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Executive Summary 

Mental Health Investment Case for South Africa

E
This Mental Health Investment Case for South Africa, commissioned by
the National Department of Health in November 2019, represents the
result of three years of sustained dialogue and collaboration with the
National Department of Health, involving key Provincial partners,
clinicians, financing experts, patient rights and community advocacy
groups and prominent academics, all of whom are committed to
upholding the rights of persons living with Mental, Neurological and
Substance use Disorders in South Africa.

Although the health system of South Africa has made significant strides
since democracy, our collective efforts have not addressed the
complexity of problems our mental health system encounters, nor have
these efforts paid due recognition to the significant and growing burden
of mental illness in our country. Further, the post-apartheid society of
today continues to be characterized by structural concerns that entrench
poor mental health among certain groups, in particular, among the most
disadvantaged in our society.

Calls to improve and scale-up investments in a broad range of proven
promotion, prevention and treatment interventions for mental health
have been articulated widely over the past two decades. Beyond health
benefits, these actions have been shown to yield impressive benefits to
our collective social well-being and the broader economy. Technical
guidance to support the development, financing, and implementation of
an accessible, equitable and comprehensive mental health care system,
integrated at all levels of the health system is urgently needed.

The purpose of this Mental Health Investment Case (MHIC) is to share a
15-year vision for meeting the mental health and economic needs of
South Africa, offering concrete recommendations for how to achieve
these gains. This Investment Case draws significantly on the guidance of
Global actors including the World Health Organization (WHO), the World
Bank (WB) and the United Nations Development Program (UNDP). The
timing of the MHIC Task Team’s work has overlapped with the passing of
the NHI Bill, the ongoing development of the Service Benefits
Framework (SBF), the drafting of the next Non-communicable Disease
(NCD) National Strategic Plan, the Life Esidimeni Arbitration Award and
the publication of the Report on the National Investigative Hearing into
the Status of Mental Healthcare in South Africa.

Executive 
Summary
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Most significantly, the MHIC development has overlapped with the
unprecedented COVID-19 pandemic that first gripped South Africa in
March 2020. The significant shock to our health system, our country’s
well-being and intensifying impact on our fiscal climate is undeniable.
However, as demonstrated through this report, this crisis has highlighted
the critical importance of mental health and mental well-being for South
Africa, creating an unprecedented opportunity to build back better.
Globally, governments have been galvanized to prioritize mental health
as an integral part of their COVID-19 response plan.

Formative work conducted by the MHIC Task Team, in collaboration
with the National and Provincial Departments of Health, highlighted a
significant treatment gap of over 90%, meaning that less that 1 in 10
people in need of mental health care are getting the care they need. This
is despite approximately ZAR 8 billion, or 5% of our health budget being
spent on mental health services.

Rising to the challenge today can create a system that sustains our
resources and generates significantly greater benefits for our nation. A
historic opportunity is at hand to make positive and lasting changes.
While devastating, the COVID-19 pandemic in South Africa ignited a
long-awaited impetus for rethinking our roadmap to universal health
coverage in the years to come. Ultimately, the development of the MHIC
is intended to support a budget bid for a conditional grant for mental
health in the medium term, identifying key priorities to advance the
mental health system to an acceptable level and build capacity for the
Provincial Departments to address key system constraints thereby
ensuring our future health system under NHI is responsive to mental
health care needs.

The findings contained herein signal the need for significant new
investments in the mental health system and illustrates that government,
private sector, and development partners all can play a contributory role.
The report provides independent, evidence-based advice that has been
informed by engagement with a diverse range of stakeholders. While
this MHIC is specific to South Africa, the challenges are common across
the world. The fragility of mental health systems worldwide has been
exposed and there are growing global calls for investment in mental
health. Each country will consider the most appropriate arrangements to
address the long-lasting mental health issues that will follow in the wake
of the pandemic’s devastation; however, in South Africa we have an
opportunity to lead the global effort and place mental health at the core
of our recovery efforts.
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In this Investment Case we conduct an analysis to estimate the expected
return-on-investment (ROI) over a 15-year period from scaling up
interventions targeting anxiety, depression (including perinatal
depression), psychosis, bipolar disorder, epilepsy, idiopathic
developmental intellectual disability, behavioural disorders, dementia,
alcohol, and drug use as well as risky alcohol and substance-use. The
investment case examines the costs and benefits of scaling up treatment
for these conditions, and quantifies the infrastructural, human resource
and programmatic requirements that should be in place for the
achievement of mental health service scale-up.

We use the WHO Inter-UN OneHealth Tool, developed by UN partners,
along with an excel-based model, to cost clinical treatment and
rehabilitation interventions, and to project the health benefits expected
from their implementation over a fifteen-year period. We then estimate
the total economic and social value of these health benefits. Benefit-cost
ratios (return on investments) are then estimated for each package of
interventions. Whilst the traditional core focus of the Investment Case
approach seeks to identify the most cost-effective mix of interventions,
the MHIC for South Africa has considered a series of arguments for
investing in mental health, including those based on human rights
protection, equality of access, efficiency and the consideration of the
economic rationale to formulate a more robust case for investment.
Further, the process undertaken has facilitated the identification of
priorities across a broad range of stakeholders whilst being sensitive to
the feasibility of implementation in the light of the baseline service
delivery environment, the macro fiscal climate and structural changes to
our health financing arrangements.

AApproach 
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Collaborated with Provincial Departments of Health to 
facilitate interactive, multi-sectoral workshops in 
Provinces to feed back the results of the 2018 national 
survey on mental health system costs, resources and 
constraints in South Africa and to obtain Province-
specific experiences, constraints, priorities and solutions 
for mental health service delivery.

Incorporated a broad consultation with a panel of 
multidisciplinary experts across the country through a 
Delphi study in order to obtain consensus on what core 
set of interventions and programmatic activities should 
be prioritized for addressing the mental health burden in 
South Africa and achieve the goals linked to the Mental 
Health Policy Framework and Human Rights Commission 
Report recommendations.

Considered programmatic enablers (e.g. governance 
structures, training needs, interhospital transport costs) 
that should be in place for the achievement of mental 
health service scale-up in the country.

Considered infrastructural and human resource 
requirements associated with residential and day-care 
community-based rehabilitation services.

MMethodological 
Innovations

Building on the global methodological guidance, this Investment Case has 
introduced several methodological innovations: 
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5

Estimated human resource needs for the primary 
health care level for services delivered through 
general health facilities.

Modelled the redistribution of inpatient and 
outpatient care for mental health over time 
towards an increased decentralized model of care

Quantified the costs associated with Planned 
Patient Transport for Interfacility Transfers of 
Mental Health Care Users (MHCUs) rendered 
through the Emergency Medical Service (EMS) for 
health system referrals. 

Enumerated the costs of health promotion efforts 
through a radio-based mass-media campaign.

Considered the unique costs that should be borne 
by different sectors for mental health service 
delivery in alignment to their mandates and 
responsibilities

Considered infrastructural investments required to 
upgrade or establish inpatient psychiatric units at 
the district and regional hospital level(s) and 
infrastructure for forensic mental health services.

Enumerated the needs and costs of preventative 
actions including population-based social emotional 
learning programmes targeting learners in schools 
and early intervention for risky alcohol- and 
substance-use
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An estimated 9,548,875 people are currently living with an MNS disorder
in South Africa, representing an overall annual prevalence of
approximately 16%. Figure ES1 presents the proportion of years lost to
disability due to MNS disorders and provides a breakdown of the
contributions of specific disorders to this burden.

Treatment Gap 
& Coverage Targets

Figure ES1 Years Lost to Disability by Cause, South Africa (2019)



Executive Summary 

Mental Health Investment Case for South Africa

The current treatment gap has been estimated to be over 90%; current
treatment coverage modeled in this analysis is 7.5%. Furthermore,
approximately 27% of the population (11,337,799 people) has been
estimated to be risky alcohol and substance users, with a 5% baseline
estimated coverage for the provision of screening and brief interventions
for identified cases. At the end of the scale-up period, treatment
coverage is modeled to reach 33% across all MNS disorders, and 30% for
risky alcohol and substance-users.

The modelled population of school going children between the ages of
12-17 that would receive a newly introduced Socio-emotional learning
programme is 6,251,601. Of these, 5% are assumed to have sub-
threshold anxiety or depression. Universally delivered programmes would
target all school-going children, while the indicated intervention would
only target those with sub-threshold depression and anxiety. Scaling up
this intervention to 91% of schools would translate into an 85% coverage
of learners for both universal and indicated school-based interventions.

The scale-up of mental health services will incorporate a gradual
redistribution of hospi-centric mental health care towards the primary
health and community service levels. This results in additional cost
savings to the health sector on account of reduced needs for expensive
inpatient services. This is particularly notable in our setting, with most
hospitals reporting extremely long lengths of stay for patients. The
average cost of treatment over time is evaluated to determine the cost-
savings on account of increased decentralization of services, ensuring
sufficient infrastructure for upward referrals and the gradual
development of an integrated community-based service landscape to
allow for discharge after acute stays coupled with ongoing
comprehensive support post-discharge. This approach intends to break
revolving door patterns of care reflective of our current service delivery
landscape.
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To account for a gradual and rational redistribution in service delivery
over time, inpatient and outpatient services in the base year were
assumed to be distributed in line with the baseline service delivery
channels determined by the formative costing study[3]. For each year of
the scale-up period, increased service provision for outpatient services
were modelled for the primary health care level to a maximum of 80% for
most disorders, except for alcohol- and substance-use disorder
withdrawal and prevention services, provided for at the hospital levels.
Coverage changes at the hospital levels are decreased gradually over
time, as increased service provision at the PHC level takes place, and
programmatic investments in training and other enablers are put in place
(Figure ES2).

For each year of the scale-up period, increased service provision for
acute inpatient stays were applied equally at the district and regional
hospitals, in alignment with the recommendations of our technical review
panel, whilst longer term stays were distributed across the higher levels
of care; capped at the maximum hospital capacity currently existing in
South Africa.

Efficiency and Cost 
Savings

Figure ES2 Service Distribution by Service Level, Base vs 15-year
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The scale-up of mental health services over the 15-year period is
expected to result in a 5.3-fold increase in the number of persons in need
who receive care, on average, from an estimated 731,872 cases reached
to 3,885,596 cases reached by the 15-year milestone (Figure ES3). The
scaling up of brief interventions for persons identified with risky and
harmful alcohol and substance-use translates into an almost 6.6-fold
increase in those receiving early intervention, from a baseline estimate of
562,806 people to an estimated 3,700,466 people over the scale-up
period. The development, implementation and scale-up of social-
emotional learning programmes for school-going children (12-17 years)
translate into an almost two-fold increase in learners between the 3rd
(i.e. the first year of implementation) and the 15th year milestone. By the
end of the scale-up period, a total of 5,973,406 learners are estimated to
have been reached, 4.8% of which are likely to have sub-threshold
depression symptoms. Annual forensic cases are estimated to remain
consistent, increasing only by average population growth, over the 15-
year scale-up period.

People Reached, 
Costs, Health impacts & 
Return-on-Investment 
(ROI) over 15 years

Figure ES3 Cumulative Number of People Reached, Base vs 15-year
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In relation to costs, the total investments required by the Department of
Health amount to approximately ZAR 327.3 billion (ZAR 248 billion net
present value) over the scale-up period, while total costs over the scale-
up period for the provision of forensic services amounts to 55.2 billion
(50 billion net present value). These costs translate to an average annual
expenditure of ZAR 21.8 and ZAR 3.7 billion respectively. Together,
these costs translate to 11% of the current health budget of ZAR 224.7
billion.

The health budget was conservatively projected for the scale-up period,
assuming no growth for this MTEF period and a subsequent 2% growth
thereafter only accounting for population growth. These total costs
reflect 9% of the modelled budget in 2035, estimated at ZAR 285 billion.
When looking at the net-present value of the total investment required,
costs would amount to 9% and 7% of the current and projected health
budget. It has been estimated that to match the most comprehensive
mental health systems in the world, countries should expect to allocate
up to 10% of the total health budget to mental health, and therefore our
estimates fall within recommended norms.

Assuming that existing grants and health budget line items bear the costs
for infrastructure investments as well as planned patient transport, and
therefore only considering direct service provision, training, supervision,
governance and behaviour change campaigns be considered within a
mental health conditional grant, this amount would translate to a
requirement of ZAR 309 billion over the scale-up period or an annual
allocation of approximately ZAR 21 billion. In the first MTEF period,
these direct service delivery costs amount to an annual average
investment of ZAR 6.7 billion; in comparison, currently estimated
expenditure on mental health services based on the national costing
exercise, after inflating to 2020 costs amount to ZAR 8.1 billion. Table
ES1 compares the investment case appropriation estimate for the above
mentioned cost components (borne by the Department of Health) with
the current estimated expenditure on mental health services in South
Africa.

Assuming a 2% annual increase for population growth for each MTEF
period, the estimated deficit between the current resource envelope for
mental health services and the projected resource envelope required for
scale-up estimated within this analysis is outlined. As indicated, during
the first hypothetical MTEF period, the investment deficit is minimal
(ZAR 1.2 billion). By the final MTEF period, as population coverage
expands significantly, the deficit grows to ZAR 68 billion.

Medium Term Department of Health Appropriation Estimates per 
MTEF period over 15-year scale-up ZAR, million

Appropriation Estimates per MTEF MTEF 1 MTEF 2 MTEF 3 MTEF 4 MTEF 5

Projected Existing Resource Envelope 24,850 26,371 27,986 29,699 31,516

Investment Case Resource Needs 26,072 43,525 61,318 78,862 99,379

Estimated Additional Request +1,222 +17,154 +33,333 +49,164 +67,863
Table ES1 Current vs. Projected Medium Term Appropriation Estimates for Department of Health
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For the community-based service platform, personnel providing
rehabilitation support both within-day and residential centres are paid
through the Department of Health, whilst the Department of Social
Development provides subsidies for individuals living with mild to
moderate intellectual disability. The total value of the estimated subsidies
over the scale-up period amount to approximately 476.32 million (340.15
net present value, or an average annual estimate of 31.75 million in real
terms).

Furthermore, the Department of Social Development has the mandate
over the provision of substance-use rehabilitation centres which have
been estimated to amount to ZAR 3.43 million in capital costs over the
scale-up period or an average annual estimate of ZAR 2.30 million. All
acute withdrawal services for both alcohol and substance-use disorders
are assumed to be managed within hospital settings and fall under the
responsibility of the Department of Health, in alignment to current
treatment guidelines. The inpatient costs associated with managing long
term stays at substance abuse treatment centers for opioid and non-
opioid withdrawal are however assumed to be borne by the Department
of Social Development; estimated to amount to ZAR 7.3 billion over the
scale-up period or an average annual estimate of ZAR 484 million.
Together, the appropriation estimates for mental health for the
Department of Social Development amount to an average annual
expenditure of ZAR 518 million, over the scale-up period; translating to
0.23% of the budget of ZAR 226.89 billion for the 2022/23 period.

The Department of Basic Education would be expected to fund the social
and emotional learning programmes modelled in this analysis. The
delivery of indicated or universal SEL programmes are estimated to
amount to 3.22 and 3.20 billion respectively over the scale-up period
(2.45 and 2.44 billion net present value). The average annual expenditure
of 214 million translates to approximately 1% of its allocated budget of
ZAR 28.59 5 billion in the 2022/23 period.

In light of the mandate of the Department of Human Settlements to
provide housing needs for vulnerable populations, the capital costs
estimated for the establishment of residential units would be borne
directly by this department. These costs amount to ZAR 13.42 billion
over the scale-up period (9.63 billion net present value). The estimated
average annual investment of 895 million translates to just under 3% of
its allocated budget of ZAR 32.79 billion in the 2022/23 period.
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Total population health gains over the 15-year scale-up period are
illustrated in Figure ES3. Health impacts of scale-up for mental health
care increase over time on account of the incremental increases in
coverage. By the end of the scale-up period, approximately 2.2 million
years of healthy life will be restored through the provision and scale-up
of treatment and rehabilitative services, with close to 2.5 million
prevalent cases averted and over 44,000 deaths avoided. The relatively
modest number of deaths averted is on account of the nature of MNS
disorders, placing a substantially higher burden on morbidity than
mortality. Through early interventions for risky alcohol and substance-
use, 286,439 years of healthy life will be restored, with 773,155
prevalent cases averted and almost 40,000 deaths avoided. Given the
high prevalence of risky alcohol-use, depression, anxiety and perinatal
depression, the health impacts of scaled-up interventions addressing
these disorders are proportionally greater. Universal SEL programmes
contribute significantly to averting prevalent cases of depression and
anxiety, resulting in over 415,000 cases averted, in addition to achieving
over 89,000 healthy life years gained.

Figure ES3 Cumulative Number of People Reached, Base vs 15-year
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Total population health gains over the 15-year scale-up period are
illustrated in Figure ES4. Health impacts of scale-up for mental health
care increase over time on account of the incremental increases in
coverage. By the end of the scale-up period, approximately 2.2 million
years of healthy life will be restored through the provision and scale-up
of treatment and rehabilitative services, with close to 2.5 million
prevalent cases averted and over 44,000 deaths avoided.

The relatively modest number of deaths averted is on account of the
nature of MNS disorders, placing a substantially higher burden on
morbidity than mortality. Through early interventions for risky alcohol
and substance-use, 286,439 years of healthy life will be restored, with
773,155 prevalent cases averted and almost 40,000 deaths avoided.
Given the high prevalence of risky alcohol-use, depression, anxiety and
perinatal depression, the health impacts of scaled-up interventions
addressing these disorders are proportionally greater. Universal SEL
programmes contribute significantly to averting prevalent cases of
depression and anxiety, resulting in over 415,000 cases averted, in
addition to achieving over 89,000 healthy life years gained.

Figure ES4 Cumulative Healthy Life Years Gained and Prevalent Cases Averted, Base vs 15-year
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In terms of Return on Investment (ROI) it is estimated that the economic
value of restored productivity over the 15-year scale-up period amounts
to ZAR 60.2, and ZAR 117.7 billion when quantifying the social value of
the investment as well. Whilst this overall value is lower than the
expected investment for scale-up, amounting to approximately ZAR202.7
billion, when reflecting on these ratios specifically for each disorder,
many disorders show returns that exceed the investments required for
scale-up; any benefit-to-cost ratio exceeding 1 is indicative of a valuable
investment. . These largely relate to interventions for adult anxiety, with
returns on investment estimated at 1.5, with returns on investment for
adult, childhood and perinatal depression estimated at 4.0, 3.6 and 4.7
respectively. Additionally, the return on investment estimated for
epilepsy is 1.8.

The total economic value of restored productivity by scaling up
interventions addressing risky alcohol and substance use amount to ZAR
15.3 billion and ZAR 22.7 billion when also accounting for the economic
value of improved health. This is in comparison to the 23.9 billion
estimated costs of delivering these interventions over the scale-up
period. Brief interventions for alcohol-use result in a positive return-on-
investment when considering both the economic and social values of
improved health, estimated at 1.21 at scale-up, whilst this is not
estimated for brief interventions for substance-use, estimated at 0.55.

Further scale-up for alcohol and substance use interventions will likely be
warranted to yield increased economic benefits. The economic value of
restored productivity modelled for indicated social and emotional
learning programmes is 139.6 million and 288 million once accounting for
the value of improved well-being. The economic value of restored
productivity and the combined value of productivity and improved well-
being for universal social and emotional learning programmes is 2.2
billion and 4.6 billion respectively.

The returns on investment for providing universal social-emotional
learning programmes yield positive returns on investment of 1.9; this
intervention represents extremely good value for money, particularly on
account of the significant number of prevalent cases that are averted
through the intervention.

Figure ES5 illustrates the returns-on-investment for each modelled
condition over each MTEF period, as coverage is scaled-up. From the
first MTEF period, positive returns on investment are achieved for adult
and perinatal depression, and by the second MTEF period, positive
returns are also achieved for childhood depression and universal social
and emotional learning programmes delivered in schools as well. By the
third MTEF period, treatment for epilepsy demonstrates a positive return
on investment, and by the 4th MTEF period, interventions for adult
anxiety and risky alcohol use demonstrate positive returns on
investment. All ROIs show a steady increase as increased coverage is
achieved.
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Past research has established that South Africa’s community mental
health system remains underdeveloped, requiring substantial investments
to build up the platform and strengthen intersectoral collaboration. The
day and residential care model aims to lay the foundations for an
intersectoral and collaborative service package to improve care for
people with severe mental and neurological disorders moving across the
health system and into the community (see Figure ES6, ES7). The model
adopts the notion of disability inclusive development and proposes a
rehabilitation framework for care as a poverty reduction strategy, and
therefore draws heavily on the use of occupational therapy as a
fundamental component of community mental health service delivery.

The core service package of community-mental health services modeled
in this analysis includes i) residential and day care services, in
collaboration with the Department of Social Development and NPOs; ii)
psychosocial and rehabilitation services, iii) mental health literacy and
self-care, iv) medication adherence support, and v) capital investments
through the Department of Human Settlements in alignment to their
special housing policy.

There exists a promising opportunity to draw on the support and
experiences of the numerous non-profit organisations (NPOs) operating
within South Africa’s mental health system and develop a standardised
package of person-centred care within these facilities, that provide a
spectrum of appropriate and comprehensive services according to
population need. This requires a revision of the current regulation and
licensing regulations of these NPOs, to enable a formal network of care
that includes government and non-government services including
drawing on the support of voluntary organisations, such as churches,
faith-based and secular groups promoting health and well-being.

A model for 
community day and 
residential services



Executive Summary 

Mental Health Investment Case for South Africa

Figure ES6 Community-based Day-care Service: Target Population, Staffing and Cost Assumptions
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Figure ES7 Community-based Residential Service: Target Population, Staffing and Cost Assumptions
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Many investment cases and economic evaluations, both for mental health
and other health priorities, have failed to account for the costs associated
with implementation, leading to an underestimation of what is really needed
to achieve the social and economic returns demonstrated through modelling
approaches. With a view to improve planning for service change, we provide
a candid review of the full range of costs and actions required for the
successful implementation of the intervention packages modelled in this
Investment Case.

We enumerate the investments needed for capital infrastructure, governance
structures, planned interfacility patient transport, primary health care
provider training and supervision mechanisms and health promotion efforts -
as agreed by expert consensus, provincial or National stakeholders’
consultations, the recommendations of the Human Rights Commission, and
current policy. Given the extensive efforts and consultations that have taken
place in order to generate these estimates, we outline in detail many of the
assumptions and data sources that have underlined our calculations, to
enable both the consideration of alternative scenarios for implementation
and to ensure full transparency.

HHealth system 
strengthening
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It has been well established that mental illness not only impact the health and 
well-being of affected persons and their families; but imposes significant 
economic consequences for employers and governments, resulting from 
diminished productivity at work, reduced rates of labour participation, 
foregone and increased welfare payments. An estimated US$2.5–8.5 trillion 
was estimated in lost output resulting from MNS disorders; this sum is 
expected to nearly double by 2030 without significant investment in treating 
mental disorders.

Lost days of work on account of illness and premature mortality according to 
each MNS disorder in South Africa have been estimated, after accounting for 
unemployment and labour force participation. the economic value of lost days 
of production amounts to 2.4 trillion (1.9 trillion NPV), estimated at a yearly 
average of ZAR 161 billion; this equates to approximately 4% of the country’s 
GDP. The combined economic value of this lost productivity greatly exceeds 
the estimated cost of current mental health expenditure and the projected 
service scale-up (Figure ES8).

Cost of inaction

21

Figure ES8 Economic Value of Inaction compared to the Economic Value of Investment 
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This Investment Case provides a compelling case for scaling up a package
of mental health promotion, prevention, treatment and rehabilitation
interventions that yield significant returns and ultimately lead to cost
savings for the South African economy. Further, this report provides a
synthesis of the increasing burden imposed by mental, neurological and
substance-use (MNS) disorders and quantifies the burgeoning cost of
inaction. The analyses contained herein provide an explicit treatment
package to be provided at each level of care to address population needs,
thereby acting as a tool that the development of the NHI benefits
package can draw on. We recommend that the national Treasury,
Departments of Health, Social Development, Basic Education and Human
Settlements collaborate to include this package in forthcoming 3-year
MTEFs, for the benefit of all South Africans.

A number of key recommendations flow from this commitment:

1. Intersectoral collaboration is needed, between government 
departments and with NGOs. 

2. Political buy-in is vital, particularly at the provincial level including 
Member(s) of the Executive Council(s). Head(s) of Department(s).  

3. Build consensus on key issues. 
4. Invest in governance structures at provincial and district level. 
5. Build capacity for planning and mental health system strengthening. 
6. Invest in research and information systems for mental health. 
7. Improve efficiency of service delivery through the decentralisation of 

care and strengthened patient support structures. 
8. Invest in primary care and community-based mental health services. 
9. Invest in human resources for mental health and training of generalist 

health workers
10. Invest in infrastructure to ensure adequate quality of service 

provision and care closer to the community. 
11. Embrace technology and innovative service delivery models. 
12. Pay attention to vulnerable populations and neglected conditions, 

particularly among older adults. 
13. Investments must target the considerable gap in service availability 

for child and adolescent mental health services whilst addressing 
their social and emotional wellbeing at a population-level

14. The role of the private sector in the mental health scale-up response 
must be leveraged as a critical opportunity for NHI public-private 
partnerships and pilot initiatives.

Recommendations 
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Origins 

This Mental Health Investment Case for South Africa (MHIC) was 

commissioned by the National Department of Health (NDoH) in 

November 2019. It originates from dialogue and collaboration between 

the Task Team members and the NDoH, commencing in 2017. In 2016, the 

Nation came to realize the indisputable scale of devastation, loss of life 

and indignity imparted to the affected mental health care users (MHCUs) 

as a result of the Life Esidimeni tragedy [2-4]. Through the investigations 

of the Health Ombud, the South African Human Rights Commission 

(SAHRC) and the public arbitration process that has followed [2-4] a clear 

message was crystalized: fundamental and substantial changes to our 

Nation’s response to the mental health and well-being of its people are 

urgently needed.  

Despite our laudable legislative progress through the promulgation of the 

Mental Health Care Act 17 (MHCA) [5] of 2002 and the South African 

National Mental Health Policy Framework and Strategic Plan 2013–2020 

(MHPF), the inquiries that followed the Life Esidimeni tragedy illustrated 

clearly that our implementation of these commitments have not been 

successful. Mental health care in South Africa is dispersed through a 

complex system of stakeholders. Health budgeting and broader health 

sector efforts towards establishing a National Health Insurance (NHI) 

system of financing in South Africa have not addressed the complexity of 

1.  
Background 
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problems our mental health system faces. Further, little technical guidance 

has been available to provide consistency among the different policies 

across sectors and to guide the development, financing and 

implementation of the substantive changes needed to realize the vision of 

accessible, equitable and comprehensive mental health care, integrated at 

all levels of the health system. A situational analysis for sustainable mental 

health financing in South Africa was conducted by members of the MHIC 

Task Team in 2016 [6]. Following in-depth consultations with stakeholders 

from the NDoH, National Treasury (NT), South African Depression and 

Anxiety Group (SADAG), South African Federation for Mental Health as 

well as a senior health financing specialist, a range of opportunities for 

mental health financing reforms were identified [6] as follows: 

1. Focus on strategies for improving efficiency of existing financing and 

resources for mental health. 

2. Develop an investment case for mental health to establish a mental 

health conditional grant for the short- to medium-term to provide a 

stable, ring-fenced allocation to address mental health system 

weaknesses to enable mental health service benefits under NHI, delivered 

with sufficient quality and respect for dignity.  

3. Ensure the NHI benefit package includes comprehensive mental health 

services at all levels. 

4. Ensure strategic purchasing mechanisms within the NHI Fund are 

incorporated for mental health to incentivize quality of care and value-

for-money.  

During the same year, the NDoH and South African National AIDS Council 

released the South African HIV and TB Investment Case (TB-HIV IC), 

signalling the Government’s commitment to use an investment approach 

to inform and strengthen national efforts to end the HIV and TB epidemics 

in South Africa. This was in response to increasing concern that projected 

increases in funding for HIV and TB were unlikely to meet increasing 

needs [7]. The TB-HIV IC has been a powerful tool for several reasons:  

1. Identified the most cost-effective mix of interventions to address HIV and 

TB over a 20-year time horizon.  

2. Identified opportunities for maximizing existing investments by 

identifying what was working well and proposed strategies to leverage 

these actions. 

3. Exposed initiatives that were not achieving value-for-money and 

proposed strategies to minimize these actions. 

4. Demonstrated how significant investments over the medium-term could 

lead to significant savings in the longer-term,  

5. Informed areas for change in national policy with regards to these two 

diseases 

6. Identified evidence gaps to isolate priorities for building the evidence 

base. 

The TB-HIV IC translated into success in numerous ways: intensifying the 

political will to address these epidemics and developing a vision for the 

future in which diverse stakeholder views were united; the apportionment 
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of a set of conditional grants, from the National Treasury (NT) to the 

NDoH thereby improving the adequacy of financing at the provincial level; 

and improvement of coordination and integration of components of the 

TB, HIV/AIDS, and Maternal, new-born and child health (MNCH) 

programmes to meet population health needs in an efficient manner [7].  

Most importantly, these successes have led to significant increases in 

antiretroviral initiation, HIV testing, the accuracy and timeliness of TB 

diagnosis and cure rates, declines in TB treatment default and increasing 

life expectancy for South Africans since 2015 [8, 9].  These achievements 

have also been coupled with less dependence on donor funding where 

the program is now largely funded from South Africa's own resources. 

Based on the insights of the situational analysis and recognizing the 

significance and value of the TB-HIV IC, the Task Team members and Mr. 

Sifiso Phakathi (former Director: Mental Health and Substance Abuse, 

NDoH) initiated dialogue regarding the development of a MHIC for South 

Africa. During the early stages of discussions, Ms. MP. Matsoso (former 

Director General – NDoH) highlighted the need for an understanding of 

the existing expenditure on mental health services, which had not yet 

been empirically quantified, as a prerequisite for the development of such 

a case.  The MHIC was therefore conducted over two phases.  

In Phase One, the NDoH commissioned a study to quantify the costs of 

mental health services and programmes in South Africa (December 2017). 

Between January 2018 and October 2019, the Task Team, in collaboration 

with the National and Provincial Departments of Health (Provincial 

Departments of Health), evaluated the health system costs of mental 

health services and programmes in South Africa across service levels and 

provinces.  This research was supported by the Alan J Flisher Centre for 

Public Mental Health, University of Cape Town with direction and 

oversight from Prof. M. Freeman (former Cluster Manager: Non-

communicable Diseases, NDoH), Mr. S. Phakathi and Dr Yogan Pillay 

(former Deputy Director-General (DDG), NDoH).   

This foundational effort represented a major milestone for mental health 

research in South Africa, representing the first empirical assessment of 

expenditure on mental health services. The preliminary findings were 

presented to the Technical National Health Council (NHC Tech) in October 

2018, where provincial Executives and Heads of Department provided 

feedback and support.  The final report was released in October 2019 and 

subsequently published [10, 11].   

For the first time, this nationally representative reflection of the state of 

mental health spending elucidated key inefficiencies and constraints 

emanating from existing mental health investments in South Africa. With 

this baseline information at hand, the government initiated a rational 

process to planning for system reforms; in November 2019, the NDOH 

commissioned a Mental Health Investment Case for South Africa, 
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solidifying its intentions to strengthen financing for mental health services.  

Although this Final Report concentrates on the Mental Health Investment 

Case, the full report and publication of the Phase 1 costing initiative is 

available as an online appendix1. 

Goals 

The Mental Health Investment Case for South Africa was commissioned in 

November 2019 by the NDoH and supported by its Mental Health Think 

Tank, an advisory, voluntary, body established and chaired by the former 

DDG: Health, Dr Yogan Pillay.  Think Tanks established by the NDoH have 

yielded substantial successes in enabling evidence-informed decision 

making and increasing funding for specific health priorities [12].  The 

purpose of the Mental Health Think Tank was to bring together 

academics, clinicians, research organizations, funders, non-governmental 

and civil society organizations to provide strategic guidance and review 

and support planning, implementation, monitoring and evaluation of 

mental health programming.  

According to the terms of reference, the purpose of the MHIC was to 

determine the costs and returns of a prioritized package of system and 

service-level interventions. This could then inform the development of a 

clear national plan on the costs and benefits of investing in mental health 

over the next 15 years.  Ultimately, the development of the MHIC is 

intended to support a budget bid for a conditional grant for mental health 

in the medium term, identifying key priorities to advance the mental 

health system to an acceptable level and build capacity for the Provincial 

Departments to address key system constraints thereby ensuring our 

future health system under NHI is responsive to mental health care needs.   

The specific goals of the MHIC were as follows: 

1. To consult with members of the Mental Health Think Tank through a 

Delphi study in order to obtain consensus on what core set of 

interventions should be prioritized for addressing the mental health 

burden in South Africa and achieve the goals linked to the MHPF and 

Human Rights Commission Report recommendations, in the short (5 

years), medium (10 years) and long-term (15 years).    

2. To conduct 9 multi-sectoral provincial workshops to facilitate an 

interactive forum for priority setting and obtaining Province-specific 

experiences, constraints, priorities and solutions for or mental health 

service delivery.   

3. To calculate the total budget needed to implement the package of 

prioritized interventions for the South African mental health system for a 

short- (5 year), medium- (10 year) and long-term time horizon (20 year).   

 
 
1 
Technical report: An Evaluation of the Health System Costs of Mental Health Services and Programmes in South Africa 
Peer-reviewed publication: Mental health system costs, resources and constraints in South Africa: a national survey 
 

https://doi.org/10.25375/uct.9929141.v5
https://doi.org/10.1093/heapol/czz085
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4. To calculate the returns on these investments linked to key outcomes, 

which include but are not limited to: cost-savings and efficiency gains, 

health impacts and economic returns for a short- (5 year), medium- (10 

year) and long-term time horizon (15 year).    

This MHIC has been developed to provide a rational approach to new 

investments for mental health care for South Africa.  It is designed to 

strengthen the country’s capacity to generate and use economic evidence 

to scale and improve treatments for mental health.  

Guiding principles  

Whilst acknowledging the limitations of traditional Return-on-investment 

approaches, we have introduced a number of innovating methods to 

ensure, insofar as possible, the following principles guide the 

development of and recommendations emanating from this MHIC: 

1. Collective ownership with National and Provincial Department(s), 

recognized as significant partners in the Investment Case process 

fostering greater value and applicability for South Africa.   

 

2. Recognition of the critical mass of expertise and experience in mental 

health care in South Africa across clinical specialists, research leaders, 

service-user organizations, civil society and non-health Departments, 

whose perspectives and previous efforts should guide: analytical 

decisions of clinical, policy and systems interventions that are to be 

prioritized; parameters of mental health needs among different groups; 

and optimal service delivery modalities that are required to deliver the 

best possible outcomes.   

 

3. Adequate attention given to implementation-considerations and 

system readiness such that recommendations and model outputs 

provide an honest appraisal of addressing human resource, 

infrastructural, governance and other programmatic constraints needed 

to prevent misleading estimates of returns-on-investments.   

 

4. Commitment to make use of the best available science and ensure data 

integrity underlying economic models, making use of South African or 

regional evidence as a priority.  Document the constraints of weak 

evidence and acknowledge the inclusion of interventions that have a 

limited evidence base may impose costs that outweigh benefits and 

should be avoided.   

 

5. Acknowledgement of the intrinsic value of improved mental health 

and well-being as a worthy goal of investment. Improved mental health 

and well-being are not only valued by their financial impact on those 

affected (i.e., through their ability to contribute to the economy through 

improved ability to secure and be productive in the workforce).     

 

6. Appraisal of the degree to which the country is making optimal use of 

its existing resources - pursue efficiencies and reforms in the 
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operational modalities of those approaches wherever possible and 

acknowledge the need for disinvestment of ineffective practices.    

7. Improvement in the system of care should not be only guided by 

containment of costs or cost-effectiveness, but balanced by moral 

imperatives for rights-based, quality care as identified by the Human 

Rights Commission to correct historical imbalances.   

 

8. Attentiveness to affordability and intense budgetary and fiscal 

constraints at both National and Provincial-levels and the potential 

impact of these constraints on the feasibility of implementation and pace 

at which recommendations can be adopted.   

 

9. Pursuit of the fundamental goal of integrated mental health care, 

acknowledging that mental health care is most effective when integrated 

into general health care.   
 

10. Mental health, well-being and physical health are interconnected; 

investing in mental health can accelerate progress towards universal 

health coverage as enshrined by our broader health policies, particularly 

the broader NHI and economic recovery agenda.    

 

11. Adoption of a recovery model with a focus on person-cantered care  

 

12. To address mental health challenges, a life course perspective that 

addresses social determinants of mental health and maximizes protective 

factors is essential.   

Expanding our mandate 

The mandate given to the MHIC Task Team has been a challenging one 

for a number of reasons, not least because of the complexity of the 

exercise, the scarcity of routine information for mental health, and the 

extent to which mental, neurological and substance-use disorders and 

Idiopathic developmental intellectual disability (ID) can require unique, 

highly complex and individualized responses. Further, given the range of 

stakeholders that have a role in addressing the mental health and well-

being of the Nation, it was indeed a challenge to achieve coherence 

across many strongly divergent fields, perspectives and interests.     

Moreover, the timing of the MHIC Task Team’s work has overlapped with 

the passing of the NHI Bill [13], the ongoing development of the Service 

Benefits Framework (SBF), the drafting of the next Non-communicable 

Disease (NCD) National Strategic Plan, the Life Esidimeni Arbitration 

Award and the publication of the Report on the National Investigative 

Hearing into the Status of Mental Healthcare in South Africa.  The need to 

align the MHIC with these developments was considered paramount, 

particularly for this initiative to be valuable. As such the Task Team has 

continuously expanded and reformed the approach through ongoing 

dialogue and feedback with key stakeholders.   
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Most significantly, the MHIC development has overlapped with the 

unprecedented COVID-19 pandemic that first gripped South Africa in 

March 2020.  The significant shock to our health system, our country’s 

well-being and intensifying impact on our fiscal climate is undeniable.  

However, as demonstrated through this report, this crisis has highlighted 

the critical importance of mental health for South Africa, and created an 

unprecedented opportunity to build back better.   

The purpose of this report 

The purpose of this report is to share a 15-year vision for meeting the 

future mental health and economic needs of South Africa, offering 

recommendations for how to achieve these gains in recognition of where 

we find ourselves as a Nation today.  In this report, we conduct an analysis 

to estimate the expected return-on-investment (ROI) over a 15-year 

period from scaling up interventions targeting anxiety, depression 

(including perinatal depression), psychosis, bipolar disorder, epilepsy, 

intellectual disability, behavioural disorders, dementia, alcohol, and drug 

use as well as risky alcohol and substance-use. The investment case 

examines the costs and benefits of scaling up treatment for these 

conditions, and quantifies the infrastructural, human resource and 

programmatic requirements that should be in place for the achievement 

of mental health service scale-up.  This MHIC draws significantly on the 

guidance of Global actors including the World Health Organization (WHO) 

the World Bank (WB) and the United Nations Development Program 

(UNDP).   

The findings contained herein signals the need for significant new 

investments in the mental health system and illustrates that government, 

private sector, and development partners all can play a contributory role.  

The report provides independent, evidence-based advice that has been 

informed by engagement with a diverse range of stakeholders.   While this 

MHIC is specific to South Africa, the challenges are common across the 

world.  The fragility of mental health systems worldwide has been exposed 

and there are growing global calls for investment in mental health.  Each 

country will consider the most appropriate arrangements to address the 

long-lasting mental health issues that will follow in the wake of the 

pandemic’s devastation; however, in South Africa we have an opportunity 

to lead the global effort and place mental health at the core of our 

recovery efforts. 



I am quite encouraged especially 
[as] your mandate flows from an 
important, important person, the 

DG and for me I’m quite optimistic 
that you have national office buy-
in…that is the first part that I am 

optimistic about.
Multisectoral Provincial Workshop Participant, 2019-20
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Burden and key drivers of mental disorders 

Mental disorders make a significant and growing contribution to the 

burden of disease in South Africa. Latest research reports that 16% of 

South Africans will experience a mental illness during a given year [14] and 

that almost one in three South Africans (30%) will experience a mental 

illness during their lifetime [15]. 

Mental illnesses are even more prevalent among populations with 

comorbid health conditions. People living with HIV are at a twofold risk for 

depression and conversely people living with mental or substance use 

disorders are at increased risk of becoming HIV infected [16]. Similar 

bidirectional trends are observable for non-communicable diseases such 

as diabetes and hypertension [17]. Common mental health problems like 

depression, anxiety, alcohol and other substance use disorders make it 

difficult to adhere to life saving medications for chronic conditions and 

undermine treatment targets. 

2.  
Considering the Past and 
the Challenges of the 
Present 
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Importantly, the distribution of mental disorders across the lifetime and by 

gender is not even. Certain key developmental stages constitute higher 

risk for a range of mental neurological and substance use disorders [18]. 

Crucial vulnerable periods are in pregnancy (for perinatal depression and 

its negative impacts on subsequent child development) early childhood 

(for neurodevelopmental conditions), adolescence (for depression, anxiety, 

substance use and suicide), early adulthood (for psychosis) and old age 

(for dementias). Females are at increased risk for depression and anxiety 

disorders, particularly during the perinatal period and males are at 

increased risk for substance use disorders, suicide and conduct disorders 

[19]. 

There is now robust local and international evidence that adverse social 

and economic environments constitute major risk factors for mental 

disorders. A wide range of social determinants of mental health have been 

identified including demographic, economic, neighbourhood, 

environmental events, and social and cultural domains [19]. With the 

legacy of colonialism and apartheid in South Africa, our nation carries a 

large burden of mental health conditions as it continues to grapple with 

challenges of poverty, unemployment, inequality and gender-based 

violence – all of which are known risk factors for mental illness. 

Poverty and mental illness interact in a vicious cycle whereby people living 

in poverty are at increased risk of mental illness, and conversely people 

living with mental illness are more likely to drift into poverty owing to 

their disability and increased health care expenditure. As a result mental 

illness leads to significant loss of income – approximately $3.6 billion in 

South Africa annually [20]. As a result, it costs South African society more 

to not treat mental illness than to treat it [20]. 

Existing Mental Health Resources  

South Africa is fortunate to have an excellent mental health policy and 

legislation framework. The mental health Care Act #17 of 2002 is in 

keeping with World Health Organization best practice and human rights 

principles. The national Mental Health Policy and Strategic Plan 

Framework (2013-2020) is similarly aligned with WHO recommendations 

and was based on an extensive consultation process at national and 

provincial levels in 2012. These policy and legislation instruments provide 

guidance for the integration of mental health into Primary Health care and 

community care settings as well human rights protection mechanisms. The 

national mental health policy framework also provides guidelines for 

interventions to promote mental health and well-being and prevent the 

onset of mental illness. 

However, the hope that had accompanied the new national mental health 

policy in 2013 has not been sustained. Implementation of the policy has 

been weak and very few of the targets that were set have been attained, 



 

 12 

particularly at provincial health department level. Mental health continues 

to be marginalized and mental health services remain under-resourced 

and in a perpetual state of crisis. Latest research shows that the 

Department of Health spends 5% of its national health budget on mental 

health (provincial range: 2.1–7.7% of provincial health budgets) [14]. Most 

(86%) of the mental health budget is spent on inpatient care and 

psychiatric hospitals consume almost half of the mental health budget. 

There are 3.1 public sector psychiatrists per 1,000,000 uninsured 

population, with a critical shortage of child psychiatrists and psychologists. 

There are major shortages in public sector posts for psychiatrists, 

psychologists, mental health nurses and registered counsellors. Despite 

recent research which demonstrates the effectiveness of training general 

primary health care workers to detect, manage and refer mental health 

conditions, very few general health workers are equipped to deal with 

mental health conditions [17]. 

In addition to being under-resourced, mental health services are not 

delivered efficiently. Almost 25% of mental health inpatients are 

readmitted to hospital within 3 months of their previous discharge, in a 

revolving door pattern of care that costs the public health system an 

estimated $112 million annually [14]. Key areas where there are major 

gaps include infrastructure (particularly for community-based residential 

care and 72-hour observation facilities in regional and district hospitals), 

mental health information systems to provide routine monitoring of 

mental health care, transport for acute psychiatric admissions and forensic 

mental health services, with large backlogs in assessments and 

admissions. 

Two recent crises have laid bare years of under-investment in mental 

health. First was the Life Esidimeni tragedy in Gauteng province in 2016 in 

which a 2000-bed facility was closed and patients with severe mental 

illness and intellectual disability were discharged into unlicensed and 

unregulated nongovernmental organizations (NGOs). This led to the death 

of at least 140 patients and a national outcry followed by an investigation 

by the Health Ombud and the Human Rights Commission. Sadly, very few 

of the recommendations of the Makgoba report or the report of the 

Human Rights Commission have been implemented. 

Second, the COVID-19 crisis has increased prevalence of common mental 

disorders like depression, anxiety and substance use, owing to health 

anxiety, isolation and loss of family members [21]. In particular, the 

economic recession has been associated with massive unemployment, 

food insecurity and domestic violence, all of which have increased risk for 

mental health problems in affected populations. Examples include 

evidence of increased food insecurity and domestic violence among 

perinatal women [22], and increased depression. In addition, acute 

psychiatric admissions have increased dramatically leading to severe 

pressure on beds for example in the Western Cape (personal 

communication, Department of Health).  



We always spoke the language of 
“we need to cost our services” ... 
Treasury is telling us that we’re 

only going to receive the historical 
…budget. But we have never been 

scientific…how do we convince 
Treasury that what you are giving 
us with the historical allocation of 
funding…is insufficient for what 

the needs are

Multisectoral Provincial Workshop Participant, 2019-20
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Macro fiscal climate and health sector 
implications 

The COVID-19 pandemic has had a devastating impact on the economy.  

Economic losses thus far have amounted to ZAR 304 billion through 

reduced tax revenue with debt forecasts of ZAR 4 trillion during the 

2020/21 financial year [23]; this is coupled with estimated job losses of at 

least 2.2 million jobs[24]. Notwithstanding the severe economic impact, 

the COVID-19 epidemic has resulted in a significant reallocation of 

resources, with ZAR 21.5 billion [25] being re-prioritised from provincial 

equitable shares. We are in a period of recession, with the National 

Treasury (NT) piloting a zero-budgeting approach, on account of 

increasing resource needs associated with COVID inpatient admissions, 

national vaccination, increased social spending (particularly on social 

grants), lockdown of industries that exacerbate the massive public debt 

and reduce investment and revenues. COVID-19 has therefore negatively 

impacted an already fragile fiscal climate, further limiting resources 

needed to support the implementation of the NHI system. 

Ensuring value through health benefit 
package design and explicit priority setting 

In light of rising healthcare demands through increases in the burden of 

chronic conditions, coupled with demographic transitions, the rapid 

development of new healthcare technology and interventions, as well as 

increases in population expectations of the South African health system - 

the gap between the demand for healthcare and country’s healthcare 

system capacity to meet those needs (demand-supply gap) is 

acknowledged within the NHI White paper[26]. This is further 

compounded by the lack of a consistent, coordinated, and transparent 

mechanism for priority setting. The development of national plans must 

be made in explicit alignment with the resources available in the country. 

The well-acknowledged inequities between the country’s public and 

private sectors, see expenditure per person of over ZAR 20,000 in the 

private sector, in stark contrast to that in the public sector, estimated at 

approximately R 5000 per person per year[27].   

While NHI reforms aim to capitalize on potential efficiencies and 

economies of scale from the pooling of resources across the public and 

private sectors, contributions of medical scheme members are not 

available immediately to finance the NHI, with continued reservations 

amongst the private sector with regards to the likelihood that their benefit 

contributions towards the NHI will translate into equivalent service return. 

Furthermore, the redistribution of private healthcare expenditure through 
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regulation, taxation, and novel financing strategies, will contribute to 

increasing demand for services through the NHI. An explicit, equity 

informed priority setting strategy across the country’s public and private 

sectors, embedded within fiscal constraint realities, has never been more 

paramount.  

The ethical, political and financial challenges to priority setting are 

experienced across all countries, and has been explored in the literature 

including a landmark publication of Fuch’s Who Shall Live, and its second 

edition published in 2011[28] exploring health economics and priority-

setting in the United States (US), as well as an examination resources 

allocation under the National Health system (NHS) in the United 

Kingdom[29]. While explicit priority setting is challenging, continued 

approaches of implicit priority setting creates a vacuum from which rules 

and entitlements can be established, therefore rendering service delivery 

on a discretionary basis by health providers and managers within their 

budget envelopes. Priority setting provides the framework for which rules 

for allocation are explicitly stated and informed by economic analysis in 

order to maximize the value of investment decisions and achieve social 

goals[30, 31].  

The country’s federal fiscal system provides provincial treasuries with 

autonomy over the allocation of their ‘equitable shares’, and the 

discordance between national priorities and available resources at a 

provincial level, means that the country’s public health system relies on an 

implicit rationing of services; those include waiting lists, unfilled staffing 

posts and limited facility opening hours. With the establishment of 

feasible national priorities, taking into consideration opportunity costs and 

equity, the feasibility of implementation at the provincial levels is 

increased, and can be coupled with accountability measures for 

implementation. The reliance on adopting interventions purely according 

to their effectiveness is not sufficient. A process needs to be established 

that allows for the participation of a wide-range of stakeholders and 

implementation of technical support systems to support priority setting 

and health technology assessment.  

South Africa has already initiated the process of developing the services 

benefit framework for the country for the primary health care level. The 

first step of this process included a review of national clinical guidelines 

given its wide scope addressing the myriad of disease priorities in the 

country and its foundational role in the Essential Medicines List (EML) 

development process. The limitation of this approach is acknowledged, in 

that the conditions listed are facility-based and treatment oriented and 

need to be complimented with other community-based and prevention-

service guidelines[32]. This work also served to identify care pathways 

from which tracking of PHC gatekeeping and referral needs could be 

easily achieved. The development of the services benefit package for the 

PHC levels gives the country its first opportunity to develop a costing 

database in support of the NHI. The ability to identify the discrepancy 
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between total estimated costs of full coverage and the current size and 

distribution of the country’s health budget allows for a determination of 

the allocative efficiency of health care provision. Furthermore, potential 

savings through improved pricing and procurement negotiations allows 

for improvements in the technical efficiency of health care provision[32]. 

Early lessons learnt through this process include the need and benefits of 

stakeholder engagement in both the design and review of the benefits 

package as well as urgent need for national alignment across the myriad 

of policy, strategy, guidelines and information systems that remain 

incongruent[32].  

The country can learn from many other settings that have formalized their 

process of health technology assessment, including considerations of 

opportunity cost and equity. Whilst defining the essential health benefit 

package is paramount, health system strengthening to deliver 

interventions needs to occur [1]. Experiences from other middle-income 

countries, including Mexico and Thailand, who successfully introduced 

mechanisms of health financing to enable rapid progress towards UHC 

have demonstrated improvements in health outcomes and financial 

protections for their populations [33]. In those settings, the reform of 

financing systems for health were implemented in tandem with system 

reforms to support quality in service delivery.   

Consensus for Change 

With the growing global evidence of the burden of mental health 

conditions, as well as evidence of cost-effective interventions, there has 

been a growing global movement for mental health [18]. This advocacy 

movement has included people with lived experience, mental health 

professionals, policy makers, civil society organizations, and researchers, 

converging on a single issue: the need to give greater priority to and 

investment in mental health around the world. 

The Movement for Global Mental Health was launched in 2007 following 

the publication of the first Lancet series on global mental health [34]. 

Subsequently the World Health Organization launched its flagship mhGAP 

program in 2008 which provides guidelines for scaling up mental health 

services in primary care and community settings [35]. WHO mhGAP is now 

being utilized in over 100 countries around the world. The World Bank and 

WHO have committed themselves in a landmark meeting in 2016 to 

giving greater priority to mental health as a global health and 

development issue. There is increasing consensus that there can be no 

health without mental health and that there can be no sustainable 

development without mental health [18]. 

The focus of this global consensus for change has been on the need to 

scale-up investments in a broad range of proven promotion, prevention 

and treatment interventions for mental health [18]. In addition to their 
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health benefits, these interventions have been shown to yield a range of 

other social and economic benefits and there is now compelling evidence 

that investment in mental health yields a substantial return on investment: 

a global return-on-investment analysis has shown that for every dollar 

invested in mental health treatment for depression and anxiety there is a 3 

to $5 return-on-investment over a 15-year period [36]. 

In the COVID-19 era, given the enormous impacts of the pandemic on 

mental health (note above), there has been renewed impetus to give 

greater global policy priority to mental health. COVID-19 is a unique 

instance where all countries (low, middle and high-income) have had the 

fragility of their mental health systems exposed.  

In 2020 the United Nations Secretary General called on all countries to pay 

greater attention to mental health in response to COVID-19. WHO has 

provided technical assistance to countries to strengthen their mental 

health response to the pandemic, for example through the recent launch 

of WHO guidelines on Community mental healthcare [37] and guidelines 

for adolescent mental health promotion and prevention [38]. United for 

Global Mental Health, which has emerged as a strong global advocacy 

group for mental health has issued calls to place mental health at the core 

of the post pandemic economic recovery efforts and has supported the 

development of national mental health investment cases 

(https://unitedgmh.org/).   

Some countries, such as New Zealand, Scotland and Iceland have created 

unique and far-sighted development plans that focus on Well-being as 

the core target for social and economic development, particularly 

addressing inequities in mental health and Well-being in vulnerable 

populations.  

In tandem with these global developments there has been a burgeoning 

of mental health research in South Africa which has demonstrated the 

benefits of integrating mental health into Primary Health care and 

community care settings [17, 39, 40]. There is now compelling evidence on 

a core package of mental health services with associated screening tools 

and training and supervision materials which are ready to be scaled up for 

the benefit of all South Africans. What is needed is the commitment of 

new resources. 

  

https://unitedgmh.org/


Governments need to assure 
themselves that investment 
in the mental health of their 

populations represents a 
sound and equitable 

investment of society’s 
resources that leads to clear 

and definable health, 
economic, and social 

benefits

Dan Chisholm, PhD, World Health Organization

Chisholm D, Sweeny K, Sheehan P et al. Scaling-up treatment of depression and
anxiety: a global return on investment analysis. Lancet Psychiatry.
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Objectives 

This Investment Case has been developed to provide a rational approach 

to new investments for mental health care in South Africa.  It is designed 

to strengthen the country’s capacity to generate and use economic 

evidence to scale-up and improve treatments for mental health. In this 

report we conduct an analysis to estimate the expected return-on-

investment (ROI) over a 15-year period from scaling up interventions 

targeting anxiety, depression (including perinatal depression), psychosis, 

bipolar disorder, epilepsy, Idiopathic developmental intellectual disability 

(ID), behavioural disorders, dementia and alcohol and substance-use 

(opioid and non-opioid) disorders.  Further, we examine the ROI 

associated with (1) early interventions for those exhibiting risky alcohol 

and substance-use behaviours; and (2) social-emotional  learning (SEL) 

programmes delivered in schools to learners (aged 12-17 years), including 

a specific component delivered to learners at particular risk of depression 

and anxiety.  The investment case examines the costs and benefits of 

scaling up packages of interventions for these conditions, and quantifies 

the infrastructural, human resource and programmatic requirements that 

should be complementary for the achievement of mental health service 

scale-up.  Simply put, a return-on-investment analysis comprises two 

components: the cost of programme implementation and the monetary 

value of subsequent benefits. 

3.  
Approach & Framework 
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The Investment Case aims to inform the development of a clear national 

plan to reduce the substantial burden of untreated Mental, Neurological 

and Substance-use (MNS) disorders to reach levels of mental health that 

are higher than the mere absence of disease or infirmity.   

Defining Mental, Neurological and 
Substance-use (MNS) disorders 

Mental, neurological and substance-use (MNS) disorders encompass a 

range of conditions that are broadly characterized by the impairment of 

cognition, emotion and/or behaviour which is associated with distress, 

and disturbances in personal, familial, educational and occupational 

functioning [41-44].  A number of classification systems exist which 

categorize discrete disorders based on similar symptoms, signs and 

observations, including the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5) and the World Health Organization (WHO) 

International Classification of Disease (ICD-11) [42].   The WHO defines 

depression, bipolar affective disorder, schizophrenia and other psychoses, 

dementia, intellectual disabilities and developmental disorders including 

autism as MNS disorders [45].   

The present analysis adopts a broad definition whereby MNS disorders 

encompass: Alcohol-use disorders; Neurological disorders (Alzheimer's 

disease and other dementias, Epilepsy); Substance-use disorders 

(Amphetamine use disorders, Cannabis use disorders, Cocaine use 

disorders, Opioid use disorders, Other drug use disorders); Mood 

disorders (Anxiety disorders, Dysthymia, Major depressive disorder, 

Bipolar disorder); Psychotic disorders (Psychosis);  Behavioural disorders 

(Attention-deficit/hyperactivity disorder, Conduct disorder); and 

Developmental disorders (Idiopathic developmental intellectual disability).  

Throughout this Investment Case, the terms MNS disorders and mental 

disorders are used interchangeably to refer to the abovementioned 

conditions. The inclusion of neurological disorders (epilepsy, dementia), 

developmental disorders (Idiopathic developmental intellectual disability) 

and substance-use disorders (herein refering to non-alcohol substances)  

arises because these disorders are commonly managed by mental health 

professionals in LMIC contexts [46].  However, in line with the recent 

recommendations of the Lancet Commission on global mental health and 

sustainable development this Investment Case also adopts the perspective 

that there are opportunities for intervention at all stages, from well-being 

to different stages of disorder, i.e. from non-specific symptoms causing 

intermittent mental distress to clear syndromes causing increasingly 

severe functional impairment [42].   
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Overarching Analytical Framework 

The development of the South African Mental Health Investment Case has 

been informed by the direction of the World Health Organization (WHO) 

and United Nations Development Programme (UNDP) [47].  We use the 

WHO Inter-UN OneHealth Tool [48], developed by UN partners, along 

with an excel-based model, to cost clinical and rehabilitative interventions, 

and to project the health benefits expected from their implementation 

over a fifteen year period. We then estimate the total economic and social 

value of these health benefits. Benefit-cost ratios (return on investments) 

are reported separately for each intervention package. The Mental health 

investment case: guidance note[49] outlines  six overarching 

methodological steps in generating a national mental health investment 

case, simplified in Figure 1.   

 

Figure 1 Steps for Developing a Mental Health Investment Case adapted from [49] 

Adaptations to combine rigor and relevance 

Whilst the traditional core focus of the Investment Case approach seeks to 

identify the most cost-effective mix of interventions, it is important to 

highlight that the MHIC for South Africa has considered a series of 

arguments for investing in mental health, including those based on 

human rights protection, equality of access, efficiency and the 

consideration of the economic rationale to formulate a more robust case 

for investment.  Further, the process undertaken has facilitated the 

identification of priorities across a broad range of stakeholders whilst 

being sensitive to the feasibility of implementation in the light of the 

baseline service delivery environment, the macro fiscal climate and 

structural changes to our health financing arrangements.    
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Building on the global methodological guidance, this Investment Case has 

introduced several methodological innovations:  

1. Collaborated with Provincial Departments of Health to facilitate 

interactive, multi-sectoral workshops in Provinces to feed back the 

results of the 2018 national survey on mental health system costs, 

resources and constraints in South Africa and to obtain Province-specific 

experiences, constraints, priorities and solutions for mental health service 

delivery. 

 

2. Incorporated a broad consultation with a panel of multidisciplinary 

experts across the country through a Delphi study in order to obtain 

consensus on what core set of interventions and programmatic activities 

should be prioritized for addressing the mental health burden in South 

Africa and achieve the goals linked to the Mental Health Policy 

Framework and Human Rights Commission Report recommendations. 

 

3. Considered programmatic enablers (e.g. governance structures, training 

needs, interhospital transport costs) that should be in place for the 

achievement of mental health service scale-up in the country. 

 

4. Considered infrastructural and human resource requirements 

associated with residential and day-care community-based service 

platforms. 

 

5. Considered infrastructural investments required to establish inpatient 

psychiatric units at the district and regional hospital level(s) and 

infrastructure for forensic mental health services. 

 

6. Enumerated the needs and costs of preventative actions including 

population-based social-emotional learning programmes targeting 

learners in schools and early interventions for risky alcohol- and 

substance-use.   

 

7. Modelled the redistribution of inpatient and outpatient care for 

mental health over time in line with WHO recommendations regarding 

the organization of mental health service delivery channels, based on 

baseline distribution.       

 

8. Quantified the costs associated with Planned Patient Transport for 

Interfacility Transfers of Mental Health Care Users (MHCUs) rendered 

through the Emergency Medical Service (EMS) for health system referrals.   

 

9. Enumerated the costs of health promotion efforts through a radio-

based mass-media campaign. 

 

10. Considered the unique costs that should be borne by different sectors 

for mental health service delivery in alignment to their mandates and 

responsibilities. 
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Identifying Actions and Establishing 
Coherence 

The selection of clinical, psychosocial, rehabilitative, preventative, 

programmatic, and infrastructural interventions included in this 

Investment Case has been informed by several overlapping processes.  In 

addition to these interventions and actions, a service platform for 

community-based residential and day-care services has been developed 

and integrated into the investment case.  The processes of achieving a 

shared vision for the future of mental health care and an enabling 

environment to support mental well-being was established through a 

review of National and global clinical guidelines, a structured, three 

phased Multidisciplinary Expert Consultation exercise; interactive, multi-

sectoral Provincial workshops, and ongoing technical consultations with 

key experts across clinical specialties, research leaders, service-user 

organizations, civil society and non-health Departments, whose 

perspectives and previous efforts have guided many of the analytical 

decisions of clinical, policy and systems interventions that are prioritized; 

the parameters of mental health needs among different the best possible 

outcomes.    A high-level overview of key milestones linked to the overall 

development of the Mental Health Investment Case is outlined in Figure 2. 

4.  
Setting a Course for the 
Future 
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groups; and optimal service delivery modalities that are required to deliver  

 

Figure 2 Timeline of Key Milestones in the Development of the Mental Health Investment Case 
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Clinical Interventions 

Review of Clinical Guidelines  

For clinical interventions, a stepped approach was applied to adapting and 

contextualizing global guidance for the cost-effective WHO mhGAP 

Intervention guidelines and priority interventions[50] identified in the 

Disease Control Priorities Volume on Mental Neurological and Substance-

use disorders (DCP 3)[51]. These were adapted to align with the clinical 

protocols reflected in South Africa’s Standard Treatment and Adult 

Primary Care (APC) Guidelines.   By default, clinical treatment targeting 

anxiety disorders, depression (including perinatal depression), psychosis, 

bipolar disorder, epilepsy, idiopathic developmental intellectual disability, 

behavioural disorders, dementia, and alcohol- and substance-use 

disorders were included, once adapted in this first phase.  Furthermore, in 

light of the significant burden of risky alcohol and substance-use in South 

Africa, defined as the consumption of least 60 grams or more of pure 

alcohol on at least one occasion in the past 30 days [52] or any drug use 

in the past 90 days [53], early interventions for these groups, which 

significantly reduce the future burden of diagnosable substance and 

alcohol-use disorders, at a substantially lower cost, were included.   

Technical Consultations 

These adapted clinical guidelines as well as medication specification, 

health worker time, health worker supervision inputs, baseline coverage 

estimation and optimal service platform recommendations were further 

validated and improved through periodic feedback-revision cycles from a 

select group of clinical specialists and implementation scientists with 

already adopted mental health interventions being rolled out and/or 

endorsed by Provincial Departments of Health.  Programmatic needs 

associated with achieving coverage (e.g., human resource training needs), 

including those required at the primary health care (PHC) level to support 

the decentralisation of services, were sourced from experts, key 

Governmental (National, Provincial) consultations and review of baseline 

monitoring and evaluation systems and literature. Final modelled 

Treatment Packages and Intervention assumptions can be found in 

Appendix A.   

Priority Setting and Systems-level Actions 

Multidisciplinary Expert Consultation  

To facilitate priority setting for programme areas, service-delivery and 

systems reforms a three-round modified Delphi study using online 
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questionnaires was conducted. The Delphi method is a structured process 

that uses a series of repeated rounds to gather information from a panel 

of experts. The aim of this approach is to achieve agreement among a 

group of experts. Each round summarises information presented in the 

previous round which is then presented again to stakeholders for 

prioritization to establish group agreement. This contributed to broader 

considerations beyond cost-effectiveness in our overall recommendations 

and aimed to identify areas of discordance and synergies between global 

recommendations and those of NGO, Academic and Policy stakeholders 

with unique experience and involvement in the South African mental 

health delivery landscape.  In round one, 66 stakeholders identified 

priority areas (intervention, systems reform needs, health priorities) across 

twelve broad focal areas pre-identified by the Mental Health Think Tank.  

In round two, 47 stakeholders rated and ranked the identified 

interventions that emerged from thematic analysis of the round one 

responses across the following criteria: 

• Relevance: Importance to patient populations and key strategic priorities. 

• Effectiveness: Whether the evidence base has been established at the 

global and local levels. 

• Acceptability: Whether a community or target population accepts the 

chosen intervention that addresses a priority problem; it also refers to the 

acceptability by those who will be carrying out the intervention.  

• Feasibility: Likelihood of successful implementation in South Africa.  

Statistical analyses of these scores were performed to establish each 

intervention’s relative importance across each criterion.  By this rationale, 

interventions were considered for inclusion in the Investment Case when 

at least 75% of panellists agreed that: the intervention was very important 

to patient populations or key strategic policy priorities, or there is strong 

evidence of effectiveness in our setting, or the community or target 

population is highly likely to accept the chosen intervention and those 

who will be carrying out the intervention will be very accepting to do so, 

or there is a very high likelihood of successful implementation in South 

Africa.  If at least 75% of panellists provided a score of 8 or more for more 

than one criterion for a given intervention, these interventions were 

considered as higher priority.   

In the final round, participants were invited to adjust the final included 

and excluded interventions by consensus from the previous round (21 

participants).  Final agreement of the relative priority (and priority area) 

was summarized based on both agreement with inclusion and/or 

exclusion of each intervention.  

Provincial Multisectoral Workshops 

Finally, we collaborated with each Provincial Department of Health to hold 

one-day interactive, multi-sectoral workshops in the Provinces to feedback 

the results of the 2018 national survey on mental health system costs, 
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resources and constraints in South Africa and to obtain Province-specific 

experiences, priorities and solutions for mental health service delivery. We 

use a World Café participatory method with a flexible format that can be 

adapted to different circumstances. Seven design principles are set out by 

the World Café Community Foundation, which emphasize generating an 

informal, hospitable, creative space, encouraging and valuing everyone's 

contribution and identifying insights. Issues are discussed at round café 

tables, with a small number of participants for a set period of time and the 

insights from each table are shared with the larger group. The policy café 

method used in this study was adapted from the World Café model.  

In recognition of the multi-sectoral nature of the mental health challenge 

and its central role in the response, participants in each workshop 

comprised of purposefully selected stakeholders from the Provincial 

Department(s) of Health, Housing, Correctional Services, Social 

Development, Education, as well as the NGO community.  The workshops 

adopted a World Café methodology which allowed participants to have 

collaborative dialogue, engaging actively with each other to create 

constructive possibilities for action.  Provincial mental health coordinators 

or directorates coordinated participant recruitment.     

Participants were mainly from the Department(s) of Health with a range of 

specialists, generalists and nursing staff servicing all levels of the health 

system, as well as district and provincial mental health coordinators and a 

minority of participants of from each sector, and NGO bodies.  Following a 

series of preliminary meetings and discussions with the Provincial 

coordinators, venues were identified, and participants invited.   

Upon consultation with the Mental Health Think Tank and in review of the 

findings emanating from the national costing study, the priority topic 

areas for the cafe-style workshops were identified. Those included the 

following: 

1. Community-based Residential and Day Care services for Mental Disorders 

and Intellectual Disability including Rehabilitation and Occupational 

Therapy 

2. Integration of Mental Health (e.g. PHC and Chronic care management; 

Maternal, Child and Infant Health; Emergency Services) 

3. Child and Adolescent Mental Health 

4. Hospital infrastructure for mental health (including 72-hour assessments) 

5. Health information systems for Mental Health 

6. Governance for Mental Health (Provincial and District Mental health 

plans, resourcing, and planning) 

7. Forensic mental health  

8. Mental Health Prevention/Promotion 

Following a brief presentation from two of the MHIC Team members to 

share the feedback of the Phase One study, and to set the context for the 

day, participants were delegated to various tables with at least three 
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participants at each table.  The café ran for 2.5 hours with a break halfway.  

Each topic was discussed generally for a period, and then each person was 

prompted to write down their own priorities on a shared sheet of poster 

paper.  After the discussion of each topic, the participants from each table 

swapped tables to review the priorities identified by the other table and to 

add to them. This step of reviewing the insights and outputs of other 

tables is an integral part of the World Café method.   

For each priority intervention area (outlined above), workshop participants 

collectively answered the following key questions: 

• What current activities/services does your sector provide? 

• What departments do you work with and how? 

• What are the challenges and constraints to the current situation? 

• What is working well? 

• What would success look like for us? 

• What role do you see your sector playing?  

• What needs to be in place for us to achieve the successes described? 

 
Table 1 Provincial Multisectoral Workshop Details 

Province Month Venue Participants 

Mpumalanga December, 

2019 

Provincial Department of Health, Nelspruit 35 

Western Cape January, 2020 SAMRC, Cape Town 20 

Free State February, 2020 Bainskloof Clinic, Bloemfontein 22 

Northern 

Cape 

February, 2020 Northern Cape College of Emergency 

Medical Care, Kimberley 

50 

Gauteng March, 2020 Helen Joseph Hospital, Johannesburg 18 

North West March, 2020 Provincial Department of Health, Mafikeng 30 

 

Thus far, six workshops have been conducted (Table 1), with the remaining 

three provinces (Eastern Cape, KwaZulu-Natal, and Limpopo) deferred due 

to the COVID-19 lockdown.  Overall consistent themes and priorities  

revealed through the six workshops are summarized, with supportive 

quotes highlighted throughout this report.  It is hoped that these 

workshop findings will ensure that the Investment Case will be sensitive to 

provincial experiences and realities.   
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Approach to Impact Measurement 

Mental Health Impacts 

Health impacts of mental health interventions, measured from clinical 

trials and other research studies or summarized in meta-analyses, are 

expressed by the standardized mean effect size for outcomes including 

incidence, remission, case-fatality, or functioning. These effect size 

estimates obtained from trials are adjusted for real-world effectiveness by 

taking into account partial response, the lag time between the onset of 

the disorder and treatment, plus expected levels of non-adherence in 

treated populations. The effect sizes for the priority conditions and 

interventions used in the analyses are found in Appendix B.    

Most health effects accrued through the implementation of mental health 

interventions relate to improvements in morbidity or disability and, to a 

lesser extent mortality. Health effects can therefore be measured as 

healthy life years gained (HLY) (equivalent to disability-adjusted life years 

(DALY) averted, where one DALY can be thought of as one lost year of 

5.  
Determining the Impact 
of Change 
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healthy life. Healthy life years reflect the combined time spent by the 

population in a particular state of health with a known degree of (or 

freedom from) disability. Disability levels or weights are available for all 

major conditions from the Global Burden of Disease initiative (Salomon et 

al, 2012). Implementation or scale-up of an effective intervention in the 

population is modelled to reduce the time spent in a disabling state, 

either by reducing prevalence (e.g., by decreasing the number of new 

cases or by increasing the rate of remission), or by improving the level of 

functioning of people living with the condition in question. For example, 

depression treatment results in a reduction in the duration of a depressive 

episode (equivalent to increasing the remission rate), while the 

management of psychosis with anti-psychotic medication and 

psychosocial treatment leads to enhanced management of symptoms and 

improved functioning in activities of daily living such as work or schooling.  

The Economic Value of Improved Mental Health and 
Well-being 

The economic and social benefits of improved mental health carry both an 

intrinsic value (through increased well-being) and an instrumental value 

(through improved capacity for individuals to undertake productive roles 

in society, pursue leisurely interests, learn and undertake household 

production roles). Both values are included in this ROI analysis. The value 

of a healthy life year has been estimated in the Lancet Commission on 

Investing in Health at 1.6 times the GDP per capita [54, 55], two-thirds of 

that value is attributed to labour force participation while the remaining 

one-third (0.5 times per capita) is attributed to the intrinsic benefit of 

improved health.     

Lost Productivity 

Losses in productivity are measured through time taken off work due to 

illness (absenteeism), as well as compromised job productivity whilst at 

the workplace (presenteeism). Local data on the lost days of productivity 

due to the different MNS disorders were obtained from Mall et. al [56] 

which determined the association between the South African Stress and 

Health Study (SASH) and days out of role and was complimented with 

data from an international synthesis of the WHO World Mental Health 

Surveys [57]. Compared with adults without MNS and substance use-

disorders, 19 additional days out of role were estimated for alcohol and 

substance use-disorders, 23.4 days for bipolar disorder, and 28.2 and 27.2 

additional days out of role for anxiety and depression, respectively.  Data 

across all disorders were not available and as such, a conservative 

estimate of 1 working day was attributed to other disorders. Lost 

workdays, in conjunction with labour participation amongst the working-

age population, rates of employment, and average income per worker is 

used to estimate these effects on the economy because of these 

disorders, presented as the cost of inaction.  The economic costs for 
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children are only estimated through avoided mortality and estimates of 

presenteeism and absenteeism, as these populations are not in the 

workforce currently. Table 2 outlines the demographic and economic data 

that were applied in our analyses of the economic value of improved 

mental health and well-being.   

Table 2 Demographic and Economic assumptions  

Indicator Value used Source 

Population 59,622,352 [58] 

% Population aged 15-64 years 65% [58] 

GDP, ZAR 4.4 trillion [59] 

GDP per capita, ZAR 72,610.96 
 

GDP per employed person (average productivity, ZAR) 394,280.74 
 

Discount rate (for present value calculations) 3% 
 

Labour force, 15+ years 21,742,744 [59] 

Employed labour force, 15+ years 10,980,086  
 

Unemployment rate, 15 – 64 years 29%* [58] 

Labour force participation rate, 15+ years  51% [59] 

Average number of days worker/year 250 
 

Value of a partial day out of role as proportion of a full day 

out of role 

0.33 
 

Instrumental value of health (multiple of GDP per capita 

applied to Healthy Life Years gained) 

1.1 [54, 60] 

Intrinsic value of health (multiple of GDP per capita applied 

to Healthy Life Years gained) 

0.5 [54, 60] 

*It is acknowledged that current unemployment rates are currently higher, in the realm of 

35%, however this rise is cyclical unemployment on account of COVID-19 is not modelled 

for the current investment case. 

Improvements in Labour Participation 

Analyses of improvements in labour participation were predominantly 

focussed on improvements yielding from interventions for depression, 

anxiety, alcohol and substance-use disorders, risky alcohol, and risky 

substance-use, as well as epilepsy. The impact of the interventions 

targeted for the above-mentioned disorders have garnered a sufficient 

evidence-base with which to accurately translate increases in healthy life 

years, as well as avoidance of prevalent cases (through remission or 

averted new cases through early intervention) and mortality.  

The economic value of increases in the healthy labour force due to 

avoided mortality were calculated by taking the total number of deaths 

avoided, adjusting for labour participation and employment, and then 
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multiplying by the annual GDP per employed person for South Africa for 

each year over the 15-year time horizon. 

The economic value for avoided prevalent cases is estimated through 

increased labour force participation as well as reduced absenteeism and 

presenteeism. The assumption is made that 1 partial day is equivalent to a 

third of a whole day, translating to 1 complete day of unimpaired work 

per month is estimated to be restored through reduced presenteeism. 

Expressed as a proportion of total working days per year (250 days) and 

allowing for the health benefits to accrue as well as the lag time between 

improved health and returning to the workplace,  we modelled a 5% 

increase in working days as a result of reduced absenteeism, and a 5% 

increase through reduced presenteeism in accordance to international 

analysis [61].  

The economic value of increases in the healthy labour force due to 

avoided cases of illness were therefore calculated by taking the total 

number of prevalent cases averted, applying the same employment-

related adjustments as above, and then further multiplying the result by 

5% (i.e., the increase in labour force participation among those with a 

mental health condition who receive the treatment).  The economic value 

of reducing absenteeism/presenteeism was estimated using the same 

process as above due to avoided cases of illness. The multiplication of 5% 

represented the decrease in absenteeism/presenteeism among those with 

a mental health condition who receive treatment.  

Productivity gains resulting from each mental health intervention were 

then a sum of all the above estimates. The social value of improved health 

status is also calculated by estimating the healthy life years gained 

through the interventions, multiplying it by the GDP per capita and its 

intrinsic value of 0.5 (Table 2). Both values are reported.  

A different method was used to estimate restored productivity for 

psychosis and bipolar disorder. Although the provision of lithium does 

have an impact on avoided cases of mortality, treatment for the above-

mentioned disorders do not translate into the avoidance of prevalent 

cases. As such, the economic value of improved health, through the 

healthy life years gained, is multiplied by 1.1 times the GDP per capita, 

with the added social value of 0.5 times the GDP per capita attributed to 

the healthy life years gained.  

In the case of the universal and indicated school-based prevention and 

promotion interventions for adolescents (12-17 years), only productivity 

gains due to increased labour force participation through averted future 

prevalent cases were estimated. Productivity gains due to reduced 

absenteeism and presenteeism were not estimated for the school-based 

interventions as these were not relevant to non-working age school 

students. In addition, there is currently no established methodology for 
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translating how impacts on educational attainment during adolescence 

(which can be improved by mental health prevention interventions) 

translates into improved job earning potential later in life. 

The participation of those living with dementia, ID, conduct disorder and 

ADHD in the workforce is challenging to characterize, as such, only the 

social value of improved health, through the healthy life years gained 

through the scale-up of interventions are estimated for these populations  

Economic gains for the above-mentioned disorders, therefore, were 

estimated by taking the total healthy life years gained, multiplied by the 

GDP per capita for South Africa and then further multiplying this by a 

factor of 0.5 (i.e., the intrinsic value of health as a multiple of GDP per 

capita).  

Adopting a Recovery-model  

The consideration of modelled interventions and related care provision 

also account for the human rights considerations for increasing the quality 

of life of those living with MNS disorders as well as improving financial 

protection for this population and their household members, towards 

achieving the country’s goals of UHC. As previously mentioned, we have 

adopted the principle that improvement in the system of care should not 

be unilaterally guided by containment of costs or cost-effectiveness, but 

balanced by moral imperatives for rights-based, quality care as identified 

by the Human Rights Commission in addition to the need to adopt a 

recovery model with a focus on person-cantered care. As such, for 

dementia, intellectual disability, bipolar disorder and psychosis, the 

provision of a day- and residential community-based care platform has 

been designed and evaluated as an additional service, despite the dearth 

of rigorous evaluations of the relative additional impact of these service 

platforms on health outcomes and quality of life performed in comparable 

contexts to South Africa. The provision of comprehensive community day- 

and residential services is intended to address the significantly long 

inpatient stays currently estimated for certain subsets of these 

populations, the alarmingly high rates of readmission due to a lack of 

ongoing community support as well as the complex needs for those who 

cannot be cared for by their households. Whilst the economic and health 

and broader well-being improvements for these investments have yet to 

be estimated for our context in South Africa, it is imperative that these 

services be pursued with evidence increasingly being released in higher-

income settings proving the importance of such actions.    

Efficiency and Cost-savings 

Finally, the scale-up of mental health services whilst incorporating a 

gradual redistribution of hospi-centric mental health care towards the 

primary health and community service levels results in additional cost 

savings to the health sector on account of reduced needs for expensive 
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inpatient services. This is particularly notable in our setting, with most 

hospitals reporting extremely long lengths of stay for patients [62]. The 

average cost of treatment over time is evaluated to determine the cost-

savings on account of increased decentralization of services, ensuring 

sufficient infrastructure for upward referrals and the gradual development 

of an integrated community-based service landscape to allow for 

discharge after acute stays with ongoing comprehensive support post-

discharge.   

Health Impact on other Major Disease Areas 

Data limitations have restricted the ability for this Investment Case to 

directly model the significant benefits of investing in the mental health 

system that will be realized for health outcomes of other health 

conditions.  In recognition of the significant level of comorbidity that 

exists between MNS disorders and other major contributors of disease 

burden in South Africa, namely HIV, TB, diabetes and hypertension, 

considerations of the health impacts of mental health service delivery on 

improved adherence and health outcomes among these additional 

conditions are discussed and reflected upon with reference to studies that 

have evaluated these impacts.  The potential extent of comorbidities are 

reviewed through published studies undertaken in the South African 

context, drawing also from Discovery Health medical claims data obtained 

from Quantium Health, a data analytics firm with an established 

relationship with Discovery Health.   
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In this Investment Case, we estimate the cost of scaling up coverage of 

selected clinical, psychosocial, rehabilitative, and school-based 

preventative interventions via varying delivery channels at different levels 

of coverage over a 15-year period. Provision of different services for 

patients with mild, moderate, and severe forms of each condition are 

considered.  Further, we quantify the costs of infrastructural, human 

resource, governance, transport, governance, and community-based 

residential and day-care investments - essential for the achievement of 

mental health service scale-up, as agreed by expert consensus, provincial 

stakeholders and/or adopted policy.     

All cost analyses were conducted from the provider perspective and are 

expressed in 2020 South African Rands, real terms, unless expressly 

outlined as Net Present Value estimates.  In these instances, we have 

applied a 3% discount rate to the cost value. Total cumulative investments 

over the scale-up period are reported, in addition to annual 

appropriations for the first Medium Term Expenditure Framework period 

(year 1 to year 3) with estimates of annual year-on-year growth rates 

outlined per MTEF period over the 15-year scale-up period, and total 

estimated appropriations per MTEF period also outlined.   

 

6.  
Determining the Costs 
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Clinical, psychosocial, and rehabilitative 
costs  

For the primary health care level, the total cost of providing treatment is 

estimated through the resources used to treat patients including 

pharmaceutical and diagnostic needs, human resource time (in minutes) 

by cadre of health or social service worker, and frequency of need in a 

one-year period (i.e., using an ingredients based approach).  The unit costs 

of pharmaceutical drugs are sourced from the South African Master 

Procurement catalogue, the unit costs of diagnostics are sourced from the 

National Health Laboratory Service Catalogue while health care provider 

and programmatic salaries are obtained from the Department of Public 

Service and Administration (DPSA).  We assume health care providers 

(excluding doctors and specialists) spend 60% of their time on patient 

contact, with doctors and specialists assumed to spend 80% of their time 

on patient contact.  For programmatic staff, we assume 100% of their time 

is spent on programmatic functions.  Rural allowances have not been 

added given that it is as yet unknown how many health workers will be in 

rural areas.  We have added a DPSA notch of 37% to the salaries of staff 

that have been costed, apart from doctors, for which their total COE 

includes benefits within the DPSA.  Annual increases in salaries are not 

estimated in light of the country’s decision not to increase salaries for the 

next medium-term.   

The expected quantity of resources used is first multiplied by the unit cost 

of the resource, then by the number of patients who are in need of 

treatment (see Populations in Need, and Coverage Assumptions, page 46), 

and finally multiplied by the primary health care coverage rate for each 

intervention (assumed per year) in order to arrive at the total cost of 

scaling up coverage rates in the population at the primary health care 

level.  A standard overhead of 12% is added to these figures to estimate 

the total cost of service provision at the primary health care level. 

For the hospital levels (district, regional, tertiary, central, and specialized 

psychiatric hospitals), a normative number of assumed outpatient visits 

and inpatient days required for each intervention over a one-year period 

are multiplied by the number of patients who are in need of treatment, 

then by the unit cost per inpatient day or per outpatient visit, and finally 

multiplied by coverage rates for each intervention (assumed per year) in 

order to arrive at the total cost per year over time. Unit costs per inpatient 

days at public hospitals are based on the Health Systems Trust District 

Health Barometer (HST-DHB) (12th Edition – 2016/17) datafile [63]  which 

provides hospital-level indicators of public expenditure per patient day 

equivalent (PDE) for all categories of public sector hospitals. All costs were 

inflated to real 2020 prices, at an annual inflation rate of 4.8%.  Provincial 

estimates for expenditure per PDE were weighted based on useable beds 

available for each level of care.  All inpatient and outpatient costs for all 

hospital levels were estimated using the unit costs for a psychiatric 
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hospital, in recognizing that this platform represents an accurate reflection 

of costs for mental health units, with higher costs for other hospital levels, 

on account of the expanded surgical and treatment services that would 

not be appropriate for our modelled population. Outpatient unit costs at 

the hospital level are calculated as one-third the cost per PDE for 

inpatients for each level of care. This calculation assumes that the 

resources required to treat one outpatient represent one-third of the 

resources for treating a single inpatient.  

To account for a gradual and rational redistribution in service delivery 

over time, inpatient and outpatient services in the base year were 

assumed to be distributed in line with the baseline service delivery 

channels determined by the formative costing study [62]. For each year of 

the scale-up period, increased service provision for outpatient services 

was modelled for the primary health care level to a maximum of 80% for 

most disorders, except for alcohol- and substance-use disorder 

withdrawal and prevention services, provided for at the hospital levels. 

Coverage changes at the hospital levels are decreased gradually over time, 

as increased service provision at the PHC level takes place, and 

programmatic investments in training and other enablers are put in place.  

Whilst outlined in detail in the following paragraphs, the baseline and 

target service distributions for outpatient and inpatient care are specified 

in Appendix C.  

For each year of the scale-up period, increased service provision for acute 

inpatient stays was applied equally at the district and regional hospitals, in 

alignment with the recommendations of our technical review panel, whilst 

longer-term stays were distributed across the higher levels of care; capped 

at the maximum hospital capacity currently existing in South Africa. The 

following distributions (below) reflect the proportion of total Inpatient 

Days (IPDs) that would be provided for at each level of care by the scale-

up period.  IPD needs are calculated according to the average number of 

IPDs per person and the respective coverage of treatment; distributions 

for hospital levels are therefore determined according to the relative 

contribution of acute and long term stays for each disorder. For example, 

the average length of stay for patients treated for bipolar disorder and 

psychosis is 13.2 (15% estimated to require 28 inpatient days, and 10% 

requiring 90 inpatient stays). As such, for acute stays, the district and 

hospital targets amount to 16%. As a result, the relative attribution of 

those inpatient days towards long term stays at higher levels of care will 

inevitably be larger, with service distribution towards the tertiary and 

centralized hospitals not exceeding the current hospital availability for 

each level of care in the country. According to the 2019 District Health 

Barometer, the country reports 252 District hospitals; 48 regional 

hospitals; 19 tertiary hospitals; and 9 centralised hospitals and 24 

Specialized Psychiatric hospitals [64].  



 41 

Community-based Residential- and Day-
care service platform costs 

In addition to the costs associated with scaling up coverage of selected 

clinical, psychosocial, and rehabilitative interventions, we quantify the 

costs of an integrated service platform for community-based residential- 

and day-care services.  For community-based residential- and day-care 

services, a combined approach to costing has been applied.  Assumptions 

for the proportion of patients requiring residential and day-care services 

are obtained from WHO recommendations [65] and complimented with 

engagement with our technical review panel. Needs for these services 

across modelled disorders are summarized in the technical appendices.  

For residential care, an ingredients approach to costing is applied for 

human resource time (in minutes) by cadre for normative assumptions 

regarding needed rehabilitation support, including a full-time facility 

manager and treatment support through monthly visits by a professional 

nurse in a one-year period. Medication costs are subsumed within the cost 

of treatment modelled for these conditions. The expected quantity of 

resources used is first multiplied by the unit cost of the resource, then 

multiplied by the community residential care coverage rate and 

population in need for each intervention (assumed per year) in order to 

arrive at the total cost of scaling up coverage rates in the population at 

the community based residential care level.  FTE needs for all staff 

providing care are estimated. A per diem “accommodation” unit cost is 

then added for each resident receiving care per year, calculated as the 

monthly subsidy paid by each province for the different categories of 

mental health care users divided by 30 days, then multiplied by the length 

of stay.  For community residential care, patient length of stay is assumed 

as 365 days.  

A similar approach was applied for day-care services whereby human 

resource time (in minutes) by cadre for a rehabilitation service are 

estimated. Once again, medication-related costs are attributed to the 

primary health care level.  Needs are therefore calculated based on the 

assumed frequency of need per mental health care user (by condition) in a 

one-year period.  The expected quantity of resources used is first 

multiplied by the unit cost of the resource, then multiplied by the day-care 

coverage rate and population in need for each intervention (assumed per 

year) in order to arrive at the total cost of scaling up coverage rates in the 

population for day-care services.  A per diem “overhead” unit cost is then 

added for each day-care client receiving care per year, calculated as the 

monthly day-care subsidy paid by each province for the different 

categories of mental health care users divided by 20 days, then multiplied 

by the frequency of days attended.  For day-care, 100 days per year per 

person in need is assumed.    
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Costing Social-emotional  learning (SEL) 
programmes targeting learners in schools 

According to the DCP [66], the cost of implementing school-based SEL 

interventions for LMICs has not been well established, however summary 

costs obtained from implementation experiences in Ethiopia, India, 

Mauritius, and Mexico using methods that have been developed for 

micro-costing of population-based alcohol control strategies are drawn 

on. The analysis used data for psychosocial interventions addressing 

depression amongst adolescents aged 12-16 years in Mauritius, known as 

the Resourceful Adolescent Programme–Adolescent version (RAP-A), 

which demonstrated that 11 hourly psychosocial sessions translated to 

short-term benefits to depression, hopelessness, coping skills, and self-

esteem; benefits to coping skills and self-esteem were sustained after a 6 

month follow up period. The DCP costed the intervention by applying the 

programme only to 12-year-olds in the population, estimated to make up 

0.8%-1.4% of their total population.  

Intervention facilitators are assumed to work full-time on this programme, 

and rotate across different schools or districts, and are able to provide up 

to 6 sessions per day; training costs will be higher should these facilitators 

be part-time on the programme. A set of 20 health educators are 

provided with one supervisor; with central administration and program 

management costs also considered. Based on an assumption of 220 

school days per year and 20 students per session, 1.7–2.8 full-time health 

educators are required to deliver the intervention at scale for a district 

with a population of one million. The full cost of implementing this 

programme at scale, assuming 100% coverage would therefore range 

from US$0.03 per learner in Ethiopia and India to US$0.11 in Mexico and 

US$0.24 in Mauritius; these varied costs are on account of the higher 

salary and other input costs. Overall, however, the findings indicate that 

school-based SEL interventions represent a low-cost strategy for 

promoting adolescent mental health.  

The costs associated with the two Socio-emotional learning (SEL) 

programmes targeting learners, aged 12 to 17 years, included in this 

analysis was undertaken using a model developed by consultants 

commissioned by the WHO.  As a result of making use of an external 

model, certain parameter adjustments to better reflect the local South 

African context were limited, in part, when compared to the broader cost 

assessments conduced within this Investment Case.  In this model, costs 

were obtained through a meta-analysis [67] undertaken by the University 

of Stellenbosch, which estimated the provision of universal-SEL 

programmes (i.e. to all learners aged 12-17 years).  A total of 18 hours 

(range: 18 - 24) was enumerated to train intervention facilitators who then 

deliver the interventions in classrooms with an estimated 11 hours (range: 

6 - 20) of total contact time spent with learners.  The second SEL 

programme modelled, referred to as the indicated-SEL intervention, 
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specifically targets learners (12-17 years) with sub-threshold depression 

symptoms.  This requires additional resources to screen students for sub-

threshold depression symptoms using mental health symptom checklists. 

The Indicated-SEL intervention requires (1) teachers supervising screening 

in class for 30 mins, and (2) teachers scoring mental health symptom 

scales taking an estimated 10 minutes per student. The intervention 

duration was estimated to require a total of 10 hours (range: 3.5 - 18) of 

total contact time with learners. These preliminary analyses assume that 

the intervention cost would be similar to a previously costed alcohol 

harm-reduction intervention involving the provision of individualised 

counselling to heavy alcohol consumers (the analysts note that this would 

likely be an overestimate as school-based interventions are group-based).  

Based on data from the Department of Basic Education, we applied an 

average of 31 learners per teacher for both interventions.  Full details 

regarding the resource inputs and assumptions for the SEL programmes 

(including staffing and time dedicated to the development and initiation 

of the programmes prior to roll-out) are discussed in detail in PART D of 

this Report: Achieving a Sustained and Integrated response.  It is important 

to note that the analysis in this report provides the intervention to all 

learners between the age of 12 and 17 years. Full time equivalent needs 

are presented independently for our analyses.   

Programmatic and Health Systems Costs 

In this Investment Case, we account for broader programmatic and health 

system strengthening costs and capital needs to support the delivery of 

interventions, and their uptake by individuals.  Within this category, we 

enumerate the investments needed for capital infrastructure, governance 

structures, planned interfacility patient transport, primary health care 

provider training and supervision mechanisms and health promotion 

efforts - as agreed by expert consensus, provincial or National 

stakeholders’ consultations, the recommendations of the Human Rights 

Commission, and/or adopted policy.     

Further details related to the approach taken to costing each of these 

health system and programmatic actions are outlined in PART D of this 

Report: Achieving a Sustained and Integrated response, given that the 

costing approach and needs associated with these actions were 

determined through the modelling exercise and/or through 

recommendations of experts via the consultation forums which formed 

part of the overall methodology of this Investment Case.   
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This return-on-investment analysis quantifies the cost of scaling up mental 

health service provision in South Africa over a 15-year period from current 

coverage levels and estimates the monetary value of subsequent benefits. 

Key input parameters for these analyses cover demographic, 

epidemiological, effectiveness and economic domains. 

The return-on-investment for each intervention was calculated by 

comparing the productivity gains produced by the intervention (measured 

as an increase in GDP) with the total costs of setting up and implementing 

the intervention. Projected costs and projected productivity gains were 

estimated using the net present value (NPV) approach with a 3% annual 

discount rate. The monetary value of health impacts (healthy life-years 

gained) and economic outcomes (productivity gains) of scaled-up 

investment in mental health are related to the costs of intervention by 

obtaining a ratio of benefits to costs (benefit-cost ratio). On account of 

the estimated costs and benefits changing from year to year, the return-

on-investment will also vary over the scale-up period. For example. initial 

programme costs might be high in relation to realized benefits in the early 

years of scale-up but will become comparatively lower as benefits begin 

to accrue, and start-up costs are no longer needed. This is reflected in the 

presentation of these estimates for various periods of the 15-year scale-

up.  Separate ratios are presented to account for the benefits due to 

7.  
Determining the  
Return-on-investment  



 45 

increased productivity alone, as well as the combined benefits due to both 

productivity gains and the social value of health and improved well-being. 

These are also reported separately for each intervention package. The 

formulae underlying the calculation of these ratios is specified in Figure 3.   

Figure 3: Benefit-Cost Ratio Calculation Formulae 

As detailed in the preceding sections of this report, the calculation of the 

monetized present value of both increased well-being (social value) and 

increased economic productivity, used to generate the benefit-to-cost 

ratios which convey the returns-on-investment, rely on prevailing 

estimates of GDP, Labour force participation and unemployment.  

Notwithstanding the severe economic impacts of COVID-19, through 

massive public debt accumulation, reduced revenues as a result of the 

lockdown of industries and significant job losses; South Africa’s fiscal 

climate has been characterized as fragile for the past several years with 

and low economic growth projections having been forecasted in 2017 to 

last until at least 2020 [68].  Compared to comparable middle-income 

settings, our labour force participation and unemployment rates are also 

notably high.   

Given the long-term time horizon of this analysis, we have conducted a 

sensitivity analysis on all benefit-cost ratios, where the valuation of 

benefits (both social value and economic productivity returns) account for 

a 1.6% annual growth in GDP starting from the second year of the 15-year 

scale-up period.  Notably, population growth increases by 1.2% annually, 

meaning that the relative GDP increase can be conservatively thought of 

as 0.4% year-on-year.  In addition, consistent with the Investment Case 

approach applied in other settings, this sensitivity analysis also broadens 

the valuation of benefits beyond the social value of improved health and 

value of economic productivity, to include the net present value of 

avoided health care expenditures.  The number of cases who would have 

needed services (i.e., the number of prevalent cases averted per year) is 

multiplied by the average cost of treatment per year, for each applicable 

condition and discounted to reflect a present value estimate.  Together, 

the present value of the social, economic and health savings are then 

divided by the present value of the total financial costs of service 

investments to enumerate benefit-to-cost ratios that account for health 

care savings and modest GDP growth that will accrue over the 15-year 

period.     
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Prevalence  

The current and projected number of people living with Mental, 

behavioural, neurodevelopmental, and substance-use disorders, 

prioritized for the provision of treatment and rehabilitative health 

interventions in this investment case is outlined in Table 3.  These 

conditions include anxiety disorders, depression, (including moderate-

severe depression and anxiety among children between 10 and 15 years), 

peri-natal depression, psychosis, bipolar disorder, epilepsy, intellectual 

disability, behavioural disorders (conduct, ADHD), dementia, alcohol, and 

substance-use (opioid and non-opioid) disorders.  These figures reflect 

the best available evidence on the prevalence rate of these conditions in 

our country and have been applied to the current and projected South 

African population, accounting for incidence, expected mortality and 

spontaneous remission in the absence of treatment.  For the purpose of 

this ROI analysis, these estimates reflect the total population(s) that are 

potentially in need of treatment.  Note that the provision of health care 

for children with moderate-severe anxiety and depression has been 

included, whilst universal and indicated school-based interventions for all 

South African learners, as well as those with sub-threshold depression and 

8.  
Populations in Need, and 
Coverage Assumptions 
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anxiety symptoms, are addressed separately through non-health (school-

based) interventions (Table 6).   

Table 3 Number of People living with a priority Mental, Neurological, 

Neurodevelopmental or Alcohol and Substance-use Disorder in South Africa 

(accounting for remission and deaths)  

Disorder/Condition Prevalence Rate 

[69]  

Base Year 15-year 

Anxiety disorders (All ages) 3.83% 2,249,227 2,558,507 

Moderate-Severe Anxiety among 

Children (10-14 years) 

3.24% 162,689 163,717 

Depression (All ages) 4.21% 1,543,277 1,724,023 

Moderate-Severe Depression 

among Children (10-14 years) 

0.82% 34,730 35,165 

Perinatal depression (15 – 49 years) 20.00% 190,908 174,215 

Psychosis (15+ years) 0.23% 131,251 154,707 

Bipolar disorder (15+ years)  0.57% 294,861 345,286 

Epilepsy (1+ years) 0.44% 260,637 292,364 

Idiopathic developmental intellectual 

disability (1+ years) 

0.33% 192,540 208,914 

Conduct disorder (5-19 years) 0.64% 1,353,548 2,019,665 

ADHD (5-19 years) 0.61% 329,529 360,051 

Dementia (40+ years) 0.35% 237,543 331,889 

Alcohol use disorder (15+ years) 1.94% 1,367,140 1,627,932 

Substance-use disorders (15+ years) 2.00% 699,207 834,177 

Opioid 0.80% 260,331 295,342 

Non-opioid 1.20% 438,876 538,835 

Total   9,746,294 11,664,789 

 

It is important to highlight that the prevalence rates applied to the South 

African population in this study are highly conservative and have been 

derived through modelling exercises led by the Global Burden of Disease 

Initiative.  These estimates are known to be unreliable, despite the 

methodological rigour in modelling approaches.  Ultimately, the quality of 

these estimates relies on the quality and availability of the data sources 

that are fed into the modelling process for the country-level.  In South 

Africa, the last population-based study of the prevalence of mental 

disorders in the country was conducted in 2002/3 – speaking to the large 

number of assumptions that are applied in generating up-to-date 

estimates, most of which are do not adjusted for our local context.   

Acknowledging the limitations inherent in making use of data that reports 

only on the minority of insured people in the South African population, it 
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is noteworthy that the prevalence of Depression and Anxiety disorders 

(alone), quantified for Discovery Medical Scheme members as at the end 

of 2019 (Table 4), are 10% and 3% higher than the prevalence rates 

reported by the GBD study for 2019 for depression and anxiety disorders, 

respectively.  Further, between 2018 and 2020 (i.e. a two year period 

alone), the prevalence of depression and anxiety increased by 1.6% and 

1.0%, respectively, among Discovery Health members.  Notwithstanding 

the expected impacts of the COVID-19 pandemic on the mental Well-

being of the country; the need for a national, population-based 

prevalence study for Mental, Neurological, Neurodevelopmental and 

Substance-use Disorders is urgently needed to inform appropriate 

planning.   

Table 4 Private Sector Comparisons for Depression and Anxiety (Discovery Health) 

 

  Depression Anxiety 

Prevalence Rates (2019) 

Discovery Health Member 15+ years 14.21% 6.76% 

Modelled Population Burden (GBD) 4.21% 3.83% 

Difference 10.01% 2.93% 

Increase in Prevalence among Discovery Health members, 15+ years (2018-2020) 

2018 13.36% 6.28% 

2020 14.93% 7.29% 

Difference 1.57% 1.01% 

 

In addition to targeted and intensive interventions for those with 

diagnosable alcohol and drug-use disorders (as reflected in Table 3), this 

Investment Case has modelled interventions that target the significant 

burden of people who consume alcohol and other substances at levels 

that are considered risky.  Early interventions for these groups can 

significantly reduce the future burden of substance and alcohol-use 

disorders, at a significantly lower cost.  Table 5 outlines the current and 

projected prevalence of risky alcohol use and risky substance-use.  Risky 

alcohol use has been defined as the consumption of least 60 grams or 

more of pure alcohol on at least one occasion in the past 30 days [52], 

whilst risky substance-use has been defined as any drug use in the past 90 

days assessed using the seven item ‘Alcohol, Smoking and Substance 

Involvement Screening Test (ASSIST) [53].  These estimates are modelled 

to reflect the population(s) in need of early interventions.  

Table 5 Estimated Number of People meeting the criteria of Risky Alcohol or 

Substance use in South Africa [53, 70] (accounting for remission and deaths) 

 

Disorder/Condition  Prevalence Rate Used Base Year 15-year 
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Risky Alcohol use (15+ years) 18.30% 7,714,473 8,194,431 

Risky Substance use (15+ years) 8.60% 3,623,326 4,207,061 

Total 26.90% 11,337,799 12,401,492 

 

In addition to the provision of health care interventions for children (10-14 

years) with diagnosable moderate-severe anxiety and depression 

(prevalence and estimated cases outlined in Table 3); this investment case 

also models the implementation and gradual scale-up of a universal, 

school-based, social and emotional learning (SEL) intervention for all 

South African learners, as well as a more intensive school-based SEL 

intervention for learners identified with sub-threshold depression and 

anxiety symptoms. The school attendance rate, estimated at 98%, was 

applied to identify the number of learners aged 12-17 years in need of 

each intervention with 5% of these learners estimated to have sub-

threshold anxiety and depression (Table 6).  

Table 6 Number of School Learners (12-17 years) targeted for universal and indicated 

school-based social and emotional learning interventions 

 

School-based social and emotional learning 

intervention 

Total Number of Learners 

targeted  

(12-17 years) 

Universal, school-based, social and emotional learning 

(SEL) interventions for 12-17 years 

6,251,601 

Indicated, school-based, social and emotional 

learning (SEL) intervention 

312,580 

 

Responding to the Forensic mental health service needs in South Africa, 

Table 7 outlines the current and projected forensic caseload for the 

country.  These estimates serve as the population in need of forensic 

mental health services and have been supplied directly from the National 

Department of Health. 

Table 7 Forensic Mental Health Caseload 

  Base Year 15-year 

Forensic Cases 4,500 5,221 

Baseline and target coverage of 
interventions and services 

Appendix D outlines the proportions of the target populations that are 

estimated to need or be able to access each of the modelled intervention 

packages (packages are detailed in full in Appendix A).  Baseline (i.e. year 

1 of the 15-year scale-up period) and target coverage rates (as at the end 

of the 15-year period) are listed as modelled in this Investment Case 
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analysis. Baseline coverage estimates were assumed based on the best 

available evidence and engagement with service experts in the country; 

baseline treatment gaps are estimated to be at least 91%, with assumed 

higher coverage rates for severe MNS conditions.  Modest target 

coverages were applied across disorders in the recognition of the 

significant treatment gap that currently exists. A range of treatment 

interventions for alcohol relapse prevention and opioid and non-opioid 

withdrawal are also modelled; medication for these interventions currently 

don’t exist in South Africa, therefore baseline coverage is 0. 

The provision of community-based residential and day-care services have 

been modelled for a subset of people living with psychosis, bipolar 

disorder, dementia, and idiopathic developmental intellectual disability 

(ID). The proportions of those requiring these community services (also 

detailed in Appendix D) were identified based on WHO recommendations 

and further adapted through technical consultations with local experts in 

South Africa. Whilst no universal recommendations exist for the specific 

needs within each sub-populations, we relied exclusively on technical 

expert recommendations.   

It is acknowledged that global recommendations call for day-care services 

for those living with drug-use disorder, conduct disorder, and children 

with emotional problems. However, it is anticipated that these needs may 

be addressed through services at the primary health care level, including 

family psychoeducation both for ADHD and conduct disorder; school-

based interventions; comprehensive treatment and rehabilitation support 

for drug use/dependence, and early interventions for risky substance use 

modelled in this analysis.   Residential services for ID are modelled for 20% 

of those assumed to be living with moderate-profound Idiopathic 

intellectual disability, assumed to be 18% of the total population living 

with ID [71]. 
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Number of Person(s) Reached 

Treatment and Rehabilitation 

Table 8 outlines the total people reached through the scaling-up 

treatment and rehabilitative interventions from current to target levels of 

coverage over the 15-year period. This scale-up is expected to result in a 

5.3-fold increase in the number of persons in need who receive care, on 

average, from an estimated 731,872 cases reached to 3,885,596 cases 

reached by the 15-year milestone. Note that the provision of health care 

for children with moderate-severe anxiety and depression has been 

included, whilst universal and indicated school-based interventions for all 

South African learners, as well as those with sub-threshold depression and 

anxiety symptoms, are addressed separately through non-health (school-

based) interventions (Table 10)  

Table 8 Persons reached through Treatment and Rehabilitative Interventions over 15-year scale-up 

Disorder/Condition Base 3-year 6-year 9-year 12-year 15-year Change 

ADHD, 5-19 years 21,224 37,084 61,631 87,058 113,200 139,827 6.6 

Alcohol use disorder, 15+ 

years 

67,315 140,342 255,804 378,705 508,653 644,988 9.6 

Anxiety disorders, 15+ 210,942 294,711 426,747 564,340 706,386 851,887 4.0 

9.  
Cost and Needs 
Assessment 
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Disorder/Condition Base 3-year 6-year 9-year 12-year 15-year Change 

years 

Moderate-Severe Anxiety 

among Children, 10-14 

years 

3,661 5,295 7,653 9,919 12,433 14,735 4.0 

Bipolar disorder, 15+ 

years  

73,054 93,726 126,955 140,219 171,420 204,335 2.8 

Conduct disorder, 5-19 

years 

65,137 120,367 215,938 326,863 452,338 592,260 9.1 

Dementia, 40+ years 13,999 20,693 32,410 45,558 60,562 77,686 5.5 

Depression, 15+ years 109,705 168,325 261,336 359,523 462,311 568,337 5.2 

Moderate-Severe 

Depression among 

Children, 10-14 years 

313 543 884 1,205 1,568 1,899 6.1 

Epilepsy, 1+ years 102,862 120,812 148,669 176,843 205,045 233,009 2.3 

Idiopathic developmental 

intellectual disability, 1+ 

years 

19,146 33,254 55,326 77,978 101,198 124,858 6.5 

Perinatal depression, 15 – 

49 years 

12,160 34,401 65,547 95,848 127,233 159,188 13.1 

Psychosis, 15+ years 32,355 41,909 57,058 73,038 89,815 107,299 3.3 

Substance-use disorder, 

15+ years 

 20,904 53,427 88,513 125,986 165,289 15.5 

Total 731,872 1,132,366 1,769,386 2,425,610 3,138,148 3,885,596  

 

Early Interventions for Risky Alcohol and Substance-use 

In addition, the scaling up of brief interventions for persons identified with 

risky and harmful alcohol and substance-use translates into an almost 6.6-

fold increase in those receiving early intervention, from a baseline 

estimate of 562,806 people to an estimated 3,700,466 people over the 

scale-up period. (Table 9).  

 

Table 9 Persons reached through Early Interventions for Risky Alcohol and Substance-use over 15-year 

scale-up 

Disorder/Condition Base  3-year 6-year 9-year 12-year 15-year Change 

Risky Alcohol use, 

15+ years 

384,114 665,679 1,099,069 1,539,368 1,989,006 2,448,830 6.4 

Risky Substance use, 

15+ years 

178,692 315,302 531,997 760,791 1,001,235 1,251,636 7.0 

Total 562,806 980,981 1,631,066 2,300,159 2,990,241 3,700,466 6.6 

Population-level School Based Interventions 

The development, implementation and scale-up of social-emotional 

learning programmes for school-going children (12-17 years) translate 

into an almost two-fold increase in learners between the 3rd (i.e. the first 

year of implementation) and the 15th year milestone (Table 10). By the 

end of the scale-up period, a total of 5,973,406 learners are estimated to 

have been reached, 4.8% of which are likely to have sub-threshold 

depression symptoms. The first two years of the scale-up period are 
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dedicated to the planning and development of the programme, and as 

such, no learners are reached until year three. From the third year, partial 

implementation is reached, in which 5% of schools are covered and with 

ongoing scale-up, 91% of schools are reached by the end of the scale-up 

period.  

Table 10 Learners reached through social and emotional learning (SEL) interventions in schools over 

15-year scale-up 

Learner Interventions Base  3-year 6-year 9-year 12-year 15-year Change 

Indicated, school-based, 

social and emotional 

learning (SEL) interventions 

- 156,290 188,330 220,369 252,408 284,448 1.8 

Universal, school-based, 

social and emotional 

learning (SEL) interventions 

- 3,125,801 3,766,590 4,407,379 5,048,168 5,688,958 1.8 

Forensic Mental Health 

Annual forensic cases are estimated to remain consistent, increasing only 

by average population growth, over the 15-year scale-up period.  The 

analysis estimates that all forensic cases are provided with the required 

assessments and/or state services each year (Table 11).   

Table 11 Forensic Mental Health Cases Reached (Base -15 year scale-up) 

Forensic Services  Base  3-year 6-year 9-year 12-year 15-year 

Forensic Cases 4,500 4,609 4,759 4,902 5,041 5,176 

Costs of Service Scale-up 

The costs of scale-up are presented separately for treatment and 

rehabilitative interventions, those addressing risky alcohol and substance-

use, those for social and emotional learning programmes in schools as 

well as for forensic services. Total cumulative investments over the scale-

up period are reported, in addition to annual appropriations for the first 

Medium Term Expenditure Framework (MTEF) period (year one to year 

three) with estimates of annual year-on-year growth rates outlined per 

MTEF period over the 15-year scale-up period, and total estimated 

appropriations per MTEF period also provided.   

Treatment and Rehabilitation 

Table 12 outlines the costs of services for Treatment and Rehabilitation 

Interventions for the first MTEF period, as well as the average Year-on-

Year increase for all 3-year MTEF periods taking place over the 15-year 

scale-up period.  Treatment and rehabilitation interventions for the target 

populations as detailed in the technical appendices of this Report, 

demonstrate that the average annual cost increases are largest for the first  
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MTEF period (years one to three), and decline gradually over the 

subsequent MTEF periods over the 15-year  

scale-up period. For the first year of scale-up the total cost of treatment 

and rehabilitative interventions amounts to 5.8 billion, 7.5 billion and 9.2 

billion for year(s) one, two and three, respectively.  

Table 13 outlines the total investment in Treatment and Rehabilitative 

Interventions per MTEF period over 15-years as well as their relative 

contributions to the total cost of treatment scale-up.  The cumulative 15-

year investment for the scale-up of all treatment and rehabilitative 

interventions amounts to 269.1 billion. On account of a gradual increase in 

coverage for each modelled intervention package over the 15-year period, 

the absolute appropriation estimates for each MTEF period increase, as a 

proportion of the total cumulative investment.  Estimates of the total 

appropriation for the first MTEF period represents 8.4% of the total 

cumulative investment, increasing to 32% in the last MTEF period (i.e., 

years 12 to 15), on average, across all disorder groups and intervention 

packages. The total estimated appropriations for the scale-up of 

treatment and rehabilitative interventions for each MTEF period amount 

to ZAR 22.5; 38.6; 53.7; 68.6; and 86.0 (ZAR, billion), respectively.  

Early Interventions for Risky Alcohol and Substance-use 

In the first year of implementation, cost estimates for the delivery of brief 

interventions for risky alcohol- and substance-use amount to ZAR 578 

million (Table 14) with the cost of implementation for the subsequent 

years of the first MTEF period amounting to ZAR 789.3 million and ZAR 1.0 

billion, respectively, for year(s) two and three. As can be seen for costs 

related to treatment and rehabilitative services, the relative year-on-year 

average growth in annual appropriations increase most significantly in the 

first MTEF period, subsequently declining over the following years of 

scale-up. On average, service scale-up for addressing risky alcohol-use 

represents 62% of the cumulative investment for early interventions, on 

account of the higher prevalence of risky alcohol-use in South Africa, 

compared to risky substance-use.  

In total, between the base year and 15-year milestone, the total 

investment required to scale up the identification and delivery of brief 

interventions addressing risky alcohol and substance-use is approximately 

ZAR 32.0 billion (Table 15). While moderate scale-up estimates were 

modelled up to 30% of those in need, the large cost is on account of the 

significantly high prevalence of risky alcohol and substance-use in the 

country. 
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Population-level School-Based Interventions 

As mentioned earlier, the cost model for population-level school-based 

interventions was developed by WHO consultants and as such, parameter 

adjustments to reflect the local South African context was limited, in part, 

and may require further refinement (a detailed discussion of the input 

estimates and approach to the return-on-investment analyses for these 

interventions is provided in PART D, Achieving a Sustained and Integrated 

Response, page 119). In the first year of implementation, costs for the 

delivery of universal and indicated SEL interventions in schools each 

amount to approximately ZAR 17.0 million; whilst subsequent annual costs 

for the following two years of the first MTEF period amount to ZAR 23.4 

and ZAR 160.3 million, respectively, for the universal school-based social 

and emotional learning (SEL) programme and ZAR 23.6 and ZAR 162, 

respectively for the indicated SEL programme (Table 16).  

Costs gradually increase as service planning is completed at the end of 

year two, with an increase in the number of schools reached, starting from 

5% in year-3 to 91% in the final year.  Increases in the number of learners 

reached similarly start from 5% in year-3 however, on account of 

population growth, reach 85% of all learners (12-17 years) in the final year.   

As a result, the relative year-on-year average growth in annual 

appropriations increases most significantly in the second MTEF period; the 

average year-on-year increase in annual investment in the first MTEF 

period is in the region of 8.5% (for both programmes) with a significant 

increase in the second MTEF period (year four-six) of an average year-on-

year increase of 22% as the programme moves to the roll-out phase and 

learners begin receiving the intervention; annual year-on-year increases 

for the remaining MTEF periods (i.e. year seven to year 15) are nominal, 

estimated at 0.1-0.3%.   In total, between 2021 and 2035, the total 

investment required to scale up SEL programmes in schools is estimated 

to be ZAR 3.2 billion for both the universal and indicated SEL 

interventions, respectively (Table 17).   

While the total costs for delivering both the universal and the indicated 

SEL interventions are relatively equal, the cost-per-learner reached is 

markedly different.  The indicated SEL programme targets students with 

subthreshold depression symptoms, specifically.  As a result, from year 

three, in which learners begin receiving the intervention, and the final year 

modelled (year 15), where 91% of schools have been reached, the average 

cost-per-learner reached in the indicated intervention declines from ZAR 

1040.1 to ZAR 965.3, whilst the average cost-per-learner reached under 

the universal SEL programme declines from ZAR 51.28 to ZAR 47.19.   
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Forensic Mental Health 

In the first year of implementation, the estimated appropriation for the 

provision of forensic assessments for all forensic cases amounts to ZAR 

335.8 million (Table 18), with the two subsequent years of the first MTEF 

period amounting to ZAR 339.7 and ZAR 343.9 million, respectively. 

In total, between the first and final year of the 15-year period, the total 

investment required to undertake forensic assessments amounts to ZAR 

5.43 billion. All forensic cases assumed to accrue per year are modelled to 

receive forensic assessments (i.e. the coverage of forensic assessments 

remains 100% throughout the 15-year period). Whilst only addressing a 

small population, the costs associated with forensic assessments are 

substantial, particularly in light of the dominance of inpatient-only 

forensic assessments, estimated to require 30 days of inpatient care per 

forensic case. The estimated appropriations for forensic assessments 

during all five MTEF cycles occurring during the 15-year period, relative to 

the cumulative total investment, stays consistent, only increasing modestly 

on account of population growth, from a total of ZAR 1.0 billion for the 

first MTEF period (year(s) one-three) to ZAR 1.2 billion in the final MTEF 

period (year(s) 12-15) (Table 19).   
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Health Impacts 

Total population health gains over the 15-year scale-up period are 

summarized in Table 20. Health impacts of scale-up for mental health care 

increase over time on account of the incremental increases in coverage. By 

the end of the scale-up period, approximately 2.2 million years of healthy 

life will be restored through the provision and scale-up of treatment and 

rehabilitative services, with close to 2.5 million prevalent cases averted and 

over 44,000 deaths avoided. The relatively modest number of deaths 

averted is on account of the nature of MNS disorders, placing a 

substantially higher burden on morbidity than mortality.  Through early 

interventions for risky alcohol and substance-use, 286,439 years of healthy 

life will be restored, with 773,155 prevalent cases averted and almost 

40,000 deaths avoided.  Given the high prevalence of risky alcohol-use, 

depression, anxiety and perinatal depression, the health impacts of scaled-

up interventions addressing these disorders are proportionally greater. 

Universal SEL programmes contribute significantly to averting prevalent 

cases of depression and anxiety, resulting in over 415,000 cases averted, in 

addition to achieving over 89,000 healthy life years gained. These gains 

are substantial when compared to the Indicated SEL programmes, as 

outlined in Table 20.  

10.  
Impact Assessment 
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Table 20 Cumulative Healthy Life-years Gained and Averted Prevalent Cases and Deaths over scale-up 

period 

Target Population Prevalent 

Cases 

Averted 

Deaths 

Averted 

Healthy Life 

Years Gained 

ADHD, 5-19 years - - 4,446 

Alcohol use disorder, 15+ years 158,517 10,110 125,438 

Anxiety disorders, 15+ years 589,755 - 270,717 

Moderate-Severe Anxiety among Children, 10-14 years 
13,171 - 3,873 

Bipolar disorder, 15+ years - 21,879 179,807 

Conduct disorder, 5-19 years - - 73,911 

Dementia, 40+ years - - 7,345 

Depression, 15+ years 1,341,736 7,055 860,567 

Moderate-Severe Depression among Children, 10-14 years 
10,514 4 2,911 

Epilepsy, 1+ years 87,402 1,388 207,268 

Idiopathic developmental intellectual disability, 1+ years - - 7,551 

Perinatal depression, 15 – 49 years 287,888 3,753 262,803 

Psychosis, 15+ years - - 146,896 

Substance-use disorder, 15+ years 34,146 394 20,767 

Total (Treatment and Rehabilitative Services) 
2,523,129 44,583 2,174,300 

Risky Alcohol use, 15+ years 525,329 32,272 233,700 

Risky Substance use, 15+ years 247,826 725 52,739 

Total (Early Intervention: Risky Alcohol and Substance-use) 
773,155 32,997 286,439 

Indicated, school-based, social and emotional learning 

(SEL) interventions, Learners 12-17 years 

26,541 3 5,526 

Universal, school-based, social and emotional learning 

(SEL) interventions, Learners 12-17 years 

415,309 154 89,775 

 



0.0

2.0

4.0

6.0

8.0

10.0

12.0

14.0

16.0

Base-year 3-year 6-year 9-year 12-year 15-year

0

50

100

150

200

250

300

350

Base-year 3-year 6-year 9-year 12-year 15-year

0.0

0.5

1.0

1.5

2.0

2.5

3.0

Base-year 3-year 6-year 9-year 12-year 15-year

M
ill
io
ns

0.0

0.4

0.8

1.2

1.6

2.0

2.4

2.8

3.2

3.6

4.0

Base-year 3-year 6-year 9-year 12-year 15-year

M
ill
io
ns

Number of People Reached (million)

Cost of Change, ZAR (billion)

Healthy Life Years Gained (million)

Prevalent Cases Averted (million)

Snapshot
Costs, People Reached & Health Impacts over 15-years



 

 66 

In this section of the Report, we summarize the total investments 

necessary for scaling up all packages of care, the total economic value of 

the instrumental benefits of restored productivity associated with service 

scale-up and the total intrinsic value of better health and well-being, over 

the 15-year period, all expressed as net present value estimates (Table 21).   

Benefit-to-cost ratios are presented first including only the present value 

of economic productivity returns; and subsequently including both the 

value of economic productivity and social value.  When these intrinsic 

benefits of better health are added to the instrumental benefits of 

restored production, the ROI evidently improves. Similarly, the results of 

our sensitivity analysis, which account for both: (1) a 1.6% annual growth 

in GDP starting from the second year of the 15-year scale-up period, and 

(2) the net present value of avoided health care expenditures over the 

scale-up period, are reported.  When health care savings and modest2 

GDP growth are accounted for, the ROI ratios improve further for 

interventions targeting certain populations.  For ease of interpretation, a 

visual snapshot of these results, presented by disorder, is provided 

through  Figure 4 (page 70). 

 
 
2 Notably population growth increases by 1.2%, annually in our model, meaning the relative GDP increase applied of 1.6% 
can be conservatively thought of as a net GDP improvement of 0.4% year-on-year. 

11.  
Returns on Investment  
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Treatment and Rehabilitation 

It is estimated that the economic value of restored productivity over the 

scale-up period amounts to ZAR 60.2, and ZAR 117.7 billion when 

quantifying the social value of the investment as well (Table 21). Whilst 

this overall value is lower than the expected investment for scale-up, 

amounting to approximately ZAR 202.7 billion when reflecting on these 

ratios specifically for each disorder, many report returns that exceed the 

investments required for scale-up (Figure 4). These largely relate to 

interventions for adult anxiety, with returns on investment estimated at 

1.5, with returns on investment for adult, childhood and perinatal 

depression estimated at 4.0, 3.6 and 4.7 respectively. Additionally, the 

return on investment estimated for epilepsy is 1.8. 

For children, it is important to consider the social value of their investment 

and not just the economic value, as they do not form part of the formal 

job sector at present, and therefore improvements in their outcome would 

not translate into immediate effects on presenteeism and absenteeism – 

although they are likely to do so in future. Only mortality and prevalent 

cases averted in the case of childhood depression could be considered 

with regards to the economic returns; whilst interventions for childhood 

anxiety could only be measured with regards to prevalent cases averted, 

as interventions do not translate to reduced mortality. With regards to 

interventions addressing developmental disorders, conduct disorder, 

ADHD only the social value of the investment is considered, as they too 

are not considered to form part of the active labour force. A similar 

conservative approached was applied for dementia, despite some still 

forming part of the labour force.  

It is important to bear in mind that not all interventions would translate 

into remission, particularly for interventions for psychosis, bipolar 

disorder, intellectual disability, and dementia. These represent lifelong 

conditions, and only improvements in functioning and mortality could be 

expected through treatment scale-up. Whilst the ROI analysis does not 

subtract the health savings from the cost-of scale-up, these savings bear 

mention. Significant savings are estimated for interventions addressing 

anxiety and depression, particularly for adults, as well as perinatal 

depression on account of the significant burden of disease imposed by 

these conditions in the population. Savings through interventions 

addressing alcohol-use disorder are also relatively large, although savings 

on account of addressing substance-use disorders are even larger on 

account of the significant medication and inpatient costs required for 

treatment. The total value of health care savings due to treatment scale-

up is estimated at 6.7 billion. When exploring the potential economic 

returns on account of restored productivity and health, and the additional 
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health care savings to the health sector, whilst assuming modest increases 

in the GDP annually, the value of restored productivity and health over the 

scale-up period amounts to 124.5 billion. These translate into positive 

returns on investment for adult anxiety of 1.6, 4.4, 4.3 and 5.1 for adult, 

childhood, and perinatal depression respectively, and 1.9 for epilepsy.  

Early Interventions for Risky Alcohol and 
Substance use 

Given the prevalence estimated for risky-alcohol and substance-abuse, 

only modest increases in coverage scale-up were modelled for those 

interventions, amounting to targets of 30% for each.  Interventions are 

only modelled to result in increases in remission, thereby reducing the 

prevalent cases in the population. The total economic value of restored 

productivity by scaling up interventions addressing risky alcohol and 

substance use amount to ZAR 15.3 billion and ZAR 22.7 billion when also 

accounting for the economic value of improved health. This is in 

comparison to the 23.9 billion estimated costs of delivering these 

interventions over the scale-up period. Brief interventions for alcohol-use 

result in a positive return-on-investment when considering both the 

economic and social values of improved health, estimated at 1.21 at scale-

up, whilst this is not estimated for brief interventions for substance-use, 

estimated at 0.55. Further scale-up for these interventions will likely be 

warranted to yield increased economic benefits.  

Despite modest increases in coverage for the below-mentioned 

interventions, savings on account of reduced prevalent cases are 

estimated to amount to ZAR 349.88 million for risky alcohol use and ZAR 

215.51 million for risky substance use.  It is important to mention that 

these interventions only include brief counselling sessions, 3 sessions for 

alcohol-use and 4 for risky-substance use, with modest improvements in 

remission, estimated at 7.5% and 6% respectively, once accounting for 

adherence. Accounting for these savings and a GDP growth over time, the 

return on investment for these interventions rises to 1.3 and 0.6 for risky 

alcohol and substance-use respectively.  

Population-level School-Based 
Interventions 

The economic value of restored productivity modelled for indicated social 

and emotional learning programmes is 139.6 million and 288 million once 

accounting for the value of improved well-being. The economic value of 

restored productivity and the combined value of productivity and 

improved well-being for universal social and emotional learning 

programmes is 2.2 billion and 4.6 billion respectively. The cost of 

implementation for each of these interventions amounts to 2.45 and 2.44 

billion respectively over the scale-up period.   As mentioned in the 
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methodology, only restored productivity on account of mortality averted 

is estimated for this population group as they are not currently active in 

the labour force and therefore, health improvements would not translate 

into immediate effects on absenteeism and presenteeism as well as not 

quantifying the potential impacts on educational attainment during 

adolescence) into improved job earning potential later on in life.  

Nevertheless, the returns on investment for providing universal social-

emotional learning programmes yield positive returns on investment of 

1.9; this intervention represents extremely good value for money, 

particularly on account of the significant number of prevalent cases that 

are averted through the intervention. Furthermore, costing has been 

obtained through analysis undertaken with significant training costs 

modelled through external consultants, in addition to significant 

programmatic investments, all of which are included within the cost-of-

service delivery and used in the estimation of the return on investment. 

Costs will need to be validated with the Department of Education and can 

also likely be reduced significantly through local training opportunities.  

The economic impact of avoiding prevalent cases through the provision of 

universal social-emotional learning programmes in South Africa amounts 

to over ZAR 959.03 million, with savings through the provision of 

indicated social and emotional learning programmes estimated at 61.14 

million.  This is on account of the number of prevalent cases avoided 

through the scale-up period, which is particularly significant for the 

universally provided SEL programme, with the average cost of treating 

childhood anxiety/depression applied. Children at this age were not 

modelled to be hospitalised but to only receive intensive psychosocial 

support and medication. This speaks to a strong opportunity for 

prevention interventions for child and adolescent mental health. When 

accounting for these savings and GDP growth, the returns on investment 

for the universal school programme increases to 2.3, whilst the indicated 

school-based programme still yields returns lower than the estimated cost 

of investment.  

Increasing Returns with Increased Coverage 

Figure 5 (page 80) illustrates the returns-on-investment for each modelled 

condition over each MTEF period, as coverage is scaled-up. From the first 

MTEF period, positive returns on investment are achieved for adult and 

perinatal depression, and by the second MTEF period, positive returns are 

also achieved for childhood depression and universal social and emotional 

learning programmes delivered in schools as well. By the third MTEF 

period, treatment for epilepsy demonstrates a positive return on 

investment, and by the 4th MTEF period, interventions for adult anxiety 

and risky alcohol use demonstrate positive returns on investment. All ROIs 

show a steady increase as increased coverage is achieved.    



Snapshot

Cost of Change

Health Care Savings

Return-on-Investment

Figure 4 Snapshot of Total Investments, Value of Restored Productivity, Restored Health and Health Care Savings 
(ZAR, millions, NPV) and Benefit-to-Cost Ratios, by Target Population.  
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Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

2,535.09 +4,878.74 +6,975.21 11,853.95 +896.47 12,750.42

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

Moderate-Severe Depression among Children, 10-14 years

5.1

4.7

4.3
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

3.6

4.4

4.0

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 



Anxiety disorders, 15+ years

Moderate-Severe Anxiety among Children, 10-14 years

0.7
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

0.6

1.6

1.5

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

10,942.06 +8,983.42 +7,090.26 16,073.68 +830.79 16,904.47

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

300.71 +66.98 +100.78 167.76 +26.52 194.28

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings



Bipolar disorder, 15+ years 

Psychosis, 15+ years

0.4
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

0.4

0.3

0.3

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

29,219.67 +8,578.80 +3,899.46 12,478.26 +0.00 12,478.26

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

62,440.77 +10,571.69 +4,805.31 15,377.00 +0.00 15,377.00

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings



Alcohol use disorder, 15+ years

Substance-use disorder, 15+ years

0.1
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

0.0

0.5

0.5

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

14,336.08 +3,468.07 +3,257.42 6,725.48 +422.07 7,147.55

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

50,234.09 +560.48 +538.83 1,099.31 +1,418.85 2,518.16

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings



ADHD, 5-19 years

Idiopathic developmental intellectual disability, 1+ years

Conduct disorder, 5-19 years

0.1

0.1

0.2
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

0.2

0.1

0.1

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

2,289.28 +0.00 +118.32 118.32 +0.00 118.32

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

8,627.08 +0.00 +1,965.98 1,965.98 +0.00 1,965.98

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

2,719.30 +0.00 +200.83 200.83 +0.00 200.83

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings



Dementia, 40+ years

Epilepsy, 1+ years

1.9
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

1.8

0.1

0.1

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

4,290.09 +0.00 +194.00 194.00 +0.00 194.00

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

3,766.47 +1,466.24 +5,466.96 6,933.20 +120.73 7,053.93

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings



Risky Alcohol use, 15+ years

Risky Substance use, 15+ years

0.6
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

0.6

1.3

1.2

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

14,492.74 +11,427.31 +6,047.99 17,475.30 +349.88 17,825.18

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

9,456.51 +3,866.92 +1,374.68 5,241.60 +215.51 5,457.11

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings



Indicated, school-based, social and emotional learning SEL interventions, 
Learners 12-17 years

Universal, school-based, social and emotional learning SEL interventions, 
Learners 12-17 years

2.3
ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

1.9

0.1

0.1

ROI Ratio: productivity 
and health to cost

ROI Ratio: productivity, health 
and savings to cost
1.6% GDP growth

N.B: All monetary estimates reflect net present value, ZAR (million) 

2,453.17 +139.60 +148.43 288.03 +61.14 349.18

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings

2,443.56 +2,200.73 +2,419.20 4,619.92 +959.03 5,578.95

Total Investment Value of
Restored

Productivity

Value of
Restored Hea lth

Total Value:
Restored

Productivity and
Health

Value of Health
Care Savings

Total Value:
Restored

Productivity,
Health & Health

Care Savings
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Service Redistribution and Efficiency Gains 

Figure 6 reflects the redistribution of services achieved through the 15-

year scale-up period, illustrative of the improved efficiency in service 

delivery achievable.  As outlined in detail in the methodology and 

technical appendices of this Report, a gradual transition to the primary 

health care level for outpatient services was modelled (up to a maximum 

of 80% of outpatient care) for most disorders, excepting the withdrawal 

and relapse prevention service for both alcohol- and substance-use 

disorders, delivered at the hospital levels. Concurrently increased service 

provision for acute inpatient stays were modelled equally for the district 

and regional hospitals; allowing for longer-term stays to be distributed 

across the higher hospital levels, accounting for the maximum hospital 

bed capacity for the tertiary, central and psychiatric hospitals which 

currently exist in the country.  

Figure 6 Redistribution of services over time 

Based on our existing service delivery environment for mental health care, 

specialized psychiatric hospital services reduce from providing a total of 

48% of overall mental health services to 34%, with primary health care, 

district hospital and regional hospital services increasing from accounting 

for 8%, 12% and 15% of mental health service provision at baseline, 

respectively, to 16%, 19% and 17% of service provision for mental health 

services by the end of the 15-year period.   

Figure 7 depicts the change in the annual health care costs per average 

case treated between year one and year 15 (present value).  As illustrated, 

across all conditions, the average cost of health care services is reduced by 

close to 40%, with reductions in the average cost of treatment ranging 

from 36% for epilepsy, dementia, and substance-use disorder to as high 
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as 57% for Idiopathic Intellectual Disability.  It is important to note that 

this reduction in health care costs for ID (and other severe MNS disorders) 

does not account for the significant expansion of community-based day 

and residential services that are modelled in this Investment Case; these 

findings do however illustrate that these savings can be harnessed to 

finance the operational costs of these new community-service platforms.  

Average cost reductions for the treatment of common mental disorders 

including anxiety and depression are approximately 45%.  

 

Figure 7 Change in annual health care costs per average case treated over time 
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Lost Number of Working Days due to Illness 
and Premature Mortality 

As outlined in the methodology, productivity losses are assessed both 

with respect to whole days out of role/off work (absenteeism) and partial 

days of impaired activity while at work (presenteeism). These are 

attributed both through illness and premature mortality amongst our 

target populations. Estimated lost days of work on account of different 

disorders are outlined in the methodology and formed the basis of this 

analysis. Childhood developmental and behavioural disorders (ADHD and 

conduct disorder), as well as dementia, are not included as it is assumed 

that no direct mortality results from these conditions and they are not 

assumed to be active in the workforce.  For childhood depression, lost 

workdays are estimated based on premature mortality only.  No other 

estimates of lost workdays are calculated for children (i.e., through 

absenteeism and presenteeism) as it is assumed that they are not part 

active in the workforce. Furthermore, data relating to lost working days 

due to several conditions, including psychosis and epilepsy, are not 

available and as such, these estimates are likely an underestimate.   

Figure 8 outlines the total current estimated lost workdays due to illness 

and premature mortality on account of the burden of MNS disorders in 

South Africa for the scale-up period. In total, estimated losses in workdays 

over the scale-up period, accounting for 250 working days, an 

12.  
The Price of Inaction 
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unemployment rate of 28.7% and a labour force participation rate of 

50.5%, amounts to approximately 1.05 billion working days.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 8 Lost Number of Working Days due to Illness and Premature Mortality over the  scale-up 

period 

Economic Value of Lost Productivity 

After accounting for labour participation, unemployment, and total 

workdays available, it is estimated that over the scale-up period, the 

economic value of lost days of production amounts to ZAR 2.4 trillion 

(ZAR 1.9 trillion net present value (NPV)) (Table 22). When expressed as an 

annual amount, lost workforce productivity amounts to ZAR 161 billion, 

per year; or approximately 4% of the country’s GDP. The combined 

economic value of this lost productivity greatly exceeds the estimated cost 

of current mental health expenditure and those projected for service 

scale-up of ZAR 326.6 billion (209.0 NPV), excluding infrastructure, over 

the 15-year scale-up period. With regards to common mental disorders 

(depression and anxiety including peri-natal depression), the economic 

value of lost productivity amounts to approximately ZAR 802 billion, whilst 

risky alcohol and substance-use, in addition to alcohol- and substance-use 

disorders amounts to ZAR 1.6 trillion over the next 15-years, without 

intervention.     
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Table 22 Economic Value of Lost Productivity due to Illness and Premature Mortality 

over 15-years, without action 

Disorder/Condition Value of Lost Productivity; 

ZAR, millions 

Risky Alcohol Use  889,906  

Risky Substance use   424,032 

Alcohol Use Disorders  168,300 

Anxiety disorders  445,216 

Bipolar disorder  44,511 

Depression  322,119 

Childhood Depression  4 

Epilepsy  2,077 

Perinatal depression   35,157 

Psychosis  1,072 

Substance-use disorders  83,290 

Total 2,415,686 (1,914,599 NPV) 

When placed in context, particularly against the value of improved health, 

restored economic productivity and health care savings accrued from 

investing and scaling up mental health services, the scale of economic 

losses due to unaddressed mental well-being is indisputable (Figure 9).  

Throughout the five hypothetical MTEF periods of the 15-year scale-up, 

the cost of inaction increases from ZAR 460 billion to ZAR 503 billion (per 

period), an immense loss especially when considering these analyses were 

conservative and likely underestimated.     

Figure 9 Economic Value of Inaction compared to the Economic Value of Investment  



PART D
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Health system strengthening (HSS) has been recognized as a critical 

component of global public health and international development, with 

widespread consensus that alongside increased investments in health care 

interventions and services, there is a need for complimentary investments 

in the broader health system components on which successful 

implementation and uptake of evidence-based interventions into routine 

practice is dependent [72].  Undoubtedly, the return-on-investment 

analyses presented herein provides a robust and critical method with 

which to guide the effective prioritization of and advocacy for improved 

resourcing for mental health.  However, equally critical is the need to 

account for the resources that will be needed to ensure the successful 

implementation of these interventions [73].   

Many investment cases and economic evaluations, both for mental health 

and other health priorities, have failed to account for the costs associated 

with implementation, leading to an underestimation of what is really 

needed to achieve the social and economic returns demonstrated through 

modelling approaches [74].  In this section of the Report, with a view to 

improving planning for service change, we provide a candid review of the 

full range of costs and actions required for the successful implementation 

of the intervention packages modelled in this Investment Case. We 

enumerate the investments needed for capital infrastructure, governance 

structures, planned interfacility patient transport, primary health care 

provider training and supervision mechanisms and health promotion 

efforts. There were agreed to be essential, by expert consensus, provincial 

and National stakeholders’ consultations, the recommendations of the 

Human Rights Commission, and current national Mental Health Policy [3, 

75].  Given the extensive efforts and consultations that have taken place in 

order to generate these estimates, we outline in detail many of the 

assumptions and data sources that have underlined our calculations, to 

enable both the consideration of alternative scenarios for implementation 

and to ensure full transparency.        

All cost analyses were conducted from the provider perspective and are 

expressed in 2020 South African Rands, real terms, unless expressly 

outlined as Net Present Value estimates.  In these instances, we have 

applied a 3% discount rate to the cost value. Total cumulative investments 

over the scale-up period are reported, in addition to annual 

appropriations for the first Medium Term Expenditure Framework period 

(year 1 to year 3) with estimates of annual year-on-year growth rates 

outlined per MTEF period over the 15-year scale-up period, and total 

estimated appropriations per MTEF period also outlined.   
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It would be remiss to overlook the urgent need to address the 

community-based service needs of people living with mental disorders in 

South Africa.  Whilst all service needs associated with the community-

based residential- and day-care service platform, as outlined in this sub-

section, have been included in the ROI analyses for the specific 

populations assumed in need (reported in the preceding sections of this 

report), we present here, an itemized and detailed account of the specific 

service components, in addition to an appraisal of the capital 

instrastructural investments necessary to support such a platform.   

From the outset, it is important to acknowledge that a wide array of 

services and support systems are crucial.  Beyond this, such services must 

be flexible to the nature and severity of disabling events experienced by 

individuals and, consequently, the scope of intervention that may or may 

not be needed to comprehensively restore and/or maximize the 

13.  
Costing a 
Community-based 
Residential- & Day-care 
Service Platform 
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capabilities of those affected to participate in their communities and 

derive meaningful enjoyment throughout their lifecycle.    The 

specification of a proposed model for a community-based day- and 

residential-service platform, and the identification and quantification of 

the investments needed to support its achievement,  has been guided by 

the National Mental Health Policy Framework and Strategic Plan 2013-

2020 [75] and modelled taking into consideration the critical mass of 

expertise and experience in mental health care in South Africa across 

research leaders, service-user organizations, civil society and Government 

Departments, whose perspectives and previous efforts have enabled the 

assessment presented herein.   

In particular, we note the excellent track record and varied roles played by 

the NGO sector, particularly the South African Federation for Mental 

Health and its affiliates, and the South African Depression and Anxiety 

Group (SADAG) both through functions that substitute and/or 

complement state service delivery and the community-level for mental 

health.     Whilst our mandate did not make provisions for the acquisition 

and assessment of a wide array of data sources needed to determine a 

comprehensive platform of community-based residential and day-care 

services; the following empirical analyses can be used to advocate for the 

expansion of support to the NGO-sector, whilst demonstrating avenues 

for collaboration and complementary action from the Government, led by 

the Department(s) of Health and Social Development in collaboration with 

numerous Departments.   

The development and subsequent costing of an integrated platform for 

Community-based Residential- and Day-care services aims to lay the 

foundation for the introduction of an intersectoral, evidence-based, 

contextually relevant, person-centred, collaborative, and cost-effective 

service package as a fundamental component of our mental health 

response.  The conceptualization of this platform is also intended to 

enable a supported transition for individuals who have lived in 

institutionalized settings for long periods of their lives.  With this in mind, 

adequate attention has also been paid to the fiscal implications of 

establishing this service, such that task-shifted support and a gradual 

scale-up of services has been prioritized, where possible, and in 

consultation with clinical specialists, only the fundamental components of 

such a model have been prioritized for the medium-term.   

The model adopts the notion of disability-inclusive development and 

proposes a rehabilitation framework, drawing heavily on the use of 

occupational therapy as a fundamental component of community mental 

health service delivery.  Occupational therapy has a distinct value in both 

mental health promotion and prevention, and in the holistic delivery of 

more intensive interventions across the lifespan.  This is particularly due to 

its’ emphasis on enabling meaningful occupation to promote increased 

participation in education, play, leisure, work, and other activities 

associated with daily living and social involvement within a variety of  



“Where are your social workers, occupational 
therapists and all the other professions? Mental 

health is about a multidisciplinary approach and all 
the pressure cannot be laid on a professional nurse at 

a primary health care clinic.

Multisectoral Provincial Workshop Participant, 2019-20

“…on the other hand OT’s … sit with so much 
expertise but they are not utilized in primary 
health care...I’m talking about far-fetched areas, 
800 kilometres from here, auxiliary services [are] 
non-existent…”

Multisectoral Provincial Workshop Participant, 2019-20
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environments, including schools, the home, community, work, residential, 

and health care settings [76]. Occupational therapists have a range of 

unique expertise in the areas of occupational performance, activity 

analyses and design, environmental analyses, neurophysiology, 

psychosocial development, and group dynamics. A growing body of 

evidence has demonstrated that promoting increased participation of 

individuals in meaningful occupation has translated into improved positive 

emotions, resilience building and improved mental health and well-being 

[77]. Occupational therapy has also been found to be cost-effective to 

support individuals living with severe mental health in the community [78]. 

Occupational therapists can provide the skills training that individuals who 

have lived in institutionalized settings need to re-establish daily routines, 

manage and monitor health conditions, develop new roles, and participate 

meaningfully in the communities. Occupational therapy lifestyle 

interventions have been found to lead to significant improvements in 

mental health and social functioning whilst decreasing depressive 

symptoms [79], translating to health savings that far exceed the cost of 

intervention [80].  

The core service package of community-based mental health services 

modelled in this analysis can be broadly characterized to include i) 

residential and day-care services, in collaboration with the Department of 

Social Development and NGOs; ii) psychosocial services provided by 

occupational therapist assistants and occupational therapists as well as 

social workers, iii) mental health literacy and self-care, iv) medication 

adherence support and pharmaceutical management support, and v) 

capital investments in special housing through the Department of Human 

Settlements and capital investments in day-care infrastructure through the 

Department of Health.  

The provision of community-based residential and day-care services have 

been modelled for a subset of individuals living with psychosis, bipolar 

disorder, dementia, and idiopathic developmental intellectual disability 

(ID). Assumptions used to calculate the “in-house” service costs for day- 

and residential- services, including total Full-Time Equivalent staffing 

ratios per 30-person service, per year; proportions of each target 

population assumed to require each service, as well as the value of the per 

diem subsidy assumed per person, per service, are summarized in Figure 

10, for day-care services, and in Figure 11 for residential services.  The cost 

analysis assumes coverage of both services in the base year as 2% of 

those in need, with target coverage set at 50%, by the end of the 15-year 

period, for both day and residential services.   It is however noted that 

scale-up may be delayed until sufficient planning can take place to ensure 

that adequate infrastructure is in place (discussed in detail in section 14,  

Enhancing Infrastructure, page 99) and summarized in the results of this 

section. The proportions of those requiring these community services (also  



All day-care clients are provided with 100 days of day-care per year.  
Rehabilitative services are delivered by a full-time Occupational Therapist Assistant to 30 users 
per facility.  The OTAs receive monthly support from an Occupational Therapist who will visit 
once a month for half a day to co-develop recovery/rehab orientated interventions which are 
crafted for each individual.  A full-time social worker manager is also provided per day-care 
facility. NB: Health care and medication costs are subsumed within the cost-of-treatment modelled 
through the treatment and rehabilitative interventions

Target Population Proportion Requiring Day-care Services

Bipolar disorder, 15+ years 7.5%

Psychosis, 15+ years 7.5%

Dementia, 40+ years 10%

Idiopathic developmental intellectual disability, 1+ years 20%

Modelled Service & People in Need

Staff Cadre
Cost of Employment (ZAR, Net 

Present Value)
Full Time Equivalent Ratio per 

30 person service per year 

Social Worker Manager (grade 2) 377,341 0.74

Occupational Therapist Assistant (grade 2) 200,505 0.74

Occupational Therapist (grade 2) 377,341 0.012

A per diem “overhead” unit cost is 
then added for each day-care client 
receiving care per year, calculated as 
the monthly day-care subsidy paid by 
each province for the different 
categories of mental health clients 
divided by 20 days, then multiplied by 
the frequency of days attended (i.e. 
100 days per year per person in need)

Staff Composition and Cost Assumptions

Target Population
Value of per diem 

overhead unit cost

Bipolar disorder, 15+ years ZAR 73

Psychosis, 15+ years ZAR 73

Dementia, 40+ years ZAR 73

Idiopathic ID, 1+ years ZAR 73

Community-based Day-care Service



Staff Cadre
Cost of Employment 

(ZAR, Net Present Value)
Full Time Equivalent Ratio per 

30 person service per year 

Social Worker Manager (grade 2) 377,341 2.85

Occupational Therapist Assistant (grade 2) 200,505 2.85

Occupational Therapist (grade 2) 377,341 0.19

Professional nurse (grade 2) 424,467 0.084

Target Population
Proportion Requiring Residential 

services

Bipolar disorder, 15+ years 2.5%

Psychosis, 15+ years 2.5%

Dementia, 40+ years 10%

Idiopathic developmental intellectual disability, 1+ 
years

3.6%

All residents are provided with 365 inpatient days in a community residential facility per year. 
Rehabilitative services are delivered by a full-time Occupational Therapist Assistant to 30 
residents per facility. The OTAs will receive weekly support from an Occupational Therapist 
who will visit once a week for half a day to co-develop recovery/rehab orientated 
interventions which are crafted for each individual. A full-time social worker manager is also 
provided. A Professional Nurse will visit each facility once a month to provide medication 
management and support to residents and staff, spending an average of 15 minutes per 
person per residential facility. NB: Health care and medication costs are subsumed within the cost-
of-treatment modelled through the treatment and rehabilitative interventions

A per diem “accommodation” unit cost 
is then added for each resident 
receiving care per year, calculated as 
the monthly subsidy paid by each 
province for the different categories of 
residents divided by 30 days, then 
multiplied by the length of stay (i.e. 
365 days)

Target Population
Value of per diem 

accommodation unit cost

Bipolar disorder, 15+ years ZAR 106

Psychosis, 15+ years ZAR 106

Dementia, 40+ years ZAR 159

Idiopathic ID, 1+ years ZAR 159

Community-based Residential Service

Modelled Service & People in Need

Staff Composition and Cost Assumptions
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detailed in Appendix D) were identified based on WHO recommendations 

and further adapted through technical consultations. Whilst no 

recommendations through WHO guidance have been provided for day 

and residential needs for ID, technical experts have recommended 20% of 

cases of people living with mild idiopathic intellectual disability (ID) 

receive day-care services. Residential services are modelled for 20% of 

those assumed to be living with moderate to severe ID; based on a study 

from the Western Cape, approximately 18% of all cases of ID are assumed 

to be moderate-severe [71].   

In support of patient rehabilitation, both residential and day-care facilities 

are provided with a full-time occupational therapist assistant (OTA), with 

weekly and monthly support provided to OTAs by an occupational 

therapist (OT) working in the residential and day-care centres respectively, 

to co-develop recovery/rehab orientated interventions, crafted for each 

individual. Both day-care and residential centres are also provided with a 

full-time social worker manager to oversee the facility and ensure that 

those accessing these services have sufficient support to access social 

grants and other services.  A monthly visit by a professional nurse (PN) is 

modelled for those accessing residential-care services to support with 

medication delivery, pharmaceutical management for the facility and 

adherence, spending an average of 15 minutes per resident, per month. 

The PN can also address any physical needs of residents or, facilitate 

referrals when additional health care consultations may be indicated. It is 

acknowledged that a broader staff and service complement is needed to 

provide holistic rehabilitation services including physiotherapists, speech 

therapists and vocational counsellors, however, in the interest of priority 

setting, these staff have not yet been modelled for community-based 

services as exact needs have not yet been determined.  

Estimated numbers of people reached through community-based day- 

and residential services per year for the first MTEF period (year one to 

three) and total estimates per MTEF period over the 15-year scale-up 

period are summarized in Table 23.  By scaling up coverage of day- and 

residential- services from a baseline of 2% to 50% by the final year of the 

15-year period, 148,505 and 53,705 people would have received day- and 

residential-care services, respectively.  Whilst the distributions of people 

reached by target population change only modestly throughout this 

period (Table 24), the annual number of people reached through day-care 

services increases from 258 in year one to 25,655 in year 15.  Similarly, the 

annual number of people reached through residential-care services 

increases from 94 in year one to 9,386 in year 15.   

The total appropriation estimates for each MTEF period over the 15-year 

scale-up are outlined in Table 25.  These costs reflect the “in-house” 

service costs only, inclusive of the staffing and overhead costs associated 

with delivering these services.  The first MTEF period (year one to three), 

accounts for 9% of the total cumulative 15-year investment for both day- 

and residential services, which increase to 32% of the investment being  
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allocated for years 12 to 15, as coverage expands and increased people in 

need are reached.  Residential service appropriations increase from a total 

of ZAR 148.3 million during years one to three, to ZAR 510.4 million 

during the final three years of the scale-up period.  Similarly, day-care 

service appropriations increase from ZAR 63.0 million in the first MTEF 

period, to ZAR 2,167.0 million in the final MTEF period of the 15-year 

scale-up.  Notably, these service costs do not account for the health 

services received by residents and day-care clients (also already 

enumerated through the model of treatment and rehabilitative 

interventions and reported on in Part C (page 51), as well as the 

infrastructure and planned patient transport needs that must accompany 

this investment.  To provide a comprehensive overview of all cost 

components needed to establish a Community-based Day- and 

Residential- Service Platform, Table 26 attempts to outline the 

fundamental investments needed to establish this service, including the 

in-house services already reported.  These additional costs relate to the 

required infrastructure development, investments already enumerated 

(and reported) for the PHC-level health care service needs of those 

receiving residential services and planned interfacility patient transport 

delivered by EMS.   Further, where possible, all costs are disaggregated 

according to the presumed mandate of each Department.  For example, 

subsidies allocated for day-care users with mild ID are provided for by the 

Department of Social Development – and as such, these cost components 

of the “in-house” day-care service are reported separately to the subsidies 

(i.e. “overhead” component of the day-care service) for the remaining 

target populations.   

Evidently, the largest costs enumerated are driven by the need for capital 

investments in infrastructure – where it is assumed that the Department of 

Health bares the costs of the establishment of day-care facilities and the 

Department of Human Settlements bares the costs of the establishment of 

residential facilities (outlined in detail in the subsequent section of this 

Report:  

Enhancing Infrastructure, page 99).  In order to achieve the coverage 

targets set, a total of 1,790 30-bed Residential Facilities must be in place 

or established, with 342 Day-care Centres similarly being required – over 

the 15-year period.   

Nonetheless, it bears mentioning that these investments are modest when 

compared to the potential medico-legal claims that that may be 

encountered in the absence of intervention.  Based on the anticipated 

needs of residential services, and the value of the Life Esidimeni 

Arbitration Award; the total investment in community-based service 

provision inclusive of capital and recurrent expenditure represents 38% of 

the potential medico-legal claims that could be realized.   
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Based on the phase one inquiry into the costs of mental health care in 

South Africa, whilst not comprehensively reported across all Provinces, 

estimated expenditure by the Department of Health on NGO mental 

health services amounted to approximately ZAR 250 million in the 

2016/17 financial year. Service provision remains disorganised and lacking 

in the necessary rehabilitation and support staff required to ensure 

humane care. Furthermore, a large majority of day and residential services 

currently being funded cater for individuals with physical disabilities.  
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“…they complained about the way they were put 
in one space because they abscond, they 
fight…we have to tie them to their beds...we 
don’t have place…even if Esidimeni come[s] here, 
we’ll just accept because we don’t know what to 
do anymore…” 

The analysis of infrastructure needs has been based on the existing 

number of dedicated mental health or psychiatric beds available at each 

level of the health system, and the normative assumptions for the length 

of stay and proportions requiring inpatient care for each intervention 

package and target population, per year, as outlined in our intervention 

assumptions (Appendix A) and 

prevalence rates.  We also 

account for a gradual and 

rational redistribution of 

inpatient care for mental health 

services over time, as outlined in 

the methodology of this report 

(and further detailed in 

Appendix C).   

Due to data limitations regarding the availability of fit-for-purpose 

inpatient psychiatric units in designated District and Regional hospitals, 

infrastructure costs reported for these levels do not include the costs 

associated with upgrading existing infrastructure.  Further, because of the 

absence of country-wide data regarding the number of beds available for 

community-based residential care and the existing capacity of day-care 

facilities for mental health, infrastructure costs reported for these levels 

assume that at baseline, this infrastructure is not in place.   

14.  
Enhancing Infrastructure 
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“…for example they use substances and 
become psychotic, we do medical 
withdrawal…and then we have to 
discharge…there is a rehab facility…the waiting 
list is over a year to get a spot…when you 
discharge, they go back to doing drugs, become 
psychotic, re-admit which makes this a 
revolving door kind of issue” 

It is also assumed that those currently receiving community residential 

services will remain in these facilities for their lifetime (or, for the purposes 

of this Investment Case, for a 15-year period at minimum).  Therefore, 

additional beds will be required to accommodate increased patient 

coverage within the 15-year modelled period of scale-up. Comprehensive 

data on the current average age of those living in residential facilities and 

the average life expectancy of these populations in South Africa would be 

required to estimate when the beds dedicated for their use would become 

available again.  Finally, whilst inpatient needs for substance-abuse 

treatment have been modelled to be delivered through hospital inpatient 

services (scenario one), we have additionally estimated the costs 

associated with establishing state-funded substance-abuse treatment 

centres, as an alternative scenario (scenario two), considering those 

already established (excluding non-state funded substance abuse centres 

e.g., those provided by NGOs and 

the private sector).   

In this second scenario, substance-

use related inpatient care for those 

living with substance-use disorders 

modelled to receive long-term 

inpatient care at the Tertiary and 

Central Hospital levels are shifted 

to receive this care through 

substance-abuse treatment centres.  The beds at the tertiary and 

centralized levels in this alternative scenario are specified separately 

(scenario two).  

All estimates of capital infrastructural investments required per year 

consider the infrastructure that has been established in previous years. 

Unit cost and capacity estimates for attaching inpatient psychiatric units 

for all hospital levels were sourced from the National Department of 

Health Infrastructure Unit.  For Substance-abuse Treatment Centres and 

Community-based Residential centres, unit cost and capacity estimates 

were sourced from the National Department of Human Settlements and 

exclude any associated land lease costs.  For Community-based Day-care 

centres, unit cost and capacity estimates were estimated based on a 

Western Cape Government initiative and adjusted to reflect real 2020 

costs and assumed capacity of 30 users per facility [81].  Existing bed 

capacity for each inpatient unit or facility type, unit costs of establishing 

each inpatient unit or facility, and the capacity assumed for each new unit 

or facility is summarized in Table 27. 

 

 

 

 

 



Facility Type
Existing Beds or 

Capacity assumed
Infrastructure cost 

per Unit (ZAR)
Beds/Capacity per 

Unit

District Hospital 246 75,123,414 25

Regional Hospital 507 171,636,000 60

Tertiary Hospital 263 171,636,000 60

Central Hospital 423 171,636,000 60

Psychiatric Hospital 10,725

Forensic Assessments 200 208,041,496 40

State patient stay (forensic precinct) 1,595 (all full) 735,949,000 145

Substance-abuse Treatment Centres 576 7,478,209 48

Community-based Day-care Residential Centres 7,500,000 30

Community-based Day-care Centres 33,000,000 30

Table 27 Existing Capacity, Unit Costs and Assumptions for Capital Infrastructure

Table 28 Capital Infrastructure Needs

Annual Units Needed 
Medium Term Estimates 

Units Needed per MTEF period 
over 15-year scale-up

Total

Facility Type Year 1 Year 2 Year 3 Year 1-3 Year 4-6 Year 7-9 Year 10-12 Year 12-15
District Hospital Psychiatric 
Unit

46 14 13 73 32 16 9 1 131

Regional Hospital 
Psychiatric Unit

4 4 4 12 11 8 18 1 49

Tertiary Hospital Psychiatric 
Unit

Scenario 1 1 1 1 4 4 3 3 2 16

Scenario 2 0.7 0.7 0.7 2.2 2.2 1.4 1.8 1.8 9.4
Central Hospital Psychiatric 
Unit

Scenario 1 2 3 3 7

Scenario 2 0.4 1 1 2.4
Psychiatric Hospital 
Psychiatric Unit 

Forensic Assessment Units 2.40 0.09 0.09 3 0.25 0.25 0.25 0.25 4
State Patient Stay Forensic 
Precinct Unit

19 20 20 59 2 2 2 2 66

Substance-abuse Treatment 
Centre

Scenario 2 2 3 5
Community-based 
Residential Care Facility

3 10 19 32 132 292 514 821 1790

Community-based Day-
Care Facility

3 7 10 21 45 64 92 119 342

Where unit numbers are <1.0, a full unit per the estimated number of beds per unit, used for the analysis, is not required.  
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In total, over the scale-up period, scenario one determines that the 

country must establish 131 District Hospital Inpatient Psychiatric units, 49 

Regional Hospital Inpatient Psychiatric units, 16 Tertiary Hospital Inpatient 

Psychiatric units, 7 Central Hospital Inpatient Psychiatric units, 1790 

Community residential facilities, 342 Day-care Centres, 4 Forensic 

Assessment Units and 66 State patient stay (forensic precinct) units (Table 

28).  Reflecting on the current availability of infrastructure, this estimation 

translates to establishing Inpatient Psychiatric Units at 52% of District 

Hospitals, 100% of Regional Hospitals, 84% of Tertiary Hospitals and 78% 

of Central Hospitals.   

Given that investments in Tertiary and Central Hospitals outlined in 

scenario one has been largely driven by long-stays for a subset of people 

living with substance-use disorders, scenario two has estimated that the 

establishment of five substance-abuse treatment centres over the fifteen 

years of scale-up would reduce the need for infrastructure investments in 

Tertiary and Central Hospitals – to 49% and 27%, respectively, requiring 

additional psychiatric units.   

By investing in infrastructure for Substance-abuse treatment centres, the 

estimated saving (through reduced needs at the Tertiary and Central-

levels) equates to a total saving of approximately ZAR 1.9 billion in 

infrastructure (Table 29).  The largest cost driver for infrastructure relates 

to the needs of State Patient Forensic Precinct Units, accounting for ZAR 

48 billion over the 15-year period.  This is largely due to inpatient stays 

lasting on average three years (range two to five years) for this group in 

addition to substantive infrastructure requirements needed to ensure the 

safety and security of those receiving inpatient care and staff.  District and 

Regional Hospital Inpatient Psychiatric Unit needs over the 15-year period 

of the scale-up amount to ZAR 9.9 billion and ZAR 8.4 billion, respectively.     

Acknowledging that this Investment Case is a national-level exercise, the 

model has not estimated the need for any additional substance-abuse 

treatment centres for the first three MTEF periods, based on the total 

number of state-funded units currently available in the country.  It must 

be noted that the distribution of these centres is highly inequitable across 

Provinces, with many reporting none in place.  As such, Provincial 

adaptation of these national-level estimates will likely see many Provinces’ 

needing to establish these centres.  Similarly, the model has not 

enumerated the need for any additional Specialized Psychiatric units, 

based on the total national Specialized Psychiatric Hospital capacity.  The 

establishment of a Specialized Psychiatric hospital will nonetheless be 

needed for Mpumalanga.   

All final capital infrastructure appropriation estimates presented in the 

consolidation and/or summary of all findings of the Report reflect those 

associated with scenario two, recognizing the feasibility and significant 

costs associated with expanding tertiary and central hospital capacity.   
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Training 

Training represents an 

important and efficient 

means of utilizing existing 

healthcare worker 

resources to expand the 

coverage of mental health 

care – as part of an 

approach referred to as 

task-sharing or task-

shifting, widely evaluated 

and shown to be effective 

for mental health care in 

low- and middle-income countries. The analysis of costs associated with 

training has focused on the needs of primary health care providers.  The 

number of health providers requiring training at this level were sourced 

from the NDoH Human Resource Strategic Plan (2019), with the exception 

of the BPsych counsellor cadre, the distribution and public sector 

availability of which remains unknown in South Africa.  Notably, the 4-year 

Bachelor of Psychology (BPsych) degree was launched in 2014 to develop 

15.  
Primary Health Care 
Supervision & Training 

“I feel, people when they don’t know psychiatry, they are 
afraid. They are afraid of the patients. They are afraid 
you know because they don’t understand. But once they 
are trained, they even function better than those who 
have psychiatry [training]… The nurses who are not 
psychiatry trained but they got the skills, when you go 
back to the facilities, they function better. And they treat 
the patients….some say; “Can we be part of the training 
because we feel we are being revived?” 
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a workforce with which to address the mental health needs of the country 

at the community level.  Graduates (also referred to as Registered 

Counsellors) are trained to deliver psychosocial support, mental health 

counselling and psychoeducation, and are recognized by the Health 

Professions Council of South Africa [82]. The needs of BPsych counsellors 

were enumerated based on needs and normative assumptions of their 

time needed for the delivery of specific interventions at the PHC level, 

primarily related to the provision of psychoeducation.  The training needs 

for Outreach Team leaders (OTLs) were estimated through the normative 

assumption that each OTL is responsible for managing a team of 10 

Community Health Workers (CHWs), and OTLs typically are trained as 

Enrolled Nurses (ENs).  

Preference was given to training strategies already adopted and/or 

recognized by the National Department of Health.  As such, the 

enumeration of cost estimates has been based on the training programs 

generated through the following programs: 

1. Adult Primary Care / Practical Approach to Care Kit (PACK) Mental health 

training developed by the Knowledge Translation Unit in collaboration 

with the NDoH [83, 84]  

2. Mental Health Integration Project (MhINT) which has collaborated with 

the DoH and trained DoH health care providers to deliver integrated 

mental health care (funded by the CDC)[85].  

3. South Africa HIV Addiction Technology Transfer Centre (SA HIV ATTC), a 

United States President’s Emergency Plan for AIDS Relief (PEPFAR) and 

Substance Abuse and Mental Health Services Administration (SAMHSA) 

funded centre dedicated to providing training and technical assistance to 

providers addressing substance use, mental health, and/or HIV 

throughout South Africa [86, 87]  

We also account for specific training required for the delivery of task-

shifted support for perinatal mental health problems for Community 

Health Workers (CHWs) and Outreach Team Leaders (OTLs), developed by 

the Perinatal Mental Health Project [88].  It is recognized that these 

training initiatives are not exhaustive; stakeholders from the Department 

of Health have articulated ongoing training initiatives beyond the primary 

health care level which focus on professional nurses and doctors working 

in units designnated to conduct 72-hours assessments and those working 

in specialized psychiatric hospitals. Further, due to data limitations, we 

were unable to account for refresher training and specific training 

materials required for each program.  Nonetheless, the provision of 

trainers and, for all online training programs, the costs associated with 

data-free access to online training platforms have been outlined.  The cost 

associated with participating in the training is incorporated into the cost-

of-employment for all health care providers.   The total cost of training 

over the scale-up period is estimated through the cost of the trainer and 

the time involved in providing each of the required training modules, 

assuming a capacity of 25 people per session. Through this approach, 
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coverage of training for all PHC staff will be reached by the end of the 15-

year scale-up period.   

This total cost is then divided by the number of years of scale-up to derive 

an annual cost of training. This cost is then divided by the total number 

requiring training to derive an average cost per person trained in addition 

to the average number of people that could be trained per year. Training 

could likely be planned over shorter periods and offered to larger groups, 

making room for refresher training to be delivered during this period.  For 

all online training modules, there is no limit on the number that are able 

to receive training annually, and therefore total PHC staff requiring 

training are enumerated. The numbers requiring training in Screening, 

Brief Intervention, and Referral to Treatment (SBIRT) are estimated for 

medical officers and professional nurses for the PHC level, although no 

cost is attributed to this, given that these costs are currently borne by the 

South Africa HIV Addiction Technology Transfer Centre. It is also 

recognized that all emergency staff across hospital levels will require this 

training as well, as the intervention is modelled across all levels except for 

the specialized psychiatric level. Based on the literature, a range of 25-40 

participants could be trained per session, typically over two days lasting 

six hours each [89]. Online training costs are allocated at ZAR 30 per 

person, based on estimates obtained from the Knowledge Translation Unit 

(University of Cape Town). 

To comprehensively train all primary health care providers to provide 

integrated mental health care services according to best practice South 

African models, the total investment over the 15-year scale-up period 

amounts to a total of ZAR 68.04 million (ZAR 54.16 million net present 

value) (Table 30). Given the large number of Community Health Workers 

in the country, the largest training investment is seen for this cadre of 

health provider.  Investments in the training of generalist staff at the PHC 

level is a paramount enabler to the successful redistribution of services 

towards primary and community care levels, and the successful delivery of 

the interventions modelled in this Investment Case.  An assessment of the 

impact of training in the above-mentioned modules at the primary health 

care level has yielded increasingly positive results [90]. Four facilities in the 

North West province that have been assessed following the receipt of 

training reported a significant increase in the identification of depression 

and alcohol-use disorder (AUD); a comparison of the impact 12-months 

post-implementation found the detection rates for depression increasing 

from 5.8% to 16.4% and for AUD from 0% to 13.8% [90]. Furthermore, in 

the intervention group, 55% of those diagnosed with depression 

experienced over a 47.9% reduction in PHQ-9 Scores (a screening 

instrument, diagnosing, monitoring, and measuring the severity of 

depression), compared to only 30.8% in the control group achieving this 

reduction in the 12 month follow up period. Remission was also found to 

be greater in the intervention group (26.9% vs. 16.9%).  
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District Mental Health Teams 

As outlined in the methodology, the cost of these District Mental Health 

Teams (recommended by the National Mental Health Policy Framework, 

2013-2020) is subsumed within the cost-of-service delivery at the primary 

health care level (Appendix A). For our analysis, these teams are assumed 

to form part of the district hospital staffing complement, with 80% of their 

time enumerated for dedicated supervision and support of primary health 

care providers, primarily for complex case management.  Assumptions 

regarding the proportion of complex cases requiring supervision support 

at the PHC level are summarized in Table 31.   

Table 31 Proportion of Target Population(s) assumed to be Complex, for which 

DMHT support is required 

Target Population Proportion 

complex 

Anxiety disorders, 15+ years  2%  

Depression, 15+ years  2%  

Perinatal depression, 15 – 49 years  10%  

Psychosis, 15+ years 15%    

Bipolar disorder, 15+ years  15%    

Epilepsy, 1+ years  0%  

Idiopathic developmental intellectual disability, 1+ years  

(for intensive psychosocial treatment) 

60%    

Conduct disorder, 5-19 years 0%    

ADHD, 5-19 years (for methylphenidate medication) 30%    

Dementia, 40+ years 0%    

Alcohol use disorder, 15+ years  0%  

Substance-use disorder, 15+ years 0%  

Risky Alcohol use, 15+ years  0%  

Risky Substance use, 15+ years 0%  

It is acknowledged that district hospitals are also challenged with 

shortages of personnel, including mental health specialist input, and this 

supervisory role may be distributed across all district hospitals within each 

province so that the responsibility for this role is not borne by one set of 

staff from one hospital. Furthermore, distributing this role across each 

Province’s District hospitals allows for relationship building between the 

District hospitals and the primary health care facilities to which patients 

are discharged for ongoing care. The annual cost of 52 DHMTs and 

assumptions regarding their composition are summarized in Table 32.      
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Table 32 Assumptions for Estimating the Costs and Structure of District Mental 

Health Teams  

Staff Cadre Cost of 

Employment 

Cost of 80% of 

time spent on 

supervision 

Cost of 52 teams 

providing 

supervision 

Psychiatrist: grade 2 1,366,914 1,093,531 56,863,614 

Psychologist: grade 2 837,178 669,743 34,826,625 

Occupational therapist: grade 2 377,341 301,872 15,697,366 

Social worker (supervisor): 

grade 2 

377,341 301,872 15,697,366 

Psychiatric nurse (grade 2) 660,081 528,065 27,459,382 

Admin officer 166,117 132,893 6,910,456 

Total Cost for 52 DMHTs per year* 157,454,809 

*These costs are provided for reference purposes only; all costs associated with DMHT 

supervision have been accounted for in the Costs of Service Scale-up, page 54; all costs 

reported as ZAR Net Present Value 
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Provincial Mental Health Directorates  

To ensure that each Province 

has a functional Mental 

Health Directorate in place, 

the establishment of nine 

Mental Health Directorates, 

each comprised of a 

Director, 4 Deputy Directors, 

1 Assistant Director, 1 

Technical advisor (Advanced 

Psychiatric nurse), one 

Information Systems Officer, 

one Data Analyst, one Senior Administration Officer, and one Personal 

Assistant for the Director (Figure 12).  This structure is in alignment with 

the recommendations of the Human Rights Commission Report [3].  The 

staff grades and the cost of employment of each Directorate member are 

outlined (Table 33). As outlined in Figure 12, each member has a unique 

role in supporting the mental health service landscape including oversight 

for compliance with the Mental Health Care Act (2002), support of 

speciality programmes, support and oversight to the provision of 

community-based mental health services, including coordination and 

oversight of the NGO service platform, and one Deputy Director for 

Substance-Abuse Programmes. Sufficient personnel for the consolidation 

of information systems, data analysis and overall system administration is 

also included. The Directorate is also allocated a technical advisor, 

typically an Advanced Psychiatric nurse, to provide essential input in 

service management and provision.  

16. Governance 

“Remember the directorate should inform the 
structures within the district so if you don’t have the 
structure at the provincial level how do we establish the 
structure at the district level” 
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Whilst it is acknowledged that some provinces do have Directorates in 

place, none currently have the full staffing complement recommended. 

Considering financial and human resource constraints, these Directorates 

may need to be established gradually, and as such, full costs may not be 

assumed from the first year of scale-up (as estimated within this Report). 

The annual cost of each Directorate is estimated at ZAR 61.4 million.    

Table 33 Unit Costs and Structure of Provincial Mental Health Directorates  

Directorate Staffing Level Cost of Employment (ZAR, NPV) 

Director           1,139,058  

Deputy Director x 4                                          863,748  

Assistant Director x 1                                          729,455  

Technical advisor (psych nurse): grade 2                                         660,081  

Information systems officer (computer systems 

analyst) 

                                        318,492  

Data analyst (data typist grade 2)                                         166,117  

Senior administrative officer                                         217,688  

Personal assistant (administrative officer 

assistant) 

                                        138,939  

Total Cost per Directorate per year                              61,423,399  

Figure 10 Staff and Structure of Provincial Mental Health Directorates 
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Table 34 summarizes the Appropriation Estimates for Mental Health 

Governance per MTEF period over the 15-year scale-up period.  No annual 

salary increases have been modelled; this is likely to change once salary 

increases are re-introduced in the public sector. The total cumulative costs 

for nine Provincial Mental Health Directorates are estimated to amount to 

ZAR 921.4 million over the 15-year scale-up period (ZAR 733.27 million, 

NPV). 

Table 34 Appropriation Estimates for Mental Health Governance Structures per MTEF 

period over the 15-year scale-up period 

Governance 

Structure(s) 

Governance Structure Appropriation Estimates per MTEF 

period over 15-year scale-up 

ZAR, million, % of 15-year total 

Cumulative 15-

year Investment  

ZAR, million  
Year 1-3 Year 4-6 Year 7-9 Year 10-12 Year 12-15 

 

National 

Forensic 

Directorate  

 8.85  8.85  8.85  8.85  8.85 44.25  

20% 20% 20% 20% 20% 
 

9 Provincial 

Mental 

Health 

Directorates 

 184.27  184.27  184.27  184.27  184.27 921.35 

20% 20% 20% 20% 20% 
 

National Forensic Mental Health Directorate 

To ensure that the country has a functional National Forensic Mental 

Health Directorate in place, we have costed the establishment of this 

Directorate, comprised of a Director, Deputy Director, Assistant Director, 

and an Administrative Assistant. Whilst this Directorate currently has a 

Director in place, there remains insufficient additional personnel to 

support this function; the total estimated needs for the Directorate are 

therefore estimated.  The staff grades and the cost of employment of each 

member were drawn from the estimates included in Table 33, adjusted for 

the smaller composition of this Directorate.  The total cumulative costs for 

the National Forensic Directorate amount to a cumulative investment of 

ZAR 44.25 million (ZAR 35.22 million, NPV) (Table 34).  Whilst it has not 

been costed here, it is acknowledged that the National Mental Health 

Directorate may also need to be assessed to determine the full 

complement of staffing needs and related costs.  

Mental Health Review Boards 

Regarding the costs associated with establishing and maintaining Mental 

Health Review Boards, we have outlined a unit cost per Board in Table 35.  

We have not costed the establishment of these boards in each province 

over the scale-up period. In several Provinces, Mental Health Review 

Boards are already in place, however, there remains a lack of agreement 

regarding the Provincial needs in the future, both in terms of the number 

of Boards needed per Province, and in terms of clarity regarding their 

roles and resource needs to ensure they can function effectively.   
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Table 35 Unit Cost and Structure for Mental Health Review Boards 

Unit Costs and Structure (ZAR, NPV) 

Chair                                         254,452  

Legal Representative                                          190,795  

Community Representative                                          190,795  

Administrative Officer                                         166,117  

Total Cost per Board 802,159 
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The analysis of costs 

associated with interfacility 

transport rendered through 

the Emergency Medical 

Services has been 

determined based on the 

Western Cape Government 

Health's (WCGH) 

Emergency Medical 

Services (EMS) model, with assumptions on utilization and cost drawn 

from their pre-Covid service delivery indicators.  All transport for mental 

health care users is determined based on Advanced Life Support (ALS) 

needs, given the complexity in transferring this population and possible 

sedation during transfers. Adjustments were performed based on 

literature to adapt these data to capture the variability in urban and rural 

transport needs.   

The estimation of costs per transfer was therefore determined as the sum 

of fixed costs and variable costs.  Fixed costs associated with planned 

17.  
Planned Patient 
Transport for  
Inter-facility Transfers 

“I mean our service users are 900-kilometres 
from their home” 
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patient transfers include the set vehicle tariff added to the cost of staff 

(based on costs of employment per annum, aggregated across all 

occupational service dispensation bands for each cadre, inclusive of 30% 

benefits) (Table 36) 

Table 36 Calculation of Fixed Costs for Planned Patient Transport for Interfacility Transfers 

Calculation of Fixed 

Costs 

Per 24 hours 

ZAR 

Per 1 hour 

ZAR 

Per 15 minutes 

ZAR 

Vehicle Tariff 600.3 25.0 6.0 

Crew Cost for ALS 

ambulance 

17,948 747.8 187.0 

Where ALS Staff costs over 24 hours = 2 x Intensive Life Support crew members and 2 x: Advanced Life 

Support crew members per 24 hour period (with each ILS + ALS crew member dyad working one 12-hour 

shift each per 24 hour period) at a rate of ZAR 3,385 per shift (ILS) and ZAR 5,589 per shift (ALS). 

Variable costs associated with planned patient transfers include the sum 

of vehicle costs (expressed per km), Personal Protective Equipment (PPE) 

per trip and Medical Consumables per trip (Table 37) 

Table 37 Calculation of Variable Costs for Planned Patient Transport for Interfacility Transfers 

Calculation of Variable Costs ZAR 

Vehicle costs 4.62 per km 

PPE costs per crew 

N95 respirator (x 2)      26.48 per trip 

Aprons (x 2)         3.10 per trip 

Face Shield (x 2)      90.00 per trip 

Gloves (DBL) (x 2)         9.20 per trip 

Medical Consumables per patient 

Nasal Cannula 9.5 per trip 

Non-re-breather mask 11.72 per trip 

Surgical mask 0.5 per trip 

Oxygen Cost 31.74 per trip 

We developed urban and rural cost models by determining the average 

difference in distance between health facilities in rural and urban 

provinces, with the Western Cape pre-covid data informing the urban 

model and serving as the basis for the development of the rural model.  

According to the Western Cape Government Health's (WCGH) Emergency 

Medical Service (EMS), the average transportation time for psychiatric 

interfacility transfers (one-way) is 31 minutes.  Assuming an average speed 

of 100km/hour, and round trip duration of 62 minutes, each transfer is 

estimated at 103.2km (round-trip).     

A paper published in 2018 [91] outlined the median driving distance to 

reach percutaneous coronary intervention facilities for each Province in 

South Africa.  We used these estimates to calculate the average difference 

in the driving distance among rural and urban Provinces, determining that 

among rural Provinces, driving distances can be assumed to be 3.6 times 
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longer when compared to urban Provinces.  By this rationale, we 

estimated that the average round-trip transfer for psychiatric interfacility 

transfers in rural settings is 3.6 times the round-trip estimate for the 

Western Cape, equal to 369.3km.  Assuming an average speed of 

100km/hour, the average transportation time (round trip) was therefore 

222 minutes.   

Based on the assumption that 34% of South Africa is rural, with 66% of the 

country classified as urban [92], as well as the fixed and variable cost 

calculations outlined above, the estimates outlined in Table 38  were used 

to calculate the total cost of Planned Patient Transport for Interfacility 

Transfers for mental health.   

Table 38 Urban and Rural Costs for psychiatric interfacility transfers 

Interfacility Transfer Cost Assumptions Urban Rural 

Average distance per round-trip psychiatric transfer (km) 103.2 369.3 

Average transportation time per round-trip psychiatric 

transfer (minutes) 

62 222 

Total Fixed and Variable Costs (ZAR) 1417.2 6477.4 

Proportion of transfers (%) 66 34 

 

The estimated number of persons requiring Planned Patient Transport for 

Interfacility Transfers required per year were estimated based on the 

number of persons transitioning from acute hospital inpatient care to long 

stays (for psychosis, bipolar disorder, and substance-use disorder) as well 

as the number of persons transitioning to residential community-based 

care (for psychosis, bipolar, dementia and intellectual disability).  All 

forensic patients were assumed to require at least one transfer.  During 

the 15-year scale-up period, (Table 39)   

Table 39 Persons requiring Planned Patient Transport for Interfacility Transfers and Cumulative 

transfers over scale-up 

Transfer 

Area 

Annual Inter-facility 

Transfers Needed  

Medium Term Estimates  

Inter-facility Transfers Needed per MTEF period  

over 15-year scale-up 

Total Transfers 

Needed: 15-year 

scale-up 

 Year 1 Year 2 Year 3 Year 1-

3 

Year 4-

6 

Year 7-

9 

Year 10-

12 

Year 12-

15 

 

Rural 6,318 7,606 8,959 22,883 35,521 48,862 62,453 78,788 248,508 

Urban 12,265 14,764 17,391 44,420 68,953 94,850 121,232 152,942 482,398 

Total  18,583 22,370 26,350 67,304 104,475 143,713 183,685 231,730 730,907 

 

A total investment of an estimated ZAR 2.29 billion (ZAR 1.73 billion, NPV) 

will be required to ensure appropriate planned patient transport for 

interfacility transfers over the scale-up period (Table 40) Although 66% of 

these transfers are projected to occur in urban areas, rural transfers 

account for 70% of the total cost, owing to the large distances between 

facilities.  It bears mentioning that the South African Police Service (SAPS) 

have an obligation to protect, apprehend, and assist with transfer of 
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people with mental illness to and between health establishments.  In the 

absence of estimates of need for these transfers, only inter-facility and 

post-discharge transfers to community-based residential and forensic 

services have been estimated.    

Table 40 Inter-facility Transfers Appropriation Estimates per MTEF period over 15-year scale-up 

Transfer Area Inter-facility Transfers Appropriation Estimates per MTEF period over 

15-year scale-up ZAR, million % of 15-year total 

Cumulative 15-

year Inter-facility 

Transfer 

Investment 

ZAR, million  
Year 1-3 Year 4-6 Year 7-9 Year 10-12 Year 12-15 

 

Rural 148.22 230.08 316.50 404.53 510.34  1,609.67  
9% 14% 20% 25% 32 %   

Urban 62.95 97.72 134.43 171.82 216.76  683.67  
9% 14% 20% 25% 32% 

 

Total  211.18 327.81 450.92 576.34 727.10  2,293.35  
9% 14% 20% 25% 32% 

 

 



Multisectoral Provincial Workshop Participant, 2019-20

“…Education are involved but unfortunately the youth 
services are not working optimally... we are 
expected…to provide services to this group of 
patients… because the majority of them are at 
school…. usually they don’t …come in the morning 
otherwise they miss school.…”

” …if we really want to tap into adolescence 
is creating avenues where we can inculcate 
positive psychology, capacitate them…then 

they can feel that ‘I can take care of 
myself’…they feel secure”

Multisectoral Provincial Workshop Participant, 2019-20



 

School-based interventions to prevent depression and/or suicide typically 

involve a trained facilitator (e.g., a teacher, health professional or lay 

worker) delivering a series of intervention modules that teach young 

people psychotherapeutic strategies to improve their overall wellbeing 

and/or reduce their risk of poorer mental health outcomes. The design of 

the programme and efficacy estimates were based on a recent 

international systematic review of the literature that was conducted as 

part of the WHO/UNICEF Helping Adolescents Thrive (HAT) initiative [93]. 

The intervention effect size for suicide mortality was drawn from a trial 

conducted in Europe ‘the Saving and Empowering Young Lives in Europe 

(SEYLE) study’[94]. The study found that the intervention led to a 54% 

reduction in the incidence of suicide attempts amongst adolescents 

receiving the intervention. Other reviews reported inconclusive evidence 

related to the impact of psychological on reducing the risk of suicidality 

among adolescents, however [95-97]. 

The components of the SEL programmes modelled are outlined in Table 

41.  The main outcomes of interest through the delivery of 

universal/indicated SEL programmes were reductions in the total number 

of incident depression/anxiety cases and suicide deaths. These were 

applied to depression incidence and suicide mortality, among adolescents 

who were both at-risk and were diagnosed with depression.  

18.  
Social-Emotional 
Learning Programmes  
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Table 41 Components of the Social Emotional Learning (SEL) psychosocial intervention 

Domain  Component Intervention details 

Emotion Emotion regulation Techniques to improve one’s ability to 

manage and respond to emotions 

effectively. 

Stress management  Techniques to control levels of stress – 

especially chronic stress that interferes 

with everyday functioning. 

Mindfulness Activities to enhance the individual’s 

ability to “pay attention in a particular 

way: on purpose, in the present moment, 

and nonjudgmentally”) 

Cognitive Problem-solving Techniques to identify and act on a 

solution to a challenge/difficult problem. 

Drug and alcohol knowledge Education about the use of drugs/alcohol, 

or the effects of drugs/alcohol on 

development, lifestyle (including harm 

minimization approaches) and beliefs/ 

perceptions about drugs/alcohol. 

Social Interpersonal skills Improving skills to develop or improve 

close, strong, positive relationships with 

other people 

Assertiveness Improving skills to communicate one’s 

viewpoint, needs or wishes clearly and 

respectfully. 

Physical Physical Opportunities to engage in sports and/or 

physical activity, either individually or in 

teams 

These intervention effect sizes were only applied for a single year 

following the intervention, with the assumption that the intervention 

effect size would completely diminish within 1-2 years. Intervention effects 

were only applied to learners between the ages of 12 to 17 years and 

provided they still fell into that range in the subsequent year they would 

receive the full intervention effect once again. 

As outlined in the costing methodology, input assumptions related to the 

delivery of indicated and universal Social and emotional learning 

programmes in schools was undertaken by the WHO as part of a multi-

country analysis of the delivery of these interventions. The teacher per 

student ratio assumed for the analysis has been adjusted according to 

data obtained from the Department of Basic Education in which a ratio of 

31 learners per teacher is assumed. To obtain the number of teachers 

required for partial implementation by year 3 in which 50% of schools 

have been reached with the programme, and for our treatment coverage 

target of 91% of schools, the total number of learners expected to be 

reached (all school-going children between the ages of 12-17 in the case 

of universal programmes, and 5% of those learners in the case of the 

indicated programme), the expected number of learners, is divided by the 

number of students per class (31), multiplied by 11 hours of extra 

education required for the intervention per year, divided by the number of 
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hours worked per year for each teacher. For this analysis, taking into 

account school holidays and weekends, teachers are estimated to work for 

1575 hours per year. This translates to an estimated 6.2 teacher FTEs per 

year per district of 0.5 million inhabitants for partial implementation of 

50% of schools, and 11.3 teacher FTEs per year per district of 0.5 million 

inhabitants for 91% of schools, estimated for our target. As outlined 

earlier, the total number of learners between the ages of 12-17 is 

6,279,185, which is translated into 55,044 learners per district.  

The staff involved in the provision of the universal and indicated SEL 

services as modelled by the WHO and their assumed cost of employment 

are listed in Table 42.  These costs will require validation with the 

Department of Basic Education and health, but in the interest of 

transparency for this analysis, they are included below. Annual human 

resource needs across all admin levels are summarized below according to 

the phases of roll-out anticipated.  

Table 42 Staff Involved In the provision of Universal and Indicated SEL programmes in schools.  

 Gross annual 

salary 

Planning 

(Year 1) 

Development 

(Year 2) 

Partial 

implementation 

(Year 3-5) 

Full 

implementation 

(Year 6-15) 

Universal SEL programme staff assumptions 

Programme management (incl. M&E) 

Director  303,749.63  2 3 2 3 

Manager  189,750.81  3 6 18 21 

Administrative 

officer 

 147,146.07  7 13 36 42 

Clerical officer  147,146.07  14 25 72 83 

Secretary  87,974.65  12 22 12 22 

Accountant  147,146.07  3 6 3 6 

IT. computing 

manager 

 189,750.81  2 3 2 3 

IT. computing 

officer 

 147,146.07  3 6 3 6 

Cleaner  87,974.65  3 3 3 3 

Promotion / media / advocacy 

Public health 

specialist 

                                                          

303,749.63  

7 7 7 7 

Public health 

officer 

                                                          

189,750.81  

14 14 72 72 

Health 

educator/trainer 

                                                          

189,750.81  

2 14 14 14 

Public Relations 

Manager 

                                                          

189,750.81  

1 1 1 1 

Public Relations 

Officer 

                                                          

147,146.07  

1 1 1 1 

Delivery of SELL / life-skills programme 

Health educator 

(teacher) 

                                                          

147,146.07  

0 0 72 1308 

Supervisor 

(certified trainer, 

psychologist) 

                                                          

147,146.07  

0 0 4 65 

Indicated SEL programme staff assumptions 

Programme management (incl. M&E) 

Director  303,749.63  2 3 2 3 
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 Gross annual 

salary 

Planning 

(Year 1) 

Development 

(Year 2) 

Partial 

implementation 

(Year 3-5) 

Full 

implementation 

(Year 6-15) 

Manager  189,750.81  3 6 18 21 

Administrative 

officer 

 147,146.07  7 13 36 42 

Clerical officer  147,146.07  14 25 72 83 

Secretary  87,974.65  12 22 12 22 

Accountant  147,146.07  3 6 3 6 

IT. computing 

manager 

 189,750.81  2 3 2 3 

IT. computing 

officer 

 147,146.07  3 6 3 6 

Cleaner  87,974.65  3 3 3 3 

Promotion / media / advocacy 

Public health 

specialist 

                                                          

303,749.63  

7 7 7 7 

Public health 

officer 

                                                          

189,750.81  

14 14 72 72 

Health 

educator/trainer 

                                                          

189,750.81  

2 14 14 14 

Public Relations 

Manager 

                                                          

189,750.81  

1 1 1 1 

Public Relations 

Officer 

                                                          

147,146.07  

1 1 1 1 

Delivery of SEL / life-skills programme 

Screening for 

subthreshold 

depression 

(teacher) 

147,146.07 0 0 39 706 

Health educator 

(teacher) 

                                                          

147,146.07  

0 0 5 92 

Supervisor 

(certified trainer, 

psychologist) 

                                                          

147,146.07  

0 0 0 5 

The delivery of these interventions requires a range of different staff to 

undertake different functions including programme management required 

for oversight monitoring, reporting and monitoring of the interventions; 

public health staff involved in advocacy and dissemination of promotion 

and media content-including the costs of the mass media material 

(including television and radio time, posters and flyers);  health educators 

involved in the delivery of the SEL/life skills programme and in the case of 

indicated interventions, screening for subthreshold anxiety and depression 

and certified-trained psychologists to oversee and supervise the health 

educators, as well as a range of national, provincial and district training 

workshops. Transport costs involved for the health educators who would 

be roving across the schools are also included. 

Mass media costs included flyers and leaflets that provide information on 

adolescent mental and available services for which they can be referred 

and information about programming for providers.  These flyer costs are 

only applied once programme implementation has reached full coverage 

of 91% of schools. The unit cost of these flyers, estimated at 1.26 rand per 

leaflet are applied to the full number of students, assuming each flyer can 
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last 2 years to derive the total cost of mass media for the programme. This 

is applied to both universal and indicated school-based interventions. For 

the indicated intervention, additional costs for the printing of screening 

tools and flyers are costed starting from year three in which partial 

implementation of schools are reached and assuming a 5% prevalence 

amongst learners with sub-threshold anxiety. The number of learners 

reached by each year of implementation has been outlined in the earlier 

section of the report related to the baseline and coverage rates outlined 

for each intervention. The unit cost of printing the screening tools per 

page was estimated at ZAR 0.14.  
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It has been reported that ZAR 10,996,478 was spent on radio awareness 

campaigns for COVID-19 from the South African Broadcasting 

Corporation and 60 community radio stations [98]; translating to 65% of 

the total radio budget for COVID-19 awareness campaigns. Based on 

current expenditure on COVID-19 services in the country of ZAR 21 billion 

[99], this radio-based advocacy effort represented 0.051% of the overall 

COVID-19 service investments made by the Government. We, therefore, 

applied the same proportion to our estimated service costs (excluding 

expenditure on forensic mental health services, infrastructure, and other 

programmatic investments). For the 15-year scale-up period, radio-based 

mental health advocacy campaigns have been allocated approximately 

ZAR 105 million (Table 43).   

Table 43 Total Allocated Budget for Radio-based Mental Health Promotion Campaigns per MTEF 

period over 15-year Scale-up, ZAR million  
Radio-based Mental Health Promotion 

Campaign Appropriation Estimates per MTEF period 

over 15-year scale-up 

ZAR, million % of 15-year total 

Cumulative 15-year 

Investment  

ZAR, million 

Campaign Year 1-3 Year 4-6 Year 7-9 Year 10-12 Year 12-15 
 

Radio-based Mental Health 

Awareness through SABC & 

60 community radio 

stations 

 11.08  16.23  21.15  25.52  30.96  104.95 

11% 15% 20% 24% 29% 
 

 

19. Radio-based 
Mental Health Promotion 
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Scaled-up implementation of evidence-based treatment and prevention 

will expectedly place new resource demands on South Africa’s health and 

welfare systems owing to increased needs for administration and 

governance arrangements at all levels of the health system. This includes 

the provincial and district levels, additional human resource needs and 

training, upgraded infrastructure, increased access to medicines and 

improved information management and surveillance systems. Financing 

the budgetary implications of these demands is paramount to supporting 

South Africa’s move towards universal health coverage and the inclusion 

of mental health and intellectual disability in the basket of services to be 

provided under the country’s proposed NHI plans.  

Table 44 summarizes the total package of services for MNS disorders 

estimated in our analysis according to each sector, accounting for both 

treatment and care-related costs, as well as all capital infrastructure, 

training and governance arrangements required.   

20.  
Investing in a 
Comprehensive,  
Scaled-up Mental Health 
Response 
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It is important to mention that the infrastructure investments estimates 

are provided in real terms and not annualized over the lifespan of the 

capital investments, which are estimated to be 30 years. Furthermore, 

given that training requirements are modelled very conservatively to cover 

all PHC staff by the scale-up period, it is likely that training can be 

conducted over a shorter period, in which case, training costs would also 

be annualized; this could be undertaken over a 3-5 year period.   

Furthermore, not all costs would be borne by the health department, and 

there exists a wide range of conditional grants outlined later in the report 

that may cover the training, transport, and infrastructure investments 

estimated in this analysis; therefore the potential of creating a mental 

health conditional grant would not need to include those investments.   

• Department of Health 

Whilst still within the health mandate, total costs related to the provision 

of forensic services including 30-day assessments, infrastructure 

requirements for forensic assessments and long-term state patient stays 

are summarized separately. The total investments required by the 

Department of Health amount to approximately ZAR 327.3 billion (ZAR 

248 billion, NPV) over the scale-up period, while total costs over the scale-

up period for the provision of forensic services amounts to ZAR 55.2 

billion (50 billion net present value). These costs translate to an average 

annual expenditure of ZAR 21.8 and 3.7 billion, respectively.  Together, 

these costs translate to 11% of the current health budget of ZAR 224.7 

billion. The health budget was also conservatively projected for the scale-

up period, assuming no growth for this MTEF period and a subsequent 2% 

growth thereafter only accounting for population growth. These total 

costs reflect 9% of the modelled budget in 2035, estimated at ZAR 285 

billion. When looking at the net-present value of the total investment 

required, costs would amount to 9% and 7% of the current and projected 

health budget. It has been estimated that to match the most 

comprehensive mental health systems in the world, countries should 

expect to allocate up to 10% of the total health budget to mental health 

[100], and therefore our estimates fall within recommended norms. 

Furthermore, the analysis assumed that currently, no provincial mental 

health directorates or staffing at the national forensic directorate exist, 

which is not the case, although none of the provinces have the full staffing 

complement recommended in this analysis.   

Assuming that other grants and health budget line items bear the cost for 

infrastructure investments as well as emergency transport services, and 

therefore only considering direct service provision, training, supervision, 

governance and behaviour change campaigns be considered within a 

mental health conditional grant, this amount would translate to a 
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requirement of ZAR 309 billion over the scale-up period or an annual 

allocation of approximately ZAR 21 billion. In the first MTEF period, these 

direct service delivery costs amount to an annual average investment of 

ZAR 6.7 billion; in comparison, currently estimated expenditure on mental 

health services based on the national costing exercise, after inflating to 

2020 costs amount to ZAR 8.1 billion. Table 45 compares the investment 

case appropriation estimate for the above mentioned cost components 

(borne by the Department of Health) with the current estimated 

expenditure on mental health services in South Africa.  Assuming a 2% 

annual increase for population growth for each MTEF period, the 

estimated deficit between the current resource envelope for mental health 

services and the projected resource envelope required for scale-up 

estimated within this analysis is outlined.  As indicated, during the first 

hypothetical MTEF period, the investment deficit is minimal (ZAR 1.2 

billion).  By the final MTEF period, as population coverage expands 

significantly, the deficit grows to ZAR 68 billion.     

 

• Department of Social Development 

Whilst the personnel providing rehabilitation support both within-day and 

residential centres are paid through the Department of Health, the 

Department of Social Development provides subsidies for individuals 

living with mild to moderate intellectual disability. The total value of the 

estimated subsidies over the scale-up period amount to approximately 

ZAR 476.32 million (340.15 net present value, or an average annual 

estimate of ZAR ZAR 31.75 million in real terms). Furthermore, the 

Department of Social Development has the mandate over the provision of 

substance-use rehabilitation centres which have been estimated to 

amount to ZAR 3.43 million in capital costs over the scale-up period or an 

average annual estimate of ZAR 2.30 million.  All acute withdrawal services 

for both alcohol and substance-use disorders are assumed to be managed 

within hospital settings and fall under the responsibility of the Department 

of Health, in alignment to current treatment guidelines. The inpatient 

costs associated with managing long term stays at substance abuse 

treatment centers for opioid and non-opioid withdrawal are however 

assumed to be borne by the Department of Social Development; 

estimated to amount to ZAR 7.3 billion over the scale-up period or an 

Table 45 Current vs. Projected Medium Term Appropriation Estimates for Department of Health over 

15-year scale-up 
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average annual estimate of ZAR 484 million. Long term stays have not 

been redirected away from the psychiatric hospital levels in recognition of 

the severe limitation of current infrastructure capacity and geographical 

distributions of rehabilitation centers remain limited. Furthermore, while 

exact estimates are not available, a large proportion of those diagnosed 

with substance-use disorders are assumed to have comorbid psychosis, 

and therefore would be provided for at the psychiatric hospital level.   

Together, the appropriation estimates for mental health for the 

Department of Social Development amount to an average annual 

expenditure of ZAR 518 million, over the scale-up period; translating to 

0.23% of the budget of ZAR 226.89 billion for the 2022/23 period. Social 

Development is also responsible for the provision of disability grants, 

although the aggregation at the national level does not allow for 

disaggregation on the diagnosis of individuals receiving grants for 

estimation of SASSA grants contributing towards individuals living with 

MNS disorders; as such, their expenditure on mental health is likely to be 

much larger, although people living with MNS disorders represent a 

vulnerable population that may not be able to readily access these grants.  

• Department of Basic Education  

The education department would be expected to fund the social and 

emotional learning programmes modelled in this analysis. On account of 

the fact that the majority of the programmatic investments for indicated 

and universal SEL programmes are similar, only one of the two 

interventions would be considered, as a result, these costs are kept 

separately. Cost for the delivery of indicated SEL interventions for children 

with sub-threshold depression or anxiety costs slightly more than the 

universal programme on account of the additional teacher time required 

to screen children and the associated training cots. The delivery of 

indicated or universal SEL programmes are estimated to amount to ZAR 

ZAR 3.22 and 3.20 billion respectively over the scale-up period (2.45 and 

2.44 billion net present value). The average annual expenditure of ZAR 214 

million translates to approximately 1% of its allocated budget of ZAR 

28.59 5 billion in the 2022/23 period.  

• Department of Human Settlements 

In light of the mandate of human settlements to provide housing needs 

for vulnerable populations, the costs estimated for the establishment of 

residential units would be borne directly by this department. These costs 

amount to ZAR 13.42 billion over the scale-up period (9.63 billion net 

present value). The estimated average annual investment of 895 million 

translates to just under 3% of its allocated budget of ZAR 32.79 billion in 

the 2022/23 period.   
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Randomized controlled trials are globally recognized as the strongest 

form of evidence from which to base decision-making; whilst expert 

consensus has increasingly been placed lower in the hierarchy of 

relevance in the decision-making space.  However, it has been argued that 

expert consensus should not be automatically considered as a less optimal 

approach to decision-making as the strength of evidence from which 

consensus is obtained is largely dependent on the evidence from which 

consensus is established. Such evidence may include systematic reviews, 

individual research endeavours, qualitative studies and personal 

experience; therefore expert consensus represents a fundamental 

underpinning of science. In ensuring that key stakeholders involved in 

Delphi studies form key constituents in service delivery, the likelihood of 

implementation is further strengthened. The Delphi method has been 

widely used in the area of mental health research and has been found to 

translate into important increases in the range of practices in the 

field[101].  

It has been argued that there are key conditions that should be met to 

enable the successful consolidation of expert consensus. These include: 

• Diversity of expertise. A heterogeneous crowd of experts will produce 

better quality decisions than a homogeneous one. 

21.  
Consensus across 
Multidisciplinary Experts  
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• Independence. The experts must be able to make their decisions 

independently so that they are not influenced by others. 

• Decentralization. Expertise is held by autonomous individuals working in a 

decentralized way. 

• Aggregation. There is a mechanism for coordinating and aggregating the 

crowd’s expertise. 

Whilst participants in our Delphi study identified challenges in being able 

to systematically appraise the wide range of interventions proposed, 

particularly in areas outside of their respective expertise, valuable insights 

and recommendations have been consolidated through this process. 

Furthermore, the findings of the Delphi study provide the opportunity to 

cross-validate interventions modelled in our analysis and identify 

additional areas for work and exploration in our setting for interventions 

that could not currently be modelled due to the absence of evidence. 

Table 46  outlines all interventions that, by consensus, represented a 

priority for scale-up amongst Delphi participants. Furthermore, a series of 

recommended indicators for inclusion in our information system are also 

summarized below. Furthermore, the table outlines the proportion of all 

initially proposed interventions that achieved the final consensus for 

inclusion. 

Table 46 Priority Interventions by Consensus (Delphi study) 

Priority 

Intervention 

Area 

Intervention Details 

Substance-use 

treatment (67%)  

• Brief interventions and follow-up for alcohol use/dependence 

• Brief interventions and follow-up for drug use/dependence 

• Identification (using ASSIST) and assessment of new cases of alcohol 

use/dependence 

• Identification and assessment of new cases of drug use/dependence 

• Management of severe alcohol withdrawal 

• Relapse prevention medication for alcohol use/dependence 

• Screening using SBIRT and brief interventions for risky substance use 

• The Matrix Model: 16-week program consists of 8 sessions of early recovery 

(with two early recovery groups per week for the first four weeks), 32 

sessions of relapse prevention (two relapse prevention groups per week for 

sixteen weeks), and other optional weekly individual or conjoint sessions. 

Clients typically attend two to four sessions per week. At least one 

mandatory random urine drug panel test screen is required on a weekly 

basis from all clients; for clients who are primary alcohol users, an alcohol 

breathalysers test is required. Delivered by a BPsych counsellor. 

Child and 

Adolescent 

Mental Health 

treatment (38%) 

 

• Diagnosis and management of childhood mental disorders such as autism 

and ADHD 

• Identification of children with Intellectual and MNS disorders in schools: 

including the provision of counsellors for assessments 

• Parent skills training for developmental disorders 

• Psycho social treatment/intervention and follow up behavioural disorders: 

Basic and Intensive 

• Psycho social treatment/intervention and follow up for developmental 

disorders: Basic and Intensive 

• Screening for developmental disorders in children 

• Sensory-Based Approaches such as sensory modulation-related 

interventions for those with disorders of trauma and attachment (DTAs)) 

• Web- and smartphone-based psychological therapy for depression and 
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Priority 

Intervention 

Area 

Intervention Details 

anxiety disorders in adolescents: smartphone-based behavioural 

activation therapy (STARS) intervention 

Integrated 

Primary Health 

Care for 

Depression/Anxi

ety with other 

Chronic 

Conditions (54%) 

 

• A community health worker (CHW) assist the service user to access local 

community resources (day-care, residential care, support groups, 

psychosocial rehabilitation) post-discharge 

• Basic psychosocial treatment for mild depression 

• Diagnosis and management of severe depression 

• Psychosocial treatment and anti-depressant medication for anxiety disorders 

(moderate-severe cases): Basic and intensive 

• Psychosocial treatment and anti-depressant medication of first episode and 

recurrent (moderate-severe cases): Basic and Intensive 

• Screening and management of depression (including maternal) and anxiety 

disorders in people with HIV, with other NCDs* (using PACK or PC101) 

• Screening for depression and anxiety  

Treatment for 

severe mental 

illness including 

measures to 

improve 

adherence, 

retention in care 

and prevention 

of relapse 

(37.5%) 

 

• Dedicated Assertive interventions to actively follow-up on defaulters 

• Diagnosis and management of acute psychoses 

• Medication delivery to clients and their families 

• Psycho social support and anti-psychotic medication: Basic and Intensive 

• Psycho social treatment, advice, and follow-up for bipolar disorder, plus 

mood-stabilizing medication:  Basic and Intensive 

• Respite care for caregivers of persons with severe MNS disorder 

Mental Health 

Prevention and 

Promotion 

(60%) 

• Advocacy programmes for mental health care users 

• Awareness campaigns to increase mental health literacy and address stigma 

and discrimination 

• HASHTAG: Health Action in ScHools for a Thriving Adolescent Generation: a 

school-based health improvement intervention for young at-risk adolescents 

(11-12 years). Developing and adapting multilevel, multicomponent gender-

sensitive interventions targeting a range of negative mental and physical 

health outcomes by (i) promoting positive mental health, (ii) preventing 

mental disorders (specifically, depression and anxiety) and (iii) preventing a 

range of risk behaviours (substance use, violence, problem sexual 

behaviours). 

• Life skills training in schools to build social and emotional competencies 

• Parenting programs in infancy to promote early child development: 

stimulation of early literacy 

• Providing contact-based education programmes to communities and youth 

in schools 

Integration of 

Mental Health 

into Maternal, 

Child and Infant 

Health program  

(83%) 

• Management of severe maternal depression 

• Newborn screening for modifiable risk factors for intellectual disability 

• Psychoeducation for mothers 

• Psychosocial care for peri-natal depression 

• Screening for Maternal Depression 

Community-

based 

Residential and 

Outpatient 

options for 

Severe Mental 

Disorder(s) and 

Intellectual 

Disabilities 

including 

• Post-discharge PSR (psychosocial rehabilitation) programs that are 

community-based and accessible to outpatients with the use of OTs 

• Self-help and support groups (for example, for alcohol use disorders, 

epilepsy, parents of children with developmental disorders, and survivors of 

suicide) 

• Ward-based primary healthcare outreach teams (WBOTs) are deployed from 

PHC clinics to households, where they can conduct mental health education 

and identification to improve mental health literacy in households, identify 

possible cases of mental unwellness and refer potential cases to PHC clinics 

where further management takes place 
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Priority 

Intervention 

Area 

Intervention Details 

Rehabilitation 

and 

Occupational 

Therapy  

(57%) 

• Work readiness and supported work and reasonable accommodation in the 

workplace (e.g. formal/informal employment, disability grant assessments, 

workmen’s compensation  assessments, road accident fund assessments, 

medical-legal disability assessments; vocational opportunities) 

Workplace 

Mental Health 

(67%) 

• Detection and referral for mental health conditions in the workplace 

• Workplace stress reduction programs and awareness of alcohol and drug 

abuse 

Forensic Mental 

Health  (12.5%) 

• Discharges to be linked to community-based care and support 

Old-age mental 

health (20%) 

• Interventions to support caregivers of patients with dementia 

Data collection and indicators 

• National survey to determine % rate of mental health care users who will come into contact 

with the Law and become State patients 

• Population surveys to be conducted to assess micro-level care outcomes-Brief QOL 

questionnaires    

• Availability of treatment interventions (psychotherapies and medicines) at each service level 

• Case detection rate (%) (< 18 years/>18 years) 

• Mental health care user readmission rate (%): 3/6 months 

• Mental health clients in casualty for 24 hours or longer 

• Mental health positivity rate (assessed positive) 

• Mental health screening uptake 

• Mental health total remaining on treatment 

• Number of discharges for State patients 

• Number of new admissions for State patients 

• Number of new referrals for State patients 

• Numbers of multidisciplinary staff members at each service level within each district and 

proportions of personnel vs case-load 

• Numbers, types, and distribution of community-based residential and day-care facilities  

• Numbers, types, and distribution of correctional service facilities 

• Numbers, types, and distribution of educational facilities for special needs children and 

adolescents (provided by Dept of Education)  

• Numbers, types, and distribution of substance use rehabilitation services, including those 

provided by health, social development, and NGOs 

• Treatment uptake 
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The Urgent Need for Action  

The outcomes of the national costing study that has formed the 

foundation for this Investment Case highlighted a significant treatment 

gap of over 90%, despite approximately ZAR 8.0 billion, or 5% of the 

2016/17 health budget being expended on mental health services. This 

situation is likely to have substantially worsened during the COVID-19 

pandemic. Whilst nationally representative statistics from South Africa are 

yet to be released, a recent study from India has revealed a 20% increase 

in mental illnesses since the coronavirus outbreak, whilst a meta-analysis 

on mental health and COVID-19 in China estimates the prevalence of 

anxiety and depression to be 31.9% and 33.7%, respectively [102].  

Recently published evidence from South Africa [103, 104] exploring the 

mental health impact of COVID-19 found that adults who experienced 

childhood trauma were at a higher risk of having developed depressive 

symptoms owing to their perceived risk of contracting COVID in addition 

to predictions that the impact of COVID-19 is likely to present as post-

traumatic stress, anxiety and mood disorders.  A survey conducted by the 

Human Sciences Research Council in 2020 [105] reported that 33% of 

South Africans were depressed, 45% fearful and 29% experiencing 

loneliness during the country’s first lockdown. Furthermore, the lockdown 

22.  
General Considerations 
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period, despite its allowance for access to essential health services, has 

resulted in a decrease in overall facility attendance, including declines in 

mental health visits and reported increases in patients defaulting on their 

treatment appointments [106].  

It has been argued that during times of global infectious pandemics, 

mental health is ignored, yet the mental health and socioeconomic 

ramifications are likely to be longer-lasting than the overall physiological 

impact of such experiences [107]. The strained fiscal climate in South 

Africa, with an 8.2% decline in GDP in 2020 and very limited recovery for 

2021 (0.6%), coupled with estimates of unemployment close to 36% for 

the COVID-19 period [108], will only continue to exacerbate economic 

vulnerability amongst the population and likely result in continued 

increases in rates of depression, anxiety, post-traumatic disorder as well as 

substance abuse and violence.  

A New Age of Awareness and Historic 
Opportunity for Global Stewardship and 
Economic Recovery  

The 2018 Lancet Commission on Global Mental Health and Sustainable 

Development emphasised the need for a global mental health response 

that ensures the inclusion of mental health in the universal health 

coverage agenda, both as a humanitarian and development priority, with 

the sustainable development framework reframing mental health as key to 

broader global development [109]. The inclusion of mental health in the 

Sustainable Development Goals (SDG) agenda represents global 

commitments to consider mental health within investment priorities and 

places mental health on parity with general heath service development 

[110]. Thornicroft et al. [111] reflect on the mounting evidence for action, 

demonstrating that improved global mental health is a prerequisite for 

human and societal development. The authors note, ‘it is also a barrier to 

achieving the suggested goal of promoting peaceful and inclusive 

societies for sustainable development, providing access to justice for all, 

and building effective, accountable, and inclusive institutions at all levels’ 

([111] p1). The goals of the SDGs make explicit recognition for the need 

for collaboration across sectors and disciplines; such partnerships must 

include civil society, private sector, governments and nongovernmental 

organizations. Lessons from these partnerships may be applied for the 

overall SDG agenda.  

South Africa is a signatory of the United Nations Convention on the Rights 

of Persons with Disabilities [112], which has committed to providing 

fundamental freedoms to those living with disabilities. Limitations on 

accessing health, educational and employment opportunities further 

perpetuate poverty and poor health. Globally, governments have been 

galvanized to prioritize mental health as an integral part of their COVID-



 137 

19 response plan. Chile, previously reporting the lowest share of mental 

health spending amongst OECD countries (2.1%), has recently released 

their new budget plans committing to a 310% increase in spending, while 

Australia has doubled citizen entitlements for psychological therapy [113]. 

In 2019, New Zealand announced a ‘well-being budget’ founded on the 

premise that financial prosperity alone is an insufficient metric of the 

quality of a nation’s life [114].  

South Africa has also committed to universal health coverage (UHC) and is 

currently exploring the mechanisms by which a National Health Insurance 

mechanism can be funded and delivered; the inclusion of mental health 

within the benefits package will be key. South Africa’s commitment to 

equitable health access requires that sufficient support is provided by the 

heath system and the other sectors which guarantee the right to health, 

inclusive of mental health. Rising to the challenge today can create a 

system that sustains our resources and generates significantly greater 

benefits for our nation. A historic opportunity is at hand to make positive 

and lasting changes. While devastating, the COVID-10 pandemic in South 

Africa has ignited a long-awaited impetus for collaboration, with 

successful public-private partnerships providing a model for successful 

NHI in the years to come.  

Addressing Underlying Inefficiencies 

Priority setting for Universal Health Coverage (UHC)  is challenged by the 

complexity of mental health service delivery and the ethical and pragmatic 

dilemma of whether funding should be allocated to common mental 

illness such as depression and anxiety, which affects a larger proportion of 

the population, or less prevalent but more disabling conditions such as 

schizophrenia and bipolar disorder.  The significant functional impairment 

and behavioural consequences of severe conditions may result in the 

neglect and potential discrimination of this vulnerable population within 

the health system and community [115]. Ideally, the mental health system 

should be able to address all needs in the population, but as a 

consequence of fiscal constraint, trade-offs are often required.  

There is a growing body of evidence for cost-effective approaches for 

addressing the burden of mental health disorders in LMICs which include 

reducing inefficiencies in resource use by redistributing budgets from 

hospi-centric care to the community,  task-shifting mental healthcare to 

non-specialist providers and the integration of mental health services in 

broader primary health care services[116].   

The WHO has been strongly advocating for the decentralisation of mental 

health services over the last decade as an approach to improving access 

to treatment and care and ensuring the human rights of service users are 

upheld. This process was motivated by a number of factors including 

growing public awareness around the poor conditions and human rights 
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violations of mental health users living in institutionalized settings, the 

rising cost of inpatient care and the development of new and effective 

psychotropic medications [117, 118]. Research evaluating services have 

found clinical and non-clinical improvements amongst users of 

community-based services regardless of symptom severity [119, 120].  

Despite considerable investments in research providing a sound evidence 

base for the effectiveness of interventions, such advances in the 

development of interventions have not translated into their scale-up in 

real-world, community settings. The Institute of Medicine estimates that it 

takes approximately 17 years to incorporate clinical research advances 

into everyday practice[121]. Economic evaluations can provide a critical 

role in the promotion of best-practice and the adoption of the most cost-

effective interventions for scale-up. However, narrowly adopted 

perspectives of economic evaluations can limit the potential for 

implementation success, should key health system inputs, including 

managerial and clinical time for planning and training, infrastructure and 

ongoing costs for monitoring care quality and supervision not be 

considered and costed in tandem.   

The ROI for South Africa  

The analyses presented herein have outlined the South African Investment 

Case for a concerted and scaled-up response to the significant public 

health and economic burden of MNS disorders, including early 

intervention for our large populations exhibiting risky alcohol and 

substance-use and school-based interventions for learners, to promote 

their social and emotional well-being, before diagnosable mental health 

conditions take hold. The analysis suggests that the investment needed by 

the health Department to significantly scale up effective treatment 

coverage is substantial; the net present value across the 15 years of scale-

up translates to ZAR 389.7 billion (303.5 Net present value), equivalent to 

an average of ZAR 26 billion per year, although many costs will be capital, 

upfront investments related to infrastructure development, thereby 

representing a longterm investment and not contributing to recurrent 

costs.  

Together, these costs translate to 11.6% of the current health budget of 

ZAR 224.7 billion, whilst representing 9% of the projected budget 

expected by 2035, assuming a conservative 2% growth following this 

MTEF period. It has been estimated that to match the most 

comprehensive mental health systems in the world, countries should 

expect to allocate up to 10% of the total health budget to mental health 

[100], and therefore our estimates fall within recommended norms. The 

analysis reflects a 4.4-fold increase in coverage across MNS disorders, 

whilst requiring a doubling in the currently estimated expenditure on 

mental health by the end of the 15-year scale-up period. The increased 

budgetary need over time, relative to the substantial increase in coverage, 
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can be achieved through improved efficiency in service delivery and 

current expenditure – which presently results in a significant treatment 

gap on account of heavily hospi-centric services and insufficient 

investments in the district, primary and community health care levels.    

This Investment Case also calls for contributions by other departments, 

namely the Department of Basic Education, Social Development, and 

Human Settlements in alignment with their mandates.  In line with global 

initiatives, responding to mental health requires a whole of government 

approach. This includes an estimated contribution of ZAR 34 million 

annually by the Department of Social Development, ZAR 214 million 

through Basic Education, and ZAR 895 million by Human Settlements; all 

of which reflect less than 3% of their respective budgets.  

These investments must be considered in light of the estimated losses to 

the economy should MNS disorders remain unaddressed. In 2021, 

economic losses are estimated at ZAR 151 billion and will amount to ZAR 

2.4 trillion (1.9 trillion NPV) over the scale-up period, representing an 

annual loss of 4% of the country’s GDP. The combined economic value of 

this lost productivity greatly exceeds the estimated cost of current mental 

health expenditure and the projected service scale-up. This is in alignment 

with estimates across OECD countries estimating economic losses of more 

than 4% of GDP due to unmanaged MNS disorders [113]. This does not 

account for the large informally employed workforce that currently exists 

in the country, thus presents a conservative estimate as to the magnitude 

of economic losses. 

Furthermore, these investments should be reflected in conjunction with 

the significant returns-on-investment estimated for several of the 

conditions modelled, namely those addressing common mental disorders 

(depression and anxiety disorders), including those for perinatal and 

adolescent populations, epilepsy, as well as early interventions for risky 

alcohol and substance consumption. Whilst the cumulative costs reported 

above include service provision along with the programmatic investments 

required to enable their effective delivery, infrastructure and training 

requirements are not incorporated in the analysis. Their benefits will 

translate into broader health system improvements through widespread 

training of all primary health care providers as well as the long term 

benefits of infrastructure improvements.  

These positive benefit to cost ratios, having included the social value of 

restored health and well-being,  range between 1.2 and 4.7. Any benefit to 

cost ratio exceeding 1 is indicative of a valuable investment. Our analysis 

has found benefit-to-cost ratios of 4.0 and 3.6 for adult and childhood 

depression, 4.7  for perinatal depression and 1.5 and 0.6 for adult and 

childhood anxiety, respectively.  Notably, after accounting for a modest 

annual increase in our GDP of 1.6% over the next 15-years, and including 

the health care savings the health sector will accrue through avoided 
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treatment costs, our returns increase to 4.4 and 4.3 for adult and 

childhood depression; 5.1 for perinatal depression and 1.6 and 0.7 for 

adult and childhood anxiety, respectively.  

In comparison, global return-on-investment analyses report returns of 5.5 

and 3.9 for depression and anxiety, respectively.  The differences in our 

local estimates can be 

attributed to several 

factors.  Firstly, this Mental 

Health Investment Case 

has taken into account our 

baseline service delivery 

environment, with 86% of 

spending occurring on 

inpatient care, thereby 

requiring a gradual shift 

toward more efficient 

primary and community-based service models over time, in tandem with 

programmatic and capital infrastructure investments needed to support 

such a service transition. Paramount to this redistribution of services is the 

provision of sufficient supervision to support generalist health workers; as 

a result, the cost of treatment at the primary care level has included 

supervision time provided by District Mental Health Teams, particularly for 

the management of complex cases. At 12% of GDP, and accounting for 

close to 65% of health expenditure, the government wage bill is 

considerable; when compared to OECD countries and other emerging 

economies, the remuneration of civil servants in South Africa is 

comparatively high [108] and drives the cost of service provision. 

Secondly, the global investment case has not yet modelled returns for 

children and adolescents, nor have specific interventions for perinatal 

service provision for depression been costed, as presented herein.  

Thirdly, local research and implementation experience has enabled the 

team to change key inputs modelled in the international ROI analysis. For 

example, whilst international intervention inputs recommend the provision 

of group and individual psychotherapy sessions on an equal basis, local 

service delivery has shown that the majority of users will not attend group 

counselling sessions, and as such, only 10% of those in need are modelled 

to receive group counselling in our analysis. Fourthly, the analysis has 

been undertaken during a considerable health and financial crisis in the 

country, illustrated by unemployment rates in the realm of 30%, a 

shrinking GDP and a labour force participation rate of just over 50%; all of 

which contribute to diminished estimates of economic returns. Whilst the 

economic outlook is not expected to improve in the short term in the 

country, it is hoped that in the medium-to-long term, economic 

improvements will translate into increased economic returns.    

“That’s the reality, we have to decentralise the service, 
get it down to primary health care level and we need 
that money to reach primary health care” 
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Promotion and Prevention  

Due to the paucity of 

evidence related to the impact 

of promotion and prevention 

interventions for mental 

health, thereby limiting the 

possibility of their inclusion in 

this analysis, there is 

worldwide recognition that 

childhood and adolescence 

represent a key window of 

opportunity to promote 

positive mental health, with demonstrated benefits across the life course. 

The analysis, therefore, includes the provision of early interventions for 

children and adolescents in schools through social and emotional learning 

programmes that have demonstrated long-term benefits, including 

improved emotional and social functioning, positive health behaviours, 

and improved academic performance[122]. This report includes the 

analysis undertaken by the WHO for a range of countries, including South 

Africa, with estimated returns-on-investment for the universal social and 

emotional learning programme, providing services for all school-going 

children aged 12-17 years, resulting in a 1.9 to 1 return-on-investment by 

the scale-up period; with the consideration of savings and a modelled 

increase in the GDP of the country over time, the return-on-investment for 

universal social and emotional learning programmes increase to 2.3. These 

positive returns result from the significant number of cases of depression 

and anxiety averted through universally delivered social and emotional 

learning programmes in schools, although such interventions only 

targeting learners identified to have sub-threshold depression and anxiety 

do not demonstrate similar returns.  

The analysis suggests that targeting children before the development of 

symptoms in schools is a key preventive strategy for common mental 

disorders. Provision of intensive psychosocial interventions and 

medication within the health care context for children with moderate-

severe depression does however yield significant returns-on-investment, 

particularly through significant improvements in remission and therefore 

reductions in the prevalence of these disorders amongst this population.  

The return-on-investment for intensive interventions for adolescents with 

moderate-severe anxiety, by comparison, were not found to be as high. 

Approximately 30%–50% of youth receiving 12 weeks of combination 

treatment will continue to experience some residual symptoms [123]. The 

complexity of childhood anxiety and its interaction with a range of other 

comorbidities may be part of the reason for the limited returns-on-

investment modelled in our analysis. As a result, treatment will need to be 

augmented or prolonged to strengthen outcomes by targeting residual 

“As soon as school is out, to get to the adolescents 
and teenagers, it is very difficult…youth services are 
not working optimally...because the majority of them 
are at school….so usually they don’t …come in… 
otherwise they miss school” 
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symptoms and the specific predictors of poor remission amongst children 

and adolescents with anxiety.  

As mentioned in the methodology, estimated economic returns through 

the provision of interventions to children and adolescents are likely an 

underestimate, as immediate productivity gains due to reduced 

absenteeism and presenteeism were not included for children and 

adolescents, both for the facility-based and school-based interventions as 

they do not form part of the current workforce. In addition, there is 

currently no established methodology for translating how impacts on 

educational attainment during adolescence (which can be improved by 

mental health prevention interventions) translates into an improved job 

earning potential later in life. Furthermore, anxiety does not impose a 

mortality burden in comparison to depression, which further impacts the 

return-on-investment analysis.  

It is well known, and reiterated through provincial engagement, that the 

lack of child- and adolescent-friendly services within the health care 

setting represents a significant impediment to accessing this population; 

this will need to be urgently addressed to make strides in improving the 

health and well-being of children and adolescents.  Whilst this Investment 

Case has demonstrated that the provision of universal social and 

emotional programmes to all learners represents a promising, and high-

yield, an opportunity for targeting this population; treatment for children 

and adolescents will need to be supplemented by parental involvement.  

Whilst our analysis models the provision of family psychoeducation and 

parental skill training for conduct and attention disorders, this should be 

expanded for children with co-morbid depression and anxiety to yield 

positive results. The lack of positive returns on investments for these 

interventions only specifically targeting conduct disorder and ADHD again 

is also affected by the lack of immediate productivity contributions by 

children.  

A review of the impact of paediatric occupational therapy practice [124] 

has found that activity-based interventions have translated into 

improvements in children’s social interaction, self-esteem and reductions 

in behavioural problems. Furthermore, in school settings, the provision of 

occupational therapy within integrated service delivery to students with 

disabilities and mental illness have also been demonstrated to be cost-

effective amongst both students at risk and those without risks[125]. Their 

use in the provision of SEL interventions within schools has not been 

explored however within this analysis. Additional services that should be 

explored also include the provision of peer and family support groups; 

protective workshops; mental health literacy and self-care, although this 

has not been modelled yet within this analysis. Evidence from other 

setting have yielded very positive results from peer support programmes, 

both for children and adults.  
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Compared to standard community care for psychosis, which has been 

modelled for our context, early interventions for psychosis services for 

people with first-episode psychosis has been found to yield significant 

reductions in psychotic symptoms, reductions in suicide, hospitalisation, 

need for antipsychotic medication and care-giver burden, in addition to 

improvements in functioning, quality of life, and increased involvement in 

school and work. These interventions have only been delivered in high-

income countries, and as such, the intervention inputs and feasibility of 

implementation need to be further explored in our setting. This 

intervention is however worth exploring as economic modelling 

undertaken in the United Kingdom has estimated a saving of £131 million 

(2.6 billion) over 10 years [126].  

The analysis also includes the 

costs associated with the 

delivery of a mass radio 

campaign, with global 

evidence demonstrating 

reductions in poor health 

behaviour [127].  Whilst we 

have not modelled any impact 

associated with such a 

campaign,  due to the lack of 

publicly available evaluations 

of Department of Health 

media campaigns, other examples have anecdotally demonstrated this 

mechanism as an effective mechanism to improve health literacy and 

reduce stigma.  A study, undertaken in South Africa amongst health 

workers and service users [128]  found that mental health stigma is 

perpetuated across family and friends, the broader community, employers 

and amongst health care providers; the causes of stigma often being 

misconceptions about mental illness.  These findings were supported by 

our provincial workshop participants. The experience of stigma delays 

help-seeking and the mistreatment of MNS users. International research 

has demonstrated that communication should be recognized not only as a 

tool but as a framework from which identities are formed, with studies 

exploring the link between mass media and stigma for individuals living 

with MNS disorders demonstrating that such strategies can play a role in 

societal perceptions of mental illness [129]. Whilst radio is a key platform 

with which to reach all population segments in South Africa, the 

opportunities provided by social media platforms, particularly for 

adolescent populations, should be explored as an alternative or 

complementary strategy.  

The development of mass communication and education material, in 

addition to service provision, should be provided in a language 

understood by patients, in alignment with the Patient’s Rights Charter. It 

has been highlighted that for South Africa to meet its obligations towards 

the rights of access to non-discriminatory health care, then provision 

“You know, currently our IEC [Information Education and 
Communication] material is only in English and Afrikaans so 
we don’t have enough for Sesotho, Tswana so I think that is 
where we are lacking – translation of our IEC materials to 
cover others” 
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should be made for translation services within health service provision. 

Language barriers remain an important contributing factor to adverse 

health outcomes. With respect to mental health, ensuring culturally 

appropriate communication is paramount [130]. A novel initiative 

developed in Argentina [131] and later rolled out in France uses media 

communication as an opportunity for people living with MNS disorders to 

play an active role in perception change by hosting these radio shows 

themselves. In light of the approach towards the decentralisation of 

mental health services and the increased delivery of care by generalist 

health workers, including community health workers, addressing mental 

health-related stigma will be integral.  

Early Interventions for Risky Alcohol and 
Substance-use  

South Africa reports the fifth-highest alcohol consumption rate in the 

world [132]; the resultant effects on trauma admissions, gender-based 

violence and risk-taking behaviour are considerable. According to a report 

published in 2020, just over the period between the 26th of March and the 

3rd of April, 8700 cases of GBV were registered [133]. The Alcohol Advisory 

for the National Coronavirus Command Council, in their report to the 

Ministerial Advisory Committee, estimated that during the first lockdown 

period which included a ban on the sales of liquor, spanning 

approximately 4 months, a 60% to 70% reduction in trauma admissions 

were seen, saving the health department approximately 1.3 billion [134]. 

Whilst it is of course acknowledged that the alcohol ban does not 

represent a long term solution, the identification and provision of brief 

interventions for identified cases of risky alcohol and substance 

consumption (SBIRT) at the primary health care level and acute trauma 

wards represent a low-cost, early intervention, with local implementation 

demonstrating a high rate of feasibility and acceptance by 

stakeholders[135]; the potential long term impacts on reducing trauma 

admissions have not been modelled, however. A series of broader 

population and individual-level interventions have been recommended to 

address the country’s substance abuse crisis [132, 136].  

The provision of screening and brief counselling interventions for those 

identified as risky alcohol users yields a positive return-on-investment in 

our analysis, estimated to be 1.2 at the end of the scale-up period, and 1.3 

after accounting for health care savings on account of reduced cases 

requiring intervention and modest GDP growth. Positive returns are not 

achieved for the provision of this intervention to those identified to be 

risky substance users, however. As previously mentioned, the impact of 

this intervention is relatively modest, with a 7.5% remission rate modelled 

for those identified to be risky alcohol users and 6.0% for risky substance 

users, pointing to the likely need for a more intensive intervention, 

particularly for risky substance-users. Further, these impact estimates are 

drawn from the global literature and require additional validation for our 
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context. Limited improvements in remission are explained by the low 

adherence rates assumed in this analysis, estimated at 50%. It is possible 

that as South Africa rolls out Screening, Brief Intervention and Referral to 

Treatment (SBIRT) programmes in the country, estimated counselling 

sessions may be adapted to optimise impact. Furthermore, these savings 

do not account for all other potential savings for example those 

associated with improvements in adherence to treatment for other chronic 

conditions, reductions in risky behaviours, trauma admissions and gender-

based violence. It is also worth highlighting that these cost savings are 

conservatively measured against the cost of delivering SBIRT services; 

there is a strong likelihood that if these populations do not receive the 

necessary early interventions, risky alcohol and substance users are likely 

to become dependent, for which services are far more expensive. The 

average cost of the alcohol withdrawal and relapse prevention service 

amounts to ZAR 3,689, whilst for drug withdrawal, these costs rise to ZAR 

58,030, per case.  Therefore, the long-term savings through this 

preventative approach is likely to far exceed those that have been 

estimated within this Investment Case.  

An evaluation of the provision of SBIRT in emergency settings in South 

Africa found that 37% of patients met the criteria for risky substance use, 

for which 83% received the intervention [135]. This therefore may 

demonstrate increased feasibility and adherence in our context relative to 

the global evidence base. The programme was adopted into routine 

services and found to be acceptable and appropriate by stakeholders 

owing to the recognized burden of substance-related harm in emergency 

centres and favourable patient responses. There were some concerns 

however amongst some stakeholders that the provision of this 

intervention may be incompatible with emergency centre operations and 

its rapid implementation limited effective engagement with a diverse 

stakeholder group. For our analysis, we modelled the provision of this 

intervention also in primary health care centres in which there may be less 

pressure to provide the service amidst the urgency to address the physical 

needs of people attending emergency centres. Assessments are also 

already underway to evaluate the outcomes of a national rollout of a 

cascade train-the-trainer model of task-sharing to build the capacity of 

the HIV workforce to deliver Screening, Brief Intervention, and Referral to 

Treatment (SBIRT) to address risky alcohol use [137]; with funding support 

for training provided for by PEPFAR.  

Workplace Mental Health  

Given the significant economic costs of inaction estimated through this 

analysis, compounded by the unique trauma experienced among South 

Africa’s health workforce due to COVID-19, there is an urgent need to 

prioritize employee wellness programmes. Workplace mental health needs 

emerged as a very strong recommendation from the provincial 

workshops.  Notably, workplace mental health concerns were raised by all 
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Government sector 

participants attending the 

provincial workshops, and 

not limited to the health 

sector.  In particular, 

participants noted significant 

increases in depression, 

anxiety, alcohol-use and 

substance-use disorders 

manifesting in their 

workforce.  

According to global evidence, the essential components for workplace 

mental health programmes include [138]:  

• Building resilience, through the supportive environments that allow for 

career growth and innovation, improved recognition of employees and 

their involvement in decision-making. 

• Mainstreaming mental health, through increased awareness building. 

• Reducing stigma and related discrimination against mental illness by 

increasing education and mental health literacy among employees and 

their supervisors. 

• Focusing on interpersonal relations through conflict management, 

communication, particularly during organizational changes, relaxation 

training, and group-based stress education amongst emergency workers.  

• Strengthening systems to appropriately providing screening, detection 

and care pathways for employees. 

• Effective delivery of employee and family assistance programmes (EFAP) 

through the provision of peer counselling including those provided within 

digital platforms, and assessing the potential of reducing co-payments 

from medical insurance claims. For example, the Vula app, available in the 

country, could serve as an ideal platform for online support.   

• Mental health scorecard to collect accurate indicators of the costs, 

process and outcomes of implementing these programmes, to be able to 

effectively measure the returns-on-investment over time. in order to 

measure the ROI over time.  

An ROI analysis conducted in Canada [139] indicated a possible 2.2 return-

on-investment amongst workplace programmes running for at least three 

years. Another analysis conducted by Deloitte [140] found the estimated 

cost of poor mental health in the workplace in the United Kingdom 

amounted to approximately £33.0 billion to £42.0 billion; the mid-point of 

which is equivalent to almost 2% of the United Kingdoms’ GDP (2016). 

These costs are borne by a range of businesses, translating to 

approximately £497-£2,564 per employee, depending on the industry; 

although, the findings demonstrate that the majority of these costs are 

disproportionately born by the public sector, particularly in the health 

sector. The overwhelmingly positive return-on-investment of workplace 

mental health interventions, resulted in an estimated ROI of 4:1. 

“And you’ll be surprised what comes out from the 
nurses. Some don’t realise they are having a 
problem, they are just going on. And when you start 
training them, in-servicing them about stress and 
depression, you find some you need to refer” 



 147 

It is recognized that South Africa also holds a large informally employed 

workforce, estimated at 30% in 2019, with increases in the informal labour 

force being reported since 2013. The latest statistics published by STATS 

SA show that by the 4th quarter of 2020, informal sector employment rose 

by 7.7% in comparison to a growth rate of 2.4% in the formal sector [141].  

These groups would theoretically be excluded from such workplace 

interventions and innovative solutions are needed to develop mental 

health workforce interventions for informally employed workers in our 

unique context. The modelling of the cost and implications of workplace 

mental health interventions has not been undertaken in this analysis and 

represents an area for future exploration.  

Human Rights and Hidden Costs  

As outlined throughout this Investment Case, the values driving this 

undertaking have given equal merit to the intrinsic value of improved 

mental health and well-being as a worthy goal of investment, independent 

from the value generated through the financial returns of improvements 

in economic productivity.  Further, these analyses adopt the perspective 

that improvement in the system of care should not be only guided by 

containment of costs or cost-effectiveness but balanced by moral 

imperatives for rights-based, quality care as identified by the Human 

Rights Commission to correct historical imbalances.  As such, the provision 

of care for behavioural and developmental disorders, severe MNS 

disorders, as well as alcohol- and substance-use disorders and dementia, 

in addition to forensic assessment needs and long-term care for state 

patients, have also been included as fundamental aspects of this 

Investment Case.    

It is important to bear in mind that the field of economic evaluation is 

rapidly evolving, with an increasing critique of the narrow focus of cost-

effectiveness analysis approaches and their limitations in sufficiently 

capturing all costs and benefits relevant to the assessment of public 

health interventions. The capability approach advocates that programmes 

are evaluated based on their impact on the extent to which an individual 

has the capability to function optimally. A person’s ability to maximise 

their utility is therefore dependent on opportunities and useful options 

available to them. This approach considers five overarching attributes of 

capability wellbeing: stability, attachment, achievement, autonomy and 

enjoyment.  

The use of a descriptive system based on dimensions or attributes as an 

evaluation approach is similar to the Quality Adjusted Life Year (QALY)  

approach. The quality-adjusted life-year represents a measure of disease 

burden, including both the quality and the quantity of life lived in which 

one QALY equates to one year in perfect health, with scores ranging from 

1, to signify perfect health and to 0, representing death. The key 

difference between them is that the descriptive system employed by the 



 

 148 

QALY is limited to health dimensions –  rather than capability (freedom) to 

pursue health improvement [142]. Furthermore, the capability approach 

advocates for a preference-based approach to weight attributes based on 

individuals’ own preferences.  Inequality and disadvantage in this regard 

are mediated by social, economic and environmental constraints [143, 

144]. A person’s “capabilities” are therefore determined by the 

opportunities available to them, and their ability and freedom to choose 

from these opportunities and meaningfully participate in society [143, 

145]. Sen himself, in his original conceptualization of how the theory of 

capabilities could contribute to development, called for progress from 

different sectors [144], arguing that what is needed is not only more 

resources (which should be advocated for, but which may always be less 

than what is needed) but “careful strategic dialogue and action” [146] p 

87, between sectors. This relates to shifting the status quo of government 

departments (notably The Department of Health (DOH) and The 

Department of Social Development (DOSD)) from working in “silos” and 

competing for scarce resources.   

The estimated investments across all modelled interventions must also be 

considered in light of the considerable medico-legal claims being brought 

against the Department of Health in light of poor service quality with the 

Life Esidemini Tragedy highlighting the significant risk of decentralising 

services without significant injections in community-service development. 

The Life-Esidimeni Tragedy has resulted in 135 claims, each of which cost 

the Department of Health ZAR 1.2 million, amounting to a total of ZAR 

162 million.  As such, this analysis explores the gradual build-up of 

community-based residential and day-care services whilst maintaining 

investments at the hospital level. Whilst only additional bed needs are 

costed in this analysis, the current quality of inpatient psychiatric units, 

particularly at the district and regional level(s) speak to a pervasive crisis 

that needs to be addressed through the rehabilitation of the majority of 

these units.  

The provision of community-based residential- and day-care services has 

been costed in this analysis, although an explicit additional return on 

these investments could not be measured. For this analysis residential and 

day-care services are modelled for a small sub-set of populations living 

with psychosis and bipolar disorder, as well as intellectual disability and 

dementia; this service is costed as part of their core treatment package 

despite estimates of the additional benefits associated with this platform 

not yet available in our setting. It is acknowledged that community 

services are required for many of the other MNS disorders, in particular, 

alcohol and substance-use disorders, but have not been modelled in our 

analysis due to the absence of data on populations in need and basic 

service requirements. The community services place emphasis on 

rehabilitation through the provision of full-time occupational therapists 

and supervisory OT visits, as well as primary health care nurse visits to 

residential units for medication delivery, pharmaceutical management and 

adherence support. A full-time social worker is provided for both 
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residential and day-care services to establish essential links with the 

Department of Social Development. In the longer term, these should be 

expanded to include additional auxiliary and specialist support including 

physiotherapy, speech therapy and vocational counsellors.  

The provision of these services is likely to reduce caregiver burden, 

improve caregiver participation in the workforce and reduce readmission 

rates, estimated to account for close to 20% of South Africa’s current 

mental health expenditure. Due to the absence of data, these 

improvements could not be modelled in the analyses and as such, our 

returns are again conservative in nature. Whilst the provision of a 

comprehensive team to provide Assertive Community Treatment (ACT) 

has not been included in the analysis due to the considerable costs of the 

model rolled out within the Western Cape, it is anticipated that modelled 

supervision support by DMHTs includes support to those within 

community-residential services, in addition to the provision of the 

monthly professional nurse support.  ACT has been found to translate into 

a 272% reduction in length of inpatient admission (24.7 days vs 67.2 days) 

as well as a 292% reduction in the number of readmissions (0.41 vs 1.2) 

[147].  Whilst a full ACT model has not been included, it is likely that at 

least a proportionate amount of these benefits will be yielded through our 

proposed community mental health service platform. Furthermore, the 

provision of rehabilitation has been associated with a 62% reduction in 

hospital admissions; a 75% reduction in length of inpatient admission 

[148] as well as caregiver respite [149]; rehabilitation is a key component 

of the service platform outlined for community-based care.   

The shortage of forensic and state patient beds in the country renders a 

large number of patients remaining in correctional facilities whilst awaiting 

beds. As of July 2020, the Department of Health reported a backlog of 

1,674 forensic assessments and 193 state patients. The shortage of 

forensic beds has necessitated the adoption of adapted approaches to 

rendering this service through outpatient assessments and the contracting 

of private providers to provide the service which has proven successful in 

a number of settings across South Africa. A study conducted in Limpopo 

reported that 85% of patients could be assessed on an outpatient basis, 

and the approach resulted in improved collaboration with SAPS and the 

Department of Justice and Constitutional Development [150].  

A retrospective analysis of clinical records of state patients admitted to 

forensic psychiatric hospitals in the KwaZulu-Natal province found that 

78% [151] of patients assessed were determined not to be fit to stand trial. 

This translates to a significant number of offenders requiring long term 

state patient stays, estimated to last between two to five years according 

to feedback received from the Department of Health. Furthermore, 35.0% 

and 28.5% of those patients were diagnosed with intellectual disability 

and schizophrenia. Notwithstanding the human rights obligations of 

providing care for these groups, the returns-on-investment analyses for 

these conditions have not accounted for the significant reductions in 



 

 150 

offending and the resultant savings likely to be accrued by the 

Departments of Justice, Corrections, and Health in making care for these 

groups universally available, acceptable and of sufficient quality, 

throughout their lifespans’.  

Furthermore, the provision of halfway houses should be explored as an 

alternative to long state patient stays once reclassified, with building costs 

(excluding land) obtained from the department of human settlements 

amounting to ZAR 3.4 million. Whilst this estimate excludes the staffing 

personnel required, it stands in contrast to the exorbitant cost of forensic 

inpatient facilities, estimated at ZAR 7.36 million.  Patients should not be 

required to stay longer than necessary due to the absence of transitionary 

spaces for them to reintegrate into the community.  

Mental health and its Comorbidities 

Data limitations have restricted the ability for this Investment Case to 

directly model the significant benefits of investing in the mental health 

system that will be realized for health outcomes of other health 

conditions. Nonetheless, it is important to characterize both the scale and 

importance of these potential benefits using available evidence.   

The prevalence of hypertension is estimated at 20% [152] of the adult 

South African population, with projected increases by over 40% in the 35-

65 age group by 2030 [153]. An evaluation of primary health care visits 

across the country showed that visits for hypertension follow up 

accounted for 10% of all consultations, highlighting a significant burden 

on the health system [154], whilst a study conducted in Khayelitsha 

demonstrated that hypertension was the most common comorbidity 

among adults with TB, HIV, and diabetes [155]. A meta-analysis published 

in 2020 exploring the burden of depressive disorders across 5,299 adults 

living with hypertension in South Africa, Nigeria, Ghana, Ethiopia and 

Burkina Faso determined that the prevalence of depressive disorders 

among this group was 17.9%; with the prevalence of depressive symptoms 

estimated at 33% [156]. Results of the World Health Surveys have revealed 

that co-morbid depression exists amongst 9.3% of those diagnosed with 

diabetes, as well as a range of other chronic conditions [157]. 

Furthermore, the prevalence of depression is found to be higher with the 

existence of two or more chronic physical conditions, estimated as high as 

23%. Similar findings are reported for the South African context, in 

particular with the existence of multiple co-morbidities[158, 159]. Data 

from the World Health Surveys suggest that people living with NCDs are 

two to five times more likely to suffer from depression. Mental health has 

been demonstrated to both compromise prevention and treatment efforts 

by compromising adherence and self-care, in addition to the fact that 

through its impact on the endocrine and immune system, depression and 

anxiety translate to effects at the biological level [160].  
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The potential extent of comorbidities is also highlighted by drawing from 

Discovery Health medical claims data obtained from Quantium Health, a 

data analytics firm with an established relationship with Discovery Health.  

Analysis of these data (as of February 2020) demonstrates significant rates 

of comorbidities between MNS disorders and other chronic conditions – 

both for common mental disorders and amongst those deemed more 

severe in nature. Amongst Discovery Health members with diagnosed 

depression, for example, 16% also have a diagnosis of hypertension with 

4% having a diagnosis of diabetes.  Similar trends are seen among 

members with a diagnosis of anxiety where 15% and 4% of members also 

have a diagnosis of hypertension and diabetes, respectively.  Among 

Discovery Health scheme members diagnosed with schizophrenia, 15.5% 

and 5.2% also have a diagnosis of hypertension and diabetes, respectively; 

with 14.1% and 4.1% of members diagnosed with bipolar disorder also 

having a diagnosis of hypertension and diabetes, respectively. Of 

particular significance, 10.4% and 3% of Discovery members diagnosed 

with alcohol-use disorder and 20% and 10% of Discovery members 

diagnosed with substance-use disorder, also had a diagnosis of 

hypertension and diabetes, respectively.    

A meta-analysis of the impact of depression treatment on adherence to 

anti-retroviral therapy (ART) has found the odds of adherence to ART to 

be 83% higher with the provision of depression treatment, with greater 

improvements reported for samples with lower CD4 counts, higher rates 

of severe depression and interventions specifically targeting depression as 

the primary objective[161]. Another study conducted in South Africa 

found that at the time of ART enrolment, 33%, 49% and 33% of patients 

screened positive for depression, anxiety and substance abuse 

respectively; the study found that after a 6-month follow up period, the 

odds of being lost to care was 3.46 and 3.89 among those screened for 

depression and alcohol use disorder compared to those without 

depression and alcohol use disorder [161]. The country has seen an 

exponential rise in funding for its HIV response, with government 

allocations growing from ZAR 1.2 billion in 2004/5 to ZAR 17.5 billion in 

2016/17 [162], rising to ZAR 24.5 billion being allocated in the new budget 

[163]. Despite this 14-fold increase in expenditure, there remain 

opportunities to optimise the HIV response to ensure the country meets 

its targets. Depression compromises anti-retroviral treatment (ART) 

adherence and virological suppression, thus threatening the effectiveness 

of South Africa’s ART programme. According to the country’s latest 

Thembisa model [164], progress towards achieving the country’s 90-90-90 

targets have been mixed, particularly with regards to those diagnosed 

being placed on ART.  

With regards to TB, a study conducted within PHC clinics in South Africa 

found that 81% of patients reported symptoms of distress; other studies 

conducted in South Africa report rates of depression among TB patients of 

46% [165]. Another scoping review found that the risk of contracting TB 

and alcohol-attributable TB mortality rise with increasing rates of alcohol 
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consumption, attributing approximately 17% of TB incidence and 15% of 

TB mortality to alcohol consumption, with the likelihood of TB non-

adherence rising on account of heavy alcohol use[166]. The impact of 

mental health on other comorbid conditions not only exist for infectious 

diseases, but also for other chronic conditions including hypertension and 

diabetes A study conducted in Ghana found that the experience of stress 

increased the likelihood of non-adherence to hypertension medication 

(2.42 Odds ratio (OR))[167].  

Perinatal Mental Health  

Perinatal mental health refers to the period during pregnancy and the first 

year after birth [168]. Depression and anxiety are the most common 

mental health problems during pregnancy, with evidence demonstrating 

that approximately 12% of women experiencing depression and 13% 

experiencing anxiety at some stage, with many experiencing both as 

comorbid conditions. Depression and anxiety have also been found to 

affect 15 to 20% of women in the first year after birth [168]. 

Notwithstanding the economic and individual costs of maternal 

depression, the intergenerational impacts of maternal depression have 

been demonstrated, with children of depressed mothers at increased risk 

for health, developmental and behavioural problems [169]. The high rates 

of maternal depression estimated in LMICs are influenced by the socio-

economic conditions in which many women live, including those 

characterized by poverty, intimate partner violence, limited control or 

participation in financial decisions and overcrowded living conditions, with 

strong evidence demonstrating that maternal depression amongst women 

experiencing social disadvantage is linked with poor infant outcomes. 

Furthermore, depression has been strongly associated with suicide and is 

a leading contributor to rates of maternal mortality globally. Suicidal 

thoughts or actual self-harm has been found to occur in up to 20% of 

mothers in LMICs [170].  

While a comprehensive assessment of the mental health burden in South 

Africa remains lacking, including the population-based estimates of 

perinatal depression and anxiety, evidence is drawn from a number of 

locally implemented studies as well as globally conducted reviews [171-

174]. The prevalence of perinatal depression and anxiety in South Africa 

exists in the upper bounds estimated for LMICs and has been estimated as 

20% for depression and 15% for anxiety among women in the perinatal 

period. Owing to the significant burden of perinatal depression and 

anxiety, independent modelling for this sub-population was conducted for 

this investment case. Addressing maternal mental health provides a critical 

opportunity for South Africa to address its failings to achieve the 

Millennium Development Goals, and attain maternal and child health 

targets established by the Sustainable Development Goals.  
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There exists a strong evidence base that perinatal depression, the most 

common form of mental disorder during the perinatal period, can be 

effectively treated. The effects of psychotherapy have been found to yield 

comparable effects as compared to the provision of pharmacological 

treatments; the provision of both however has been determined to be 

more effective than either intervention in isolation [175].  A range of 

effective psychological interventions for treating depression during the 

perinatal period include cognitive behavioural therapy, interpersonal 

therapy and group psychoeducation; these interventions have been 

demonstrated to reduce symptoms of depression as well as improved 

compliance with treatment and attendance at health care facilities [176]. 

While reductions in maternal depression in and of itself are necessary but 

not sufficient for preventing negative child outcomes [177], trials 

undertaken globally and in the South African context have included 

services to address the mother-infant relationship, infant health and 

emotional, social and cognitive development through improvements in 

maternal knowledge and caregiving skills [176]. Such interventions have 

demonstrated improvements in maternal functioning, mother-infant 

bonding, as well as infant cognitive, social, emotional and physical 

development [178, 179]. 

Furthermore, an emerging evidence base exists in LMICs relating to the 

effective interventions provided through non-specialist settings [180]. 

Recommended by the Word Health Organisation, the Thinking Healthy 

Programme [178] offers cognitive behaviour therapy delivered by 

community health workers for mothers with perinatal depression and has 

demonstrated that it can improve infant outcomes, including diarrhoea 

and immunisations. Task-shifting programmes, including those that utilise 

trained community health workers (mentor mothers), have been also 

trialled in South Africa [181-184]; and have already proven to be cost-

effective for the treatment and support of women with HIV [185].   

It is worth noting that while a recent trial of a brief-tasked shared 

psychological treatment intervention in South Africa did not find a 

significant difference across intervention and control groups [186], the 

poor quality of training and supervision were explanatory factors for this 

outcome. Building on the previous learnings, a significantly expanded 

intervention has been developed, focussing on improving training 

processes [40], through which CHWs will be delivering a problem-solving 

therapy intervention to perinatal women; this intervention is currently 

being trialled in South Africa. The South African ROI reports significant 

returns-on-investment through the delivery of interventions addressing 

perinatal depression, though it must be mentioned that a significant 

injection of resources specifically for a dedicated training programme for 

CHWs and Outreach Team Leaders must accompany the adoption of 

these interventions, as outlined in the training component of this report.   
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Towards an Essential Benefits Package for 
Mental Health 

This Investment Case provides a synthesis of the increasing burden 

imposed by mental, neurological and substance-use (MNS) disorders and 

quantifies the burgeoning cost of inaction in addressing these conditions 

on the economy and population well-being. The analyses contained 

herein also provide an explicit treatment package to be provided at each 

level of care to address population needs, thereby acting as a tool that the 

development of the NHI benefits package can draw on.  

When reflecting the budgetary implications of the modelled package of 

interventions for MNS disorders in the country, total investments on 

facility-based treatment and rehabilitation interventions (including all 

non-capital service costs for community-based residential and day-care 

platform(s)), represents an average of 0.46% of the country’s current GDP, 

per year of scale-up. Our current GDP represents a significantly contracted 

economic climate on account of the COVID-19 pandemic, contracting by -

23.  
Implementation 
Considerations & 
Constraints 
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7.2% [187], though the National Treasury anticipates real economic 

growth of 3.3% in 2021, levelling to 2.2% in 2022.  Our analysis estimates a 

conservative 1.6% GDP growth over time and provides an alternative 

return-on-investment analysis aligned to this projected growth.  

Furthermore, the scale-up of services for MNS disorders is expected to 

contribute to economic recovery, both on account of a healthier 

workforce in the country as well as through infrastructure investments, 

anticipated to contribute to job creation in the country. Currently, South 

Africa loses an estimated ZAR 161 billion on account of the burden of 

MNS, translating to 4% of the country’s current estimated GDP. When 

accounting for all treatment based costs as well as programmatic needs, 

(excluding infrastructure as these capital costs have not been annualized 

over 30 years), expenditure for the first year would translate to ZAR 448 

per capita. The average annual cost over the scale-up period would 

translate into approximately ZAR 313 per capita based on the estimated 

population in 2035.  In comparison, the country’s allocation of ZAR 24.5 

billion in 2021 towards HIV, AIDS and STIs sub-programme translates to 

an estimated expenditure of approximately ZAR 410 per capita.  

Global criteria have been outlined by the World Health Organization for 

decision making toward the establishment of an essential benefit package 

(Figure 13)[1].  These criteria have been realised through this Investment 

Figure 11 Criteria for Essential Health Benefit Package Decision Making  

Principles of health benefit packages. Geneva: World Health Organization; 2021.  

Licence: CC BY-NC-SA 3.0 IGO [1] 
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Case as follows: (1) the health and economic losses due to MNS 

conditions are quantified; (2) cost-effective interventions are considered 

for scale-up;  (3) services are reoriented towards increased primary health 

care service provision in an attempt to address inequalities in the health 

system; (4) motivating for the adoption of these interventions in the 

benefits package is required to ensure increased financial protection; (5) 

the impact on the budget is determined; (6) the feasibility of scale-up with 

the consideration of essential programmatic enablers is explored; (7) a 

range of social and economic impacts of these interventions are 

quantified; and (8) the inclusive process for the development of this 

investment case has aimed to ensure political acceptability.  

The level of financial protection with regards to accessing essential health 

services in the country compromises progress towards UHC. In an 

assessment of the household economic costs due to depression, practices 

such as reducing food expenditure, and resulting decreases in capacity to 

pay for household resources, and increases in the presence of household 

debt, were all associated with increased severity of depression symptoms 

amongst households in which a member was affected by depressive 

symptoms [188]. Additionally, data analysed among Discovery Health 

members found that even amongst the insured population, a significant 

proportion of out of pocket expenditure is consumed when accessing 

care, with rates ranging from 18% for schizophrenia, 23% for bipolar 

disorder and 25% and 27%, respectively, for depression and anxiety; rates 

as high as 52% of out of pocket spending was quantified for scheme 

members living with alcohol- and substance-use disorders.  

Fiscal Space 

Baseline estimates of those receiving care in our analyses translate to an 

estimated coverage of 6.43%, with a total budget envelope for service 

delivery estimated at approximately ZAR 7.7 billion. Based on the 

formative costing study, an estimated ZAR 8.37 billion was spent on 

mental health services in 2016/17, amounting to a net present value of 

ZAR 7.7 billion. This falls closely within our estimates for normative service 

provision at baseline in the absence of the additional programmatic costs, 

relating to training, planned patient transport and the required 

governance structures, as well as costs associated with capital 

infrastructure.  

It is acknowledged that fiscal constraints may not allow for the adoption 

of all interventions, even if return-on-investment is a critical element of 

decision-making. In a constrained scenario, in which one does not 

estimate any additional budgetary space available for mental health 

service delivery, this level of coverage across all MNS disorders would be 

maintained. To scale up coverage in the absence of additional budgetary 

contributions, priorities would need to be established for which 

interventions (and related target populations) could be scaled up, 



 157 

according to the estimated costs of service delivery and their 

demonstrated returns-on-investment. It is possible to increase coverage 

for common mental disorders, but there lies an opportunity cost in such 

an approach, in which service scale-up for severe MNS disorders, alcohol 

and substance-use disorders as well as childhood behavioural and 

conduct disorders, intellectual disability and dementia remains 

inadequate. A balanced approach that takes into account both economic 

returns and human rights is required to ensure equity between MNS 

disorders in care provision.  

Intersectoral Action and Financing 

The social determinants of mental health have been well-established, and 

there is a growing body of evidence on the effectiveness of interventions 

addressing these upstream factors[189].  Insufficient recognition of the 

cross-sectoral benefits of population mental health and well-being has 

resulted in a continuation of many Departments adopting a singular focus 

on their own sectoral objectives with siloed resource allocation 

mechanisms. Exploring mechanisms to pool budgets across sectors could 

support the use of resources more efficiently. For example, there is clear 

evidence that education and school completion is an important protective 

factor for mental health – thus interventions to reduce school dropout and 

improve the quality of education have the potential for important mental 

health benefits. Under such co-financing approaches, the total cost of 

interventions, along with their multi-sectoral outcomes would be shared 

across sectors. Furthermore, leveraging funding from other sectors could 

offset global development assistance for health and optimise the nature 

of public spending in the country. The adoption of cross-sectoral 

financing models have taken off globally, however, the potential of such 

strategies and institutional feasibility has yet to be explored in South 

Africa.   

Addressing the social and non-biological determinants of mental health 

requires the implementation of policies and programmes outside of the 

health sector; with this in mind and in alignment with the country’s MHPF, 

this analysis attempted to include the roles and related costs for other 

relevant departments as much as data could allow, although it is 

acknowledged that this does not provide a comprehensive assessment of 

all potential Departments that should be considered or even the particular 

interventions that could be provided across sectors.  The large majority of 

costs quantified in this analysis relate to screening, detection and 

management of MNS disorders, and as such, fall within the budget and 

mandate of the Department of Health. The Department of Social 

Development’s mandates within costed interventions in this analysis 

include the support of substance abuse centres following detoxification by 

the Department of Health, the provision of subsidies and support to 

services catering to individuals with mild intellectual disability. The 

Department of Education has co-shared mandates with the Department of 
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Social Development in 

the support of centres 

for early childhood 

development, as well 

as the provision of 

services within schools 

for children, 

considered through 

the universal and 

indicated social-

emotional learning 

interventions 

modelled. The Department of Human settlements has the mandate to 

provide special housing for key populations, which include those living 

with MNS disorders, and their costs are considered through the capital 

infrastructure required to build residential units, halfway houses and the 

potential to support the construction of substance-abuse rehabilitation 

centres. The Department of Correctional Services holds a shared mandate 

to provide services for forensic patients, with the potential for the 

provision of long-term stay for state patients falling within the mandate of 

the department health. The significant cost estimated to meet the 

country’s long term state bed needs is significant however, and ensuring 

sufficient community support post-discharge, including through the 

establishment of halfway houses for parolees, providing ongoing support 

related to substance-abuse[190] and enuring employment opportunities, 

may address high rates of recidivism. Of key importance is the 

maintenance of ongoing medical support to licensed NGOs with 

treatment and rehabilitation staff to support residents’ ongoing care 

needs. 

An examination of innovative financing models implemented across LMIC 

contexts [191] found that the majority of co-financing models include the 

Health, Social and Education sectors as pioneers of co-financing success.  

Interventions were either implemented and governed by a single sector or 

delivered in an integrated fashion ensuring cross-sectoral accountability. 

The key enablers of the success of such approaches included resource 

availability and political relevance, while the absence of clarity around the 

roles of different players and the objectives of pooled funding served as 

barriers. Overall, however, positive process measures were reported, 

speaking to the potential of co-financing approaches to achieve positive 

outcomes.  

A key goal of NHI is to overcome the fragmentation, costliness and 

inefficiency currently existing within the country’s health system. This will 

require the establishment of structured relationships between sectors 

towards unified goals; financing mechanisms that will allow for joint 

budgeting and investment into community-based services; and inclusive 

district-level governance that draws away from the traditional, verticalized 

service approach that currently challenges mental health service 

“We had a meeting with our first Mental Health Forum that we 
established. We just met one time to develop ground rules. 
Social development said it’s not our business and they are 
upfront that they do not have any facilities that they subsidise 
and that cater for mental health users. The nature of the 
business and what they subsidize as entities are for physical 
ailments and for the elders” 
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provisioning. While it is acknowledged that the creation of co-financing 

mechanisms is complex and requires planning, in the short term increased 

intersectoral collaboration and communication is required. While 

provincial engagement identified successfully established intersectoral 

forums that facilitated at the micro-level, many reported challenges with 

the consistency of attendance and limited decision-making autonomy is 

given that senior-level departmental representatives remained absent at 

large from these meetings. Furthermore, many provincial participants 

called for increased training across sectors to increase awareness related 

to each sector’s mental health mandate and improve support systems 

across collaborating sectors.  

Successful implementation of community-based mental health care will 

require strengthened governance structures across relevant departments. 

Whilst lead government departments include the Department of Health 

and the Department of Social Development, there remains vagueness and 

overlap in service provision that requires clarification. The complex nature 

of mental illness renders the buy-in from a range of additional 

government departments increasingly important. This requires the 

inclusion of the South African Police Services to operationalise their legal 

mandate to assist in transporting people requiring admission to care. This 

will require improved policies and procedures, and dedicated funding for 

police officer training in managing psychosis in different contexts.  

Furthermore, the support of the Department of Rural Development and 

Land Reform will be required to secure properties that can be converted 

to NPO-managed mental health residential and/or day care facilities. 

Existing Financing Mechanisms 

It also bears mentioning that several funding commitments have been 

made in the country through the establishment of conditional grants 

which either directly or indirectly make provision for the financing of a 

number of actions proposed within this Investment Case, across sectors.   

An allocation of ZAR 319.8 million and ZAR 493.06 million has been 

allocated for the 2017/18 and 2018/19 financial years to enhance the 

implementation of the country’s ECD policy through the Department of 

Social Development [192]. This grant allows for ongoing support both for 

subsidy provision and the maintenance of such centres. Furthermore, 

there exists a series of additional conditional grants within the health 

sector from which the required investments in this analysis can draw on 

[193]. 

In the budget vote, the National Treasury has committed to providing 

increased investments towards community outreach services, which is 

anticipated to go towards harmonising and standardising the training, 

performance monitoring and remuneration of community health workers. 
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“Mental health was feeling like its first time it’s getting a 
grant but then it’s taken and then it’s been sent to HR 
and then you don’t see any appointment in mental health 
sector when it was here” 

As such, ZAR 5.7 billion is allocated over the MTEF period within the HIV, 

AIDS and STIs sub-programme.  

Treasury has also committed to investing  ZAR 23.5 billion over the MTEF 

period in health infrastructure through its two infrastructure conditional 

grants in the Health Facilities Infrastructure Management subprogramme 

in the Hospital Systems programme. The Health Facility Revitalisation 

grant, allocated to Provincial Departments of Health, amounting to ZAR 

19.2 billion over the MTEF period, is expected to contribute towards 1,500 

infrastructure projects, including new facilities, upgrades, refurbishments 

and maintenance. This grant is intended to be supplemented by the 

Health Facility Revitalisation component of the National Health Insurance 

Indirect grant, managed directly by the National Department of Health, on 

behalf of provinces (an allocation of R4.3 billion over the same period). 

Through these initiatives, there has been a commitment to increase 

spending in the Health 

Facilities Infrastructure 

Management subprogramme 

at an average annual rate of 

6.9%, from ZAR 6.9 billion in 

2018/19 to ZAR 8.5 billion in 

2021/22. Furthermore, in 

support of equitable access to 

tertiary health care services, 

the Treasury has recognized 

that such services are highly 

specialised, and require strong National coordination due to their unequal 

distribution across South Africa. This results in many patients receive care 

in neighbouring provinces; this is seen in the case of Mpumalanga that is 

yet to see a specialized Psychiatric hospital established. The country’s 29 

tertiary hospitals are supported through the National Tertiary Services 

grant to support provincial departments that manage patients from other 

provinces. Lastly, to fund medical specialists, equipment, and advanced 

medical investigation and treatment, the grant has been allocated ZAR 

13.2 billion in 2019/20, ZAR 14.1 billion in 2021/22 and ZAR 14.8 billion in 

2021/22 in the Hospital Systems programme[163]. Furthermore, the 

interfacility transfer costs for patients moving from acute to long term 

care may be financed through Emergency Transport Services.  

Abilities for provinces to access these grants and ensure that sufficient 

planning is in place to ensure that budgets are not underspent will be 

critical. It is recognized that in this fiscally constrained environment, with a 

zero-budgeting approach being adopted, annual reviews of budgets and 

their expenditure to both support fiscal rigour and increased efficiency in 

the allocation of expenditures is necessary. The reallocation of any 

budgets should both ensure that it does not harm the provision of 

constitutionally mandated programmes, but should also pursue 

efficiencies and reforms in the operational modalities of those 

programmes.  
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Emerging Global Opportunities for Mental 
Health Financing 

It has been well established that the growing burden of noncommunicable 

diseases (NCDs), are increasingly affecting millions of people worldwide, 

including in South Africa, with over three-quarters of these deaths 

occurring in low- and middle-income countries, dealing with concurrent 

infectious disease epidemics and high maternal and child mortality and 

morbidity. The large and sometimes avoidable costs are imposed on 

already overstretched government budgets. Until recently, however, the 

global development agendas for NCDs have not emphasised the urgency 

for increased resource mobilisation for NCD prevention and control, 

limiting mobilisation for increased country-level actions and perpetuating 

the inequality between its imposed burden and domestic resources to 

address it[194].  

To support countries towards achieving the SDG targets, in particular, SDG 

3.4 (to reduce by one-third pre-mature mortality from NCDs through 

prevention and treatment, and promote mental health and wellbeing), the 

WHO Independent High-Level Commission on NCDs’ is motivating for the 

establishment of a multi-donor fund, ‘to catalyze financing for the 

development of national NCDs and mental health responses and policy 

coherence at country level’[195]. There exists widespread support for the 

establishment of a Catalytic Multi-Donor Trust Fund for the Prevention 

and Control of NCDs and Mental Health (NCD MDTF) to provide 

predictable, multilateral and multi-year funding to provide momentum 

towards the scale-up of domestic resourcing for NCDs and mental health.  

The five focus areas agreed upon for such an initiative align with the move 

towards the integration of NCDs and mental health within ongoing health 

system strengthening activities.  

• National investment frameworks for NCDs and mental health  

• Establishment of pro-health partnerships and policy coherence  

• Stronger legislative and regulatory environments, supportive of a healthy 

and prevention-focused approach  

• Stronger health systems – scaled up access  

• Community-based and population-wide responses 

The NCD MDTF aims to mobilize between USD 200 – 300 million, to 

support 25 countries over a span of five years, with seed capital aiming to 

leverage additional resources through domestic and private sector 

investments for NCDs. In addition to demonstrated demand and need, the 

level of financial risk protection and demonstrated country commitment 

towards increased domestic resourcing (through the development of 

national NCD strategies accompanied by investment cases.  As such, the 

development of this Investment Case provides a critical resource for which 

government can engage with such international funding opportunities. 
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Infrastructure Constraints 

The analysis identifies severe infrastructure constraints to achieving the 

required scale-up of services, particularly at the district and regional 

hospital levels. While the analysis modelled an optimistic scenario of 

significant investments in mental health inpatient units at these levels, it is 

acknowledged that infrastructure planning is likely a multi-year 

endeavour, and therefore, ensuring increased service access at the district 

and hospital levels in the short term will not be possible. Furthermore, the 

analysis adopts a scenario in which legislative changes allow for district 

hospitals to provide acute inpatient services beyond the 72-hour 

assessment period so as to limit the burden on transfer services, 

acknowledging infrastructure limitations, particularly in rural areas. Whilst 

it is acknowledged that the 72-hour admission period only relates to 

involuntary admissions, the analysis assumes the large majority of acute 

admissions meet this criteria. It is however recognized that such legislative 

changes may take time to implement. It is important to note that in 

practice, due to the absence of beds at higher levels of care, patients de-

facto remain at the district hospitals beyond the 72-hour assessment 

periods, estimated at an average of 8 days due to the absence of MHRB 

capacity and the burdensome nature of preparing the documentation 

required for involuntary admissions. There remains surplus bed capacity in 

our analysis at the centralized and psychiatric hospital levels; for the latter, 

this residual capacity remains despite the scale-up of services. However, it 

is important to note that such capacity is modelled according to 

normative assumptions on the average length of inpatient stay, and it is 

known, from the formative costing study that lengths of stay are far 

longer due to limited options for service provision upon discharge. As 

such, this excess capacity modelled is likely untrue, as most long-term 

inpatient beds remain full in our current service landscape.  

Human Resource Constraints 

The severe lack of 

specialised mental health 

personnel in the country 

necessitates the increased 

provision of mental health 

services by generalist health 

workers and promotes 

increased integration of 

mental health care with 

other services, particularly at 

the primary care level. 

Owing to the significant 

rates of comorbidities, this strategy is intended to promote reduced 

mental health stigma and increased efficiency of service delivery. This 

aligns with the country’s strategy to integrate HIV and TB services at the 

“Those teams are there but the challenge is how they are 
performing. Because for WBOTS for them to be functional, you 
must have a team leader, now what they do now currently, is 
they are dependent on the professional nurse at the facility 
which means most of the time, they are just coming, nobody is 
actually supervising their function because there is nobody 
who is going out into the community with them, to get check if 
they are getting these people. They are there. They are 
beautiful on paper.” 
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PHC level, announced in 2012 [196]. The success of integrated service 

delivery is however contingent on a number of health system factors as 

evidenced by an evaluation in 2019 across primary health care facilities in 

Durban (KwaZulu-Natal) reporting that out of ten sampled facilities, only 

20% had established a fully integrated model[197]. Cited challenges to 

successful implementation included insufficient infrastructure related to 

the availability of consultation rooms, staff shortages, insufficient capacity 

building and training - exacerbated by long periods between rotations 

limiting opportunities for practical skills building, drug stock-outs, and a 

lack of advocacy, communication and social mobilisation to increase 

community demand for integrated services. The previously published 

formative analysis of current mental health expenditure and resources in 

South Africa [11] revealed drug stock-outs for the large majority of 

modelled disorders across all levels of care, including at the PHC level; this 

represents a significant bottleneck to service delivery.    

The task of estimating current resource availability across South Africa’s 

public health system faces considerable challenges, including the need to 

reconceptualize our current information systems for planning and a lack 

of a regulatory framework to ensure oversight across human resource 

regulatory authorities. As such, comprehensive information relating to the 

availability of personnel according to medical and nursing specialities was 

not available for a comprehensive human resource constraint analysis to 

accompany modelled interventions. The severe maldistribution of health 

personnel across provinces, notwithstanding those that exist between the 

public and private sectors, compounds absolute shortages in key health 

personnel across the country. This is against the backdrop of freezing of 

posts in an attempt to control personnel costs, resulting in the total 

number of filled posts in the provinces declining by an average of 0.5% 

per year since 2012/13 [198]. Unsurprisingly, the Human Resource 

Strategic Plan also notes that in comparison to a density of 0.38 

psychiatrists in the public sector, the private sector reports the availability 

of 4.98 psychiatrists per 100,00 population[199]. 

Promisingly, the expanded scope of practice for staff (enrolled) nurses and 

the re-invigorated recognition for the essential role of CHWs, with the 

National Department of Health formalizing their scope of practice in 2018 

and commitment to increasing their minimum stipend to ZAR 3,600, holds 

some promise. A recently conducted investment case for CHWs in South 

Africa estimates that expanded employment for CHWs would result in 

approximately ZAR 13.6 billion injected into the economy over the first 

three years of implementation, with an additional ZAR 413 billion added 

over ten years as a result of improvements in the health status of the 

population [200]. Nonetheless, the country still reports approximately 

50,000 CHWs, and incomplete coverage of outreach team leaders, 

essential for supervision and service quality provision; the CHW 

investment case estimates that over 96,000 CHWs would be needed for 

appropriate coverage, translating to an additional ZAR 6.8 billion over the 

current expenditure for this platform.  
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“The process of licensing, it takes a lot…our NGOs, they’re not 
licensed, they’re still running with NPO but they are under our 

observation because we sent out staff there to see some. So now we 
called them, we did workshop with all the NGOs which we managed to 

get hold of… it was a full room. It was collaboration with social 
development and health. Everybody got to be presented with the 

licensing guideline and then they were told because before you get 
licensed you must apply to be licensed and when you apply, there 
must be certain documents you must present. Now people are still 

battling to get those documents now. I haven’t received any 
applications…” 

In an attempt to maximize the possibility of service delivery, Staff Nurses 

are modelled in this Investment Case to provide a large majority of 

counselling sessions for common mental disorders (including their 

associated training needs), with expanded use of BPsych Counsellors and 

Occupational Therapists to provide counselling for children and services 

for severe mental health disorders. It is important to mention that the role 

of BPsych counsellors in South Africa remains contested, limiting their 

integration within the health system. Notably, the 4-year Bachelor of 

Psychology (BPsych) degree was launched in 2014 to develop a workforce 

with which to address the mental health needs of the country at the 

community level.  Graduates (also referred to as Registered Counsellors) 

are trained to deliver psychosocial support, mental health counselling and 

psychoeducation, and are recognized by the Health Professions Council of 

South Africa [82]. At present, only posts for Clinical Psychologists have 

been made.  Limited employment opportunities for the BPsych cadre have 

resulted in declines in the popularity of training programmes and severely 

affects the potential of cost-effective scale-up. It is worth highlighting that 

the COE for a BPsych counsellor is ZAR 659,727 annually, whereas the COE 

for a clinical psychologist is close to double, ZAR 1,132,061, speaking to a 

significant opportunity to curb costs and prioritize clinical psychologist 

input for specialist supervision and training roles in support of the PHC 

level.  

Policy & Legislative Constraints 

The current legislative 

environment 

governing the 

provision of mental 

health services may 

need to be reexamined 

in support of increased 

efficiency and 

feasibility of service 

delivery. This includes 

Policy Guidelines For 

The Licensing Of 

Residential And /Or 

Day Care Facilities For 

Persons With Mental Illness And /Or Severe Or Profound Intellectual 

Disability. While it is acknowledged that minimum criteria to ensure 

patient quality are required, the criteria may need to be revisited upon 

consultation with provinces and NGO stakeholders involved in service 

delivery. An important consideration in the wake of the Life Esidimeni 

tragedy is that NPOs providing residential and day-care services are not 

health facilities, and as such should not be regulated by the same 

standards as hospitals or old-age homes. There is a pressing need to 

develop a rigorous but realistic set of regulations that can be set by the 
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Government to ensure that proper standards are followed in community 

care facilities. 

Whilst infrastructure needs for the hospitals have taken into consideration 

the baseline availability in the country, this approach was not taken with 

community residential- and day-care infrastructure needs in this 

Investment Case.  With limited data on existing infrastructure to support 

these services, capital needs for our community-based service platform 

have been enumerated based on a zero-baseline scenario.  It is 

acknowledged that there are currently a number of facilities that have 

been licensed by the Department of Health.  Furthermore, there are a 

large number of NPOs licensed under Social Development that are 

currently providing services, and upon the recommendations of the 

Human Rights Commission, many are under assessment.  It has been 

acknowledged across provinces however that these licensing criteria will 

render the large majority if not all of the NGOs and NPOs currently 

registered, ineligible, as the criteria developed are very resource-intensive 

and essentially envision the running of such facilities as mini-clinics. 

Considerations for reform of these regulations is essential if the NGO 

sector is to fulfil its important role in the provision of community-based 

mental health services. 

Furthermore, similar to the Nurse Initiated Management of Antiretroviral 

Treatment (NIMART) policy rolled out in South Africa since 2010 that has 

enabled decreases in the time to initiate patients as well as reducing loads 

on referral facilities, considerations for rescheduling Selective serotonin 

reuptake inhibitors (SSRIs) to allow for nurse initiation of antidepressant 

and anti-anxiety medication, where indicated, should be considered. This 

decision must be accompanied by standardized training, sufficient 

monitoring and supervision to encourage nurse confidence in service 

provision.  

Through technical consultations through this process, it has been 

recommended that both District and Regional hospitals be used for acute 

“We need changes in legislation for District hospitals to have longer 
stays and not have mental health in the APP [Annual Performance Plan] 
of Hospitals for MH Users without recognizing unavailability of upward 

referall beds. There are three indicators on the APP – all efficiency 
indicators which are: average length of stay, bed utilisation rate and it is 
the cost division. Average length of stay means the days that the patient 

spends in the hospital. For acute facilities like ours, it is three days 
maximum…My point is; this patient who is staying more than 72 hours 

they violate those three efficiencies” 
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admissions, given the challenges with patient transfers and limited bed 

availability across levels of care. This model has been used in this analysis, 

however, will require legislative changes around the 72-hour assessment 

period for involuntary admissions at the District hospital level to allow for 

longer stays, which in practice is already happening due to unavailability 

of beds at higher levels of care, or compromising patient service quality 

and readmission risks due to premature discharges. With regards to 

Forensic services, allowing for outpatient psychiatric forensic assessments 

rather than the required 30-day inpatient observation and potentially 

reducing the length of time for which state patients must remain in care 

(currently estimated to range between 2-5 years) before reclassification 

could also be evaluated in light of the significant cost savings associated 

with the costs of bed requirements in such facilities.  

The Need for Innovation in Mental Health 
Service Delivery 

Significant human resource constraints in South Africa speak to the need 

to consider innovation in mental health service delivery. The stark 

interprovincial variation in staffing that currently exists, may be addressed 

through the use of community service graduates, particularly in rural 

areas, increasing Public-Private partnerships to make use of their well-

resourced staffing platform, and the use of telemedicine and new 

technologies.  A new report released by the Lancet suggests that 

telemedicine could be key to closing the mental health gap within the 

continent [201]. During the COVID-19 pandemic in South Africa efforts by 

organizations including the Psychological Society of South Africa and the 

South African Depression and Anxiety Group have included the provision 

of telephonic and virtual counselling to schools, victims of GBV, health 

care workers and community members [106].  

The National Treasury has emphasized that in support of the country 

meeting its National Development Plans, a stronger and more competitive 

infrastructure base is required. Improved use of well-managed public-

private partnerships (PPPs) may lend itself to increased rigour in project 

assessment and accountability, whilst allowing for the opportunity to draw 

in private financing for public infrastructure projects. The Infrastructure 

Fund that was first announced in 2018 provides a platform from which 

increased partnership can be built through a blended finance approach. 

There exists in the pipeline a number of economic and social projects 

expected to be developed through Public-Private Partnerships (PPPs). A 

new regulatory framework has been developed by the National Treasury 

to improve the effectiveness of such initiatives and incentivise increased 

participation by the private sector[187].  

The Global COVID response has demonstrated that successfully 

containing the pandemic can only be achieved through a coordinated and 

integrated response that draws on the resources across both public and 
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private health sectors working towards a unified national interest. Many 

countries have enabled this through significant changes in the governance 

and structure of partnerships related to health care delivery. For example 

in Spain, the government took over the management of all hospitals and 

health care providers, enabled fourth-year medical students to participate 

in health care delivery, and negotiated with companies producing medical 

equipment or partner with the national government in the delivery of 

needed resources.  Similarly, in Ireland, the private hospitals and their 

health workers were drafted into the public health system.   

Such coordination in South Africa is vital to draw on the vast resources of 

the private sector, with efforts being ignited on account of the pandemic. 

The competition commission has released a block exemption for the 

health sector in an effort to promote better coordination, the sharing of 

information and the standardisation of health practices across the 

country’s health sector. This exemption is intended to encourage 

agreements between the National Department of Health and the private 

sector to make the additional capacity available in the private sector 

available to the public. Furthermore, the Department of Health along with 

the Department of Trade and Industry has engaged with a range of 

national interest groups including business entities, medical aid schemes 

and private hospital groups, professional groups such as the South African 

Medical Association, and regulatory authorities such as the South African 

Health Products Regulatory Authority, the Health Professions Council of 

South Africa, the Pharmacy Council and the Council for Scientific and 

Industrial Research. Coordinating entities, “command and nerve centres” 

have been established, including participation from the President’s office 

as well as provincial and municipal entities; such structures have now been 

given the legitimacy required to be able to effectively prioritise and 

coordinate resources. Similar agreements will be required moving forward; 

of critical importance will be the participation of all key stakeholder 

groups and the establishment of transparent decision making that is 

accessible for public comment and appeal.  

This experience has represented a pilot from which a national unified 

health platform has been tested, and has demonstrated that the effective 

removal in the separation between public and private health service 

delivery systems can achieve an optimal national response and address 

population needs. These lessons can be applied moving forward with 

regards to scaling up the country’s mental health response, a priority that 

has emerged across the public and private sectors alike. Furthermore, 

explicit roles and engagement from private providers, health facilities 

workplaces and traditional health providers will be instrumental in 

establishing formal referral networks, to enable successful referrals to care.  
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Limitations 

The limitations of the analysis have been outlined throughout the 

discussion section and overall Report.  A brief summary follows to outline 

high-level limitations that bear consideration:  

As mentioned, although projected levels of overall prevalence were 

obtained from the Global Burden of Disease Study, it is likely that such 

estimates do not provide an accurate reflection of the true burden, 

particularly for common mental disorders in the context of the COVID-19 

pandemic. Furthermore, as discussed, current information systems do not 

allow for an accurate reflection of treated prevalence. Our approach has 

been informed by technical consultations and estimations of overall 

coverage, with the understanding that the coverage for severe mental 

health disorders is likely higher than that for common mental health 

conditions. The analyses conducted allows for a gradual increase in 

coverage; for this to effectively take place, political commitment, resource 

mobilisation and a significant reorientation of services, particularly at the 

primary health care level will be required. Weak implementation of 

modelled treatment programmes, including the management of recurrent 

cases and insufficient promotion and awareness programmes will limit the 

number of cases being reached and the modelled health and broader 

benefits estimated by this Investment Case 

The paucity of evidence related to the effect of treatment on labour force 

participation and productivity represented another limitation to this 

analysis. As much as possible, such estimates were used from local 

assessments, but outside of common mental disorders and substance-

abuse, those estimates were not readily available. More broadly, the 

population health modelling tool used for this analysis (the UN OneHealth 

tool) relied on a large number of input parameters across various data 

sources and assumptions related to expected incidence rates of 

conditions, demographic changes and the intervention effects expected in 

the future, thereby limiting their precision. The data were validated as 

much as possible using South African specific data but did have to rely on 

regional input parameters when country-specific data could not be 

obtained. Furthermore, the tool has not yet been updated to include the 

broader spectrum of condition priorities modelled in this analysis, and 

therefore many conditions had to be superimposed onto those developed 

for modelling for us to undertake this analysis. The OneHealth tool will 

require increased investments to incorporate the additional updates 

required for modelling of a comprehensive package of mental health 

services with significant training requirements to allow for its increased 

use across decision-makers.  

As outlined throughout, several effects could not be included in this 

endeavour, including the impact of addressing perinatal depression on 

early child development, for which strong evidence exists. Similarly, the 
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monetary and non-monetary impacts of effective treatment on the 

broader familial and caregiver economic and health outcomes has not 

been estimated.  Similarly, the potential for treatment interventions 

addressing depression and anxiety as well as risky alcohol and substance 

abuse on other chronic and infectious diseases has not been estimated.  

The analysis does not account for the regular co-morbidity between 

depression and anxiety, allowing for significant synergy between the 

treatments for both conditions and reductions in costs; achieving positive 

health and economic outcomes across comorbid cases may be slower or 

more challenging to achieve, however.  

The analysis could also not account for the impact of socio-economic 

status as a predictor of the modelled health and economic outcomes; 

there remains limited evidence on the impact of mental health 

interventions targeted towards disadvantaged populations [202]. Barriers 

to accessing services experienced by the poor, including the costs of 

accessing care, both through transport and the cost of paying for services 

are critical, therefore making it vital that these services are decentralised 

and provided as part of the minimum prescribed benefits within the 

broader NHI plans of the country.  The impact of workplace mental health 

services could also not be included in this analysis, although it is 

recognized that the workplace environment itself is a source of stress; it is 

paramount that mental health and well-being programmes be provided 

within existing employee support programmes.  The potential for rolling 

out digital interventions in light of human resource limitations have been 

explored but could not be modelled in this analysis. Furthermore, the role 

of traditional healers and inputs from service users directly (beyond the 

leadership of their user groups) remains a gap and should be explored in 

further work. It is also important to note that the analysis did not model 

interventions addressing suicide or Post-traumatic stress disorder (PTSD) 

directly, although they are closely linked to the experience of depression 

and anxiety, as well as risky alcohol and substance-use. Autism was also 

not modelled given the lack of evidence relating to the impact of 

interventions addressing this in children and adults, particularly in low 

resource South African settings.  

Furthermore, the analysis does not model interventions addressing 

suicide, which represents a significant concern in our setting. According to 

the 2010 GBD study, mental and substance use disorders were responsible 

for 22.5 million of the 36.2 million DALYs attributed to suicide in 2010. 

Depression was responsible for the largest proportion of suicide DALYs 

(46.1%) [203] Data from the GBD 2017 found that people with a diagnosis 

of depression have a relative risk of suicide of 19.9; this indicates that 

people with depression are 20 times more likely to die from suicide 

relative to those without depression[204]. A review undertaken across 

LMICs to determine the relationship between suicide and suicide attempts 

found that 58% of those who die by suicide met the criteria for a 

psychiatric diagnosis, while 45% of those with a psychiatric disorder 

attempted self-harm. Mood disorders were most prevalent in both suicide 
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and self-harm[205]. Data from the South African National Injury Mortality 

and Surveillance System indicates that a significant proportion of all non-

natural deaths are on account of suicide. Strong predictors of Non-fatal 

suicidal behaviour (NFSB) include being gender, with larger proportions 

reported amongst females, being single, younger age, a history of suicide 

attempts, family history of mental disorder, alcohol or drug abuse, limited 

schooling, unemployment, and having a psychiatric disorder[206].  A 

publication by Cummins RR et al [207] reported that NFSB made up 

approximately 10% of psychiatric referrals amongst children and 

adolescents, with peak incidence among 13-year-olds and a female to 

male ratio of 2:1.  

A retrospective study of patients referred to a hospital in Bloemfontein for 

psychological evaluation between 2005 and 2006 reported that the 

majority of patients were female (68.9%), with a median age of 22 years. 

Risk factors associated with patients who attempted suicide included 

problematic relationships (55.4%), financial problems (22.9%), psychiatric 

problems (22.1%), arguments (19.8%), abuse(18.2%), low self-esteem and 

hopelessness (16.7%), as week as recent life changes (13.2%).[208] 

Another study conducted amongst patients admitted to a hospital in East 

London between 2009 and 2010 reported that the majority of patients 

were between the ages of10 and 20 years (40%), while 38% of patients 

who attempted suicide were between the ages of 20 – 30 years (38%).  

The analysis does not account for cost savings to the health sector on 

account of reductions in suicide attempts. These would be particularly 

pertinent for interventions addressing adult and childhood depression, 

including through the provision of SEL programmes, in addition to 

interventions targeting individuals with alcohol and substance-use 

disorders.  The total number of suicide attempts can be estimated by 

dividing the total number of suicides by the case fatality proportion 

among suicide attempts. The case fatality proportion among all suicide 

attempts by adolescents was estimated to be 5% based on studies 

undertaken in LMICs[209, 210]; this rate is likely far higher amongst adults. 

The total cost of treating suicide attempts was estimated by multiplying 

the total number of suicide attempts by the average cost per suicide 

attempt. The average cost per suicide attempt can then be calculated as 

the total cost of hospital inpatient days estimated for suicide attempts; 

this data was not readily available for our context. 

With regards to infrastructure needs, specific bed needs for children and 

adolescents have not been modelled, as the majority of services modelled 

for which evidence is available relates to the provision of care for 

individuals over the age of 15. Furthermore, for unique services targeted 

at children, including family psychoeducation for ADHD and conduct 

disorder, as well as the provision of services for intellectual disability, all 

services are provided on an outpatient basis. Strong recommendations 

emanating from the Delphi study, as well as findings from the formative 

costing study point to a virtual absence of inpatient beds for children and 
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adolescents, in addition to extremely limited availability of child 

psychiatrists across the country.  

A qualitative synthesis[211] across key stakeholders involved in child and 

adolescent service provision in the Western Cape highlighted the lack of 

dedicated budgets for child and adolescent mental health services 

(CAMH) both at the national and provincial levels. Participants recognized 

that the Western Cape was far more advantaged than other provinces 

with regards to service provision for children and adolescents, and housed 

three well-structured tertiary CAMH units, including Lentegeur Child and 

Family Unit (linked to Stellenbosch University), the Tygerberg Child and 

Adolescent Psychiatry Unit (linked to Stellenbosch University), and the 

Division of Child and Adolescent Psychiatry at Red Cross War Memorial 

Children's Hospital (linked to the University of Cape Town). As a point of 

reference, service availability and provision in the Western Cape for CAMH 

should form the basis from which services are developed across the other 

provinces.  

The analysis did try to identify different sources of financing for the 

required investments but may not have comprehensively identified all 

available sources, particularly across other sectors. The country will need 

to assess the extent to which domestic financing availability is sufficient 

for the scale-up required whilst exploring other mechanisms for 

development assistance. Some opportunities have been identified in this 

report.  

Finally, the potential for social and emotional learning interventions for 

children and adolescents to yield economic returns later in the life course 

could not be estimated. The inclusion of such effects would bolster 

estimated economic returns significantly.  

 

 



 

 

South Africa faces a substantial treatment gap for mental, neurological 

and substance-use (MNS) disorders, with inpatient care dominating 

mental health care expenditure and existing community-based care 

options inadequate. Service-users are discharged back to their families or 

poorly equipped NGOs in the community, and due to inadequate support 

and continuity of care received, frequently relapse and are subsequently 

re-hospitalized [212]. The inadequate resourcing for community-based 

mental health care coupled with the inefficiency of spending render the 

current availability of services, predominantly at the hospital level, unable 

to address the significant mental health needs in the country. 

Recognizing that the most cost-effective interventions incorporate mental 

health care into primary or community care [213], the country has 

endorsed an integrated, intersectoral model for community-based mental 

health services (CMHS) in its national Mental Health Policy Framework of 

2013. South Africa operates a decentralised health system with 

responsibility for policy implementation devolved to the 9 provinces and 

provision of health services rendered by the District Health System. Similar 

to other low- and middle-income countries (LMICs); policy making, 

translation and implementation in politically and administratively 

decentralized systems can be challenging [214]. 

24.  
Recommendations 
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In this context, this report concludes with a number of key 

recommendations: 

1. Intersectoral collaboration is needed, between government departments 

and with NGOs. The preparation of provincial operational plans 

requires intense human and financial resource capacities. Previous 

work [215, 216] has shown that provincial health departments, the 

local governments and non-governmental organisations (NGOs) that 

they work with, have faced key challenges to intersectoral working in 

South Africa. These include a lack of communication between sectors, 

challenges delineating roles and having an explicit mandate to work 

across sectors, limited capacity for joint operational planning and 

budgeting, a lack of monitoring systems to track activities and each 

sector’s perception of lack of support from sister departments.  

Whilst efforts towards the creation of intersectoral forums have been 

made at provincial and district levels, a mandate for attendance is 

lacking and those with decision-making power are often missing from 

these meetings; this compromises the abilities for such intersectoral 

forums to be successful. Recommendations emerging from key 

stakeholders across departments have included improving 

communication across sectors, promoting leadership from all levels 

and formalizing intersectoral relationships through written agreements 

and joint operational planning, sufficient training across all 

departments on their mandates,  and ensuring that resources are 

redirected appropriately to the implementation level. 

2. Political buy-in is vital, particularly at provincial level including 

Member(s) of the Executive Council(s). Head(s) of Department(s).   

Political buy-in, supported by provincial capacity for strategic planning 

and strong intersectoral governance, is a key bottleneck to 

operationalizing mental health policy and the implementation of 

community-based mental health services (CMHS). Beyond the 

provincial acceptance of the MHPF and the CMHS model, adherence 

to policy implementation processes has been poor. The absence of 

implementation guidelines and technical support to inform the 

development of costed and budgeted strategic plans for CMHS in all 

provinces is a major barrier to the implementation of an integrated, 

intersectoral CMHS model[217].  

3. Build consensus on key issues. The process of priority setting and 

establishing consensus for mental health service delivery is very 

challenging, particularly when stakeholders are asked to establish 

priorities beyond their areas of expertise. There remain areas of 

discordance around the roles of the District Mental Health Teams and 

the potential need for mental health review boards across all 52 
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districts. Interventions modelled in this analysis for scale-up aligns well 

to those achieving consensus through our Delphi exercise. The final 

inputs of the Delphi exercise are summarized below. 

4. Invest in governance structures at provincial and district level. The lack 

of comprehensive mental health directorates across provinces serves 

as a significant impediment to appropriate planning and 

implementation at the local level. Current staff operating at these 

levels are overstretched, and the increasing pressure to implement the 

recommendations of the human rights commission requires sufficient 

personnel in place. Provincial engagements and comprehensive 

stakeholder engagements was critical to embed the modelled 

interventions within the realities faced on the ground in the country.  

5. Build capacity for planning and mental health system strengthening . 

Evidence-based capacity-building has emerged as critical to mental 

health system strengthening in LMICs[218] and previous efforts in our 

context have demonstrated that building capacity in mental health 

system strengthening among policy-makers is both feasible and 

welcomed in our context[219]. Capacity for strategic planning for 

mental health at the provincial level is critical for population-based 

improvements in health outcomes. This includes all systematic 

planning, programming, and budgeting processes; these actions may 

translate into improved accountability of public policy to the recipients 

of services, help increase community participation, improve the 

flexibility in planning, and help mitigate geographical and social 

imbalances. 

6. Invest in research and information systems for mental health. South 

Africa must urgently prioritize a national prevalence study to estimate 

the current burden of MNS disorders in the country. Furthermore, 

indicators to track mental health service delivery will need to be 

strengthened to allow for appropriate tracking of patient care and 

referral pathways, disorder specific treatment provision and outcomes 

to appropriately manage the scale-up of services.  

7. Improve efficiency. This report provides a framework for improved 

efficiencies, not least through shifting resources over time to increased 

primary care and community-based services. The country’s 

commitment towards strengthened primary health care services does 

provide an opportunity to improve the technical efficiency of 

investments for mental health service delivery; although the lack of 

sufficient considerations of mental health services within such efforts 

remains an impediment. 

8. Invest in primary care and community-based mental health services. 

Mental healthcare can be successfully integrated within PHC clinics 

through the provision of interventions that promote task-sharing of 
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basic counselling and referral. Through investments towards 

strengthening the primary health care level, clinics will increasingly 

play the role of patient triaging, including upward referals for 

increasingly complex cases as well as care for cases stepped down 

from hospital settings. Ward-based primary healthcare outreach teams 

(WBOTs) linked to these facilities can then undertake household visits 

where they can conduct mental health education to improve mental 

health literacy in households, and identify possible cases requiring 

further management. The provision of household outreach services is 

also undertaken by the Department of Social Development (DoSD) 

and non-profit social workers; increased collaboration with these 

networks will be essential. Decentralisation of mental health services 

towards increased primary health care provision must be accompanied 

with significant scale-up in training capacity, whilst ensuring that 

adequate supervision is provided. Provinces have noted that with 

sufficient training and support, generalist health workers are willing 

and able to provide mental health services. There remains a key 

opportunity to leverage opportunities to provide integrated care given 

the high level of comorbidities that exist between mental health 

conditions and other chronic and infectious diseases imposing a 

significant burden on the health system. Such approaches would 

translate into improved efficiency in service delivery.  

9. Invest in human resources for mental health. The absolute shortages of 

key personnel, inappropriate skills mixes, as well as the inequitable 

distribution of resources across health levels, geographical and 

economic lines, coupled with severe public-to-private drainage, 

barriers to inter-professional collaboration, and the inefficient use of 

resources, all persist. This highlights the immediate need for a rational 

and comprehensive response which promotes increased co-ordination 

between all levels of the health sector and a focus on an incremental 

optimization of human resources to deliver critical mental health 

services in South Africa. 

10. Invest in infrastructure for successful scale-up. Globally published 

guidance on the undertaking of economic evaluations and returns on 

investment analysis are simplistic in their approach to modeling the 

potential implications of rolling out new interventions and 

technologies on account of their neglect of the necessary investments 

required in delivery platforms to effect change. This is particularly 

relevant as it relates to mental health service scale-up in South Africa, 

in which strategies required to navigate away from hospi-centric and 

narrow services for mental health are currently nascent. There is a well-

established literature reflecting on the impact of physical health 

system constraints on the optimal range of interventions that may be 

provided [220].  

Current health system resource constraints in the areas of sufficient 

governance for planning and implementation, health information 
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systems to monitor implementation, comprehensive training, and 

capital infrastructure investments limit the capacity to produce 

measured outcomes of globally recommended cost-effective 

interventions for mental health. Cost-effectiveness studies that both 

consider costs of roll-out at scale, along with all their service delivery, 

human resources, health information, and financing ramifications, 

remain limited. As such, many evidence-based interventions that are 

identified to be “cost-effective,” are incorrectly qualified as 

“inexpensive” or “efficient.” In global health, effectiveness is used as 

the main criterion for supporting introduction of new health services, 

with less attention paid to costs, affordability, or long-term 

sustainability. This results in many programs being evaluated on the 

number of outputs that can be produced or their predicted outcomes, 

without sufficient consideration of the resources required to produce 

them and the financial feasibility and sustainability at scale of such 

decisions.  

The inclusion of the wide range of health system and programmatic 

investments as key interventions to accompany service 

reccomendations are therefore key. The inclusion of these broader 

investments in this analysis aims to support government and their 

departments to identify and measure the required resources to 

implement the proposed interventions and enhance the health 

system’s capacity to deliver services. When resources are properly 

valued and allocated, a more a more accurate reflection of the costs 

and potential returns on investments is assured.  

11. Embrace technology and innovative service delivery models. Countries 

are moving towards making their mental health systems more 

innovative and future-focused using new approaches to mental health 

support such as apps and telemedicine. Such opportunities should be 

explored and leveraged in our context, but it is also essential to have a 

sustainable workforce and a strong data infrastructure to track and 

improve performance. 

12. Pay attention to vulnerable populations and neglected conditions, 

particularly among older adults. Importantly, there were some 

interventions modelled in our investment case that did not yield 

positive returns on investment, and those, by consensus through the 

Delphi were also not prioritized for scale-up. This is likely also due to 

the dearth of evidence demonstrating positive impacts for our setting. 

Such interventions include screening and pharmacological 

management of dementia, family psycho-education conduct disorder 

and ADHD, as well as methylphenidate medication for ADHD, and the 

management of opioid and non-opioid withdrawal. Interventions to 

support care-givers of people living with dementia did emerge as a 

recommendation from the group, and the provision of day and 

residential services modelled in our analysis could provide one way to 

do so. The changing population structure of South Africa has revealed 
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that the over 60 population is growing at a rate of 2.7% each year, 

nearly twice the rate for the population under 60 (1.4) Those over the 

age of 60 are overall nearly five times more likely to develop a chronic 

condition [221]. It has been estimated that by 2050, 131.5 million 

people are expected to develop dementia, of whom nearly 70% will be 

from LMICs [222]. Costs of dementia care have been seen to increase 

significantly between 2010 and 2015, and whilst the majority of these 

costs are borne by high income countries, projected costs for upper 

middle income countries have seen an increase of 165% from USD 5.4 

billion in 2010 to USD 86.3 billion in 2015 [223]. Investment in 

dementia care is therefore vital in the medium and long-term. 

13. Investments must target the considerable gap in service availability for 

child and adolescent mental health services whilst addressing their 

social and emotional wellbeing at a population-level. It is well known, 

and has been reiterated through provincial engagement, that the lack 

of child- and adolescent-friendly services within the health care setting 

represents a significant impediment to accessing this population; this 

will need to be urgently addressed to make strides in improving the 

health and well-being of children and adolescents – and the future 

wellbeing of South Africans.  Whilst this Investment Case has 

demonstrated that the provision of universal social and emotional 

programmes to all learners represents a promising, and high-yield 

opportunity for addressing the social and emotional wellbeing of this 

population; accessibility of treatment for children and adolescents 

already living with diagnosable mental health disorders must be 

strengthened and supplemented with parental involvement. 

14. The role of the private sector in the mental health scale-up response 

must be leveraged as a critical opportunity for NHI public-private 

partnerships and pilot initiatives. The Global COVID response has 

demonstrated that successfully containing the pandemic can only be 

achieved through a coordinated and integrated response that draws 

on the resources across both public and private health sectors working 

towards a unified national interest. Such coordination in South Africa 

is vital to draw on the vast resources of the private sector, with efforts 

being ignited on account of the pandemic. These lessons can be 

applied moving forward with regards to scaling up the country’s 

mental health response, a priority that has emerged across the public 

and private sectors alike.  
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Anxiety disorders 
 
 


It is worth noting that basic and intensive psychosocial interventions are the recommended first-line treatments for 


depression and anxiety.  These interventions are differentiated by their intensity and content. It is implied that basic 


psychosocial interventions can be readily delivered by non-specialist health workers without significant investments in 


additional training.  Typically, patients and their caregivers are educated about mental illness, and visits with these health 


workers typically focus on addressing psychosocial stressors, reactivating social networks, designing physical activity 


programs, and offering regular follow-up.  This is in contrast to intensive psychosocial interventions which are assumed to 


require significant additional training for non-specialist health workers and are delivered over multiple weeks or months 


(e.g. behavioral activation, relaxation training, problem-solving treatment, interpersonal therapy, and cognitive behavioral 


therapy).  


 


For individuals with moderate to severe depression or anxiety that is accompanied by depression, the initiation of 


antidepressant medication may be necessary.  (sensitivity analysis provided for the same cohort of patients receiving 


psychological treatment only (i.e. no initiation onto antidepressants).   


 


All patents attending PHC services will also receive a morning talk provided by an ENA. Costing for the morning talk is not 


included as it is provided to all attending clients at PHC level. 


 


At community level WBPHCOTs are also required to provide psychoeducation and screening. Costing for this component 


has not been included in this investment case as CHW stipends are already covered through the conditional grant 


 


For all MNS users who have been hospitalized, referral pathways need to be established with social services for ongoing 


psychosocial support. This has not currently been costed as duration and staffing need to be established.  


 


Intervention 1. Basic psychosocial treatment for anxiety disorders (mild cases) 


 


Target Population:  People with anxiety, 15+ yrs 


 


Population in Need: 55% 


 


Drugs and Supplies required Per Client: NA 


 


 


Personnel Time Required per Case:  100% get two 20-minute visits with a staff nurse.  During the first visit, 5 minutes of 


EN time for basic screening during vitals and 5 mins of PN time required for APC assessment.   


 


Visits or Inpatient Time Required per Case: 2 outpatient visits.  


 


Intervention 2. Basic psychosocial treatment and anti-depressant medication for anxiety disorders 


(moderate-severe cases) 


Target Population:  People with anxiety, 15+ yrs 


 


Population in Need: 45% 


 


Drugs and Supplies required Per Client: 


Drug/Supply 


Percent 


receiving 


this 


aspect of Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 







 
 


 


 4 


the 


treatment 


Fluoxetine, 20 mg tab 75   1 1 180 180 


Citalopram, 20mg tab 25   1 1 180 180 


 


 


Personnel Time Required per Case: 100% get 2 20 minute visit with a EN nurse for psychosocial support, and a 10 


minute visit with a nurse and a 10 minute visit with a doctor (generalist or specialist, depending on setting) for medication.   


During the first visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required for APC 


assessment.   


 


 


Visits or Inpatient Time Required per Case:  100% get 2 outpatient visits.  2% of the group will require hospitalization, 


for 14 inpatient days.  


 


Intervention 3. Intensive psychosocial treatment and anti-depressant medication for anxiety disorders 


(moderate-severe cases) 


Target Population:  People with anxiety, 15+ yrs 


 


Population in Need: 45% 


 


Drugs and Supplies required Per Client: 


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Fluoxetine, 20 mg tab 75   1 1 180 180 


Citalopram, 20mg tab 25   1 1 180 180 


 


Personnel Time Required per Case: 100% get a 10 minute visit with a nurse and a 10 minute visit with a doctor for 


medication.   During the first visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required 


for APC assessment.  90% get 8 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes.  


10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes, followed by 8 group 


psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 participants.   


 


Visits or Inpatient Time Required per Case: 100% get 2 outpatient visits for medication.  90% get 8 outpatient visits for 


individual therapy and 10% get 10 outpatient visits for group.  2% will require hospitalization, for 14 inpatient days. 


 


 


Intervention 4. Psychological treatment for anxiety disorders (moderate-severe cases, 10-15 years) 


Target Population:  Children with anxiety, 10-15 yrs 


 


Population in Need: 45% 


 


Drugs and Supplies required Per Client: N/A 


  


Personnel Time Required per Case: During the first visit, 5 minutes of EN time for basic screening during vitals and 5 


mins of PN time required for APC assessment.  90% get 8 individual psychosocial therapy sessions delivered by an 


enrolled nurse for 50 minutes.  10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 


50 minutes, followed by 8 group psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group 


of 5 participants.   
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Visits or Inpatient Time Required per Case: 90% get 8 outpatient visits for individual therapy and 10% get 10 outpatient 


visits for group.   


 


NB: Children with mild anxiety, 10-15 yrs will receive universal and indicated school-based socioemotional learning 


interventions.   


 


Depressive Disorders 
 


 


Intervention 5. Basic psychosocial treatment for mild depression 


 


Target Population:  People with depression, 15+ yrs 


 


Population in Need: 40% 


 


Drugs and Supplies required Per Client: NA 


 


Personnel Time Required per Case:  100% get two 20-minute visits with an EN for psychosocial support.  During the first 


visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required for APC assessment.   


 


Visits or Inpatient Time Required per Case: 2 outpatient visits.  


 


Intervention 6. Basic psychosocial treatment and anti-depressant medication of first episode moderate-


severe cases 


 


Target Population:  People with depression, 15+ yrs 


 


Population in Need: 18% 


 


Drugs and Supplies required Per Client: 


 


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Fluoxetine, 20 mg tab 75   1 1 180 180 


Citalopram, 20mg tab 25   1 1 180 180 


 


 


Personnel Time Required per Case: During the first visit, 5 minutes of EN time for basic screening during vitals and 5 


mins of PN time required for APC assessment.  This is followed by 2 20 minutes for basic psychosocial support with an EN.  


100% will then receive a 10-minute visit with a doctor for medication and a 10 minute visit with a nurse for medication 


monitoring. 


 


Visits or Inpatient Time Required per Case: 100% get 2 outpatient visits for medication.  2% will require hospitalization, 


for 14 inpatient days. 


 


Intervention 7. Intensive psychosocial treatment and anti-depressant medication of first episode 


moderate-severe cases 
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Target Population:  People with depression, 15+ yrs 


 


Population in Need: 18% 


 


Drugs and Supplies required Per Client:  


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Fluoxetine, 20 mg tab 75   1 1 180 180 


Citalopram, 20mg tab 25   1 1 180 180 


 


 


Personnel Time Required per Case: 100% get a 10 minute visit with a nurse and a 10 minute visit with a doctor for 


medication.   During the first visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required 


for APC assessment.  90% get 8 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes.  


10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes, followed by 8 group 


psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 participants.   


 


Visits or Inpatient Time Required per Case: 100% get 2 outpatient visits for medication.  90% get 8 outpatient visits for 


individual therapy and 10% get 10 outpatient visits for group.  2% will require hospitalization, for 14 inpatient days. 


 


Intervention 8. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-


severe cases on an episodic basis 


 


 


Target Population:  People with depression, 15+ yrs 


 


Population in Need: 42% 


 


Drugs and Supplies required Per Client:  


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Fluoxetine, 20 mg tab 75   1 1 180 180 


Citalopram, 20mg tab 25   1 1 180 180 


 


 


Personnel Time Required per Case: 100% get a 10 minute visit with a nurse and a 10 minute visit with a doctor for 


medication.   During the first visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required 


for APC assessment.  90% get 8 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes.  


10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes, followed by 8 group 


psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 participants.   


 


Visits or Inpatient Time Required per Case: 100% get 2 outpatient visits for medication.  90% get 8 outpatient visits for 


individual therapy and 10% get 10 outpatient visits for group.  2% will require hospitalization, for 14 inpatient days. 
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Intervention 9. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-


severe cases on a maintenance basis 


 


Target Population:  People with depression, 15+ yrs 


 


Population in Need: 42% 


 


Drugs and Supplies required Per Client:  


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Fluoxetine, 20 mg tab 75   1 1 365 365 


Citalopram, 20mg tab 25   1 1 365 365 


 


 


 


Personnel Time Required per Case: 100% get two 10 minute visits with a nurse and a 10 minute visit with a doctor for 


medication.   During the first visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required 


for APC assessment.  90% get 12 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes.  


10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes, followed by 10 


group psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 participants.   


 


Visits or Inpatient Time Required per Case: 100% get 3 outpatient visits for medication.  90% get 12 outpatient visits for 


individual therapy and 10% get 14 outpatient visits for group.   


  


 


Intervention 10. Psychological treatment of first episode moderate-severe cases (10-15 years) 


 


Target Population:  Children with depression, 10-15 yrs 


 


Population in Need: 40% 


 


Drugs and Supplies required Per Client: NA 


 


Personnel Time Required per Case: During the first visit, 5 minutes of EN time for basic screening during vitals and 5 


mins of PN time required for APC assessment for all patients.  90% get 8 individual psychosocial therapy sessions 


delivered by an enrolled nurse for 50 minutes.  10% will get 2 individual psychosocial therapy sessions delivered by an 


enrolled nurse for 50 minutes, followed by 8 group psychosocial therapy sessions delivered by an enrolled nurse for 50 


minutes to a group of 5 participants.   


 


Visits or Inpatient Time Required per Case: 90% get 8 outpatient visits for individual therapy and 10% get 10 outpatient 


visits for group.   


 


NB: Children with mild depressive symptoms, 10-15 yrs, are expected to receive universal and indicated school-based 


socioemotional learning interventions.   


  


Perinatal Depression 


 


Intervention 11. Basic psychosocial treatment for mild depression 
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Target Population: Perinatal population with depression, 15+ yrs 


 


Population in Need: 80% 


 


Drugs and Supplies required Per Client: NA 


 


Personnel Time Required per Case:  100% get two 20-minute visits with a nurse (EN).  During the first visit, 5 minutes of 


EN time for basic screening during vitals and 5 mins of PN time required for APC assessment.   


 


Visits or Inpatient Time Required per Case: 2 outpatient visits.  


 


 


Intervention 12. Basic psychosocial treatment and anti-depressant medication of first episode moderate-


severe cases 


 


Target Population:  Perinatal population with depression, 15+ yrs 


 


Population in Need: 8% 


 


Drugs and Supplies required Per Client: 


 


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Citalopram, 20mg tab 72   1 1 270 270 


Citalopram, 20mg tab 28   1 1 365 365 


**SA STG guidelines:  


Treatment duration: minimum of 9 months.  


Prolong treatment if: 


» Concomitant generalised anxiety disorder (extend treatment to at least 1 year). 


» Previous episode/s of depression (extend treatment to at least 3 years). 


» Any of: severe depression, suicidal attempt, sudden onset of symptoms, 


family history of bipolar disorder (extend treatment to at least 3 years). 


» If ≥3 episodes of depression advise lifelong treatment. 


 


 


Personnel Time Required per Case: 100% get a 20 minute visit with a EN nurse for psychosocial support. During the first 


visit, 5 minutes of EN time for basic screening during vitals and 5 mins of PN time required for APC assessment.  Due to 


hesitancy among perinatal women to initiate medication, an initial 15 minute session with a doctor (generalist or specialist, 


depending on setting) for medication initiation, and a subsequent doctor visit for follow up (1-3 months following 


initiation). One additional 10 minute visit with a nurse (PN) for medication support. 


 


 


Visits or Inpatient Time Required per Case: 100% get 3 outpatient visits for medication.  10% will require hospitalization, 


for 21 inpatient days. 


 


Intervention 13. Intensive psychosocial treatment and anti-depressant medication of first episode 


moderate-severe cases 


 


Target Population:  Perinatal population with depression, 15+ yrs 
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Population in Need: 8% 


 


Drugs and Supplies required Per Client:  


 


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Citalopram, 20mg tab 72   1 1 270 270 


Citalopram, 20mg tab 28   1 1 365 365 


 


 


Personnel Time Required per Case: During the first visit, all patients receive 5 minutes of EN time for basic screening 


during vitals and 5 mins of PN time required for APC assessment.  Due to hesitancy among perinatal women to initiate 


medication, an initial 15 minute session with a doctor (generalist or specialist, depending on setting) for medication 


initiation, and a subsequent doctor 10 minute visit for follow up (1-3 months following initiation). One additional 10 minute 


visit with a nurse (PN) for medication support. 90% get 3 individual psychosocial therapy sessions delivered by an enrolled 


nurse for 50 minutes.  10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 


minutes, followed by 3 group psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 


participants.   


 


Visits or Inpatient Time Required per Case: 100% get 3 outpatient visits for medication.  90% get 3 outpatient visits for 


individual therapy and 10% get 5 outpatient visits for group.  10% will require hospitalization, for 21 inpatient days. 


 


** Number of sessions reduced as compared to broader population group for this intervention according to 


recommendations. 


 


 


Intervention 14. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-


severe cases on an episodic basis 


 


 


Target Population:  Perinatal population with depression, 15+ yrs 


 


Population in Need: 12% 


 


Drugs and Supplies required Per Client:  


 


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Citalopram, 20mg tab 100   1 1 365 365 


 


 


Personnel Time Required per Case: During the first visit, all patients receive 5 minutes of EN time for basic screening 


during vitals and 5 mins of PN time required for APC assessment.  Due to hesitancy among perinatal women to initiate 


medication, an initial 15 minute session with a doctor (generalist or specialist, depending on setting) for medication 


initiation, and a subsequent 10 minute doctor visit for follow up (1-3 months following initiation). One additional 10 minute 


visit with a nurse (PN) for medication support. 90% get 3 individual psychosocial therapy sessions delivered by an enrolled 


nurse for 50 minutes.  10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 
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minutes, followed by 3 group psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 


participants.   


 


Visits or Inpatient Time Required per Case: 100% get 3 outpatient visits for medication.  90% get 3 outpatient visits for 


individual therapy and 10% get 5 outpatient visits for group.  10% will require hospitalization, for 21 inpatient days. 


 


** Number of sessions reduced as compared to broader population group for this intervention according to 


recommendations. 


 


 


Intervention 15. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-


severe cases on a maintenance basis 


 


Target Population:  Perinatal population with depression, 15+ yrs 


 


Population in Need: 12% 


 


Drugs and Supplies required Per Client:  


 


Drug/Supply 


Percent 


receiving 


this aspect 


of the 


treatment Note 


Number 


of units 


Times 


per day 


Days 


per case 


Units 


per case 


Citalopram, 20mg tab 100   1 1 365 365 


 


 


Personnel Time Required per Case: During the first visit, all patients receive 5 minutes of EN time for basic screening 


during vitals and 5 mins of PN time required for APC assessment.  100% get three 10 minute visits with a nurse and a 10 


minute visit with a doctor for medication.  90% get 5 individual psychosocial therapy sessions delivered by an enrolled 


nurse for 50 minutes.  10% will get 2 individual psychosocial therapy sessions delivered by an enrolled nurse for 50 


minutes, followed by 5 group psychosocial therapy sessions delivered by an enrolled nurse for 50 minutes to a group of 5 


participants.   


 


Visits or Inpatient Time Required per Case: 100% get 4 outpatient visits for medication.  90% get 5 outpatient visits for 


individual therapy and 10% get 7 outpatient visits for group.   


 


** Number of sessions reduced as compared to broader population group for this intervention according to 


recommendations. 


 


 


 


Intervention 16. Psychosocial care for peri-natal depression 


 


Target Population:  Perinatal population with depression, 15+ yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: NA 


 


 


Personnel Time Required per Case:  3 visits from CHW, 30 minutes each.  
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Visits or Inpatient Time Required per Case: NA 


** As per ASSET protocol 


 


 


 


Psychosis 
 


Intervention 17. Basic psychosocial support and anti-psychotic medication 


Target Population:  People with psychosis, 15+years 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Haloperidol, 5 mg tab 30 1 1 365 


Chlorpromazine, 100 mg 20 3 1 365 


Flupenthixol decanoate, 20 mg/ml 30 1 1 12 


Risperidone, 2 mg tab 20 2.5 1 365 


Orphenadrine, 50 mg  10 1 1 365 


 


 


Personnel Time Required per Case: At clinic level: For medication monitoring, 100% require three 10-minute visits with a 


generalist/primary care doctor plus three 10-minute visits with a psychiatric nurse. For psychosocial support, 100% require 


four 20-minute visits with a PN nurse. (supervision by DHMTs) 


 


Visits or Inpatient Time Required per Case: For medication monitoring, 100% require 6 outpatient visits. For 


psychosocial support, 100% require 4 outpatient visits. For acute inpatient care, fifteen percent require 28 days of 


inpatient care. For long-term inpatient care, 10% require 90 inpatient days. 


 


Intervention 18. Intensive psychosocial support and anti-psychotic medication 


Target Population:  People with psychosis, 15+years 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Haloperidol, 5 mg tab 15 1 1 365 


Chlorpromazine, 100 mg 10 3 1 365 


Flupenthixol decanoate, 20 mg/ml 15 1 1 12 


Risperidone, 2 mg tab 15 2.5 1 365 


Orphenadrine 50mg 10 1 3 14 


Zuclopenthixol, 200mg 15 1 1 12 


Clozapine, 100mg 12 1 3 365 


Olanzapine, 10mg 15 2 1 365 
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Personnel Time Required per Case: For medication monitoring, 100% require two 10-minute visits with a 


generalist/primary care doctor plus four 10-minute visits with a Psychiatric nurse.  (supervision by DHMTs) 


 


90% get 8 individual therapy sessions delivered by an occupational therapist for 50 minutes.  10% will get 2 individual 


therapy sessions delivered by an occupational therapist for 50 minutes, followed by 8 group therapy sessions delivered by 


an occupational therapist for 50 minutes to a group of 5 participants.   


 


 


Visits or Inpatient Time Required per Case: For medication monitoring, 100% get 6 outpatient visits. For individual 


therapy, 90% get 8 outpatient visits. For group therapy, 10% get 10 outpatient visits (2 individual followed by 8 group 


therapy session). For acute inpatient care, 15% of patients require 28 inpatient days. For long-term inpatient care, 10% of 


patients require 90 inpatient days. 


 


Intervention 19. Residential care and and Rehab 


Target Population:  People with psychosis, 15+years 


 


Population in Need: 2.5% 


 


Drugs and Supplies required Per Client: Included in Basic/Intensive psychosocial support and mood-stabilizing 


medication 


 


Personnel Time Required per Case: Rehab services will be delivered by a full-time Occupational Therapist Assistant The 


OTAs will receive weekly support from an Occupational Therapist who will visit once a week for half a day to co-develop 


recovery/rehab orientated interventions which are crafted for each individual.  A full time social worker manager is also 


provided as well as a  PN who visits once a month to provide medication and support to residents, spending an average 


of 15 minutes per person.  


 


 


Visits or Inpatient Time Required per Case: 100% receive 365 inpatient days in a community residential facility.   


 


Intervention 20. Day care  


Target Population:  People with psychosis, 15+years 


 


Population in Need: 7.5% 


 


Drugs and Supplies required Per Client: Included in Basic/Intensive psychosocial support and anti-psychotic medication 


 


Personnel Time Required per Case: 100% get 100 days of day care.  Rehab services will be delivered by a full-time 


Occupational Therapist Assistant. The OTAs will receive monthly support from an Occupational Therapist who will visit 


once a month (three visits in total) for half a day to co-develop recovery/rehab orientated interventions which are crafted 


for each individual. A full time social worker manager is also provided. 


 


Visits or Inpatient Time Required per Case: 100% receive 100 day-care days in a community day care facility.   


 


Bipolar Disorder 
 


 


Intervention 21. Basic psychosocial treatment, advice, and follow-up for bipolar disorder, plus mood-


stabilizing medication 


Target Population:  People with bipolar disorder, 15+years 


 


Population in Need: 100% 
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Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Lithium, 400 mg 69 1 1 365 


Valproate, 500 mg 11 1 2 365 


Thyroid function test 69 1 1 1 


Olanzapine, 10mg 5 2 1 365 


Lamotrigine oral 200 mg 10 1 1 365 


Quetiapine 300mg  4 1 1 365 


Clozapine, 100mg 1 1 1 365 


Lithium test 69 1 1 2 


Urea test 69 1 1 2 


Creatinine test 69 1 1 2 


Calcium test 69 1 1 1 


Neutrophil count 1 1 1 12 


 


 


Personnel Time Required per Case: At clinic level: For medication monitoring, 100% require three 10-minute visits with a 


generalist/primary care doctor plus three 10-minute visits with a psychiatric nurse. For psychosocial support, 100% require 


four 20-minute visits with a professional nurse. (supervision by DHMTs) 


 


Visits or Inpatient Time Required per Case: For psychosocial treatment, 100% get 4 outpatient visits. For medication 


monitoring, 100% get 6 outpatient visits. 15% require 28 inpatient days for acute inpatient care. Ten percent require 90 


inpatient days for long-term care. 


 


 


Intervention 22. Intensive psychosocial intervention for bipolar disorder, plus mood-stabilizing medication 


 


Target Population:  People with bipolar disorder, 15+years 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Lithium, 400 mg 69 1 1 365 


Valproate, 500 mg 11 1 2 365 


Thyroid function test 69 1 1 1 


Olanzapine, 10mg 5 2 1 365 


Lamotrigine oral 200 mg 10 1 1 365 


Quetiapine 300mg  4 1 1 365 


Clozapine, 100mg 1 1 1 365 


Lithium test 69 1 1 2 


Urea test 69 1 1 2 


Creatinine test 69 1 1 2 


Calcium test 69 1 1 1 
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Neutrophil count 1 1 1 12 


 


Personnel Time Required per Case: 100% get 2 10-minute visits with a doctor and 4 10-minute visits with a psychiatric 


nurse for medication and medication monitoring.   (supervised by DHMT) 


 


90% get 18 individual therapy sessions delivered by an occupational therapist for 50 minutes.  10% will get 2 individual 


therapy sessions delivered by an occupational therapist for 50 minutes, followed by 24 group therapy sessions delivered 


by an occupational therapist for 50 minutes to a group of 5 participants.   


 


Visits or Inpatient Time Required per Case: For medication monitoring, 100% get 6 outpatient visits. For individual 


therapy, 90% get 18 outpatient visits. For group therapy, 10% get 26 outpatient visits (2 individual followed by 24 group 


therapy sessions). For acute inpatient care, 15% of patients require 28 inpatient days. For long-term inpatient care, 10% of 


patients require 90 inpatient days.  


 


Intervention 23. Residential care and Rehab 


Target Population:  People with bipolar disorder, 15+years 


 


Population in Need: 2.5% 


 


Drugs and Supplies required Per Client: Included in Basic/Intensive psychosocial support and mood-stabilizing 


medication 


 


Personnel Time Required per Case: Rehab services will be delivered by a full-time Occupational Therapist Assistant The 


OTAs will receive weekly support from an Occupational Therapist who will visit once a week for half a day to co-develop 


recovery/rehab orientated interventions which are crafted for each individual.  A full time social worker manager is also 


provided as well as a  PN who visits once a month to provide medication and support to residents, spending an average 


of 15 minutes per person. 


 


Visits or Inpatient Time Required per Case: 100% receive 365 inpatient days in a community residential facility.   


 


Intervention 24. Day care  


Target Population:  People with bipolar disorder, 15+years 


 


Population in Need: 7.5% 


 


Drugs and Supplies required Per Client: Included in Basic/Intensive psychosocial support and mood-stabilizing 


medication 


 


Personnel Time Required per Case: 100% get 100 days of day care.  Rehab services will be delivered by a full-time 


Occupational Therapist Assistant. The OTAs will receive monthly support from an Occupational Therapist who will visit 


once a month (three visits in total) for half a day to co-develop recovery/rehab orientated interventions which are crafted 


for each individual.  A full time social worker manager is also provided. 


 


 


Visits or Inpatient Time Required per Case: 100% receive 100 day-care days in a community day care facility.   


 


 


Epilepsy 
 


Intervention 25. Basic psychosocial support, advice, and follow-up, plus anti-epileptic medication 


 


Target Population:  People with epilepsy, 1+years 
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Population in Need: 100% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Phenytoin, 100 mg 5 3 1 365 


Carbamazepine, 200mg 15 3 1 365 


Lamotrigine oral 200 mg 30 1.5 1 365 


Valproate, 500 mg 50 2.0 1 365 


 


 


Personnel Time Required per Case: Two 10-minute visits with a generalist/primary care doctor plus two 10-minute visits 


with a nurse.  


 


Visits or Inpatient Time Required per Case: Four outpatient visits.  


 


Idiopathic developmental intellectual disability 
 


 


 


Intervention 26. Basic psychosocial treatment, advice, and follow-up for developmental disorders 


Target Population: People with Idiopathic developmental intellectual disability, 1-19 yrs 


 


Population in Need: 100%  


 


 


Drugs and Supplies required Per Client: NA 


 


 


Personnel Time Required per Case: 100% require two 20-minute visits with a generalist/primary care doctor and two 20 


minute sessions with an occupational therapist.   


 


Visits or Inpatient Time Required per Case: 100% require 2 outpatient visits.  


 


 


Intervention 27. Intensive psychosocial intervention for developmental disorders 


Target Population: People with Idiopathic developmental intellectual disability, 1+ 


 


Population in Need: 100%  


 


 


Drugs and Supplies required Per Client:  


Name (generic) % use 


Number of 


units Times per day  No. of days  


Risperidone,1mg/ml 30ml bottle 60 0.3 1 365 


 


 


 







 
 


 


 16 


Personnel Time Required per Case: 60% require two 20-minute visits with a generalist/primary care doctor (for 


medication monitoring) and twelve 20-minute sessions with an occupational therapist.   


 


Visits or Inpatient Time Required per Case: 100% require 12 outpatient visits.  


 


 


Intervention 28. Residential care and Rehab for people with moderate-severe Idiopathic developmental 


intellectual disability 


Target Population: People with Idiopathic developmental intellectual disability, 1+ yrs 


 


Population in Need: 3.6% (20% of moderate and severe cases estimated at 18% of total) 


 


 


Drugs and Supplies required Per Client: Included in Intensive psychosocial support intervention 


 


Personnel Time Required per Case: Rehab services will be delivered by a full-time Occupational Therapist Assistant The 


OTAs will receive weekly support from an Occupational Therapist who will visit once a week for half a day to co-develop 


recovery/rehab orientated interventions which are crafted for each individual.  A full time social worker manager is also 


provided as well as a  PN who visits once a month to provide medication and support to residents, spending an average 


of 15 minutes per person. 


 


Visits or Inpatient Time Required per Case: 100% receive 365 inpatient days in a community residential facility.   


 


Intervention 29. Day care  


Target Population:  People with Idiopathic developmental intellectual disability, 1+ yrs 


 


Population in Need: 20% 


 


Drugs and Supplies required Per Client: Included in Intensive psychosocial support intervention 


 


Personnel Time Required per Case: 100% get 100 days of day care.  Rehab services will be delivered by a full-time 


Occupational Therapist Assistant.  The OTAs will receive monthly support from an Occupational Therapist who will visit 


once a month (three visits in total) for half a day to co-develop recovery/rehab orientated interventions which are crafted 


for each individual.  A full time social worker manager is also provided. 


 


Visits or Inpatient Time Required per Case: 100% receive 100 day-care days in a community day care facility.   


 


 


Behavioural disorders (Conduct disorder and ADHD) 
 


Intervention 30. Family psychoeducation (conduct disorder) 


Target Population:  Children with Conduct disorder, 5-19 yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: NA 


 


Personnel Time Required per Case: 100% receive five 50-minute visits with a BPsych counsellor.     


 


Visits or Inpatient Time Required per Case: 5 outpatient visits 
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Intervention 31. Family psychoeducation (ADHD) 


Target Population:  Children with ADHD, 5-19 yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: None needed. 


 


Personnel Time Required per Case: 100% receive five 50-minute visits with a BPsych counsellor.     


 


Visits or Inpatient Time Required per Case: 5 outpatient visits 


  


 


Intervention 32. Methylphenidate medication 


 


Target Population: Children with ADHD, 5-19 yrs 


 


Population in Need: 30% 


 


Drugs and Supplies required Per Client:  


Name (generic) % use 


Number of 


units Times per day  No. of days  


Methylphenidate, 10 mg 24% 6 1 365 


Methylphenidate long acting, 20mg 6% 3 1 365 


 


 


Personnel Time Required per Case: Methylphenidate is Schedule 6 and needs monthly prescription. Initial visit with 


doctor will be 15 minutes, as the first assessment needs rating scales completed by teacher and parents and teaching 


reports interpreted, plus comorbidities excluded. (DHMT supervision required). Other 11 visits will last 10 minutes.  


 


 


Visits or Inpatient Time Required per Case: Thirty percent require 12 outpatient visits.  


 


Dementia 
 


Intervention 33. Assessment, diagnosis, advice, and follow-up for dementia 


 


Target Population: Persons with dementia, 60+ yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: NA 


 


Personnel Time Required per Case: Two 20-minute visits with a generalist/primary care doctor and two 20-minute visits 


with a nurse. 


 


Visits or Inpatient Time Required per Case: For assessment and diagnosis, four outpatient visits. Twenty percent require 


18 inpatient days. 


 


Intervention 34. Pharmacological treatment of dementia 


 


Target Population: Persons with dementia, 60+ yrs 
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Population in Need: 20% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Haloperidol,1.5mg 50 1 3 365 


Nicotinomide,100mg 50 1 3 180 


Thiamine (vitamin B1), 100 mg 50 1 3 180 


Fluoxetine, 20 mg tab 50 1 1 180 


Citalopram, 20mg tab 50 1 1 180 


 


 


Personnel Time Required per Case: Two 10-minute visits with a generalist/primary care doctor and one 10-minute visit 


with a nurse. 


 


Visits or Inpatient Time Required per Case: Three outpatient visits. 


 


Intervention 35. Residential care and Rehab for Persons with dementia 


Target Population: Persons with dementia, 60+ yrs 


 


Population in Need: 10%  


 


Drugs and Supplies required Per Client: included under pharmacological intervention 


 


Personnel Time Required per Case: Rehab services will be delivered by a full-time Occupational Therapist Assistant The 


OTAs will receive weekly support from an Occupational Therapist who will visit once a week for half a day to co-develop 


recovery/rehab orientated interventions which are crafted for each individual.  A full time social worker manager is also 


provided as well as a  PN who visits once a month to provide medication and support to residents, spending an average 


of 15 minutes per person. 


 


Visits or Inpatient Time Required per Case: 100% receive 365 inpatient days in a community residential facility.   


Twenty percent require 18 inpatient days. 


 


 


Intervention 36. Day care  


Target Population: Persons with dementia, 60+ yrs 


 


Population in Need: 10%  


 


Drugs and Supplies required Per Client: Included in Pharmacological treatment of dementia 


 


Personnel Time Required per Case: 100% get 100 days of day care.  Rehab services will be delivered by a full-time 


Occupational Therapist Assistant. The OTAs will receive monthly support from an Occupational Therapist who will visit 


once a month (three visits in total) for half a day to co-develop recovery/rehab orientated interventions which are crafted 


for each individual.  A full time social worker manager is also provided. 


 


 


Visits or Inpatient Time Required per Case: 100% receive 100 day-care days in a community day care facility.   
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Risky Alcohol use  
 


Intervention 37. Identification, assessment and brief interventions and follow-up for risky alcohol use 


(SBIRT) 


Target Population: People with risky alcohol use, 15+ yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: None needed. 


 


Personnel Time Required per Case: 3 15-minute visits with a PN; During the first visit, 5 minutes of EN time for basic 


screening during vitals and 5 mins of PN time required for APC assessment.   


 


 


Visits or Inpatient Time Required per Case: All patients require 3 outpatient visits.  


 


Alcohol-use disorder 
 


 


Intervention 38. Management of alcohol withdrawal 


Target Population: People with alcohol use disorder, 15+ yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Diazepam, 5 mg 100 2 1 5 


Thiamine (vitamin B1), 100 mg 100 1 1 5 


Haloperidol, 1.5mg 50 1 3 5 


 


 


Personnel Time Required per Case: Two 15-minute visits with a generalist/primary care doctor or specialist (depending 


on setting) and two 15-minute visits with a nurse. 


 


Visits or Inpatient Time Required per Case: Four outpatient visits (this is assumed for uncomplicated withdrawal). Two 


percent require 14 inpatient days  


 


Intervention 39. Relapse prevention medication for alcohol use/dependence 


Target Population: People with alcohol use disorder, 15+ yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Acamprosate, 333 mg 35 6 1 180 


Naltrexone, 50 mg 35 1 1 180 


Disulfiram, 250 mg 35 1 1 180 
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*drugs not currently available in SA 


 


Personnel Time Required per Case: Two 15-minute visits with a generalist/primary care doctor and two 15-minute visits 


with a nurse. 


 


Visits or Inpatient Time Required per Case: Four outpatient visits. 


 
Risky Substance use 
 


Intervention 40. Identification, assessment and brief interventions and follow-up for risky substance use 


Target Population: People with risky substance use, 15+ yrs 


 


Population in Need: 100% 


 


Drugs and Supplies required Per Client: None needed. 


 


Personnel Time Required per Case: Four 15-minute visits with a nurse.  During the first visit, 5 minutes of EN time for 


basic screening during vitals and 5 mins of PN time required for APC assessment.   


 


Visits or Inpatient Time Required per Case: Four outpatient visits. 


 


 


Substance-use disorders 
 


Intervention 41. Management of opioid withdrawal 


Target Population: People with substance use disorders (opioid), 15+ yrs 


 


Population in Need: 40% 


 


Drugs and Supplies required Per Client: 


 


 


Name (generic) % use 


Number of 


units Times per day  No. of days  


Methadone, 5 mg 50 2 1 7 


Buprenorphine/naloxone 2mg 25 6 1 10 


Buprenorphine, 8 mg 25 1.5 1 10 


*only methadone currently available  


 


Personnel Time Required per Case: Two 15-minute visits with a generalist/primary care doctor or specialist (depending 


on setting) and two 15-minute visits with a nurse. 


 


Visits or Inpatient Time Required per Case: Four outpatient visits and 7 inpatient days. Twenty-five percent of patients 


require 60 inpatient days.   


 


Intervention 42. Management of non-opioid/other drug withdrawal 


Target Population: : People with substance use disorders (non-opioid), 15+ yrs 


 


Population in Need: 60% 


 


Drugs and Supplies required Per Client: 
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Name (generic) % use 


Number of 


units Times per day  No. of days  


Diazepam, 5mg 50 2 1 7 


 


Personnel Time Required per Case: Two 15-minute visits with a generalist/primary care doctor or specialist (depending 


on setting).and two 15-minute visits with a nurse. 


 


Visits or Inpatient Time Required per Case: Four outpatient visits and 7 inpatient days. Twenty-five percent of patients 


require 60 inpatient days.   


 





		Intervention Treatment Assumptions_F

		Anxiety disorders

		Intervention 1. Basic psychosocial treatment for anxiety disorders (mild cases)

		Population in Need: 55%



		Intervention 2. Basic psychosocial treatment and anti-depressant medication for anxiety disorders (moderate-severe cases)

		Population in Need: 45%



		Intervention 3. Intensive psychosocial treatment and anti-depressant medication for anxiety disorders (moderate-severe cases)

		Population in Need: 45%



		Intervention 4. Psychological treatment for anxiety disorders (moderate-severe cases, 10-15 years)

		Population in Need: 45%





		Depressive Disorders

		Intervention 5. Basic psychosocial treatment for mild depression

		Population in Need: 40%



		Intervention 6. Basic psychosocial treatment and anti-depressant medication of first episode moderate-severe cases

		Population in Need: 18%



		Intervention 7. Intensive psychosocial treatment and anti-depressant medication of first episode moderate-severe cases

		Population in Need: 18%



		Intervention 8. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-severe cases on an episodic basis

		Population in Need: 42%



		Intervention 9. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-severe cases on a maintenance basis

		Population in Need: 42%



		Intervention 10. Psychological treatment of first episode moderate-severe cases (10-15 years)

		Population in Need: 40%





		Perinatal Depression

		Intervention 11. Basic psychosocial treatment for mild depression

		Population in Need: 80%



		Intervention 12. Basic psychosocial treatment and anti-depressant medication of first episode moderate-severe cases

		Population in Need: 8%



		Intervention 13. Intensive psychosocial treatment and anti-depressant medication of first episode moderate-severe cases

		Population in Need: 8%



		Intervention 14. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-severe cases on an episodic basis

		Population in Need: 12%



		Intervention 15. Intensive psychosocial treatment and anti-depressant medication of recurrent moderate-severe cases on a maintenance basis

		Population in Need: 12%



		Intervention 16. Psychosocial care for peri-natal depression

		Population in Need: 100%





		Psychosis

		Intervention 17. Basic psychosocial support and anti-psychotic medication

		Population in Need: 100%



		Intervention 18. Intensive psychosocial support and anti-psychotic medication

		Population in Need: 100%



		Intervention 19. Residential care and and Rehab

		Population in Need: 2.5%



		Intervention 20. Day care

		Population in Need: 7.5%





		Bipolar Disorder

		Intervention 21. Basic psychosocial treatment, advice, and follow-up for bipolar disorder, plus mood-stabilizing medication

		Population in Need: 100%



		Intervention 22. Intensive psychosocial intervention for bipolar disorder, plus mood-stabilizing medication

		Population in Need: 100%



		Intervention 23. Residential care and Rehab

		Population in Need: 2.5%



		Intervention 24. Day care

		Population in Need: 7.5%





		Epilepsy

		Intervention 25. Basic psychosocial support, advice, and follow-up, plus anti-epileptic medication

		Population in Need: 100%





		Idiopathic developmental intellectual disability

		Intervention 26. Basic psychosocial treatment, advice, and follow-up for developmental disorders

		Population in Need: 100%



		Intervention 27. Intensive psychosocial intervention for developmental disorders

		Population in Need: 100%



		Intervention 28. Residential care and Rehab for people with moderate-severe Idiopathic developmental intellectual disability

		Population in Need: 3.6% (20% of moderate and severe cases estimated at 18% of total)



		Intervention 29. Day care

		Population in Need: 20%





		Behavioural disorders (Conduct disorder and ADHD)

		Intervention 30. Family psychoeducation (conduct disorder)

		Population in Need: 100%



		Intervention 31. Family psychoeducation (ADHD)

		Population in Need: 100%



		Intervention 32. Methylphenidate medication

		Population in Need: 30%





		Dementia

		Intervention 33. Assessment, diagnosis, advice, and follow-up for dementia

		Population in Need: 100%



		Intervention 34. Pharmacological treatment of dementia

		Population in Need: 20%



		Intervention 35. Residential care and Rehab for Persons with dementia

		Population in Need: 10%



		Intervention 36. Day care

		Population in Need: 10%





		Risky Alcohol use

		Intervention 37. Identification, assessment and brief interventions and follow-up for risky alcohol use (SBIRT)

		Population in Need: 100%





		Alcohol-use disorder

		Intervention 38. Management of alcohol withdrawal

		Population in Need: 100%



		Intervention 39. Relapse prevention medication for alcohol use/dependence

		Population in Need: 100%





		Risky Substance use

		Intervention 40. Identification, assessment and brief interventions and follow-up for risky substance use

		Population in Need: 100%





		Substance-use disorders

		Intervention 41. Management of opioid withdrawal

		Population in Need: 40%



		Intervention 42. Management of non-opioid/other drug withdrawal

		Population in Need: 60%
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I
Health impacts of mental health interventions, measured 
from clinical trials and other research studies or summarized 
in meta-analyses (outlined in this Appendix), are expressed 
by the standardized mean effect size for outcomes including 
incidence, remission, case-fatality, and/or functioning. These 
effect size are adjusted for real-world effectiveness by taking 
into account partial response, the lag time between onset of 
the disorder and treatment, plus expected levels of non-
adherence in treated populations. 


Intervention Effect 
Sizes 
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Incidence Remission Case-
fatality


Function Adherence Disability 
Weight


Anxiety disorders


Basic psychosocial treatment for 
anxiety disorders (mild cases)


0.0% 36.0% 0.0% 7.4% 60.0% 0.16


Basic psychosocial treatment and 
anti-depressant medication for 
anxiety disorders (moderate-severe 
cases)


0.0% 36.0% 0.0% 9.2% 60.0%


Intensive psychosocial treatment 
and anti-depressant medication for 
anxiety disorders (moderate-severe 
cases)


0.0% 42.0% 0.0% 12.0% 70%


Intensive Psychological treatment 
and anti-depressant medication for 
anxiety disorders (moderate-severe 
cases, 10-14 years)


0.0% 68% 0.0% 0.4% 60%


Depressive Disorders


Basic psychosocial treatment for 
mild depression


0.0% 15.0% 0.0% 3.5% 60.0% 0.30


Basic psychosocial treatment and 
anti-depressant medication of first 
episode moderate-severe cases


0.0% 21.0% 0.0% 5.5% 60.0%


Intensive psychosocial treatment 
and anti-depressant medication of 
first episode moderate-severe 
cases


0.0% 24.5% 0.0% 8.7% 70.0%


Intensive psychosocial treatment 
and anti-depressant medication of 
recurrent moderate-severe cases 
on an episodic basis


0.0% 24.5% 0.0% 8.7% 70.0%


Intensive psychosocial treatment 
and anti-depressant medication of 
recurrent moderate-severe cases 
on a maintenance basis


28% 24.5% 0.0% 8.7% 70.0%


Intensive Psychological treatment 
and anti-depressant medication  of 
first episode moderate-severe 
cases (10-14 years)


0.0% 70.4% 0.0% 1.7% 60.0%







Incidence Remission Case-
fatality


Function Adherence Disability 
Weight


Perinatal Depression


Basic psychosocial treatment for 
mild depression


0.0% 15.0% 0.0% 3.5% 60.0% 0.37


Basic psychosocial treatment and 
anti-depressant medication of first 
episode moderate-severe cases


0.0% 21.0% 0.0% 5.5% 60.0%


Intensive psychosocial treatment 
and anti-depressant medication of 
first episode moderate-severe 
cases


0.0% 24.5% 0.0% 8.7% 70.0%


Intensive psychosocial treatment 
and anti-depressant medication of 
recurrent moderate-severe cases 
on an episodic basis


0.0% 24.5% 0.0% 8.7% 70.0%


Intensive psychosocial treatment 
and anti-depressant medication of 
recurrent moderate-severe cases 
on a maintenance basis


28% 24.5% 0.0% 8.7% 70.0%


Psychosocial care for peri-natal 
depression


0.0% 24.0% 0.0% 9.6% 60.0%


Psychosis


Basic psychosocial support and 
anti-psychotic medication


0.0% 0.0% 0.0% 20.9% 65.0% 0.71


Intensive psychosocial support and 
anti-psychotic medication


0.0%- 0.0% 0.0% 32.9% 70.0%


Bipolar Disorder


Basic psychosocial treatment, 
advice, and follow-up for bipolar 
disorder, plus mood-stabilizing 
medication (valproate)


0.0% 0.0% 0.0% 22.1% 65.0% 0.28


Intensive psychosocial treatment, 
advice, and follow-up for bipolar 
disorder, plus mood-stabilizing 
medication (valproate)


0.0% 0.0% 0.0% 24.3% 71.5%


Basic psychosocial intervention for 
bipolar disorder, plus mood-
stabilizing medication (lithium)


0.0% 0.0% 42.3% 26.0% 65.0%







Incidence Remission Case-
fatality


Function Adherence Disability 
Weight


Bipolar Disorder (cont’d)


Intensive psychosocial treatment, 
advice, and follow-up for bipolar 
disorder, plus mood-stabilizing 
medication (lithium)


0.0% 0.0% 46.5% 28.6% 71.5%


Epilepsy


Basic psychosocial support, advice, 
and follow-up, plus anti-epileptic 
medication


0.0% 42.0% 0.0% 32.9% 70.0% 0.32


Idiopathic developmental 
intellectual disability


Basic psychosocial treatment, 
advice, and follow-up for 
developmental disorders


0.0% 0.0% 0.0% 4.0% 80.0% 0.04


Intensive psychosocial intervention 
for developmental disorders


0.0% 0.0% 0.0% 7.0% 70.0%


Behavioural disorders 


Family psychoeducation (conduct 
disorder)


0.0% 0.0% 0.0% 16.0% 80.0% 0.24


Family psychoeducation (ADHD) 0.0% 0.0% 0.0% 16.0% 80.0% 0.05


Methylphenidate medication 
(ADHD)


0.0% 0.0% 0.0% 24.5% 70.0%


Dementia


Assessment, diagnosis, advice, and 
follow-up for dementia


0.0% 0.0% 0.0% 4.0% 80.0% 0.30


Pharmacological treatment of 
dementia


0.0% 0.0% 0.0% 7.0% 70.0%


Risky Alchohol Use


Brief interventions and follow-up 
for alcohol use/dependence


0.0% 7.5% 0.0% 0.0% 50.0% 0.12


Alcohol dependence


Management of alcohol withdrawal 0.0% 5.0% 0.0% 0.0% 50.0% 0.33


Relapse prevention medication for 
alcohol use/dependence


0.0% 7.5% 0.0% 0.0% 50.0%


Risky Substance Use


Brief interventions and follow-up 
for drug use/dependence


0.0% 6.0% 0.0% 0.0% 60.0% 0.12







Incidence Remission Case-
fatality


Function Adherence Disability 
Weight


Substance-Use Disorder


Management of opioid withdrawal 0.0% 6.0% 0.0% 0.0% 60.0% 0.52


Management of non-opioid/other 
drug withdrawal


0.0% 6.0% 0.0% 0.0% 60.0% 0.25


Condition Risk Ratio LCI UCI


Population based mental health 
interventions 


Universal, school-based, social and 
emotional learning (SEL) 
interventions


Depression 0.840 0.748 0.940


Suicide 0.834 0.702 0.991


Indicated, school-based, social and 
emotional learning (SEL) 
interventions


Depression 0.732 0.572 0.928


Suicide 0.843 0.702 0.991








B
Modelling a gradual and rational redistribution in service 
delivery channels in line with the existing service delivery 
environment in South Africa.


Baseline and Target 
Service Distribution 
for Outpatient and 
Inpatient care 
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Baseline Service Distributions Primary 
Health Care


District 
Hospital


Regional 
Hospital


Tertiary 
Hospital


Central 
Hospital


Psych 
Hospital


Baseline Outpatient Service distribution 


All Outpatient Interventions 
(exceptions below)


74% 9% 6% 2% 1% 8%


Psychosocial care for perinatal 
depression


100%


Brief interventions for risky alcohol 
and substance abuse


74% 11% 8% 4% 3%


Alcohol withdrawal/relapse 
prevention & opioid/non-opioid 
withdrawal


25% 25% 25% 25%


Baseline Inpatient Service distributions
All disorders 0% 42% 23% 9% 5% 22%


Baseline Outpatient & Inpatient Distributions of 
Mental Health Care







Target Service Distributions Primary 
Health 


Care


District 
Hospital


Regional 
Hospital


Tertiary 
Hospital


Central 
Hospital


Psych 
Hospital


Target Outpatient Service distribution 
Mild anxiety disorders 100%


Moderate-to-severe anxiety, including 
perinatal populations and children


80% 7% 5% 2% 1% 5%


Mild Depressive disorder 100%


Moderate-to-severe depression, including 
perinatal populations and children


80% 7% 5% 2% 1% 5%


Psychosocial care for Perinatal depression 100%
Psychosis (15+ years) 75% 9% 6% 2% 1% 7%
Bipolar disorder (15+ years) 75% 9% 6% 2% 1% 7%
Epilepsy (1+ years) 75% 9% 6% 2% 1% 7%


Basic treatment for Idiopathic developmental 
intellectual disability (1+ years)


100%


Intensive treatment for Idiopathic 
developmental intellectual disability (1+ years)


75% 9% 6% 2% 1% 7%


Conduct disorder (5-19 years): Family 
psychoeducation


100%


ADHD (5-19 years): Family psychoeducation 100%
ADHD: Methylphenidate medication 75% 9% 6% 2% 1% 7%
Dementia (40+ years) 75% 9% 6% 2% 1%
Risky alcohol use (15+ years) 75% 11% 8% 4% 3% 7%
Alcohol use disorder (15+ years) 25% 25% 25% 25%
Risky drug use (15+ years) 75% 11% 8% 4% 3% 7%
Substance-use disorder (15+ years) 25% 25% 25% 25%


Target Inpatient Service distribution (only applied to conditions for which inpatient stay is required)
Anxiety disorders 50% 50%
Depression 50% 50%
Psychosis (15+ years) 16% 16% 9% 5% 54%
Bipolar disorder (15+ years) 16% 16% 9% 5% 54%
Dementia (40+ years) 50% 50%
Alcohol use disorder (15+ years) 50% 50%
Substance-use disorder (15+ years) 16% 16% 5% 5% 58%
Forensic Assessments 100%


Target Outpatient & Inpatient Distributions of 
Mental Health Care








BBaseline and Target 
Coverage Rates
& Populations in Need
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Baseline and target coverages of interventions 
and services


Interventions and Services Population 
in need


Baseline 
Coverage


Target 
Coverage


Treatment and Rehabilitation
Anxiety disorders
Basic psychosocial treatment for mild cases 55% 5% 20%
Basic psychosocial treatment and anti-depressant medication for 
moderate-severe cases


45% 10% 30%


Intensive psychosocial treatment and anti-depressant medication for 
moderate-severe cases


45% 5% 20%


Children with moderate-severe anxiety (10-14 years)
Intensive psychosocial treatment for moderate-severe cases 45% 5% 20%
Depression
Basic psychosocial treatment for mild cases 40% 5% 20%
Basic psychosocial treatment and anti-depressant medication of first 
episode moderate-severe cases


18% 10% 40%


Intensive psychosocial treatment and anti-depressant medication of first 
episode moderate-severe cases


18% 5% 20%


Intensive psychosocial treatment and anti-depressant medication of 
recurrent moderate-severe cases on an episodic basis


42% 5% 30%


Intensive psychosocial treatment and anti-depressant medication of 
recurrent moderate-severe cases on a maintenance basis


42% 1% 30%


Children with moderate-severe depression (10-14 years)
Intensive psychosocial treatment for moderate-severe cases 18% 5% 30%
Perinatal depression
Basic psychosocial treatment for mild cases 80% 3% 30%
Basic psychosocial treatment and anti-depressant medication of first 
episode moderate-severe cases


8% 5% 40%


Intensive psychosocial treatment and anti-depressant medication of first 
episode moderate-severe cases


8% 3% 30%


Intensive psychosocial treatment and anti-depressant medication of 
recurrent moderate-severe cases on an episodic basis


12% 3% 30%


Intensive psychosocial treatment and anti-depressant medication of 
recurrent moderate-severe cases on a maintenance basis


12% 1% 30%


Psychosocial care for perinatal depression 100% 3% 40%
Psychosis
Basic psychosocial support and anti-psychotic medication 100% 20% 50%
Intensive psychosocial support and anti-psychotic medication 100% 5% 20%
Bipolar disorder
Basic psychosocial treatment plus mood-stabilizing medication 100% 20% 50%
Intensive psychosocial intervention plus mood-stabilizing medication 100% 5% 20%


* Population in need is calculated as the proportion of the current and projected number of people living with each disorder that will 
require the intervention specified. 







Baseline and target coverages of interventions 
and services


Interventions and Services Population 
in need


Baseline 
Coverage


Target 
Coverage


Epilepsy
Basic psychosocial treatment plus anti-epileptic medication 100% 40% 80%
Idiopathic developmental intellectual disability
Basic psychosocial treatment, advice, and follow-up for developmental 
disorders


100% 5% 30%


Intensive psychosocial intervention for developmental disorders 100% 5% 30%
Conduct disorders
Family psychoeducation (including parental skills training) Conduct 100% 5% 30%
Attention Deficit Hyperactivity Disorder (ADHD)
Family psychoeducation (including parental skills training) ADHD 100% 5% 30%
Methylphenidate medication (for hyperkinetic disorder) 30% 5% 30%
Dementia
Assessment, diagnosis, advice, and follow-up for dementia 100% 5% 20%
Pharmacological treatment of dementia 20% 5% 20%
Alcohol-use disorder
Management of alcohol withdrawal 100% 5% 30%
Relapse prevention medication for alcohol dependence 100% 0% 20%
Substance-use disorder
Management of opioid withdrawal 40% 2% 20%
Management of non-opioid/other drug withdrawal 60% 2% 20%
Early Interventions for Risky Alcohol and Substance-use
Risky Alcohol use
Brief interventions for identified risky alcohol-use 100% 5% 30%
Risky Substance use
Brief interventions for identified risky substance-use 100% 5% 30%
Population-level School-based Interventions
School-learners, 12-17 years
Universal, school-based, social and emotional learning (SEL) interventions 
for 12-17 years


100% 0% 91%


Indicated, school-based, social and emotional learning (SEL) intervention 5% 0% 5%
Forensic Mental Health Services
Forensic Cases
Forensic Evaluation 100% 100% 100%


* Population in need is calculated as the proportion of the current and projected number of people living with each disorder that will 
require the intervention specified. 







Proportion of Cases Requiring Community-based 
Day- and Residential-services
Community-based Service Platform and Target Population Proportion of Cases in Need
Treatment and Rehabilitation
Psychosis 
Day Care services 7.5% 
Residential Services 2.5% 
Bipolar disorder
Day Care services 7.5% 
Residential Services 2.5% 
Dementia
Day Care services 20%   
Residential Services 3.6%   
Idiopathic developmental intellectual disability
Day Care services 10% 
Residential Services 10% 







