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Neuropsychiatric disorders were ranked third as contributors to disability-adjusted life-years in South Africa (SA). Despite this high
morbidity, mental health is often overlooked on the public health agenda. This article reviews evidence on the burden of mental illness in
the Western Cape Province of SA, as well as current provincial interventions to decrease the burden of mental illness. Available evidence
supports the need for improved integration of mental health services in primary healthcare and strengthening of community services.
Challenges include a lack of capacity due to staff shortages and inadequate availability and allocation of resources. Evidence from large
epidemiological studies to quantify the burden of disease as well as cost-effectiveness studies of interventions are required to successfully
plan and implement interventions. Similar reviews may provide a national overview of mental health issues as well as allow improvement
through better understanding of research and best practices in various provinces.
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Mental health has a major impact on health at both individual and
population level. The recent national tragedy resulting in the death
of more than 94 mental healthcare users in Gauteng Province, South
Africa (SA), has cast a spotlight on public mental healthcare and
associated systemic inadequacies. Based on the revised national
disability-adjusted life-year (DALY) estimates from the SA National
Burden of Disease Study,[1] neuropsychiatric disorders were ranked
third, after HIV/AIDS and other infectious diseases, as contributors
to the burden of disease, surpassing other non-communicable
diseases (NCDs).[1] Globally, there is an increasing recognition of
mental illness.
In 2007, the Western Cape Provincial Department of Health
embarked on the Burden of Disease Reduction Project.[2] A Mental
Health Workgroup (MHW) was established to make recommendations
on interventions to reduce the burden of mental illness in the province.
Although a large focus of the report was on interventions addressing
upstream determinants of health, downstream service interventions
were also proposed. In this review, we briefly assess evidence regarding
the current burden of mental illness in the Western Cape as well as
service-related interventions that have been implemented following
recommendations from the 2007 MHW.

Methods

Evidence for this review was obtained from a comprehensive
literature review and interviews with 10 key mental health experts
in the province, including programme managers, psychiatrists and
members of the provincial Mental Health Policy Working Group.
The main search engines used were PubMed and Google Scholar.
Key search terms included ‘mental health’ AND ‘South Africa’
AND ‘Western Cape’ AND ‘prevalence mental illness’ AND ‘mental
health interventions’. All relevant articles published in English from
1990 to 2015 were included. Reference lists were scanned further.
Unpublished literature, including provincial reports, was sourced
from key stakeholders. Only key references are presented in this
article.
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Review findings

The burden of mental illness

The burden of mental illness can be assessed within four major
categories, viz.:
1. Prevalence or incidence of mental illness
2. Risk factors for mental illness
3. Consequences in terms of DALYs
4. Social and economic costs.
In the Western Cape, there are currently limited reliable data on the
burden of mental illness. The only routine mental health indicators
at primary healthcare (PHC) services are the number of mental
health clients aged <18 years and ≥18 years. These data are obtained
mainly from mental health nurses at primary-level facilities and are
likely to capture only individuals with serious mental illness who
are referred to mental health nurses. Patients with more common,
less severe mental illness are not likely to be included in mental
health service data. There are also no indicators on substance use.
Data on psychiatric admissions and 90-day readmission rates are
collected at secondary and tertiary levels of care. There are limited
epidemiological studies quantifying the burden of mental illness
in the Western Cape and in SA at large. The available data are
summarised below.
Prevalence and incidence
Adults
The South African Stress and Health Survey (SASH) conducted in
2004 remains the main source of mental health prevalence data for
SA.[3] This study was the first large-scale population-based study
of common mental disorders in SA.[3] It showed that the 12-month
prevalence of common mental disorders among SA adults was
16.5%, that the lifetime prevalence for any disorder was 30.3%,
and that the Western Cape had the highest 12-month and lifetime
prevalence in SA (39.4%).[3] In the Western Cape, the prevalence of
anxiety disorders was 18.9%, that of mood disorders 13.7% and that
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of substance use disorders 20.6%.[3] Confidence intervals for these
proportions were not made available.
When stratified by province, the sample sizes for the SASH study
were small and subject to random error. Another limitation of the
study was the exclusion of individuals with psychotic disorders,
which meant that the overall lifetime prevalence of mental disorders
was underestimated. Although a relatively small proportion of the
population is affected by these disorders, they have a major impact
on health services.
Suicide data are often used as a proxy for mental illness burden,
since ~90% of people who commit suicide have a psychiatric disorder
at the time of their death.[2] Suicide accounted for ~11% of all
unnatural deaths in 2012,[4] although suicide figures in isolation are a
gross underestimation of underlying mental disorders.[2]
The 2007 MHW recommended that mortality data on injuries may
be a more appropriate proxy measure for the mental health burden
than suicide data.[2] In 2012, interpersonal violence was among the
top five causes of mortality in all Western Cape districts and was the
second most common cause of years of life lost among men.[4] These
data had remained fairly consistent over the preceding 3 years.
The prevalence of mental disorders at primary-level facilities is likely
to be underestimated, as the SASH study revealed that only 25% of
participants meeting the criteria for a mental disorder sought treatment,
owing to a low perceived need for mental healthcare and poor mental
health literacy.[3,5] Mental health service data underestimate the burden
as a result of underdiagnosis and poor access to mental healthcare due
to structural and attitudinal barriers.[5]
Children and adolescents
The SASH study excluded children and adolescents, and data on the
prevalence of mental illness in this group are lacking.
Kleintjes et al.[6] estimated that the unadjusted prevalence of any
mental disorder among children and adolescents in the Western Cape
was 17%.[6] The adjusted prevalence estimate for generalised anxiety
disorder was 11%, that for post-traumatic stress disorder (PTSD) 8%
and that for major depressive disorder and dysthymia 8%.[6]
In 2011, 11% of non-natural deaths in the 10 - 14-year age group
and 10% in the 15 - 19-year age group were due to suicide.[4] Although
some suicides may be impulsive, these figures point to the need for
improved mental health among adolescents.
Morojele et al.[7] showed that 41.4% of grade 8 - 10 learners in
Western Cape schools were at medium risk and 14.9% at high risk
for mental health problems. Female learners were more likely to be
at high risk.[7]
Risk factors
Pertinent downstream risk factors for mental illness include
comorbidities such as HIV as well as NCD, disorders during the
perinatal period, substance abuse and experience of trauma.[2,8]
HIV
A synergistic interaction exists between HIV and mental illness,
with depression, anxiety, PTSD and alcohol abuse being the most
prevalent disorders among people living with HIV.[9] Depression,
anxiety and stressful life events are associated with a worsened course
of illness among those with HIV.[9] Furthermore, mental disorders are
associated with poor adherence to antiretroviral treatment.[9] Mental
illness is also a risk factor for HIV infection owing to impaired
judgement and insight and associated high-risk behaviour.
Few studies have been conducted on the burden of mental illness
among individuals with HIV. Myer et al.[9] showed that 19% of those

177

attending routine HIV follow-up care in Cape Town had mental
disorders, including depression, PTSD and alcohol dependence.
NCDs
A similar synergistic interaction exists between NCDs and mental
illness.[2] Mental disorders and other NCDs have similar risk factors,
e.g. alcohol abuse is associated with depression and anxiety disorders
and is also a risk factor for cardiovascular disease.[2] Depression and
anxiety both increase the risk for hypertension, and depression is
an independent risk factor for stroke and type 2 diabetes.[2] A high
level of comorbidity between NCDs and mental illness is expected,
although data in the Western Cape are largely limited to facility data,
so are likely to be underestimated.
Disorders in women
Numerous studies show that women are more likely to have depression,
anxiety disorders and severe mental disorders.[3,10] Women have an
increased risk of mental health disorders during the perinatal period,
and these disorders are associated with increased maternal morbidity
and mortality, and adverse child health outcomes.[2,10] Studies in the
Western Cape show a high prevalence of various common mental
disorders among pregnant women.[10] Of major concern was the large
proportion of pregnant women with multiple risk factors for adverse
perinatal outcomes, including depression and alcohol use.[10]
Substance abuse and experience of trauma
Alcohol and other psychoactive substances are widely recognised risk
factors for mental illness and injuries.[3] Substance abuse contributes
to a large proportion of non-natural deaths in the province.[4]
The extensive use of methamphetamine (commonly known as
‘tik’), particularly among adolescents, is of major concern in the
Western Cape.[7] Studies showed a marked increase in admissions and
re-admissions due to methamphetamine abuse.[7,8] Morojele et al.[7]
found that >60% of adolescent learners reported having witnessed a
community member being beaten, 40% had observed a stabbing and
12% had witnessed forced sexual intercourse in a 12-month period.[7]
These factors further contribute to mental health problems, including
PTSD, anxiety disorders and mood disorders.
Consequences of mental illness in terms of DALYs
DALYs are valuable indicators to quantify the burden of mental
illness, as both morbidity and mortality are included.[1] This is
particularly useful when mortality rates are low.[1] In 2005, the World
Health Organization attributed 31.7% of all years lived with disability
to neuropsychiatric conditions, including depression, alcohol use
disorders, schizophrenia, bipolar mood disorders and dementia.[1]
In SA in 2000, neuropsychiatric disorders ranked third in DALYs. [1]
It is challenging to derive accurate DALY estimations, as there are
intensive data requirements and disability weights used in SA for
DALY estimations are not context specific.[1,11] In order to develop
more accurate burden measures, experts recommend that disability
weights should be empirically assessed in SA rather than based on
data from different countries.[1,11]
Societal/economic costs
Limited evidence is available on the societal and economic costs of
mental illness in the Western Cape. Although DALYs provide some
information on societal costs, they do not include indirect costs such
as caregiver burnout or the negative impact on the family.
Direct economic costs include the cost of medical care and services,
whereas indirect costs include lost productivity, unemployment and
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disability benefits. Indirect costs tend to outweigh direct costs in most
studies.[11]
In the private sector, medication costs are notably high; however,
no data are available for the public sector.[11] Staff expenditure also
contributes significantly to the direct costs of mental healthcare.[11]
Lund et al.[11] estimated the indirect costs of mental illness through
lost earnings at USD4 798 (ZAR54 121) per adult with major
depression and anxiety disorders per annum. Projections of the total
annual cost of these disorders in lost earnings were USD3.6 billion in
2003.[11] This indicates that mental illness has a significant economic
impact.

Mental health interventions in the
health services

Mental health interventions may target individuals or populations,
and span all levels of prevention, viz. primordial, primary, secondary
and tertiary prevention.
The 2007 Burden of Disease Reduction report[2] detailed core inter
vention areas for mental illness, viz.:
• Multiple deprivation. Interventions aimed at improving quality of
living as well as providing employment and education.
• Substance abuse. Population-level interventions for substance
abuse such as the enforcement of regulatory legislation, increased
costs of alcohol, and reduced availability of alcohol.
• Mental health services. Interventions that target health facilities
across all levels of care, e.g. integration of mental health services
in general medical services, community programmes, dedicated
psychiatric services, etc.
• Trauma. Mental health intervention at trauma facilities and
through occupational groups that work with trauma victims to
improve treatment of post-traumatic states that may precipitate or
exacerbate mental illness.
• Preschool education. The development of quality early-childhood
development programmes to reduce the burden of mental illness.
• Recreation. Involvement in recreational activities from early
childhood is considered essential in the prevention and manage
ment of negative life events.
The majority of these interventions address upstream factors
associated with mental health, requiring an intersectoral approach
in the development of primordial and primary prevention strategies.
This article primarily focuses on health service-related interventions
in the Western Cape, which are mainly directed towards secondary
and tertiary prevention strategies.
Although the South African Mental Health Care Act[12] mandates
the integration of mental health services into PHC, many barriers
exist globally, as listed in Table 1.

Recommended service-related interventions

Various service-related interventions were recommended by the 2007
MHW. More recently, Petersen et al.[8] conducted a systematic review
of research conducted in mental health services in South Africa from
2000 to 2010 and identified key recommendations, many of which
overlap with the abovementioned interventions.
Table 2 categorises the main recommended interventions for
the Western Cape from the available literature. Since economic
evaluations of these interventions are limited, they have been
assessed qualitatively based on the key requirements for successful
implementation, i.e. training, human resources and dedicated
allocation of resources (denoted with *). The final column shows
current interventions in the province, which are explained in further
detail below.
Available evidence as well as legislation strongly supports
integrated primary mental healthcare packages and strengthening of
community-based services.[8] Horizontal integration is particularly
suited to the SA setting, given the growing prevalence of comorbidi
ties.[8] The SASH study showed that most adults utilised general
medical services rather than specific mental health services for
mental health problems.[3] Integrated interventions at primary-level
facilities could improve coverage for those at risk for mental disorders
who access healthcare services, thereby increasing the impact and
cost-effectiveness of interventions as well as improving overall
health outcomes by increasing adherence for all chronic diseases.
Strengthening of community-based services is well supported by the
literature.[8,13]
Task shifting is one of the many methods recommended to
integrate mental health within primary-level care.[8] Task shifting
involves the provision of mental health at community and clinic levels
using lower levels of healthcare workers. Primary-level services are
strengthened by training current medical professionals, community
health workers (CHWs) and counsellors in mental health. This
approach is less costly than alternative staffing models that rely on
specialist personnel.[8] Petersen et al.[8] motivated for the addition of
mental health counsellors with a 4-year bachelor of psychology degree
to the staff at PHC clinics.[8] The roles of such counsellors would
include support to community mental health workers, screening
and referral of severe cases and counselling services for PTSD.[8] A
number of interventions in the Western Cape require additional
non-specialist staff. Although these innovations are more costeffective than the use of specialist personnel, the addition of a cadre
of lower-level mental health workers would require considerable
funding. Training and task-shifting using existing personnel may be
the least costly option in resource-constrained settings. A concern is
the over-burdening of already pressured staff, leading to poor uptake
of task-shifting approaches.

Table 1. Barriers to integration of mental health services into PHC
High burden of disease
Pressured PHC services where staff have multiple tasks, high patient loads, limited supervision and poor referral networks
Lack of political will, particularly the absence of mental health on the public health priority agenda
Lack of public mental health leadership[8]
The stigma of mental illness, viewed as a sign of weakness and disgrace[5]
Lack of knowledge regarding the prevalence and nature of mental illnesses[10]
Under-resourced health facilities in terms of staff, infrastructure and medication
Poorly trained nursing staff
Lack of appropriate screening tools
Insufficient skilled counsellors, psychologists and psychiatrists[8]
PHC = primary healthcare.
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Table 2. Recommended interventions to enhance mental health services
Recommended interventions
Training
General interventions
A. Integration into general medical services at all levels of care,
particularly in the following services:
• Antenatal and postnatal
• HIV/AIDS
• Trauma
• NCD
Task-shifting. Training of general medical staff (including nurses and
*
doctors) to deliver basic mental health services including screening
and interventions for substance abuse and dependences
Task-shifting. Employment of new cadres of low-level healthcare
*
workers
Ensure appropriate referral networks
B. Development of community-based mental health services
Improve community-based rehabilitation and care facilities
Task-shifting. Training of CCWs in mental health screening,
counselling and adherence support

Human
resources

*

*

Current
intervention

PACK

PMHP;
counselling in
EC centres

*
*

*

Mental health awareness initiatives in the community
C. Improve infrastructure at all levels of care
D. Ensure that psychotropic medication is universally available at
primary-level services
E. Promote culturally appropriate care
F. S ervices provided in African languages, particularly isiXhosa and
Afrikaans in the Western Cape
Specialist interventions
A. Employ dedicated mental health professionals at district hospitals
B. Make provision for specialist and subspecialist psychiatry posts at
all levels of care
C. Provide adequate substance dependence treatment services
D. Improve integration between mental health and substance services

Resource
allocation

*
*
*

DoH/NPO
partnerships
for CCWs
NGOs

*
*

*
*

*

*
*
*

NCD = non-communicable disease; PACK = Practical Approach to Care Kit; PMHP = Perinatal Mental Health Project; EC = emergency centre; DoH = Department of Health; NPO = non-profit
organisation; CCW = community care worker; NGO = non-governmental organisation.
*Key requirement for implementation of the interventions listed in the first column.

Integrated mental healthcare in the Western Cape

The Mental Health Policy Working Group is currently developing the
Mental Health Policy Framework for the province, using a life-course
approach.
Service-related interventions are being developed, piloted and rolled
out in the province. The main focus is the integration of mental health
in PHC as well as the strengthening of community-based services.
The Practical Approach to Care Kit (PACK), adopted by the
Western Cape, is a comprehensive clinical practice guideline for use
by clinicians to diagnose and manage common conditions at primary
level in an integrated manner, including mental illness.[14] The mental
health module includes diagnosis and management guidelines for
voluntary and involuntary admission procedures, depression, anxiety,
substance abuse, psychosis and dementia.[14]
The Perinatal Mental Health Project (PMHP) is another primarylevel intervention in selected facilities, providing psychiatric
screening, counselling and treatment services to pregnant women. [11]
Women are screened at their first antenatal visit to identify those
at risk, who are then referred to an on-site counsellor for further
management and referral if necessary. This validated screening tool
may be used by lay workers, CHWs, nurses and other healthcare
workers.

179

Interventions targeting those at risk, such as pregnant women,
promote mental wellness by increasing the adaptive capabilities of
women, improving agency and productivity as well as general living
conditions, [11] thus reducing expenditure on health.
The Substance Use and Trauma Intervention (STRIVE) study,
conducted in 2012/2013, describes another intervention using the
integrated care approach to decrease substance abuse and its negative
effects among patients attending emergency centres (ECs) in the
Western Cape.[15] The cost-effectiveness of interventions delivered by
trained peer counsellors in the emergency setting was evaluated.[15]
The intervention reduced substance abuse and depressive symptoms
among EC patients.[15] The cost of employing peer counsellors was
approximately five times less than that of appointing a trained clinical
psychologist to screen and deliver the intervention. Again, although
the intervention was cost-effective, the feasibility of appointing new
cadres of staff at various facilities in the province needs further
exploration.

Home and community-based care services in
the Western Cape

Strengthening of community-based services is an important
intervention described in the literature. Community-based services
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are delivered by CHWs or community care workers (CCWs),
community rehabilitation workers and lay counsellors.
In the Western Cape, community-based services are provided
through contracts with non-profit organisations (NPOs) employing
about 3 500 CCWs, supported and supervised by NPO-appointed
professional nurses. While initial community-based services were
specialised, e.g. tuberculosis and HIV home-based care, the services
are becoming more integrated and comprehensive. CCWs can play
an important role in the prevention of mental illness through health
promotion, screening and adherence support.
A recent provincial discussion document (unpublished) outlines
the framework for home- and community-based care services in the
Western Cape. Core competencies for CCWs include knowledge on
mental health and other NCDs, as well as counselling skills. There
is, however, variability in the training and functions of CCWs from
different NPOs, although the current service package attempts
to standardise the services provided. The National Department
of Health is developing a standardised, comprehensive training
qualification for CHWs, but the proposed training qualification
incorporates very basic mental health training. Both the PACK and
PMHP propose that CCWs receive adequate training and support to
screen, refer and provide basic care for those in psychological distress
as part of their routine tasks.
An area of debate is whether CCWs should be trained as
generalists, who incorporate mental health into their routine tasks,
or as specialists with an exclusive focus on mental health issues.
Given the resource constraints, a generalist approach appears more
feasible, but the expectation that multiple health issues should be
covered in routine CCW tasks may be overwhelming and important
aspects of the health encounter may be neglected. Studies comparing
the cost-effectiveness of generalist and specialist CCWs are required
to provide more robust evidence for such debates.

Other interventions in the Western Cape

Community follow-up of discharged patients by hospital teams
known as Assertive Community Teams was established in the
Western Cape in 2007. There is evidence that this type of intervention
may be particularly effective where community mental health services
are inadequate.[16] Given the high cost and resource requirements for
this intervention, improved community mental health services may
be more cost-effective.
Other provincial mental health interventions include nongovernmental organisation-led initiatives as well as research-driven
interventions including the Programme for Improving Mental Health
Care (PRIME), the Emerging Mental Health Systems in Low- and
Middle-income Countries (EMERALD) project, the Africa Focus
on Intervention Research for Mental Health (AFFIRM) project, and
Project MIND. Feedback from such research should be presented to
all stakeholders in order to strengthen policy development.

Recommendations

Evidence on the burden of mental disease in the Western Cape is
limited, and largely outdated. A population-based epidemiological
study to estimate the burden of mental disease is recommended.
Current mental health service indicators are poorly reflective of the
true burden of disease, and there is a need for more valid indicators.
The main areas of intervention that may be feasible and effective are:
• Strengthening community-based services through training of
CCWs

180

• Integration of mental health services through task-shifting of
existing staff at PHC, antenatal, postnatal, trauma, HIV and NCD
services
• Consideration of employment of a new cadre of mental health
staff at subdistrict or facility level who may function at facility and
community level.
Given the limited evidence available locally and nationally, there is a
need for economic evaluations of mental health interventions.

Conclusion

Mental illness contributes significantly to the burden of disease in the
Western Cape. Although this review focuses on one province, many
issues are pertinent to any under-resourced setting. A concerted effort
by policy makers is required to ensure that appropriate information
on mental illness is captured and interventions are based on sound
evidence. Although many promising interventions are underway, there
is a need to bolster mental health services at all levels of healthcare. An
evidence-based intersectoral approach is required to optimise mental
health in the population and truly achieve health for all.
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