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Research indicates that most people with Schizophrenia 
from low to middle-income countries do not receive ade-
quate healthcare. Inadequate policies, lack of funding, 
poor service planning and neglect are some barriers to ade-
quate care. Intrinsic barriers to care include stigma, lack of 
insight, and pathways to care that are often driven by cul-
tural beliefs, and many systemic challenges. South Africa 
was not spared from the scourge of COVID-19, hosting 
a third of all reported cases in Africa. In a country with 
disparities, it would be of interest to get insight into the 
situation concerning the healthcare needs of people with 
Schizophrenia during the pandemic. A  pandemic such as 
COVID-19 placed enormous strains on already limited and 
unequally distributed health care resources. In this paper, 
we discuss: (1) The South African healthcare system (with 
respect to Schizophrenia care). (2) COVID-19 policies re-
lated to the care of people with Schizophrenia (testing, ac-
cess to vaccine). (3) Managing people with Schizophrenia 
amid the COVID-19 pandemic. (4) Recommendations.
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Introduction

Research has shown that people with Schizophrenia 
do not have adequate access to care in low to middle-
income countries (LMICs).1,2 Poor access to care is often 
attributed to intrinsic factors such as the lack of insight, 

stigma, and extrinsic factors such as socioeconomic 
status and pathways to care.1 In South Africa (SA), like 
other LMICs, inadequate policies and poor service plan-
ning further exacerbates access to care.3,4

In recent years, discrimination and indifference by the 
SA government towards mental healthcare initiatives 
have led to the inhumane treatment of many people 
with Schizophrenia.5 Apathy towards people with 
Schizophrenia is evident in the Life Esidimeni tragedy 
scandal.6 The global age standard point prevalence of 
Schizophrenia is approximately 0.28%.7 Despite low prev-
alence rates, 80% of people with Schizophrenia who live 
in the LMICs do not receive optimal psychiatric care.8

This report discusses South African healthcare in re-
lation to people with Schizophrenia pre and during 
COVID-19. First, we appraise the healthcare system’s 
strengths and weaknesses. Second, we explore how the 
healthcare system responded to the needs of people with 
Schizophrenia by examining the policies implemented 
at the time. Third, we report on our observation of how 
people with Schizophrenia fared during the pandemic. 
Lastly, we give recommendations from the lessons learned 
during the pandemic.

A Brief Introduction into the South African 
Healthcare System

The South African healthcare system is ranked number 1 
in Africa and 56 in the Global Healthcare Security Index, 
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an estimate of healthcare pandemics preparedness.9 
Despite this, SA ranks lower than other LMICs such 
as India and Sri Lanka. SA has seen several progressive 
healthcare reforms over the past 2 decades, reflecting the 
transformation plan from the apartheid era which was 
characterized by discrimination and marginalization of 
people of color across all basic needs, including health-
care. Many years post-apartheid, the healthcare system 
remains inefficient and inequitable.10 Right to healthcare 
access is a human right in SA despite disparities between 
the poor and the wealthy.

Because of the political landscape, South Africans often 
resort to social mobilizations and campaigning (such as 
the Treatment Action Campaign) to access care.11 For ex-
ample, the era of President Mbeki was characterized by 
HIV denialism and apathy with regards to HIV. However, 
today SA has one of the most advanced and largest HIV 
services and research programs among LMICs, if  not 
globally.10

SA’s healthcare system consists of public and pri-
vate sectors.10,12 The private sector is smaller and better 
funded, whereas the more extensive public sector lacks re-
sources. In part, this is the legacy of apartheid, but the so-
cioeconomic inequality that characterized the country’s 
current landscape also perpetuates this disparity. Only 
8.9 million (14.83%) South Africans are beneficiaries of 
private health insurance.12 The public healthcare system, 
therefore, caters for an estimated 80% of the population, 
composed mainly of people with low or no income.12 
The funding for public healthcare is through government 
allocations from National Treasury to, particularly, the 
provincial governments.13 The provincial governments 
provide all public healthcare, from primary to tertiary 
and quaternary. The current health expenditure (CHE) 
in SA as a percentage of gross domestic product (GDP) 
is approximately 9%. However, only half  of the CHE is 
spent on the public healthcare sector.12 The expenditure 
is even bleaker for people with Schizophrenia as SA only 
spends 5% of its public health budget on mental health-
care,13 with no uniformity among the provinces.

In line with human rights, the SA government 
implemented a program to decentralize and integrate 
mental health services into primary health care.14 One 
of the goals was to discharge all chronically hospitalized 
patients and integrate them into their communities. These 
progressive reforms are, however, hindered by a lack 
of adequate planning and funds to run the service effi-
ciently. As a result of poorly planned deinstitutionaliza-
tion programs in the country, many people with mental 
illnesses have died after being placed in inappropriate 
facilities.6 The healthcare system, including mental health-
care, remains hospital-centric with a lack of integration 
between mental healthcare and general healthcare.15 
South African mental healthcare budget remains focused 
on hospital care despite South African policies meant to 
improve community-based mental healthcare services.

In the private sector, the situation is sometimes com-
plicated by the South African legislation that compels 
health insurance providers to fund hospital care with 
poor mental healthcare financing in primary healthcare 
settings.16 The funding for inpatient mental healthcare 
is limited to 21  days of in-hospital care per benefi-
ciary of private health insurance per year.16 People with 
Schizophrenia have minimal access to care in the pri-
vate sector because of this restricted funding for mental 
healthcare. Most people with Schizophrenia are therefore 
treated in the public health sector.

Despite the hospital-centric funding model for mental 
healthcare in the public sector, SA has deinstitutionalized 
mental health services considerably. As a result, chronic 
beds numbers rapidly fell from 70 per 100 000 in 1994 to 
35 per 100 000 in 2004.17 However, there are still limited 
services for community-based mental health services. In 
addition, human resources for mental healthcare in SA 
remain challenging. Although the ratio of psychiatrists 
to the general population in SA is 1.53 psychiatrists per 
100 000.18

The shortage of psychiatrists is further worsened by 
limited government resources to fund training posts 
in SA and the emigration of South African trained 
psychiatrists.18 Public health facilities regularly run out 
of essential medications, the so-called drug stockouts. 
The constant interruption of the supply of antiretroviral 
and anti-tuberculosis medications reflects this problem. 
Antipsychotics, the backbone of the appropriate treat-
ment of Schizophrenia, have not been spared from this.19

The deficiencies in the healthcare system’s design in 
SA add further barriers to care access for people with 
Schizophrenia. Studies from LMICs also show that this 
is further complicated by pathways to care for people 
with Schizophrenia, who often seek alternative care be-
fore seeking biomedical interventions.20 Several factors, 
including social and infrastructure factors (e.g., rural 
areas), also contribute to the low detection rate and ac-
cess to care in South African communities.3 However, 
the traditional healers are often the first point of con-
tact for most people with Schizophrenia, according to a 
study by Veling et al.21 Moreover, in SA, common mental 
illnesses are generally more prevalent than globally re-
ported, and only a quarter of people receive treatment 
for them.22 While the true incidence of schizophrenia re-
mains unknown, it seems likely that most people with 
Schizophrenia do not receive adequate treatment.

An Overview of COVID-19 Policies in Relation to the 
Care of People with Schizophrenia

To curb the spread of COVID-19, SA implemented 
strategies such as lockdowns, provision of testing, timeous 
infection notification, contact tracing and social isolation 
or quarantines.23,24 Because of the previous communi-
cable disease burden such as HIV and TB, SA was swift 
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to act as it was aware of the impact of delaying preventive 
interventions.25 Also, these past pandemics provided the nec-
essary experience to curb the spread of infectious diseases. 
As a result, the country could deploy massive contact tracing 
teams to conduct door-to-door visits.25 Furthermore, the 
contributions of SA to scientific breakthroughs related to 
COVID-19 reflect the advancements in research and infra-
structure in infectious diseases.26

People with Schizophrenia constitute a high-risk pop-
ulation for transmission of infectious diseases.27 Lack 
of insight, poor housing, poverty, and barriers to care 
are potential factors leading to infection transmission.27 
However, like anywhere in the world, access to testing for 
people with Schizophrenia was not flagged as a priority. 
In SA, COVID-19 testing can be done in private (for a 
fee) and government-funded laboratories. The capacity 
of the private laboratories was far better than that of the 
public laboratories, with 80% of the tests performed in 
private laboratories.28 Because this requires either medical 
insurance or money, it suggests that most South Africans 
who do not have access to medical insurance were unable 
to access this test. While there has been an attempt to 
scale up the testing in the public sector, this resulted in 
a massive backlog and significant delays in turnaround 
time.29 A situation of this nature negatively affects those 
who are socioeconomically disadvantaged, such as people 
with Schizophrenia.

Chaos and confusion characterized the vaccine rollout 
in SA, leading to significant delays and wastage.30 The 
vaccine rollout was implemented in a phased manner as 
per the World Health Organization directives. However, 
people with Schizophrenia were not prioritized de-
spite mounting evidence for increased risk of infec-
tion and mortality associated with Schizophrenia. 
Sophisticated registration systems were implemented 
for accessing the vaccine, a potential barrier for people 
with Schizophrenia.31 This electronic vaccination data 
system can be accessed via a computer or mobile de-
vice and requires an Internet connection. Access to such 
devices and the centralization of vaccination sites pose 
a significant barrier for poor people such as people with 
Schizophrenia.31

Managing People with Schizophrenia Amid the 
COVID-19 Pandemic

The preceding sections have highlighted some of the failings 
and the barriers to care access for people with Schizophrenia. 
With the implementation of lockdowns, traveling and 
movements were prohibited unless deemed essential.32 
This often required a permit from authorities. Access to 
healthcare was excluded from these restrictions. However, 
regulations such as capping the number of passengers in 
public transport led to an almost complete cessation of trav-
eling, a significant hurdle for people with Schizophrenia. 
They often travel long distances to access care.32

During the pandemic, the Department of Health 
published guidelines for mental health service delivery, 
which stated that access to mental health care should 
be maintained as usual while following COVID-19 
protocols.33 Additionally, the South African Society 
of Psychiatrists, a non-governmental organization 
comprised of psychiatrists who advocate for mental 
health, issued a media statement expressing their dissatis-
faction regarding the repurposing of beds (including psy-
chiatry beds) to manage COVID-19 patients.34 Through 
this campaigning and social mobilization, psychiatric 
beds, were the least affected by the pandemic.

Continued care for people with Schizophrenia is a 
cornerstone for best outcomes and relapse prevention.35 
Outpatient visits are often tailored to the needs of indi-
vidual patients. While stable patients may need fewer visits 
per year, it is not uncommon to have people that need 
weekly or monthly visits. Recently diagnosed, unstable 
and recently discharged patients often require re-evalua-
tion in short intervals (weekly).35 For some patients, this 
was achieved through previously prohibited telemedicine 
to consult patients during the pandemic.36 This ensured 
that social distancing was always maintained, and con-
tinued care was not compromised.

A subgroup of people with Schizophrenia requires 
frequent monitoring of various biological markers. For 
example, clozapine is prescribed to people who do not 
achieve symptom remission or control from first-, and 
second-line antipsychotics or those with moderate to se-
vere tardive dyskinesia. Clozapine mandates monitoring 
of the white cells, which may range from weekly to 
monthly depending on the duration of treatment.37 
Also, long-acting injectable (LAI) antipsychotics are 
administered by either a nurse or a doctor.38 Both these 
scenarios mandate a person to visit a hospital physically. 
Fear of hospitals and other health facilities was observed 
during the pandemic as these were deemed “hotspots” for 
contracting infections.39

Inpatient care was not restricted during the pandemic. 
Traditionally the psychiatric wards are not designed 
to meet infection control standards.40 Patients often 
share spaces such as dining halls, showers, and toilets. 
Limitations of  this nature were the biggest hurdle 
for hospitals that cared for people who were acutely 
ill and unable to appreciate the risk of  infections.40 
Thus, mental healthcare workers had to devise in-
terim strategies to mitigate infection transmission while 
maintaining the highest standards of  care. While there 
was no clear guidance from the national government, a 
combined effort from different hospital psychiatric sub-
units was essential. In one of  the cities in SA, it was 
decided that some of  the 72-h observation units would 
only admit psychiatric patients who tested positive for 
COVID-19. Alternatively, the specialized psychiatric 
hospital admitted only patients who were COVID-19 
negative.
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A study conducted in KwaZulu-Natal (one of nine 
provinces in SA) found that there were only a quarter 
of beds (25%) available of the number needed to satisfy 
the needs of its residents (based on national standards 
and norms).41 Due to this, patients with acute psychiatric 
conditions are generally housed in largely unsuitable 
medical wards.42 Because of these, categorizing hospitals 
according to COVID-19 status was not ideal for some 
hospitals.

How did People with Schizophrenia Fare During the 
COVID-19 Pandemic?

To the best of our knowledge, there is no published data on 
potential relapses that might have been linked to COVID-
19 infections and lockdowns. However, some evidence 
shows that people with Schizophrenia were more likely 
to relapse during the lockdowns due to medication dis-
continuation and the psychological consequences of iso-
lation, quarantine, and other restrictions of lockdowns. 
In addition, relapse is associated with lockdown, anxiety 
about getting COVID-19, and lack of medication, as an-
ecdotal evidence suggests.

From our observations, the number of  patients 
requiring acute admission for schizophrenia relapses 
did not increase in our hospitals during the pandemic. 
A study conducted in KwaZulu-Natal found that during 
the strict lockdown levels, there was a significant decline 
in daily all-cause admission in hospitals. This was linked 
to the restrictions that were implemented in some of the 
lockdown levels..43 Fear of  going to health care facilities 
due to possible infections also adversely affected seeking 
hospital care or admissions during the pandemic.39 
Lockdown restrictions such as the total ban on the 
sale and consumption of  alcohol could have protected 
against relapse for people with Schizophrenia.44 There 
is evidence that comorbid alcohol use is associated with 
poor medication adherence and relapse in people with 
Schizophrenia. Also, family interactions imposed by 
“stay home” regulations improved psychosocial sup-
port and, perhaps, treatment adherence of  people with 
Schizophrenia.

Social interventions by our government, such as the 
implementation of the COVID-19 social relief  grant 
and mandatory shelter for homeless people, were some 
of the interventions that could explain the decline in 
Schizophrenia relapses.44 Improving access to social serv-
ices such as shelters and nutrition aid to improve mental 
health could potentially prevent relapses in people with 
Schizophrenia.

During the early lockdown periods, tobacco and 
smoking were prohibited.44 High rates of smoking are 
seen in people with Schizophrenia. Whether nicotine 
alleviates some of the psychopathologies in these people 
remains unclear.45,46 However, the sudden cessation of 
smoking is well known to lead to withdrawals which 

may potentially cause a worsening of Schizophrenia.47 
Therefore, it is plausible to expect that the abrupt cessa-
tion of smoking during the lockdown restrictions would 
have resulted in relapses in SA. However, the ban on ciga-
rette trading led to an increase in the illicit cigarette trade. 
Filby et al48 found that only 9% of smokers succeeded in 
quitting during the lockdown, and 93% were able to ob-
tain cigarettes from illicit sources.

There have been no published statistics on COVID-
19-related morbidity and mortality rates in people with 
Schizophrenia in SA. People with Schizophrenia, how-
ever, have increased rates of chronic illnesses such as 
diabetes and hypertension. They are also more likely 
to smoke. All these factors are risk factors for severe 
COVID-19 and mortality.

A study was conducted in sixty-four hospitals from 
ten African countries, including SA, to examine the as-
sociation between resources, co-morbidities, critical care 
interventions and mortality outcomes in COVID-19 
patients.49 Unfortunately, mental illness was not included 
as one of the examined comorbid illness variables. SA ex-
perienced an excess of natural deaths compared to pre-
vious years during the pandemic’s peak (in addition to 
the documented COVID-19-related death).50 Outbreaks 
of COVID-19 amongst staff  and patients in psychiatric 
institutions were reported.51 However, there have been no 
reports yet that have found mortality to be higher than 
the general population.

Discussion

People with Schizophrenia represent a vulnerable popu-
lation often neglected. Poor socioeconomic status, lack 
of insight, stigma, and other extrinsic barriers to care sig-
nificantly impact the quality of life and lifespans. While 
COVID-19 was addressed in a robust and scientifically 
valid manner from infection prevention, severe disease 
mitigation and relatively problematic vaccine rollout, 
people with Schizophrenia were not prioritized.

Even though mental healthcare was permitted 
during the pandemic, government guidelines were in-
adequate to guide clinicians. Concerns including fear 
of  hospitals, inadequate transport, and structural 
deficiencies (psychiatric wards) necessitated compre-
hensive attention. Information from the pandemic is 
valuable. The information can be used to empower 
the transformation of  mental health care services be-
yond pandemics since some of  these issues, such as 
access to basic needs, are persistent for people with 
Schizophrenia. Access to these needs is also the deter-
minant of  outcomes for this population. Therefore, as 
the government builds toward universal health coverage 
(National Health Insurance),10 a paradigm shift should 
occur in allocating resources to tackle the general ne-
glect of  mental healthcare services. Therefore, we make 
the following recommendations:

Care access and social welfare

1.	Acknowledge that people with Schizophrenia deserve 
prioritization.

2.	Plan healthcare services with community leaders to 
tackle barriers to access.

3.	Educational campaigns and integration of tradi-
tional health practitioners into mainstream mental 
healthcare.

4.	Ensure that community mental healthcare services are 
strengthened to minimize barriers to care access.

5.	Provision of basic needs (housing, nutrition) for people 
with Schizophrenia.

6.	Removing legislative barriers to care, such as 
restrictions on hospital stays.

7.	Authorize pharmacists to administer LAI.
8.	 Include primary healthcare in the monitoring of white 

blood cells in people taking clozapine.

Infrastructural reconfiguration and revitalization

1.	Design psychiatric wards to meet the requirements of 
infection control.

2.	Develop medical equipment that is appropriately 
suited for psychiatric ward use.

Conclusion

Crises often provide opportunities for innovation and 
improved healthcare. However, due to the status quo, 
healthcare practitioners become complacent about the 
burden and barriers to care faced by people with schiz-
ophrenia. COVID-19 has again brought to light the 
need to revise and re-examine our healthcare system 
policies, planning and implementation beyond the pan-
demic. Evidence-based approaches such as task sharing 
or decentralizing LAI and blood monitoring in LMICs 
should be investigated.

References

	 1.	 Rathod S, Pinninti N, Irfan M, et al. Mental health service 
provision in low- and middle-income countries. Health Serv 
Insights. 2017;10:1–7.

	 2.	 Semrau  M, Evans-Lacko  S, Alem  A, et  al. Strengthening 
mental health systems in low- and middle-income countries: 
the Emerald programme. BMC Med. 2015;13(1):1–5.

	 3.	 Schierenbeck  I, Johansson P, Andersson L, van Rooyen D. 
Barriers to accessing and receiving mental health care 
in Eastern Cape, South Africa. Health Hum Rights. 
2013;15(2):110–123.

	 4.	 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.

	 5.	 Scher  M. Inquest begins over South African mental health 
failings. Lancet (British edition). 2021;398(10297):288.

	 6.	 Freeman MC. Global lessons for deinstitutionalisation from 
the ill-fated transfer of mental health-care users in Gauteng, 
South Africa. Lancet Psychiatry. 2018;5(9):765–768.



Page 5 of 6

Addressing the Needs of People with Schizophrenia in South Africa During the COVID-19 Pandemic

may potentially cause a worsening of Schizophrenia.47 
Therefore, it is plausible to expect that the abrupt cessa-
tion of smoking during the lockdown restrictions would 
have resulted in relapses in SA. However, the ban on ciga-
rette trading led to an increase in the illicit cigarette trade. 
Filby et al48 found that only 9% of smokers succeeded in 
quitting during the lockdown, and 93% were able to ob-
tain cigarettes from illicit sources.

There have been no published statistics on COVID-
19-related morbidity and mortality rates in people with 
Schizophrenia in SA. People with Schizophrenia, how-
ever, have increased rates of chronic illnesses such as 
diabetes and hypertension. They are also more likely 
to smoke. All these factors are risk factors for severe 
COVID-19 and mortality.

A study was conducted in sixty-four hospitals from 
ten African countries, including SA, to examine the as-
sociation between resources, co-morbidities, critical care 
interventions and mortality outcomes in COVID-19 
patients.49 Unfortunately, mental illness was not included 
as one of the examined comorbid illness variables. SA ex-
perienced an excess of natural deaths compared to pre-
vious years during the pandemic’s peak (in addition to 
the documented COVID-19-related death).50 Outbreaks 
of COVID-19 amongst staff  and patients in psychiatric 
institutions were reported.51 However, there have been no 
reports yet that have found mortality to be higher than 
the general population.

Discussion

People with Schizophrenia represent a vulnerable popu-
lation often neglected. Poor socioeconomic status, lack 
of insight, stigma, and other extrinsic barriers to care sig-
nificantly impact the quality of life and lifespans. While 
COVID-19 was addressed in a robust and scientifically 
valid manner from infection prevention, severe disease 
mitigation and relatively problematic vaccine rollout, 
people with Schizophrenia were not prioritized.

Even though mental healthcare was permitted 
during the pandemic, government guidelines were in-
adequate to guide clinicians. Concerns including fear 
of  hospitals, inadequate transport, and structural 
deficiencies (psychiatric wards) necessitated compre-
hensive attention. Information from the pandemic is 
valuable. The information can be used to empower 
the transformation of  mental health care services be-
yond pandemics since some of  these issues, such as 
access to basic needs, are persistent for people with 
Schizophrenia. Access to these needs is also the deter-
minant of  outcomes for this population. Therefore, as 
the government builds toward universal health coverage 
(National Health Insurance),10 a paradigm shift should 
occur in allocating resources to tackle the general ne-
glect of  mental healthcare services. Therefore, we make 
the following recommendations:

Care access and social welfare

1.	Acknowledge that people with Schizophrenia deserve 
prioritization.

2.	Plan healthcare services with community leaders to 
tackle barriers to access.

3.	Educational campaigns and integration of tradi-
tional health practitioners into mainstream mental 
healthcare.

4.	Ensure that community mental healthcare services are 
strengthened to minimize barriers to care access.

5.	Provision of basic needs (housing, nutrition) for people 
with Schizophrenia.

6.	Removing legislative barriers to care, such as 
restrictions on hospital stays.

7.	Authorize pharmacists to administer LAI.
8.	 Include primary healthcare in the monitoring of white 

blood cells in people taking clozapine.

Infrastructural reconfiguration and revitalization

1.	Design psychiatric wards to meet the requirements of 
infection control.

2.	Develop medical equipment that is appropriately 
suited for psychiatric ward use.

Conclusion

Crises often provide opportunities for innovation and 
improved healthcare. However, due to the status quo, 
healthcare practitioners become complacent about the 
burden and barriers to care faced by people with schiz-
ophrenia. COVID-19 has again brought to light the 
need to revise and re-examine our healthcare system 
policies, planning and implementation beyond the pan-
demic. Evidence-based approaches such as task sharing 
or decentralizing LAI and blood monitoring in LMICs 
should be investigated.

References

	 1.	 Rathod S, Pinninti N, Irfan M, et al. Mental health service 
provision in low- and middle-income countries. Health Serv 
Insights. 2017;10:1–7.

	 2.	 Semrau  M, Evans-Lacko  S, Alem  A, et  al. Strengthening 
mental health systems in low- and middle-income countries: 
the Emerald programme. BMC Med. 2015;13(1):1–5.

	 3.	 Schierenbeck  I, Johansson P, Andersson L, van Rooyen D. 
Barriers to accessing and receiving mental health care 
in Eastern Cape, South Africa. Health Hum Rights. 
2013;15(2):110–123.

	 4.	 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.

	 5.	 Scher  M. Inquest begins over South African mental health 
failings. Lancet (British edition). 2021;398(10297):288.

	 6.	 Freeman MC. Global lessons for deinstitutionalisation from 
the ill-fated transfer of mental health-care users in Gauteng, 
South Africa. Lancet Psychiatry. 2018;5(9):765–768.

	 7.	 Charlson  FJ, Ferrari  AJ, Santomauro  DF, et  al. Global 
epidemiology and burden of schizophrenia: findings from 
the global burden of disease study 2016. Schizophr Bull. 
2018;44(6):1195–1203.

	 8.	 de Jesus MJ, Razzouk D, Thara R, Eaton J, Thornicroft G. 
Packages of care for schizophrenia in low- and middle-
income countries. PLoS Med. 2009;6(10):e1000165.

	 9.	 Global Health Security Index. 2021 Global Health Security 
Index. GSH INDEX Web site. https://www.ghsindex.org/. 
Accessed June 20, 2022.

	 10.	 Michel J, Tediosi F, Egger M, et al. Universal health coverage 
financing in South Africa: wishes vs reality. J Global Health 
Rep. 2020;4:e2020061.

	 11.	 Heywood  M. South Africa’s treatment action campaign: 
combining law and social mobilization to realize the right to 
health. J Hum Rights Pract. 2009;1(1):14–36.

	 12.	 Rispel  L. Analysing the progress and fault lines of health 
sector transformation in South Africa. S Afr Health Rev. 
2016;2016(1):17–23.

	 13.	 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.

	 14.	 Petersen  I, Bhana  A, Campbell-Hall  V, et  al. Planning 
for district mental health services in South Africa: a situ-
ational analysis of a rural district site. Health Policy Plan. 
2009;24(2):140–150.

	 15.	 Lund  C, Kleintjes  S, Kakuma  R, Flisher  AJ. Public sector 
mental health systems in South Africa: inter-provincial com-
parisons and policy implications. Soc Psychiat Epidemiol. 
2009;45(3):393–404.

	 16.	 Medical Schemes Act NO. 131 of 1998. Council of Medical 
Schemes Web site. https://www.medicalschemes.com/files/
Acts%20and%20Regulations/MSREGS19July2004.pdf. 
Accessed Jan 12, 2022.

	 17.	 Lazarus R. Managing de-institutionalisation in a context of 
change: the case of Gauteng, South Africa: review article. Afr 
J Psychiatry. 2005;8(2):65–69.

	 18.	 Janse van Rensburg B, Kotzé C, Moxley K, Subramaney U, 
Zingela  Z, Seedat  S. Profile of the current psychiatrist 
workforce in South Africa: establishing a baseline for 
human resource planning and strategy. Health Policy Plan. 
2021;37(4):492–504.

	 19.	 Sunkel C, Viljoen M. Shortage of psychiatric medications in 
South Africa. Lancet Psychiatry. 2017;4(1):15–16.

	 20.	 Chidarikire S, Cross M, Skinner I, Cleary M. Treatments for 
people living with schizophrenia in Sub‐Saharan Africa: an 
adapted realist review. Int Nurs Rev. 2018;65(1):78–92.

	 21.	 Veling W, Burns JK, Makhathini EM, et al. Identification of 
patients with recent-onset psychosis in KwaZulu Natal, South 
Africa: a pilot study with traditional health practitioners and 
diagnostic instruments. Soc Psychiatry Psychiatr Epidemiol. 
2019;54(3):303–312.

	 22.	 Williams D, Herman A, Stein D, et al. Twelve-month mental 
disorders in South Africa: prevalence, service use and demo-
graphic correlates in the population-based South African 
Stress and Health Study. Psychol Med. 2007;38(2):211–220.

	 23.	 Goon  D  T, Okafor  UB. Curbing the COVID-19 pan-
demic in South Africa: taking firmer, aggressive meas-
ures and discarding fallacy theories. Open Public Health J. 
2020;13(1):395–398.

	 24.	 Moonasar D, Pillay A, Leonard E, et al. COVID-19: lessons 
and experiences from South Africa’s first surge. BMJ Global 
Health 2021;6(2):e004393.

https://www.ghsindex.org/
https://www.medicalschemes.com/files/Acts%20and%20Regulations/MSREGS19July2004.pdf
https://www.medicalschemes.com/files/Acts%20and%20Regulations/MSREGS19July2004.pdf


Page 6 of 6

L. Thela et al.

	 25.	 Bulled N, Singer M. In the shadow of HIV and TB: a com-
mentary on the COVID epidemic in South Africa. Global 
Public Health. 2020;15(8):1231–1243.

	 26.	 Viana R, Moyo S, Amoako DG, et al. Rapid epidemic expan-
sion of the SARS-CoV-2 Omicron variant in southern Africa. 
Nature (London). 2022;603(7902):679–673.

	 27.	 Remien  R, Stirratt  M, Nguyen  N, Robbins  R, Pala  A, 
Mellins C. Mental health and HIV/AIDS: the need for an in-
tegrated response. AIDS (London). 2019;33(9):1411–1420.

	 28.	 Abdool Karim SS. The South African response to the pan-
demic. N Engl J Med. 2020;382(24):e95.

	 29.	 Green  A. COVID-19: stark differences between public and 
private sector testing. Published on June 2020. Spotlight 
Website. https://www.spotlightnsp.co.za/2020/06/24/covid-19-
stark-differences-between-public-and-private-sector-testing. 
Accessed. Jan 12, 2022.

	 30.	 Lazarus JV, Abdool Karim SS, van Selm L, et al. COVID-19 
vaccine wastage in the midst of vaccine inequity: causes, types 
and practical steps. BMJ Global Health. 2022;7(4):e009010.

	 31.	 van  der  Merwe  C. Study maps barriers to vaccinating 
South Africa’s informal settlements. Published on June 24, 
2021. Research Professional News Website. https://www.
researchprofessionalnews.com/rr-news-africa-south-2021-6-
study-maps-barriers-to-vaccinating-south-africa-s-informal-
settlements/. Accessed. July 01, 2022.

	 32.	 Greyling  T, Rossouw  S, Adhikari  T. The good, the bad 
and the ugly of lockdowns during COVID-19. PLoS One. 
2021;16(1):e0245546.

	 33.	 Guidelines on mental health interventions during the 
COVID-19 disaster. https://www.westerncape.gov.za/assets/
departments/health/COVID-19/guidelines_on_mental_
health_interventions_during_the_covid-19_disaster.pdf 
Website. Accessed Jan 12, 2022.

	 34.	 SASOP. COVID-19 adds pressure to persistently weak mental 
health services in South Africa. Published on March 2020. 
South African Society of Psychiatrists Web site. https://www.
sasop.co.za/covid-19-pressure-to-weak-mental. Accessed. Jan 
12, 2022.

	 35.	 Lee  SY, Kim  KH, Kim  T, et  al. Outpatient follow-up visit 
after hospital discharge lowers risk of rehospitalization in 
patients with schizophrenia: a nationwide population-based 
study. Psychiatry Investig. 2015;12(4):425–433.

	 36.	 HPCSA. Guidelines on telemedicine in South Africa. 
Published on March 09, 2020. HPCSA Website. https://www.
hpcsa.co.za/Uploads/Press%20Realeses/2020/Guidelines_
to_telemedicine_in_South_Africa.pdf. Accessed. Jan 12, 
2022.

	 37.	 Kar  N, Barreto  S, Chandavarkar  R. Clozapine monitoring 
in clinical practice: beyond the mandatory requirement. Clin 
Psychopharmacol Neurosci. 2016;14(4):323–329.

	 38.	 Perumal-Pillay V. South Africa should train all pharmacists to 
give vaccinations. Published on June 2021. TheConversation 

Website. https://theconversation.com/south-africa-should-train-
all-pharmacists-to-give-vaccinations-162388. Accessed. July 01, 
2022.

	 39.	 Wong  EL, Hawkins  JE, Langness  S, Murrell  KL, Iris  P, 
Sammann A. Where are all the patients? addressing COVID-
19 fear to encourage sick patients to seek emergency care. 
NEJM Catal Innov Care Deliv. 2020.

	 40.	 Rovers J, van de L, L S, Kenters N, et al. Why psychiatry is 
different—challenges and difficulties in managing a nosoco-
mial outbreak of coronavirus disease (COVID-19) in-hospital 
care. Antimicrob Resist Infect Control. 2020;9(1):190.

	 41.	 Burns JK. Mental health services funding and development 
in KwaZulu-Natal: a tale of inequity and neglect. S Afr Med 
J. 2010;100(10):662–666.

	 42.	 Ramlall S, Chipps J, Mars M. Impact of the South African 
Mental Health Care Act No. 17 of 2002 on regional and dis-
trict hospitals designated for mental health care in KwaZulu-
Natal. S Afr Med J. 2010;100(10):667–670.

	 43.	 McIntosh A, Bachmann M, Siedner MJ, Gareta D, Seeley J, 
Herbst K. Effect of COVID-19 lockdown on hospital admis-
sions and mortality in rural KwaZulu-Natal, South Africa: 
interrupted time series analysis. BMJ Open 2021;11(3):e047961.

	 44.	 Disaster Management Act: regulations to address, prevent and 
combat the spread of Coronavirus COVID-19: amendment. 
https://www.gov.za/documents/disaster-management-act-
regulat ions-address -prevent -and-combat-spread-
coronavirus-covid-19. Accessed Jan 21, 2022.

	 45.	 Hickling LM, Perez-Iglesias R, Ortiz-García de la Foz V, et al. 
Tobacco smoking and its association with cognition in first-
episode psychosis patients. Schizophr Res. 2017;192:269–273.

	 46.	 Quigley H, MacCabe JH. The relationship between nicotine 
and psychosis. Ther Adv Psychopharmacol. 2019;9:1–12.

	 47.	 Dalack  GW, Becks  L, Hill  E, Pomerleau  OF, 
Meador-Woodruff  JH. Nicotine withdrawal and psy-
chiatric symptoms in cigarette smokers with schizo-
phrenia. Neuropsychopharmacology (New York, N.Y.). 
1999;21(2):195–202.

	 48.	 Filby S, van der Zee K, van Walbeek C. The temporary ban 
on tobacco sales in South Africa: lessons for endgame strat-
egies. Tob Control. 2021;1–7.

	 49.	 Miller M, Michell WL, Aniteye E, et al. Patient care and clin-
ical outcomes for patients with COVID-19 infection admitted 
to African high-care or intensive care units (ACCCOS): a 
multicentre, prospective, observational cohort study. Lancet 
(British edition). 2021;397(10288):1885–1894.

	 50.	 Dyer  O. COVID-19: excess deaths point to hidden toll in 
South Africa as cases surge. BMJ 2020;22:433–441.

	 51.	 Pijoos I. 168 Staff  and patients infected at Gauteng mental 
health facilities. Times Live Website. Published on June 
24, 2020. Available: https://www.timeslive.co.za/news/
south-africa/2020-06-24-168-staff-and-patients-infected-at-
gauteng-mental-health-facilities/ Jan 12, 2022.

https://www.spotlightnsp.co.za/2020/06/24/covid-19-stark-differences-between-public-and-private-sector-testing
https://www.spotlightnsp.co.za/2020/06/24/covid-19-stark-differences-between-public-and-private-sector-testing
https://www.researchprofessionalnews.com/rr-news-africa-south-2021-6-study-maps-barriers-to-vaccinating-south-africa-s-informal-settlements/
https://www.researchprofessionalnews.com/rr-news-africa-south-2021-6-study-maps-barriers-to-vaccinating-south-africa-s-informal-settlements/
https://www.researchprofessionalnews.com/rr-news-africa-south-2021-6-study-maps-barriers-to-vaccinating-south-africa-s-informal-settlements/
https://www.researchprofessionalnews.com/rr-news-africa-south-2021-6-study-maps-barriers-to-vaccinating-south-africa-s-informal-settlements/
https://www.westerncape.gov.za/assets/departments/health/COVID-19/guidelines_on_mental_health_interventions_during_the_covid-19_disaster.pdf
https://www.westerncape.gov.za/assets/departments/health/COVID-19/guidelines_on_mental_health_interventions_during_the_covid-19_disaster.pdf
https://www.westerncape.gov.za/assets/departments/health/COVID-19/guidelines_on_mental_health_interventions_during_the_covid-19_disaster.pdf
https://www.sasop.co.za/covid-19-pressure-to-weak-mental
https://www.sasop.co.za/covid-19-pressure-to-weak-mental
https://www.hpcsa.co.za/Uploads/Press%20Realeses/2020/Guidelines_to_telemedicine_in_South_Africa.pdf
https://www.hpcsa.co.za/Uploads/Press%20Realeses/2020/Guidelines_to_telemedicine_in_South_Africa.pdf
https://www.hpcsa.co.za/Uploads/Press%20Realeses/2020/Guidelines_to_telemedicine_in_South_Africa.pdf
https://theconversation.com/south-africa-should-train-all-pharmacists-to-give-vaccinations-162388
https://theconversation.com/south-africa-should-train-all-pharmacists-to-give-vaccinations-162388
https://www.gov.za/documents/disaster-management-act-regulations-address-prevent-and-combat-spread-coronavirus-covid-19
https://www.gov.za/documents/disaster-management-act-regulations-address-prevent-and-combat-spread-coronavirus-covid-19
https://www.gov.za/documents/disaster-management-act-regulations-address-prevent-and-combat-spread-coronavirus-covid-19
https://www.timeslive.co.za/news/south-africa/2020-06-24-168-staff-and-patients-infected-at-gauteng-mental-health-facilities/
https://www.timeslive.co.za/news/south-africa/2020-06-24-168-staff-and-patients-infected-at-gauteng-mental-health-facilities/
https://www.timeslive.co.za/news/south-africa/2020-06-24-168-staff-and-patients-infected-at-gauteng-mental-health-facilities/

	Introduction
	A Brief Introduction into the South African Healthcare System
	An Overview of COVID-19 Policies in Relation to the Care of People with Schizophrenia
	Managing People with Schizophrenia Amid the COVID-19 Pandemic
	How did People with Schizophrenia Fare During the COVID-19 Pandemic?
	Discussion
	Conclusion

