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Mental Health

The key strategic aim to achieve equity in the public mental health service is the transformation of the service
to one that is comprehensive, community-based and integrated with other health services. Existing public sector
mental health services are least accessible to the most vulnerable sectors of the population and are concentrated
in psychiatric hospitals as opposed to other levels of care. Legislation and policies that aim to address these
inequities include the Mental Health Care Bill, the South African Medical Devices Regulatory Authority
Act, the Criminal Matters Amendment Act and the Draft Policy Guidelines for Adolescent and Youth Health.

 Achievements so far include the development of mental health service norms and standards, de-institutionalisation
of pilot projects, the development of an Essential Drugs List, and the National Pilot Training Programme for
Primary Health Care Practitioners in Victim Empowerment and Trauma Management. Impediments to the
transformation of the mental health service system are the lack of clear definitions and goals regarding the
nature of a transformed health service, delays in forging new provincial structures, numerous practical problems,
feelings of resentment and burnout on the part of staff, insufficient training, a paucity of consumer groups, poor
fiscal management systems and inadequate funding for mental health in general. While it is premature to
assess the transformation process, future efforts should be devoted to addressing these impediments.
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Introduction

Efforts to achieve greater equity in mental health services provision will not be maximally effective if
they fail to recognise that large groups of South Africans are systematically disadvantaged by the mental
health services dispensation that was inherited from the apartheid government. Such groups include Africans,
Coloureds and Indians, women, rural dwellers, the poor, those in poorer provinces, and those with mental
health problems that are insufficiently disruptive to demand attention. Public sector mental health services
in South Africa are characterised by an emphasis on custodial and medical care of patients with severe
psychiatric conditions.1  The key strategic aim to achieve equity is the transformation of the public mental
health service system to one that is comprehensive, community-based and integrated with other health services.2

This chapter commences with a review of recent mental health and mental health system trends in
South Africa. We then review plans and policies of the national Department of Health before drawing
attention to selected achievements and impediments to the achievement of goals.  Throughout these sections,
the review is somewhat selective in that it highlights aspects that are relevant for the strategic aim of
transforming the mental health service system to one that is comprehensive, community-based and integrated.
Finally, we comment about the impact of recent developments on mental health services and future plans.

Minimal data are available regarding recent developments in private sector mental health services. In
any case, they are utilised by a minority of the population. We have thus confined our focus to public
mental health services. However, we have included contracted inpatient services provided under contract
by Lifecare in the calculation of bed/population ratios. Substance abuse, mental handicap and violence
constitute important aspects of mental health. For reasons of space we are unable to do justice to these
topics in this review and have thus omitted them.

Need for mental health services

The bias towards the custodial and medical care of patients with severe psychiatric conditions is
reflected in the kind of data provided in reports on mental health trends. Thus, for example, an emphasis on
the numbers of patients who are admitted to mental hospitals will not provide the kind of data that are
relevant for the development of comprehensive, community-based, integrated services. Goldberg and
Huxley3,4  have developed a conceptual framework that can contribute towards counteracting this bias.
They propose five levels of mental health problems (Figure 1).

The first level refers to people in the community with mental health problems. In a community-
based study among adults in Mamre (a small town in the Western Cape) it was found that 27% were
suffering from psychiatric disorders, the majority of which were anxiety and depressive disorders.5  In a
similar study in KwaDedaqendlale, KwaZulu-Natal, 24% were found to be suffering from anxiety or
depressive disorders alone.6  A community-based study among children and adolescents aged 6 to 16 years
in Khayelitsha found that 19% were suffering from a mental disorder.7  Although these figures might appear
to be high, they are compatible with international findings.8

The overwhelming majority of those suffering from a mental disorder would benefit from intervention
by the health care system. Those presenting at a health care facility for help with either physical or mental
health problems represent the second mental health care level (Figure 1).3 There have been no recent
attempts to estimate the proportion of adults attending health care facilities that are suffering from mental
disorders. However, previous clinic-based studies in rural Kangwane and Soweto produced rates of 8% and
10-14% respectively.9,10  Among children and adolescents aged 6 to 16 years attending a primary care clinic
in Gugulethu, 13% met criteria for a psychiatric disorder with impairment.11

The third mental health care level (Figure 1) refers to people with mental health problems that are
identified by health system personnel.  South African studies have not examined this issue among adults.



347

25:  Mental health

However, internationally (and probably in South Africa), detection rates are low. Among children and
adolescents in the Gugulethu study mentioned above, only 11% of those with a disorder were correctly
identified.11

Those receiving mental health services on an out-patient basis constitute the fourth mental health
service level (Figure 1). In 1998, there were 109 943 outpatient visits per month to South African public
sector psychiatric services.12  If one makes the assumptions that the total population is 41 242 400, 75% of
the population use public sector psychiatric services, 64% of the population are aged 15 years or more, and
each out-patient has only one visit, this corresponds to a monthly utilisation rate of 0.56%.

The fifth level refers to patients in psychiatric hospitals. Also in 1998, there were 150 psychiatric
admissions per 100 000 adults, which corresponds to an annual admission rate of 0.15%.12  Thus, the
proportion admitted annually is about a quarter of those seen as outpatients in a month. Furthermore, the
proportion receiving outpatient mental health services is a small fraction of those at mental health care
levels 1, 2 or 3 (Figure 1).  Although similar data are not available for children and adolescents, there is every
reason to think the same scenario exists in these age groups.

Figure 1: Mental health service levels3,4

Level 1: People in the community
with mental health problems

People with mental health problems
attending primary health care facilities

People with mental health problems which are
identified by the health services system

People receiving ambulatory services
for mental health problems

Psychiatric in-patients

Level 2:

Level 3:

Level 4:

Level 5:
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South African mental health services

South African mental health services are characterised by substantial inter-provincial inequities.
These are manifest for most mental health service indicators, for example the bed/population ratio, which
is defined as the number of psychiatric beds per 100 000 population.  It provides an estimate of the extent
of service provision for psychiatric in-patients.3  There are 48 public sector beds per 100 000 population for
the country as a whole, which is considerably lower than developed countries.  This is exemplified by the
fact that the United Kingdom, which has relatively well developed community mental health services, has
a ratio of 104 per 100 000.  Figure 2 shows that the relatively few beds which do exist tend to be concentrated
in provinces with densely populated urban areas and greater economic development.

Figure 2: Bed/population ratios per 100 000 population in South African public sector mental
health services

Bed/population ratios do not provide any information about the quality of care. This was examined
in a cost-quality analysis in both public and privately contracted hospitals in Gauteng, KwaZulu-Natal and
the Northern Province.13  The results highlighted huge inequities within the psychiatric system along racial
lines as well as between the public and privately contracted hospitals.  There were, for example, 209 and 44
patients per ward in the private and public sectors respectively, while the staff/patient ratios were 36:1 and
8:1 respectively13 (The situation is in fact less favourable in the private sector).

Inequities along racial and gender lines were examined quantitatively in a sample of
2 110 patients admitted to public psychiatric hospitals in the Western Cape.14  There were several findings
that reflect inequities in South African society. Among the most glaring is that relatively more whites and
relatively few Africans were admitted to “neuro-clinics”, which offer the most active short-term multi-
disciplinary programmes. The absence of clinicians who can speak an African language (other than Afrikaans)
may have contributed to this situation. Also, there was some evidence that Africans were most likely to be
diagnosed with schizophrenia, while whites were most likely to be diagnosed with depression.
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Another useful mental health service indicator is the staff/population ratio, defined as the number
of staff per 100 000 population. This too provides evidence of considerable inter-provincial differences
(Table 1).12

Table 1: Selected existing staff/population ratios per 100 000 population in South African mental
health services*12

Province Total nurses Psychiatrists Psychologists All staff**

Eastern Cape 12.1 0.2 0.2 18.7

Free State 11.0 0.1 0.0 28.7

Gauteng 19.5 0.8 0.7 34.6

KwaZulu-Natal 13.5 0.3 0.4 20.5

Mpumalanga 8.9 0.2 0.0 11.4

Northern Cape 4.4 0.1 0.0 12.8

Northern Province 28.4 0.1 0.0 38.7

North West 8.7 0.1 0.1 15.2

Western Cape 19.1 0.8 0.6 25.3

South Africa 15.6 0.4 0.3 24.7

* Provincial mental health service managers were asked to report the ratios using “full time equivalents” to take account of
the fact that many staff do not devote their entire time to the provision of mental health services. The data in the table are
as provided by the provincial mental health service managers; the authors of the report from which the data are extracted12

did not alter the data, even when they appeared to be of dubious validity.

** Also includes occupational therapists, occupational therapy assistants, social workers, community health workers, intern
psychologists, psychiatric registrars, medical officers, pharmacists and pharmacy assistants

A more detailed investigation reveals further inequities.  A postal survey of all psychiatrists in South
Africa, both in the private and public sectors, revealed that 93% work exclusively in urban areas (where
47% of the total population and 33% of Africans live); 11% can communicate in an African language
(besides Afrikaans); and 56% work primarily in private practice (to which less than a quarter of the popul-
ation have access).15

There are also wide inter-provincial differences in the community/hospital ratios for staff. This is
defined as the ratio of staff working in community settings (including hospital outpatient departments) to
all staff, expressed as a percentage. It provides an indication of the human resources that are channelled into
mental health care of psychiatric in-patients (Level 5) in relation to the other levels. Thus, provinces with
well developed hospital services have low community/hospital ratios; KwaZulu-Natal, for example, has a
ratio of 11%.a,12 Conversely, provinces that do not have well developed hospital services have higher ratios;
North West has the highest ratio of 67%.12 Clearly, in moving towards a mental health service that is
comprehensive, community-based and integrated, a community/hospital staff ratio that lies between that
for provinces with well developed hospital services and that for the remaining provinces would be appropriate.

In summary, existing public sector mental health services are characterised by generally unsatisfactory
levels of service provision. Box 1 exemplifies this for the Mount Frere district in the Eastern Cape.16  Those
services which do exist are least accessible to the most vulnerable sectors of the population and are

a As for staff/population ratios (Table 1), “full-time equivalents” were used to calculate these ratios to address the
fact that some staff do not devote all their time to the provision of mental health services12
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concentrated in mental health care level 5 (psychiatric hospitals) as opposed to “lower” levels. In order to
transform the mental health service, increased levels of service delivery are required for: people with
mental health problems who present at health facilities; people with mental health problems at health
facilities who are identified as having such problems; and people identified as having mental health problems
that actually receive mental health services.

Box 1: Mental health care in the Mt Frere District

A situational analysis of mental health care in the Mt Frere district found that the focus was on
pharmacological management and that poor infrastructure reduced access to the limited services that
were available.

The community mental health service was rendered by a combination of community health
workers, traditional healers, and fixed and mobile clinics. The clinics had very limited links with
community health workers and traditional healers, and were faced with numerous barriers in their
attempts to provide follow-up services to those suffering from mental health problems who were
referred to them. The barriers included shortages of medication, deficiencies in mental health skills,
inadequate support from trained mental health workers, transport difficulties and outdated and inefficient
communication systems. The existing services were barely managing to provide a mental health
service to those with an identified mental health problem who were referred to them (Level 4).

Mental health care in general hospitals was provided by the clinic psychiatric nurse. The psychiatric
nurse provided support and back up to the medical practitioners who had limited experience and
skills in managing mental health problems. However, the medical practitioners were the only health
professionals who were authorised to prescribe psychotropic agents. One medical practitioner admitted
that he did not have any protocols for managing mental health problems. It frequently occurred that
when the psychiatric nurse was not available, people with mental disorders were locked in a side ward.
In some cases they were then forgotten about.

National legislation and policies

Mental Health Care Bill
b

There are several proposals in this bill that contribute to the creation of an enabling environment for
better service provision:

❖ The rights of mentally ill people are protected.

❖ Provision is made for mental health care at primary, secondary and tertiary levels to be accessible
(for example, through community-based treatment and rehabilitation) and integrated into general
health services as an aspect of comprehensive health services.

❖ Provision is made for involuntary treatment of mentally ill people in either a community setting
or a hospital. Involuntary treatment is based on clinical assessment and observation over a period
of 72 hours at any health facility. It is only when the final order is issued that a person would
need to be admitted to a designated mental health facility.

❖ Further provision is made for the establishment of Mental Health Review Boards to review all
involuntary and assisted admissions before they are ratified by the judicial system.

b See chapter 2
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The South African Medicines and Medical Devices Regulatory

Authority Act of 1998

According to this Act, the definition of an authorised prescriber is broadened potentially to
accommodate other health professions. However, it does not specify which professionals, nor under what
conditions they may prescribe (see chapters 2 and 3).

Another provision is that medication for anxiety and depression can be prescribed for longer than six
months only if a psychiatrist has been consulted. As indicated in Table 1, there are very few psychiatrists in
the country in general, and particularly in certain provinces. Thus, there is the danger that this Act may
hinder the delivery of appropriate treatment, particularly for people receiving ambulatory services for
mental health problems (level 4). Indeed, those that are most in need of additional mental health services
are potentially most disadvantaged by this legislation. In the case of antidepressants, this danger is magnified
by the fact that a course of antidepressants should be at least six months in duration. If the prescriber is a
psychiatrist, the patient should be reviewed by another psychiatrist! Clearly, this would result in a considerable
amount of wasted time and resentment, which would have an adverse impact on service provision.

Criminal Matters Amendment Act of 1998

The main amendment to this legislation is the distinction it introduces between minor and serious
offences.  It is no longer required that a person committing a minor offence be sent for a one month
period of observation and, if found unfit to stand trial, be classified as a State Patient.  This will however
remain necessary for those who have committed a major offence.

This change will certainly contribute to a reduction in the number of people that will need to be
assessed and subsequently spend long periods in a mental hospital. Thus, this amendment will contribute to
reducing the number of patients in mental hospitals (level 5), thereby freeing resources for provision at
other levels.

Draft Policy Guidelines for Adolescent and Youth Care

These policy guidelines integrate mental health into adolescent and youth health in general.17  They
create an enabling environment for better service provision from at least two points of view. First, they are
consistent with the aim of transforming the mental health services system. Second, they locate mental
health services for adolescents and youth squarely in a health promotion framework. Thus, there is a de-
emphasis on the custodial care of adolescents and youth with severe psychiatric conditions.
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Achievements

Development of mental health service norms

The first task is to ensure equitable levels of care between and within the provinces. Baseline norms in
Table 2 are guided by the national mean of existing services indicators (“benchmarking”).  Target norms,
on the other hand, are based on estimations of need and reflect a basic acceptable minimum level of mental
health services. They were developed from a computerised mathematical model that generates annual
mental health service needs based on assumptions of prevalence rates and population size.

If a province is above the baseline norm, this does not imply over-provision and should not be used as
a rationale to justify service cuts. Also, the norms cannot be understood in isolation from one another. A
reduction in long stay hospital beds, for example, is contingent on the development of acute hospital care
and ambulatory and residential care facilities at community level. Clearly, the success of the development of
national norms is dependent on the extent to which they are affordable and used by the provinces in their
budgeting and planning.18  The development of a set of standards is an achievement in its own right.
However, their usefulness will be determined by the extent to which: (a) they are accepted by national and
provincial departments of health; (b) they are used in strategies to improve quality of care, for example by
quality assurance instruments based on the standards; and (c) the ability, commitment and resources of the
departments to apply the standards in a uniform manner (see appendix 1).
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From hospital to community care

In response to cuts in hospital budgets, Western Cape psychiatric hospitals embarked on a de-
hospitalisation process by discharging 696 people with chronic psychiatric disorders who lived in long-
term care wards. In Gauteng, on the other hand, the de-institutionalisation process was driven by legal
constraints. Newly appointed judges questioned the continued compulsory detention of people in contracted
mental health care facilities, and in approximately 380 cases such continued detention was not confirmed.
So far, approximately 300 have been discharged.

What is clear from the two examples is that the impetus for change was driven by fiscal and legal
constraints (in the Western Cape and Gauteng respectively), as opposed to quality of life considerations.
The processes embarked on can thus be characterised as de-hospitalisation, which refers to discharging
hospital patients because of a need to close beds. This should be distinguished from de-institutionalisation, in
which the context of mental health service structures is adjusted to prevent ongoing personal and social
marginalisation.  Responsibility for care is not shifted to individual families or non-governmental organisations
(as occurred in both of these examples). Rather, there is a commitment to psychosocial rehabilitation, a
process which aims to facilitate the optimum functioning and independence of ill and disabled people in
the environment in which they live.19

In  April 1998, the Directorate: Mental Health and Substance Abuse of the Department of Health and
the South African Federation for Mental Health held a consultative workshop to develop national policy
guidelines for psychosocial rehabilitation. Many of the principles emerging from this workshop were
incorporated in the Mental Health Care Act. Other important developments were the establishment of the
South African Association for Psychosocial Rehabilitation and the provision of psychosocial rehabilitation
training for mental health practitioners in two provinces (KwaZulu-Natal and the Western Cape).

In the Western Cape, there is a plan to discharge a further 225 people. However, there is close linking
with the psychosocial rehabilitation programme in the psychiatric hospital, the regional mental health
services, the Department of Social Services and non-governmental organisations. In a de-institut-
ionalisation pilot project conducted at all public sector mental hospitals in the Eastern Cape and KwaZulu-
Natal, it was found that it would not be possible to discharge the majority of the patients in these
hospitals if community facilities were not developed.20 Such facilities should be developed in advance of or
in conjunction with the discharge process.

Essential Drugs List

The inclusion of psychiatric medications in the EDLs21-23 promotes integration of mental health into
health services in general. However, there are a number of aspects of the EDLs that may be counterproductive.
First, the limitations on who can prescribe specific psychotropic agents affects the level at which services
can be provided (even if the full range of medications are available at all levels). Continuity between
different levels of care would be hindered, thus inhibiting the development of a comprehensive, community-
based and integrated mental health service. Second, the prescription of the antidepressant fluoxetine is
limited to psychiatrists only. Given the low psychiatrist/population ratios in most of the country (Table 1),
this restriction may result in a failure to prescribe this safe and effective agent for a patient who would
benefit from it. An avoidable hospital admission or even suicide could result. Third, the range of anti-
psychotic agents is very limited. The availability of other agents (under certain conditions) would reduce
the hospital admission rate and of course improve the quality of life of significant numbers of patients. The
psychiatric EDL is currently under review..
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The national Pilot Training Programme for Primary Health

Care practitioners in Victim Empowerment and Trauma

Management

This programme aims to increase the detection rate for mental health problems at health facilities
(resulting in an increased proportion of people with mental health problems which are identified by the
health services system (level 3)) and improve the management of trauma-related mental health problems
among people receiving ambulatory services for mental health problems (level 4).

So far, 30 primary health care workers in each province have been trained and are implementing these
aims under the supervision of the consortium. After this pilot project, additional primary health care
workers will be trained in substantially larger numbers. Evaluation will be necessary to determine the
extent and quality of these services.

Impediments

Despite the achievements mentioned above, there are substantial impediments to the development of
a mental health service that is comprehensive, community-based and integrated. These were identified in a
systematic study of the integration process in two Western Cape districts24 and in a qualitative description
of mental health services in all nine provinces.12 The principle impediments mentioned in these studies are
as follows:

❖ There is a lack of clear definitions and goals on the part of both mental health management and
service providers regarding the nature of a transformed mental health service

❖ Primary health care workers providing mental health services encounter a myriad of practical
problems on a day to day basis, such as poor infrastructure, inadequate pharmacy facilities and
services, inadequate transport, a lack of clinic space, poor staff/patient ratios and a lack of time

❖ There are feelings of resentment and burnout on the part of many mental health workers.  These
are caused by the practical problems mentioned above; the perception that they were insufficiently
consulted in the process of developing the new model of mental health services delivery; and
increased service demands due to the de-hospitalisation processes mentioned above, coupled
with an increased community awareness of mental health problems and demands for counselling.
There are three areas where such demands for counselling are particularly pronounced: HIV/
AIDS, genetics and trauma. Primary level health care practitioners generally receive minimal
training in counselling. Feelings of resentment and burnout can be exacerbated by deficiencies in
technical skills and a lack of preparation for dealing with the emotional demands that characterise
the counselling process

❖ There has been insufficient ongoing training of primary care staff who deliver mental health
services, including training in counselling.  This is essential for the transformation of the mental
health services since the basic training of all categories of primary level staff (including nurses and
medical practitioners) generally does not adequately equip them to deliver quality mental health
services. Much of the ongoing training that does occur is centralised in academic centres or
nursing colleges without ongoing local trainee support, mentoring and clinical supervision.  Thus,
trainees experience difficulty in applying what they have learned in their day-to-day clinical
duties. Also, insufficient numbers of staff are involved in providing training; they are frequently
insufficiently trained to train, and there is a lack of suitable training resources such as manuals

❖ There are few “consumer” groups, and those that do exist tend to interact only minimally with
the mental health services.  By and large, patients that stand to gain the most from such “consumer”
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groups, such as the poor, Africans, Coloureds and Indians, and more seriously disabled people,
tend to be excluded and thus do not have their needs articulated

❖ The budgets for psychiatric hospitals and the budgets for primary care services are situated within
different management structures. It is thus difficult to manoeuvre funds between different levels
of service provision. Thus, for example, savings made by de-hospitalisation are generally not
channelled into “lower” levels of service delivery.

The Truth and Reconciliation Commission has identified 10 000 individuals who are considered to
be in need of mental health care such as counselling, psychotherapy, medication and even hospitalisation.
They were referred to the relevant provincial departments of health to receive this care. However, the
capacity of these departments to provide the care is clearly limited as additional funding did not accompany
this mandate.  Although the individuals found to be in need of mental health care were provided with
limited funding, this was merely intended to facilitate physical access to services as opposed to fund the
actual services.  The consequence is an increase in the already substantial burden of unmet need for mental
health services.

Impact and future plans

The transformation of the mental health system is in its infancy. It is thus premature to speculate as to
the impact of these developments. However, the development of norms and standards for mental health
services has provided some tools that can contribute to an evaluation of the extent to which equity and the
restructuring of the mental health care system has been achieved.

Of particular importance is the necessity of increased budgetary allocations for mental health services.
Most of the money that is released by de-institutionalisation would be required to care for these patients in
the community.25 Nationally, about 2.5% of total health expenditure is spent on mental health.26 Efforts to
secure greater funding for mental health services are more likely to be successful if they can draw on local
research that demonstrates the cost effectiveness for the health system of increased allocations to mental
health.25 Other research should be directed to evaluating mental health interventions, programmes and
systems.

Finally, much of the focus of this chapter has been on clinical services. It is important not to neglect
the responsibility that the health services have to promote mental health. The main focus in this regard
would be on people in the community with mental health problems (Level 1) as well as those who do not
have mental health problems. Examples of mental health promoting strategies include:27

❖ creating a safe and supportive environment by providing adequate sport and recreation facilities,
supporting parents to prevent negative conflict, facilitating the formation of fora to identify
community-specific causative factors for poor mental health, working with the media to ensure
that mental health issues are reported in a responsible manner, and supporting legislation that
promotes mental health;

❖ providing information with a view to de-stigmatising mental health problems and assisting people to
recognise mental health problems and obtain the necessary assistance;

❖ building skills, including life skills such as anger management, conflict resolution and assertiveness;

❖ increasing access to counselling by: a) developing and supporting counselling services at primary
health care level, telephone hot lines and crisis centres; and b) providing training to people who
occupy positions where they are approached for assistance regarding mental health issues (such as
religious and sports leaders, health workers and educators).


