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 De-institutionalization, where service users are discharged from psychiatric institutions and re-
integrated into communities (Farina et al., 1992), has been implemented and supported in mental health 
contexts in many countries all over the world (Anthony & Liberman, 1986; Fakhoury & Priebe, 2002; 
Turner, 2004). It is a necessary and important ideal and when fully realized and combined with good quality 
community-based mental health care and rehabilitation services, can contribute to the personal and social 
recovery   processes of connection, hope, identity, meaning and empowerment (Leamy et al., 2011).
 De-institutionalization in South Africa is a complex and difficult process to address because of the 
general historical context as well as the mental health context in South Africa. Institutionalization, which 
has a long history in South Africa and was still enforced under the Mental Health Act, 18 of 1973, has 
continued for longer than in some other countries with recovery-progressive policies and actual imple-
mentation of those policies. It was not until the South African Mental Health Care Act, 17 of 2002, that 
de-institutionalization was fully legislated. Despite some legislative and policy documents referring to it, its 
full realization is still marred by many factors, which include the country’s long history of inequality and 
institutionalization, lack of and poor distribution of resources within society, poor allocation of financial 
resources to public mental health care by government, high rates of stigma related to mental illnesses and 
barriers to access to mental health care for the largest portion of the population. In this article I share some 
ideas of why limited progress has made in the process of de-institutionalization and moving towards strong-
er community-based care and rehabilitation. Such community-based care and rehabilitation, grounded in a 
recovery-oriented approach, could hopefully contribute to this process moving forward.  

Mental health context in South Africa
 In 2009 the South African Stress and Health (SASH) study was published   (Herman et al., 2009). It 
was the first and still is the only population-based mental health epidemiological study conducted in South 
Africa. This study was part of the World Health Organization World Mental Health Survey Initiative and 
revealed that one in every three South Africans is challenged by a common mental disorder in their life-
time, providing evidence of the high burden of mental illness in South Africa (Herman et al., 2009). Focus 
on public mental health care, which should include good community care and rehabilitation supports, is 
required to address this great burden, yet public mental health care receives the smallest allocation in the 
national health care budget, approximately 5% of the annual budget (Docrat et al., 2019). This indicates the 
lack of political willpower to prioritize mental health care and severely limits what services can be provided 
within public mental health care, with emphasis naturally falling to crisis management.
 South Africa has a well-known history of racial inequality, most noticeably, during Apartheid, when 
non-white psychiatric service users were treated and accommodated differently and separately from their 
white counterparts (Gillis, 2012). In 1994, with a new democratic dispensation, changes were brought about 
that saw the integration of mental health services for all races. The aforegoing historical inequality, however, 
resulted in the poor distribution of resources throughout South African society generally, and within the 
mental health system, which regrettably still suffers from its effects today, despite racial integration. This is 
also evident in the inequality and poverty that continues to increase and affect black South Africans more 
than other racial groups (Lund et al, 2010). The inequality and poor distribution of resources in public 
health care in general (Omotoso & Koch, 2018) and, consequently, in public mental health care, remain.  
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This translates to the poorest persons in society, who are often still black persons or persons of mixed-race 
origin, despite the political changes, being served by under-resourced and over-burdened public mental 
health services. These under-resourced and over-burdened public mental health care services, together with 
the large burden of disease mentioned before, keeps the focus on symptom stabilization in the interest of a 
speedy discharge to attend to the large amounts of persons requiring care. Despite sterling efforts over the 
past more than 100 years by non-profit organizations, such as Cape Mental Health (Cape Mental Health, 
2019) and South African Federation for Mental Health (South African Federation for Mental Health, 2022), 
to mention but two such organizations, large scale progress towards a comprehensive public community 
mental health care and rehabilitation system that prioritizes recovery in the country   is still hampered by 
the unwillingness of the government to put sufficient budgetary resources towards good quality community-
based mental health care.

Where do we stand?
 The National Mental Health Policy Framework (NMHPF) (South African Department of Health, 
2013), which was the first such policy framework in the country, had progressive aims and goals, such as 
to put in place measure to integrate citizens experiencing mental   health issues back into communities to 
improve mental health care and rehabilitations and even the implementation of recovery-oriented practices. 
Regrettably, these aims and ideals were not implemented, as the South African Human Rights Commission 
pointed out in its report on the status of mental health care in South Africa (SAHRC, 2017) and the policy 
has since lapsed with no other in its place (Booyens, 2022). As a result, despite these lofty aims and ideals, 
public mental health care service users in South Africa are mostly still required to depend on mental health 
care at an institutional level and community-based mental health care and rehabilitation has not been devel-
oped sufficiently.
 Mental health care users should have a range of options in terms of care, that is culturally sensitive, to 
choose from – safe home and work environments and meaningful activities, which should include commu-
nity mental health care and rehabilitation. A choice to not be institutionalized should therefore not amount 
to refusal of any care at all (Booyens, 2022). However, the largest portion of the public mental health care 
budget, approximately 86%, is spent on out and in-patient services, with a predominant allocation to in-
patient services, and almost half on care in psychiatric hospitals (Docrat et al., 2019; Docrat & Lund, 2019; 
South African Human Rights Commission (SAHRC), 2017). Almost 25% of patients are re-admitted within 
3 months of discharge and this amounts to close to 20% of the funds that are spent on mental health care 
(Docrat et al., 2019). All in all, this leaves very little of the budget available for community mental health care 
and rehabilitation services let alone the expansion of services to incorporate recovery-oriented strategies that 
might lead to improvement of such services.
 Apart from the attention paid to task-shifting of some mental health care services to primary health 
care level in the past years, services such as community mental health workers and Assertive Community-
based Treatment (ACT) teams serve mental health care service users in their communities. ACT teams have 
been shown to effectively reduce re-admissions, especially for persons who make use of mental health ser-
vices often (Petersen & Lund, 2011). Yet, despite providing much needed care, these services are often too 
overburdened and can only serve a few. Community mental health workers are sometimes also not provided 
with comprehensive training, which limits them in the assistance they can provide. Once again, the political 
willpower is not there to allocate the necessary funding to improve these services much less expand them to 
include recovery-oriented approaches.
 Many communities in South Africa still carry the weight of high levels of stigma related to mental ill-
ness. Lack of knowledge of mental illness and factoring in cultural conceptualizations of mental illness play a 
role. Efforts need to be made to integrate mental health services and traditional practices, since service users 
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often rely on both to address mental health conditions (Petersen & Lund, 2011). These issues further isolate 
and even ostracize mental health service users from communities and exacerbate the challenge of integration 
of service users in communities (Petersen & Lund, 2011). Governmental expansion of the necessary com-
munity supports, and structures is needed to assist service users to have the opportunity to better integrate in 
their communities.
 In the non-governmental sector, many good quality organizations step in to fill gaps in community 
mental health care services. These organizations offer services that range from day treatment centers to resi-
dential facilities based in the community (Lund et al., 2010). Some even have progressive services albeit on a 
small scale, such as paid peer support workers, who use their lived experience to support mental health care 
service users in their recovery journey (Cape Mental Health, 2019).
 However, there are also varying degrees of quality in community-based care. Failed attempts at fur-
thering de-institutionalization, in an effort by provincial Departments of Health to cut costs without regard 
for the quality of community-based care, also impede the move to any other community-based care and re-
habilitation – the Life Esidemeni tragedy, where over 140 service users lost their lives due to being moved in 
a deliberate way from institutional care to incapable community-based care settings, being a prime example 
(SAHRC, 2017).

Where should we go? What the implementation of peer support work could add
 Peer support work, as described earlier, refers to persons with lived experience of mental health 
conditions, who are trained to use this experience to work to support mental health care service users on 
their recovery journey. The   peer support work referred to in this discussion, is formal peer support work, 
which should be distinguished from informal peer support work which takes the form of support towards 
peers without training or compensation (De Wet et al., 2022). Peer support work has its roots in the personal 
recovery movement.
 The potential benefits of the implementation of peer support work for the South African public men-
tal health care and rehabilitation context could be manifold.
 This type of peer support work, although still highly uncommon in mental health care and rehabili-
tation in South Africa, has as an important, perhaps the most important, benefit that it may support and 
improve recovery processes for service users by building a sense of hope, connection, and empowerment 
(Trachtenberg et al., 2013) and motivating them to progress on their recovery journey (Burke et al., 2018; De 
Wet, 2021). The learned helplessness that originates from stays and poor outcomes in institutional care set-
tings continues once service users are in the community with no recovery-focused services and peer support.
Implementation of peer support work has the potential to lead to more effective use of mental health care 
funds by the South African government. When calculating the costs of re-admissions and considering some 
evidence that peer support work may lower such rates (Johnson et al., 2018),   it makes sense to implement 
peer support work. When looking at the move to de-institutionalize mental health care, funding cuts by gov-
ernment in tertiary care have, however, not been re-routed to community mental health care and rehabilita-
tion (Brooke-Sumner et al., 2016; Petersen & Lund, 2011; Sunkel, 2014). Government should indeed channel 
these funds into quality community-based care and rehabilitations services, as has been suggested (Petersen 
& Lind, 2011) and especially in the light of the Esidemeni tragedy (SAHRC, 2017). It is also suggested to 
incorporate peer support work as part of community-based rehabilitation resources. 
 Incorporating peer support work not only makes sense from an effective use of budget perspective, 
but can provide income, purpose and meaning to persons, who have been service users before (Slade et al., 
2012) and may struggle to find employment in a context of more than 30% unemployment rate in South 
Africa (Department: Statistics South Africa, 2022). The burden on overburdened mental health care staff and 
services, where the turn-over rate is high, may also be lowered through the implementation of peer support 
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work (De Wet & Pretorius, 2020). The inclusion of peer support work in community-based rehabilitation 
services may furthermore impact prejudicial attitudes by providing evidence that mental health service users 
improve and live meaningful and productive lives in their communities. The use of peer support work can 
also help to bridging the gap between western conceptualizations of care and traditional mental health care, 
leading to the improvement of the “cultural congruence” (p. 404) that Lund et al. (2012) refer to.
 The implementation of peer support work should be preceded by educating key recovery stakehold-
ers, such as service users, their relatives or carers and service providers, about what personal and social 
recovery is and that it is possible. Much confusion and even lack of understanding exist about the meaning 
of personal recovery and how it is distinguished from clinical recovery. In a context such as South Africa, 
where much of the focus is still on clinical outcomes, it is important to clarify this distinction. This should 
start with recovery and peer support allies collaborating with persons with lived experience to advocate for 
opportunities to educate stakeholders in public mental health care settings and stepping up to provide such 
opportunities to learn about the potential of personal and social recovery. Such education has the potential 
to mobilize service users to speak up for themselves and advocating for more recovery-focused care, which 
should include peer support work.
 It is important to emphasize and learn from challenging experiences and lessons in other contexts 
(Walker & Bryant, 2013). As I have advocated for before (De Wet, 2021), peer support workers should be 
sufficiently trained and remunerated, and supported through good supervision (Vally & Abrahams, 2013) 
to make a smooth transition from service user to peer support worker possible. In addition, it is also critical 
that the clinical teams and environments, that peer support workers are placed in, are adequately trained in 
the role of a peer support worker to minimize discrimination against and increase understanding of the gain 
to be had from adding such colleagues to the team, so that there can be the proper regard for peer supporter 
workers in the certainly challenging environments they will enter  . Overall, the necessary supports and de-
velopments within communities need to be put in place to fully realize de-institutionalization. Peer support 
work is one such step, albeit an important one.

Conclusion
 South Africa has performed sub-par in its move from institutionalized care to community-based 
care and rehabilitation, despite progressive mental health legislation and policies in the late 1990s and early 
2000s paving the way, and the addition of the idealistic 2013 national policy framework, which never came 
to bear, leaving South Africa without such a framework currently. Although de-institutionalization has been 
implemented, community-based care and rehabilitation has not received the funding and support it requires 
to provide such services to fill the gap. As a result, where community-based care and rehabilitation has been 
implemented, it has been under-resourced and meagre in comparison to the need for such services. In this 
paper, the need to improve and strengthen community-based care and rehabilitation through increased al-
location of funding and resources by government has been re-iterated. To this has been added the potential 
benefit that could be gained from supplementing such services with peer support work. The South African 
government urgently needs a re-commitment to extended, expanded and good quality community-based 
care, but more than that, this time around putting their money where their mental health legislation is.
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