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The South African Stress and Health (SASH) study: 12-
month and lifetime prevalence of common mental disorders

Allen A Herman, Dan J Stein, Soraya Seedat, Steven G Heeringa, Hashim Moomal, David R Williams

Background. The South African Stress and Health (SASH)
study is the first large-scale population-based study of
common mental disorders in the country. This paper provides
data on the 12-month and lifetime prevalence of these
conditions.

Methods. Data from a nationally representative sample of

4 351 adults were analysed. Mental disorders were assessed
with the Composite International Diagnostic Interview
(CIDI). An extensive survey questionnaire detailed contextual
and socio-demographic factors, onset and course of mental
disorders, and risk factors. Simple weighted cross-tabulation
methods were used to estimate prevalence, and logistic

regression analysis was used to study correlates of 12-month
and lifetime prevalence.

Results. The lifetime prevalence for any disorder was 30.3%,
and the most prevalent 12-month and lifetime disorders were
the anxiety disorders. The Western Cape had the highest
12-month and lifetime prevalence rates, and the lowest rates
were in the Northern Cape.

Conclusions. The SASH study shows relatively high 12-month
and lifetime prevalence rates. These findings have significant
implications for planning mental health services.

S Afr Med ] 2009; 99: 339-344.

At the end of the apartheid era, the African National Congress
(ANC) formulated a broad policy framework that forms the
basis for the current enabling health care legislation in South
Africa. The ANC government developed a health care delivery
policy based on the district health system that was designed

to extend the availability of appropriate health care. This
policy placed most of the public mental health care within

an integrated primary health care system. To achieve this
primary health care goal, population-based data that identify
the prevalence of mental health disorders, risk factors for these
disorders, patterns of treatment, barriers to treatment, and the
potential approaches to improving care are required.
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The South African Stress and Health (SASH) study is the first
large population-based mental health epidemiological survey
in South Africa.' It was carried out as part of the World Health
Organization World Mental Health (WMH) Survey Initiative.”?
The SASH study is placed within the historical context of
early post-apartheid South Africa, where communities are still
sharply divided by racial/ethnic and national identities and
socio-economic disparities.*’

In this paper we describe the 12-month and lifetime
prevalence of mental health disorders, as well as their
socio-demographic correlates. Additional analyses of the
prevalence of 12-month and lifetime mental illness and 12-
month treatment for mental illness are available,®” but the
current paper includes new data such as provincial prevalence
estimates.

Methods

Sampling methods and sample size

The SASH sample was a three-stage, area probability sample

of 4 351 adults (aged =18 years) of all races and ethnic groups
living in households and single-sex migrant labourer group
quarters (hostels) in South Africa. The survey population did
not include individuals living in prisons, hospitals and mental
institutions or members of the military who resided on military
bases. Sample selection and data collection were completed
from 2003 to 2004. Details of the three-stage sampling
procedure have been published elsewhere.® A total sample of 339
5 089 households was selected. Field interviews were obtained
from 4 433 (87.1%) of the designated respondents selected at
random from the eligible persons in each sample household.
On the basis of quality control criteria, including completion

of critical sections in the SASH questionnaire, a total of 4 351
(98.1%) of the field interviews were retained for use in analysis.
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Measures

Diagnostic assessment of lifetime and 12-month DSM-IV
disorders

Diagnoses of DSM-1V (Diagnostic and Statistical Manual, 4th
edition) disorders were made using Version 3.0 of the World
Health Organization Composite International Diagnostic
Interview (CIDI),” a fully structured lay-administered
diagnostic interview that generates diagnoses according to

the definitions and criteria of both the ICD-10 (International
Statistical Classification of Diseases and Related Health Problems,
10th revision)'’ and DSM-IV" diagnostic systems. The disorders
included in the SASH study were anxiety disorders (panic
disorder, agoraphobia without panic, social phobia, generalised
anxiety disorder and post-traumatic stress disorder); mood
disorders (major depressive episode); impulse control disorders
(intermittent explosive disorder); and substance use disorders
(alcohol abuse, alcohol dependence, substance abuse, substance
dependence). Lifetime prevalence, age of onset and 12-month
prevalence were assessed separately for each disorder. Bipolar
disorder, oppositional-defiant disorder, conduct disorder,
attention deficit/hyperactivity disorder, obsessive-compulsive
disorder, specific phobia and separation anxiety disorder

were not assessed in the SASH study. Twelve-month cases
were classified by severity using a system described in detail
elsewhere’ as serious, moderate, or mild.

Predictor variables

Predictor variables in analyses of lifetime data include age
of onset (AOO) of the focal disorder, cohort (defined by age
at interview), gender, race (black, coloured, white, Indian),
education (current students or non-students with 0 - 11, 12, 13
- 15, or 16+ years of education), and marital status (currently
married/cohabiting, previously married, or never married).
Variables in analyses of 12-month data included gender,
race, cohort, education and marital status (all categorised as
described previously). In addition, family income (low, low
average, high average, and high) and urban or rural status
were included.

Analysis procedures

The data were weighted to adjust for differential probabilities
of selection of respondents within households and differential
non-response as well as to adjust for residual differences
between the sample and the South African population on

the cross-classification of socio-demographic variables.

An additional weight was used to adjust for differences

in probability of selection into that sample. Simple cross-
tabulation methods were used to estimate prevalence. Logistic
regression analysis'” was used to study correlates of 12-month
and lifetime prevalence.
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Results

Lifetime prevalence of DSM-IV mental disorders

Table I shows the lifetime prevalence of mental disorders.

The lifetime prevalence for any disorder was 30.3%; 11.2%

of respondents had two or more lifetime disorders and 3.5%
had three or more lifetime disorders. The most prevalent class
of lifetime disorders was anxiety disorders (15.8%), followed
by substance use disorders (13.3%) and mood disorders
(9.8%). The most prevalent individual lifetime disorders were
alcohol abuse (11.4%), major depressive disorder (9.8%) and
agoraphobia without panic (9.8%).

Significant differences in lifetime prevalence of mental
disorders occurred across the nine provinces, with the Western
Cape having the highest rate at 42% and the Northern Cape the
lowest at 29%. The Western Cape and Free State had prevalence
rates that were significantly higher than the countrywide rates,
and the Eastern Cape and Northern Cape had rates that were
significantly lower (Table II). These provincial differences held
for all mental disorders except impulse disorders, where the
lowest provincial rates were found in Mpumalanga (0.2%) and
the Eastern Cape (0.1%). Significant differences in prevalence
with age occurred with panic disorder and generalised anxiety
disorder (showing a general monotonic increase in rates
with age) and drug abuse and drug dependence (showing
a tendency to peak at 35 - 49 years). There was a marginally
significant increase in the rate of mood disorders with
increasing age.

The projected lifetime risk of any mental disorders of 47.5%
was higher than the lifetime prevalence of 30.3%. The greatest
difference between projected risk and prevalence was observed
for anxiety disorders (30.1% v. 15.8%, a difference of 14.3%),
followed by major depressive disorder. The smallest difference
between lifetime risk and prevalence was observed for
substance use disorders (17.5% v. 13.3%, a difference of 3.2%).
Disorders with a later AOO had a greater difference between
projected risk and prevalence.

Prevalence and severity of 12-month disorders

Table III shows the 12-month prevalence of mental disorders.
Among the broad classes of disorders, anxiety disorders were
the most prevalent (8.1%), followed by substance use disorders
(5.8%) and mood disorders (4.5%). The most common disorders
were major depressive disorder (4.9%), agoraphobia without
panic (4.8%) and alcohol abuse (4.5%). Seventeen per cent of
the respondents had one or more 12-month mental disorder;
among these, more than half of cases had only one disorder
(11%), with smaller proportions having two (3.9%) or more
(1.4%).

Of the 12-month prevalent cases, 26% were classified as
severe, 31% as moderate and 43% as mild. A severe disorder
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Table I. SASH sample estimates of lifetime prevalence of DSM-IV/CIDI disorders (by age category)

Prevalence (% (SE))

Disorders Total All ages 18 - 34 yrs 35-49yrs 50 -64 yrs =65 yrs X
Anxiety disorders
Panic disorder 57 1.2 (0.2) 0.6 (0.2) 1.9 (0.4) 1.9 (0.7) 1.3 (0.9) 10.0°
Agoraphobia without panic 435 9.8 (0.6) 10.5 (1.0 10.0 (1.0) 8.1 (14) 72 (1.7) 4.7 (NS)
Social phobia 116 2.8 (0.4) 2.7 (0.5) 3.5 (0.7) 2.5 (0.9) 1.3 (0.8) 3.7 (NS)
Generalised anxiety disorder 124 2.7 (0.3) 1.2 (0.2) 3.7 (0.4) 4.1 (1.0) 7.2 (2.5) 405"
Post-traumatic stress disorder 91 23 (0.2) 1.8 (0.3) 24 (0.5) 2.7 (0.7) 44 (29) 1.5 (NS)
Any anxiety disorder 695 15.8 (0.8) 14.7 (1.1) 17.6 (1.1) 15.9 (2.0) 17.0 (3.3) 3.6 (NS)
Mood disorders
Major depressive disorder 439 9.8 (0.7) 89 (0.8) 11.9 (1.3) 10.0 (1.3) 6.5 (1.6) 8.2t
Any mood disorder 439 9.8 (0.7) 8.9 (0.8) 11.9 (1.3) 10.0 (1.3) 6.5 (1.6) 8.2t
Substance use disorders
Alcohol abuse 435 114 (0.8) 111 (1.1) 128 (1.5) 100 (1.8) 103 (3.3) 2.2 (NS)
Alcohol dependence 95 2.6 (04) 23 (0.5 3.5 (0.8) 1.9 (0.9) 25 (1.4) 2.3 (NS)
Drug abuse 139 39 (04) 4.6 (0.6) 4.2 (0.8) 2.0 (0.7) 16 (09) 122
Drug dependence 19 0.6 (0.2) 0.8 (0.3) 0.5 (0.3) 0.2 (0.2) 0.0 (0.0) 11.9°
Any substance use 505  13.3 (0.9) 135 (12) 147 (1.6) 11.0 (19) 11.0 3.3) 3.5(NS)
Any disorder
Any disorder 1290 303 (1.1) 294 (1.4) 33.6 (2.0) 28.3 (2.6) 279 (34) 6.1 (NS)
Two or more disorders 456 11.2 (0.8) 104 (1.0) 12.8 (1.2) 11.2 (1.7) 9.6 (3.0) 3.1 (NS)
Three or more disorders 139 35 (0.5) 3.2 (0.6) 4.8 (0.8) 2.5 (0.9) 2.8 (2.1) 5.1 (NS)
'p<0.05.
p<0.001.
$p=0.052.
SE = standard error; NS = not significant.
Table II. Provincial lifetime prevalence estimates (%) of DSM-IV/CIDI disorders by province
Specific disorders (grouped)
Province All disorders Anxiety Mood Substance use Impulse Sample size (N)
Western Cape 39.4" 189, 137, 206 45 448
Free State 37.5 21.5 14.6 15.5 3.3 421
North West 34.0 17.2 8.1* 16.2 1.7 453
Limpopo 30.8 16.3 6.3 13.5 2.6 420
KwaZulu-Natal 28.0 12.9 9.0 12.8 2.1 749
Gauteng 29.8 15.7 10.2 12.3 5.4* 593
Mpumalanga 29.2 16.0 9.0 9.1* 0.1 415
Eastern Cape 25.7% 13.3 8.3 8.5 1.1* 619
Northern Cape 28.7 15.0 7.7 13.8 3.8 233
South Africa 30.8 15.8 9.7 13.3 3.0 4351

*p<0.05 in contrasting province with South Africa as a whole.

was strongly associated with co-morbidity, with 14% of
respondents with severe disorders having one diagnosis, 47%
having two, and 71% having three or more. The proportion

of severe disorders was similar in the four broad groups of
disorders. The anxiety disorder with the greatest proportion

of severe cases was panic disorder (66%), followed by social
phobia (43%) and post-traumatic stress disorder (36%). Slightly
more than one-third of individuals with major depressive
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episode had a severe disorder. Alcohol (95%) and drug (82%)
disorders tended to be severe diagnoses.

The provincial rates of 12-month prevalence showed the
same significant excess in the Western Cape and Free State (as
seen in the lifetime prevalence rates) compared with the rest of
the country. Much of the excess was reflected in an increase in
moderate disorders in the Western Cape and Free State and an
excess in serious disorders in the Western Cape (Table IV).
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Table III. 12-month prevalence and severity of DSM-IV/CIDI disorders (severity prevalence rates calculated from 4 351
individuals and sum to 100% across rows)

Total Severity (% (SE))

Disorders N (% (SE)) Mild Moderate Severe
Anxiety disorders

Panic disorder 37 0.8 (0.2) 19.7 (6.6) 14.6 (6.2) 65.7 (8.5)

Generalised anxiety disorder 67 1.4 (0.2) 23.1 (5.6) 48.1 (6.9) 28.8 (6.6)

Social phobia 85 1.9 (0.3) 10.9 (3.4) 46.4 (5.9) 42.7 (5.7)

Agoraphobia without panic 215 4.8 (0.4) 441 (3.2) 28.3 (3.1) 27.7 (3.0)

Post-traumatic stress disorder 27 0.6 (0.1) 394 (12.1) 24.2 (8.5) 36.4 (10.4)

Any anxiety disorder 367 8.1 (0.5) 35.1 (2.4) 34.4 (2.2) 30.5 (2.4)
Mood disorders

Major depressive disorder 223 49 (0.4) 20.3 (3.5) 45.4 (4.0) 34.3 (3.3)

Any mood disorder 223 49 (0.4) 20.3 (3.5) 454 (4.0) 34.3 (3.3)
Impulse disorders

Intermittent explosive disorder 67 1.8 (0.3) 29.9 (10.5) 40.9 (12.2) 29.2 (7.4)

Any impulse control disorder 52 1.9 (0.3) 21.8 (6.2) 429 (11.5) 35.3 (10.2)
Substance use disorders

Alcohol abuse 167 45 (0.4) 61.5 (4.1) 11.6 (2.9) 26.9 (4.6)

Alcohol dependence 46 1.2 (0.2) 0.0 (0.0) 5.2 (3.6) 94.8 (3.6)

Drug abuse 50 1.4 (0.2) 54.1 (8.5) 14.4 (5.3) 31.6 (7.5)

Drug dependence 5 0.1 (0.1) 0.0 (0.0) 18.2 (17.1) 81.8 (17.1)

Any substance use disorder 211 5.8 (0.5) 56.7 (3.8) 12.5 (2.6) 30.9 (4.3)
All disorders

Any 709 16.5 (0.9) 427 (2.2) 311 (2.1) 26.2 (1.8)

1 disorder 496 11.3 (0.7) 54.1 (3.1) 32.1 (3.2) 13.8 (1.6)

2 disorders 157 3.9 (0.3) 21.7 (3.6) 314 (3.7) 46.8 (4.1)

=3 disorders 56 1.4 (0.2) 7.5 (4.3) 21.9 (8.4) 70.7 (9.2)

SE = standard error.

Table IV. Severity of 12-month DSM-IV/CIDI disorders by

separated, widowed or divorced had an increased risk of any

disorder and more severe disorders compared with married

province

Severity of disorder (%)
Province Mild Moderate Severe N
Western Cape 85 69" 65 448
Free State 7.3 11.8 5.7 423
North West 7.5 3.1 5.3 453
Limpopo 7.1 &2 3.3 420
KwaZulu-Natal 6.1 4.3 4.1 749
Gauteng 6.3 5.3* 4.7* 591
Mpumalanga 8.2 3.6 12 415
Eastern Cape 49 4.0 3.6 619
Northern Cape 7.3 6.0 4.3 233
South Africa 6.8 5.4 43 4351

*p<0.05 in contrasting province with South Africa as a whole.

Socio-demographic correlates of 12-month disorders
and treatment

Being female was associated with increased severity of 12-
month mental disorders. Compared with individuals aged 65
and older, there was an increased prevalence of any disorders
in 35 - 49-year-olds. There was an increasing trend of treatment
with increasing age to 64 years. Individuals with a low-
average income had a decreased risk of disorders compared
with individuals with high incomes. Individuals who were
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individuals (Table V).

Mood and anxiety disorders were more common among
women, and substance use disorders were more common
among men. Mood disorders and impulse-control disorders
tended to be disorders of younger individuals, while substance
use disorders were most common among 35 - 49-year-olds.
Mood disorders were more frequent among separated,
widowed and divorced individuals and among people with
only an elementary school education. Anxiety disorders were
associated with being female (except among those older than
65 years) and with an elementary education (especially among
35 - 49-year-olds). Mood disorders were associated with being
female among 18 - 34-year-olds and individuals with an
elementary and high-school education (especially 18 - 34-year-
olds). Substance use disorders were more frequent among men
(of all ages except =65-year-olds) and individuals with more
than a high school education (compared with those who were
still students). There were no interactions between age and
education and age and sex for specific disorders.

Discussion

The interpretation of our results should take into account
those limitations that are specific to the SASH study and
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Table V. Demographic correlates of 12-month DSM-IV/
CIDI disorders and severity of disorders (evaluated on
4 351 individuals) (odds ratios and 95% confidence
intervals)

Variables Disorder Severity
Gender (reference: male)
Female 1.1 (09-14) 1.8 (1.2-2.7)
» 1.2 (NS) 8.8
Age (reference: =65 yrs)
18 - 34 1.4 (0.9 - 2.3) 2.3 (0.9 - 5.8)
35 - 49 1.8 (1.2-27) 2.1 (0.9 - 5.0)
50 - 64 1.4 (0.8-2.3) 2.4 (1.0 - 6.0)
N 9.23" 3.7 (NS)
Income (reference: high)
Low 0.8 (0.7 -1.1) 1.0 (0.7 - 1.3)
Low average 0.7 (0.5 - 0.9) 1.3 (0.7 - 2.5)
High average 1.1 (0.7 - 1.6) 1.0 (0.4-2.2)
x 9.3" 1.4 (NS)
Marital status (reference: married /cohabiting)
Separated /widowed / 1.5 (1.1-2.0) 1.9 (1.1-3.6)
divorced
Never married 1.2 (1.0-1.5) 0.8 (0.5-1.3)
x> 11.0 7.2
Education (reference: post-secondary education)
Low 1.0 (0.6 - 1.8) 1.0 (0.4 - 2.5)
Low average 1.4 (0.9 - 2.0) 1.4 (0.6 -2.9)
High average 1.0 (0.7 - 1.3) 1.2 (0.7 - 2.0)
% 8.9 1.7 (NS)
Overall %* (13 df) 780.25 46.25
"p<0.05.
%0.001<p<0.05.
%0.0001<p<0.001.
p<0.0001.

common across WMH surveys: (i) we did not assess a number
of key DSM-IV disorders, and some individuals who were
assessed as having no disorder may have had a clinical
disorder not evaluated in the SASH study; (i) homeless and
institutionalised persons were excluded; (iii) although the
SASH study had a relatively high response rate, the biases

that are common with non-response errors, errors in recall,
non-reporting, and diagnostic errors are likely to lead to an
underestimation of prevalence and unmet treatment needs; and
(iv) the SASH interview was lay-administered, which may lead
to systematic error.

South Africa has a relatively high 12-month prevalence of
anxiety and mood disorders when compared with the other
countries in the WMH Survey. Only Belgium, France, Germany,
New Zealand, The Netherlands, Colombia, Lebanon and the
USA have higher rates of anxiety disorders, and Belgium,
Lebanon, Colombia, The Netherlands, France, Ukraine,

Israel, New Zealand and the USA have higher rates of mood
disorders. Twenty-six per cent of DSM-IV disorders in South
Africa are considered severe, with only Belgium, Israel and The
Netherlands having higher rates of severe DSM-IV disorders.

Only two African countries participated in the WMH
Survey, South Africa and Nigeria. The Nigerian Survey of
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Mental Health and Well-Being was conducted in five of the six
geopolitical regions of that country.” Only 1 in 17 Nigerians
had had a DSM disorder in the preceding 12 months, compared
with around 1 in 6 South Africans. Only 1 in 10 Nigerians had
a lifetime DSM disorder, compared with 1 in 3 South Africans.
Compared with Nigerians, twice as many South Africans

had lifetime anxiety disorders, 4 times as many had lifetime
mood disorders, and almost 6 times as many had substance
use disorders. Reasons for differences in prevalence of mental
disorders in high- and low-income countries require further
investigation.

The geographical differences in 12-month and lifetime
prevalence rates across provinces are also striking. The
Western Cape, which has the highest prevalence of common
mental disorders, was the first region of South Africa to be
colonised and has a high level of urbanisation. In contrast,
rural provinces generally have lower rates of common mental
disorders, with the lowest rates in the Eastern Cape.

A number of previous mental health surveys have been
conducted in South Africa. Robertson and Juritz** described
rates of behaviour disorders among 10- and 13-year-olds
as between 10% and 20% (teacher assessment v. parent
assessment). Flisher et al.” reported rates of attempted suicide
of 7.8% and suicidal ideation of 19% among high-school
students. These rates were similar to those described by
Mhlongo and Peltzer* and Wild et al.” Tobacco, drug and
alcohol use disorders are prevalent among adolescents™* and
adults®* in South Africa. In a comparative study of post-
traumatic stress disorder among Grade 10 schoolchildren in
Kenya and South Africa, Seedat et al.* reported similar rates
of exposure to both more than one trauma and three traumas
(83%, 85% and 44%, 45%) but very different rates of full-
symptom post-traumatic stress disorder among South African
(22%) and Kenyan (5%) adolescents.

Pillay and Kriel"® examined the use patterns of women
in a district-level clinical psychology service provided at
community mental health clinics, district general hospitals, and
a primary health care centre serving a population of slightly
more than 500 000 people. They reported rates of 21% for
depression, 14% for suicidal behaviour and 9.5% for anxiety
among women attending the service. Triant™ reported rates of
32% for depression and 13% for major depression, Bhagwanjee
et al.® reported a combined rate of generalised anxiety disorder
and depression of 23.9%, Cooper et al.*® reported a rate of 34.7%

1.37

for postpartum depression, and Carey et al.” reported rates of

19.9% for post-traumatic stress disorder, 37% for depression

and 18.4% for somatisation disorder among community health

care centre attendees.

Most of the studies described in this discussion are clinic- or
hospital-based studies or studies of children in a high-school
setting. These data reflect variations in rates of mental illness
but emphasise a large burden of mental health disease. The
SASH study is the first large-scale study of the descriptive
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epidemiology of mental health in South Africa and gives us
opportunities to describe the distributions of mental disorders,
as well as their associated socio-demographic features.
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