual who has a strong external
locus of control is more likely to develop PTSD (Simon, 2021). This is the degree to

which they believe they are not in control of events that happen to them.

A family history of mental disorders also predisposes an individual to PTSD. Twin
studies show that genetic influences may account for about a third of the variance in
PTSD risk (Simon, 2021). Specifically, a meta-analysis found that several, inheritable
DRD2 genetic variants are associated with PTSD (Zhang et al., 2023). The DRD2 gene
codes for the dopamine receptor, with dopamine important for emotional regulation
(Zhang et al., 2023). This may explain the biological link between a family history of

mental disorders and elevated PTSD risk.

Finally, perceived social support can play an important protective or risk factor
depending on if it is perceived to be high or low respectively at the time of, and in the
immediate aftermath of the TE (Simon, 2021). In a systematic review that explored the
effectiveness of social support in the prevention and reduction of PTSD in earthquake
survivors, social support was found to have a possible positive effect on the prevention
of PTSD (Alipour & Ahmadi, 2020). However, multiple confounding variables were found
in this review that could cause some to benefit more than others from social support in
the aftermath of an earthquake (Alipour & Ahmadi, 2020). A meta-analysis attempted to
estimate the overall effect size of the relationship between self-reported social support
and PTSD severity (Zalta et al., 2021). Larger effect sizes were found for veteran
populations when compared to civilian populations, TE’s that were not natural disasters,
5



when social support was assessed post-trauma and not prior to the TE as well as
country of origin; with Western countries revealing a larger effect size (Zalta et al.,
2021). Age, sex and race were not found to be significant predictors of the effect size of

self-reported social support and PTSD severity (Zalta et al., 2021).

1.2.2 PTSD Treatment and Challenges

Pharmacological treatment

In preventing the development of PTSD, a 2022 Cochrane review found that there was
insufficient evidence to support the use of any pharmacological treatment to prevent the
development of PTSD (Bertolini et al., 2022). However a 2022 update to the
evidence-based approach to psychopharmacology for PTSD review, continued to
criticise the common pharmacological practice of selective serotonin reuptake inhibitors
(SSRIs) in treating PTSD, stating that effect sizes are small and not all symptoms are
addressed (Bajor et al., 2022). It also found that patients with comorbid depression are
less likely to respond to antidepressants as a PTSD treatment approach and that SSRIs
could in fact worsen insomnia. It does however recommend a different first line
pharmacological approach particularly for patients struggling with disturbed sleep
patterns, with the anti-adrenergic known as prazosin. This is not standard practice in
South Africa (Hoppen & Morina, 2023; Seedat, 2021).

Combined pharmacological and psychological treatment

The mixed results in pharmacological PTSD treatment, has spurred researchers to
consider a combination of pharmacological and psychological treatments for PTSD
(Hoskins et al., 2021). This has not yet produced significant results, with a systematic
review and meta-analysis finding that approaches that combine SSRIs and serotonin
norepinephrine reuptake inhibitors (SNRIs) with exposure therapies are common clinical
practice but not supported by literature (Hoskins et al., 2021).

Additionally, a 2023 metanalysis of randomised control trials (RCTs) found that

psychological interventions were as effective for PTSD whether pharmacological
6



treatment was occurring or not, causing researchers to question the reason for including
pharmacological treatment approaches (Hoppen & Morina, 2023). In a systematic review
and meta-analysis methylenedioxymethamphetamine (MDMA) assisted psychotherapy
appeared to produce promising results, in the form of effect sizes and sustained results
in the long-term (Hoskins et al., 2021). As an example, one study reported a 83.3%
clinical response rate (>30.0% reduction from baseline Clinician-Administered PTSD
Scale for DSM-5; CAPS-5) for the MDMA group versus 25.0% for the placebo group
(Mithoefer et al., 2011). Furthermore, there was no significant difference found in CAPS
score at long-term follow-up (LTFU) 17 — 74 months after the study exit (Mithoefer et al.,
2013). A third study showed significant self-reported improvement (p = 0.014) and
improved CAPS scores at 1 year follow-up (Oehen et al., 2013). A fourth study showed
how 76% (n = 25) no longer met PTSD criteria at 12 month follow-up (Ot’alora et al.,
2018). However larger scale studies are required to support the use of MDMA assisted

psychotherapy in clinical settings (Hoskins et al., 2021).

Psychological treatment

The psychological treatment interventions recommended globally are Eye-Movement
Desensitization and Reprocessing Therapy (EMDR) and Trauma-Focused Cognitive
Behavioral Therapy (TF-CBT) (Thompson et al., 2018). The effectiveness of these
interventions is unclear. In recent reviews, the RCT’s for EMDR were criticized for small
sample sizes (Verstrael et al., 2013; Wilson et al., 2018). Prolonged exposure therapy
(PE) has limited studies proving its effectiveness in the global south (Booysen & Kagee,
2020). A review of the evidence for PE raised concerns of the large drop-out rates and
that many individuals remain symptomatic (McLean & Foa, 2011). A recent systematic
review and network meta-analysis found that meta cognitive therapy (MCT) and
cognitive therapy (CT) had concerning drop-out rates (Jericho et al., 2022). A
meta-analysis of the evidence base for narrative exposure therapy (NET) found
concerning results in long-term follow-up (Raghuraman et al., 2021). As an example,
three of the included studies showed that NET did not outperform controls at LTFU (= 12

months); p = 0.60). Cognitive processing therapy (CPT) has faced similar criticism; an
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absence of long-term loss of PTSD diagnosis and large treatment drop-out rates
(Mathersul et al., 2019). Locally, in light of the results of this study, another method is
being employed. It is referred to as the SHIP method, it is an acronym formed by the
term Spontaneous Healing Intrasystemic Process (Steenkamp et al., 2012). It is rooted
in positive psychology approaches, however there does not appear to be an adequate

body of research to deem it a gold standard approach to PTSD treatment.

However, the concerns on poor evidence for the largely accepted PTSD treatment
approaches do not appear to feature as a reason for low treatment-seeking by PTSD
service users, or poor treatment implementation and effectiveness. The poor
implementation of ESTs for PTSD in LMICs has been attributed to the number of
sessions required by a patient and the lack of resources including the lack of mental
healthcare specialists in LMICs (Bryant, 2019; Vergunst, 2018). Resource challenges
have been confirmed elsewhere where a high caseload resulting in a lack of time has
been cited as a barrier to providing evidence-informed interventions for PTSD (Simon,
2021). There is also a concern that an inequitable distribution of resources, including
both psychological and pharmacological treatment resources in LMICs, contributes to
this (Waterman & Cooper, 2020). It has been reported that over 50% of mental health
cases in rural areas in South Africa have no contact with formal healthcare services
(Vergunst, 2018).

The National Mental Health Policy Framework and Strategic Plan (2013 - 2020) outlines
a comprehensive approach to mental health that is focused on community-based
support and task-sharing to address the resource challenges (Kagee et al., 2022). This
policy position is important as most task-sharing in psychological interventions has been
shown to be cost-effective or potentially cost-effective (Sorsdahl et al., 2023).
Unfortunately in South Africa, the majority of our mental health services remain
concentrated in inpatient care and specialised psychiatric hospitals, particularly in urban
areas and private settings (Kagee et al., 2022; Sorsdahl et al., 2023). As an example
over 84% of the country's psychiatrists are based in three provinces characterised by
large urban centres: Gauteng, Western Cape and KwaZulu-Natal, with 73% of all
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psychiatrists employed by the private sector (Kagee et al., 2022). Similar resource
shortages exist for psychologists, registered counselors and mental health nurses
(Kagee et al., 2022).

Furthermore, some clinicians are also concerned that treating PTSD specifically may
exacerbate existing comorbid symptoms (Simon, 2021). PTSD is known to have an
80% comorbidity rate with other psychiatric diagnoses, with depression occurring in
50% of these cases (Rosen et al., 2020). The concern of PTSD treatment exacerbating
comorbid symptoms is not evidence-informed fear, as a reduction in secondary
symptoms of depression through the use of PTSD specific interventions has been
previously shown (Simon, 2021). A recent review found that trauma-focused therapies
reduced depressive symptoms, whereas depression-focused therapies did not do the
same for comorbid PTSD (Rosen et al., 2020). Essentially, comorbid depression does
not appear to impair PTSD treatment (Breteler et al., 2021). Furthermore a review found
promising results for trauma-focused treatments of comorbid PTSD and substance use
disorder (SUD) (Tripp et al., 2019). This same review confirmed that not treating
comorbid PTSD and SUD was mostly due to the preconceptions of treatment providers

and not because it was not effective (Tripp et al., 2019).

Notwithstanding the resource or provider preference challenges, the effectiveness of the

PTSD treatment approaches themselves require consideration.

Some studies are questioning whether the psychological treatment options are locally
relevant or culturally sensitive and therefore whether they could lead to increased
stigma and poorer health outcomes (Bryant, 2019; Vergunst, 2018). A recent local study
highlighted how recruited lay counsellors recommended that much work was still
needed to be done to be culturally responsive and mediate cultural barriers in PTSD
treatment (Booysen et al., 2024). As an example, one patient reported not being
comfortable to verbally discuss nor share their feelings due it being against his belief
systems (Booysen et al., 2024). In South Africa it has been found that traditional African
belief systems are different to the Western treatment approach of PTSD

9



(Padmanabhanunni, 2017). As confirmed by research elsewhere, the spiritual
explanations of trauma are often not understood by clinicians (Giacco & Priebe, 2018).
This misalignment between traditional African belief systems and Western treatment
approaches may also be why many South Africans consult with a traditional healer or

religious advisor first, for mental health concerns (Sorsdahl et al., 2023).

Secondly, despite the awareness of trauma affecting both mind (psychological) and
body (biological) in parallel, and that PTSD is described by patients in Africa through
somatic symptoms the treatments for PTSD described are largely cognitive and fail to
address neurophysiological shifts (Morrison & Dwarika, 2022; Mughal et al., 2020;
Silverberg, 2019). Many of the popular psychological PTSD treatment approaches
maintain that they address neurophysiological shifts, but in reality this doesn’t seem to
be the case (Fulcher, 2020). Local treatment interventions too have been criticized for
bypassing the emotional-engagement system, and continuing to prioritize the cognitive
approach (Morrison & Dwarika, 2022).

Top down processing is found in cognitive approaches to PTSD treatment where the
focus is on beliefs, maladaptive thought patterns, and identifying and managing triggers
and symptoms, including somatic sensations (Fulcher, 2020). Importantly, this top down
processing is completed through verbal processing (Neufeld, 2024). Top down
processing could complicate PTSD treatment and be contributing to the high drop-out
rates cognitive behavioural therapy (CBT) struggles with, as it may create distress and
overwhelming anxiety related to trauma recall (Hoskins et al., 2021; Neufeld, 2024;
Padmanabhanunni, 2017; Van Der Kolk et al., 2014). Furthermore, many trauma
survivors struggle with impaired cognitive functioning (Kuhful® et al., 2021). Top down
approaches therefore appear to struggle to address the symptoms of avoidance,
emotional distress and hypervigilance that originate from neurophysiological shifts as a
result of trauma; incidentally, the same shifts preventing these cognitive approaches
from being effective (Neufeld, 2024).
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In contrast, bottom up processing is found in somatic approaches to PTSD treatment
where the focus is on bodily awareness and connecting somatic sensations with
emotions (Fulcher, 2020). These somatic approaches posit that they support individuals
to tolerate distress, release emotion and find calm within their neurophysiological
system (Fulcher, 2020). Therefore, they appear to better address some of the salient
PTSD symptoms such as sleep disturbances, emotional dysregulation and
hypervigilance (Fulcher, 2020). It furthermore appears to allow top down processing to
take place as the neurophysiology is first addressed (Neufeld, 2024). As an example,
one of the popular bottom-up approaches, Somatic Experiencing, has been found in a
review to effectively treat the full PTSD symptom range; cognitive, affective and somatic
(Kuhful} et al., 2021).

In a systematic review of PTSD and C-PTSD synthesizing qualitative literature in
sub-Saharan Africa, it was found the patients often explained their emotional state and
distress in somatic terms (Bovey et al., 2024). Examples provided of this were; “pain in
the heart”, and “having nerves” (Bovey et al., 2024). A South African study however
found that living with someone with a chronic mental health condition and gender were
possible predictors of somatic symptoms in adults that had experienced childhood
trauma (Demetriou et al., 2021). The underlying mechanism for the former is possibly a
neurophysiological one. Changes in the brain structure known as the amygdala are
found in those that live with family members with mental iliness (Demetriou et al., 2021).
Changes in the amygdala are known to cause challenges with emotional dysregulation
which can then produce associated somatic symptoms and challenges (Demetriou et
al., 2021). These locally relevant results understood together, possibly underscore the
importance of PTSD treatment approaches that directly address somatic manifestations
of PTSD.

Lastly and more generally, there are also concerns that different TEs result in different
requirements for PTSD treatment options (Moore, 2022). This means that a generic

approach to PTSD treatment can leave many with only partial recoveries (Moore, 2022).
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Locally supported and evidence-based approaches that address salient PTSD
symptoms, delivered at the community level may be particularly relevant in the South
African context (Morrison & Dwarika, 2022; Sorsdahl et al., 2023).

1.2.3 Yoga as a PTSD treatment option

Randomized Control Trials (RCTs)

Researchers internationally have noted the treatment effectiveness of yoga in treating
PTSD. There is a growing number of RCTs that show how yoga could be an alternative
and more effective treatment for PTSD (Davis et al., 2020; Kelly et al., 2021; Rhodes et
al., 2016; Van Der Kolk et al., 2014).

Van Der Kolk et al. (2014), in a United States of America (USA) based randomized
control trial examined how yoga appeared to significantly reduce PTSD symptomology
with effect sizes similar to psychotherapeutic and psychopharmacological interventions.
A protocolised trauma-informed yoga program was created for the study that included
10 weeks of hour-long trauma-informed yoga classes. An emphasis was made on bodily
control and choice. The control group attended 10 weeks of an hour-long women’s
health education class, that was not trauma specific. In the yoga group, 52% no longer
met criteria for PTSD, compared to only 21% of the control group. It also appears that
this reduction of PTSD symptoms held for longer in the yoga group than in the control
group. In explaining the results, the authors referred to the importance of body
awareness, and how this is critical for emotion regulation. Both reduction in body
awareness and emotion regulation appear to play an important role in PTSD pathology
and may therefore explain the importance of the results of this study. An important

limitation of this study is that these were participants that resided in a developed country
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(USA), who were not acutely traumatised and who were well-educated. Additionally the

control group intervention is not considered an appropriate PTSD treatment comparator.

In another USA-based RCT a particular protocol of yoga, trauma-centre
trauma-sensitive yoga (TCTSY), was compared to; CPT (Kelly et al., 2021). TCTSY was
found to be as effective as CPT. Adherence was also better and symptom improvement
occurred earlier for the TCTSY group. This study was also conducted over 10 weeks
with hour-long, weekly trauma-sensitive yoga classes, using the TCTSY protocol.
Importantly, this protocol as the per the Van Der Kolk et al (2014) study, was focused on
interception or what is more commonly known as, bodily awareness. It was found that
while attendance stabilised to 60% for the TCTSY group, the CPT attendance
persistently declined; reaching 40% at the half-way point and lower for the remaining
sessions. While no adverse side-effects were reported for TCTSY, two participants in
the CPT group withdrew due to increased psychological distress. TCTSY was found to
perform similarly to CPT in reducing PTSD symptom severity and PTSD diagnosis.
Importantly, participants with comorbid and serous psychiatric diagnoses were included.
However, this study was again based in a developed country (USA), focused on female
survivors of military sexual trauma and did not exclude based on previous yoga

experience.

A 2024 systematic review and meta-analysis of RCTs focused on yoga for PTSD
confirmed that improvements in PTSD for this treatment option are possible
(Nejadghaderi et al., 2024). However, the majority have been conducted in the USA and
other developed nations such as Canada and Australia, and mostly with veteran
populations. None have been conducted on the African continent, and more specifically

none have been conducted in South Africa with civilian-based samples.

However, a new study shows promise. Conducted in South Africa, a recent study found

that Kundalini yoga programs facilitated post-traumatic growth, enhanced positive

self-awareness and a sense of identity, improved self-regulation, resilience and social

isolation (Morrison & Dwarika, 2022). The study posits that Kundalini yoga is thought to
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initiate neurological shifts that underlie these changes. However, upon a detailed review
of this study, a more complex picture emerges. These are Kundalini yoga practitioners
that are professionally trained to teach this modality and that have a lengthy personal
Kundalini yoga practice. Nevertheless it is a step in the right direction for investigating

the effectiveness of yoga for PTSD treatment within the South African context.

Reasons for effectiveness of yoga as PTSD treatment

Firstly, yoga does not rely on memory recall; known to significantly increase the risk of
traumatic triggers and treatment drop-outs (Booysen & Kagee, 2021; Nicotera & Connolly,
2020; Sripada et al., 2019). This low level of verbal interaction has an additional local
benefit in neutralizing the challenge of language and cultural barriers between clinicians
and patients (Giacco & Priebe, 2018; Padmanabhanunni, 2017). A recent, local study has
once again highlighted the importance of language, and how being able to converse
with patients in their own language positively impacted interactions with these patients
(Booysen et al., 2024).

Secondly, yoga has a similar ability to other established treatments to create dual
awareness. In yoga, participants are able to practice awareness of safety in the present
moment while difficult emotions and feelings arise; and then regulate those emotions
with breath, movement and awareness of physical sensations (Nicotera & Connolly,
2020).

Thirdly as previously noted, research has shown how interventions for trauma survivors
should include addressing physiological and neurological dysregulation, as it has a
significant effect on emotional and cognitive regulatory processes (Morrison & Dwarika,
2022). This means that interventions which focus on interoceptive awareness such as
yoga may be able to facilitate change that is not addressed in traditional approaches to
PTSD treatment (Morrison & Dwarika, 2022).
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Lastly, there has been criticism levelled at public health researchers for excluding
spiritual practices that have long been shown to have a range of positive impacts on
health outcomes (Long et al., 2024). The recent COVID-19 pandemic highlighted this in
the challenges public health policy makers and activists faced in attending to the
non-vaccination of religious communities, as a result of not intentionally bridging this
divide in research and practice (Long et al., 2024). Yoga presents a unique modality,
known to bridge the disconnect between physical and spiritual health, that is not
religion-dependent or exclusive. Locally, this is particularly relevant as previously
described; mental healthcare users have been known to consult traditional healers or
religious advisors as a first point of contact for mental health concerns (Sorsdahl et al.,
2023).

As much of the criticism on traditional PTSD therapies has centred on long-term
symptom reduction and potentially the loss of a PTSD diagnosis, it's important to note
that yoga, particularly those that ensure ongoing practice, has shown to be robust in

these areas too (Rhodes et al., 2016).

Similar research on TSY specifically, on the African continent is sparse (Cook-Cottone
et al., 2017; West et al., 2016). A search of regular databases and relevant
organisations produced no studies in South Africa that have specifically explored TSY.
However, as previously cited, a recent study found that Kundalini yoga in the Alexandria
township of Johannesburg promoted post-traumatic growth (Morrison & Dwarika, 2022).
This confirms the possible cross-cultural applicability of a non-verbal treatment such as
yoga for PTSD, within the local context (Morrison & Dwarika, 2022).

Yoga as task-sharing

Beyond yoga potentially being an effective PTSD treatment option, it may also have the
potential to satisfy the dominant human and financial resource concern in PTSD
treatment. This is particularly relevant in the South African context given the severe

shortage of trained mental healthcare professionals (Kagee et al., 2022).
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Task-sharing is a strategy that is commonly recommended in low resource healthcare
settings (Prina et al., 2023). Task-sharing entails the employment of non-specialised
providers that are appropriately trained and supervised to deliver evidence-based

interventions (Prina et al., 2023).

The recent landmark RCT described by the Kelly et al (2021) study, has shown how
yoga can be delivered highly effectively (as effectively as the gold standard treatment of
CPT) in a group setting, by a trained and supervised non-professional. A 2021
Cochrane review further supports this task-sharing approach by finding that a number of
non-mental health specialists in LMICs, such as community workers, may be effective in
supporting mental health patients if they receive some form of initial mental health

training (van Ginneken et al., 2021).

However, in considering adults with PTSD in this review, it appears that receiving
treatment from primary healthcare professionals such as nurses or doctors may be
better (van Ginneken et al., 2021). This was further confirmed by a systematic review
that found nurses delivering mental healthcare did not decrease the quality of care,
however initial training and ongoing supervision was required (Aurizki & Wilson, 2022).
In South Africa, Clinical Associates have also been considered an important non-mental
health specialist to consider (Moodley et al., 2022). While the Kelly et al. (2021) study
did not make use of such primary healthcare workers, but rather yoga teachers, there
was significant initial training specific to TSY, and ongoing weekly supervision with a
TSY expert. It is unclear if this TSY expert is a mental health professional, as suggested
by a scoping review completed in LMIC settings (Thobane et al., 2024). In low resource
settings, it has been suggested that this supervision could also be provided remotely by

specialists via technology platforms (Thobane et al., 2024).

The same scoping review of Thobane et al. (2024) suggests that training be formalised
and registered with the National Qualifications Framework (NQF) level. This has the
additional benefit of such individuals to receive appropriate licensing with the
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Association of Supportive Counselors and Holistic Practitioners (ASCHP), which is
already integrated with the necessary governmental structures and supports career
progression, professional supervision and fair remuneration (Sorsdahl et al., 2023). It
would also be beneficial for such training to include the screening of mental health
conditions and appropriate referral pathways, answering the repetitive call locally for

such services at a primary healthcare level (Sorsdahl et al., 2023).

The scoping review of Thobane et al. (2024) states that consideration needs to be given
to the providers community-ties, credibility, shared lived experience and
non-stigmatising attitudes. These points of consideration appear to be particularly
important for task-sharing mental health interventions in LMICs to be effective (Le et al.,
2022). Service-user involvement and the training of appropriately selected peers is a
possibility that could satisfy this (Le et al., 2022).

However, organisational readiness or lack thereof has been found in South Africa to be
a facilitator or hindrance respectively to such task-sharing approaches (Selohilwe et al.,
2023; Thobane et al., 2024). Physical space for such interventions delivered by these
non-professionals, effective and functional referral pathways, and supportive and
inclusive management at relevant facilities is important (Selohilwe et al., 2023; Thobane
et al., 2024). From a policy perspective, guidelines for implementation from the National
Department of Health, are foundational to the success of such an approach (Thobane et
al., 2024).

1.2.4 Perspectives of PTSD service users

While TSY presents an exciting research direction for PTSD treatment locally, the
perspectives of PTSD service-users is an important first step. There is low
treatment-seeking behaviour, low treatment effectiveness and large treatment drop-outs
for PTSD service users in South Africa (Ferrell et al., 2021). It may therefore be putting
the cart before the horse to accelerate research on TSY as a PTSD treatment option,
without providing due consideration to the perspectives of those the treatment option
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intends to serve. In particular it would be important to utilise this patient-as-expert
perspective to understand what challenges are being experienced by PTSD service
users in current treatment (Olofsson et al., 2021). This would hopefully inform an

important foundation to future TSY research in South Africa.

The literature that does exist on the perceptions of PTSD service users is mainly
dominated by USA based studies, with mostly male military populations (Smith et al.,
2020). More local studies, particularly across gender, race and culture categories is

needed to understand the care needs of these individuals (Smith et al., 2020).

Nevertheless, there are several important, local studies to consider. It appears that
mental health support for PTSD may be experienced as narrow, removed from belief

systems, insufficient and potentially distressing for local PTSD service users.

A South African qualitative study exploring perceptions of PTSD treatment described
how patients found mental health support insufficient (Mavundla & Zungu, 2020). In the
perceived absence of mental health support, these patients utilised the following
alternative and complementary approaches: 1.) faith and prayer, 2.) traditional healers
and ancestors and 3.) communicating with the deceased and colleagues (Mavundla &
Zungu, 2020). It is important to note that this sample was specifically limited to mostly
male, underground mine workers that had experienced a work-related trauma. It was
not clear if they had been diagnosed with PTSD, and if they were exposed to treatment

outside of their workplace employed doctors and healthcare staff.

Another South African qualitative study explored the perceptions of PTSD service-users
on the psychological treatment, prolonged exposure (Booysen & Kagee, 2023). The
results were mixed. While some found benéefit in this approach, there were others that
found the nature of exposure to previous trauma distressing (Booysen & Kagee, 2023).
This was further corroborated by another South African study that found the concern of
being exposed to previous trauma a barrier to care from the perspectives of PTSD
service users (Brocker et al., 2024).
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Locally, it appears that PTSD service users may be requesting alternative approaches
(Smith et al., 2020). In particular yoga, art therapy and ongoing supportive therapy have

been cited as the options patients have expressed a desire for (Smith et al., 2020).

More broadly, a rapid review of qualitative research papers that explored the role of
yoga in healing psychological trauma was completed in 2021 (English et al., 2022a).
Most of these have been completed in USA, with one in South Africa previously referred
to (English et al., 2022a; Morrison & Dwarika, 2022). From the perspectives of individuals
that have experienced psychological trauma, it was found that yoga had a positive
impact on their self-compassion, centredness, coping skills. mind-body relationship and
relationships with others (English et al., 2022a). This review found that the barriers to
yoga were mainly concerns with initiating yoga (stigma, practice not being physically
challenging enough, vulnerability required for practice), time and motivational
challenges and cost and location concerns (English et al., 2022a). Facilitators of uptake
and delivery of yoga to individuals with a history of psychological trauma appeared to
mainly centre on a feeling of safety (kinship with others in the class that had
experienced similar trauma, lack of hands-on yoga pose adjustments, and the
choice-oriented approach) (English et al., 2022b). While these results are promising in
light of PTSD treatment challenges locally, no specific research exists on this in South

Africa.

To the best of my knowledge there has been only one qualitative study completed in
South Africa, on the role of yoga in healing psychological trauma. This study had
several important limitations, which were acknowledged by its authors. These limitations
were identified as: 1.) Research participants were experienced yoga practitioners who
had recently completed a yoga teacher training, and 2.) The research participants
stated that were sceptical of yoga at first and it took them a while to commit to a yoga
practice (Morrison & Dwarika, 2022). Therefore this study was not completed with PTSD
services users specifically, who may or may not have exposure to and bias towards or
away from yoga.
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This is the gap that this research paper hopes to fill. As echoed in a recent paper
assessing the current state of the mental healthcare system in South Africa, individuals
with lived experience must be consulted in the planning and delivery of mental health
services in South Africa (Sorsdahl et al., 2023).

1.3 Problem statement

Exploring the possibility of yoga as a PTSD treatment option in South Africa is an
important next step. However, in local literature, yoga as a PTSD treatment option is
unknown and the perspectives of PTSD service users themselves are not widely
studied in deciding on the feasibility and acceptability of a PTSD treatment intervention
prior to implementation. Better understanding the perspectives of PTSD service users of
PTSD treatment options, is not just good practice, but in keeping with decades of
research that links this approach to reducing health inequity and improving public health
outcomes (McCullom, 2024). Therefore beginning with the PTSD service users
themselves when exploring yoga as a PTSD treatment option in South Africa is

important.

1.4 Justification

Given the low treatment-seeking behaviour of PTSD service users and the treatment
effectiveness concerns coupled with the growing recognition globally of yoga as an
acceptable, feasible and effective PTSD treatment intervention, this paper plans to

address several significant points.

Firstly, | will explore the local PTSD service users' perceptions of current treatment
interventions, to better understand the local challenges faced in treatment seeking,
treatment adherence and treatment effectiveness. Secondly, | will explore PTSD service
users' perception of alternative and complementary PTSD treatment options, as well as

their perception of yoga; specifically their awareness of yoga, where relevant; their
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experience of yoga and whether there is an openness to yoga as a PTSD treatment that
could be potentially more cost-effective and thus bridge inequality in local mental

healthcare option.

This will establish an important starting point in South African research and mental
health services planning on yoga as a PTSD treatment intervention, from the
perspectives of PTSD service users themselves. Service-users have deep, experiential
knowledge about their diagnosis and care needs within the context of their personal
lives (Maassen et al., 2018; Matheson, 2018).

This is also aligned to an important new trend in public health research, as highlighted
by a recent Harvard Public Health article titled “No research about us without us?”
(McCullom, 2024). This essentially entails public health researchers drawing closer to
the communities they are studying and not simply focusing on population level data.
This means that there can be a deeper understanding of the interventions that studied

communities need and request (McCullom, 2024).

1.5 Research question

What are the perceptions of local PTSD service users on current PTSD treatment

options and trauma-sensitive yoga (TSY) as a possible treatment option?

1.6 Study aim and objectives

Therefore the aim of this study was to explore the perceptions of local PTSD service
users on current PTSD treatment options and the awareness and openness to

trauma-sensitive yoga (TSY) as a possible treatment option.

Objective 1: Explored the perceptions of PTSD service users of treatment options.
Objective 2: Explored the awareness of trauma-sensitive yoga (TSY) and the possibility

of it being a treatment option with PTSD service users.
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CHAPTER TWO: RESEARCH METHODOLOGY

This chapter presents the methods used, as well as the characteristics of the sampling
frame and population. | also explain in-detail the data collection and analysis activities |

engaged in and finally the distress protocol employed.

It is important as a reflective researcher that | mention upfront my experience with this
subject matter. | am a professionally trained counselor and yoga therapist and regularly

employ the use of trauma-sensitive yoga (TSY) for myself and the clients | work with.

2.1 Study design

An exploratory study design was utilised, incorporating in-depth interviews (IDI) with

research participants.

Qualitative research is appropriate when little is known about the topic and perhaps
could precede an epidemiological study. For this specific research question, it supported
the collection of rich data specific to the South African context (Egan et al., 2023). It also
allowed me to be flexible in follow-up questions with participants as | explored a

research question new in the South African PTSD research field (Egan et al., 2023).

<removed>
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2.2 Study setting

The study setting was the City of Johannesburg, Gauteng South Africa. Johannesburg
is predominantly an urban city, classified as upper middle income (Van et al., 2021). It is
the largest metropolitan city in South Africa both in size and economic activity (Van et
al., 2021). However, inequality measures suggest that the city is unequal. In a review
that investigated the link between income inequality and residential segregation
between socio-economic groups, in 24 large urban cities across six continents,
Johannesburg ranked second for inequality according to World Bank data (Van et al.,
2021). This is reflected in the residential segregation that persists in Johannesburg; the
lower socioeconomic groups congregate at the city centre and in the peripheral areas of
the city, and the top socioeconomic groups in the suburbs and in gated communities -
particularly to the north and west of the suburb known as Sandton. Demographically, the
majority of residents in Johannesburg are black; 78%, with whites making up 12%,

Indians; 6% and coloureds’; 4%.2

Johannesburg is divided into seven regions; Region A, Region B, Region C, Region D,
Region E and Region G (Cooperative Governance and Traditional Affairs, 2025).
Region A is characterised by smallholdings and the growing residential suburb of
Midrand and contributes 12% to the Johannesburg economy. Region B has historically
been known as the commercial growth area of Johannesburg North with wealthy
Johannesburg residential areas. Region B contributes 13% to the Johannesburg
economy. Region C is made up of industrial and warehousing areas, as well as the
township of Kagiso, it contributes 12% to the Johannesburg economy. Region D is
predominantly an industrial area that also includes the main cluster of Black townships,
including Soweto. It is the most populated region, and has the highest unemployment
rate. This is reflected in its contribution to the Johannesburg economy, at 8%. Region E
is considered an economically prosperous region that includes the richest square mile in

Africa; Sandton, however it also houses South Africa’s oldest and poorest township,

' This refers to individuals of a mixed race or the descendants of the Khoi San people.
2 The racial categories referred to are because of the South African historical context of Apartheid. It is not
the intention of this research report to reinforce this but to show the continued impact this has on health.
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Alexandra. It contributes 27% to the Johannesburg economy. Region F is characterised
by the central business district that was once an economically prosperous area, it has

seen a decline in contribution to the Johannesburg economy, which is now 23%.

It appears that the White population has the lowest probability of demand for public
healthcare compared to other races (Mhlanga & Garidzirai, 2020). Anecdotally, this
appears to be mirrored in private medical aid membership too, as Johannesburg has
the largest population of residents that exclusively make use of private healthcare
services funded through medical schemes (Abrahams & Everatt, 2019). While demand for
mental health services from these users appears to be increasing, medical aid
membership is not (Mochiko, 2025). It also appears that many medical aid members are
downgrading their medical aid plans to more affordable options, and some choosing to

visit public healthcare facilities instead (Mochiko, 2025)

Unfortunately, despite a link between economic hardship and mental health challenges,
most individuals attempting to and wanting to see a psychiatrist or psychologist in public
health facilities in Gauteng, will rarely succeed in this (Walker & Vearey, 2023). Public
mental health services in Gauteng, mostly led by primary healthcare nurses, are grossly
underfunded and largely non-existent for those attempting to access them (Walker &
Vearey, 2023).

2.3 Study population and sampling

The study population consisted of adults residing in the City of Johannesburg, who had
access to email and social media, and who had either received a PTSD diagnosis or
suspected they had PTSD.

| made use of two sampling strategies to recruit participants. This was both purposive
sampling and snowball sampling (Anieting, 2017; Barratt et al., 2015).

Purposive sampling was helpful in that | specifically reached out to individuals that may
have experienced trauma. This was through my personal social media network, as well
as local counsellors and a local support group. This is reflective of the local qualitative

research on PTSD service users. Purposive sampling was utilised in the Mavundla &
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Zungu (2020) study, and appears to have been used in the Morrison & Dwarika (2022)
study, although it is not stated explicitly.

| asked interested individuals to complete a brief screening form (see appendix A) which
included the Four Question PTSD screener, which assessed whether they had
experienced trauma and were experiencing at least two symptoms that were common
with PTSD (Prins, 2003). The cut-off for this tool in a clinical setting is a score of at least
three of the four symptoms (Prins, 2003). However, literature recommends a cut-off for
this tool to be a score of two in civilian populations, as they tend to report fewer PTSD
symptoms than military populations for which the tool was originally designed (van Dam
et al., 2010).

Inclusion criteria for this study:

e Self-selected yes for experiencing trauma.
e Self-selected at least two or more out of the four symptoms.

e Available for a one-hour, face to face interview in Johannesburg, Gauteng.

While not as a sampling strategy utilised in the limited amount of similar local qualitative
research on PTSD service users, | utilized the snowball sampling strategy. | decided to
utilise this additional strategy as research in this area is limited and it is well established
that PTSD service users may be uncomfortable with activities they perceive to require
trauma disclosure (Hoskins et al., 2021; Neufeld, 2024; Padmanabhanunni, 2017; Van
Der Kolk et al., 2014). The possible hidden nature therefore of this group made
snowball sampling an important sampling strategy. | did this by inviting research
participants to invite others they knew that had experienced trauma and that had either
received a PTSD diagnosis or suspected that they had PTSD. These invited individuals

then also completed the brief screening form.

Out of 26 individuals recruited for the study, 20 met the requirements for participation.
Nine participated in the study by completing their IDI.

Saturation; when collection or analysis adds nothing new to a research report, is an

extensively debated concept in qualitative research literature (Tight, 2024).
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Saturation can however be assessed based on how many participants contributed to
the findings (LaDonna et al., 2021). Aligned to literature, I'm comfortable that the
findings of this research report are based on multiple participants (all nine) and don’t
lean on just a handful of IDIs, producing rich data for the subsequent analysis (LaDonna
et al., 2021). Purposive sampling allowed for me to select cases that could provide rich

data to the analysis (Van Rijnsoever, 2017).

However, snowball sampling can be a cause of similarity and may be why saturation
was reached and interviews stopped. Therefore | ensured the completion of an
additional strategy. An often cited assessment of saturation is to consult with more
experienced researchers (Guest et al., 2020). | consulted with my supervisor, and we

were both comfortable that sufficient saturation had been reached after nine interviews.

2.4 Data collection

| conducted one IDI with each participant, a total of nine IDIs. The IDIs were conducted
with the support of a semi-structured interview guide (Appendix E). The nature of these
questions were as follows: participants describing in detail their experience of receiving
a PTSD diagnosis if formally received, treatment thereafter (including the
complementary or alternative treatment approaches explored) and their perceptions of
trauma-sensitive yoga as a complementary treatment approach. The interviews were

conducted in English, with all participants able to converse comfortably in English.

| started off each IDI welcoming participants, provided comfortable seating and offered
refreshments. | let them know that my laptop was positioned close to our sitting area to
allow for the audio recording to be clear and completed. | allowed them time to answer
the biographical questionnaire (see appendix B), sign the consent forms (see appendix
C and D) and ask me any questions they had about the upcoming interview. | declined
to answer content-related questions (such as “what is trauma-sensitive yoga?”) for
concern of it affecting the qualitative answers provided. | explained this to participants
and reassured them that | would return to these questions after we had concluded the

interview. The above activities appeared to create rapport with the participants which
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helped them feel relaxed and able to answer openly and honestly. This resulted in

extensive, rich qualitative data.

The biographical questionnaire captured basic socio-demographic information, as well
as information related to factors that literature shows predisposes an individual to
developing PTSD (Seedat, 2021; Simon, 2021). Namely these are gender, level of
education, perceived social support, genetic predispositions and persistent pain or

physical health challenges.

The IDIs were 30 - 60 minutes in length and all participants chose to have these
conducted at my office in Randburg, Gauteng. The address and location pin (via the
What’s app application) for ease of navigation, was provided. The office space is a
private, warm and comfortable space. | remained as neutral as possible. Some of the
participants were aware of my professional experience with trauma-sensitive yoga
(TSY), and so | reminded them that there were no right or wrong answers and assured
them that | was genuinely interested in their personal experiences and opinions. | do
believe the fact that | am not a diagnosing and treating mental healthcare professional
and that | am open to alternative and complementary treatment options, helped

participants answer the questions candidly without fear of judgment.

Lastly, | utilized journaling techniques after each interview to capture communication
styles, observed feelings, non-verbal expressions, as well as behaviour potentially
related to their PTSD diagnosis or general mental health. This supported me in better
understanding each participant’s response and how they were potentially experiencing
their PTSD treatment and the research process. This enriched my understanding and

the subsequent research report.

2.5 Data Processing Methods and Analysis

2.5.1 Data Management

All the interviews were recorded live, in-person via the Zoom application. | had my

laptop positioned near to myself and each participant for this, and explained the reason
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for this to each participant before we started. This allowed for both an audio file and a
transcribed file to be available for each IDI. The audio files were all recorded in English,
and transcribed with the support of a professional transcriber recommended by the

University of Witwatersrand School of Public Health.

2.5.2 Data Analysis

2.5.2.1 Step 1: Preliminary Data Analysis

| started preliminary data analysis as | reviewed the transcribed interviews during data
collection. Aligned to the framework approach of Ritchie and Lewis (2003) as described
in Smith and Firth (2011), this helped me familiarize myself with the data, and identify

some of the early patterns that were emerging.

| read through each participant’s IDI in detail, and made sure that any errors were
corrected, this is aligned to the framework approach chosen (Smith & Firth, 2011b).
Journal entries were read by myself, alongside the transcripts and considered in the

analysis phase of this research report.

2.5.2.2 Step 2: Coding Matrix

With the use of MAXQDA software, | considered each line of the transcripts, and paid
close attention to themes such as patterns, common occurrences and similarities in
perspectives across participants (Smith & Firth, 2011).This theme identification
supported the creation of my initial coding matrix, and allowed for themes to emerge
from the data (Smith & Firth, 2011b). In-vivo codes also began to emerge; an important
part of the framework approach | had chosen (Smith & Firth, 2011a). | shared my coding

matrix with my supervisor at two time points, to ensure the rigor of the research.

2.5.2.3 Step 3: Application of Coding Matrix
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| indexed large portions of my data using the broad categories of treatment and
alternative or complementary treatment. | systematically applied the coding matrix to the
entire dataset. Through both rereading transcripts multiple times, and within MAXQDA;
rereading excerpts in context of the broader text, | limited misinterpretation (Smith &
Firth, 2011a).

2.5.2.4 Step 4: Data Chartering

| utilized the summary grid within MAXQDA to charter my data and better understand
patterns within and across categories (Goldsmith, 2021). This deepened my analysis
aligned to the framework approach utilised, particularly with regards to similarities and

differences between individuals (Smith & Firth, 2011a).

2.5.2.5 Step 5: Relationships

Finally, | made sense of the concepts and themes by exploring the relationship between
the core concepts, the established literature, and the theoretical perspectives (Smith &

Firth, 2011a). This formed my final interpretation of the findings.

2.6 Ethical Considerations

This study has received ethics approval from the Human Research Ethics Committee —

Medical (University of the Witwatersrand), with clearance certificate number M230818.

2.6.1 Informed Consent

| invited prospective participants to register their interest for the study through the brief
screening form previously referred to. This form included the information sheet (see
appendix A), as well as links to both the interview and recording consent form and the
short screening tool previously described. It also encouraged them to contact me for

any questions about the study.
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2.6.2 Confidentiality

On Google Drive, | created an excel spreadsheet with participant codes. This allowed
me to assign a code and alias to each participant. | also created on Google Drive, a
private digital folder for each participant, with their respective code. The audio files,
transcripts (with names excluded) and journaling notes | made were saved in these

folders. This ensured that the participant’'s name was separate from the data collected.

Hard copies of the consent forms and biographical questionnaires were stored
separately to avoid the participant name being attached to the biographical information.
For ease of reference in data collection and analysis, | labelled each biographical
questionnaire with the relevant participant code. Hard copies of the biographical
questionnaire were scanned and uploaded to a private biographical questionnaire
folder, and hard copies of the consent forms were scanned and uploaded to a private
consent folder. This was done again, to avoid any participant names being linked to

participant codes.

The above-mentioned folders were created and maintained on my personal Google
Drive account. This ensured that access was always password protected by both the
device login and the Google login procedures, should a device be lost or stolen. It also
ensured that all data was securely and automatically stored in the cloud, should a

device be damaged, lost or stolen.

Hard copies of any data collected were stored in a private folder in a locked cupboard of
a private room in my primary residence. Hard copy data, will be destroyed once six
years has elapsed from date of data collection, or a minimum of two years from

publication.

2.6.3 Distress Protocol

With the use of the Young Carers Distress and Referral protocol (Banakekeli Young
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Careers, 2021), | developed a distress protocol for the research study (see appendix F).
Given the vulnerability of the population being interviewed, and that asking about PTSD
diagnosis and treatment could be upsetting, it was important to have a clear procedure
to follow should a participant become distressed and / or | notice further care is

required.

There was one participant that | noticed suicidal ideation had progressed to self-harm
activities and attempted suicide in recent weeks. Once the interview had been
concluded, | asked further questions to ascertain distress levels and if further care was
required. | assessed that while there was not imminent risk of self-harm, this participant
was not under any mental health care and required this. The participant did not have the
financial means to access private counselling and had not received adequate mental
healthcare from her local government clinic. Aligned to my distress protocol, | contacted
the South African Depression and Anxiety Group (SADAG). They referred us to the
nearest clinic (Randburg) that had psychological services available. | accompanied the
participant to the clinic to make an appointment. With the participants permission, | also
contacted a close family friend that was nearby to their place of residence, to check in
on her and her family that evening. The participant returned to the clinic several days
later to access counselling and has reported to be feeling better and expressed
gratitude for my support. The family friend also seems to have made a difference in the
participant's feelings of “finally being heard”. | alerted my supervisor and school to the
distress protocol followed in this instance, and they were satisfied that the distress had

been sufficiently supported.

2.7 Researcher reflexivity

Aligned to literature, it's important to note that my unique perspectives and experience
have influenced my research project (Olmos-Vega et al., 2023). As a professional
counsellor and yoga therapist, | have implemented yoga in mental health contexts and |
am enthusiastic about this approach. This is what inspired my research report, but it's

also what I've had to be most conscious of not unduly influencing my research report.
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I've had to be careful not to overemphasize the benefits of yoga as a PTSD treatment
option and downplay the benefits of other PTSD treatment options. Particularly other
alternative and complementary PTSD treatment options. | resisted asking in-depth
questions about alternative and complementary PTSD treatment approaches and
wanted to ask more in-depth questions on yoga as a PTSD treatment option. | improved

in this over the course of the scheduled IDlIs.

While | have had positive experiences with clinical psychologists and psychiatrists, |
have also had several negative experiences. | have had to be careful to not over-identify
with what | heard from participants when they had also had negative experiences with

similar healthcare professionals.

My values are anchored in the principle of justice, and therefore | found it hard to not be
emotionally affected by the accounts of abuse experienced by participants, as well as
the their perceived failures of the local healthcare system. Supervision sessions and

personal debriefing methods supported me in processing these accounts.

Some of the participants already had a relationship with me. This subset of participants
were aware of my professional background as a yoga therapist and may have felt led to
provide answers that were supportive of yoga as a PTSD treatment option. However, it
may also have meant they were more willing to discuss the alternative and
complementary approaches, that they may not have been comfortable discussing with a
healthcare professional. | recruited participants from my local network including
counsellors and a support group | had previously presented at. This may have affected
recruiting participants that had some interest in supporting a new call for PTSD
treatment options. There was however a subset of participants that | had no pre-existing
relationship with, as well as some that had not previously tried nor considered yoga a

PTSD treatment option.

As a trained professional counsellor, | have a well-developed skillset for building rapport
and establishing a safe space for discussion. This may have impacted the IDls
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positively. A subset of participants commented on how found sharing helpful, with at
least two describing the process as “therapeutic”. | was able to facilitate the discussions
in a way that hopefully validated their feelings and experiences, and that may have
supported meaning-making and closure. In several instances, | suggested referrals to
other services or coping methods that these participants had not previously been
exposed to and they expressed gratitude for this. | also, however, had to remind myself
that these were not counselling sessions and had to consciously redirect participants

back to my initial questions.

Interpersonally, | have been trained professionally and in my personal self-development
work to be inquiring of my defensiveness. There was a participant who expressed
negative sentiments about trauma-sensitive yoga (TSY). | found this hard to receive but
| was aware of my defensiveness and remained open to her perspective. | encouraged
her and explained that this was very valuable for my research. This resulted in rich,
unexpected data that | could have unintentionally rejected if | had not been aware of my

interpersonal defensiveness.
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CHAPTER THREE: RESULTS

This chapter describes the sample and then presents the seven emergent themes.

The first subsection, 3.1, presents the demographic details of the participants in this
study, as well as variables known to affect PTSD risk and the experience of PTSD. The
objective of these details is to present the socio demographic details of the sample, and

not to correlate with any PTSD risk.

Seven themes emerged from the data. | present the emergent themes as follows: 1.)
Participants’ experience of receiving a PTSD diagnosis, 2.) Participants’ perceptions of
their relationships with healthcare professionals, 3.) Participants’ experience of PTSD
treatment, 4.) Participants’ perceptions of pharmacological PTSD treatment, 5.)
Participants’ financial concerns in accessing PTSD treatment, 6.) Participants’
experiences of alternative and complementary PTSD treatment, and 7.) Participants

general experience of yoga.

3.1 Description of the sample

Given that the study population was any adult residing in the City of Johannesburg, that
didn’t have to have necessarily received a PTSD diagnosis, but simply suspected one,
allowed me to have a diverse group of participants, enriching the data with different life

perspectives and experiences.

Interestingly, access to social media and email still allowed me to interview a diverse
group of participants. This is confirmed by literature elsewhere that states how most of

South Africa now has cellular coverage and that 65 million active smartphone
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subscribers are thought to exist in South Africa (Brécker et al., 2024). As examples, |
was able to interview an unemployed Zambian national, a student job searching, an
individual residing in an informal settlement and a business owner. Due to the limited
research on PTSD service users, this also provided a useful starting point for qualitative
research in this area. Social media recruitment is a growing trend in mental health
research with the benefits listed in a systematic review that are reflective of my personal
experience with it in this research study: low cost, ease of accessibility to groups that

may be anxious about disclosure, and increased efficiency (Sanchez et al., 2020).

Nine (9) participants were interviewed for this research study. An overview of their
demographic characteristics is presented below. As per my literature review, | have also
included data specific to possible PTSD risk (Seedat, 2021; Simon, 2021). Namely this
is gender, level of education, perceived social support, history of trauma, genetic

predispositions and persistent pain or physical health challenges.

Most participants were female, potentially indicating the disproportionate exposure to
gender-based violence many referred to. When discussing the TE that may have led to
the PTSD or suspected PTSD diagnosis, most participants reported varying forms of
interpersonal violence and abuse. This was particularly acute in intimate relationships,

perpetrated by the male partner.

Most participants identified as White, which may be a reflection of the Regions present
in my sample, which houses suburbs that were historically White-designated suburbs

during Apartheid.

Most participants identified as having attained tertiary or post-graduate levels of
education, and most participants were self-employed. | discuss this in my discussion
section as an interesting finding given that financial access to private mental healthcare
was still limited for them, representing the severe and continued underfunding of mental

healthcare in both public and private healthcare sectors.
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Table 3.1: Sociodemographic profiles

Gender

Female 8

Male 1

Race

White 5

African 2

Indian 1

Coloured / mixed 1

Age

18 -30 1(27)
31-45 5(39, 40, 42, 43, 44)
46 — 54 3 (46, 52, 53)
Mean age: 42.89

City of Johannesburg — Region

Region A 2 (Midrand x 1, Diepsloot x 1)
Region B 5 (Blairgowrie x 2, Northcliff x 2, Randburg x 1)
Region E 2 (Douglasdale x 2)

Level of education

Secondary 1
Tertiary 5
Post-graduate 3
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Employment status

Employed (full-time) 2
Self-employed 4
Unemployed (job searching) 3

Most participants disclosed diagnosed mental health conditions in their immediate
family, specifically parents and / or siblings, with most of the remaining participants
suspecting there would be a diagnosis if those family members had sought treatment.
This reflects the inheritability of mental health disorders, as described in my literature
review. Most participants perceived their social support to be “low” to “moderate” which
confirms the important protective factor of social support in preventing the development

of PTSD that | refer to in my literature review.

Table 3.2: PTSD risk profiles

Family history of diagnosed mental health conditions

N/A 3
Parents 4
Siblings 2

Perceived social support from family, friends and community

Low (0-3) 1
Moderate (4-7) 5
High (8-10) 3

Presence of persistent pain and other physical health challenges

Yes 7
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No 2

The majority of symptoms related to participants’ PTSD or suspected PTSD diagnosis
were somatic symptoms. This may have led to interest in the study, as TSY is perceived

to directly addresses somatic symptoms as described in my literature review.

3.2 Participants’ experience of receiving a PTSD diagnosis

Participants experiences of receiving a diagnosis were mixed. Some had not received a
formal diagnosis, but the healthcare professional referred to PTSD as an explanation for
their symptoms. Some had received a diagnosis but did not receive an explanation of
the diagnosis. Their reactions to these experiences ranged from positive to very

negative.

For participants that suspected they met the diagnostic criteria for PTSD, they had
either not been seeing a healthcare professional or the healthcare professional had not
provided a formal diagnosis, even though PTSD was directly used as a reason for their
symptoms. “I haven't received a formal diagnosis, but | see my psychologist on a
regular basis, and we've discussed the... reasons for the possible PTSD.” (Participant
8).

Some participants were clear that they had received a diagnosis of PTSD. However,
participants appeared to perceive little explanation on the diagnosis. “She didn't actually
explain it. This was my own research that explained it.” (Participant 2). Participant 9

reflected on how she received a diagnosis in writing without further explanation:

“It was just written in her report... So, it was very impersonal with her... But when
| read it in the report, yeah, (describing report): ‘suffering with severe PTSD, and

0

we highly suggest therapy like indefinitely.
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The reactions to receiving a diagnosis ranged widely from fairly positive to neutral and

suicidal ideation.

“Worse than | felt before | went to the clinic, before | went to anybody to try and
seek some help. It became... it came as... Am | ever going to heal one day? ...l
literally asked God to kill me.” (Participant 6).

Importantly, for the participants that experienced the diagnosis as positive, they reported
a positive relationship with their healthcare professional. For the participants that
explained the experience of receiving their diagnosis as mostly negative, they reported

challenges with healthcare practitioners with one perceiving and reporting abuse.

3.3 Participants’ perceptions of their relationships with healthcare professionals

Continuing with the emphasis placed on relationships, participants appeared to choose
a healthcare professional first and then receive treatment, as opposed to choosing

treatment and then a healthcare professional.

The majority of participants were informed by family or friend referrals in making their
choice, this was later reflected in the same approach with alternative and
complementary practitioners. Some participants did not have a choice on their
healthcare professional, such as the participant that visited the local government clinic
and the participant that was admitted to a psychiatric hospital. These participants

perceived significant interpersonal difficulties in these interactions.

Importantly, the first contact seemed particularly important for participants and the
subsequent relationship that was formed with their healthcare professional. As
participant 1 explains: “..it was exactly that. | just liked her. From the moment | met her.
| just resonated with her actual person, if that makes sense.” Participant 3 shared a

similar experience in communicating with her clinical psychologist for the first time:
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“..just from the way she responded to me, and you know, was very

compassionate...she was very, you know, receptive and helpful.”

3.4 Participants’ experience of PTSD treatment

The experiences of PTSD treatment ranged widely from positive and clear, to unsure

and ambiguous and to negative with perceived abuse.

Participants mostly couldn’t provide clarity on what PTSD-specific treatment options
were available to them via their psychologist, nor which treatment option their
psychologist was utilizing. Some referred to a type of talk therapy but could not specify

which modality of talk therapy was being utilised.

The participants that reported clarity on the treatment they were receiving, also reported
a positive relationship with their psychologist as well as effectiveness in treatment.
Specifically “trauma relief counselling” and the "SHIP” method were the two treatment

options via psychologists that were referred to clearly.

A subset of participants reported what they perceived as interpersonal harm, both in
government and private facilities. Participant 6 was the one participant in the study that
attempted to access care via her local government clinic, this was the same clinic that
had diagnosed her with PTSD. She perceived that she was not being believed as

someone struggling with PTSD, and she recounted the following experience:

“I did go into the office to speak to her (the psychologist). She wasn't really
listening because it was... It was like a 10-minute thing and she didn't ask me if
maybe | wanted to come back again for another day. You know, and it felt like it's
that. Let me do with it, and done, and let her go... She never gave me another...
appointment, so | asked her if | can come back another day for the next talk. And

then she said, ‘no, we will call you’, so... Nobody ever called me.”
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Participant 1 explained 2 situations of perceived interpersonal harm by a psychologist
and psychiatrist respectively. She explained the situation with the psychologist as

follows:

“and she eventually took a couch cushion, and she pinned me down with it, held
me down and | don’t know if that was supposed to you know, contain me. And
like just said, you know, say that you were raped. Say that you were raped, say
that you were raped... It was like 1 min we were talking, | suppose | was
avoiding, but she was maybe saying, like, ‘Participant 1 you were raped’, and |
was saying | wasn’t. And the next thing, | had that cushion on me, and she

wouldn't take it off until | said it...”

In describing the very negative interpersonal experience with a treating psychiatrist, she

shared the following;

‘he insisted that | write a comprehensive writing on everything I'd ever
experienced, including the sexual trauma, and he said to me that if | didn't have it

done by the next day he was going to send me to Sterkfontein.” (Participant 1).

A positive and validating relationship with a treating healthcare provider, that is clear on
PTSD-specific treatment appeared to have a positive impact on the participants’

perceptions of PTSD treatment received.

3.5 Participants’ perceptions of pharmacological PTSD treatment

There were limited positive comments made about medication as a treatment option

and experience of it as a treatment option.

Some participants spoke of resistance to taking medication, even when suggested from
their healthcare team. The reasons for this ranged from their perceived sensitivity to

medication, interactions of different medications, and insightfully not believing it would
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resolve the root cause of PTSD.

“She wanted to prescribe medication, because she said, she observed that | was
depressed and she was concerned that | was suicidal. And my response was
that I've always been very sensitive, you know, to taking medications and things
like that. And | also felt like | want to get to the root cause of this. | don't want to

take anything that's going to suppress anything.” (Participant 3)

Family members and their perception of medication also appeared to play a role in
perceptions of pharmacological PTSD treatment. Participant 1 highlighted a salient
event that occurred with her family, where she chose at the advice of her mom and
sister to stop taking medication and then experienced a significantly negative impact on
her mental health thereafter that required her to return to her treating psychiatrist and

resume pharmacological treatment.

“A lot of family resistance to general mental health and medication. So at one
stage between my mom and sister, (I) went onto all the supplements. You know,

obviously the wheels came off six months later.” (Participant 1).

Perceived medication-related trauma also appeared to play a role in the negative
perceptions of pharmacological PTSD treatment options. Participant 5 had witnessed
her mother being hospitalised twice in ways she found traumatic, due to what she
perceived to be an over-diagnosis or incorrect diagnosis of medication, that only
resolved when she was off the medication. Participant 1 explained recurring nightmares
that are reminiscent of psychiatric admissions she had experienced where the

medication she was prescribed left her feeling paralysed and out of control.

“And one of the dreams | have regularly, especially if | have a morning sleep
funny enough, is | can't see properly like I'm drugged and | can't see properly,
and people are always around, and | can't walk, and | know | need to like, | need
to go to the loo, but | can't walk, and | can't see, and everything is blurry, and |

42



wake up from it, and it is the most horrible dream. And | have that regularly...
The only thing I can pin it down to is the medication so far as when they were

playing with it so much in my twenties.” (Participant 1).

Medication for some participants are perceived as causes of pain and not an alleviation

of pain.

3.6 Participants’ financial concerns in accessing PTSD treatment

Treatment consistency with traditional PTSD treatment options, appeared to be affected
by financial accessibility. Even with private medical aid, participants still described
significant challenges in accessing private mental healthcare. “It's the only thing that
hinders my appointments (with my psychologist)... is finances, so medical aid gets

wiped out by two kids so quickly.” (Participant 8).

Additionally, some participants either did not know about the prescribed minimum
benefits (PMBs) that they were entitled to via their medical aid, or had been
unfortunately dissuaded from using the PMB benefit by their treating healthcare

professional.

“I haven't mentioned this to you, and | think this might be a game changer, she
said. You and (mention name) ever want to leave the country... This will be

against your name.” (Participant 8).

There were limited financial concerns raised about alternative and complementary

PTSD treatment options for mental healthcare.

This is an important finding, as all participants that described this challenge in accessing
private mental healthcare, were paying for private medical aid, held post-graduate

qualifications and were either employed or self-employed.
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3.7 Participants’ experiences of alternative and complementary PTSD treatment

In considering alternative or complementary treatment options, participants were drawn
towards approaches that seemed to support them in finding root causes. This is aligned
to the previously mentioned resistance to pharmacological treatment options that they

did not perceive to be resolving the root cause of PTSD.

The approaches participants referred to appeared to centre on biological, spiritual, and

memory or nature-oriented methods.

The reference to biological approaches was interesting in that for the participants this
felt aligned to both resolving the root cause and directly addressing the somatic
symptoms they were experiencing. “Something about that just made me feel like if they

can get down to the real chemistry, the real whatever” (Participant 4).

This perception was further developed by some participants believing that their trauma

had become stored in their body and needed to be released.

“If those emotions, you know, get stored in the body, and if it's not released, it's,
you know it stays there, you start feeling almost like a prisoner in your own
body... you know, wanting very ambitiously wanting to get to the root cause of
this, you know, because | said, | want to, | want to really sort of change the

narrative in my life.” (Participant 3).

“So, I believe that because so much of my stuff is body stuff like when | speak
about my anxiety, very little of it is sitting here. It's in my bones. It feels like it's in

my muscles. It's in my blood.” (Participant 8).

Some participants reported seeking and appreciating spiritual guidance in managing
their PTSD symptoms. This ranged from seeking out and meeting with a form of

spiritual mentor, to active participation in prayer and other spiritual rituals. However,
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there was only one participant that referred to a traditional healer. However this
participant did not feel believed by the local clinic they tried to access treatment from,
and this appeared to also be perceived as disbelief from their family and community.

Therefore when this was suggested by her family, she continued to feel not believed.

“In the black community, if you are diagnosed with stress of some sort, you are
considered bewitched. So, nobody actually wants to listen to you... They will
always tell you they know some... some sangoma somewhere that can help you
with that problem... They (my brothers) referred to a sangoma. So, according to
them, this is a very powerful person. | can't even tell my brothers how [ feel,
because whenever you try — (explaining brothers’ response) ‘no, you refuse
to.... you refuse that we take you to whoever to heal that’. Nobody wants to hear
about post-traumatic stress... And those things | know about stress and know
what it can do to a person. So, | didn't believe in going to a sangoma to heal.”
(Participant 6).

A subsection of participants raised the importance of nature in managing their PTSD
symptoms. In particular, it seemed to provide them a form of escape from difficult
situations and give them space to reflect and think. For those experiencing
gender-based violence perpetrated by a partner, it was described as a physical escape

from an abusive situation.

“‘But what | also found really helpful was being out in nature. | would take like
long walks... | would... just lie to my ex and say, no, | was studying... | would go
to the library, but | would also just go wherever there's park, or it doesn't matter
where it was. As long as there's trees around and just walk, you know. Take long

walks, and being out like that just also helps so much.” (Participant 3).

3.8 Participants’ general experience of yoga
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Some participants had tried yoga, but seemed to struggle with accessing its purported
benefits in managing PTSD symptoms. Some participants found the aspect of mindful
meditation triggering and this experience left them feeling that perhaps they were doing
something wrong. The combination of feeling triggered and critical of themselves, led to
them avoiding the practice completely. This difficulty in remaining present without
trauma-related triggers and flashbacks is aligned to the need for trauma-sensitivity in
yoga, and is explored in the discussion section of my report. “I've done a lot of the
meditation stuff with people that just for some reason, was always triggering me, | don’t

know why. So, | don't even meditate anymore” (Participant 4).

Participant 8 described an experience that she had perceived as frightening and that
had prevented her trying yoga again. In a yoga class, which was not trauma-sensitive

yoga she experienced a strange sensation of feeling choked.

“l had to do some kind of a stretch, and that stretching out felt like | couldn't
breathe, like something had come around me completely like the room went like
black. | was like, I'm going to die’... | was confused that everyone just looked

tranquil, and | felt like I'd just been strangled.” (Participant 8)

There was openness to the modality of TSY from the participants. While most did not
know much about the modality the openness appeared to stem from an assumption that
it would be non-verbal practice that was gentle and completed in a group setting with

other individuals they could relate to, with diagnosed or suspected PTSD.

For the subsection of participants that had taken part in TSY, the feedback was mixed.
Participant 5 felt it had supported her trauma recovery as well as the way she now
teaches yoga herself as a yoga teacher. She was able to provide a practical example of
how holding one’s breath can increase distress, and so she does not instruct her yoga

students to do this.

“l find it fascinating. Because now there's a way that | can practice yoga without
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pain for me and it's simple. It's simple things... one of the things that you can't do
with a person that's already anxious... It's not helpful to hold your breath... I've

adapted my own classes... to not do that.” (Participant 5).

Participant 1 was the participant that perceived and reported the most significant abuse
from both healthcare practitioners and alternative and complementary practitioners;
physical, sexual and emotional abuse was referred to. In her experience of TSY, she

emphasised how helpful TSY was for her to feel in control.

“..It's a safe place, and everything you, everything the environment offers is
completely safe. In the sense | am in control of that space. | can leave at any
time. | can, in any moment that it wasn't sitting well, it would be absolutely
acceptable to leave. | like the idea that if a position did feel helpful, | could just
stay in it if | wanted to. And that thing of having to do the exercises right, or be
the best as far as like doing the exercises right, there’s not that pressure.”

(Participant 1).

However, participant 4 had found the pace and use of trauma-sensitive language
difficult to be present with in TSY. It seemed to be in contradiction with the pace she was
used to in her life, which was frenetic and anxiety-driven. She noted how she is aware
of TSY’s purported benefits but that it did not help her to connect with her body in the
way she hoped it would. She also referred to feeling critical of herself and the practice
when she couldn’t achieve the connection with her body and sense of peace she

thought it would provide.

“I struggled with using gentle language and moving slowly, and that was very
new for me. Now... that does affect the nervous system, apparently. But
sometimes you just need to really slow it down. And | don't do that. Everything
needs to be now, now, now, and finish it now... | guess, for someone that's
completely disconnected from the body... It's very difficult to say, feel your feet
on the floor’ where you can physically feel the feet on the floor... | don't know. Is
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it like an overthinking? But immediately | can't feel what you're asking me to feel,
and then | feel stressed that I'm not feeling what everybody probably is. | mean...

It isn't like comforting.” (Participant 4).

As stated earlier in this report, the main aim of the study was to explore the perceptions
of local PTSD service users on current PTSD treatment options and the awareness and
openness to trauma-sensitive yoga (TSY) as a possible treatment option. The results
have achieved this through the following two objectives: (1) explored the perceptions of
PTSD service users of treatment options and (2) explored the awareness of
trauma-sensitive yoga (TSY) and the possibility of it being a treatment option with PTSD

service users.

In terms of objective 1, participants perceptions of treatment appeared to be influenced
by the relationship they had with their provider. Where there was a good relationship as
perceived by the participants, the treatment appeared to be helpful and clear.

Pharmacological treatment options were mostly viewed in a negative light. All traditional

treatment options appeared hampered by financial accessibility challenges.

For objective 2, there was some awareness from the participants of TSY, however more
general forms of yoga were referred to. There was a demonstrated openness to TSY for
both those that had and that had not experienced it previously. There was however a
concern raised by a participant that presented psychiatric comorbidities that were
perceived to be exacerbated by TSY.

Overall, the results indicate that perceptions of local PTSD service users on current

PTSD treatment options and the awareness and openness to trauma-sensitive yoga

(TSY) as a possible treatment option was explored.

48



CHAPTER FOUR: DISCUSSION

This study explored PTSD service users' perceptions of the treatment they’re receiving
as well as their awareness of trauma-sensitive yoga (TSY) and the possibility of it being
a treatment option. In this section, | will discuss the main themes and how they can be
better understood and linked from current literature, as well as where there are gaps
and therefore indicators of future research that may be needed. These themes are
different from the headings presented in the results section as they are labelled to

describe the discussion findings.

4.1 Self-directed choice of a healthcare professional

The idea of agency in choice of a healthcare professional has been reflected in several
previous studies of mental health care users albeit of different samples (Thomas et al.,
2019). The research participants appeared to actively search out help for their
symptoms, which is an important part of self-directed care. Similarly, in qualitative
research conducted with 15 military veterans receiving PTSD care in USA, participants
were found to directly seek care for the symptoms they were experiencing (Hinton et al.,
2023). Choosing a mental healthcare professional is supported in literature as aligned to
the respect of autonomy, a fundamental principle of biomedical ethics (Rioli et al.,

2020).

In this study for those that were able to choose their provider, it was often based on the
referrals of family members and friends. There is an important social process often

involved in decision-making regarding mental health service access and furthermore, it
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allows a patient to access treatment from someone that has a track record of treating
the specific disorder. Once again these are corroborated by previous studies (Rioli et
al., 2020; Thomas et al., 2019). Research has found that discussing a mental health
condition with another that has lived experience of it allows for the receival of practical
information, extends the options available and supports self-determination by feeling
actively involved in the decision-making (Thomas et al., 2019). In the same earlier cited
qualitative study, veterans were most interested in the services utilised by other
veterans (Hinton et al., 2023). Interestingly, in this study, the Hinton et al (2023) study
and another qualitative study exploring choice of psychologist (Boswell et al., 2024), few
decisions were based on formal research of PTSD treatment. Related to this, in local
qualitative research, it appears that starting a yoga practice was also initiated in similar

ways; via a referral from a sibling or partner (Kahkonen, 2021).

Having the freedom of choice of healthcare professional appears to emerge in several
previous studies, with importance placed on ability to choose, and the perceived
personal qualities of healthcare professionals (Barnett et al., 2008). While older
research, it is still valuable to note that previous UK-based qualitative research found
that participants’ expressed positive sentiment to being able to choose their healthcare
professional (Barnett et al., 2008). The Barnett et al. (2008) UK based study found that
participants chose their healthcare professional on criteria that were not only medical
criteria, but also personal qualities of the provider such as demeanour and interpersonal
warmth. This is aligned to comments made by the participants, where qualities such as
warmth and availability were perceived positively. It appears that the perception
regarding the availability of choice does impact a good provider-patient relationship.
However, this was specifically within the context of GP referrals to specialists, and not
the first point of contact provider choice. Furthermore, in contexts where there is
freedom of choice, such as in the Netherlands, earlier qualitative data indicates
challenges in utilising information such as provider performance to choose a healthcare
professional (Ketelaar, 2015). Nevertheless there is a psychological component to
choice, which essentially supports the notion that one is likely to report more satisfaction
with the goods and services that they themselves chose (Rice, 2001).
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Involuntary psychiatric care, where choice of healthcare professional is unlikely to occur,
has been shown in other qualitative studies to be experienced differently by patients
(Seed et al., 2016). Positive perceptions were seen to be influenced by actual or
perceived person-centred care and empowering care (Seed et al., 2016). It is therefore
unsurprising that for those research participants that were not able to choose their
healthcare professional (local state care, psychiatric admission) and that then perceived
interpersonal harm and not patient-centred care with these same providers, there were
more reports of negative relational experiences and a worsening of symptoms. For both
research participants, in being unable to choose their initial healthcare providers and
experiencing subsequent treatment they felt to be unhelpful and harmful, it appears that
they continued to navigate the health system until they found their way to the
appropriate professional. This is unfortunate and has delayed appropriate treatment for
both.

4.2 Participants’ experience of receiving a PTSD diagnosis and PTSD treatment

In discussing perceptions of the treatment they’re receiving, a number of the research
participants spoke about receiving treatment for suspected PTSD but not having
received a formal diagnosis. Furthermore, those that had received a diagnosis did not
always appear to receive an adequate explanation of the diagnosis by healthcare

professionals, with some completing their own research on the diagnosis.

For this sample it appeared that ample opportunity was provided to discuss trauma, and
PTSD symptoms yet few diagnoses of PTSD were received. This is in contrast with
qualitative research conducted in Finland, where service users perceived not being
asked about trauma and wanting to be (Campodonico et al., 2022). Furthermore, in
local qualitative research conducted with providers on the psychological management of
rape survivors, it was clear that they understood the PTSD diagnostic criteria and

related assessment, and that the diagnosis was given before delivering PTSD treatment
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(Sepeng et al., 2019). It is unclear from this sample why PTSD diagnoses were

perceived to not be provided despite seeming to receive treatment for PTSD.

Nevertheless, | will explore this through the support of available, relevant literature
below. There are few African based qualitative studies exploring the above themes for

comparability.

PTSD is recognized in the literature as being significantly underdiagnosed; with
individuals often struggling for years with PTSD and related comorbidities before a
formal PTSD diagnosis occurs (Davis et al., 2023). In USA-based primary care settings,
it was found that only 2% - 11% of patients with PTSD had the diagnosis written down in
their medical record, and less than half of these patients received treatment for PTSD
(Meltzer et al., 2012). However, these patients did receive some form of general mental
health treatment such as a SSRI or a visit with a mental health care professional
(Meltzer et al., 2012). This was true of this sample. Very few of the participants could
appropriately identify a formal diagnosis received, nor the treatment they were receiving
and its specificity for PTSD. It appears that many patients with PTSD are more regularly
diagnosed and treated for general symptoms of depression or anxiety (Meltzer et al.,
2012).

The perceived poor rates of PTSD diagnoses in this sample is concerning. A diagnosis
is an important first step in receiving the correct treatment for a mental health challenge.
Diagnostic labels carry authoritative weight and offer permission for individuals to have
their specific challenge taken seriously and receive the correct, evidence-based
treatment for PTSD (Dauvis et al., 2023; Petersen et al., 2023). When PTSD service
users are treated insufficiently for PTSD, it can result in only partially treated PTSD
which still presents with clinically meaningful symptoms and places them at further risk
of suicide (Meltzer et al., 2012). In support of this, two of the participants that had both
received a formal PTSD diagnosis and felt that they had received PTSD-specific

treatment, reported effectiveness of the treatment.
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4.2.1 Possible reasons for perceived inadequate PTSD diagnoses

One explanation often provided for this in the sub-Saharan Africa context is poor
funding of mental health services in healthcare (Ntlantsana et al., 2022). Of our national
health budget in South Africa, 5% is spent on mental health, with the significant majority
spent on inpatient care (Ntlantsana et al., 2022). In Gauteng specifically, it was reported
that only ZAR1.4 billion (3.5% of the Gauteng Province health budget) was allocated to
mental health in Gauteng for the 2017/18 financial year (Robertson, Janse van
Rensburg, et al., 2018). The WHO recommends a figure of 5% (Robertson, Janse van
Rensburg, et al., 2018). This has resulted in very limited access to and shortages of
trained, professional mental health care staff; which is well-known to create a barrier to
PTSD diagnosis and treatment (Booysen & Kagee, 2021; Meltzer et al., 2012; Ntlantsana et
al., 2022).

While this might be true, and is reflective of the one participant who accessed state care
and felt rushed through the appointment, the majority of this sample accessed

dedicated, private mental healthcare.

This sample funded mental healthcare either out of pocket or via their medical aid as
described in chapter two. To the best of my knowledge, other qualitative research
exploring limited access to mental healthcare with private mental healthcare users in

South Africa does not exist.

Another reason offered for the poor identification of PTSD is that patients may choose
instead to consult traditional healers due to spiritual and cultural beliefs that inform their
perspective of mental health challenges (Ntlantsana et al., 2022). This again was not

true of this sample, with none of the participants consulting traditional healers.

However it is important to note that one of the participants was urged and then subtly
pressured to visit a traditional healer by her family members. In a Johannesburg study

at two psychiatric facilities, it was found that 47% of patients sought mental healthcare
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from traditional healers (Galvin et al., 2023). In this study it appeared that believing
mental health challenges were a form of bewitchment led to this choice (Galvin et al.,
2023). In the present study, this was confirmed by the participant who was urged to see
a traditional healer. She mentioned several times that her mental health challenges
were perceived as being bewitched by her family and community. She did not agree

with this, and therefore did not seek out the traditional healer her family referred her to.

Similarly in a Durban-based study with hospital in patients with a history of psychiatric
admissions, it was found that a family belief in traditional healers may cause patients to
see a traditional healer but with perceived little improvement in condition (Mlay et al.,
2024). The participant above referred to this, as she did not believe a traditional healer

would be able to help her.

It may be for the same reasons above that there could have been an underreporting of
this phenomenon in this sample. | explored approaches they did make use of, and not

those that were suggested to them or those they chose not to make use of.

Competency of the healthcare professionals to accurately identify PTSD is also
considered problematic. It appears that PTSD with its complex symptomatology and
extensive comorbidities and the general lack of trauma-awareness, can make a specific
diagnosis elusive (Davis et al., 2023). Some participants in this sample spoke of their
healthcare professional referring to post-traumatic stress, trauma and PTSD as the
source of their difficulties, but did not provide a formal diagnosis. Some participants

could not accurately identify the PTSD-specific treatment they were receiving.

A further explanation in literature for the poor diagnosis rates of PTSD is that some
healthcare professionals may fear that the stigma of a diagnosis could exacerbate

mental health symptoms and lead to discrimination (Meltzer et al., 2012).

Healthcare professionals concerns of stigma-related diagnoses, may be true in this
sample. As one participant explained:
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“No, he (clinical psychologist) tries not to just throw diagnosis around...”
(Participant 4)

However, research has shown that patients appropriately diagnosed were more likely to
be treated and that the appropriate recognition and validation of mental illness had a
positive effect on patient psychopathology and social functioning (Meltzer et al., 2012).
Aligned to this, the same participant quoted above (while she stated she was
appreciative of this approach), is unsure of the effectiveness of her treatment and has

considered sourcing an alternative healthcare professional for her suspected PTSD.

Another important possibility for what is perceived by the participants to be low rates of
PTSD diagnosis, may lie in findings of a qualitative study conducted in the USA with
mental health clinicians (Paul, 2024). It was found that when presented with two case
studies that were identical except for one being a veteran and another a civilian, the
clinicians were less likely to lean toward a PTSD diagnosis for the civilian. There
appears to be implicit biases at play in diagnosing veterans with PTSD, and less so with
civilians. As this research only explored the perspectives of PTSD service users, it is

uncertain if this was occurring in the minds of the healthcare professionals.

Further supporting the importance of an accurate and timely PTSD diagnosis from a
broader public health perspective, it appears that once a PTSD diagnosis is received
and PTSD-specific treatment ensues, healthcare costs reduce over time (Davis et al.,
2023).

Misdiagnosis, or no diagnosis can cause further damage to treatment received by PTSD
service-users in that it limits or eliminates conversations about appropriate treatment
options. Logically, a patient is severely limited in discussing treatment if they haven’t

received a diagnosis that informs discussions about appropriate treatment.
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4.2.2 Perceived low levels of shared decision-making in PTSD treatment

Research has consistently shown the importance and benefit of involving mental health
service users in decisions about their treatment (Thomas et al., 2019). It is not only an
ethical imperative, but it appears to improve treatment adherence and health outcomes
(Thomas et al., 2019).

Shared decision-making is described as a process where providers and patients work
together to select appropriate tests, treatments, management or support packages
based on both academic evidence and the patient’s informed preferences (Slade,
2017). This process includes decision support counselling and ensuring that the

patients preferences are informed, recorded and implemented (Slade, 2017).

Strikingly, no research participant referred to shared decision-making in receiving PTSD
treatment. However, this is not unique to this sample. It appears that clinician-led
decision making is pronounced in treatment-related decisions (Slade, 2017). A
Community Mental Health study conducted in England found that only 42% fully agreed
with the statement “have you agreed with someone from the National Health Service
(NHS) mental health services what care you will receive?”, and only 55% fully agreed
with “were you involved as much as you wanted to be in deciding what treatments or
therapies to use?” (Slade, 2017). Additionally, in the previously cited qualitative
research in USA there were participants who noted their providers being committed to
approaches that they didn’t necessarily see nor understand the value in (Hinton et al.,
2023). The United Kingdom’s (UK) National Institute for Health and Care Excellence
(NICE) guidelines now indicate that provision of PTSD treatment options and
information, along with patient preferences is a vital process in PTSD treatment
decision-making (NICE, 2018).

However, there are challenges with this approach where decision-making is not
adequately supported. In the previously cited qualitative research in USA, it was found

that the veterans receiving treatment for PTSD were either unsure of or uninterested in
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the mechanics of the treatment they were to receive (Hinton et al., 2023). This is further
confirmed by an earlier USA-based qualitative research, where participants were unsure

of the options that would be best for them (Eisenman et al., 2008).

The aspect of informed choice is vital. For those patients interested in shared
decision-making locally, this is a missed opportunity. This sample fits several of the
demographics of those patients most interested in participating in their treatment
decision-making; higher levels of education, lower treatment satisfaction, and being of
female gender (Slade, 2017). Some fit even further categories of involuntary treatment,

negative attitudes toward medication and younger in age (Slade, 2017).

Healthcare professionals may fear discussing treatment options with patients and
utilizing shared decision-making, as they may feel PTSD service users’ decision making
capacity and insight is limited (Slade, 2017; Thomas et al., 2019). However,
reassuringly there are proven strategies in literature to mitigate this challenge, such as
psychoeducation, decision support tools and supported decision-making approaches
(Hinton et al., 2023; Swift et al., 2017; Thomas et al., 2019). This is also aligned to the
changes currently occurring in mental health systems, where there is a greater
emphasis on community-based services with patients influenced by self-determination
and empowerment (Slade, 2017). Some patients expect to be actively involved in
treatment decisions, and the literature on health outcomes of this confirms that they
should be (Slade, 2017).

4.2.3 Perceived low levels of evidence-based PTSD treatment approaches

The Health Professionals Council of South Africa (HPCSA) requires that importance is
placed on the utilisation of established scientific knowledge (HPCSA, 2006). However,
two PTSD treatment options referred to clearly by participants; the “SHIP” method and
trauma relief counselling, are not considered the gold standard in literature in treating
PTSD.
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The perceived low levels of evidence-based PTSD treatments in use has been noted in
local literature and has been blamed on difficulty in choosing an intervention; with
confusion on methods, duration, and administration (Kagee et al., 2022; Ntlantsana et
al., 2022; Sorsdahl et al., 2023; Sripada et al., 2019). Additionally, as previously
mentioned there can be misconceptions of treating comorbid PTSD and depression
(Simon, 2021).

The range of challenges presented in local literature may also be what is hampering
clinicians’ confidence in shared decision-making on treatment options, with PTSD

service users.

4.2.4 Perceived interpersonal harm of mental health patients in PTSD treatment

It was concerning to hear of cases of perceived interpersonal harm by healthcare

professionals on PTSD service users.

At the one end of the scale a research participant, that accessed state care, felt
dismissed and rejected for services despite active suicidal ideation and planning. This
appears to be broader than simply the treating psychologist. This research participant
described feeling that all the healthcare professionals she engaged with at the clinic
thought she was acting or wanting to be pitied. This experience of not feeling believed
nor feeling that they were treated compassionately and warmly, was further supported
by another participant that had to access state care through a legal proceeding. In
support of this perception of negative interpersonal experiences that are broader than
simply the treating healthcare professional, Kigozi-Male et al. (2023), found that a
significant proportion of nurses have a stigmatizing attitude towards mental health

patients.

These perceived experiences of interpersonal harm with service providers, while similar
to other qualitative research in this area, seem to be shared with stronger terms and

language in this sample. In a local qualitative study of parents of children who had
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experienced trauma, significant barriers in accessing care were spoken about
(Williamson et al., 2017). Specifically the treatment was either not available in the area,
was too expensive or follow-up appointments were not well coordinated (Williamson et
al., 2017). This sample did not generally perceive their experiences to be due to low
levels of competence or unavailability of professionals as in other qualitative research,
but rather direct neglect or intentional harm of the professionals they came into contact
with.

There are known to be challenges with PTSD service users behaviour, cognitive
functioning and peripheral memory that can affect the perception of their credibility
(Colbourne, 2021). Additionally, cross-cultural communication can add to incorrect
assumptions being made by the healthcare professional regarding what is true and what
is not (Colbourne, 2021). Those struggling with PTSD are often found to blame
themselves for the trauma they’ve experienced, and therefore not feeling believed nor
supported is a particularly harmful experience for this population (Howell, 2019).
Trauma-informed care is embodied by being deeply aware of this, and working towards

responding to the PTSD service users’ needs as stated by them (Ellis, 2020).

When an individual is unwell, they are considered vulnerable and dependent on ethical
care (Dhai, 2018). Ethical healthcare is founded on the values of compassion,
competency, autonomy and a respect for fundamental human rights (Dhai, 2018). As
echoed in other qualitative research, PTSD service users need to feel listened to,
supported and understood and that this was often reflective of better perceptions of
treatment (Hinton et al., 2023).

For one of the participants, describing the event of being pinned down under a cushion
and being asked to recall the description of a sexual assault by a psychologist was
perceived as deeply harmful. This was echoed in other qualitative research where a
subset of participants felt that some treatment processed increased their anxiety and

prevented their engagement with PTSD treatment (Hinton et al., 2023).
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The HPCSA as the regulator for all registered healthcare professionals, is required to
protect patients such as this from negligent, unscrupulous, unethical or impaired
professionals (HPCSA, 2006; Kirkcaldy et al., 2020).To the best of my knowledge there
are no relevant and recent journal articles on mental health malpractice in South Africa.
| was surprised by this given the small size of this qualitative sample, the recent Life
Esidimeni (LE) tragedy and the descriptions of perceived interpersonal harm | was

hearing.

The LE tragedy occurred as a result of Gauteng Department of Health rushing to
transfer 2000+ mentally ill patients to ill-equipped and unlicensed non-governmental
organisations (NGOs) after terminating its contract with the specialised facility, Life
Esidemeni (Ferlito & Dhai, 2018). This has resulted in 140+ deaths, and immense harm

to family members of the victims (Ferlito & Dhai, 2018).

The lack of mental health malpractice research was further illuminated by attorneys that
specialize in this area. They confirmed that mental health malpractice is common but
many malpractice claims are not pursued in mental healthcare as there is continued
stigma associated with mental illness and low norms and expectations of local mental
healthcare (DSC Attorneys, 2024). The participant that experienced the perceived
interpersonal harm by a psychologist, had a history of not feeling believed, as well as a
previous case of perceived interpersonal harm from a treating psychiatrist. This may
mean that she had a reinforced low expectation of mental healthcare and did not

anticipate that her report would be believed.

While other qualitative research has found PTSD service-users occasionally refer to
hindering their own treatment (Hinton et al., 2023), this contrasted my findings.
Participants in this study did not perceive themselves to be hindering their own

treatment.
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4.3 Participants’ perceptions of pharmacological PTSD treatment

Several participants described refusing pharmacological treatment or finding this
treatment approach challenging. However, this is not unique to this sample. Medication
refusal and non-compliance have been found with other PTSD service users (Wahbeh
et al., 2018). One study in the USA found that 4.8% of patients did not start their
pharmacological treatment regime, and a further 12.2% stopped taking it within 6

months (Srimongkon et al., 2018).

In a qualitative study of Latino-identifying patients, it was found that there was a strong
preference for wanting to talk to somebody as opposed to taking medication (Eisenman
et al., 2008). This is aligned to my findings, where participants expressed a preference
for interventions such as counselling, believing that this would help them get to the root
cause of their PTSD challenges. This too is reflected elsewhere in literature as a reason
for PTSD service users not commencing or not adhering to pharmacological treatment
(Srimongkon et al., 2018; Swift et al., 2017).

Research participants often alluded to not wanting to rely on medication. A previously
cited USA-based qualitative research with a military sample also found similar
resistance with a participant feeling that more questions needed to be asked before
medication was prescribed (Hinton et al., 2023). In general, the literature shows that

PTSD service users prefer psychological treatment options (Swift et al., 2017).

There were several participants that appeared to be suspicious of biomedicine, in that
they expressed a preference for “natural” treatment options. It appears that
complementary and alternative medicine users are at higher risk of pharmacological
treatment refusal or nonadherence (Z6rgé et al., 2020). There is a perception that this
treatment approach is anti-natural and potentially toxic. This philosophical incongruence
is enough for pharmacological treatment to not be considered seriously, and low levels

of patient-centred care and shared decision-making may compound this challenge.
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Patients that do not start or discontinue pharmacological treatment, often report
concerns about adverse drug reactions or that they didn’t find it was helping
(Srimongkon et al., 2018). This was echoed by participants, who were mostly wary of
the effectiveness of taking medication for PTSD. This is aligned to previously cited
literature; there is inconsistent evidence for pharmacological PTSD treatment options
(Bryant, 2019).

Some participants had also experienced medication-related trauma that significantly
impacted their view of pharmacological treatment for mental health in general. As
examples, there were descriptions of mind-altering experiences perceived as scary and
witnessing family members experience adverse health outcomes as a result of incorrect
pharmacological dosage. This is also reflected in the literature as having a lasting effect
on one’s perception of medication and requires trauma sensitivity on the part of the

treating healthcare professional (Srimongkon et al., 2018).

While the literature also mentions concerns over cost and availability as reasons for
pharmacological treatment refusal or nonadherence (Swift et al., 2017), this was in
contrast of my findings. This sample appeared to be concerned over the true
effectiveness of medication for PTSD and their preference for psychological treatment
that is perceived to be more meaningful and effective at addressing the root cause of
PTSD challenges.

Lastly, there appears to be an association with pharmacological treatment refusal and
social anxiety disorder and panic disorder (Swift et al., 2017). A number of participants

spoke about related symptoms.

4.4 Participants’ financial concerns in accessing psychological PTSD treatment

Private healthcare enjoys most of the healthcare expenditure in South Africa, and 81%
of that spending is through medical aid schemes (Mngadi et al., 2019). As described in

chapter two, this is particularly prevalent in Johannesburg.
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It appears that for many of the participants mental healthcare is an out of pocket (OOP)
expense, even if they are members of a medical aid scheme. This is not unique to
South Africa. In many countries, OOP payments account for a large part of total mental
healthcare spending (Matsa, 2023). Research participants mostly accessed PTSD or
suspected PTSD treatment privately through their own or their family’s funds. It is a
significant expense that they sometimes choose not to prioritize over other competing
priorities, such as basic needs of their children. This is aligned to research that shows
similar families spend approximately 10% of their household income on healthcare
(Matsa, 2023).

Direct, OOP expenses, such as what is occurring with these participants, is a regressive
form of health financing which penalizes those least able to afford care (Chisholm et al.,
2020). Strikingly, several of these participants with diagnosed mental health conditions,
including PTSD, have not been able to access treatment due to these financial barriers.
This is confirmed with a large study across five LMIC countries, where the mental health
service costs in South Africa were 5 times the cost of the cheapest, and at least double
the second most expensive (Chisholm et al., 2020). The other four countries were
Ethiopia, India, Nepal and Uganda (Chisholm et al., 2020). Outpatient costs, as incurred
by these participants, drove most of the financial burden in this study (Chisholm et al.,
2020).Similarly, a Western Cape study found that a significant amount of the OOP spent
for patients struggling with depression was spent on private provider consultations
(Mutyambizi-Mafunda et al., 2023). Furthermore, patients in urban settings and those
with higher educational attainment such as these participants, incurred higher OOP

expenses (Mutyambizi-Mafunda et al., 2023).

For the research participants that are members of a medical aid scheme, they are
entitled to apply for and where granted, receive prescribed minimum benefits (Mngadi et
al., 2019). PMB’s were introduced to ensure there is a minimum level of care for any
medical scheme member, regardless of plan or healthcare savings available (Mngadi et
al., 2019). Unfortunately this is mostly centred on hospital care with limited outpatient
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services covered (Hattingh, 2019; Robertson, Chiliza. Bonginkosi, et al., 2018). Mental
health care unfortunately receives significantly less coverage than physical healthcare,
with more deductibles, higher co-payments, and lower caps on treatment (Matsa, 2023).
This confirms why research participants, whether members of a medical aid scheme or
not, may still be incurring high OOP expenses to access mental healthcare for PTSD or
suspected PTSD.

“Acute stress disorder accompanied by recent significant trauma, including physical or
sexual abuse” is a PMB condition that can result in 12 outpatient psychotherapy /
counselling contacts (Council for Medical Schemes, 2024). This is also aligned to the
Diagnostics and Statistical Manual, fifth edition (DSM-V) (Moore, 2022). However, this
would require receiving a diagnosis and related evidence-based treatment, which this
research has already shown to be problematic for PTSD service users. This may
explain, where relevant, why research participants have not been able to access this
benefit. In two cases, treating psychologists were not perceived to support the process.
The one was not told about PMBs despite receiving a PTSD diagnosis, and another
was dissuaded from applying due to the concern over immigration challenges it may

pose for the research participant in the future.

There is recognition globally, emphasized by the WHO, that mental health patients
should be able to access effective and affordable mental health services (Chisholm et
al., 2020). The prevailing vision for this is for mental health to be integrated into public
primary care (Chisholm et al., 2020). However this is not occurring at sufficient speed
and cover in the public sector, and the private sector continues to prioritize
hospital-centric mental healthcare through its plans and PMB process. There is a divide
between best practice and what is occurring in practice, leaving PTSD service-users in
private mental health contexts, such as my participants with significant financial

challenges in accessing community-based, outpatient treatment and care.

4.5 Participants’ experiences of alternative and complementary PTSD treatment
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Literature shows patients generally rate the usefulness of both traditional treatment and
alternative and complementary therapy (ACT) similarly and actively pursue ACT for
mental health challenges (De Jonge et al., 2018; Zingela et al., 2018). In support of this,
all research participants utilised ACT for PTSD or suspected PTSD. This further
confirms the findings cited earlier in my literature review, that locally there is a shift to
more creative, community based approaches that include self-help and peer support
(Sorsdahl et al., 2023; Vergunst, 2018).

As found in this sample where participants spoke about ACT treatment approaches
aligned to biology, the mind-body link and spirituality; a systematic review reflected that
biological-based therapies, faith-based healing methods and mind-body therapies are
the most common forms of ACT utilized in Sub-Saharan Africa (James et al., 2018). A
key pull factor found in this systematic review and in other research was ACT being
considered natural and safe compared to traditional treatment (Ireland-Coetser, 2018;
James et al., 2018), this was reflected by one of the research participants too. However,
it may also be related to local qualitative research cited earlier in this paper that in
discovering insufficient mental health support, patients utilised alternative approaches

such as spirituality (Mavundla & Zungu, 2020).

In contrast with my findings, other local qualitative research, found that traditional
treatment in the form of counselling was perceived to be of little help or be seen as a

sign of weakness and therefore ACT is actively pursued (Christie et al., 2020).

Nevertheless, while financial barriers to traditional treatment were mentioned
consistently, there was no such mention for ACT for PTSD, including yoga. Research
has found that the low cost and flexibility of payment of ACT services may be the
reason for this (Berhe et al., 2024; James et al., 2018).

PTSD and suspected PTSD were reported by research participants in quite visceral,
and obvious body sensations and the later interest in and choice of biological
approaches appears to match this.
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Somatic symptoms have been found to be a significant concern in a variety of
traumatized populations, such as refugees and war veterans (Moore, 2022; Schlechter
et al., 2023). Somatic symptoms seem to emerge more in those struggling with PTSD
compared to those without, with the former feeling out of control of these (Carmassi et
al., 2021; Poulsen et al., 2018). Different patterns of somatic symptoms appear to be
associated with different PTSD symptom clusters (Schlechter et al., 2023). As an
example, there is a connection that has been found between having nightmares and
musculoskeletal pain (Kratzer et al., 2022). This is in keeping with previously cited
literature that linked explanation of emotional states to somatic descriptors in
sub-Saharan Africa (Bovey et al., 2024). Hyperarousal however appears to have the
largest association with somatic symptoms (Kratzer et al., 2022). This is reflective of this
sample that mentioned a significant amount of symptoms associated with social anxiety

and hypervigilance.

In a study conducted with war veterans, it was found that ACTs were often used for
relieving musculoskeletal pain, anxiety and insomnia (Alt, 2018). Meditation, relaxation
and yoga were the three ACT’s most commonly referred to (Alt, 2018). This appears to
reflect findings in civilian populations too (Alt, 2018). Therefore it would make sense that
literature is finding interventions that effectively target the link between psychological
symptoms and somatic symptoms, helpful for PTSD patients (Kratzer et al., 2022;
Poulsen et al., 2018). These ACT’s could be helping PTSD patients learn distress
tolerance and acceptance, lessening the overwhelming and disabling nature of PTSD
symptoms and enabling more bodily control of them (Kratzer et al., 2022; Poulsen et al.,
2018).

Furthermore, these ACT’s rooted in biological approaches and body-based sensations,
appear to target the day-to-day problems and experiences of PTSD patients directly and
clearly, making it perhaps seem the reasons for seeking treatment are being met
(Cloitre et al., 2010). This is supported in other qualitative research conducted at a
residential facility where a participant described how helpful they found working with
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their body as opposed to trying to figure out their PTSD-related challenges cognitively
(Mefodeva et al., 2023).

These results are in contrast to the perceived lack of clarity between PTSD diagnosis
and treatment presented earlier in this research report. This is important because there
are still multiple concerns over the existence of PTSD symptoms once traditional

treatment has been completed (Moore, 2022).

In turning towards spiritual wellbeing, PTSD is often thought to be experienced
alongside and with broader, values-related challenges such as spiritual distress and
moral injury; violation of deeply held beliefs on right or wrong (Smothers & Koenig, 2018).
Locally, it has been found that there are deeply held beliefs on spiritual reasons causing
traumatic experiences (Thompson-Assan & Ally, 2024). Local qualitative research

conducted with young South Africans also reflected this (Hiller et al., 2017).

Trauma by its nature is a significant life event, and when perpetrated by others such as
intimate partners in this research sample, it makes sense that this was experienced as a
moral injury and cause one to want to understand the meaning of it. One participant in
particular spoke of trying to understand what was causing cycles of abuse and the

desire to change the narrative of her life.

Research participants spoke about their spiritual approaches to PTSD symptom
management as either the support and guidance of a spiritual mentor or spiritual
practices such as symbol-wearing, praying and listening to faith-oriented music. This
aligned to their spiritual views, whether evolving or already established and as other
research shows, was a clear attractor to this form of ACT (James et al., 2018). This is
again aligned to qualitative research locally, where support from members of their
Church, prayer and the use of religious beliefs in making meaning of the trauma were
deemed helpful (Christie et al., 2020; Hiller et al., 2017).
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The spiritual mentors appeared to fulfil roles of counselor, prayer-provider and
meaning-maker of traumatic experiences. Spiritual practices appeared to have a more
direct effect on symptom management; wearing a symbol, reading religious text or
engaging in prayer or music were described as ways to directly interrupt symptoms

such as fear, flashbacks and thought rumination.

The one participant in the research study that had a recent suicide attempted did not
speak about any form of spiritual guidance or practice. Furthermore, she had decided
not to pursue the spiritual guidance offered by her family in the form of a traditional
healer. This is aligned to research that illustrated the important link between a
relationship with a higher power, existential well-being, and suicide risk (Florez et al.,
2018; Harris et al., 2018). Again, echoed by a large body of research that suggests a
link between spiritual distress and the maintenance of PTSD symptoms (Harris et al.,
2018). This same participant repeatedly referred to topics of hopelessness and

purposelessness.

Traditional treatment in this sample did not appear to take spirituality into account. One
participant spoke about her lay counselor including a spiritual approach and practice
which she found very helpful. This is however changing internationally as more research
is published. The NICE guidelines in the United Kingdom state the need for a holistic

view of PTSD service users in diagnosis and treatment (NICE, 2018).

It is important to note that religious well-being is not the same as existential well-being
(Florez et al., 2018). Identifying with a particular religion does not serve the same
protective function as spiritual wellbeing in the sense of direction and purpose (Florez et
al., 2018). This was reflected by a participant in this sample that was strongly attached
to and integrated into a religious institution yet continued to struggle significantly with

PTSD symptoms.

At this point it is worth mentioning the unique opportunity for yoga as a PTSD treatment
option here. Locally, Kundalini yoga was found in a qualitative study to support
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participants in deepening their spiritual faith or simply being more connected to the
spiritual world (Morrison & Dwarika, 2022). However, it's important to bear in mind that
the initial impression of yoga has been found in another local qualitative study to either
not represent spirituality at all or to mirror someone else’s religion and this delays
interest in it (Kahkonen, 2021). Kundalini yoga in particular was viewed with suspicion

due to the misconception of the religious nature of it (Kahkonen, 2021).

There is an interesting link between PTSD, memories and choosing an ACT. Brains
affected by PTSD have been found to struggle with the interlinking functions of the
amygdala, prefrontal cortex and hippocampus, the latter playing an integral role in
memory (Schutterle, 2021). This means that that these individual can find it immensely
challenging to differentiate between real, perceived and imagined threats (Schutterle,
2021). The challenge with memories is supportive of the research participants'
explanations surrounding memory, and struggling to reconcile what has happened to
them. The dysregulating nature of traumatic memories (Dunn et al., 2023), was
described in this way by the participants. For several of them it has influenced their
choice of ACT, and reflections on what has been most helpful or unhelpful about the
ACT(s) chosen. It was interesting to find this topic come up in ACT, but not in traditional
treatment approaches. One participant in this study described an approach in traditional
treatment that may have directly considered traumatic memories: trauma relief

counselling.

Interestingly, none of the research participants spoke of psychedelics and the
processing of traumatic memories, despite this being a fast-growing field in research
(Schutterle, 2021).

Lastly, nature as an ACT treatment approach played an important role in PTSD
symptom management for the research participants. This was mostly done in solitude
and involved walking and the perception of being away from stressors. In a qualitative

study conducted with Kundalini yoga practitioners in South Africa, the importance of
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such a quiet space was reflected in the reasons why they enjoyed the yoga practice
(Morrison & Dwarika, 2022).

However, nature itself has some important qualities. Being in nature is known to
engender soft fascination, which reduces stress-related symptoms and improves mood
(Knaust et al., 2022; Poulsen et al., 2018). The mechanism for this is thought to be the
distracting, redirecting of attention and immersive qualities of being in nature (Knaust et
al., 2022). A study done on nature based therapy (NBT) with veterans spoke about how
this made them feel more calm and made it easier to be in relationship with others
(Poulsen et al., 2018). This mirrors the experience of two participants that referred to
ongoing intimate partner violence, and that they also reported feeling supported in

nature-oriented practices during this time.

Furthermore, the same study showed how an improved sense of autonomy, the creation
of a new identity and imagining a better future was supported by this intervention
(James et al., 2018; Poulsen et al., 2018). The same two participants described above
have both left their respective romantic partnerships since their use of a nature-based

approach in ACT.

PTSD service users also appear to be in more control in such approaches, choosing
where they walk and the pace at which they walk. This greater freedom and ownership
in their healthcare choices is in contrast to the generally hospital-centric and
clinician-led approaches experienced by many of them in traditional treatment (James et
al., 2018; Poulsen et al., 2018).

4.6 Participants’ general experience of yoga

There was awareness for most participants of yoga and some had tried it. In Africa, it is
a practice that has gradually been building (Ismail, 2019). Its use particularly for mental
health has been traced to Rwanda, Somalia, Uganda and eastern Congo and broader

use of it in Zimbabwe, Ethiopia, Kenya, Angola and Sudan (Ismail, 2019; Matsuba &
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Williams, 2020). In South Africa it has become a practice within prisons too (Ismail,
2019). There is unfortunately however, to the best of my knowledge, a paucity of
literature pertaining to the number of yoga practitioners and exposure of the general
population to yoga in South Africa. Nevertheless, as a long time South African yoga
practitioner, | am aware of and have practiced at a number of yoga studios in most of
the large South African cities. My personal practice has included where this study was
conducted, in Johannesburg. Several of the large commercial gym franchises in South
Africa such as Virgin Active and Planet Fitness have a regular timetable of yoga classes
offered. | have attended the International Yoga Day celebrations in Johannesburg each
year, and in 2023 our deputy president Paul Mashatile attended this too with a keynote
address. Anecdotally, it appears that yoga is increasingly recognized in most of the

major urban areas in South Africa.

Unfortunately for several participants that had tried yoga, they recalled negative
experiences with it. It's important to remember that these are PTSD service users with
either diagnosed or suspected PTSD. In a local study conducted with sexual violence
survivors, it was found that there were negative reactions to both general exercise and
yoga (Duma, 2019). These were listed as trauma-related triggers such as smell, sight,
hyperventilation, increased heart rate and awareness of one’s body (Duma, 2019). This
is reminiscent of several research participants’ experiences too, where trauma triggers

during the practice arose such as a perceived struggle to breathe.

Furthermore, there were comments made by research participants, specifically on the
challenge of engaging in mindful meditation, considered a core practice in yoga. Mindful
meditation can be particularly challenging for trauma survivors; with reports of traumatic
flashbacks (Moimas, 2018). This is in contrast with the local qualitative study conducted
with Kundalini yoga practitioners that identified as trauma survivors, where mindful
meditation was spoken about positively (Morrison & Dwarika, 2022). One possible
explanation for this is that these were more experienced yoga practitioners compared to
this sample, and they may have perhaps already overcome some of the initial
challenges trauma survivors face with the practice.
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Literature does appear to document the challenges of trauma survivors in engaging with
the practice of yoga, including how different traumatic experiences can call for different
adaptations of the practice (Zaccari et al., 2022). It is for this reason that
trauma-sensitive yoga (TSY) has been pioneered as a way for yoga to be practiced
safely for PTSD service users (Kelly et al., 2021; Uysal, 2022).

For research participants that had attended TSY classes specifically, several found
great benefit in it as PTSD service users. They spoke to the perceived safety and
autonomy that the practice engendered for them. This is reflective of other qualitative
research with PTSD service users, where a sense of safety was important in
effectiveness of treatment and in attending treatment consistently, as well as the
systematic review that considered the facilitators of the uptake of yoga for trauma
survivors (English et al., 2022b; Hinton et al., 2023; Mefodeva et al., 2023).

One participant also referred to enjoying it as a personal practice that was not about

perfecting the practice. This puts TSY in contrast with the experience of Kundalini yoga
practitioners interviewed in a local qualitative study, where a participant was concerned
about putting pressure on the body where it's not necessary (Kahkonen, 2021). As well
as a qualitative study conducted in India on reasons for declining participation an yoga
intervention study, where a participant spoke about the physical practice as challenging
(Mishra et al., 2021). This once again highlights the unique nature of TSY and its ability

to be accessible to PTSD service users while allowing for the overall benefits of yoga.

Currently, as can be seen in research, the gold standard internationally for
trauma-sensitive yoga is the protocol known as Trauma Centre Trauma-Sensitive Yoga
(TCTSY) (Dietrich et al., 2024). While research participants did not participate in this
protocol of TSY, their comments are reminiscent of this protocol. Specifically,
choice-making, taking effective action and non-coercion. Interestingly this is reflective of

the importance of shared decision-making for PTSD service users, largely absent from
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the perceptions of current PTSD treatment practices, as illustrated earlier in this

discussion.

However, research participants that had attended TSY, did not highlight practicing any
form of distress tolerance which has been cited as an important part of PTSD treatment
(Nicotera & Connolly, 2020). They also did not refer to enhanced spirituality as an

outcome of their yoga practice, as described by research elsewhere (Long et al., 2024).

While local research may be confirming its cross-cultural applicability (Morrison &
Dwarika, 2022; Taylor, McLean, Korner, et al., 2020), it's important to note that the
participants who found TSY effective in this sample, all identified as white. Additionally
both participants that found benefit in attending TSY were still actively engaged in
psychological PTSD treatment. This is in contrast of previously cited research that
positioned yoga as an alternative and not simply complementary to traditional PTSD
treatment (Kelly et al., 2021; Van Der Kolk et al., 2014).

Lastly, the outward community-centric approach apparent in other local qualitative
research did not appear in this research sample (Kahkonen, 2021). One possibility of
this is that the former research was community-based research in a specific informal
settlement and the researchers specifically probed these elements, noting that it was

hard for the participants to respond to these questions directly (Kahkonen, 2021).

For research participants that had not attended TSY, they commented on what their
perceptions of it were and what they’d like to see in it. None of these participants
mentioned concerns of yoga as a PTSD treatment option, nor the barriers reported

earlier in literature to uptake of yoga (English et al., 2022b).

One of the participants insightfully commented on the possible safe nature of it, as has
been previously discussed as important. For the one male participant that had
experienced significant, recent interpersonal trauma, the concept of it being a
non-verbal approach that could not be weaponized in interpersonal settings was
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particularly appealing. He specifically referred to his words not being used against him
as appealing, because there was limited verbal interaction. The non-verbal approach
could answer what has been referred to in other qualitative study as a frustration for
having to recall and share one’s trauma history repetitively (Hinton et al., 2023). And
lastly, from the participant struggling with social isolation and rejection, there was a
comment on the group setting that could provide further support. The integration of a
peer support group with TSY has been explored in research and found to be beneficial
for participants (Wehrmann et al., 2024). This is furthermore reflected in qualitative
research with USA-based veterans, where the element of building connections with
others that might have similar experiences to them is important (Hinton et al., 2023).
Similarly, in local qualitative research with Kundalini yoga practitioners, a participant
mentioned how they feel more connected with others when practicing in a group
(Morrison & Dwarika, 2022).

These findings are in contrast to another local qualitative study, which found that a
participant specifically doubted the practice due to the race (white) and socioeconomic
class (middle to high) represented in the media by yoga (Kahkonen, 2021). It is
important to note that this sample was younger than mine with lower socioeconomic

status represented by residing in an informal settlement (Kahkonen, 2021).

A surprising finding was that for one participant who had practiced TSY, she did not find
it helpful. She specifically spoke to the pace being too slow for her, and that she couldn’t
align with the language focused on interoceptive awareness and body sensations. This
is in contrast with the previously cited RCTs that identified body awareness as a critical
starting point for emotional regulation without any reports of psychological distress
(Kelly et al., 2021; Van Der Kolk et al., 2014).

There has been some attempt in literature to understand this, with TSY appearing to be
more efficacious for those with childhood trauma, as opposed to those with more
adult-onset trauma (Nguyen-Feng et al., 2020). While this is true for this participant, a
more complex picture emerged. This was a participant that was also struggling with
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general anxiety, often characterized by perceived debilitating hypervigilance and social
anxiety. In a study that looked at the development, validation, and feasibility of a generic
yoga-based intervention for Generalized Anxiety Disorder, it was noted that yoga for
these participants should first include stimulating activities before relaxation-oriented
activities (More et al., 2021). It may be that this participant required more strenuous
postures and breathwork before the gentler pace of TSY was presented to her (More et
al., 2021). It is not clear what comorbid psychiatric diagnoses were present in the
previously cited RCTs, as well as what history of prior yoga exposure and practice had

been as it was not an exclusion criteria (Kelly et al., 2021).

Secondly, this participant commented on the difficulty in following cues to notice and feel
different body sensations and becoming overwhelmed with the task, leading to
withdrawal from it. In some cases, it has been noted that an increased focus on body
sensations can lead to overwhelming experiences (Kysar-Moon et al., 2021). There is
also no consensus in literature on the yoga dosage needed to experience the purported
benefits of increased interoceptive awareness (Kysar-Moon et al., 2021). The perhaps
challenging gentler pace of TSY may have heightened this participant’s already
considerable hypervigilance, which then lead to further difficulties with interoceptive
awareness as reflected in relevant literature (Kysar-Moon et al., 2021; More et al.,
2021).

While | recognize this is a small qualitative sample, it does raise an interesting and
important question on psychiatric comorbidities and more complex clinical cases, and
the adaptation of TSY, as echoed by research elsewhere (Nguyen-Feng et al., 2020).
The literature is largely quiet on this, as most interventions assessing yoga for PTSD
limit eligibility to trauma-specific disorders (Taylor, McLean, Korner, et al., 2020). This is

emerging as a concern in yoga for PTSD (Taylor, McLean, Korner, et al., 2020).

Lastly, no participants referred to financial barriers for yoga as a PTSD treatment option

and to the best of my knowledge, this has not been explored in local literature and

75



limited in-depth exploration has taken place in international literature (Nanduri et al.,
2023; Vosters et al., 2020).

4.7 Limitations

There are several important limitations in this study that are important to note.

This study faced constraints that limited active community participation and
decision-making in research activities such as recruitment, and how the data is
analysed and released. However it does take an important first step locally, in hearing

the voices of trauma survivors themselves; PTSD service users.

The research sample was not representative of the racial and cultural diversity present
in South Africa. It represented a mostly white, middle to upper class sample that

accessed private mental healthcare. This limits the transferability of my findings.

Due the nature of my personal recruitment, participants would have mostly been aware
of my interest in and belief of yoga as a PTSD treatment option, and this could have
unduly affected their responses to be more positive towards yoga and underreport

adverse experiences.

While | asked about yoga exposure, | did not ask about length of yoga practice and
amount of exposure. | also did not ask about yoga teacher training, and any income
earned from yoga teaching. | also did not ask about any theoretical training in TSY.
There could have been inherent biases and theoretical knowledge not discussed that

unduly influenced the results of the study.
Nevertheless, given that this is the first paper to explore perceptions of yoga as a PTSD
treatment option in South Africa, the findings inform interesting future research

directions.
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CHAPTER FIVE: CONCLUSIONS AND RECOMMENDATIONS

5.1 Conclusion

In conclusion, | was able to deeply explore and understand the perceptions of current
PTSD treatment options and the perception of trauma-sensitive yoga (TSY) as a

treatment option.

For current PTSD treatment options delivered by healthcare professionals there are a
number of concerns that have been raised. Specifically there appears to often be no or
an unclear formal diagnosis of PTSD, and in all cases presented, no shared
decision-making in treatment options. This is in contrast to best practice in PTSD

treatment.

Furthermore, there are worrying cases of perceived interpersonal harm that were

reported.

Pharmacological treatment options were mostly viewed negatively, with several

participants either refusing or finding this form of treatment challenging. Literature
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confirms the inconsistent effectiveness of this treatment approach, even when paired
with psychological PTSD treatment.

There were significant financial barriers in accessing care, despite this being a mostly
well-educated and upper-middle socioeconomic sample. This is indicative of the overall

regressive form of healthcare financing that continues to persist in mental healthcare.

ACT approaches appear popular among PTSD service users with no challenges raised
on financial barriers to care. Most of the ACTs originate from biological, spiritual,
memories or nature oriented approaches. This was often closely aligned to and
supportive of overcoming day to day challenges, and the provision of related practical
self-help tools. It appears that this is in contrast with traditional PTSD treatment

approaches that are largely clinician-led and hospital-centric.

While there is an openness and perhaps necessity for ACT approaches to PTSD

treatment, yoga as a PTSD treatment option received mixed results.

5.2 Recommendations

5.2.1 Research

It would be prudent to deeply explore, through qualitative analysis, the healthcare
professionals' perceptions of providing PTSD diagnoses and engaging in
shared-decision making in PTSD treatment, as well as the perceived evidence base of
PTSD treatment approaches used. There is an abundance of literature that links this to
improved health outcomes (Slade, 2017). Given the concern with PTSD treatment

effectiveness locally, this should be an important research priority for PTSD treatment.

Furthermore, given the importance of the relationship with healthcare professionals for
PTSD service users, the cases of perceived interpersonal harm is concerning and

warrants more research on the true prevalence of mental health malpractice.
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There is a missed opportunity in integrating traditional and ACT care for PTSD service
users. Assessing through research, the different models through which better
integration can occur, that specifically results in cost-effective, community-based
outpatient care reflective of patients day to day challenges and recommendations in
literature, is important (Sorsdahl et al., 2023). In accordance with PTSD service users
experiences and preferences, it appears at this early stage that approaches rooted in

biology, spirituality, memory consolidation and nature would be important.

Trauma-sensitive yoga (TSY) requires further, larger scale research to investigate its
purported effectiveness and cross-cultural applicability in South Africa. There appears to
be an openness to it, but it is often confused with traditional approaches to yoga.
Investigating this specific modality’s effectiveness within the local context, as well as
with which PTSD service users it is most effective with is a necessary next step for

research in this area.

Lastly and related to the above point, there is a gap in international literature on the
adaptation of TSY for those with multiple psychiatric comorbidities. Research needs to

begin addressing this, to inform improved TSY protocols for this subset of patients.

5.2.2 Policy

Trauma-sensitivity on the part of administrative and healthcare staff that engage with
PTSD service users is important. The perceived choice of healthcare professionals and
the warmth and availability of the treating healthcare professionals requires addressing

in policy and practice guidelines.

Of critical concern is the perceived interpersonal harm of mental health patients
experienced by my sample of participants. There should be clearer malpractice
reporting guidelines for the public that are widely disseminated, and that specifically

challenge the stigma of mental health and not feeling believed. It would be important for

79



this to be done in a trauma-sensitive way, ensuring the utmost psychological and
physical safety for whistle-blowers and victims. The current reporting and legal

structures do not appear adequate.

While an extreme measure, given the risk for harm of a vulnerable population, patients'
feedback on mental healthcare received should be directly and consistently solicited by
the relevant regulatory body. It should also be considered in informing ongoing licensure

and specific continuous professional development for treating healthcare professionals.

Given the inconsistent findings of pharmacological treatment for PTSD, it would be
important for the relevant government structures and authors of clinical guidelines to
assess whether this as a stand-alone or combination treatment is still relevant for the

treatment guidelines of PTSD.

Mental health care financing continues to be wholly inadequate and representative of a
regressive approach to healthcare financing. This needs to be urgently addressed by
both private and state actors, to ensure those most vulnerable are not unduly prevented

from receiving care.
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Appendix A: Brief Screening Form

Perceptions of service users of trauma-sensitive yoga as an adjunct treatment option

for Posttraumatic Stress Disorder (PTSD) in the South African setting.
Introduction:

Hello. | am Candice Clark, a student of the Witwatersrand University’s School of
Public Health. | am completing my Master’s Degree in Public Health. As part of the
course requirements, | am conducting a research study on the opinions of people like
yourself that have been diagnosed with PTSD or who believe they have symptoms of
PTSD. I'll be trying to better understand what you and others like and / or don’t like
about the treatment you are currently receiving so that we can try to improve
treatment options in South Africa for PTSD (this will be kept confidential, you can see
the section below titled “confidentiality” for more information on this). | would also like

to know your opinion on the ancient mind-body practice of yoga as another option for
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treatment of PTSD. | am inviting you to participate in this research study.
Background:

There are unfortunately concerns about the treatment options available to individuals
like yourself. There are often not enough treatment options, and we don’t always
understand what individuals like yourself would prefer in the way of treatment options.
This makes accessing and completing treatment really hard for many individuals and

we would like to change that.

In countries other than South Africa, the ancient mind-body practice of yoga has been
commented on by others that have received a PTSD diagnosis, or are struggling with
related symptoms, to have been very beneficial for them. In fact, some have found it
to be as effective as traditional mental health talk therapy. But these individuals are
based in other countries, and we’d like to better understand what individuals in South
Africa think of this.

What this study involves:

As the researcher, | will conduct interviews with about 12 - 14 individuals — including
you, if you'd like to take part. I'll ask questions about information given to you by your
doctors and nurses about PTSD, its related symptoms and the treatment you've
received, and give you time to answer the questions in as much detail as you'd like. |
am approaching you for an interview because | believe that you will be able to provide
valuable insight from the perspective of an individual who is currently receiving
treatment for PTSD or related symptoms. This interview, face-to-face, will last about 1
hour. Participants will need to be located in Gauteng for a face to face interview. A
time and place for the interview will be negotiated for these locally based participants.
| will be offering a ZAR 100.00 Checkers voucher as a token of appreciation for your

time and involvement in this study.

Confidentiality:
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| acknowledge section 26 of the POPI Act, and will only proceed with collecting your
information if you provide me with consent to do so. Every effort will be made to keep
your personal information confidential. | will utilise a code instead of your name on all
the information from our interview. Only | and my supervisor will have a list of the
names and codes, to enable us to link the code to a particular person. All hard and
electronic copies of the interview will be stored in a locked room for 2 years and
thereafter they will be destroyed. When analysing and writing up the research, | will
acknowledge that the study was carried out in South Africa, but your name will not be

used.

Consent:

If you agree to participate, | will ask you to sign a Consent Form for the record.
Benefits and risks of participation:

Your participation in this study is totally voluntary. There are no consequences to
refusal. You may also decide during the interview to not continue, that is ok and you
will not be penalised in any way (including not receiving my token of appreciation).
Please know that you have the right to not answer any of the questions that make you
feel uncomfortable, and you can stop or leave the interview at any time. Should you
notice any distress during or as a result of the interview, | will refer you to a
conveniently located professional counselor who has agreed to see you at no cost to

yourself.
Recording the interview:

| would like to record the interview, and | will need your permission to do this. | am
recording the interview so that | can ensure | don’t miss any of the answers you
provide, or points you make during the interview. | will be writing down your answers
during the interview, but the recording will help me make very sure | haven’t missed
anything. This recording will only be made available to myself and my supervisor, and

we will not be sharing it with anyone else. | will not label the recording with your name,
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but will instead use the code | spoke about earlier in this sheet. The recording will be

stored in a locked room for two years, and thereafter it will be erased.
Study Results

At the end of the study, | will be pleased to provide a results summary free of charge

to any participant who requests it.
Contact details:

For further information, please don’t hesitate to contact myself at tel no. 084 419
1725, or by e-mail on selahc@gmail.com, or my supervisor, Professor Sumaya Mall,

on tel no. 0121 717 2312, or by e-mail at Sumaya.Mall@wits.ac.za

This study has been approved by the Human Research Ethics Committee (Medical) of
the University of the Witwatersrand, Johannesburg (“Committee”). A principal function
of this Committee is to safeguard the rights and dignity of all human subjects who
agree to participate in a research project and the integrity of the research. If you have
any concern over the way the study is being conducted, please contact the
Chairperson of this Committee who is Professor Paul Ruff, who may be contacted via
any one member of the secretariat. The telephone numbers for the Committee
secretariat are 011 717 2700/1234/2656/1252 and the e-mail addresses are
Zanele.Ndlovu@uwits.ac.za, Rhulani.Mukansi@wits.ac.za,

Mapula.Ramaila@wits.ac.za and lain.Burns@wits.ac.za
Thank you for reading this Study Information Sheet.
August 2024

Please complete the below form to be considered for selection:

Email:

Full name:
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Mobile phone number:
Residential address:

In your life, have you ever had any experience that was very frightening, horrible or

upsetting? Yes / No

The following are symptoms that people sometimes have after experiencing,
witnessing or being confronted with a traumatic event. Please read each one carefully.
In the past month, have you had any of the following symptoms related to your past
trauma? Please select all that you answer "yes" to.

e Have you had nightmares about the incident or thought about it when you did

not want to?
e Have you tried hard not to think about it or went out of your way to avoid
situations that reminded you of it?
Were you constantly on guard, watchful, or easily startled?
Have you felt numb or detached from others, activities, or your surroundings?

Have you previously practiced yoga? Yes / No

If you are selected for an interview, you will be asked to sign this consent form and

this recording consent form. Please indicate if you are happy to do so: Yes / No

Thank you for completing this form. | will be in touch with you, within the next 2 weeks

if you are selected for an interview.
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Appendix B: Biographical Questionnaire

Perceptions of service users of trauma-sensitive yoga as an adjunct treatment
option for Posttraumatic Stress Disorder (PTSD) in the South African setting.

e Emergency contact, relationship & contact number:
e Date of birth (DD/MM/YYYY):
e Location of birth (city, country):
e Gender:
o Male

o Female
o Gender fluid
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o Prefer not to say
e Race:
e Current residential location:
e Employment status:

o Employed (full-time)

o Employed (part-time)

o Self-employed

o Unemployed, job searching

o Unemployed, not job searching
e Level of education (primary, secondary, tertiary, post-graduate):

o Primary

o Secondary

o Tertiary

o Post-graduate

e Name of highest qualification obtained:

e Family history of diagnosed mental health conditions (please select all that
apply):
o Parents
o Grandparents

o Siblings

e Perceived social support from family, friends, community (please circle, 0 - very
low, 10 - very high):

12345678910
e Presence of persistent pain or other significant physical health challenges:

O Yes
o No
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Appendix C: Consent Form for Interviews

7 North Abingdon
Kensington B
2194

084 419 1725

30 August 2024
Your opinion on the treatment you’re receiving for Post-Traumatic Stress

Disorder

Consent Form for In-depth Interviews

| have been provided with the information sheet that describes the project Candice

Clark will be conducting (“Perceptions of service users of trauma-sensitive yoga as an
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adjunct treatment option for Posttraumatic Stress Disorder (PTSD) in the South
African setting”). | understand that this is a research project to better understand my
opinion on the treatment | am receiving for PTSD and / or related symptoms. | have
read this information sheet, and have had a chance to ask questions and receive

answers to my questions.

| understand that my choice to be interviewed is my decision, and that | will receive a
token of appreciation (ZAR 100.00 Checkers voucher for my involvement in the
study). | understand that | can decide at any point during the interview to leave or not
continue, and | will not be punished in any way. | understand that | don’t need to

answer any questions that make me uncomfortable or cause me distress.

| understand that Candice will make every effort to ensure my confidentiality is
protected and that my name will not appear in her research report. | understand that
Candice can cancel my involvement in the study without my consent, and that if |

choose to not be involved in this research project | will notify her in writing via email.
| consent voluntarily to be interviewed for this study.

Interviewee’s name (please print):

Interviewee’s signature:
Date:

Interviewer’s name (please print):

Interviewer’s signature:
Date:
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Appendix D: Consent Form for Recording of Interviews

7 North Abingdon
Kensington B
2194

084 419 1725

30 August 2024
Your opinion on the treatment you’re receiving for Post-Traumatic Stress

Disorder

Consent Form for the Recording of In-depth Interviews

| have been provided with the information sheet that described the project Candice

Clark will be conducting (“Perceptions of service users of trauma-sensitive yoga as an
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adjunct treatment option for Posttraumatic Stress Disorder (PTSD) in the South
African setting”). | understand that this is a research project to better understand my
opinion on the treatment | am receiving for PTSD and / or related symptoms. | have
read this information sheet, and have had a chance to ask questions and receive

answers to my questions.

| understand that Candice will record my interview, and that it is only to make sure she
hasn’t missed any important points while she writes. | understand that the recording
will only be with Candice and her supervisor and that my name will not be on the
recording. | understand that Candice will keep my recording in a locked room for 2

years and then destroy the recording.

| understand that Candice acknowledges section 26 of the POPI Act, and will only
proceed with collecting my information and recording of my interview should | provide
consent for her to do so.

| consent voluntarily for the recording of my in-depth interview.

Interviewee’s name (please print):

Interviewee’s signature:
Date:

Interviewer’s name (please print):

Interviewer’s signature:
Date:
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Appendix E: Semi-Structured Interview Guide

Perceptions of service users of trauma-sensitive yoga as an adjunct treatment
option for Posttraumatic Stress Disorder (PTSD) in the South African setting
Semi-Structured Interview Guide

PTSD Diagnosis:

1. What led to your diagnosis of PTSD?
a. What were the symptoms you first noticed of PTSD?

2. What help did you seek after first noticing these?
a. What were the reasons of going to that provider first?

3. How was this diagnosis explained to you?
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4. After you received a diagnosis of PTSD, how did you feel?
PTSD Treatment Decision-Making:

5. What were the options provided to you to help your symptoms?
a. If medicine as an option was provided to you, what kind of medicine was it?
b. How did you feel after you started taking the medication? How did this
change over time?
c. Which healthcare providers have been involved in your treatment options?
d. How do you feel they are helping?

6. How easy or difficult was it for you to attend follow-up sessions, or pick up your
medication monthly?

Trauma-Sensitive Yoga as a complementary or alternative PTSD Treatment
Option

7. What complementary or alternative treatments have you considered or tried to help
with you your PTSD symptoms?

a. What are the reasons for considering or choosing each one?

b. How have they helped or not helped?

8. Have you heard of trauma-sensitive yoga before?
a. If yes, what is your understanding of trauma-sensitive yoga?

Closing

9. We have come to the end of the interview, is there anything you would like to add
that we have not discussed?

Thank you for your participation.
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Appendix F: Distress Protocol

Distress protocol

Perceptions of service users of trauma-sensitive yoga as an adjunct treatment
option for Posttraumatic Stress Disorder (PTSD) in the South African setting
Semi-Structured Interview Guide

Reasons for referral:

1. The participant discloses something to the PI during or after the interview

2. The participant is visibly upset but does not want to speak about it or has
visible traces of physical abuse and the Pl investigates further

3. The parent or caregiver discloses that a child is at risk of harm

4. The participant doesn’t disclose anything, but when an incident happens, they
phone their Pl (e.g. They live with an abusive parent and were doing the
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interview in that parent's home. They didn’t say anything during the interview,
but the next time their parent beats them, they call).

If a disclosure happens during the interview, the Pl should decide with the participant
whether they want to continue the interview or stop and discuss the referral. The
participant should be reminded that they can stop the interview or take a break at any
point in time. If the participant becomes distressed, pause the interview and talk to the
participant to see what is going on. Sometimes they will want to continue and
sometimes they will want to stop. If a referral is required or asked for, the interview
does not need to be finished that day.

If the participant displays signs of significant emotional or psychosocial distress, the
interview will be stopped. Participants will be offered counseling by a professional
counselor in the PI's referral network. If the participant wishes to continue the
interview they can do this at a time convenient for them but the Pl will not pressure
them to do so. If participants disclose the nature of their distress, one of the below
referral codes may apply.

Referral codes:

Codes or “referral flags” will appear throughout the questionnaire based on responses
from participants to specific questions. The meaning of each code is consistent across
all forms and each code requires different follow-up action. Below is an overview of all
codes.

e Code Black 1 (Suicidality): This appears if a participant has tried to Kkill
themselves yesterday, in the last week or in the last month. Emergency referral
if this happened in the last 24 hours.

Code Black 2AC: Participant discloses attempted suicide by their child.

Code Red 1 (Sexual abuse): Participant discloses that they have been forced
to have sex at least once this year, monthly or weekly. Participant has not told
anyone / told someone and it appears there were no referral to date.
Emergency referral if this happened in the last 72 hours..

e Code Red 2 (Emergency contraception): Following on from the Code Red 1,
the participant has been asked if they want help to access emergency
contraception and have answered yes. Emergency referral if this happened in
the last 72 hours.
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Code Red 3 (Sexual abuse): Participant discloses that they have had their
private parts looked or touched or been forced to look or touch someone else’s
private parts when they didn’t want to in the at least once this year, monthly or
weekly. It appears they have not disclosed to anyone / disclosed to someone
and it appears there were no referral to authorities to date. Emergency referral
if this happened in the last 72 hours.
Code Red 4AC: Adult participant discloses sexual abuse of a child
Code Purple 1: Participant discloses experience of domestic violence or
intimate partner violence. Emergency referral if weapons were involved.
Code Blue 1 (Emotional Abuse): Participant has experienced any of the
following:

o Accusations of cheating or other signs of jealousy and possessiveness

o Constant checking on or attempting to control the other person's
behavior
Constantly arguing or opposing
Criticizing
Gaslighting
Isolating the individual from their family and friends
Name-calling and verbal abuse
Refusing to participate in the relationship
Shaming or blaming
Silent treatment
Trivializing the other person's concerns

o Withholding affection and attention
Code Blue 2 (Physical Abuse): Participant has been hit hard with a hard item
or hit hard enough to leave marks.
Code Blue 1 AC: Adult participant discloses emotional abuse of a child.
Code Blue 2 AC: Adult participant discloses physical abuse of a child.
Code F (Food insecurity): Participant has gone more than 3 days without
enough food in the house in the past week.
Code T (Tuberculosis): This appears if participant has answered often to
coughing up blood or that they have been tested and are still sick. This is more
for the PI to stay safe e.g. positioning, make sure there is good ventilation by
opening a window or going outside. Depending on severity, the Pl may advise
the participants to get tested.
Code B (Bilharzia): This appears if a participant states they have been peeing
blood. Participants should be referred to the local clinic for testing and
treatment.

0 O O O O O O O ©O
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https://www.verywellmind.com/is-someone-gaslighting-you-4147470

Adults must agree to linking to services. We cannot break confidentiality of what
adults disclose in their interviews to any services UNLESS they disclose that A CHILD
IS AT RISK OF HARM and we are able to identify this child through the disclosure of
the adult.

RAPE
If a child discloses having been raped in the past 72 hours you need to act fast!

e Assess if the participant / child has accessed emergency contraception (if
a girl) and post-exposure prophylaxis (PEP) for HIV prevention
If NOT, take them to the nearest rape clinic or hospital
NOTE: Every rape victim has the right to PEP and contraception within a
72hr period after the rape whether or not they open a case with the police
‘Make sure to follow the steps outlined below — see Section 2.1 CODE
RED

SUICIDE

If a child discloses having attempted suicide in the past 24 hours you need to act
fast!

Assess if the participant / child has accessed clinical care and what the
outcome was.

Assess if they are still feeling suicidal.

If you have any doubts, take them to the nearest hospital and ask for them
to be admitted — see Section 2.2 CODE BLACK.

Step 1: Safety first

Assess whether anyone is in immediate danger. Use the following questions as a
guide.
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Is there a violent person in this home who may be angered that | am speaking
to this participant?

Is it safe for me/a team member/the participant to be in the home right now?
Is the participant at risk today or tomorrow?

Is the participant at a different type of risk in this moment than they have been
previously?

Is the participant in a different kind of risk given that they have spoken to you?

If there are safety concerns for you (the research team), leave. We can figure this out
from a safe place. Make sure the participant has a phone number to reach you at and
reassure them that you are going to get in touch very soon.

Step 2: Reassurance

You’re not in immediate danger, and neither is the participant you are speaking to.
Excellent! Your job now is to reassure the participant that it is okay, that they did the
right thing by telling you, and that absolutely nothing about this situation is their fault.
It is crucial that the participant knows that you heard and believed them. There is a lot
of research from a lot of countries that shows that victims need to feel you believe
them. When this is not the case, victims often develop significantly higher levels of
trauma, suicidal thoughts, and sometimes psychosis.

The Golden Reminder

Absolutely nothing about what has happened to the participant or their family is the
participant’s fault. Say this as many times as you can, and mean it. Say it in different
ways. In many cases, the participant will have been blamed for their own abuse or
situation, and even where this is not the case, they are likely to be carrying a lot of
internalized shame. Remind them that terrible things happen to lots and lots of
people. They did nothing to deserve this, and they couldn’t have done anything to
prevent it. It is also important to emphasize that it was not their fault and that nobody
has the right to hurt them or pressure them into something they don’t want to do or
say.

Thank and praise the participant for disclosing this hard piece of information to you.

e ‘| really appreciate that you told me about that. | know it can be really hard to
share difficult things that have happened. Thank you so much for trusting me
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enough to tell me. You were really brave to go through that and to share it with

”

me.

There will be a number of questions that a participant might ask following disclosure,
which research teams should be prepared for.

This may include:

e Will | be punished?

e Will | have to stay in that house?
o Will I feel better soon?

e Will | be taken away?

Don’t make any promises. The participant is in a vulnerable space now, and your job
is to listen, believe, and reassure. As you already know, we can’'t guarantee any
outcome because we don'’t offer any services!

Step 3: Pace yourself

Remind yourself to take it slow. Be aware of your own response to this situation as an
‘outsider’. Remember that the incident that you are dealing with is traumatic because
you are hearing about it for the first time. Most likely, this participant has been dealing
with the situation for much of their lives. Don’t offer a “quick fix” or referral right now. It
is more helpful to wait before taking action and consult your referral network and
others in order to devise a long-term ‘solution’. This is especially the case with rape
and abuse situations, unless we are talking about a CODE RED emergency
referral.

Step 4: Information gathering

If the participant is calm and able to talk to you, ask questions to get a clearer picture
of what is going on and what ideas, steps, or solutions the participant is open to.
Some example questions are below, depending on the type of referral.

Remember that it is easy for a participant who has survived abuse or rape to feel like
they are being put on trial when being asked questions, so do your best to ensure that
questions are asked in a supportive way.
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e “Would it be okay if | ask you a few questions about what happened that will
help us figure out the best way to support you?

e “You don’t have to tell us anything that you don’t want to, but some more
information will help us figure out the best way to keep you safe and get you
help.”

The story will inevitably expand and change as you proceed. Every family member will
have a different take on what is going on, and the participant is likely to change his or
her story over time (especially if sexual abuse or rape is involved). This is okay. Even
if you have reported the case to other agencies or authorities, they will be used to this
too.

“Types” of Referrals and Next Steps

Different types of referrals will call for different courses of action. Some will be
emergency referrals, while most others will be less urgent, but still a cause for
concern.

Code RED Sexual/Code Blue or Purple (ongoing/in home or community)

e Step 1: Assessment of type of referral
o If the Code RED happened within the last 72 hours, it is an
EMERGENCY REFERRAL. If this is the case the participant is eligible
for emergency contraception (if a girl) and post-exposure prophylaxis
(PEP) for HIV prevention. Both can only be given within 72 hours of the
occurrence of unprotected intercourse. It is very important to be aware
of this and to offer help accessing that service. Any rape survivor has
the right to access PEP following an HIV-test at their local clinic to
determine whether they are already HIV-positive.
e Step 2: Moving forward
o If it is not an emergency referral, the Pl should talk to the participant
and find out what they want. Sometimes they already have a solution
that they are trying to implement, like moving out of town to live with
relatives or taking the rapist to court. If this is the case, you can try to
support the participant and the family in line with their proposed solution.
For example, linking them to local NGOs that provide support such as
transport costs. If they want to go to court or the police, we can
accompany them and help them seek out supportive/sympathetic people
there.
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o Go to the local police to see if you can get information about what
happens with reported rape cases: Is the perpetrator held in jail upon
allegation of the abuse or is it reported, and the perpetrator released
home pending investigation? Are the jails full? Gauge the attitude of the
people you are speaking to and try to speak to a variety of people to see
if you can find someone who is knowledgeable or sympathetic about
cases involving violence against women or children. If there is a victim
safety center within the community, prioritize speaking to that centre.

o This information, along with the desire of the participant, will inform your
next steps. In many places, perpetrators are given very light sentences
or are let out on affordable bails. It's a hard conversation, but the
participant needs to be told when this is the case. Perpetrators can be
really angry if they are arrested and then released and can take that out
on the participants, which can put the participant’s wellbeing or life at
risk. Sometimes the participant wants to go ahead with a case anyway,
but often a participant’s motivation for wanting to go to the police is to
get the perpetrator away from them. In this case, other solutions are
often more effective. Check in with the participant frequently to gauge
what they want, what they are scared of, and whether there are changes
in what they want. Make sure they know that we will support them in
whatever solution feels best to them in line with the statutory reporting
requirements.

e Step 3: Pl will assist participants to access the needed services.

o If the participant is intent on opening a case with the police, the Pl will

connect them to a local social worker and professional counselor.

*For cases of Abuse (Code Blue), the Pl will gather information from the interview.
Carefully review interview answers while data checking to note whether different types
of abuse accumulates.

The PI should report if the participant is denied any medical services or from the
South African Police Service. Also, if this happens, the Pl should demand to speak to
the person in charge, and threaten to write a formal letter of complaint against the
person denying the PEP. This is the tactic that the team has had the most success
with in the past.

Code BLACK: Suicidality/Mental Health
e Step 1: Assessing whether there is a threat of suicide or actual attempt
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o

Cut-off point can be whether or not they have actually thought of a way
to kill themselves. ‘Is there an indication that someone is making plans
for this?’ If they are thinking of ways to kill themselves, treat it as an
attempt.

If they are vaguely contemplating suicide, assess the situation. Many
participants respond that they have thought about killing themselves
because no one has ever asked them that before, and it has crossed
their minds. It is always worthwhile to ask the participant if they would
like to speak to someone about their experiences and explain how kind
and helpful professional counselors are.

If the participant is making plans or have actually tried to kill themselves,
get the person to counselling as soon as you can.

e Step 2: Overnight Hospital Stays

o

If the person is in immediate danger of hurting or killing themselves, they
can be admitted overnight in the hospitals. Most hospitals will not have a
psych ward, so they will end up on a general ward. This is not always
the best option, but sometimes it is the only option. This is also an
option for 24-hour watch when you are concerned about someone. It
helps a lot to have relationships with hospital staff who can advocate for
the participant being hospitalized even though they are not “sick.”

In South Africa Lifeline is an excellent resource; Lifeline will deal with
any type of case. However, they have transport issues. SAPS can also
be contacted where there is not an emergency contact available to
transport the participant.

Code F: Food Insecurity

o

Code F will be flagged if there is household food poverty for more than 3 days
in the last week.

Connect them to a local social worker that can support them in obtaining a
grant or connecting them to local food banks, soup kitchens or related
programs.

Child food insecurity

When asking about food security of children, Code F will be flagged
after 1 or more days of food insecurity in the last week. In other words,
this flag is more sensitive when asking about younger children.

The RA should assess the severity of the situation and investigate the
extent of food insecurity. Depending on the situation it may be
appropriate to provide an emergency social worker referral.
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o A similar response should be followed as for household or child food
insecurity. The Social worker should facilitate access to an ongoing food
parcel through their ward councillor, clinic, or any local soup kitchen or
programme as above.

Code T: TB Test or TB Treatment

e TB testing and TB treatment at a healthcare site (as well as notifying family
members to be tested in the case of a positive test) can and should be
supported by a social worker, through referral from the PI.

e During high risk of exposure to TB it is important to note the following:

o Pl should stay in well-ventilated areas. If you are inside then make sure
all the windows are open and that the RA sits at the open door.

o Research participants who have been on treatment for 2 weeks are no
longer infectious.

e If a participant says they have TB and are not on treatment, the interview
should be postponed or done outside.

Code B: Bilharzia

Code B will be flagged if a participant states they are peeing blood or have blood in
their poo. Bilharzia is an infection caused by a parasitic worms that lives in fresh
water. Participants usually acquire bilharzia through swimming in lakes.

e Participants will have to be referred to the local clinic for testing (a urine
test/stool test) and treatment (a few tablets that sometimes make participants
dizzy).

Other referral actions

HIV Test

e Ask the participant if they know what is going to happen to them, and even if
the participant says yes, explain how an HIV-test works (a tiny stick will be
used to prick their finger, then one single drop of blood will be squeezed out of
the finger and put on a strip, the strip will then react with the blood, and
indicators on the strip will show you in 5 minutes whether your test is HIV+,
HIV- or invalid)
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e Support them by linking them to a local healthcare site that offers this.

e Let them know that there will be counsellor there to support them and tell them
about next steps. What the participant now needs is for multiple adults to tell
them that many people have HIV, live good lives, and are very much loved, that
it is not the end of his/her world as he/she knows it, that free treatment is
available to them as well as counselling and support, and that you will support
them if they need somebody to speak with during the initial phase.

ART Help

e If the participant is disclosing that they are defaulting on their medication, it is
important that the Pl gathers as much information as possible to understand
the cause. For example, in some instances, the participants were afraid of their
nurses.

e ART help can come from getting counselling at the local clinic or from the
prescribing doctor. Occasionally, there are ART support groups at clinics.
Sometimes once-off counselling can be really helpful, for example, if the
participant has been taking meds since they were very young and was never
really told why taking them properly is important. Sometimes a participant just
needs a reminder of why their meds are essential. And sometimes counselling
doesn’t really help because there is a root cause to why the child is defaulting
that has nothing to do with knowledge.

Substance Abuse

e Substance abuse may be identified by the Pl and/or disclosed by a participant
or caregiver. It can be extremely hard to get any sort of rehabilitation program
or substance abuse-specific support. Sometimes the best (although limited)
option is that the participant is sent away to a rural relative — the more rural, the
better. Since there are no support services around this, removing the
participant from substance-using friends or access to substances may be
worthwhile. It is also worthwhile to refer the participant to a professional
counselor, if the participant is willing.

e Step 1: Substance abuse identified/disclosed, find out more about the situation

o If substance abuse is identified by the Pl and/or disclosed by a
participant, the Pl should find out more about the situation (reasons for
substance abuse and how participant accesses harmful substances). If
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the participant requests support we can refer them to a professional
counselor and also suggest that they relocate to a more rural area, away
from access to substances.
e Step 2: Referral action
o Check in with participants before the first counseling session and after.

Child Mortality

e When finding out about a child’s death, this should be handled very sensitively
and carefully. It is of upmost importance that the Pl interacts sensitively with the
family and participant without asking too many questions, especially after
finding out. This very difficult situation is not only hard for the participant but
also difficult for the Pl who has a relationship with this participant.

e Offer to link the participant to a local, professional counselor.

Administration

The Pl will document any events that are associated with the referral codes. All
written documentation should be kept confidential at all times in order to comply with
the ethical requirement of the ethics committee and the Protection of Personal
Information Act 4 of 2013 Popia act.

Grants

South African Social Security Agency (SASSA) provides various types of grants
including:

Social Relief of Distress
Grants-in-aid

Child Support Grant
Foster Care Grant

Care Dependency Grant
War Veteran’s Grant
Disability Grant

Grants for Older Persons
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Many participants are eligible for grants; however, they may lack the resources and
information to access them. The PI will guide them to the appropriate resources as

required (http://www.sassa.gov.za/index.php/social-grants).

The Social Relief of Distress grant is supposed to be available to anyone for
short-term assistance at any time after an emergency or life change (like losing a job
or a change in household income) and can be used in the meantime while any of the
other grants is being processed. Most people don’t know to ask about this, and you
should ask for it specifically. At some offices it is in the form of food parcels and they
run out.
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