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Research briefs on non-communicable diseases in 

South Africa 

We have developed a series of briefs aiming to explain, explore and quantify the burden of non-

communicable diseases (NCDs) in South Africa. Throughout the briefs, we draw together both existing 

quantitative data as well as emerging qualitative data. The primary qualitative data presented in the 

form of vignettes, has been collected by Dr Beth Vale, through in-depth ethnographic research.  

These briefs are timely, given the rising global burden, and particularly the rising burden in low- and 

middle-income countries (LMICs), of NCDs. Given South Africa’s high prevalence of HIV, there has also 

been a recent focus on the link between HIV and NCDs as the population living with HIV grow increasingly 

older with the successful uptake of antiretrovirals. An ageing population is more at risk for NCDs as we 

will explain in our briefs. As we move towards universal health coverage (UHC) it is imperative that we 

understand the needs of our population now and how these may change going forward. We have 

produced twelve briefs in this series.  

This work was supported by the following partners, although the views are the authors’ own: 

• Actuarial Society of South Africa (ASSA): ASSA has an interest in being part of the development 

of high-quality evidence to support resource allocation and decision-making and the interplay 

between the supply and demand sides of the health system. 

• RGA Reinsurance Company of South Africa Ltd (RGA): RGA has an interest in the ways in which 

life insurance can be responsive to the changing burden of disease and the ways in which we 

can use data to drive decision-making. 

• Board of Healthcare Funders (BHF): BHF has an interest in an affordable, accessible, and high-

quality private health sector.   

• Medscheme: Medscheme has an interest in the ways in which medical schemes can be responsive 

to the changing burden of disease in order to enable access to affordable and high-quality 

healthcare in the private health sector. 

Take-home messages 

• Mental health encompasses overall psychological well-being, and extends beyond the absence 

of a mental disorder. However, this brief focuses on mental disorders as the prominent cause of 

mental ill-health. 

• Factors affecting the onset of mental ill-health can be biological or environmental, or a 

combination of the two, and so, can operate at both an individual and societal level.  

• Many of the individual risk factors (such as poor diet, physical inactivity, substance abuse etc.), 

as well as societal risk factors (such as poverty, childhood adversity and violence) overlap with 

risk factors for the development, as well as poor management, of other major NCDs, including 

diabetes, cardiovascular disease and cancer.  
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• Co-morbidity between other NCDs and mental illness is extremely common, resulting from the 

overlap of risk factors, as well as a bidirectional relationship between the two categories of 

illness: mental illness increases the risk of NCDs and NCDs increase the risk of mental illness.  

• Co-morbidity between mental and physical illness translates to more complex treatment regimes, 

poor adherence and worse health outcomes.  

• As with many other NCDs, and highlighted in previous briefs, there are strong age and gender 

dimensions to mental illness: mental illness typically develops in childhood or adolescence, and 

different mental disorders have varying risks across the genders. For example, depressive and 

anxiety disorders are more common in women, while substance use disorders are more common 

in men.  

• The prevalence and severity of mental disorders appears to be on the rise in South Africa. 

However, the lack of recent and reliable data complicates the estimation of the true prevalence 

of mental disorders in the country.  

• South Africa’s history of violence and oppression largely contributes to the poor state of mental 

health of the country.  

Introduction 

Mental health conditions are becoming increasingly large contributors towards disease and disability 

burdens worldwide.1 This, together with the fact that there is a large overlap of risk factors and a high 

level of co-morbidity between mental ill-health and other major NCDs, has led to mental disorders being 

increasingly recognised as a major NCD category. The close and complex interactions between mental 

health and other NCDs highlights the importance of understanding mental health in order to forecast and 

tackle the burden of NCDs efficiently.  

Mental ill-health is an extremely widespread issue and its universality is evident in its high prevalence: 

the WHO estimates that one in four people will experience mental ill-health in their lifetime.2 

Furthermore, the incidence of mental illness is on the rise globally and mental health is a fast-growing 

priority. In South Africa, where poverty, substance abuse and violence are prevalent, the consequences 

of mental ill-health are acutely felt. However, the true burden of mental illness is complex to estimate, 

owing to a lack of reliable and recent data, as well as under-diagnosis and poor access to treatment. 

This brief sets out to dive deep into the state of mental health in South Africa, as well as explore the links 

between mental health and other NCD groups.  

Data and methods 

We use two broad quantitative data sets for this paper: household survey data and medical scheme 

data. Survey data includes General Household Survey (GHS) data, Demographic and Health Survey 

(DHS) data and National Income Dynamics Study (NiDS) data. When we analysed the quantitative 

datasets for comparison against one another, we standardised based on age and sex, given the 

relationship between age and NCDs (see brief 2), and sex and NCDs (see brief 3). We do this 

standardisation against the Statistics South Africa mid-year population estimates for 2018 for all 

datasets for fair comparison.  

For the survey data, we use statistical methods to present our data. Statistical significance is a 

mathematical approach used to determine whether something has happened by chance or is truly as a 
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result of a particular factor. We use asterisks to denote the extent of the significance for the graphs we 

present: 

* = p<0.1: statistically marginally significant 

** = p<0.05: statistically significant 

*** = p<0.01: statistically highly significant 

Private sector data were provided by a large healthcare administrator and managed care services 

provider. The data provided included mental health hospital admission data, between 2014 and 2018, 

and chronic benefit registration data for 2020. Prevalence of mental disorders in the medical scheme 

population is estimated by finding the proportion of beneficiaries who are registered for chronic disease 

benefits for the relevant disorder. Where relative prevalence ratios are calculated, this refers to the 

ratio of prevalence in one subgroup of the medical scheme population compared to another. 

We also use qualitative data in this brief, based on primary data collection in one pocket of South 

Africa, to marry the quantitative findings to the reality on the ground.  

 

What is mental health? 

Mental health vs. mental disorders 

While mental ‘disorders’ are defined as medical conditions, “characterized by a combination of 

abnormal thoughts, perceptions, emotions, behaviours and relationships with others”,3 mental health is 

defined as “a state of well-being in which every individual realises his or her own potential, can cope 

with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution 

to his or her community.”4  

Mental health is therefore not merely the absence of a mental ‘disorder,’ but encompasses the overall 

psychological, emotional and social welfare of an individual.5 This means that mental health problems 

can manifest in a variety of ways, including some that do not have a predefined clinical diagnosis. This 

makes understanding and estimating the true burden of mental health problems complex. 

While mental health is not limited to the absence of a mental disorder, for the purposes of this brief, 

mental disorders will be considered the principal factor affecting mental ill-health.  

 

The DSM-5 (a publication by the American Psychiatric Association that sets a standard for the diagnosis 

of mental disorders) recognises nearly 300 mental disorders, which cover a wide range of symptoms. 

The DSM-5 then broadly categorises mental disorders into groups (including depressive disorders, 

substance use disorders etc.), based on their dominant features.  

The sheer number of mental disorders highlights the vastness of mental health. Furthermore, mental 

disorders vary by cause of onset, symptoms and severity, and can be acute, intermittent or chronic in 

nature. Despite this great diversity across mental disorders, they are commonly grouped together and 

viewed as a singular health issue. This is problematic, as doing so fails to acknowledge the intricacies 

and nuances of each disorder. This deep dive therefore focusses on mental disorders that are most 

prevalent and impactful in South Africa, including depression, anxiety, substance abuse, post-traumatic 

stress disorder (PTSD) and bi-polar disorder.  
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What causes mental disorders? 

Mental health, and the onset of mental disorders in particular, is affected by various factors, which 

operate at both an individual and societal level.6 Risk factors for mental disorders can be biological as 

well as environmental, including genetics, age, sex and gender, nutrition, stress, standard of living, 

external environment, working conditions and community support.7 While there are different risk factors 

for different mental disorders, there is also a large overlap of risk factors across the various mental 

disorders. Some mental disorders are closely associated with biology and genetics, while others are 

more closely related to personal attributes or external stressors.6 Additionally, while personal attributes 

may predispose individuals to a given mental disorder, external stressors often serve as a trigger for 

onset, or worsen severity.8 Mental ill-health is often a result of a complex interaction of a combination 

of risk factors, and cannot usually be attributed to one single factor.9 

Most mental disorders develop in childhood or adolescence.10 Furthermore, childhood adversity is a 

prominent risk factor for mental disorders in adulthood.11 Additionally, the incidence of mental disorders 

such as depression and anxiety are particularly high in the antenatal and perinatal period.12 This 

highlights the potential benefit of implementing mental health interventions at young ages, and 

particularly in young women who are likely to fall pregnant. Risk factors of particular prominence in 

adolescents include low self-esteem, poor body image,13 unfavourable family conditions14 and risky 

behaviours (substance use and sexual activity).15 As the use of social media becomes more widespread, 

particularly among adolescents, concerns around its’ impact on mental health have surfaced. Various 

studies have found associations between social media-use, loneliness, depressive symptoms, low self-

esteem and poor body image, particularly in women.16 However, some evidence suggests that social 

media can also have positive effects on mental health by facilitating social connectedness, and serving 

as an escape from everyday life.17 This gives rise to the belief that it is not necessarily the use of social 

media that has negative impacts on mental health, but the frequency and nature of its use.   

The onset of mental disorders also differs between men and women. For example, women are more 

likely to suffer from depression or anxiety disorders,18 while men are more likely to suffer from substance 

abuse disorders.19 Differences in prevalence, symptoms, risk factors and treatment for mental illness 

between men and women can be attributed to both sex and gender, as well as a collision between the 

two.18 Biological differences are largely attributed to differences in male and female hormone levels, 

which, for example, accounts for the increased risk of depression in women post-partum.20 However, 

research on such biological differences highlight strong gender biases, in that research tends to focus on 

the role of female hormones, with little reference to those of men.21 Gender roles and norms largely 

expose women to higher levels of risk factors for depressive, anxiety, trauma- and stress-related 

disorders, including discrimination, poverty, sexual and domestic violence and high care burden.18 This 

aids in explaining the higher prevalence of such disorders in women. Gender norms also explain 

differences in health-seeking behaviours between men and women (this is explored in greater depth in 

Brief 3), particularly with regard to mental health, which is stigmatised. Evidence suggests that men seek 

mental healthcare at a later stage of symptom presentation than women do, which can increase disease 

severity and worsen outcomes.21  

Social determinants also play a large role in the prevalence of mental disorders. Strong links between 

mental health and poverty exist: those who live in poverty are more likely to develop mental illness, 

owing to the stress, poorer physical health, lack of social support and increased exposure to violence 

associated with poverty. In turn, mental illness makes individuals more likely to fall into/remain living in 

poverty, because of the negative effects of mental ill-health on productivity (and hence employment and 

income), increased health expenditure and marginalisation as a result of stigmatisation.10 Furthermore, 

as with many other serious problems, the poor bear the brunt of mental illness in that they are not only 

at higher risk of having a mental disorder, but are also less likely to have access to quality healthcare 

or to be able to afford it.2  
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Other societal factors associated with mental disorders include high levels of urbanisation,22 workplace 

stressors (particularly in the case of bi-polar disorder),23 economic recessions, financial stress24 and 

interpersonal violence.25 Individuals who experience loneliness and low levels of social 

connectedness/support are also at higher risk of developing a range of mental disorders, including 

depression and PTSD.26  Additionally, mental illness is more prevalent in divorcees.27  

Covid-19 lockdowns have further emphasised the association between loneliness and mental illness. The 

information box below explores this, and some other ways in which the pandemic has affected mental 

health.   

 

Covid-19 and Mental Health  

The Covid-19 pandemic has had negative impacts on mental health in various ways. Increased symptoms of depression, 

anxiety and PTSD have been experienced by the general public, as well as healthcare workers, and those with pre-

existing mental disorders generally reported an increase in psychiatric symptoms.28,29 

This increase in risk for mental disorders can be attributed to various aspects of the pandemic. Firstly, the loneliness 

and feeling of isolation associated with the strict lockdowns put in place to avoid transmission of the virus have direct 

links to mental disorders such as depression.30 The extra stress associated with changes in lifestyle and high levels of 

uncertainty, as well as the stress associated with the fear of becoming ill with Covid-19 have negative impacts of 

psychological well-being, putting individuals at higher risk of developing mental disorders.30 Covid-19 also brought 

about increases in caregiving responsibilities for many, which is also known to have direct associations with depression. 

Lastly, the economic downturn which accompanied the pandemic has translated to high levels of unemployment and 

hence increases in financial stress, which both have negative effects on mental health. 

 

No health without mental 

health 

Mental health is increasingly being recognised as a 

necessary element for overall well-being, both in its’ 

own right and because of its’ impact on physical 

health. The strong links between mental and physical 

health are evident in the increased morbidity, 

disability and mortality rates in individuals suffering 

from mental illness.31 For example, individuals with severe mental disorders can be up to 60% more 

likely to have a premature death related to a physical health condition, particularly another NCD.32 

Furthermore, the relationship between mental and physical health is bidirectional: those with mental 

disorders are more likely to suffer from physical disorders and those with physical disorders are also 

more likely to suffer from mental disorders.11 Subsequently, the majority of those with either a mental 

disorder or another  NCD, have a co-morbidity.14  

While it is recognised that mental illness is becoming an increasingly large contributor towards the global 

burden of both disease and disability,1 current estimates of this contribution are likely to under-represent 

the true burden posed by mental illness for a variety of reasons. For one, mental disorders are often 

undiagnosed, and so, are not recorded in metrics that assess the disease or disability burden. 

Furthermore, deaths related to mental illness are often not captured as mental illness in mortality statistics, 

unless a death was a direct result of the mental illness.32 This means that even when death is most likely 

associated with or a result of an underlying mental disorder, it is often recorded otherwise. A 2016 study 

estimates that the Global Burden of Disease (GBD) study has underestimated the burden of mental illness 

by more than 30%,32 even though the GBD reports that depression is one of the largest contributors to 

Overlap of risk 
factors

Mental illness 
as a risk 
factor for 

other NCDs

NCDs as a 
risk factor 
for mental 

illness
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disability burden worldwide.33 While likely still underestimated, the prevalence of mental disorders and 

the contribution of mental illness to disease burden is increasing over time.34  

The magnitude of the health burden posed by mental illness, together with its strong associations with 
other major NCDs (cardiovascular disease, diabetes, cancer and chronic respiratory disease) has led to 
mental illness increasingly being recognised as a major NCD group. The associations between mental 
illness and other NCDs are complex, and causality can be difficult to establish: not only do many of the 
risk factors for NCDs and mental illness overlap, but both NCDs and mental illness are risk factors for 
each other. 

Overlapping risk factors  

Many risk factors for NCDs, such as physical inactivity, poor diet, substance abuse and social factors are 

also risk factors for mental illness.11 Furthermore, both NCDs and mental disorders can reproduce these 

risk factors. For example: both depression and diabetes can cause low energy levels and carbohydrate 

cravings, which can lead to physical inactivity and poor diet, which are, in turn, risk factors for both NCDs 

mental illness.11 This highlights the vicious cycle related to the overlap of risk factors between NCDs and 

mental illness, often leading to multimorbidity, which is associated with poorer health outcomes.11  

The large effect of societal mechanisms as a risk factor for both NCDs and mental illness is evident in the 

higher levels of co-morbidity between mental and physical disorders in regions of lower socio-economic 

status.11 

While substance abuse is considered a mental disorder itself, it is also a prominent risk factor for other 

mental illness, as well as other NCDs. The following vignette provides insight into the relationship between 

substance abuse and other disorders: substance abuse is not only a risk factor for NCDs and mental 

illness, but also often arises as a result of other disorders.  

 

Vignette 1: Substance abuse 

Reflections from the field, by Dr. Beth Vale 

In February 2019, I sat with the family physician in a public health clinic in a small Karoo town. A woman, perhaps in 

her early 40s and dressed in orange overalls, entered the consultation room. The back of her overall read: CWP 

restoring dignity through work opportunities. She was employed by the Community Works Programme on a short, 

poorly paid contract. Much of her work involved collecting litter. The woman, I later learnt, suffered from a Vitamin 

B3 deficiency that is often a consequence of alcoholism. It had already given her a skin condition, and also had the 

potential to cause delirium. Throughout the consultation, the doctor tried to counsel the patient to lower her alcohol 

consumption or risk ‘going mad.’ The woman sat silently with tears in her eyes. 

This short vignette is reflective of the vicious cycle between mental illness and substance abuse: not only can physical 

illness and psychological distress, prompt people to abuse drugs and alcohol; but this substance-abuse can also cause 

and worsen mental illness. As one of the leading risk factors for NCDs, substance abuse also has significant 

consequences for physical health. Once diagnosed with an NCD or mental disorder, those who abuse substances are 

also less likely to be able to manage it effectively.  

In the Karoo region where I did my fieldwork, drugs and alcoholism were reported as major causes of concern: among 

health providers, social workers, and community leaders. Some, including a local dominee, considered it the primary 

problem, which had to be addressed before NCDs could be properly tackled.  

 

Mental illness as a risk factor for other NCDs  

The World Mental Health Survey found statistically significant results for an increased risk of heart 

disease, diabetes, stroke, cancer, diabetes, asthma and arthritis in those with mood, anxiety, eating 

and substance use disorders.35  
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Meta-analyses have found that those suffering from depression are almost twice as likely to develop 

cardiovascular disease36 and 32% more likely to develop Type 2 diabetes,37 while individuals with 

anxiety are 50% more likely to develop cardiovascular disease.38 

The causal mechanisms behind these associations are starting to become clearer. Emerging evidence has 

shown that depressive and anxiety disorders, as well as PTSD, have negative impacts on physical health 

through immune, inflammatory and other physical effects associated with these disorders.11 Additionally, 

some medication used for the treatment of mental disorders can lead to weight gain or increased levels 

of fat/cholesterol in the bloodstream, which can have poor implications for metabolic disorders such as 

diabetes.11 

The burden of mental ill-health is further exacerbated by the high levels of co-morbidity among mental 

disorders themselves. Studies have estimated that between 3039-45%40 of patients with a mental 

disorder have more than one mental disorder, which is associated with increased disease severity.40  

NCDs as a risk factor for mental illness  

Conversely, other NCDs also serve as risk factors for various mental illnesses, including depression, 

anxiety and PTSD.11 For example, depression has been found to be up to twice as common in individuals 

with diabetes41 and between 1.5 to 3 times as likely in cancer patients.42,43 There are various mechanisms 

that drive this association of NCDs as a risk factor for mental illness, including the fact that physical NCDs 

serve as stressors which can lead to the onset of mental illness. The diagnosis of an NCD (or any disease) 

can lead to feelings of hopelessness and despondence, which then serve as risk factors for mental illness, 

particularly depression. Additionally, mental disorders can also be a result of the biological changes 

associated with the onset of the physical disorder, as well as a side-effect of medication for the relevant 

NCD.11 For example, some steroids used in cancer treatment, can increase the risk of depression.11  

The burden of co-morbidity  

Co-morbidity between mental and physical illness has been found to be associated with higher levels of 

disability and unemployment,11 higher morbidity and higher mortality.31 Co-morbidity and 

multimorbidity also generally equate to poorer quality of care received and higher health expenditure.11  

One of the greatest challenges associated with mental-physical comorbidities is that of poor adherence: 

mental disorders are associated with poor adherence to treatment, both in terms of treatment for the 

mental disorder and treatment for physical disorders. This can be attributed to a range of reasons, 

including the stigma surrounding mental disorders. Another possible explanation for poor adherence is  

that symptoms of mental disorders can make adhering to the behavioural changes necessary for 

managing NCDs more difficult.11 For example, individuals experiencing depressive symptoms may find 

engaging in regular physical activity and eating a healthy diet more difficult to adhere to.11 Those 

suffering from mental illness such as anxiety or depression, may also be less inclined to seek healthcare 

or attend appointments with healthcare providers, as a direct result of symptoms associated with their 

mental illness, such as low motivation and hopelessness.44  

Poor adherence not only worsens morbidity and mortality, but also feeds into the cycle of overlapping 

risk factors and causal mechanisms between mental disorders and NCDs. Furthermore, multimorbidity 

leads to the need for more complex treatment regimes, highlighting the need for a person-centered 

approach in the provision of care.11 

Clearly then, mental health is pivotal in ensuring physical health, and addressing the burden of NCDs. 

The close associations that exist between NCDs, mental illness, and their risk factors provide strong 

evidence for tackling mental health together with other NCDs. 
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Mental health in South Africa  

South Africa faces a high burden of mental disorders  

South Africa suffers from a large burden of mental illness, which is ranked as the third largest contributor 

to the country’s burden of disease.45 The South African Stress and Health (SASH) study of 2003/2004 

found that 1 in 3 South Africans will suffer from a lifelong common mental disorder, while the global 

estimate by the WHO is that 1 in 4 people will suffer from a mental health disorder.2 The SASH 12-

month prevalence rates for common mental disorders were also found to be relatively high compared to 

other countries.46 Furthermore, high rates of co-morbidity of mental disorders were observed: 11.2% of 

respondents had two lifelong mental disorders, and 3.5% of respondents had three or more mental 

disorders. The most common class of disorder (lifetime and those which had been present for at least 12-

months) was anxiety, followed by substance-use disorders and depressive disorders.46 

The SASH study of 2003/2004 is the most recent survey investigating the prevalence of mental 

disorders at a national level, highlighting a severe lack of mental health data available.  

 

The lack of recent data and information available on the prevalence of mental disorders and state of 

mental health in South Africa is a major concern, given that without recent data, accurate resource 

allocation and intervention prioritisation are impossible.  

A source of more recent mental health data are household surveys, some of which include data on mental 

illness prevalence. However, the accuracy of this data is questionable, as it is largely based on self-

reported responses. The General Household Survey self-reported prevalence of mental illness are 

extremely low (under 2%) at all ages. The National Income Dynamics Study includes a CES-D 10 measure 

for depression in its questionnaire, which provides a slightly more objective measure of mental health. 

However, the prevalence of those symptomatic of depression as per the CES-D 10 scale in the NiDS is 

still relatively low (4.1% for females and 3.5% for males) when compared to the prevalence of 

depression found by the SASH (9.8%).  

Figure 1: Prevalence of depressive symptoms vs. self-reported prevalence of mental illness in 

men*** and women*** (NiDS 2017 and GHS 2018, Own analysis), age standardized1 
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Medical scheme utilisation data perhaps provides a more realistic picture of mental health. While such 

data is only representative of the private-sector population, the close associations between 

poverty/socio-economic status and mental health would suggest that there is a similar or higher 

prevalence of mental disorders in those who are unable to afford medical scheme membership. 

Furthermore, medical schemes do not provide comprehensive cover for mental health and therefore the 

data, even within this more privileged group, could be an under-estimate.   

Prevalence of mental disorders in the medical scheme population is estimated by finding the proportion 

of beneficiaries who are registered for chronic disease benefits for the relevant disorder. Analysis done 

on a subset of benefit options of a large medical scheme, such that the benefit options included in analysis 

provide cover for chronic benefits for some mental disorders, estimates higher prevalence of mental 

disorders than that of household surveys, as seen in Table 1 below.  

Table 1: Proportion of beneficiaries registered for chronic benefits for mental disorders in 2020*** 

(Own analysis)  

  Bipolar Depression Anxiety/Panic disorders Schizophrenia PTSD Psychosis 

Proportion of 

beneficiaries  

1.1% 5.8% 0.2% 0.2% 0.2% 0.02% 

 

As seen in the table above, 5.8% of beneficiaries were registered for chronic medication for depression 

in June 2020. When broken down by age and sex, we see that the proportion of beneficiaries on chronic 

disease programmes for depression increases with age (see Figure 2), and that females are almost twice 

as likely to be registered for a chronic depression benefit compared to men. This difference is likely a 

result of both increased risk for depression and the effect of higher levels of health-seeking behaviour 

in females. While these figures are much higher than that of the household surveys, it is still likely an 

underestimation, since not all those with depression will be registered for the chronic benefit for a variety 

of reasons, including differences in health seeking behaviour and the associated stigmas.  

Figure 2: Proportion of beneficiaries registered for chronic benefits for depression in 2020, by age 

and sex*** (Own analysis, Medical Scheme Data 2020) 

 

Increasing prevalence of mental disorders  

Furthermore, there has been an increase in the utilisation of mental healthcare services over time. Medical 

scheme data from 2014-2018 shows a clear increase in the proportion of beneficiaries admitted to 

hospital because of mental health disorders over the period. As such, an increase in hospitalisation on 

the grounds of mental illness likely equates to increased prevalence of mental illness.  
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The proportion of beneficiaries claiming for mental health hospital admissions increased by 10.3% 

between 2014 and 2018 (from 1.5% to 1.7%). Similarly, at an individual disorder level, the proportion 

of beneficiaries claiming for depressive, bipolar and substance use disorder admissions increased by 

20.4%, 30% and 14.7%, respectively. Depressive disorders accounted for the majority of admissions 

(68%), followed by bi-polar disorders (16%) and substance use disorders (8%).  

Figure 3: Proportion of beneficiaries hospitalized for mental disorders from 2014 to 2018 (Own 

analysis, Medical Scheme Data) 

 

The highest increases in mental health hospital admissions occurred at younger ages. Given that the 

majority of mental disorders develop in childhood or adolescence, this is not surprising. There was a 38% 

increase in admissions relating to all mental disorders in those aged between 15 and 20. Increases for 

depressive and bipolar disorders over the 5-year period between ages 15 and 25 ranged from 55% 

to 65%. These results could indicate an increase in risk factors for mental disorders in adolescents. 

Increased use of social media, which is associated with increases in low self-esteem and poor body image 

in adolescents, in recent years could aid in explaining the large increases in prevalence of depression at 

young ages.47  

Gender differences in mental disorders (as explored in Brief 3) are also evident in the medical scheme 

data: women were found to be 24% more likely to be admitted with any mental health disorder than 

men. Women were 51% and 47% more likely to be admitted for depressive and bipolar disorders, 

respectively, while men were found to be 403% more likely to be admitted for substance use disorders.  

The disproportionate burden of depressive and anxiety disorders in women can largely be explained 

through gender norms and power imbalances, particularly in South Africa, where violence against 

women is a long-standing issue.  

 

Figure 4: Proportion of beneficiaries with mental health hospital admissions in 2014 and 2018, by 

age and gender*** (Own analysis, Medical Scheme Data)  
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Interestingly, restricted medical schemes2 had a much higher percentage increase in bipolar disorder 

related admissions than that of open schemes. This discrepancy can likely be explained by the direct 

relationship between bipolar disorder and workplace stressors, since the restricted schemes analysed 

cover occupation classes that are traditionally viewed to involve high stress levels. To maintain anonymity, 

these schemes and occupations will not be disclosed.  

The aforementioned increases in mental health hospitalisation in the medical scheme population could 

also indicate increases in severity of mental disorders, given that hospitalization occurs only in severe 

cases. Supporting this is the fact that the average length of stay in hospital for any mental illness 

admission increased by 0.5 days from 10.6 days in 2014 to 11.1 days in 2018. The average length of 

stay for substance use disorder (one of the most prevalent mental disorders in the country) admissions is 

much longer than that of other mental disorders, averaging at 17.4 days in 2014 and 18.2 days in 

2018 (i.e. an increase of 0.8 days). The Prescribed Minimum Benefits (PMBs) limit hospital admissions for 

mental health conditions to a length of 3 weeks per year.48 

The overlap of mental illness and NCDs in South Africa 

The ‘invisibility’ of mental disorders, owing to their lack of physical symptoms, means that mental health 

issues are framed and described in a variety of ways. In South Africa, a common framing of mental ill-

health is “stress”. Vignette 2 provides some insight as to how the idea of “stress” is also understood to 

be an explanation for the connection between mental and physical disorders.   

 

Vignette 2: ‘Stress’ 

Reflections from the field, by Dr. Beth Vale 

In my observations in Karoo clinics, ‘stress’ was the primary language through which patients reported their 

psychological dis-ease. Social workers and caregivers  also spoke regularly of their clients’ stresses.’ Reported sources 

of stress included debt, childcare, sickly relatives and work.  

A social worker described to me her elderly clients, supporting large families off their pension, including adult children 

who had not been able to find work. For the few with jobs, there was also immense pressure to support wider families. 

‘This is also compounding stress in the town,’ she said. ‘Add to this the level of debt and anxieties over repayment and 

you have a recipe for disaster.’ 

Trepiline, a mild anti-depressant, was regularly prescribed throughout the clinics in which I observed, often as a chronic 

treatment–  for sleeplessness, pain, and anxiety. Indeed, many described stress as related to physical pain.  

Both within and without clinics, those living with chronic illness often related ‘stress’ both to the emergence, and 

management, of their condition. On one farm, an insulin-dependent diabetic described the emergence of her diabetes 

as an outcome of ‘stress’ from taking on the care of her grandchildren. Others, in an attempt to explain their poor 

treatment adherence to clinicians, spoke of being under ‘stress.’  

While some in this region had received mental health diagnoses — with bipolar, schizophrenia and depression 

seemingly the most common — others were experiencing psychological distress that was either undiagnosed, a 

precursor to a later diagnosis, or a reflection of everyday stressors that could nevertheless have a severe effect on 

physical health.  Conversely, physical ill-health can also cause serious psychological distress. As Karoo residents, carers, 

and clinicians grapple with rising rates of NCDs, they are also grappling with language, and how best to describe 

complex webs of psychological and physical distress. 

Emily Mendenhall and Shane Norris’ study49 with a cohort of diabetic women in Soweto in South Africa showed similar 

findings: descriptions of ‘stress’ were widespread among her participants who also believed stress to be a cause of 

sickness and physical pain. Many participants also attributed their ‘stress’ to social problems, particularly problems in 

the family and histories of grief.  

 
 

2 Restricted medical schemes have membership eligibility criteria which includes employment or membership of a 
particular employer, profession, trade, industry, calling, association or union.70  
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High levels of comorbidity between mental disorders and other NCDs are common in South Africa. 

The analysis performed on medical scheme chronic registration data found that 3 in 5 beneficiaries 

aged 20+ who are registered for chronic benefits for depression are also registered for chronic 

benefits for hypertension, while 1 in 4 are also registered for chronic benefits for diabetes.  

 

Table 2 depicts the relative prevalence ratios (for beneficiaries over 20+ years) of being registered 

for chronic benefits for an NCD in those registered for chronic benefits for depression compared to those 

who are not, demonstrating the close associations between depression and NCDs.   

Table 2: Increased risk of chronic benefit registration for NCDs in beneficiaries aged 20+ who are 

registered for chronic benefits for depression*** (Own analysis, Medical Scheme Data 2020) 

  Asthma Heart Problems Hypertension  Diabetes Arthritis 

Prevalence ratio 2.76 2.49 1.84 1.69 3.42 

Drivers of mental health issues in South Africa 

High rates of poverty, urbanisation, violence and substance abuse all aid in explaining the high burden 

of mental disorders in South Africa. Our country’s past of segregation and oppression has largely 

contributed to the current state of mental health of its citizens (see Vignette 3).  

Another hinderance to access, availability and use of mental healthcare is the stigma associated with 

mental illness.62 The results of a survey in South Africa found that 50% of respondents do not believe 

mental health to be a priority,45 despite the direct and indirect  health problems associated with it. The 

marked differences in self-reported prevalence and the more objective measure of depressive symptoms 

in household surveys highlight this stigma in the reluctance to disclose mental health status, even 

anonymously (see Figure 1). Not only does stigma complicate the estimation of true prevalence of mental 

disorders, but it also often translates to late diagnosis, making treatment more complex and can even 

lead to inappropriate treatment for physical conditions, given that clinical history is incomplete.11 

However, stigma is not the only reason that those experiencing mental ill-health do not present for 

diagnosis. As explored in Vignette 2, many of those who experience psycho-social dis-ease describe 

themselves as “stressed” or living in “stressful circumstances”, rather than having a clinically-definable 

condition. Arguably, the medicalisation of mental illness, while hugely important in many aspects, shifts 

the focus from social structures to the individual, which can lead to those suffering from mental ill-health 

to feel as though the problem is their fault. 

The effects of socioeconomic factors on mental health are rife in South Africa. The association between 

poverty and mental illness is important, given that almost half the population live below the poverty 

line.63 While South Africa experienced decreases in poverty between 1994 and 2011, recent years 

have shown an increase in poverty and unemployment,64 as well as the slowing of the South African 

economy. This could aid in explaining the increased prevalence of mental disorders.   

Another contributing socioeconomic factor is urbanization: the SASH found that provinces with higher 

levels of urbanization (such as Gauteng) had higher prevalence of mental disorders than rural 

provinces,46 likely owing to the increased overcrowding, pollution, violence and other stressors associated 

with urban life.22  
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Vignette 3: Generational trauma - Reflections from the field, by Dr. Beth Vale  

Among the many questions I asked residents, patients, and care workers in the Karoo was why they believed NCDs to 

be so prevalent in their region. Here, it was not uncommon for participants to link chronic illness to a much longer 

history: of land dispossession, deepening drought, economic pressure, and generational trauma. ‘It could be the water, 

or the chemicals farmers are using, the sun, smoking…’ one health practitioner said to me. ‘But there are also more 

spiritual things. You think of the history of this place – the wars, apartheid. There are still Afrikaners here who haven’t 

forgiven the English. The resentment runs deep and it rots. It is passed down from generation to generation. You have 

a farmer, for example, who can’t set his son free from his own resentment… We’ve seen drought. We’ve seen people 

losing their farms and their jobs. We’ve seen people returning to the Karoo having lost their jobs in bigger cities. 

People struggle to survive.’ The effect, she said, is cumulative, unless we deal with these root issues.  She told me she 

had worked with the KhoiSan who were ‘totally lost and dispossessed – in search of belonging.’  

A Xhosa elder and poet who I met described the region’s intergenerational trauma, like this: 

Still we meet in the streets of Nojoli [Somerset East] 

And exchange civil snarls,  

Daggers dangerous, hiding evil wishes 

Whilst lookers-on, watch in awe 

The incredible change since ninety-four 

What they cannot see 

Is the pretence in the squinted eyes 

But, the times and maturity 

Urge that we move on, 

Hurl the past into oblivion 

Lest unresolved history evokes a hysteria 

And throw us all into a state of dementia.  

In Mendenhall & Norris’ study50 of the depression-diabetes syndemic in Soweto, the authors register how ‘the 

psychological imprints of political violence of the apartheid era and structural violence of HIV/AIDS have shaped social 

and health discourses.’ 

Psychological trauma has well-established intergenerational features, in which the effects of unresolved trauma are 

passed from one generation to the next.51 Transference can happen through the telling of history51, maternal 

behaviour52, maternal psychosocial factors53, or poor emotional regulation from traumatized parents.54 Recent 

epigenetic research also suggests that that trauma creates chemical changes in DNA, altering gene function,55 and 

modifying cognition, emotional regulation and behaviour.56 There is strong evidence, too, to suggest that mental illness 

is intergenerationally transmissible. In South Africa, research drawing on a longitudinal household survey, has found 

that one-third of adolescents will suffer their parents if their parent does so. Parental mental health was also found to 

be the largest determinant of children’s mental health.57 This offers strong evidence that South Africa’s history of 

trauma can carry in the body with consequences for mental health.  

 

 

Adding to this is the fact that the majority of South Africans have poor access to adequate mental healthcare 

services: only 28% of individuals suffering from common mental disorders receive relevant care.58 This is, in part, 

a result of a lack of geographical access to mental healthcare, since despite the large number of rural communities 

in South Africa, mental healthcare facilities are predominantly situated in urban areas.59 While new national 

policies are progressively moving away from the historic hospi-centric approach to mental healthcare, aiming to 

integrate mental healthcare into primary and general care, with a focus on community-based care;58 the 

development of any such community-based services has been slow and mental healthcare remains largely hospi-

centric.60 In addition to poor access, concerns around quality of care exist: South Africa is ranked in the bottom four 

countries with regard to mental healthcare,61 with 50% of health facilities not meeting required quality standards.45  
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The burden of mental ill-health goes beyond health 

impacts 

In addition to the negative health impact and subsequent burden to the health system, mental illness can 

lead to decreased productivity, decreased quality of work, increased absenteeism and safety risks at 

work;45 all of which present a cost to the workplace and thus an economic cost and burden to the country. 

It is estimated that the total loss of earnings in South Africa owing to mental illness amounts to R40 billion 

annually, which amounts to 2.2% of the country’s gross domestic product.65 

According to the CMS, mental health spending by medical schemes has increased in recent years. 

Payments to psychiatrists and psychologists increased by 35% and 26% respectively between 2011 

and 2013.66 Between 2010 and 2014, out-of-hospital psychiatrist visits and hospital admissions advised 

by psychiatrists increased by 5% and 2.6% respectively.67 The annual CMS reports show a 511% 

increase in annual risk expenditure on mental disorder hospital admissions between 2008 and 

2012.65  

In recent years, there have been substantial increases in disability claims in South Africa.68 Specifically, 

there have been increases in disability claims as a result of mental disorders (predominantly depression, 

anxiety and post-traumatic stress disorder), which are the leading cause of disability claims.69 Given that 

disability claims are expected to increase during periods of economic downturn, since financial stress can 

lead to onset of mental illness,68 the current economic climate in South Africa would suggest that increases 

in mental illness-related disability claims can be expected.  

There are also severe social costs related to mental illness: not only are high levels of mental illness a 

result of poverty, but mental illness can also lead to poverty itself. Individuals suffering from mental 

illness may be subject to stigma and discrimination, which can in turn act as a barrier to education, 

employment and other basic human rights.10 The knock-on effect of NCDs in households explored in the 

Brief on ‘NCDs and the Household’, also highlights the social costs of mental illness. The burden of 

caregiving (which predominantly falls to women in South Africa) translates to higher risk for mental illness, 

which in turn leads to the caregiver being at higher risk of developing another NCD; ultimately resulting 

in the clustering of NCDs in households.  

 

Conclusion  

There is no health without mental health, and yet, mental illness is still largely stigmatised and left 

undiagnosed and/or untreated in South Africa and globally. This, coupled with the severe lack of mental 

health data, highlights the need to prioritise mental health. Without reliable data, the true burden of 

mental ill-health cannot be understood nor estimated, with poor implications for resource allocation. 

The high levels of co-morbidity between physical disease, and NCDs in particular, and mental illness 

emphasise the need for a holistic approach to care, that considers both physical and psychological 

aspects of health. Without this, the detrimental relationship between mental and physical disorders will 

only thrive, worsening mortality and morbidity and placing an extra burden on the health system.    

While mental disorders are caused by a variety and interaction of factors, the strong associations and 

overlapping risk factors between many mental disorders and other NCDs support the notion of tackling 

mental health together with other major NCD groups. 



  
www.percept.co.za 

Mind the Gap: A deep dive into mental health Page 16 of 19  

References 

1.  Prince M, Patel V, Saxena S, et al. No health without “mental health.” Lancet. 
2007;370(9590):859-877. doi:https://doi.org/10.1016/S0140-6736(07)61238-0 

2.  World Health Organization (WHO). Mental disorders affect one in four people. World Health 
Organisation. doi:10.1016/S0140-6736(71)90904-4 

3.  World Health Organization (WHO). Mental Disorders. https://www.who.int/en/news-
room/fact-sheets/detail/mental-disorders. Published 2019. 

4.  World Health Organization (WHO). Mental health. 
https://www.who.int/features/factfiles/mental_health/en/. Published 2014. 

5.  Galderisi S, Heinz A, Kastrup M, Beezhold J, Sartorius N. Toward a new definition of mental 
retardation. World Psychiatry. doi:DOI 10.1002/wps.20231 

6.  American Psychiatric Association. What is schizophrenia? Nursing standard (Royal College of 

Nursing (Great Britain) : 1987). https://www.psychiatry.org/patients-
families/schizophrenia/what-is-schizophrenia. Published 2015. Accessed March 15, 2020. 

7.  World Health Organization (WHO). Mental Health Action Plan 2013-2020. 
doi:10.1207/s15327752jpa8601_03 

8.  Uher R, Zwicker A. Etiology in psychiatry: embracing the reality of poly-gene-environmental 
causation of mental illness. World Psychiatry. 2017;16(2):121-129. doi:10.1002/wps.20436 

9.  Langellier BA, Yang Y, Purtle J, Nelson KL, Stankov I, Diez Roux A V. Complex Systems 
Approaches to Understand Drivers of Mental Health and Inform Mental Health Policy: A 
Systematic Review. Adm Policy Ment Heal Ment Heal Serv Res. 2019;46(2):128-144. 
doi:10.1007/s10488-018-0887-5 

10.  National Department of Health. National Mental Health Policy Framework and Strategic Plan.; 
2013. doi:10.1111/1440-1630.12231 

11.  Stein DJ, Benjet C, Gureje O, et al. Integrating mental health with other non-communicable 
diseases. BMJ. 2019. doi:10.1136/bmj.l295 

12.  Van Heyningen T, Honikman S, Tomlinson M, Field S, Myer L. Comparison of mental health 
screening tools for detecting antenatal depression and anxiety disorders in South African 
women. PLoS One. 2018;13(4):1-18. doi:10.1371/journal.pone.0193697 

13.  Siegel JM, Yancey AK, Aneshensel CS, Schuler R. Body image, perceived pubertal timing, and 
adolescent mental health. J Adolesc Heal. 1999;25(2):155-165. doi:10.1016/S1054-
139X(98)00160-8 

14.  Wille N, Bettge S, Ravens-Sieberer U. Risk and protective factors for children’s and 
adolescents’ mental health: Results of the BELLA study. Eur Child Adolesc Psychiatry. 
2008;17(SUPPL. 1):133-147. doi:10.1007/s00787-008-1015-y 

15.  Hallfors DD, Waller MW, Ford CA, Halpern CT, Brodish PH, Iritani B. Adolescent depression 
and suicide risk: Association with sex and drug behavior. Am J Prev Med. 2004;27(3):224-231. 
doi:10.1016/j.amepre.2004.06.001 

16.  Hunt MG, Marx R, Lipson C, Young J. No more FOMO: Limiting social media decreases 
loneliness and depression. J Soc Clin Psychol. 2018;37(10):751-768. 
doi:10.1521/jscp.2018.37.10.751 

17.  O’Reilly M, Dogra N, Whiteman N, Hughes J, Eruyar S, Reilly P. Is social media bad for mental 
health and wellbeing? Exploring the perspectives of adolescents. Clin Child Psychol Psychiatry. 
2018;23(4):601-613. doi:10.1177/1359104518775154 

18.  Riecher-Rössler A. Sex and gender differences in mental disorders. The Lancet Psychiatry. 
2017;4(1):8-9. doi:10.1016/S2215-0366(16)30348-0 



  
www.percept.co.za 

Mind the Gap: A deep dive into mental health Page 17 of 19  

19.  Steel Z, Marnane C, Iranpour C, et al. The global prevalence of common mental disorders: A 
systematic review and meta-analysis 1980-2013. Int J Epidemiol. 2014;43(2):476-493. 
doi:10.1093/ije/dyu038 

20.  Howard LM, Ehrlich AM, Gamlen F, Oram S. Gender-neutral mental health research is sex and 
gender biased. The Lancet Psychiatry. 2017;4(1):9-11. doi:10.1016/S2215-0366(16)30209-7 

21.  World Health Organization (WHO). Gender and mental health. WHO Library. 
https://www.who.int/gender/other_health/genderMH.pdf. Published 2002. Accessed 
September 9, 2020. 

22.  Srivastava K. Urbanization and mental health. Ind Psychiatry J. 2009;18(2):223-228. 
doi:10.5694/j.1326-5377.1969.tb114667.x 

23.  Tremblay CH. Workplace accommodations and job success for persons with bipolar disorder. 
Work. 2011;40(4):479-487. doi:10.3233/WOR-2011-1259 

24.  Zivin K, Paczkowski M, Galea S. Economic downturns and population mental healt: research 
findings, gaps, challenges and priorities. Psychol Med. 2011;41(7). 
doi:doi:10.1017/S003329171000173X 

25.  Islam MM, Jahan N, Hossain MD. Violence against women and mental disorder: A qualitative 
study in Bangladesh. Trop Med Health. 2018;46(1):5. doi:10.1186/s41182-018-0085-x 

26.  Southwick SM, Charney DS. The Science of Resilience: Implications for the Prevention and 
Treatment of Depression. Science (80- ). 2012;338(October):79-83. 

27.  National Collaborating Centre for Mental Health. Common Mental Health Disorders 
Identification and Pathways. London: British Psychological Society and The Royal College of 
Psychiatrists; 2011. http://guidance.nice.org.uk/CG90. 

28.  Xiong J, Lipsitz O, Nasri F, Lui LMW, Gill H, Phan L. Impact of COVID-19 pandemic on mental 
health in the general population: A systematic review. J Affect Disord. 2020;227:2020. 

29.  Vindegaard N, Benros ME. COVID-19 pandemic and mental health consequences: Systematic 
reviewof the current evidence. Brain, Behav Immun. 2020. 
doi:https://doi.org/10.1016/j.bbi.2020.05.048 

30.  World Health Organization (WHO). Mental health & Covid-19. WHO Library: Covid-19 
Pandemic. https://www.who.int/teams/mental-health-and-substance-use/covid-19. Published 
2020. 

31.  Grandón P, Saldivia S, Vaccari P, et al. An integrative program to reduce stigma in primary 
healthcare workers toward people with diagnosis of severe mental disorders: A protocol for a 
randomized controlled trial. Front Psychiatry. 2019;10:110. doi:10.3389/fpsyt.2019.00110 

32.  Vigo D, Thornicroft G, Atun R. Estimating the true global burden of mental illness. The Lancet 
Psychiatry. 2016;3(2):171-178. doi:10.1016/S2215-0366(15)00505-2 

33.  GBD 2017 Disease and Injury Incidence and Prevalence Collaborators. Global, regional, and 
national incidence, prevalence, and years lived with disability for 354 diseases and injuries for 
195 countries and territories, 1990 – 2017: a systematic analysis for the Global Burden of 
Disease Study 2017 Main findings. Lancet Glob Heal Metrics. 2018;392(10159):1789-1858. 

34.  Liu Q, He H, Yang J, Feng X, Zhao F, Lyu J. Changes in the global burden of depression from 
1990 to 2017: Findings from the Global Burden of Disease study. J Psychiatr Res. 
2020;126(5):134-140. doi:10.1016/j.jpsychires.2019.08.002 

35.  Scott KM, Lim C, Al-Hamzawi A, et al. Association of mental disorders with subsequent chronic 
physical conditions: World mental health surveys from 17 countries. JAMA Psychiatry. 
2016;73(2):150-158. doi:10.1001/jamapsychiatry.2015.2688 

36.  Cohen BE, Edmondson D, Kronish IM. State of the art review: Depression, stress, anxiety, and 
cardiovascular disease. Am J Hypertens. 2015;28(11):1295-1302. doi:10.1093/ajh/hpv047 

37.  Yu M, Zhang X, Lu F, Fang L. Depression and Risk for Diabetes: A Meta-Analysis. Can J 
Diabetes. 2015;39(4):266-272. doi:10.1016/j.jcjd.2014.11.006 



  
www.percept.co.za 

Mind the Gap: A deep dive into mental health Page 18 of 19  

38.  Batelaan NM, Seldenrijk A, Bot M, Van Balkom AJLM, Penninx BWJH. Anxiety and new onset of 
cardiovascular disease: Critical review and meta-analysis. Br J Psychiatry. 2016;208(3):223-
231. doi:10.1192/bjp.bp.114.156554 

39.  Forman-Hoffman V., Batts K., Hedden S., Spagnola K, Bose J. Comorbid mental disorders 
among adults in the mental health surveillance survey. Ann Epidemiol. 2018;28(7):468-474. 

40.  Kessler RC, Chiu WT, Demler O, Walters EE. Prevalence, Severity, and Comorbidity of 12-
Month DSM-IV Disorders in the National Comorbidity Survey Replication. 2005;62:617-627. 

41.  Chireh B, Li M, Arcy CD. Diabetes increases the risk of depression: A systematic review , meta-
analysis and estimates of population attributable fractions based on prospective studies. 
2007;(4):2007. 

42.  Suppli NP, Johansen C, Christensen J, et al. Increased Risk for Depression After Breast Cancer : 
A Nationwide Population-Based Cohort Study of Associated Factors in Denmark, 1998-2011. J 
Clin Oncol. 2014;32(34):3831-3839. doi:10.1200/JCO.2013.54.0419 

43.  Dalton SO, Laursen TM, Ross L, Mortensen PB, Johansen C. Risk for Hospitalization With 
Depression After a Cancer Diagnosis: A Nationwide , Population-Based Study of Cancer 
Patients in Denmark From 1973 to 2003. J Clin Oncol. 2009;27(9). 
doi:10.1200/JCO.2008.20.5526 

44.  Nel A, Kagee A. The relationship between depression, anxiety and medication adherence 
among patients receiving antiretroviral treatment in South Africa. AIDS Care - Psychol Socio-
Medical Asp AIDS/HIV. 2013;25(8):948-955. doi:10.1080/09540121.2012.748867 

45.  South African Depression and Anxiety Group. Mental Health Fact Sheet. 
http://www.sadag.org/index.php?option=com_content&view=article&id=2279:manage-
mental-illness-in-the-workplace&catid=61&Itemid=143. Published 2014. 

46.  Herman A, Stein D, Seedat S, Heeringa S, Moomal H, Williams D. The South African Stress and 
Health (SASH) study: 12-month and lifetime prevalence of common mental disorders. South 
African Med J. 2009;99:339-344. 

47.  Kelly Y, Zilanawala A, Booker C, Sacker A. Social Media Use and Adolescent Mental Health: 
Findings From the UK Millennium Cohort Study. EClinicalMedicine. 2018;6:59-68. 
doi:10.1016/j.eclinm.2018.12.005 

48.  Council for Medical Schemes (CMS). Prescribed Minimum Benefits. 

49.  Mendenhall E, Norris SA. When HIV is ordinary and diabetes new: Remaking suffering in a 
South African townshiple. Glob Public Health. 2015;10(4):449-462. 

50.  Mendenhall E, Norris S a. When HIV is ordinary and diabetes new: Remaking suffering in a 
South African Township. Glob Public Health. 2015;(May 2015):1-14. 
doi:10.1080/17441692.2014.998698 

51.  Hirsch M. Surviving images: holocaust photographs and the work of “postmemory.” Yale J Crit. 
2001;(14):5-37. 

52.  Yehuda R, Bierer LM. The relevance of epigenetics to PTSD: implications for the DSM-V. J 
Trauma Stress. 2009;22:427-434. 

53.  Folger AT, Putnam KT, Putnam FW, et al. Maternal interpersonal trauma and child social-
emotional development: an intergenerational effect. Paediatr Perinat Epidemiol. 2017;31(2):99-
107. 

54.  Berthelot N, Ensink K, Bernazzani O, Normandin L, Luyten P, Fonagy P. Intergenerational 
transmission of attachment in abused and neglected others: the role of trauma-specific 
reflective functioning. Infant Ment Health J. 2015;36(2):200-212. 

55.  Wolynn M. It Didn’t Start with You: How Inherited Family Trauma Shapes Who We Are and How 
to End the Cycle. New York: Penguin Books; 2016. 

56.  Jawaid A, Roszkowski M, Mansuy IM. Chapter Twelve – Transgenerational epigenetics of 
traumatic stress. Prog Mol Transl Sci. 2018;(158):273-298. 



  
www.percept.co.za 

Mind the Gap: A deep dive into mental health Page 19 of 19  

57.  Eyal K, Burns J. The parent trap: cash transfers and the intergenerational transmission of 
depressive symptoms in South Africa. World Dev. 2019;117:211-229. 

58.  Lund C, Kleintjes S, Kakuma R, Flisher AJ. Public sector mental health systems in South Africa: 
Inter-provincial comparisons and policy implications. Soc Psychiatry Psychiatr Epidemiol. 
2010;45(3):393-404. doi:10.1007/s00127-009-0078-5 

59.  South African Human RIghts Commission. Report of the National Investigative Hearing Into the 
Status of Mental Health Care in South Africa.; 2017. 

60.  Docrat S, Besada D, Cleary S, Daviaud E, Lund C. Mental health system costs, resources and 
constraints in South Africa: A national survey. Health Policy Plan. 2019;34(9):706-719. 
doi:10.1093/heapol/czz085 

61.  World Health Organization (WHO). World Health Statistics 2012. Geneva; 2012. 
https://apps.who.int/iris/bitstream/handle/10665/44844/9789241564441_eng.pdf?sequen
ce=1. 

62.  Egbe CO, Brooke-Sumner C, Kathree T, Selohilwe O, Thornicroft G, Petersen I. Psychiatric 
stigma and discrimination in South Africa: Perspectives from key stakeholders. BMC Psychiatry. 
2014;14(1):191. doi:10.1186/1471-244X-14-191 

63.  Statistics South Africa. Five facts about poverty in South Africa | Statistics South Africa. Living 
Conditions Survey 2014/2015. http://www.statssa.gov.za/?p=12075. Published 2019. 

64.  Francis D, Webster E. Poverty and inequality in South Africa: critical reflections. Dev South Afr. 
2019;36(6):788-802. doi:10.1080/0376835X.2019.1666703 

65.  Bateman C. Mental health under-budgeting undermining sa’s economy. South African Med J. 
2015;105(1):7-8. doi:10.7196/SAMJ.9166 

66.  South African Depression and Anxiety Group. Manage Mental Illness in the Workplace. 

67.  Competition Commission. Health Market Inquiry.; 2019. 

68.  Association for Savings and Investment South Africa (ASISA). Policyholders and beneficiaries 
receive R63 . 7 billion in death , disability and critical illness payouts from life insurers. 2018. 
https://www.asisa.org.za/media-release/r63-7-billion-in-death-disability-and-critical-illness-
payouts/. 

69.  Mokoka MT, Rataemane ST, dos Santos M. Disability claims on psychiatric grounds in the South 
African context: A review. South African J Psychiatry. 2012;18(2). 

70.  Council for Medical Schemes. Frequently Asked Questions. 
https://www.eeoc.gov/employers/eeo1survey/faq.cfm. Published 2017. Accessed October 
20, 2020. 

 


