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Aim 
This paper reflects on the accessibility and use of psychotropic medicines in the resource-constrained South 
African public health sector. 

Method 
Current legislation, policies and processes supporting uninterrupted access to affordable psychotropic 
medicines of assured quality, safety and efficacy, by the South African population that is dependent on the 
public health sector, were reviewed and reflected on. Public-sector medicine procurement data obtained from 
the National Surveillance Centre were analysed, using defined daily dose per 100 000 uninsured population 
per day per province for the calendar years 2019─2023. 

Results 
The application of evidence-based medicine review processes has supported access to essential psychotropic 
medicines for a range of mental disorders at all service levels. The Standard Treatment Guidelines recommend 
that medicines be used in conjunction with psychosocial interventions, and provide guidance on monitoring of 
chronic treatment in people with severe mental illness at primary-care level. Access may be limited by 
prescriber restrictions: apart from anti-epileptic medicines, psychotropic medicines are listed as Schedule 5 or 
6 and cannot be prescribed by Primary Health Care nurses or clinical associates. Provincial procurement data 
suggest that there is inequitable access to psychotropic medicines, with marked disparities in expenditure on 
psychotropic medicines between provinces. 

Conclusion 
Medicine accessibility may be constrained by affordability, supply-chain challenges, restrictive legislation, 
prescriber availability, and pragmatic implementation. However, patient-linked data are not routinely 
available, which prevents national monitoring of case-mix and medicine utilisation at the prescriber or patient 
level. Furthermore, apart from attempted suicide, national mental health indicators do not include 
person-centred outcomes, thus limiting capacity to evaluate the effectiveness of current care. Access to 
psychotropic medicines on the national Essential Medicines List for a range of mental disorders varies 
between provinces. While multiple factors may affect access, differing human resources for mental health and 
supply-chain issues should be examined. Outcome-based routine monitoring is recommended to inform 
quality improvement efforts. 

Introduction 

The Mental Health Care Act 17 of 2002 (MHCA) provides 
for equitable access to efficacious mental healthcare ser

vices across South Africa, within available resources.1 

The MHCA promotes care in the least restrictive environ
ment, preferably in the community, and stipulates that 
services should be integrated into the general health
care setting at all service levels, including Primary Health 
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Care (PHC). Accordingly, the National Mental Health Pol
icy Framework and Strategic Plan 2023– 2030 (NMHPFSP) 
promotes the availability of psychotropic medicines, as 
provided for in the Standard Treatment Guidelines (STG) 
and Essential Medicines List (EML), throughout the health 
system, with monitoring and evaluation of medicine utili
sation.2 

Access to effective psychotropic medicines has con
tributed significantly to the global movement towards 
de-institutionalisation.3 However, in South Africa, de-in
stitutionalisation has occurred without appropriate com
munity-orientated mental health care, resulting in home
lessness, incarceration, and ‘revolving door’ admissions.2 

Sustainable access to effective psychotropic medicines is 
essential if people with serious mental illness are to be 
integrated into their communities. 

The aim of this paper is twofold: (1) to review national 
policy supporting access to psychotropic medicines of as
sured quality, safety and efficacy by the uninsured South 
African population, and (2) to examine psychotropic 
medicine utilisation by the provinces and nationally and 
explore equity in access and changes over time. 

Method 

The Medicines and Related Substances Act 101 of 1965 
(Medicines Act)4 and National Drug Policy 19965 were re
viewed with regard to psychotropic medicine access (i.e. 
medicines used in the treatment of mental disorders); 
non-psychotropic medicines used for the management 
of adverse effects were not included. The National De
partment of Health (NDoH) STG and EML for PHC, paedi
atric hospital, adult hospital, and tertiary and quaternary 
service levels ─ accessible on the NDoH website6 ─ were 
examined regarding the medicines available, indications 
for use, and prescriber restrictions. 

The NDoH endeavours to have all EML medicines on 
national tender and therefore equally available to all 
provinces. Because patient-level data are not available 
in the public health sector, medicine procurement data 
were analysed as a proxy for medicine utilisation. Data 
were obtained from the National Surveillance Centre 
(NSC) for the calendar years 2019 to 2023. The NSC is 
a web-based tool developed in 2016 with the support 
of the Global Health Supply Chain Programme–Technical 
Assistance, funded by the United States Agency for In
ternational Development (USAID).7 The NSC links with 
provincial medicine depots and individual facilities to en
able real-time monitoring of medicine availability at all 
levels of the supply chain. While there is a need to 
strengthen the use of the NSC to improve stock manage
ment, medicine procurement by provinces and institu
tions is accurately recorded for medicines that are on na
tional tender. 

One problem with relying on procurement data is that 
the reason for prescription and clinical profile of the end-
user is not evident. As this study aimed to gain insight 
into medicine access for mental disorders, medicines 
were included in the analysis only if their indications for 

use in the STG are limited to mental disorders. Therefore, 
medicines commonly used for both mental and other 
health conditions were excluded. 

NSC procurement data were expressed using the de
fined daily dose (DDD) per 100 000 uninsured population, 
per day, for each medicine or medicine group and 
province. The DDDs for each medicine formulation were 
obtained from the WHO Collaborating Centre for Drug 
Statistics Methodology.8 The DDD is a standard dose as
signed to each medicine and medicine formulation ac
cording to its main indication for use, which facilitates 
comparative analysis between healthcare settings. The 
uninsured population per province was derived by sub
tracting actuarial estimates for medical aid coverage 
from mid-year population estimates for each year, as ex
plained by Ndlovu, et al.9 

Results 

The findings from the review of medicine-related legis
lation and policy are presented, followed by analysis of 
procurement data. 

Legislation and policy 

Medicines and Substances Related Act 101 of 1965 
(Medicines Act) 

Section 22A of the Medicines Act4 governs the sale and 
supply of medicines in accordance with their prescribed 
schedule. In terms of section 37A of the Medicines Act, 
the Minister may, on recommendation by the South 
African Health Products Regulatory Authority (SAHPRA), 
amend any schedule prescribed under section 22A by no
tice in the Government Gazette. Scheduling recommen
dations are made by SAHPRA principally according to the 
safety profile of the active pharmaceutical ingredient and 
dosage form in relation to the therapeutic indications for 
its use. 

Medicines in Schedules 3 to 6 are only available upon 
prescription by an authorised prescriber (defined in sec
tion 22A (17) as “a medical practitioner, dentist, veterinar
ian, practitioner, nurse or other person registered under 
the Health Professions Act,1974”).4 While medical practi
tioners, dentists and veterinarians can prescribe all med
icines in those schedules, within their scopes of practice, 
the other prescribers are limited to specific medicines 
within each schedule. Medicines may be scheduled as 
‘prescription-only’ for several reasons, including the need 
for professional assessment and management of the 
clinical condition for which the medicine is indicated, 
and/or professional monitoring for potential toxicity, ad
verse events or dependence.10 Heightened potential for 
abuse or dependence, necessitating additional access 
control, differentiates Schedules 5 and 6 from Schedules 
3 and 4. Although substances in Schedules 5 and 6 may 
be listed for prescribing by specialist nurses, no such list
ing has occurred to date, as no specialist register for 
nurses exists currently.11 PHC nurses in the public sector 
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are provided with section 56(6) permits, in accordance 
with the Nursing Act 33 of 2005.12 Such nurses may pre
scribe medicines only up to Schedule 4. 

Psychotropic medicines used in the treatment of men
tal and substance-use disorders are all listed in Schedule 
5 (e.g. anti-depressants, anti-psychotics, lithium salts, 
benzodiazepines) or Schedule 6 (e.g. methylphenidate, 
methadone, buprenorphine). Additional restrictions are 
placed on any Schedule 5 or 6 medicines used for their 
“anxiolytic, antidepressant, or tranquillising properties” 
in that they may not be continued longer than six months 
without authorisation by a psychiatrist in addition to the 
initial prescriber (or by a second psychiatrist if the initial 
prescriber is a psychiatrist). While Schedule 5 prescrip
tions may be repeated for up to six months, Schedule 6 
prescriptions are for a maximum of 30 days’ treatment. 

National Drug Policy 1996 

The National Drug Policy aims to facilitate universal 
health coverage in South Africa by ensuring “an adequate 
and reliable supply of safe, cost-effective drugs of ac
ceptable quality to all citizens of South Africa and the ra
tional use of drugs by prescribers, dispensers and con
sumers.”5(p3) The Essential Drugs Programme was 
developed within the Affordable Medicines Directorate in 
the NDoH to assist with achieving the aims of the Na
tional Drug Policy in the public health sector. To increase 
access to medicines at PHC level, the National Drug Policy 
recommends that prescribing is determined by compe
tency rather than occupation, stressing the need for in
stitutional and in-service training to ensure suitably qual
ified prescribers, and encouraging statutory councils to 
set continued competency requirements. 

Two core functions of the Essential Drugs Programme 
are to select medicines for the EML and to draft standard 
treatment guidelines. The EML facilitates equitable ac
cess to medicine treatment across the country, while the 
guidance of the STG aims to strengthen rational medicine 
use. Importantly, the STG is not a comprehensive pro
gramme guideline, but is designed to support clinical 
practice with regard to the EML medicines. The quality, 
safety and efficacy standards of individual medicines are 
assured, as only medicines registered with SAHPRA may 
be included on the EML, and adverse drug reaction re
ports are monitored by SAHPRA. 

The treatment of mental disorders was integrated into 
the EML and STG from the outset, with specific sections 
in the 1998 editions of the PHC, adult hospital, and pae
diatric hospital STG. Psychotropic medicines were inte
grated into tertiary and quaternary reviews in 2008, 
when the Tertiary and Quaternary Expert Review Com
mittee was formed. Table 1 presents the essential medi
cines for mental and substance-use disorders in the cur
rent STG according to service level and clinical indication. 
All PHC-level medicines are available at the other service 
levels. Additional medicines included on the therapeutic 
interchange database are the anti-depressants: escitalo
pram and sertraline (for use if citalopram and/or fluoxe
tine are unavailable), and the injectable anti-psychotics: 

haloperidol and clotiapine (for aggressive disruptive be
haviour if intra-muscular or oro-dispersible formulations 
of olanzapine are unavailable). 

Apart from the anti-epileptics, all psychotropic med
icines in the PHC STG are listed as ‘doctor-prescribed’ 
as there are currently no other authorised prescribers 
of these medicines. Tertiary and quaternary medicines 
are specialist-prescribed, related to the clinically complex 
indications for these medications. A stepped-care ap
proach is used, with non-specific general measures fol
lowed by medicine treatment, and recommendation for 
referral if there is a poor response to treatment or indica
tions of severity. However, only the bipolar disorder algo
rithms in the adult hospital STG include a management 
goal and suggested rating scales for assessing treatment 
response. In addition to referral recommendations, en
gagement with specialist services throughout the care 
trajectory is recommended for bipolar disorder and 
schizophrenia in adults, related to the complexity of the 
conditions rather than to the potential dangers of the 
medicines. 

Except for sedation of an acutely disturbed child, men
tal health care of children and adolescents is restricted 
to hospitals. With the exception of attention-deficit/hy
peractivity disorder (ADHD) which has detailed guidelines 
aimed at medical officers, management in consultation 
with a psychiatrist is generally recommended. Psychiatric 
referral is recommended for all children and adolescents 
with bipolar, psychotic, or eating disorders, children un
der 12 years old with depressive, generalised anxiety, 
or obsessive-compulsive disorders, and children younger 
than six years old with symptoms of ADHD. 

Non-pharmacological interventions, including psy
chotherapy and occupational therapy, where available, 
and use of psychosocial services in the non-health or 
non-governmental sectors are encouraged in all the 
guidelines of the STG. Brief descriptions of psycho-edu
cation and risk assessment are provided in the PHC and 
adult hospital STG, and the PHC STG include sections 
on general monitoring and care of people with mental 
illness, suicide risk assessment, and special population 
groups. 

Analysis of medicine procurement data 

The medicines included in the analysis are listed in Table 
2, together with their DDD and cost per DDD. Apart from 
long-acting methylphenidate, the cost per DDD was cal
culated from 2023 tender prices and averaged over med
icine strengths and pack sizes procured. 

The tricyclic anti-depressant amitriptyline, anti-epilep
tic medicines and benzodiazepines were excluded from 
this analysis, as they are also recommended in the STG 
for use in non-mental health conditions, including neu
ropathic pain, epilepsy, and procedural sedation, respec
tively. Bupropion was not included in the analysis, as 
it was not on national tender during the period under 
study due to venlafaxine being more affordable. Intra
muscular (IM) haloperidol was also not included, as the 
product registered in South Africa is no longer marketed 
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Table 1. Essential medicines for mental and substance-use disorders at each service 
level 

Medicine 
class 

Medicine, route 
of 
administration 

Service level and indications for use 

Primary Health 
Care 

Adult Hospital Paediatric 
Hospital 

Tertiary and 
Quaternary 

Anti-
epileptics 

Lamotrigine, 
oral 

NA Bipolar 
disorder 

NA 

Sodium 
valproate, oral 

Bipolar 
disorder – 
noted for 
awareness only 

Bipolar 
disorder 

Bipolar disorder 

Anti-
depressants, 
TCAs 

Amitriptyline, 
oral 

Depressive 
disorders 

As for PHC Noted for 
awareness only 

Anti-
depressants, 
SSRIs 

Citalopram, oral Depressive and 
anxiety 
disorders 

Depressive, 
anxiety, 
obsessive-
compulsive 
disorders, and 
post-traumatic 
stress disorder 
(PTSD) 

Depressive, 
generalised 
anxiety, 
obsessive-
compulsive 
disorders and 
post-traumatic 
stress disorder 
(PTSD) 

Fluoxetine, oral 

Anti-
depressants, 
NDRIs/ 
SNRIs 

Bupropion, oral 
or venlafaxine, 
oral (choice 
dependent on 
cost) 

NA Depression 
not 
responsive to 
other 
treatment 

Anti-
psychotics, 
first 
generation 

Chlorpromazine, 
oral 

Schizophrenia: 
continued in 
adults already 
stabilised on 
chlorpromazine 

Schizophrenia NA 

Haloperidol, oral Schizophrenia Schizophrenia Alcohol 
withdrawal 
delirium 

Haloperidol, IM NA Acutely disturbed 
child or 
adolescent 
Alcohol 
withdrawal 
delirium 

Flupentixol 
decanoate, IM or 
Zuclopenthixol 
decanoate, IM 
(depending on 
personal 
preference) 

Schizophrenia Schizophrenia NA 

Zuclopenthixol 
acetate, IM 

NA Aggressive 
disruptive 
behaviour 

NA 

Anti-
psychotics, 
second 
generation 

Amisulpride, 
oral 

NA NA NA Schizophrenia 
not 
responsive to 
other 
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Medicine 
class 

Medicine, route 
of 
administration 

Service level and indications for use 

Primary Health 
Care 

Adult Hospital Paediatric 
Hospital 

Tertiary and 
Quaternary 

treatment 
and 
metabolic 
concerns with 
clozapine 

Aripiprazole, 
oral 

NA NA NA Schizophrenia 
if metabolic 
concerns with 
other anti-
psychotics 

Clozapine, oral NA Bipolar 
disorder and 
schizophrenia 

NA 

Olanzapine, oral NA Bipolar 
disorder and 
schizophrenia 

Bipolar disorder 

Olanzapine, oro-
dispersible 
tablet or IM 

Aggressive disruptive behaviour NA 

Quetiapine, oral NA Bipolar 
disorder 

NA 

Risperidone, oral Schizophrenia Bipolar 
disorder (acute 
mania) and 
schizophrenia 

Bipolar disorder 

Medicines 
used in 
addiction 
disorders 

Methadone, oral NA Moderate to 
severe opioid 
withdrawal 

NA 

Mood 
stabiliser 

Lithium 
carbonate, oral 

Bipolar 
disorder – 
noted for 
awareness only 

Bipolar 
disorder 

Bipolar disorder 

Sedatives 
and 
hypnotics 

Clonazepam, 
oral 

NA Aggressive 
disruptive 
behaviour 

NA 

Clonazepam, IM NA Aggressive 
disruptive 
behaviour 

Alcohol 
withdrawal 
delirium 

Diazepam, oral Aggressive disruptive behaviour 
Anxiety disorders (short-term) 
Withdrawal from alcohol and other 
substances 

Withdrawal from 
alcohol and other 
substances 
Alcohol 
withdrawal 
delirium 

Diazepam, IV Substance 
withdrawal 
(seizure control 
or sedation) 

Alcohol withdrawal delirium 

Lorazepam, oral NA Aggressive 
disruptive 
behaviour 

Acutely disturbed 
child or 
adolescent 
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Medicine 
class 

Medicine, route 
of 
administration 

Service level and indications for use 

Primary Health 
Care 

Adult Hospital Paediatric 
Hospital 

Tertiary and 
Quaternary 

Lorazepam, IM Aggressive 
disruptive 
behaviour 
Alcohol 
withdrawal 
delirium 

Acutely disturbed 
child or 
adolescent 
Alcohol 
withdrawal 
delirium 

Midazolam, oral 
or buccal 

Aggressive disruptive behaviour NA 

Midazolam, IM Aggressive disruptive behaviour NA 

Stimulants Methylphenidate 
short-acting, oral 

NA Attention-deficit/
hyperactivity 
disorder (ADHD) 

Source: NDoH Standard Treatment Guidelines and Essential Medicines List, 2025.6 

PHC 2024; Adult Hospital 2024; Paediatric Hospital 2023; Tertiary and Quaternary 2024 
Key: IM = intramuscular; IV = intravenous; NA = not applicable; NDRI = noradrenaline and dopamine re-uptake inhibitor; PHC = Primary Health Care; PTSD = post-traumatic 
stress disorder; SNRI = serotonin and noradrenaline re-uptake inhibitor; SSRI = selective serotonin re-uptake inhibitor; TCA = tricyclic anti-depressant 

here. While IM clotiapine was procured instead of IM 
haloperidol for the study period, the IM and oro-dis
persible formulations of olanzapine were not readily 
available, as they were added to the EML only in 2024. 

In 2023, almost R290 million was spent on the in
cluded medicines (Table 2). The most expensive med
icines were the injectable anti-psychotics used in the 
acute management of aggressive disruptive behaviour 
(clotiapine IM and zuclopenthixol acetate IM). However, 
greater expenditure is incurred with chronic medicines, 
and the cumulative budgetary impact of small differ
ences in cost per DDD may hinder population coverage 
and sustainability. Because of the unaffordability of long-
acting methylphenidate tablets compared to the short-
acting methylphenidate, the former are not on the EML. 
However, they were on national tender from 2019 to 
2021 and therefore were included in the analysis. 

Expenditure on psychotropic medicines by each 
province per 100 000 uninsured population varied con
siderably, with the Western Cape spending the most and 
Mpumalanga the least (Figure 1). 

As shown in Figure 2, procurement increased nation
ally by 66% from 2019 to 2023, with marked variations 
between provinces and from year to year. Much of this 
increase is due to a 35% increase in procurement of 
psychotropic medicines by the Western Cape between 
2019 and 2023, and the Eastern Cape, Free State and 
KwaZulu-Natal Provinces changing from provincial to na
tional procurement processes between 2019 and 2020. 
While KwaZulu-Natal increased procurement each year, 
Limpopo Province had a general decline in procurement, 
and Mpumalanga had almost no change. 

There was little change in procurement of anti-depres
sants over the five years (Figures 3 and 4). Provinces 
showed different patterns of selective serotonin re-up
take inhibitor (SSRI) procurement, with fluoxetine 
favoured by the Eastern Cape, Free State, Mpumalanga 
(which did not procure citalopram at all), Northern Cape, 

North West, and Western Cape. While KwaZulu-Natal and 
Limpopo Provinces procured similar quantities of both 
SSRIs, and Gauteng procured more citalopram. Venlafax
ine was procured in much smaller quantities than the 
SSRIs, mostly by the Western Cape and not at all by 
Limpopo Province. 

In 2023, 475 DDDs of antidepressants were procured 
per 100 000 uninsured population per day, meaning that 
just under 0.5% of the uninsured population could have 
accessed medicine treatment for depression, anxiety, or 
post-traumatic stress disorder if each person was pre
scribed one of the three anti-depressants at the DDD for 
the year. 

As with anti-depressants, procurement patterns for 
anti-psychotics differed between provinces (Figures 5 to 
8). Procurement of anti-psychotics used in maintenance 
treatment (Figures 5 to 7) increased over the five years, 
with increases of almost 40% for oral first-generation 
anti-psychotics (FGAs), 66% for long-acting injectable 
FGAs, and 240% for second-generation anti-psychotics 
(SGAs). In 2023, oral SGAs were the most used anti-psy
chotics, with procurement of almost 400 DDDs per 
100 000 uninsured population per day. 

While oral haloperidol was the most procured FGA 
by all provinces each year, procurement of SGAs varied. 
Risperidone was the most procured by each province 
between 2019 and 2022, followed by olanzapine in all 
provinces except for the Free State and Limpopo (which 
procured more clozapine than olanzapine) and 
Mpumalanga (which did not procure any olanzapine at 
all). However, an increase in amisulpride procurement 
was notable in 2023, especially by the Eastern Cape, 
Gauteng, KwaZulu-Natal and Western Cape Provinces, so 
that it became the most procured item that year nation
ally, followed by risperidone at 171 and 113 DDDs per 
100 000 population per day, respectively. 

Procurement of IM anti-psychotics used in the emer
gency setting (Figure 8) almost doubled over the five 
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Table 2. DDD and average cost per DDD of medicines included in the medicine 
procurement analysis 

Medicine class Medicine, formulation DDD Average cost/
DDD (Rand) 

National expenditure in 
2023 (Rand) 

Anti-depressants, 
SSRIs 

Citalopram, oral 20mg 0.35 9 193 930 

Fluoxetine, oral 20mg 0.23 13 830 466 

Anti-depressants, 
SNRIs 

Venlafaxine, oral 100mg 2.86 9 424 526 

Anti-psychotics, first 
generation 

Haloperidol, oral 8mg 0.53 8 118 077 

Chlorpromazine, oral 300mg 7.31 45 888 321 

Clotiapine, IM 80mg 57.44 2 086 709 

Zuclopenthixol acetate, IM 30mg 56.94 7 444 715 

Flupentixol decanoate, 
long-acting IM 

4mg 7.21 14 506 181 

Zuclopenthixol decanoate, 
long-acting IM 

15mg 3.74 34 184 292 

Anti-psychotics, 
second generation 

Amisulpride, oral 400mg 14.86 34 814 885 

Aripiprazole, oral 15mg 7.34 3 394 025 

Clozapine, oral 300mg 4.08 13 334 017 

Olanzapine, oral 10mg 1.42 10 515 946 

Quetiapine, oral 400mg 3.31 13 235 742 

Risperidone tablets, oral 5mg 0.81 11 915 902 

Risperidone syrup, oral 5mg 40.25 24 144 446 

Mood stabiliser Lithium carbonate, oral 24mmol 2.25 21 639 730 

Stimulant Methylphenidate, short-
acting oral 

30mg 2.57 11 410 086 

Methylphenidate, long-
acting oral 

30mg 9.42* 0 

Total expenditure in 2023 289 081 996 

Key: IM = intramuscular; SNRI = serotonin and noradrenaline re-uptake inhibitor; SSRI = selective serotonin re-uptake inhibitor 
*Cost according to 2021 tender price 

years, with the Western Cape procuring the least, sug
gesting that there are fewer emergency psychiatric ad
missions there than in other provinces. However, it is 
not known whether provinces purchased haloperidol IM 
from outside South Africa using a section 21 application, 
or purchased an alternative IM anti-psychotic that is not 
included on the EML on quotation, as these data are not 
collected by the National Surveillance Centre. 

Due to supplier constraints, lithium was supplied via 
the national tender only in 2023, resulting in national 
procurement data being available only for that year (Fig
ure 9). As with the other psychotropic medicines, there 
are marked disparities between provinces, with the 
Western Cape and North West procuring the most and 
least, respectively. 

Methylphenidate procurement, illustrated in Figure 
10, includes the procurement of short- and long-acting 
tablets for 2019 to 2021, but only short-acting tablets in 
2022 and 2023. As only NSC data were analysed, addi

tional procurement of long-acting methylphenidate at a 
local level during the last two years is not represented in 
the graph. 

The number of DDDs procured per 100 000 uninsured 
population per day increased by 130% over the five 
years, with steady increases in the Eastern Cape, Free 
State and Limpopo. However, only 23 DDDs per 100 000 
population per day were procured in 2023 ─ enough to 
treat 0.023% of the uninsured population for ADHD at 
30mg of methylphenidate a day. 

Discussion 

This review of psychotropic medicine access and pro
curement in South Africa found that over 25 medicines 
are on the EML for national use. In addition, guidance 
on medicine usage and the treatment of mental health 
conditions has been integrated into the PHC, adult hos
pital, and paediatric hospital STGs, with some discrepan
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Figure 1. Expenditure on psychotropic medicines per 100 000 uninsured population per 
day by province in 2023 

Figure 2. Medicine procurement per 100 000 uninsured population per day by each 
province from 1 January 2019 to 31 December 2023 

DDD = defined daily dose 

cies between service levels. Of concern, however, is the 
very low procurement of psychotropic medicines in gen
eral, and the marked procurement differences between 
provinces. 

Population coverage 

Citing 2017 Global Burden of Disease Study prevalence 
estimates, the NMHPFSP states that just under 16% of 
the South African population has a mental or substance-
use disorder in 12 months.2 The 12-month prevalence 
rates of the conditions covered by the STG and EML are 
3.8% for anxiety (including PTSD), 3.9% for depression, 
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Figure 3. Procurement of the selective serotonin re-uptake inhibitors citalopram and 
fluoxetine between 1 January 2019 and 31 December 2023 

Figure 4. Venlafaxine procurement between 1 January 2019 and 31 December 2023 

0.6% for bipolar disorder, 0.2% for schizophrenia, 1.2% 
for ADHD, and 1.6% for alcohol, and 0.7% for drug use 
disorders. While disorders such as intellectual disability 
and autism spectrum disorder do not require medica
tion, people with these disorders often have comorbid 
mental disorders which require medication; it is not 
known whether such comorbidities have been ade
quately captured in prevalence studies. 

In 2019, the mental health treatment gap for the South 
African population dependent on the public health sector 
was estimated at more than 90%, based on the preva
lence rates, a 2016/2017 financial year national mental 
health costing survey, and District Health Information 
System data.13 This is somewhat higher than the often-

reported 75% treatment gap estimated by the South 
African Stress and Health (SASH) study.14 The 2019 es
timate was calculated using service-related data for the 
uninsured population only, whereas the SASH study 
(which evaluated only anxiety, and depressive and sub
stance-use disorders in adults) was derived from a 2004 
investigator-administered diagnostic questionnaire-
based survey of a nationally representative sample pop
ulation, some of whom would have accessed private 
healthcare services. However, the different estimates 
could represent a widened treatment gap over the 15 
years between the two studies. As a reflection of medi
cine utilisation, this medicine procurement analysis pro
vides some insight regarding coverage, although higher 
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Figure 5. Oral first-generation anti-psychotic (chlorpromazine and haloperidol) 
procurement between 1 January 2019 and 31 December 2023 

Figure 6. Long-acting injectable first-generation anti-psychotic (flupentixol decanoate 
and zuclopenthixol decanoate) procurement between 1 January 2019 and 31 
December 2023 

utilisation may reflect increased dosages and/or poly-
pharmacy. 

Anti-depressant utilisation 

For 2023, sufficient anti-depressants were procured to 
treat 0.5% of the population with a single medicine at the 
DDD for anxiety, and depressive and stress-related disor
ders. Using a combined prevalence of 7.7%, this indicates 
a 93.5% treatment gap for anxiety and depressive dis
orders. Although not everyone with anxiety and depres

sive disorders requires medication, and comorbidity may 
cause duplication of cases, the prevalence rates cited by 
the NMHPFSP are lower than those found in the SASH 
study (8.1% and 4.9% for anxiety and depression, respec
tively), suggesting that this study’s estimate is not unreal
istic. 

Anti-psychotic utilisation 

Anti-psychotics accounted for most psychotropic medi
cine procurement and increased substantially over the 

Robertson_Access to and use of psychotropic medicines

South African Health Review 61

https://sahr.hst.org.za/article/142332-access-to-and-use-of-psychotropic-medicines-in-the-south-african-public-sector/attachment/294698.jpeg
https://sahr.hst.org.za/article/142332-access-to-and-use-of-psychotropic-medicines-in-the-south-african-public-sector/attachment/294699.jpeg


Figure 7. Oral second-generation anti-psychotic (amisulpride, aripiprazole, clozapine, 
olanzapine, quetiapine and risperidone) procurement between 1 January 2019 and 31 
December 2023 

Figure 8. Acute injectable anti-psychotic (clotiapine and zuclopenthixol acetate) 
procurement between 1 January 2019 and 31 December 2023 

five years, especially for SGAs. While increased anti-psy
chotic utilisation in South Africa may indicate greater cov
erage of bipolar disorder and schizophrenia, further re
search is needed. The increasing burden of substance 
use,2 particularly of substances such as methampheta
mine that may induce psychotic disorders, could be at 
least partially responsible for the increased anti-psy
chotic utilisation. Furthermore, in African countries, pre
scribing two or more anti-psychotics (usually an oral SGA 
in combination with a long-acting injectable FGA) has 
been noted in 40% of people with schizophrenia, often in 

males with repeated hospitalisations and comorbid sub
stance-use.15 

Methylphenidate utilisation 

ADHD in children and adolescents is the only indication 
for methylphenidate in the STG, and the increased pro
curement may well indicate increased coverage. How
ever, at the population prevalence for ADHD of 1.2% 
cited by the NMHPFSP, potential coverage of 0.023% 
leaves a 98% treatment gap. Even with additional local 
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Figure 9. Lithium procurement in 2023 

Figure 10. Methylphenidate procurement between 1 January 2019 and 31 December 
2023 

procurement of long-acting methylphenidate, coverage 
is markedly inadequate, as the prevalence of 1.2% is 
probably an under-estimation; globally, ADHD occurs in 
5 to 6% of youth with little variation between countries, 
and in approximately 2.5% of adults.16 

This low coverage is very concerning. Methylphenidate 
improves sustained attention and reduces impulsivity, 
which negatively affects behaviour. Observational stud
ies, mostly from Taiwan and Scandinavia, indicate that 
compared to untreated ADHD or periods without med

ication, stimulant treatment is associated with reduced 
criminal behaviour and fewer accidental injuries, burns, 
substance use, sexually transmitted diseases, teenage 
pregnancy, and suicide attempts.16 Importantly, positive 
behavioural associations with methylphenidate appear 
to be greatest if treatment is sustained. However, achiev
ing wide coverage and consistent treatment may be un
affordable for South Africa, related to both medicine 
costs and accessible clinical expertise. 
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Provincial differences in access 

Provinces differed from each other considerably in ex
penditure on psychotropic medicines (Figure 1) and num
ber of DDDs procured (Figure 2), with the Western Cape, 
followed by the Northern Cape, procuring the most DDDs 
per day per 100 000 population, and North West followed 
by Mpumalanga procuring the least in 2023. The North
ern Cape procured more DDDs with less expenditure 
than the Eastern Cape, Free State, Gauteng and KwaZulu-
Natal, indicating greater usage of cheaper medications. 
Provinces estimate their medicine requirements based 
on historical procurement figures rather than epidemio
logical data, and therefore the quantities procured tend 
to reflect past usage rather than clinical need. 

Assuming that there is little variation in prevalence 
of mental health conditions between provinces, inter-
provincial disparities in medicine procurement probably 
reflect differences in access to care as well as prescribing 
practice. The Medicines Act necessitates access to a psy
chiatrist for maintenance treatment of persistent condi
tions (e.g. for relapse prevention in severe depression, 
bipolar disorder and schizophrenia, or for long-term con
trol of symptoms in severe anxiety disorders and in 
ADHD). Consistent with the legislation and the clinical 
complexity of these conditions, the STG recommend that 
patients should be managed long-term in consultation 
with a psychiatrist. In the STG, all psychotropic medicines 
may be prescribed by any registered medical practitioner 
except for amisulpride, aripiprazole and venlafaxine, 
which are restricted to tertiary and quaternary care as a 
means of ensuring specialist assessment and cost-con
tainment. 

However, having more psychiatrists does not neces
sarily mean more medicine procurement. The finding 
that the Western Cape procured the most psychotropic 
medicines is consistent with the finding by Docrat, et al.13 

of the Western Cape having the most psychiatrists (0.89 
per 100 000 uninsured population). However, compared 
to Gauteng Province, the Northern Cape procured more 
and KwaZulu-Natal procured similar medicine quantities 
with far fewer psychiatrists (0.51 versus 0.40 and 0.12 
per 100 000 uninsured population in Gauteng, Northern 
Cape and KwaZulu-Natal, respectively). Thus, the effi
ciency of each provincial mental healthcare system 
should be evaluated. Of note is that the Northern Cape 
and KwaZulu-Natal Provinces, having more medical offi
cers than Gauteng, may be relying on this staff cadre to 
provide mental health care. In addition, KwaZulu-Natal 
has developed a telepsychiatry system to facilitate re
mote specialist supervision.17 In Gauteng, an analysis of 
psychotropic medicine procurement for the 2017/18 fi
nancial year found that 60% of DDDs were procured for 
use in the PHC setting (where care is provided by com
munity psychiatric teams as well as PHC practitioners) 
and only 25% by tertiary, central and specialised hospi
tals, which have a greater number of psychiatrists.18 

Without treatment outcome measures, this analysis 
cannot provide insight regarding which provinces offer 
the best quality of care. National mental health indicators 

provide little insight into the quality of care provided by 
the different provinces, with only the recently added sui
cide attempt rate reflecting a person-centred outcome.2 

Importantly, the MHCA promotes community-based 
care, close to the person’s home and integrated into gen
eral health services. However, the rapid de-institutional
isation which followed the promulgation of the MHCA in 
South Africa has led to high levels of homelessness, in
carceration, and repeated hospitalisations among peo
ple with severe mental disorders.2 Such individuals must 
have access to psychotropic medicines after hospital dis
charge, as well as psychosocial and community support. 

While the NMHPFSP recommends a task-shifting ap
proach that enables primary, secondary and tertiary pre
ventative and recovery-orientated mental health care, it 
also cites staffing norms for specialist-level community 
mental health professionals. A community-based mix of 
healthcare providers is consistent with global experience 
of factors facilitating successful de-institutionalisation.3 

Such a workforce should also improve access to care for 
people with depression, anxiety, PTSD and ADHD, who 
do not require hospitalisation but would benefit from 
collaborative specialist input. Nevertheless, a marked 
shortage of medical practitioners is the reality for most of 
South Africa, particularly in PHC settings that rely heav
ily on nurse-prescribing19 which is currently limited to 
Schedule 4 medicines. 

Limitations 

This policy review included only STGs developed in line 
with the National Drug Policy and not clinical programme 
guidelines. However, medicines included in clinical pro
gramme guidelines should be aligned with the STG. The 
reliance on procurement data is a limitation, as some 
procurement may be followed by diversion, theft or in
appropriate use. Procurement data could also not be 
corrected for periods of restricted supply or stock-outs. 
Nevertheless, relying on procurement data as an approx
imation of utilisation, and therefore service delivery, is 
defensible. 

Recommendations 

Based on the analysis presented in this chapter, the fol
lowing recommendations are offered: 

• Workforce needs and training gaps in each 
province should be clarified, with appropriate 
multi-disciplinary personnel and task-shifting, and 
adequate specialist and sub-specialist support to 
enable comprehensive community-based care and 
safe discharge of people with mental disorders 
from tertiary to district services, as envisaged by 
the MHCA. 

• Urgent attention to current legislative restrictions 
on mental health service provision by appropriately 
trained nursing personnel is needed by addressing 
the creation of appropriate specialist nurse quali
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Conclusion 

Existing medicine policy and STGs support the provision 
of effective mental health care with a range of psy
chotropic medicines at all service levels. However, the 
analysis of procurement data over time indicates inade
quate population coverage as well as inequity between 
provinces in access to care. Effective community-based 
mental health care services depend on an accessible, ap
propriately trained health workforce. Measurable, per
son-centred outcome indicators are needed to assess 
whether the goals of treatment are achieved. 

Abbreviations 

Abbreviation Description 

ADHD attention-deficit/hyperactivity disorder 

DDD defined daily dose 

EML Essential Medicines List 

FGA first-generation anti-psychotic 

IM intramuscular 

IV intravenous 

MHCA Mental Health Care Act 17 of 2002 

NDoH National Department of Health 

NDRI noradrenaline and dopamine re-
uptake inhibitor 

NMHPFSP National Mental Health Policy 
Framework and Strategic Plan 

NSC National Surveillance Centre 

PHC Primary Health Care 

PTSD post-traumatic stress disorder 

SAHPRA South African Health Products 
Regulatory Authority 

SASH South African Stress and Health 

SGA second-generation anti-psychotic 

SNRI serotonin and noradrenaline re-
uptake inhibitor 

SSRI selective serotonin re-uptake inhibitor 

STG Standard Treatment Guidelines 

WHO World Health Organization 

fications and registers, and/or rescheduling of se
lected medicines. 

• Coverage targets, linked to the available financial 
resources, with tracking of expenditure against a 
mental healthcare-specific budget, should be es
tablished. 

• Urgent revision of the mental healthcare indicators 
in the National Indicator Data Set is required, incor
porating targets (such as coverage) and outcome 
measures (such as re-admission rates) in routine 
monitoring systems. 

• Patient-linked data with reliable coding of clinical 
diagnoses are needed. As electronic records are 
implemented, the creation and maintenance of 
registers for people with specific mental health 
care conditions should be prioritised. 

• Well-designed and executed observational studies, 
focused on meaningful outcome measures, should 
be conducted. 

• As universal health coverage is expanded, consid
eration should be given to the development of new 
models of reimbursement, enabling collaboration 
between disciplines and mobilisation of the entire 
mental healthcare service capacity of the country, 
for the benefit of all who reside in South Africa. 

Published: October 09, 2025 CAT. 
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