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Abstract

Background There is growing recognition that mental
health is an important public health issue in South Africa.
Yet mental health services remain chronically under-
resourced. The aim of this study was to document levels of
current public sector mental health service provision in

The Mental Health and Poverty Project (MHaPP) is a Research
Programme Consortium (RPC) funded by the UK Department for
International Development (DfID) (RPC HD6 2005-2010) for the
benefit of developing countries. The views expressed are not
necessarily those of DfID. RPC members include Alan J. Flisher
(director) and Crick Lund (coordinator) [University of Cape Town,
Republic of South Africa (RSA)]; Therese Agossou, Natalie Drew,
Edwige Faydi and Michelle Funk (World Health Organization); Arvin
Bhana (Human Sciences Research Council, RSA); Victor Doku
(Kintampo Health Research Centre, Ghana); Andrew Green and
Mayeh Omar (University of Leeds, UK); Fred Kigozi (Butabika
Hospital, Uganda); Martin Knapp (University of London, UK); John
Mayeya (Ministry of Health, Zambia); Eva N. Mulutsi (Department of
Health, RSA); Sheila Zaramba Ndyanabangi (Ministry of Health,
Uganda); Angela Ofori-Atta (University of Ghana); Akwasi Osei
(Ghana Health Service); and Inge Petersen (University of KwaZulu-
Natal, RSA).

C. Lund (X)) - S. Kleintjes - R. Kakuma - A. J. Flisher
Department of Psychiatry and Mental Health,

University of Cape Town, 46 Sawkins Road, Rondebosch,
Cape Town 7700, South Africa

e-mail: crick.lund@uct.ac.za

R. Kakuma

Health Systems Research and Consulting Unit,
Centre for Addiction and Mental Health,
University of Toronto, Toronto, Canada

A. J. Flisher
Research Centre for Health Promotion, University of Bergen,
Bergen, Norway

South Africa and compare services across provinces, in
relation to current national policy and legislation.
Methods A survey was conducted of public sector mental
health service resources and utilisation in South Africa
during the 2005 calendar year, using the World Health
Organization’s Assessment Instrument for Mental Health
Systems (WHO-AIMS) Version 2.2.

Results  South African policy and legislation both advo-
cate for community-based mental health service provision
within a human rights framework. Structures are in place at
national level and in all nine provinces to implement these
provisions. However, there is wide variation between
provinces in the level of mental health service resources
and provision. Per 100,000 population, there are 2.8 beds
(provincial range 0-7.0) in psychiatric inpatient units in
general hospitals, 3.6 beds (0-6.4) in community residen-
tial facilities, 18 beds (7.1-39.1) in mental hospitals, and
3.5 beds (0-5.5) in forensic facilities. The total personnel
working in mental health facilities are 11.95 per 100,000
population. Of these, 0.28 per 100,000 are psychiatrists,
0.45 other medical doctors (not specialised in psychiatry),
10.08 nurses, 0.32 psychologists, 0.40 social workers, 0.13
occupational therapists, and 0.28 other health or mental
health workers.

Conclusions Although there have been important deve-
lopments in South African mental health policy and
legislation, there remains widespread inequality between
provinces in the resources available for mental health care;
a striking absence of reliable, routinely collected data that
can be used to plan services and redress current inequalities;
the continued dominance of mental hospitals as a mode of
service provision; and evidence of substantial unmet need
for mental health care. There is an urgent need to address
weak policy implementation at provincial level in South
Africa.
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Introduction

There is growing recognition that mental health is an
important public health issue in South Africa. Latest
reviews of disease burden in this country rank neuro-
psychiatric conditions third in their contribution to the
burden of disease, after human immunodeficiency virus/
acquired immune deficiency syndrome (HIV/AIDS) and
other infectious diseases [1]. The first major epidemio-
logical study with a representative sample of South
African adults has revealed that 16.5% suffered from a
common mental disorder (CMD) (depression, anxiety or
substance use disorder) in the previous year [2]. A review
of existing studies concluded that about 17% of children
and adolescents in the Western Cape suffer from any
mental disorder [3]. These studies reported no evidence
that there were any differences between socially defined
racial groups or cultural groups in the prevalence of
mental disorders [2, 3]. The trauma and abuses meted out
during the apartheid era have been well documented in
the findings of the Truth and Reconciliation Commission
[4], as have the effects of these acts on the mental health
of victims [5, 6].

More recently, in spite of the political freedoms and
human rights advances brought about by the democrati-
cally elected government in 1994, there has been a growing
trend of increased economic inequality, poverty and
unemployment, which has marked the social, economic
and political landscape in South Africa. Between 1996 and
2001, the percentage of the population living below the $2
per day poverty line increased from 26 to 28%, an increase
that was more prominent amongst black South Africans
than other population groups [7]. There is emerging evi-
dence from low- and middle-income countries that mental
ill-health is strongly associated with poverty and many
aspects of social deprivation associated with poverty [8].

In spite of these disturbing trends and the projected
growth in the burden attributable to mental ill-health [9],
there is increasing international evidence of the existence
of cost-effective interventions. During the last 40 years,
anti-psychotic medications have revolutionised the care
and treatment of people with schizophrenia and bipolar
mood disorder, in a way that allows most people with these
conditions to live relatively satisfying lives in the commu-
nity [10]. Cost-effective generic medications are now
available for people suffering from CMDs such as depres-
sion and anxiety [11, 12]. Advances in a range of psycho-
social interventions have been made and documented [10].
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Although many of these psycho-social interventions have
been developed in western settings, several have been
adapted and found to be effective in low- and middle-
income countries, including African countries [13-15].
The development of psycho-social rehabilitation provides
new directions for recovery, empowerment and re-inte-
gration into communities after periods of mental illness
[16].

Like many other low- and middle-income countries,
mental health services in South Africa have been chroni-
cally under-resourced. Estimates in 1996 were that 2.5% of
total health expenditure and 4.2% of hospital expenditure
were devoted to mental health [17]. More recent estimates
of budget allocations are not routinely available. As part of
the colonial legacy and institutional care under apartheid,
services remained concentrated in psychiatric institutions
up to the late 1990s [18]. There is currently evidence of
widespread unmet need for services, with only 28% of
people with moderate to severe CMDs receiving mental
health care [2].

In the last 12 years, there have been important policy
and legislative developments regarding mental health in
South Africa. South African health policy has addressed
mental health in two important policy documents in 1997
[19, 20]. More recently, there have been reforms in mental
health legislation in South Africa, through the adoption of
the new Mental Health Care Act (2002), promulgated in
late 2004. The act is consistent with international human
rights standards [21], and sets in place mechanisms for
decentralisation of services, integration of mental health
into general health care and the development of commu-
nity-based care.

A key question is whether progress has been made
towards the policy goals set out by the post-apartheid
mental health policy, first formalised in 1997 [19, 20], and
whether services are responding to the recent change in the
legislative environment. The last national review of mental
health services was conducted in 1997 [18, 22-25], and
there has not yet been a systematic review of public sector
mental health service provision using a broad range of
input and process indicators, despite the increasing avail-
ability of instruments for the assessment of the overall
resources and content of mental health service provision
[26, 27].

This paper sets out to report on public sector mental
health systems in South Africa, focusing on input and
process indicators of service provision at the provincial
level. South Africa’s nine provinces form the major
organisational structure for service delivery, with plans and
budget allocations to health (and mental health) services
occurring at provincial level. Comparison of service pro-
vision between provinces is, therefore, a crucial gauge of
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the extent to which provincial health departments are
implementing nationally developed policy and legislation.

Methods

Quantitative data regarding the mental health system in
South Africa for the 2005 calendar year were gathered
using the World Health Organization’s Assessment
Instrument for Mental Health Systems (WHO-AIMS)
Version 2.2 [28]. WHO-AIMS consists of six domains
(covering the 10 World Health Report 2001 recommen-
dations comprising 28 facets and 156 items). The six
domains are interdependent, conceptually interlinked, and
somewhat overlapping. The domains include:

Domain 1: policy and legislative framework

Domain 2: mental health services

Domain 3: mental health in primary care

Domain 4: human resources

Domain 5: public education and links with other sectors
Domain 6: monitoring and research

The WHO-AIMS spreadsheets were distributed to the
following respondents:

e 9 provincial Departments of Health,

e 17 Mental Health Societies of the South African
Federation for Mental Health (SAFMH), a national
non-governmental organisation (NGO),

e professional boards of the Health Professions Council
of South Africa (HPCSA) for Psychology, Medicine
and Occupational Therapy,

e the South African Nursing Council, and

e the South African Council of Social
Professions.

Service

The purpose of the study was to document all public
sector and national NGO mental health service provision
in South Africa. For this reason, a comprehensive over-
view of all mental health services in these sectors was
necessary. However, private-for-profit services were not
included as they only provide services for a minority of
the population, and are seldom utilised by those who live
in conditions of poverty [29], a focus of the current study.
Mental health services were defined as those providing
care to people of all ages with mental disorders, but did
not include services for intellectual disability or substance
use disorders.

The SAFMH is the only NGO that provides a coordi-
nated national mental health service, and is the largest
national mental health service provider in the NGO sector,
although other NGOs provide services at a local or pro-
vincial level. It is also partially subsidised by government
funding. We, therefore, decided to collect data on mental

health service provision in the NGO sector from the 17
affiliated societies of the SAFMH.

In the provincial Departments of Health, the Provincial
Mental Health Coordinators took responsibility for com-
pletion of the spreadsheet, gathering data from regional and
district health services, with the assistance of health service
managers and senior clinicians. In the SAFMH, the head of
each society took responsibility for gathering data relevant
to service provision at his/her branch.

The e-mailed spreadsheets were followed up with tele-
phone calls, and (where necessary) faxed versions of the
instrument. In many instances, repeated checking of the data
submitted by respondents was necessary, with telephone
interviews to check each item conducted by one author (SK).

In addition, preliminary findings were presented to a
national meeting of Provincial Mental Health Coordinators
by two authors (CL, SK). This enabled the researchers to
discuss the preliminary findings in detail, and allowed
provincial coordinators the opportunity to double check the
data that they had submitted. Suggested changes were
effected, and a final round of provincial checking of the
databases was conducted after the meeting.

The data were entered into 9 separate spreadsheets for
each of the provincial Departments of Health, and a further
17 spreadsheets for each of the SAFMH mental health
societies. Data for provincial Departments of Health and
the provincial SAFMH offices were collated into one
spreadsheet to provide a provincial picture. Data from these
spreadsheets were then entered into a national spreadsheet,
where numeric data were aggregated. Descriptive statistical
analyses of relevant items were conducted.

Results
National and provincial policy, structures and plans

As provided for in the White paper on Health [19], mental
health policy implementation in South Africa takes place
through national, provincial and district structures. A
national mental health authority exists which provides
advice to the government on mental health policies and
legislation, namely the National Directorate: Mental Health
and Substance Abuse, in the Department of Health. The
Directorate comprises a director, three deputy directors,
assistant directors and administrative staff. The imple-
mentation of the Mental Health Care Act (2002) has now
been prioritised within the National Department of
Health’s strategic plan (2004-2009), and is a primary focus
of the activities of the National Directorate.

The national mental health authority provides policy
direction to the provincial mental health authorities, who
are involved in service planning, service management and
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coordination, and monitoring and quality assessment of
mental health care. As directed by the White paper, each
province has a structure responsible for mental health
and substance abuse. This is either a Directorate or Sub-
directorate dedicated to mental health. The seniority of the
provincial mental health authority posts varies between
provinces. Mental health services are organised in terms of
catchment areas in all provinces.

South Africa’s first post-apartheid mental health policy
guideline was approved in 1997 by the Meeting of the
Health Minister and the 9 provincial Members of Executive
Councils (MINMEC), now called the National Health
Council, the highest decision-making body for health in
South Africa. Although approved for implementation by
MINMEQG, the policy was not formally published or widely
circulated throughout the country, nor followed by the
development of implementation guidelines, due to capacity
constraints within the national office, and the low priority
given to implementation of mental health policy at pro-
vincial level [30]. Currently, the National Directorate is in
the process of drafting a new policy which is regarded as
the first national mental health policy for the country by the
current national mental health officials.

Although the National Directorate has an operational plan
for its own activities, there is no national mental health plan
as plans are devolved to the provinces. Of the nine prov-
inces, one has a separate strategic plan for mental health
(KwaZulu-Natal, 2003) and the remaining eight have mental
health plans which are integrated within the general health
plan for that province. The extent to which mental health is
addressed within these general health plans is variable.

A national essential drugs list (EDL) is in place, which
includes anti-psychotics, anxiolytics, antidepressants, mood
stabilizers and antiepileptic drugs. Psychotropic drugs are
most widely available in mental hospitals (100%), followed
by psychiatric inpatient units in general hospitals (96%),
and then outpatient mental health facilities (88%).

Financing of mental health services

Public sector mental health care is financed through
national tax revenue, which is allocated to the National
Department of Health. The percentage of national gov-
ernment Health Department expenditure devoted to mental
health is not known. All health services and budgets are
devolved to the nine provinces, with allocations to mental
health services at the discretion of provincial Departments
of Health. There is wide variation between provinces in the
budget and resources available for mental health care. Only
three of the nine provinces were able to report on health
expenditure on mental health care: Northern Cape spends
1%, North West 5% and Mpumalanga 8% of its health
budget on mental health care.
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Free access to essential psychotropic medicines is
available to 80% of the population (provincial range 75—
83%). For those that pay out of pocket, the cost of generic
anti-psychotic medication (chlorpromazine) is 24 South
African cents per day (0.7% of the daily minimum wage)
and generic antidepressant medication (amitriptyline) is 15
South African cents per day (0.5% of the daily minimum
wage). There are no social health insurance schemes.

Human rights protection

In keeping with the Mental Health Care Act 2002, Review
Boards have been established in each province, with the
authority to oversee regular inspections in mental health
facilities, review involuntary admission and discharge
procedures, and review appeals related to these processes.
The Review Boards do not have the authority to impose
sanctions (e.g., withdraw accreditation, impose penalties,
or close facilities that persistently violate human rights). In
addition to the Review Boards, the parliamentary Human
Rights Commission has occasionally reviewed and pro-
duced reports on conditions in mental health facilities, and
serves an external watchdog function.

More than half (52%) of mental hospitals and psychi-
atric inpatient units in general hospitals had at least one
review/inspection of human rights protection of service
users in 2005, while only 8% of community residential
facilities had such a review. Most mental hospitals (78%)
have had at least 1 day of training on human rights
protection of patients in the last 2 years but only 40% of
psychiatric inpatient units in general hospitals and com-
munity residential facilities have had such training.

Mental health services
Mental health outpatient facilities

There are 3,460 outpatient facilities which offer mental
health services in the country, although these are general
health facilities, in which the provision of specific mental
health services is not monitored. Of these outpatient
facilities, only 1.4% provide services exclusively for chil-
dren and adolescents. Data on service utilisation were only
available from 4 provinces, where these facilities treat
1,660 users per 100,000 general population annually. These
services are provided as part of the integrated health
service within public health facilities.

Day treatment facilities
There are 80 day treatment facilities available in the

country, treating 3.4 users per 100,000 general population.
Approximately, half of these facilities are run by the
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SAFMH. None of the facilities offer services exclusively
for children and adolescents.

Of all users treated in day treatment facilities, the
SAFMH reports that 41% are female. In the KwaZulu-
Natal province, users spend an average of 273 days in day
treatment facilities per year. Across five SAFMH facilities
in four provinces, users spend an average of 267 days in
day treatment facilities. No other provinces or SAFMH
facilities reported length of treatment data.

Psychiatric inpatient units in general hospitals

There are 41 psychiatric inpatient units in general hospitals
in the country with a total of 2.8 beds per 100,000 popu-
lation. Only 3.8% of these beds are reserved for children
and adolescents. These facilities are provided for and run
by the provincial health authorities. The average length of
admission is not routinely reported and data were, there-
fore, not available.

In terms of the provisions of the Mental Health Care Act
(2002), general hospitals are required to admit and assess
people with psychiatric emergencies for a minimum of
72 h before they may be referred to specialist mental
hospitals. This has required the identification of “desig-
nated” hospital facilities that are able to provide these
services. The intention of this provision is to encourage
decentralisation of mental health care and integration into
general health services. National Department of Health
officials report that 53% of all hospitals (defined as “health
establishments” in the Mental Health Care Act) have been
designated to provide 72 h assessments of psychiatric
emergencies, in keeping with the provisions of the act. This
includes 131 of 251 district hospitals, 28 of 59 secondary
hospitals, and 14 of 33 tertiary hospitals. Service users are
frequently admitted to general wards in these listed facil-
ities as there are as yet no separate psychiatric inpatient
units in most of these facilities.

The national distribution of beds across provinces and
facility types is provided in Fig. 1.
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Fig. 1 Mental health bed distributions by facility type and province
per 100,000 population

Community residential facilities

There are 63 community residential facilities available in
the country, of which 47% are provided by the SAFMH.
These facilities provide a total of 3.6 beds per 100,000
population. The number of these beds that are reserved for
children and adolescents is not known.

The number of users in community residential facilities
is 2.3 per 100,000 population and the average number of
days spent in community residential facilities is unknown,
except for three mental health societies in the Eastern
Cape, KwaZulu-Natal and Mpumalanga which, respec-
tively, reported average annual lengths of stay of 364, 365
and 365 days. In community residential facilities provided
by the SAFMH, 41% of users are female. The Department
of Health does not keep a record of gender distribution in
these facilities.

Mental hospitals

There are 23 mental hospitals in the country, providing a
total of 18 beds per 100,000 population (provincial range
8-39). Seventy-nine percent of these facilities are organi-
sationally integrated with mental health outpatient facili-
ties. Only 1% of the beds in mental hospitals are reserved
specifically for children and adolescents.

The number of mental hospital beds decreased by 7.7%
between 2000 and 2005. There is wide variability between
provinces in this regard, with some provinces slightly
increasing bed numbers (e.g., Free State 4%) and some
dramatically decreasing bed numbers (Eastern Cape —27%,
Limpopo —26%, Western Cape —21%).

Forensic facilities

In addition to beds in mental health facilities, there are 3.5
beds per 100,000 population for people with mental dis-
orders in forensic inpatient units. Based on data from three
provinces (Free State, KwaZulu-Natal and North West),
9% of users spend less than 1 year, 25% spend 1-4 years,
62% spend 5-10 years, and 3% spend more than 10 years
in forensic inpatient units.

A map summarising the mental health facilities and
poverty levels in all provinces is provided in Fig. 2. Pov-
erty levels were reported by the Southern African Regional
Poverty Network [31].

Mental health in Primary Health Care (PHC)
All provincial services are organised in line with the
national policy of integrating mental health into PHC. In

two provinces (Gauteng and KwaZulu-Natal), a mean of
5.5% of the training for medical doctors is devoted to
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107 outpatient clinics
10 child/adolescent outpatient clinics
14 day treatment centres
8 psychiatric inpatient units
24 community residential facilities
3 mental hospitals

443 outpatient clinics
0 chid/adolescent outpatient clinics
0 psychiatric inpatient units
0 community residential facilities
2 mental hospitals

670 outpatient clinics
1 child/adolescent outpatient clinics
1 psychiatric inpatient unit
1 mental hospital

{__
B

6 outpatient clinics

0 chid/adolescent outpatient clinics
0 day treatment centres

0 psychiatric inpatient units

1 mental hospital

\/

455 outpatient clinics
4 child/adolescent outpatient clinics
2 day treatment centres
6 psychiatric inpatient units
9 community residential facilities
3 mental hospitals

Fig. 2 Mental health facilities per province in South Africa

mental health. According to the South African Nursing
Council, 21% of undergraduate nurse training is devoted to
mental health. Some post-qualification refresher training
initiatives have been undertaken for PHC nurses, but no
data were available on the percentage of PHC doctors and
nurses who have received such training in mental health.
Only in one province (Northern Cape) it was estimated that
80% of nurses had received such training. In another
province (KwaZulu-Natal) nurses had received refresher
training, but no records were kept of the numbers of nurses
who were trained.

There was wide variability between provinces in the
availability of assessment and treatment protocols for key
mental health conditions (see Table 1). The general trend
suggests wider availability of protocols amongst non-phy-
sician-based clinics. Referral guidelines do exist in all
provinces, but the extent to which they are adhered to is not
known.

There is also wide variation between provinces in the
percentage of physician-based PHC doctors who make on
average at least one referral per month to a mental health
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professional. Less than 20% of doctors in the Eastern
Cape, 21-50% of doctors in KwaZulu-Natal, Northern
Cape and Free State, and over 80% of doctors in the
Western Cape and Gauteng make such referrals. The
remaining provinces did not provide data. Only four
provinces were able to report on the number of non-
physician-based PHC clinics that make a referral to a
higher level of care. Again there was wide variation, with
Gauteng reporting 0%, Western Cape 1-20% and Free
State and North West 51-80%. Of the two provinces that
reported interactions between PHC doctors and mental
health professionals, KwaZulu-Natal reported that 1-20%
and the Free State reported that 21-50% of PHC doctors
have such interactions in a month.

According to the South African Nursing Council, PHC
nurses are allowed to prescribe but with restrictions (e.g.,
they are not allowed to initiate prescription but are allowed
to continue prescription, or they are allowed to prescribe in
emergencies only). These practices are dependent on drug
schedules. PHC doctors are allowed to prescribe all med-
ications on the EDL.
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Table 1 Availability of assessment and treatment protocols for key
mental health conditions in primary health care clinics

Province % with protocols

Physician-based Non-physician-based

PHC clinics PHC clinics

Eastern Cape 21-50 51-80

Free State 51-80 51-80
Gauteng 0 1-20
KwaZulu-Natal 51-80 21-50
Limpopo 0 81-100
Mpumalanga 0 0

North West Unknown 51-80
Northern Cape 0 81-100
Western Cape 1-20 81-100

As for availability of psychotropic medicines, three
provinces reported that over 80% of physician-based PHC
clinics have at least one psychotropic medicine of each
therapeutic category as set out in the EDL, and one prov-
ince reported that 51-80% of these clinics have such
medicines. In non-physician-based clinics, four provinces
reported 81-100% availability, three provinces 51-80%,
one province 21-50% and one province 0%.

Information systems in mental health services

Information systems are generally weak in most mental
health services. In all of the provincial Department of
Health services described above, there is no routine
reporting of service utilisation by gender, age or diagnosis.

If such data are collected, they are entered into users’
folders, and are not used for service planning.

Of the nine provinces, four indicated that there is no
formally defined minimum data set of mental health items to
be collected by health facilities (Western Cape, KwaZulu-
Natal, Northern Cape and Mpumalanga). The remaining five
provinces reported that a formally defined list of individual
data items exists that ought to be collected by all mental
health facilities. The extent of data collection is variable
between mental health facilities and provinces (see Table 2).

In the Western Cape, KwaZulu-Natal and Limpopo, 67,
23 and 89% of outpatient facilities transmit data to the
provincial Health Department, respectively. All other pro-
vincial Health Departments receive data from all mental
hospitals, all psychiatric inpatient units in general hospi-
tals, and all mental health outpatient facilities. However,
only one of the nine provinces, the North West Province,
produced a report from the data transmitted to the pro-
vincial Health Department.

Human resources

The total personnel working in mental health facilities are
11.95 per 100,000 population. Of these, 0.28 per 100,000
are psychiatrists, 0.45 other medical doctors (not specia-
lised in psychiatry), 10.08 nurses, 0.32 psychologists, 0.40
social workers, 0.13 occupational therapists, and 0.28 other
health or mental health workers (see Table 3).

Very few provinces were able to provide a breakdown of
mental health staff by facility type. Those that were able to
provide this information could only report on the locations
of some staff categories in some locations. Where data are
available, the trends are that mental hospitals appear to be

Table 2 Percentage of mental health facilities collecting and compiling data by type of information

Type of information compiled

Mental hospitals

Inpatient units Outpatient facilities

No. of beds

No. of inpatient admissions/users treated in outpatient facilities
No. of days spent/user contacts in outpatient facilities

No. of involuntary admissions

No. of users restrained

Diagnoses

100%* 100%" NA
100%* 100%"° 100% in 3 provinces®
100%™ 100%"° 100% in 3 provinces®
100%™ 100%" NA
100% 100%" NA
Mixed® 100% in 2 provinces' 100% in 1 province®

? Except Northern Cape

® Only KwaZulu-Natal, Mpumalanga, Eastern Cape, Free State and Gauteng provide all this information. In the Western Cape, 17% of facilities

provide this information and in other provinces none do

¢ These provinces are Mpumalanga, Eastern Cape and North West. No other provinces provide this information

4 Except Limpopo

¢ Only KwaZulu-Natal, Eastern Cape and North West provide all these information. Western Cape provides diagnoses in one of three mental

hospitals. Other provinces provide none

f These provinces are Mpumalanga and the Eastern Cape. No other provinces provide diagnoses

€ Only Mpumalanga reports diagnoses in outpatient facilities
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Table 3 Human resources in South African mental health services (per 100,000 population)

Professional E Cape  Free State  Gauteng KZN  Limpopo Mpum N West N Cape W Cape SA

Psychiatrists 0.1 0.1 0.4 0.3 0.1 0.1 0 0.1 0.9 0.3
Other med doctors 0.3 0.4 0.3 0.5 0.2 0.1 0.5 0.3 1.4 0.5
Nurses 10 18.6 1.1 12.6 16.3 1.2 20.6 6.3 10.5 10.1
Psychologists 0.2 0.5 UN 0.1 0.8 0.5 0.4 0.2 0.7 0.3
Social workers 0.3 0.2 UN 0.1 0.1 0 0.1 0.1 0.6 0.4
Occup therapists 0.1 0.3 UN 0 0.2 0 0.1 0.5 0.5 0.1
Other health or MH workers 0.4 0.1 0.3 0.4 0.8 0 0 UN UN 0.3

Other health or MH workers include auxiliary staff, non-doctor/non-nurse primary health care workers, health assistants, medical assistants,

professional and paraprofessional psycho-social counsellors

better staffed than psychiatric inpatient units in general
hospitals. For example, amongst nurses in Mpumalanga
and Free State, there is an average of 0.6 nurses per bed in
psychiatric inpatient units in general hospitals, in com-
parison to an average of 1.2 per bed in mental hospitals.
For other psycho-social staff (psychologists, social workers
and occupational therapists), there are an average of 0.03
per bed for psychiatric inpatient units in general hospitals
in Mpumalanga, Free State and Limpopo, and 0.07 per bed
in mental hospitals. The exception to this trend is the case
of psychiatrists: in KwaZulu-Natal and Free State there is
an average of 0.05 psychiatrists per bed in psychiatric
inpatient units in general hospitals, in comparison to an
average of 0.02 psychiatrists per bed in mental hospitals.

The distribution of human resources between urban and
rural areas is disproportionate. Based on data from only
two provinces (Free State and North West), the density of
psychiatrists in or around the largest city is 3.6 times
greater than the density of psychiatrists in the entire
province, a trend which is consistent with past research
[32] and anecdotal evidence from other provinces. The
distribution of nurses between urban and rural areas is not
known.

There was a general lack of data regarding either pro-
fessional training or continuing professional development
(CPD) after qualification in all provincial Departments of
Health. However, the HPCSA and the South African
Nursing Council were able to provide data on the number
of new professional registrations in 2005. Per 100,000
population, these include 0.06 psychiatrists, 5.58 other
doctors, 5.32 registered nurses, 10.45 enrolled nurses,
12.41 enrolled nursing auxiliaries, 0.8 psychologists, 4.96
nurses with at least 1 year of training in mental health and
0.48 occupational therapists. In KwaZulu-Natal and Free
State, it was estimated that up to 20% of psychiatrists
emigrate to other countries within 5 years of the comple-
tion of their training.

The Health Professions Council has implemented a
CPD scheme for medical doctors, psychologists and
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occupational therapists, which covers both private and
public sectors. Professionals are required to undertake
certain continuing education and supervision activities
each year in order to remain registered with the HPCSA.
However, no data are kept regarding the amount of CPD
training undertaken each year for all registered profes-
sionals, as audits are conducted each year on a group of
randomly selected professionals.

Quality of care

Because the WHO-AIMS instrument provides only input
and process data, it is not possible to thoroughly assess the
quality of care received in South African mental health
services. However, certain proxy measures such as effi-
ciency, accessibility and coverage may provide indications
of service quality. Regarding efficiency, an important
indicator is the proportion of financial resources allocated
to mental hospitals, as these institutions are commonly
acknowledged as making inefficient use of scarce resources
[33]. Based on data from four provinces, 86% of mental
health expenditure is allocated to mental hospitals.
Regarding accessibility, it is widely acknowledged that
mental hospitals are geographically inaccessible and fre-
quently stigmatising institutions [10]. Bed distribution
between mental hospitals and other facility types is,
therefore, an important indicator of accessibility of inpa-
tient care. Across all provinces, a mean of 56% of inpatient
beds are located in mental hospitals. Furthermore, the
median proportion of beds in or near the largest city in a
province was 1.46 (provincial range 0.63—4.78), based on
data from seven provinces, indicating difficulty accessing
inpatient care, particularly for those in rural areas. This is
mirrored in staff distributions, which indicate that there are
3.6 times as many psychiatrists working in urban areas as
rural areas, per 100,000 population. These data indicate
major rural/urban disparities in access to care. Regarding
economic accessibility, as clinic attendance is free for
those who are unable to pay, and psychotropic medication
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costs 0.5% of the daily minimum wage for amitriptyline
and 0.7% of the daily minimum wage for chlorpromazine,
economic barriers appear to present themselves more
in the form of high transport costs than treatment costs.
Based on mental health outpatient attendance figures,
coverage appears to be very low, with 1.7% annual treated
prevalence.

Public education

There is a coordinating body to oversee public education
and awareness campaigns on mental health and mental
disorders in South Africa, namely the Department of
Health. Advocacy and public awareness programmes are
being run by the National Department of Health, but are
limited by resources. The department is assisted by various
NGOs, including the SAFMH, the South African Depres-
sion and Anxiety Group and other professional, consumer
and advocacy bodies.

Government agencies and NGOs have promoted public
education and awareness campaigns in the last 5 years in
all provinces. However, only the Western Cape, Free State
and Gauteng reported the involvement of professional
associations in these campaigns, and only the Western
Cape reported the involvement of private trusts, founda-
tions and international agencies. These campaigns have
targeted the general population, children, adolescents,
women, trauma survivors and other vulnerable or minority
groups.

In addition, there have been public education and
awareness campaigns targeting professional groups in
Gauteng and the Western Cape, including health care
providers, complimentary/alternative/traditional healers,
teachers, social service staff, leaders and politicians and
other professional groups linked to the health sector.

In the Free State, all these groups have been targeted
with the exception of social service staff and politicians.
In Mpumalanga, these campaigns have been limited to
teachers, politicians and other professional groups linked to
the health sector. In North West, campaigns have targeted
only health professionals. No other provinces have con-
ducted public education and awareness campaigns for
mental health.

Discussion

South African mental health services are marked by a
number of contradictory elements. On the one hand, mental
health care has been included as a priority programme
within national health policy; some effort has been directed
at integrating basic mental health care into service pro-
vision at PHC level; and psychotropic medications are

relatively widely available and affordable within existing
services. Other important advances have also been made
since the election of a democratic government in 1994.
Mental health service priorities are clearly defined in the
country’s 1997 White paper on health service transforma-
tion, a national mental health policy guideline was drafted
in 1997, and the Mental Health Care Act (2002) promul-
gated in 2004 is in keeping with international human rights
standards. The latter has introduced a number of reforms
such as the establishment of Review Boards to protect
human rights of people with mental disorders in health
establishments, and the identification of designated mental
health facilities, including 72 h observation facilities in
general hospitals. In the area of human resources, the
HPCSA has introduced a system of CPD to encourage
mental health professionals to update their clinical skills
and provide ethical, evidence-based services. Steps are also
being taken to ensure that health skills are more readily
available where needed, e.g., through the introduction of
compulsory community service after training for psychol-
ogists, doctors and occupational therapists, and the intro-
duction of new categories of health personnel, e.g., a 4-year
degree registered counsellor within the psychology
profession.

On the other hand, there are several ongoing problems.
First, there is widespread inequality between provinces in
the resources available for mental health care, including
staffing and inpatient beds. This is consistent with previous
studies of staff and inpatient bed distributions between
provinces [23, 25] and with inequalities in the wider health
sector in South Africa [34]. Very little appears to have
changed since these studies were conducted 8 years ago, in
that under-resourced provinces such as the Eastern Cape,
Limpopo, Mpumalanga, North West and the Northern Cape
stand in stark contrast to relatively well resourced prov-
inces such as Free State, Gauteng, KwaZulu-Natal and the
Western Cape. The findings regarding mental health
resource distribution continue to reflect historical legacies
of provincial boundaries under apartheid, as reported in
previous studies [23]. For example, forensic bed numbers
in the three predominantly rural provinces around Gauteng
province (North West, Limpopo and Mpumalanga) are
negligible compared to Gauteng, and reflect these prov-
inces’ continued reliance on Gauteng for forensic services.
These resource distributions reflect the old provincial
boundaries of the apartheid era province of the Transvaal.
As stated in previous studies, there is an urgent need to
improve resource allocations in under-resourced provinces,
particularly in rural areas, to improve equity between
provinces and improve access to services.

Secondly, the service platform for mental health
continues to be dominated by mental hospitals, in con-
trast to other health programmes which have more
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readily been integrated into the PHC model at regional
and district levels. As shown in Fig. 1, the predominant
form of inpatient mental health service provision con-
tinues to be based on mental hospitals. There have been
developments in service provision in community resi-
dential facilities and psychiatric inpatient units in general
hospitals compared to previous studies [25], but this still
falls far short of the aims of the 1997 White Paper for
Health that calls for a community-based service, inte-
grated into PHC [19]. These challenges are reflective of
difficulties in building PHC in wider health sector reform
in South Africa [35].

Thirdly, there is a striking absence of reliable, routinely
collected data that can be used to plan services and redress
current inequalities, as reported in previous studies
[22, 24].

The findings of this study also appear to indicate con-
tinued unmet need for mental health care in South Africa.
For example, mental health outpatient attendance figures
indicate an annual treated prevalence of 1.7% of the total
population. If this figure is compared to the annual prev-
alence estimate of 16.5% for CMDs in adults alone [2], this
indicates large numbers of people with needs for care who
do not receive mental health services. This is confirmed
by epidemiological data which indicate that only 28% of
people with moderate—severe CMDs received mental
health care in the last year [2].

The wide variation in resources between (and within)
provinces appears to be at least partially symptomatic of
the absence of a nationally accepted mental health policy,
with a lack of consensus on the official status of the 1997
policy, and the redrafting of a new policy at an early stage
of development. Without clear imperatives from the
National Department of Health, provincial departments are
free to address mental health according to their own pri-
orities. This results in inconsistent approaches to resource
allocation, inconsistent data collection, lack of standardi-
sation of the training of PHC staff in mental health, and a
lack of formalised inter-sectoral collaboration with other
departments and stakeholders. These problems are rein-
forced by current financing mechanisms, in which provin-
cial mental health budgets are allocated from national
tax-based health budgets. There are few financial incentives
for provincial Departments of Health to increase efficiency
or resource allocation for mental health services. Thus,
while the Mental Health Care Act (2002) has legislated
reforms in the form of Review Boards and 72 h assessment
facilities at district hospitals, there have been limited
budget allocations to community mental health care in a
manner advocated by the act. This trend is reflected in
broader health sector financing, where calls have been
made to link district health funding improvements to per-
formance and efficiency [36].
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In comparison to previous South African studies, total
bed/population ratios have declined from 48 per 100,000
population in 1997 [25] to 28 per 100,000 population in
2005. There are no indications that this reduction in bed
numbers has been accompanied by a substantial increase in
community-based services. Furthermore, total staff num-
bers appear to have declined over this period, with 19.5
total mental health staff, 0.4 psychiatrists and 15.6 nurses
reported per 100,000 population in 1997 [23], while this
study found 11.95 total mental health staff, 0.3 psychia-
trists and 10.1 nurses per 100,000 population in 2005
(Table 3). These findings indicate an overall decline in
mental health resources over this period, which is of grave
concern. The finding for human resources is consistent with
research on wider health sector reform, which indicates that
the South African health workforce is substantially weaker
now than it was in the mid-1990s [37].

Comparing these findings with other African countries,
South Africa fares favourably. Only 50% of African
countries have a mental health policy and while 80% have
mental health legislation, only 30% of this legislation has
been reformed since 1990 [38]. Furthermore, 70% of
African countries spend less than 1% of their meagre health
budgets on mental health [38]. However, in relation to
other middle-income countries, the findings appear com-
parable. For example, Brazil, India and Mexico spend 2.6,
2.1 and 1% of their health budgets on mental health,
respectively; and similarly to South Africa, all three of
these countries have mental health policies and legislation
in place [39].

There are a number of limitations to this study, which
need to be noted. First, there was wide variability between
provinces in the number of nurses per 100,000 population
(provincial range 1.1-20.6), which may be partially
attributed to differing definitions of nurses between prov-
inces, in spite of the clear definition provided in the
instrument. This may reflect a broader trend of inconsistent
record keeping and/or information systems across the
provinces. For example, although provinces were able to
provide the numbers of nurses working in specialist mental
health facilities, such as mental hospitals, it was more
difficult to provide numbers of nurses providing mental
health services within integrated general health facilities.
Secondly, Gauteng was not able to provide data on the
number of psychologists, social workers or occupational
therapists. As a highly urbanised province, with a large
population, it is likely that there is a higher concentration
of these professionals in this province than in other prov-
inces. The resulting underestimation at the national level is,
therefore, likely to be greater than would have been the
case had the missing data been from a less urbanised
province. Thirdly, the study reported input and process
indicators, but not outcome indicators. Routine outcome



Soc Psychiat Epidemiol (2010) 45:393-404

403

data are not currently available from provincial mental
health services in South Africa. It is important that infor-
mation systems are developed to facilitate the collection
and analysis of outcome data in future. Fourthly, no pro-
vincial information systems were able to report service
utilisation data by diagnosis, which makes it impossible,
amongst other things, to calculate the treatment gap by
diagnosis. All these limitations reinforce the need to
develop reliable routine information systems for monitor-
ing mental health services in South Africa.

The WHO-AIMS instrument provided a useful means of
assessing national mental health systems in South Africa,
using standardised items that were comparable across
provinces and with other countries. The instrument is
receiving increasing international recognition and use [26],
although some of its limitations have been identified as a
neglect of the politics of mental health policy development,
underestimation of the role of culture in mental health care
utilisation and questionable measurement validity [40]. It is
clear that an instrument of this nature is not designed to
provide detailed analyses of political and cultural factors,
and in the case of South Africa, we have used qualitative
methodologies to explore these aspects in other papers
[41, 42]. Other methods have been developed for exploring
explanatory models and public perceptions in relation to
mental health policy, e.g., in Kenya [43]. Measurement
validity is a limitation in some items, e.g., assessing the
quality of training, or regulatory aspects of medication
supply [40], and this could perhaps be improved in future
versions of the instrument.

This study highlights the need for further research,
including epidemiological studies that examine treated
prevalence; mental health services research that includes
more sophisticated methods of sampling representative
geographical areas [44] in circumstances of limited infor-
mation systems; and intervention studies that evaluate the
development of mental health systems, e.g., national policy
development, information systems and the integration of
mental health into PHC.

Conclusion

In comparison to many other low- and middle-income
countries, South Africa is an interesting case study for
mental health systems. Unlike many other low- and mid-
dle-income countries, particularly those in Africa [39],
legislation and some level of policy commitment are in
place to advocate for the development of community-based
care and the protection of human rights for those with
mental disabilities. However, there remain major chal-
lenges of policy implementation and widespread inequali-
ties in available mental health service resources.

In this light, a number of policy and service development
initiatives are required. First, there is a need for stronger
national leadership to develop a national mental health
policy which provides a clear framework for public mental
health service development. Such national policy should
recommend levels of provision for provinces, facilitate
systems to monitor the implementation of national policy,
and harness political will and administrative investment in
mental health on par with other health programmes. Sec-
ondly, capacity needs to be built for mental health pro-
gramme managers and other officials involved in planning
and monitoring of mental health services at provincial and
district level. Thirdly, a nationally agreed minimum data set
needs to be put in place and an information system estab-
lished, in order to consistently monitor mental health ser-
vice delivery and outcomes at provincial and district level.
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