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Background: Mental Health as a Public Health Priority 
 

Mental illness as a public health priority in South Africa cannot be overemphasised.  South Africa 
reportedly has the highest disease burden per capita of any middle income country, with four 
“colliding epidemics” of disease:7 HIV and tuberculosis; maternal, neonatal and child health; non-
communicable diseases (NCDs) and mental illness, and fourthly, violence and injury.  However, the role 
of mental illness in the overall burden of disease is such that it should be considered as much more 
than just one of the NCDs.  Firstly, it is highly co-morbid with and worsens treatment outcome of the 
other NCDs.3  Secondly, mental illness and substance use disorders are interwoven into each of the 
other epidemics in terms of both cause and effect.  Thirdly, mental illness and substance use disorders 
are the leading cause of years lived with disability (YLD) worldwide.8  The onset of mental illness is 
most commonly in youth with persistence into later life.  It causes significant functional impairment 
and behavioural problems.  When poorly treated, the ensuing severe  social and occupational disability 
is often lifelong and entrenches poverty.4  A breakdown of the Global Burden of Disease (GBD) Study 
2010 for South Africa9 reveals mental illness and behavioural disorders to be the leading cause of 
disability between the ages of 10 – 29 years, superseded by HIV/AIDS after the age of 30 years.8  

 
The impact of mental illness during childhood and adolescence is of grave concern in South Africa, 
given the high prevalence of health risk behaviour amongst our youth10 and that it predisposes to 
school failure.11 In addition, the behavioural, substance use and socio-economic problems associated 
with mental illness all predispose an individual to HIV infection.12  In turn, HIV infection causes and 
exacerbates mental illness and neurocognitive disorders.  These then worsen treatment outcomes of 
HIV/AIDS.13  It is therefore not known to what extent the high level of disability due to HIV/AIDs 
between the ages of 30 and 44 years is related to the HIV infection itself, mental illness and 
neurocognitive disorders secondary to HIV infection, or to co-morbid mental illness and behavioural 
problems which preceded HIV infection. 

 
The impact of mental illness on maternal, neonatal and child health has been well-documented in the 
Lancet Series on Perinatal Mental Health14 and the Lancet Global Mental Health Series.3  Maternal 
mental illness is associated with an increased rate of poor maternal and foetal outcomes of pregnancy 
and poor infant growth (specifically in low and middle income countries (LMICS)).  Mental illness in a 
parent is associated with an increased incidence of hospital admissions and emergency room visits as 
well as with mental illness and behavioural disorders in their children.  Comorbid substance use 
disorders and medical illnesses such as HIV/AIDS compound the negative effects of maternal mental 
illness.  Therapeutic interventions in mentally ill parents have been shown to reduce mental illness and 
behavioural problems in their offspring by up to 40%.15  Although the evidence base is limited, the 
neglect of maternal mental health care cannot be justified. 

   
Deaths due to interpersonal violence are ranked third in terms of premature mortality in South Africa9 
and contribute to the fourth epidemic: violence and injury.  Interpersonal violence, mental illness and 
substance use disorders are inextricably linked.  Not only does violence contribute to the development 
of mental illness, people with mental illness are more likely to be victims of violence than the general 
population and may be more likely to be perpetrators of violence.4, 16  In addition, links have been 
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made between mental illness, substance use disorders, interpersonal violence and the contraction of 
sexually transmitted infections (STIs) and HIV/AIDS.17  We believe that any attempts to reduce the 
levels of interpersonal violence must contain methods of addressing mental illness and substance use 
in the community.   

 
It must be remembered that the term “mental illness” may be applied to a range of psychological and 
psychiatric disorders which require a variety of interventions.18 Conduct and personality disorders, 
which may cause serious behavioural disturbance, are particularly difficult to address.  They require 
the involvement of non-health sectors such as education, social development, the police, justice and 
correctional services.  The role of mental health professionals is therefore not necessarily to treat but 
often to provide specialist assessment, input and advice to primary health care (PHC), other specialist 
health care and to non-health sectors regarding the management of problematic behaviour. 

 
Our response to the NHI white paper is made against this background of the public health significance 
of mental illness.  In particular, we advocate for the incorporation of Community Psychiatry into NHI, 
according to the requisites of the National Mental Health Policy Framework and Strategic Plan 2013 – 
2020 (NMHPF).2  Two benefits of a comprehensive package of specialist run community mental health 
care (CMHC) make it an imperative for South Africa:2 

 
1. The prevention of years lived with disability, through the practice of primary, secondary and 

tertiary preventative psychiatry at the level of the community.  
 

2. The provision of the basic human right to health care, food, shelter and protection for people 
living with severe mental illness.   

 
SASOP Comments on the White Paper 

 
In order to avoid unnecessary lengthiness of discussion, only selected points are commented upon. 
However, the sentiment expressed is applicable to all similar content in the white paper.  Further detail 
regarding our position on psychiatric care in the public sector and the NMHPF is published 
elsewhere.19, 20  

 
Chapter 1: Introduction and background 

 
As this is a broad, introductory chapter, specific comments are given under the relevant chapters. 
However, we would like to emphasise that the “vulnerable groups” in point 17 should make specific 
reference to the mentally ill and intellectually disabled, as well as the general term “people with 
disabilities.” Point 41 states that the “poor are still marginalised.”  We feel that dividing South Africa 
into poor and rich is too simplistic.  Many groups are marginalised regarding access to health care 
irrespective of their socio-economic status. In particular people with mental illness, substance use 
disorders and other stigmatised issues, e.g. prisoners, migrants and those with an alternative sexual 
orientation, tend to be marginalised and vulnerable members of society. 
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Regarding point 43, we believe that the anticipation of radically reducing the quadruple burden of 
disease in South Africa if the “above measures and other interventions are implemented” is naïve and 
unrealistic.  Our belief is related to the complete lack of provision of specialist level community 
psychiatry or psychiatric supervision of primary mental health care by the white paper (chapter 6). 

 

 Specialist input at community level is essential for the success of deinstitutionalisation of the 
mentally ill and integrated primary mental health care.21 

 
Chapter 2: Definition, features and principles of NHI 

 
Whilst we support the principles of UHC, we have several concerns regarding specific features of NHI.  
In particular, we are concerned that pooling all health financing sources into a single fund carries the 
risk of destroying the entire health system should this fund be mismanaged.  Our concern is based on 
the fact that the National Department of Health (NDoH) achieved unqualified audit reports for only 
three years over a nine-year period.22  If it is unable to deliver unqualified audit reports in the current 
system, will it have the capacity to administer the enormous pool of funds under a single financing 
system? 

 
For the same reason, the “single-payer” model, with no competing entity, is a great concern.  Although 
simplifying the financial management of the health system should reduce opportunities for corruption 
through the reduction of multiple agents and public-private relationships, the NDoH has also been 
accused of corruption.22  Should this single-payer fail in any way, then there is no recourse to an 
alternative funding source for anyone in South Africa. 

 

 In order to generate public confidence in NHI, the financial management of the current public 
health system should become reflective of that envisaged by NHI, particularly in terms of 
transparency and accountability. 

 
Regarding points 58 – 61 relating to affordability, efficiency, effectiveness and appropriateness, we are 
concerned about the umbrella clause of “sustainability within the context of the country’s resources” 
(point 58).  This statement is open to interpretation, together with “expected” outcomes, “acceptable” 
standards of quality and “tailored” to local needs.  Given that the NHI white paper already has not fully 
incorporated the principles of the NMHPF, to what extent will other policies, and outcomes of health 
care, be tailored to meet “sustainable” goals? And, how will the “available resources” be measured?  
To what extent will resource allocation to health care be compromised by competing parastatal 
organisations? We are deeply fearful that the right to quality health care will be severely compromised 
as it is deemed unsustainable “within the context of the country’s resources.” 
 

 “Affordability” should be related to specific health outcome measures rather than to 
“available” resources.  Sufficient resources should be made available to meet the desired 
outcomes.  
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Chapter 3: Problem statement 
 

With respect to the structural problems (section 3.1), we feel that this section is lacking in detail and 
transparency with respect to the public health sector.  Not only are the references to cost drivers and 
poor quality of care in the public sector superficial in content, but the private sector appears to be 
blamed for the migration of doctors away from the public sector (points 77-79). 

 
Whilst we agree that the possibility of higher earnings attracts some doctors to the private sector, 
many leave due to the severe service related infrastructure and quality deficits which limit the ability 
of the individual doctor to provide optimal patient care.  The consequent job dissatisfaction drives 
doctors either to emigrate or into private practice.  Other contributing factors include a) the high 
workload in the public sector which, particularly in the academic setting, in terms of patient numbers, 
student teaching and university demands is impossible for the individual doctor to meet, b) exposure 
to life-threatening infectious diseases and violent and sexual assault, c) poor working conditions in 
terms of consultation and overnight rooms and d) recurring issues regarding the freezing of posts and 
payment of overtime which lead to a sense of insecurity as a government employee.  If the NHI white 
paper does not acknowledge these issues, will they be corrected with the re-organisation of the health 
system? 

 

 The public and private health sectors should be critiqued with equal rigour and responsibility. 
 

 A greater sense of accountability for the difficulties faced by doctors in the public sector 
should be conveyed by the Ministry of Health (MoH), together with a clear strategy with 
which these difficulties will be corrected.  

 
The content of Section 3.2 betrays a marked lack of understanding of the role of mental illness and 
substance use in perpetuating the overall burden of disease in South Africa. This is of grave concern.  
Future funding of mental health and substance use interventions depends upon the NDoH’s 
appreciation of their public health significance. 

  

 A greater understanding of the psychological basis of human behaviour and the complex 
relationship between psychiatric and physical disorders needs to be incorporated into NHI 
and national health plans. 
 

Chapter 4: Rationale and benefits of NHI 
 

We support the rationale that UHC will have economic benefits for South Africa. Our support is based 
on the evidence of economic benefit and political stability resulting from the National Health Systems 
established in European countries.23  Economic benefits are particularly true for mental health care.2, 5, 

24 Not only does improved mental health care reduce the burden of disability on the country, but it has 
positive effects on the health and welfare of the caregivers and dependent children of the mentally ill.3  
However, the mental health care package offered by NHI is not cost-effective in terms of WHO, 
international and local recommendations.2, 25, 26  The hospi-centric emphasis will limit coverage of 
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mental illness and compromise any potential economic benefits of mental health care.  This is 
discussed further under Chapter 6. 

 
Chapter 5: National Health Insurance Coverage 

 
We believe that the exclusion of temporary residents, foreign nationals and foreign students from NHI 
with the demand that they have their own medical insurance (point 123) is unconstitutional and 
inhumane.  Many of these individuals are indigent people from other African states who come to South 
Africa due to the unstable political environment and failed economies of their home countries.  Such 
individuals are often under severe socio-economic and psychological stress.  They are highly vulnerable 
to mental illness.  We believe that this clause will exacerbate and justify xenophobic behaviour in 
South Africa.  In addition, it compromises the health workers’ personal integrity, as it forces us to 
refuse treatment to patients against our will and conscience. 

 

 Instead of further victimising this vulnerable and marginalised group of people and imposing 
an unethical demand on health workers, the costs of providing care to temporary residents 
and foreign nationals should be recorded and their countries of origin invoiced accordingly. 
 

Regarding service coverage (section 5.3), we are in support of the development of a comprehensive 
package of health services, with continuity of care across service levels and an emphasis on community 
and PHC.  We are pleased to note the inclusion of mental health and substance abuse in this 
comprehensive package (point 131).  We are however, concerned with how this package is 
determined.  We acknowledge that “everything for everyone” (point 125) cannot be covered, but we 
are acutely aware that neither mental illness nor substance use disorders receive adequate attention 
by most health departments in LMICs.21  
 

 The NHI Benefits Advisory Committee should include a Public Mental Health specialist. 
 

 Absolute transparency and accountability from the MoH and NDoH is essential in the 
determination of which NHI service entitlements are considered “medically necessary.” The 
grounds of such determination should be disseminated for inspection to all medical schools 
and all professional societies.  Such considerations must be consistent with the Constitution 
of South Africa and the health care rights of the individual. 

 
Point 137 is of particular concern.  It lacks the sensitivity and respect for people that one would expect 
from a country where human rights are treasured. The suggestion that people who “expose 
themselves to risky behaviour such as smoking, taking excessive alcohol or eating poor diets” may be 
considered a “moral hazard” indicates a complete lack of understanding of substance use and risky 
behaviour. The wording of point 137 implies that these individuals are deliberately defrauding health 
services by seeking care in spite of their addiction or problem behaviour.  This statement gives tacit 
permission to health workers and facility managers to refuse care to such individuals, who are often 
already stigmatised and discriminated against in society.  Evidence to support our interpretation of this 
clause is found in the current Health Strategic Plan,27 which is aligned to the principles of NHI.  The Plan 
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does not include any reference to the Prevention of and Treatment for Substance Use Act of 2008 
despite its alignment to numerous health and non-health legislation and despite the Act’s clear 
requisites for the NDoH.28  The result of this is that there is no allocation of resources to the prevention 
and treatment of substance use in the Health Strategic Plan.   

 
Substance use, eating problems and risky behaviour are health issues.  Rather than being discriminated 
against, they need to be addressed by the Department of Health in an integrated and intersectoral 
manner.  This is best done by encouraging health care users to disclose their substance use and 
behavioural problems in order that these conditions may be addressed appropriately.  To denote such 
behaviour as a “moral hazard” is discriminatory.  It promotes prejudice on the part of the health care 
provider and lack of disclosure by the user. This will only perpetuate these important health risk 
behaviours. 

 

 Point 137 should be removed from the NHI document and replaced with a constructive 
integrated and intersectoral approach to the management of people with these problems. 

 
The content of point 138 is similar to that of point 137, in that health care seekers who overstep 
service level referral pathways are considered a “moral hazard” and “abusing … services”.  Such 
wording permits service providers at higher service levels to refuse care on the grounds that they 
believed the individual to be abusing the system.  It removes the human right of the individual to seek 
appropriate health care when they believe that they or their dependent is not treated adequately at a 
lower service level. 

 

 Point 138 should be removed from the NHI document and replaced with a statement 
acknowledging that there may be occasions when a primary care health worker does not 
recognise the severity of an illness, its underlying cause or the need for specialist treatment.  
In such instances, the individual should be encouraged to take responsibility for their own 
health and seek care at a higher service level. 

 
Chapter 6: Organisation of the Health Care System and Services under NHI 

 
Section 6.1 
We fully support the emphasis on PHC and the process of PHC re-engineering towards an integrated 
system of health care at the community level.  We are heartened by the “Ideal Clinic” model and the 
inclusion of private health care services into the system.  We do, however, have some concerns.   
 
Firstly, the description of the Ideal Clinic places emphasis on what the patient may receive.  Whilst we 
agree with this, we hope that the rights of health care providers are included.  It will not be possible to 
deliver on this model if service providers cannot be retained in the system due to excessive demands 
on their time and energy in order to meet the needs of patients according to the Batho Pele principles.  
Regarding points 176 – 180 in section 6.1.4, there is a lack of detail regarding both the remuneration 
and the working conditions of public sector employees and contracted private practitioners.  If this is 
not in parity, there will be no incentive for any health care practitioner to remain a full time public 
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sector employee.  How will this impact on continuity of patient care, and on academic services, which 
are provided mainly by the public health sector? 

 
Secondly, regarding PHC re-engineering, we fully agree that, if implemented well, the Municipal Ward-
based Primary Health Care Outreach Teams (WBPHCOTs) will be a “game changer” (point 163).  
However, mental health is not included in the training manual of the WBPHCOTs, and it is noted that 
they made no mental health assessments or interventions.  This is particularly disturbing given that 
maternal mental illness and substance use is common in South Africa29 and has significant deleterious 
consequences on maternal, foetal and child health.3, 4, 14, 29 Providing home visits for antenatal and 
postnatal care without any screening of maternal mental health is, in our opinion, negligent. 

 
Likewise, the Integrated School Health Programme (ISHP) did not identify a single learner with mental 
illness or substance use.  We note that the identification of cognitive and related developmental 
impairment is included in the range of services provided by the ISHP (although there is no report of any 
of these learners having been identified).  However, these Education problems are distinct from the 
Health conditions of mental illness, behavioural disorders and substance use. The reason for the 
omission of these disorders in the face of high health risk behaviours amongst South African learners10 
and strong associations between mental illness and school failure4, 11 is perplexing.  In addition, the 
lack of provision for Community Psychiatry means that, should learners be identified with mental 
illness or behavioural disorders by the ISHP, there is no accessible referral pathway for specialist 
supervision of care.  This is even though such disorders are best managed as close to the patient’s 
home as possible.30 

 
We support the involvement of psychologists and allied professionals (we hope this includes 
occupational therapists) to strengthen PHC (point 176).  However, we are concerned that their role is 
only for early childhood development, which is largely a problem of Education rather than Health, 
unless it includes emotional, psychological and behavioural development.  
 
Our recommendations in terms of Section 6.1 include the following: 

 

 WBPHCOTs receive training in the identification and referral of mental illness and substance 
use disorders as well as in general health issues. 

 

 As Community Health Workers (CHWs) require an appropriate level of health and mental 
health expertise, enter people’s homes and are privy to confidential information, we 
recommend that a suitable selection process is applied in establishing the WBPHCOTs.  

 

 Nurses leading the WBPHCOTs and the PHC facilities to which they are linked receive training 
and support in the management of mental illness, behavioural problems and substance use 
identified by the CHWs. 

 

 The ISHP includes the identification, preliminary management and referral of behavioural 
disturbance, mental illness and substance use amongst learners. 
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 The ISHP receives sufficient inter-sectoral support from the PHC and other health facilities, 
Education, Social Development and other non-health sectors in the management of these 
learners. 

 

 Provision is made for specialist mental health support of PHC and the ISHP at community 
level.  This should be in accordance with the norms and standards cited by the NMHPF. 

 
Section 6.2 
The first mention of psychiatric service in the white paper is at the level of the Regional hospital.  Point 
193 implicitly excludes psychiatric services in District hospitals as it states that “the services delivered 
will be limited to four areas namely Obstetrics and Gynaecology, Paediatrics and Child health, General 
Surgery and Family Medicine.” This is not consistent with the Mental Health Care Act of 2002 (MHCA)31 
or the NMHPF, which endorse mental health care, treatment and rehabilitation at all service levels.  Of 
note, community-based care is a particular requisite of both the MHCA and the NMHPF. 

 
With its emphasis on specialised psychiatric facilities, point 199 advocates an outdated and costly 
mode of psychiatric care. It stands in opposition to the community-based care objectives of the MHCA 
and NMHPF.  It is not at all consistent with WHO recommendations25 or with international or local 
models of cost-effective psychiatric care.26, 30, 32-34.  The model of psychiatric care described in the 
white paper is liable to increase hospitalisation costs without improving mental health coverage of the 
population.  

 
The discordance between national health plans and mental health legislation and policy does however 
explain why there has been no development of community-based psychiatric services in South Africa, 
even though deinstitutionalisation has already taken place.  As stated in the NMHPF Section 2.5, page 
16: “Deinstitutionalisation has progressed at a rapid rate in South Africa, without the necessary 
development of community-based services.  This has led to a high number of homeless mentally ill, 
people living with mental illness in prisons and revolving door patterns of care.”2   

 
Whilst we applaud the emphasis on primary mental health care in the white paper, this is not a 
substitute for specialist community mental health teams (CMHTs).21  In Nigeria, fifteen years of 
integrated primary mental health care failed to meet the goals of increasing mental health coverage 
and of reducing stigma and discrimination of the mentally ill.  This failure is attributed to the absence 
of structured support and supervision of PHC by specialist mental health professionals, as this aspect of 
the Nigerian National Mental Health Programme and Action Plan was not implemented by health 
authorities.21   
 
We are deeply concerned that South Africa is following a path which is doomed to fail if NHI is not 
aligned to the NMHPF regarding the organisation of mental health services, cited norms and standards 
and financing of mental health care. 
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The process of deinstitutionalisation means that, as people with severe and complex mental illness live 
and require care within their community, the necessary multi-disciplinary teams and supporting 
infrastructure must be provided at the level of the community. Internationally, successful treatment of 
psychiatric disorders at community level has been shown to reduce the expensive cost of specialised 
hospitalisation.35  Community psychiatry rather than hospi-centric psychiatry (as delineated in the 
white paper) is essential for successful deinstitutionalisation and for the provision of secondary and 
tertiary preventative psychiatry.   

 
The components of secondary and tertiary preventative psychiatry include: 

a) early identification and treatment of psychiatric disorders in order to prevent disability 
through long duration of untreated illness. 

b) prevention of relapse and recurrence of mental illness.  Together with early treatment, this 
prevents disability as relapse of illness is often associated with increasing deficits in 
neurocognitive and interpersonal functioning. 

c) prevention of victimisation of the mentally ill by society, prevention of homelessness and 
poverty and prevention of harm to others by those with mental illness. 

 
Primary prevention of mental illness is an additional component, but is largely implemented by non-
health sectors with the input of specialist mental health professionals at community level.  It includes 
the provision of parenting programmes and life skills courses in schools, both of which have a good 
evidence base for effectiveness.26 

 
Specialist CMHTs are the pivot around which the entire psychiatric service should revolve.34 The scope 
of practice of the CMHTs is vast and includes: 

a) supervision of the District Hospitals that refer to the acute psychiatric unit 
b) training and support of primary mental health care practitioners 
c) specialist assessment and treatment of complex patients within the community (at PHC 

facilities to ensure accessibility by the patient and their support network) 
d) support of community residential and day care facilities 
e) co-ordination of care for those requiring acute admission or sub-specialty care 
f) inter-sectoral engagement with non-health sectors within the community.  Inter-sectoral 

engagement is particularly important for child, adolescent and youth psychiatry and the 
provision of primary preventative programmes 

g) conducting research regarding prevalence, treatment and outcomes of mental illness within 
the community 

 
In addition to the above scope of practice, CMHTs, once established, may be required to teach 
undergraduate medical students. As it is in this arena that generalist psychiatric expertise may be 
developed, it would be an optimal teaching platform. 
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Our recommendations in terms of Section 6.3 include the following: 
 

 Point 193 includes Psychiatry at the level of the District Hospital.   
 

It is assumed from the text that the four cited disciplines are to be provided by generalists who 
receive specialist support from DCSTs.  Psychiatry needs to be integrated into each discipline 
within the scope of practice of generalists in South Africa.  This includes the provision of 72-
hour observation for acute mental disturbance (as is already occurring in South Africa at District 
level) and the assessment and treatment of mental illness and substance use disorders in 
women presenting to obstetrics and gynaecology, children receiving child health care and 
people of all ages presenting for any medical cause for surgery or to family medicine.  

 
The infrastructure of District Hospitals therefore needs to include facilities for 72-hour 
observation of severely behaviourally disturbed patients.  Both District Hospitals and 
Community Health Centres / Ideal Clinics need to have built in room space for group therapy 
and workshop space for occupational therapy.  Room space for group therapy / self-help groups 
must be such that confidentiality of the group is maintained. 

 
CMHTs must be established and adequately staffed to provide support and supervision to the 
District hospital generalists and to co-ordinate referrals of patients with severe mental illness 
for specialist admission or specialist community-based outpatient care. 

 

 The staffing of acute psychiatric units at Regional Hospital level (point 194) include a full multi-
disciplinary team (MDT) in suitable ratio to the patient load.  We recommend that additional 
general psychiatric MDTs and facilities are provided for children and adolescents with acute 
mental illness and behavioural disturbance.  Although sub-specialty child and adolescent 
psychiatrists are not necessary at Regional Hospital level, due to their vulnerability and age-
specific needs it is not appropriate that children and adolescents are cared for in adult facilities, 
in the same way that children with medical problems are not admitted to adult medical wards. 

 

 Point 199 be reworded completely to be consistent with the objectives of the MHCA and 
NMHPF. 

 

 Our recommendation is that, as depicted in the intervention pyramid on page 22 of the 
NMHPF, the CMHTs are aligned with the general hospital acute psychiatric units of Regional, 
T1 and T2 Services.  This is to ensure continuity of care for the severely mentally ill and a 
specialist base for the  CMHT.36  We recommend that there is one adult and one child and 
adolescent CMHT per District Hospital served by the acute psychiatric inpatient unit (Figure 
1).  The initial staffing of these teams should be according to Lund and Flisher32 and Lund et 
al30 for minimal mental health coverage, as cited by the NMHPF.  It may then be reviewed as 
NHI matures, according to specified outcome measures and required duties. 
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Figure 1. Proposed positioning and role of Community Mental Health Teams 

CMHT = Community Mental Health Team; PHC = Primary Health Care 

 
Sections 6.2 and 6.3.2 
Regarding points 190 and 191 of 6.2 and section 6.3.2, we are pleased to note that strategies will be 
put in place to enhance management and government of PHC facilities and hospitals. 

 

 In order to ensure good governance, all management positions should be advertised openly 
and country-wide.  We also request that appointments to these positions are made in a 
transparent and accountable manner, according to the merit and expertise of the applicants. 
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Sections 6.4 and 6.5 
We fully support and are enthusiastic about the establishment of the Office of Health Standards 
Compliance (OHSC).  It is noted that only 33% of over 400 government facilities met with OHSC 
standards when inspected; we hope that the structure of NHI is such that the deficits will be corrected 
by the relevant provincial and local health authorities. 
 

 It is vital that the OHSC is completely independent of the MoH and always acts candidly and 
without bias. 
 

 Governance must be such as to ensure that negative findings of the OHSC are rectified.  The 
public needs to have access to both the OHSC findings and methods of addressing problems. 

 

 SASOP is available to provide expertise and support to the OHSC in establishing and 
monitoring national core standards for mental health care in South Africa. 

 
Section 6.6 
Mental health care is completely dependent on adequate human resources.  Without a multi-
disciplinary team there can be no mental health care at any service level other than for the mildest of 
mild cases.  “Task-shifting” by non-professionals is not a substitute for the minimal staffing needs of a 
CMHT, but rather enables the CMHT to be staffed at the minimal levels recommended by the 
NMHPF.30, 32 

 

 Although there are staffing norms for CMHTs recommended by the NMHPF, it is essential that 
these are re-evaluated using the WISN assessment tool.  Such evaluations must take into 
account teaching and research duties in addition to service delivery. 

  
Section 6.9 
In the present health system, under the MHCA, the South African Police Service is required to transport 
the mentally ill and behaviourally disturbed to hospital under certain conditions.  This is not ideal. 
Members of the police force are not adequately trained in mental health care, not equipped for co-
morbid medical conditions, and the process further stigmatises mental illness.  However, the 
Emergency Medical Services are not equipped to manage people with aggressive behaviour or a high 
risk of absconding during transit. 

 

 Improved access to Emergency Medical Services must include emergency care of MHCUs.  We 
suggest that NHI liaises closely with the Emergency Care Society of South Africa (ECSSA) and 
SASOP in this regard. 

 
Chapter 7: Financing of NHI 

 
Our comments in this and the following chapter relate to the delivery of optimal mental health care.  
Details regarding the potential effects of the financing model of NHI are not within our field of 
expertise and beyond the scope of this document. 
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The care of the mentally ill transcends the boundaries between primary, secondary and tertiary health 
service levels due to the policy of deinstitutionalisation and community based care.  Having the 
severely ill living in the community means that specialist level human resources and medication are 
required at the community level of care.  In addition, increasing specialist support of PHC should result 
in increased mental health coverage. Hence, the balance of spending could become such that more is 
required at community level than at highly specialised services.  In addition, as mental illness is 
pervasive throughout society and impacts negatively on all four colliding disease epidemics, it should 
be treated as a public health priority with adequate resource allocation at each service level.  

 

 A ring-fenced budget for mental health care of 5% of the total health budget, in line with WHO 
recommendations35 is strongly recommended.  This budget is to cover the costs of care for 
people living with psychiatric disorders.  It does not include the management costs of 
substance use disorders or intellectual disability where there is no co-morbid mental illness. 

 

 Ongoing monitoring and evaluation of services according to pre-determined mental health 
indicators and outcome measurements should accompany the management of this budget. 

 
Chapter 8: Purchasing of Health Services 

 
Our comments on this chapter revolve around the development of a National Essential Medicines List 
(NEML) and the Standard Treatment Guidelines (STGs) with respect to mental health care.   As 
individual clinicians we have engaged positively with the Essential Drugs Programme.  We support the 
development of a set of evidence-based cost-effective guidelines for mental health care, and are 
available to assist in the process.  We recommend that: 

 

 There is continued representation of psychiatry within the NEML Committee 
 

 The needs of preventative psychiatry are accommodated in the NEML.   Both the NHI white 
paper and the private practice PMBs are hospi-centric in their view of psychiatric care.  This 
results in an emphasis on the treatment of acute psychiatric symptoms rather than on the 
prevention of disability and prevention of relapse.  Efficacy in relapse prevention and 
tolerability in maintenance use are essential factors in choice of medication. 

 

 In adhering to the principles in choosing medication for the NEML (point 339), that Cost 
considerations do not supersede Efficacy, Effectiveness and Safety.  In addition, the multi-
morbidity of disease must be considered in assessing safety and cost-effectiveness. 
 

 Regarding effectiveness and practicality in the South African situation (points 339 ii and 339 
vii), that the NEML Committee is mindful of the significant health care challenges at community 
level, given that most of the psychiatrically ill are deinstitutionalised.  Factors influencing the 
assessment and monitoring of adverse effects include very high patient loads, poor senior 
supervision, unreliable access to laboratory facilities and high transport and time costs to 
patients and caregivers when frequent clinical review is required.  Factors influencing 
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medication adherence include the patients’ home and school conditions, poor insight to the 
illness and easy access to alcohol and illicit substances. 

 
Chapters 9 and 10: Phased Implementation and Conclusion 

 
We note the time period proposals in which NHI will be implemented, and want to caution on the 
complexity of this implementation in terms of amendments to related Acts and the re-structuring of 
the current fragmented, multiple tier, health system.  We are also concerned that the provision of 
health care under the current system should not be compromised by the preoccupation with the 
implementation of NHI by the NDoH.  We propose that implementation is accompanied by good 
governance in the current system with continuous monitoring of health care.  

 
Finally, we look forward to a well-administered, corruption free, national health system which respects 
the human rights of all people living in South Africa and provides UHC. We appreciate the opportunity 
to comment on the white paper and are always available for further consultation. 
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