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Abstract 

Objective: Stigma plays a major role in the persistent suffering, disability and economic loss associated with mental illnesses.
There is an urgent need to find effective strategies to increase awareness about mental illnesses and reduce stigma and
discrimination. This study surveys the existing anti-stigma programmes in South Africa. Method: The World Health Organization’s
Assessment Instrument for Mental Health Systems Version 2.2 and semi-structured interviews were used to collect data on mental
health education programmes in South Africa. Results: Numerous anti-stigma campaigns are in place in both government and
non-government organizations across the country. All nine provinces have had public campaigns between 2000 and 2005, targeting
various groups such as the general public, youth, different ethnic groups, health care professionals, teachers and politicians. Some
schools are setting up education and prevention programmes and various forms of media and art are being utilized to educate
and discourage stigma and discrimination. Mental health care users are increasingly getting involved through media and talks in
a wide range of settings. Yet very few of such activities are systematically evaluated for the effectiveness and very few are being
published in peer-review journals or in reports where experiences and lessons can be shared and potentially applied elsewhere.
Conclusion: A pool of evidence for anti-stigma and awareness-raising strategies currently exists that could potentially make a
scientific contribution and inform policy in South Africa as well as in other countries. 
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Introduction

Mental health is increasingly recognized as an important
public health and development issue in South Africa.
Neuropsychiatric conditions are the third leading cause of

disease burden in South Africa, following HIV/AIDS and
other infectious diseases.1 Approximately 16.5% of South
Africans interviewed between 2002 and 2004 were
suffering from mental disorders in the preceding year.2

Similar prevalence estimates have been found among
children and adolescents.3

Stigma plays a major role in the persistent suffering,
disability and economic loss associated with mental
illnesses. Persons with mental illnesses are often
victimized for their illnesses and face unfair
discrimination, such as difficulties accessing housing,
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employment, and other societal roles. They are often
mistreated by their family and friends, as well as in the
community.4-10 Loss of family and/or peer support, loss of
employment and lack of access to mental health services
(either because of limited access to services or because of
the stigma towards seeking mental health care) can worsen
their mental illness. It can also place these individuals at
increased risk of substance abuse and criminal activities.11-
20 Many of these individuals consequently end up in the
criminal justice system instead of being treated in mental
health services. Other factors such as poverty also
compound the detrimental effects of stigma on individuals
with mental illnesses.21

Few studies have investigated levels of stigma in the
community towards people with mental illnesses in South
Africa.22-24 The three studies that have addressed this issue
consistently found high levels of stigmatizing attitudes
towards individuals with mental health conditions in the
communities. Three other studies25-27 examined the
perceptions of mental health nurses practicing in public
hospitals, and found that a significant number of nurses
held negative and stereotyped perceptions of mental
health care users. One study in South Africa explored the
scope and impact of structural stigma and discrimination
and found that structural stigma is highly prevalent and
stigma-reduction strategies are urgently needed to address
these issues to provide high quality mental health care and
protect the rights of individuals with mental health
conditions.21 Structural discrimination refers to policies of
the dominant group institutions, and the behaviour of
individuals controlling these institutions and implementing
policies, unintentionally having a differential and/or harmful
impact on minority groups.28 Structural stigma refers to the
violation of human rights through loss of access to
employment, housing, and in some instances, voting, jury
duty, holding public office, marriage and parenting.29-33

In order to plan strategies for effective anti-stigma
campaigns, it is first necessary to ascertain what has been
done. This study therefore examines the current anti-
stigma and awareness-raising programmes in South Africa.
This research was conducted in the context of a wider
international study of mental health policy development
and implementation in four African countries: Ghana, South
Africa, Uganda and Zambia.34 This study, titled the Mental
Health and Poverty Project (MHaPP), sets out to investigate
the policy level interventions that are required to break the
vicious cycle of poverty and mental ill-health, in order to
generate lessons for a range of low- and middle-income
countries. 

Methods

The study made use of quantitative and qualitative
methodologies. Quantitative methods were employed to
assess current mental health resources, while qualitative
methods were employed to provide an understanding of
the processes, underlying issues and interactions between
key stakeholders in mental health policy development and
implementation. Findings were triangulated where
possible, using two or more sources of data or research
methods. The fieldwork for the study was conducted
between 1 August 2006 and 31 March 2007. 

World Health Organization’s Assessment Instrument for

Mental Health Systems

Quantitative data regarding the mental health system in South
Africa was gathered using the World Health Organization’s
Assessment Instrument for Mental Health Systems (WHO-
AIMS) Version 2.2.35 The WHO-AIMS tool was developed to
assess key components of a mental health system and
thereby provide essential information to strengthen these
systems. The instrument was developed following the
publication of the World Health Report 200136, which focused
on mental health and provided a set of recommendations that
address essential aspects of mental health system
development in resource-poor settings. WHO-AIMS 2.2
consists of six domains (covering the 10 World Health Report
2001 recommendations comprising 28 facets and 156 items),
of which Domain 5: Public education and links with other
sectors is of interest for this study. The three sub-domains are
1) public education and awareness campaigns on mental
health; 2) links with other sectors: formal collaboration; and 3)
links with other sectors: activities. The instrument includes the
WHO-AIMS Excel Data Entry Programme and a template for a
narrative report. 

The WHO-AIMS spreadsheets were distributed to 1) the
nine provincial Departments of Health (DoH); 2) the 17 Mental
Health Societies of the South African Federation for Mental
Health (SAFMH); 3) professional boards of the Health
Professions Council of South Africa for Psychology, Medicine
and Occupational Therapy; 4) the South African Nursing
Council; and 5) the South African Council of Social Service
Professions. Data were requested from services for the 2005
calendar year.

Mental health societies of the SAFMH are community
service organizations operating in the field of psychiatric
disability, intellectual disability, and/or the promotion of
mental well-being. They are registered as separate non-profit
organizations with their own management boards and staff.
They are not financially accountable to the SAFMH, but are
accountable in so far as the standard of service delivery is
concerned.37 Although other non-government organizations
(NGOs) provide services at a local or provincial level, the
SAFMH is the only NGO that provides a coordinated national
mental health service, is the largest national mental health
service provider in the NGO sector and receives government
subsidies for its services. It was therefore decided that data
would be collected on mental health service provision in the
NGO sector from only the SAFMH and its 17 affiliated
societies.

The South African health care system is decentralized and
therefore mental health services fall under the responsibility
of each of the provinces. Thus the provincial mental health
coordinators of each of the provincial DoH took responsibility
for completing the spreadsheet. They gathered data from
regional and district health services as appropriate, with the
assistance of health service managers and lead clinicians. In
the Mental Health Societies, the head of the relevant society
took responsibility for gathering data relevant to service
provision at his/her branch and completed the spreadsheet.

Analysis

The data were entered into nine separate spreadsheets for
each of the provincial DoH and a further 17 spreadsheets for
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each of the mental health societies. Data from these
spreadsheets were then entered into a national spreadsheet,
where numeric data were aggregated. Descriptive analyses of
relevant items were conducted.

Semi-structured interviews

Qualitative methods took the form of semi-structured
interviews (SSIs). As stated earlier, the primary purpose of
using these instruments was to develop an understanding of
the processes of mental health policy development and
implementation in South Africa, and the articulation between
various systems and interactions among stakeholders.

The sampling of respondents for the SSIs was purposive.
Respondents were selected either because they represented
key organizations in mental health in South Africa, or they
possessed information or had experience that was
particularly relevant to study. Respondents were also selected
based on the principle of maximum variation, in order to
provide as wide a range of perspectives as possible on
mental health policy development and implementation in
South Africa. Sixty-four SSIs were conducted with various
stakeholders using interview schedules that were developed
and tailored to the particular stakeholder(s) to be
interviewed. The range of stakeholders included policy
makers, public sector, nongovernmental and faith-based
programme managers, mental health care users and
professional organizations.

Interviews were recorded with the permission of
respondents and transcribed verbatim. The transcripts were
then analyzed using NVivo 7 qualitative data analysis software.
A framework analysis approach was adopted38, in which
certain themes were agreed upon by investigators from all
four study countries. These themes were based on the

objectives of the study (as set out in the introduction) and for
this study, we focused on identifying existing mental health
education activities across the country. 

Research ethics

Research ethics permission to conduct this study was obtained
from the Research Ethics Committee of the Faculty of Health
Sciences, University of Cape Town; the Research Ethics
Committee of the Faculty of Humanities, Development and Social
Sciences, University of KwaZulu-Natal; and the Research Ethics
Committee of the national DoH. Permission to gather data from
provincial health services was obtained from the Heads of the 9
provincial Health Departments. Permission to gather data from
the 17 Mental Health Societies was obtained from the SAFMH. 

Respondents in the SSIs gave informed consent to
participate in the study. The identities of interviewees have
been kept confidential and all identifying data have been
removed from data used in the study.

Results

Key anti-stigma initiatives

Survey of the public education and awareness activities
across the country has revealed that there are numerous anti-
stigma activities already in place and that several key
organizations in both government and non-government
sectors, are pushing this agenda forward.

In South Africa, the DoH coordinates and oversees the
public awareness and education campaigns. The DoH is
assisted by various NGOs including the SAFMH, the South
African Depression and Anxiety Group (SADAG), Mental
Health Information Centre (MHIC), and other professional,
consumer and advocacy bodies. Information about these
organizations is provided in Table I.

Table I: Description of mental health organizations 

Organization Description

South African Federation for A national, not-for-profit, NGO that is affiliated with the African Regional Council for Mental Health and the World 
Mental Health (SAFMH) Federation for Mental Health. The SAFMH coordinates, monitors, and promotes services for persons with 

psychiatric and/or intellectual disabilities and promotes mental health and wellbeing. They are comprised of 17
mental health societies and numerous member organizations across the country. Creating public awareness of
mental health issues is one of their main missions and they do so through various activities.

South African Depression and A user-led organization based in Johannesburg is another highly active organization in raising awareness and 
Anxiety Group (SADAG) working towards reducing stigma. In operation since 1995, SADAG is one of the largest mental health support 

and advocacy groups in Africa and provides counselling services, mental health awareness programmes, media 
campaigns, school talks and rural outreach activities across the country. SADAG boasts about 180 support
groups across the country and has an extensive referral guide that extends into the most remote regions of 
South Africa.

Mental Health Information Centre (MHIC) Based at the University of Stellenbosch in the Western Cape, MHIC serves numerous functions. They provide
telephone information to the public, provide the media with accurate information about mental disorders, support
health professionals and develop and distribute a mental health resource guide annually. The Mental Health 
Resource Guide is a comprehensive list of mental health professionals, consumer organizations delivering a 
mental health service, and institutions that offer mental health treatment across the country. The guide is updated
annually.The MHIC also produces other publications and participates in consumer-related mental health research.
The MHIC promotes public awareness of mental health issues and research into mental illness, addresses the 
stigma associated with mental illness, and promotes good mental health of all South Africans. The MIHC serves 
the entire country and hence receives calls from all over South Africa. They are able to provide information in 
English, Afrikaans, Xhosa and Zulu. 
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All nine provinces have had government agencies and
NGOs promote public awareness and education campaigns in
the last five years. Only the Western Cape, Free State and
Gauteng provinces reported involvement of professional
associations in these activities; and only the Western Cape
reported involvement of private trusts, foundations and
international agencies.

Some of the target audiences of such campaigns include the
general population, children and adolescents, women, trauma
survivors, ethnic groups and other vulnerable or minority
groups. Existing public awareness and education campaigns
have targeted professional groups across the country
(provinces in brackets) such as health care providers (Gauteng,
Western Cape, Free State, North West); complimentary /
alternative / traditional healers (Gauteng, Western Cape, Free
State); teachers (Gauteng, Western Cape, Free State,
Mpumalanga); social service staff (Gauteng, Western Cape);
leaders and politicians (Gauteng, Western Cape, Mpumalanga);
and other professional groups linked to the health sector
(Gauteng, Western Cape, Free State, Mpumalanga).

Formal collaborations in public awareness and education
have been formed to different degrees across the provinces
and are presented in Table II. Most of the provincial DoHs
have formal collaborations with other areas such as primary
health and community care, HIV, substance abuse, welfare,
and child and adolescent health.

Consumer/User Involvement
In various parts of the country, mental health care users are
becoming involved in NGOs and community activities to
provide education about mental illnesses, and obtaining
training in skills for supported employment and increasing
visibility. Some users are involved in radio shows, distributing
posters and pamphlets in various languages, including Zulu
and Sotho, (Respondent 39, Mental Health Care User), while
others are giving talks in the community. 

SADAG has formed partnerships with the communities,
leaders, schools, universities, churches, youth groups, prisons,
corporations and government, particularly the Directorate of
Mental Health and Substance Abuse in the national
Department of Health, and are often requested to give talks on
mental health issues. They also produce educational materials
including free multilingual brochures, audio cassettes and

speaking books (books that one can read and hear). The
speaking books, available in several languages, are able to
provide information to the illiterate population of the country. 

We have already started having talks in churches,
in halls I’m the one whose doing those talks there
[…] and even in the newspapers we do have
some articles provided there (Respondent 10,
Mental Health Care User)

The Central Gauteng Mental Health Society (CGMHS), one of
the 17 Mental Health Societies affiliated with the SAFMH,
works to reduce prejudice and misunderstanding through
education of the general community and health professionals
and monitors reporting of issues on mental and intellectual
disabilities in the media for its level of responsibility. The
CGMHS launched a Consumer Advocacy Movement in 2005,
which aims to empower individuals with mental illness to
advocate for themselves and to ensure that their rights are
respected, protected and enforced. Members of the CGMHS,
both health providers and consumer representatives, present
at schools, in both government and private sectors, and health
institutions to increase awareness. They also host activities in
October during the Mental Health Awareness month where
consumers can present their artwork at an arts festival and
community members can join in by painting a mural.

The Cape Mental Health Society, another Mental Health
Society based in the Western Cape, also encourages
consumer involvement through the Cape Consumer
Advocacy Body (CCAB). CCAB provides consumers with a
platform to voice their views and be proactive in their care.
They have representation in various organizations such as the
provincial mental health board (Cape Mental Health Board),
SAFMH, provincial networks (Western Cape Network on
Disabilities), national organizations (Disabled People South
Africa), and the psychiatric hospital Board (Valkenberg
Hospital Facilities Board) and Catchment Area meetings.

The SAFMH also provides self-advocacy training to
empower consumers with skills and knowledge to advocate
for themselves, participate in decision-making and facilitate
social integration. Consumers are encouraged to contribute to
the governance of the SAFMH and to participate in
government policy processes through a consumer network. 

Table II. Formal collaborations between mental health and other government sectors across provinces.

Province PHC HIV Rep Elder Subst Child Pro Educ Emp Hous Welf Crim Child Other

Eastern Cape 3 3 3 3 3 3 3 3 3 3 3 3 3

Free State 3 3 3 3 3 3 3 3 N 3 3 3 3

Gauteng 3 3 3 3 3 3 3 3 3 3 3 3 3

Kwazulu-Natal 3 3 3 3 3 N 3 3 3 3 3 3 3

Limpopo -- -- -- -- -- -- -- -- -- -- -- -- --
Mpumalanga 3 3 3 3 3 3 3 3 3 3 3 3

Northern Cape -- -- -- -- -- -- -- -- -- -- -- -- --
North West 3 3 3 3 3 3 3 N N 3 3 3 N
Western Cape 3 3 N 3 3 3 3 N N 3 3 3

Column titles: Primary health care/ community health; HIV/AIDS; Reproductive health; The elderly; Substance abuse; Child protection; Education;
Employment; Housing; Welfare; Criminal justice; Child and adolescent health.
3 = Yes, N = No, NA = Not Applicable, -- = Unknown.
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Early Education

Free State, Gauteng and North West provinces indicated that
less than 20% of primary and secondary schools have school-
based activities to promote mental health and prevent mental
disorders. In the Western Cape 51-80% of schools have such
activities. No other provinces indicated any school-based
promotion or prevention activities. Available data precluded
exploration into the extent or quality of such interventions.
However, interviews with key stakeholders suggested that
there is still much work to be done in this area. There were
consistent messages from interviewees that mental health
education must begin in the schools.

“include mental illness awareness in the school
syllabus and to start your foundation with the
children“ (Respondent 35, Mental Health Care
User)

“I think if school children could understand
(mental illnesses), I think it would make a huge
difference for when they reach adulthood. “
(Respondent 48, Mental Health Care User)

An interview respondent demonstrated the importance of
beginning with the youth by presenting one particular school
in Sekukune Land with a successful programme: 

“like I visited schools in Sekukune Land recently
and we found that there was one school that
really turned their whole performance around
by building this kind of supportive environment.
By even involving the tribal heads, the whole
community, by talking to parents on a regular
basis, encouraging people, motivating, getting
all the services that work/operate within a
certain area to enhance the schools role as the
centre of community. And I think that whole
vision that we had of education right as from ’94
of how to change schools in centres of
community, needs to get more attention, we
need to be able to succeed on that you know.“
(Respondent 2, Policy Maker, Department of
Education)

Recognizing the need to reach the youth, the Cape Mental
Health Society provides a Mental Health Awareness Schools’
Programme. This is a preventative, educational and
interactive programme that focuses on mental health, positive
self-image, depression, life stress management and
substance abuse.

Correctional Services

In the prisons, less than 20% of police officers have
participated in educational activities on mental health in the
last five years in Gauteng and Free State. Twenty one to fifty
percent have participated in such activities in Mpumalanga.
No other provinces reported training activities for police
officers.

An interview with a policy maker in the Correctional
Services suggested that in the prisons, education is
necessary for offenders and for warders.

“… aggressive health education to all of the
correctional…offender population. […] I haven’t
observed any discrimination by them, […] but I
think we still need to educate our warders
because you might find that it’s only this warder
and others are not aware of that, or they are
aware and they’re neglecting it, so that we can
contribute to the healthcare rendered to these
offenders. (Respondent 56, Policy Maker,
Correctional Services)

Very little information was reported on the awareness raising
activities in correction services but the available information
suggest that there is relatively little awareness raising
activities being implemented in correctional services
facilities. Only the SAFMH provides a programme designed to
empower police with skills on how to manage a person with a
mental illness when requested to assist.

Public awareness raising and the media

Newspapers, television shows, performing arts, radio shows,
brochures and pamphlets are used for international events
such as World Mental Health Day, Mental Health Awareness
month. Organizations such as the SAFMH, SADAG and MHIC
have worked closely with the media in providing accurate
information about mental illnesses and promoting mental
health. 

The SAFMH allocates much of their efforts towards mental
health awareness and stigma reduction. They use media as
well as various communication materials for distribution in the
communities. The SAFMH currently have three mental health
campaigns every year. March is Intellectual Disability
Awareness month, July is Psychiatric Disability Awareness
month, and October is Mental Health/well-being Promotion
and Awareness Month. Activities in October are mainly
targeted around World Mental Health Day (October 10th),
where the focus is more towards prevention through healthy
lifestyles rather than diagnosis and treatment. During these
months, many members of the SAFMH can be seen, heard
and read in the media discussing mental health issues. 

The Cape Mental Health Society has also been active in
public education through production and distribution of
printed media (posters, pamphlets, magazines and
newspaper articles), community-based radio, workshops and
exhibitions. 

SADAG also has weekly media releases to local and
national media as well as public service announcements to
ensure that mental health issues are raised regularly in
various settings. The MHIC works with prominent newspaper
and magazine journalists in preparing articles on mental
health problems such as depression, panic disorder, social
phobia, and obsessive-compulsive disorder. Information on
mental health issues is provided to many professional and
consumer bodies, including the DoH, the South African
Society of Psychiatrists, and SADAG. 

The MHIC also gives lectures at many schools and
corporations on mental health issues so that they are able to
identify common mental illnesses and take appropriate action
(for example, refer them to a mental health care professional).
The MHIC also presents educational talks and programs to
the public and is regularly invited to discuss mental health
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issues on the radio and television. They have also periodically
organized theatre productions in Cape Town to raise
awareness.

In addition to these activities, the Mental Health
Information Centre (MHIC) facilitates the annual National
Anxiety Disorders Awareness Week and hosts the national
mental health awareness campaign every October (around
World Mental Health Day) in collaboration with consumer
groups and the pharmaceutical industry. As part of these
activities, the MHIC presents an annual media award to
honour journalists who report on mental health issues
accurately, responsibly and sensibly in newspapers,
magazines and on radio/TV/internet.

Through the CGMHS, two theatre productions have been
developed, both created by a consumer, entitled Madness
Revealed: Chasun’s Story and Madness Revealed: Thandi’s
Story. Chasun’s story is based on a true story about a young
woman’s experience with schizophrenia and addresses
issues such as self-identification, self-acceptance, fears
around seeking professional care and impact on employment.
Thandi’s story highlights mental illness in African cultures and
depicts the myths around mental illness among many African
communities where mental illnesses are often attributed to
demonic possession or witchcraft rather than a medical
condition. It focuses on an individual with bipolar mood
disorder and substance abuse, and forefronts the social
exclusion and challenges with maintaining/obtaining
employment that often results. Information about possible
avenues for care is also provided in the production. Both
productions have been presented in numerous communities
and schools and are powerful stories that have received high
praise and positive feedback. The producers are currently
exploring possible sources of funding to take the plays on the
road and present them across the country.

Other Activities

The Human Training Trust projects of the SAFMH capacitate
service providers in the community and residential care facilities
to promote development and uphold human rights when
providing care or working with them. The SAFMH also works
towards empowering communities by educating caregivers in
the community on the Mental Health Care Act 2002 through
workshops on Review Boards and the role of the police. 

Furthermore, the SAFMH has a human rights programme
which monitors the mental health services as well as social
integration procedures and ensures that the human rights are
upheld. The Human Rights Violations Register was developed
by SAFHM in 2006 in order to record all reported cases of
human rights violations of persons with psychiatric or
intellectual disability, including stigmatization, discrimination,
abuse and neglect. 

The Social Integration programme of the SAFMH aims to
support social integration in the face of myths, stigmatization,
poverty and lack of support systems. The National Office runs
sensitization workshops for employers to allow for a
supportive environment for individuals with psychiatric or
intellectual disabilities.

Evaluation of anti-stigma and awareness raising activities

Although there are significant and seemingly effective mental
health education activities occurring across South Africa, lack

of reporting in scientific journals and in annual reports of the
various organizations about evaluation of these activities
indicate that they are not being systematically assessed for
their effect on increasing awareness and reducing stigma.
Discussions with organizers of such activities demonstrated a
general lack of rigorous evaluation of their programmes.
None of the respondents indicated that their programmes
were systematically evaluated and reported. Rather, their
reporting of the impact of such programmes was quite limited
and anecdotal. A stronger evaluation culture needs to be
instilled across all of the organizations.

“ … if you want to build research culture in a
country, which is partly what we want to do…
part of what we need to inculcate is a sort of
culture of scepticism and inquiry and many
people start researching whatever they want to
research.” (Respondent 11, Academic
Researcher – Health)

Recommendations by respondents for mental health education
and anti-stigma campaigns
Numerous recommendations were made by respondents
about strategies that were considered essential. These
include:
• Education and awareness-raising through various

mediums such as public campaigns, identification of
champions or role models, workshops at various settings,
media, and information packages

• Personal contact with, or exposure to, people with mental
illnesses.

• Education and awareness campaigns at a young age, in
the school. 

• Collaboration between the DoH and other Departments,
i.e., Social Development, Education, Police, and
Correctional Services, to include mental health into their
agendas.

• Further promotion of the Mental Health Act 2002 as a de-
stigmatization tool.

• Use of other legislations e.g., Employment Equity Act to
prevent discrimination.

• The development of guidelines to address reasonable
accommodation at the workplace.

• Increased training and exposure of health care
professionals in managing individuals with mental
illnesses.

• The participation of mental health care users in all stigma
reduction strategies.

• Use and monitoring of media to ensure balanced and
accurate depiction of mental illnesses.

• Need for community participation in awareness raising
activities and increase in knowledge to lessen fear and
increase acceptance.

• Need for legislative and financial support for state housing
and subsidized housing schemes.

Discussion 

This study has demonstrated that in spite of limited resources
for mental health, a number of innovative strategies have been
developed to address stigma and improve awareness about
mental health in South Africa. These include a variety of
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seemingly culturally appropriate and innovative strategies that
make good use of limited resources. Both government and
NGOs provide a pool of evidence that could be useful in
informing policy in South Africa and other low-resource
countries. 

The impact of these activities, however, is unknown
because there is no formal evaluation and reporting on these
programmes. This is particularly important for mental health
where cultural issues play a key role in the method and
content of the educational material. Although we can borrow
from the knowledge gained in other settings, context specific
evidence is also necessary to select the most appropriate
anti-stigma interventions for South Africa.

Experiences in other settings have consistently shown the
positive impact of consumer involvement in increasing
awareness39,40 and informing policies and research.41 A
literature review examining the active ingredients of an
effective anti-stigma intervention for various target groups, for
example, showed that the testimonies of consumers was the
single ingredient identified by all interventions as having the
most significant and lasting impact in reducing stigma.42

Furthermore, examination by Reinke and colleagues43 into the
forms of contact with consumers showed that both in-person
and videotaped contact were effective in changing attitudes.
Similar studies evaluating and reporting the impact of existing
consumer involvement in South Africa could provide the
evidence to increase consumer participation, argue for more
support for such activities, and determine how best to
support consumer involvement across the country.

There is also ample evidence around the world,
particularly for schizophrenia, demonstrating the positive
impact of educating the youth to reduce stigma.4,44-46 The
World Psychiatric Association’s “Open the Doors” initiative to
reduce stigma44 was particularly influential in implementing
youth programmes and demonstrating their impact in various
countries. Some of these involved educational programmes
by psychiatrists, psychologists and consumers to high school
students while others involved teenagers teaching their peers
about mental illnesses. A study in New Jersey also showed that
an information session for adolescent, developed and
facilitated by mental health care users, had a significant
impact on changing attitudes.47 Youth programmes are
therefore making a difference in other parts of the world and
similar documented evidence for South Africa is necessary
for policy makers in both the health and education sectors to
pool resources to support youth programmes in the country.

There are few studies examining such interventions in the
criminal justice system. Pinfold and colleagues48 studied the
impact of a short educational programme to the police force
in the UK and found improvements in the attitudes of police
officers and their communication with their subjects. Given
the high rates of mental illnesses among those who are in the
prisons and the significant shortage of nurses caring for the
prisoners in South Africa8, it is critical that stigma and
discrimination is minimized in correctional facilities to ensure
the safety of the individual from both prison staff and
prisoners. How best to do this effectively, however, is still not
known. Evaluation of the existing programmes and
dissemination of the results could have a significant impact on
planning of services in the correctional system. 

With regards to the media, although there is evidence

showing the negative impact of media on people’s attitudes
towards individuals with mental illnesses, there is less
evidence demonstrating how media can be used to educate
communities and reduce stigma. It is difficult to accurately
measure the impact of messages in the media on people’s
attitudes. Nonetheless, national anti-stigma campaigns with
high media coverage have been implemented in various
parts of the world (Australia, Canada, New Zealand, United
Kingdom, etc.) and appear to be showing positive effects.44,49

South African government and non-government organizations
are also actively using the media to educate communities of
various personal and professional backgrounds. However,
their effectiveness cannot be known without first knowing the
current attitudes towards mental illnesses in South Africa. It is
also unknown how much of the population the existing
information is reaching. With lack of access to mainstream
media in many parts of the country, there is still a need to
determine how best to get the same messages across 

There is international evidence to support the anti-stigma
activities that are already being carried out in South Africa,
but whether or not they are appropriate in this context and
similar in their effectiveness is still unclear. A crucial question
is how mental illness is conceptualized in various parts of the
country and how the content of the interventions should vary
across the various cultural and age groups. What is
considered a mental illness and the beliefs regarding their
causes can vary significantly.8-10,50-57 For example, mental
illnesses is often believed to be the result of bewitchment or a
failure to appease one’s ancestors, having insufficient faith in
one’s religion, or a defiant attempt to challenge authority and
ascribed roles. Substance abuse and committing sins has also
been identified as causes of mental illnesses. Some
behaviours are not considered part of a mental illness.
Disorders such as depression and anxiety disorders are often
viewed as social problems rather than medical illnesses51,
while in some African cultures, a psychotic episode closely
resembles the ‘calling’ to become a traditional healer.58,59

What is considered stigmatizing and how a person is
stigmatized thus depends on how mental illnesses are
conceptualized. 

Conclusion

The success of any anti-stigma intervention relies heavily on
the content and mode of the intervention as well as the
selection of an appropriate measure and method to evaluate
its impact. One cannot assume that increasing awareness
about mental illnesses will lead to change in attitudes and
behaviour. Educational programmes in other areas have often
shown little effect in changing behaviour. For example,
programmes to educate adolescents to practice safe sexual
practices to prevent HIV/AIDS infection have not significantly
changed adolescent risk behaviour.60-63 Similarly, anti-tobacco
initiatives to educate the youth about the consequences of
smoking have also often failed to reduce smoking.64,65 Lessons
must be learned from such examples to identify strategies
that are likely to have the most impact.

In order to properly assess stigma-reduction interventions,
a better understanding of the complex manifestation of stigma
in the South African context must first be gained. Strategies to
optimize the impact of such interventions can then be
developed and evaluated. Promotion of such research and
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subsequent dissemination would make a scientific
contribution locally and internationally, allow for stronger
evidence-based policy, and inform future planning of anti-
stigma campaigns in South Africa and elsewhere.
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