Moodley et al. BMC Medical Education ~ (2024) 24:669 BMC Medical Education
https://doi.org/10.1186/512909-024-05637-2

Check for
updates

Developing mental health curricula and a
service provision model for clinical associates
in South Africa: a Delphi survey of family
physicians and psychiatrists

Saiendhra Vasudevan Moodley", Jacqueline Wolvaardt' and Christoffel Grobler!

Abstract

Background Clinical associates are a health professional cadre that could be utilised in mental health task sharing
in South Africa but this is training dependent. The objectives of the study were to identify the potential curricula
content, training sites, and teaching modalities for undergraduate and potential postgraduate clinical associate
mental health training and to identify the tasks that they should perform based on these curricula.

Methods We utilised the Delphi method to reach consensus on items with the panel comprising psychiatrists and
family physicians. The first round questionnaire of the Delphi survey was developed based on a literature review and
the results from earlier phases of the overall study. The survey was administered electronically and consisted of three
rounds. Following both the first and second rounds, an updated questionnaire was constructed omitting the items on
which consensus was reached. The questionnaire consisted primarily of nine-point scales with consensus based on
70% of participants rating 1,2,3 or 7,8,9.

Results There were 26 participants in the first round with this number falling to 23 in later rounds. There was strong
consensus on a training attachment to a mental health clinic at a community health centre (CHC) at undergraduate
(96.2%) and postgraduate level (100%). Consensus was reached on the importance of training on the management
of six categories of disorders at the undergraduate level and nine categories of disorders at the postgraduate

level. Clerking patients as a teaching modality reached 100% consensus at both undergraduate and postgraduate
levels. PHC clinics, CHCs and district hospitals reached consensus as appropriate settings for clinical associates to
provide mental health services. In addition, GP practices and secondary hospitals reached consensus for those

with postgraduate training. Consensus was reached on ten of the 21 listed tasks that could be performed based on
undergraduate training and 20 of the 21 tasks based on a postgraduate qualification in mental health.

Conclusions The Delphi panel’s recommendations provide a clear roadmap for enhancing mental health curricula
for clinical associates, enabling their utilisation in mental health service provision. A future postgraduate mental health
qualification for clinical associates would allow for expanded task sharing.
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Background

South Africa’s health system comprises public and private
sectors with service delivery in the public sector largely
being the responsibility of the nine provincial govern-
ment health departments [1]. The under-resourced public
sector serves more than 80% of the population while the
private sector caters for a minority, mainly-insured, pop-
ulation [2—4]. Disparities in access to health services exist
between the public and private sectors, between urban
and rural areas, and between provinces [4]. These dis-
parities are reflected in access to mental health services
with the majority of psychiatrists, for example, based in
the private sector and in urban areas [5]. Psychiatrists
and psychologists in the private sector can be accessed
by the insured population and those who can afford out-
of-pocket payments. In contrast, there are system-wide
shortages of specialist mental health professionals in the
public sector [6]. Mental health services in the public
sector in South Africa should be provided at all levels of
care [7]. The resources are, however, heavily skewed to
higher levels of care [4, 6]. Specialised psychiatric hos-
pitals accounted for 45.0% of total public sector mental
healthcare expenditure in 2016/17 compared to 11.7% of
total public sector mental healthcare expenditure at the
district hospital level and only 7.9% of total public sector
mental healthcare expenditure for outpatient services at
the primary care level [6].

Given the critical shortage of specialist mental health
professionals in the public sector in South Africa, a
need for mental health task sharing models has been
identified [4]. Clinical associates, the mid-level medi-
cal worker cadre in South Africa, are a potential option
in mental health task sharing. This task sharing could
help address access to mental health services given the
high prevalence of mental illness in South Africa [8, 9]
by supplementing the current mental health workforce
and addressing the inequitable distribution of the work-
force [5, 6, 10—14]. The development of the clinical asso-
ciate cadre is relatively recent in South Africa with the
first graduates entering the South African health system
in 2011 [15]. The cadre was created primarily to address
the health workforce shortages at the district level which
result in a lack of access to health services particularly in
the rural parts of South Africa [15]. The scope of practice
of clinical associates include history taking, conducting
physical examinations, ordering or performing certain
investigations, diagnosing and managing common con-
ditions, and performing several procedures [16, 17].
Clinical associates are expected to work under the super-
vision of a medical doctor, with a degree of supervision

commensurate with the clinical associates level of experi-
ence [15, 16]. The clinical associate profession faces sev-
eral challenges in South Africa currently, including a lack
of posts in the public sector, an absence of career pathing,
and limited prescribing rights [17, 18]. Clinical associate
undergraduate degrees are offered at three universities in
South Africa with the degree named the Bachelor of Clin-
ical Medical Practice (BCMP) at two universities and the
Bachelor of Medicine in Clinical Practice (BMCP) at one
university [17, 19]. All three offerings are three-year pro-
grammes and follow a broadly similar approach of early
exposure to clinical settings and problem-based learning
with district hospitals as the main training sites [15, 17].
The three universities jointly administer a national exit
examination for final-year students [17].

Clinical associates’ undergraduate training in mental
health determines the extent to which they could be used
in mental health service provision. The mental health
training within the three undergraduate clinical asso-
ciate programmes has been reviewed by Moodley et al.
[19]. Almost all of the mental health training in the three
programmes takes place in the third year of the degree,
but the allocated time and experiential learning differs
between the programmes [19]. The time spent on formal
lectures ranges from a few hours to a week and place-
ment at a health facility ranges from two to four weeks
[19]. All three programmes attempt to teach a long list
of disorders, even those that are uncommon and are
unlikely to be seen or managed by clinical associates [19].
The amount of practical exposure differs between pro-
grammes with one programme placing their students in
a dedicated mental health unit thus ensuring adequate
clinical exposure, limited practical exposure in the sec-
ond programme, and considerable variation in the third
programme depending on the site where students are
placed [19]. Moodley et al. [19] recommended that men-
tal health training in the undergraduate programmes
could be improved by earlier integration in the curricula,
focusing on common conditions, rotations to mental
health units in all three programmes, providing detailed
guidance to facility-based trainers, and including specific
experiential targets for the students [19].

Although there is evidence of mid-level medical work-
ers being involved in mental health service provision in
Africa [20-22], it is not clear how much training these
cadres receive in mental health during their training pro-
grammes. In the United States of America (USA), there
is substantial variation in mental health training between
the different physician assistant programmes [23]. The
mental health training that Canadian physician assistants
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undergo is also not well documented, but based on their
competency profile, they are expected to be able to rec-
ognise, diagnose, and treat anxiety, depression, eating
disorders, and adjustment reactions (e.g. grief) as well as
conduct a suicide assessment [24]. The physician associ-
ate programmes in the United Kingdom (UK) are only
required to include a minimum of 90 h of psychiatry [25],
which includes problem-based learning sessions and
mental health consultations as part of general practice
clinical placements [26].

It has been suggested that advanced training or spe-
cialisation in mental health through a postgraduate
qualification (such as an Honours degree or diploma)
should be a serious consideration for clinical associates
as it would increase their utility in mental health service
delivery [27]. Specialised clinical associates could help
address the inequitable access to specialist mental health
professionals and mental health services in rural areas
while addressing the lack of career pathing, employ-
ment opportunities, and options for postgraduate study
that are a cause of frustration among clinical associates
[27]. Advanced training would also give clinical associ-
ates with a specific interest in mental health an oppor-
tunity to pursue their interest in the discipline [27]. A
survey of clinical associates in South Africa found con-
siderable interest in a specialisation in mental health [28].
Currently, the only postgraduate opportunity that exists
specifically for clinical associates in South Africa is an
Honours degree in emergency medicine [29]. A speciali-
sation in mental health for similar cadres already exists in
some African countries [22, 30, 31]. In Malawi, their mid-
level medical worker cadre (clinical officers) completes
a three-year diploma and one-year internship and can,
thereafter, pursue advanced training in mental health
through a two-year Bachelor of Science in Clinical Medi-
cine (Mental Health) degree [22, 32]. They are then able
to practise as specialised psychiatric clinical officers and
form part of district mental health teams based at district
hospitals [22]. A specialisation in psychiatry is possible in
the USA through a one-year residency or fellowship and/
or obtaining a Certificate of Added Qualification (CAQ)
in psychiatry [23]. Psychiatry is one of seven specialties in
the USA in which a physician assistant can obtain a CAQ
[33]. Speciality is achieved through experience, continu-
ing professional development, physician attestation as
well as the successful completion of a national exam [33].

Clinical associates in South Africa are already involved,
to some extent, in mental health service provision [34].
While they have good self-reported knowledge, there
is a lack of confidence concerning certain aspects of
practical application in assessing and managing mental
health patients [34], and undergraduate training needs
to address some of the deficiencies for future gradu-
ates [19, 34]. In addition, the rollout of a postgraduate
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qualification in mental health for clinical associates
needs to be considered to address shortages in the spe-
cialist mental health workforce and provide career pro-
gression opportunities for clinical associates [27]. The
objectives of the study were to identify the potential cur-
ricula content, training sites, and teaching modalities for
undergraduate and postgraduate clinical associate mental
health training in South Africa and to identify the mental
health tasks that clinical associates should perform based
on these curricula.

Methods

Study design

We utilised the Delphi method in the third phase of a
larger study to reach consensus on training items and
mental health tasks to include in a mental health task-
sharing model for clinical associates.

Study population and sampling

The study population consisted of psychiatrists and fam-
ily physicians working either in the public or private
sector within the South African health system. Purpo-
sive sampling was utilised to select the Delphi partici-
pants. Psychiatrists and family physicians were selected
to ensure differing levels of experience and participants
were invited from different provinces. The target was to
include a minimum of 10 psychiatrists and 10 family phy-
sicians in the panel.

Measurement tools

The items for Round 1 of the Delphi survey were devel-
oped based on a literature review as well as the results
from the first two phases of the larger study [19, 27, 34,
35]. The first round of questionnaires included the profes-
sional characteristics of the members of the Delphi panel.
The training components of the questionnaire comprised
the levels of care at which mental health training of clini-
cal associates should occur, the mental illnesses they
should be able to recognise and manage based on the
Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) [36] categories, and the teaching
modalities and health professionals that should be uti-
lised in training. Service provision comprised the levels
of care at which mental health task sharing should occur,
and the mental health tasks that could be performed. The
questions were asked for both undergraduate and post-
graduate training. Participants were asked to assume that
only four weeks (160 notional hours) could be allocated
to mental health in the BCMP/BMCP curriculum for the
questions related to undergraduate training. Participants
were asked to consider a potential postgraduate mental
health training qualification (one-year full-time or two-
year part-time postgraduate diploma or Honours degree)
for the questions related to postgraduate training.
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The questionnaire consisted primarily of nine-point
scales (1-9). Depending on the question, these ranged
from extremely unimportant to extremely important,
extremely unsuitable to extremely suitable, or extremely
inappropriate to extremely appropriate. In the first
round, participants were also requested to suggest addi-
tional items to add to the questionnaire. Items suggested
by two or more participants were included in the second
round questionnaire.

Data collection

The College of Psychiatrists and the College of Family
Physicians of the Colleges of Medicine of South Africa
as well as the Heads of Departments of Family Medicine
at South Africa’s medical schools, assisted identifying
potential panellists. Potential participants were contacted
by e-mail and requested to participate. The Delphi sur-
vey was administered electronically using the Qualtrics
platform and it was decided before commencement that
it would consist of a maximum of three rounds, with the
survey only being terminated after the first or second
round if there was consensus on all items. It was decided
not to go beyond three rounds, as Igbal and Pipon-Young
[37] have noted that multiple rounds impact enthusi-
asm and response rates. Participants were provided with
links to the scope of practice of clinical associates [16], a
paper by Moodley et al. [19] on mental health in the cur-
rent clinical associate undergraduate curriculum, and a
list of disorders making up each DSM-5 [36] category as
background information. A video recording of what was
required from participants was provided to them prior to

Table 1 Professional characteristics of the Delphi participants

Round 1 Rounds 2 & 3
N=26 N=23
n (%) n(%)
Occupational category
Family Physician 11(42.3) 10 (43.5)
Psychiatrist 15(57.7) 13 (5
Years of experience as a specialist
0-9 years 7(26.9) 7(304)
10-19 years 12 (46.2) 10 (43.5)
20-29 years 4(154) 3(13.0
30 years or more 3(11.5) 3(13.0)
Sector of work
Public sector only 17 (65.4) 15(65.2)
Private sector only 3(11.5) 3(13.0
Both public and private sectors 5(19.2) 4(0174)
Other 138 1(43)
Province of work
Eastern Cape 1 (3.8 143)
Gauteng 12 (46.2) 1147.8)
Kwazulu Natal 5(19.2) 3(13.0
Limpopo 2(7.7) 2(8.7)
Western Cape 6(23.1) 6(26.1)
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Round 1 and a new recording was provided before Round
2. They were given approximately two weeks to submit
their responses in each round with periodic reminders of
upcoming deadlines. An updated questionnaire was con-
structed and sent out to the panellists to complete after
the first round as well as the second round. Questions on
which consensus was reached were not included in sub-
sequent rounds. Questionnaires in the second and third
rounds included the participant’s response for each item
from the previous round as well as the median response
of the panel for each item. The participants were, there-
fore, reminded of their response compared to the rest of
the panel before revisiting the question [38, 39].

Data management and analysis

The data were downloaded from Qualtrics after each
round and stored on a password-protected computer
with a backup stored in a password-secured cloud
account. The in-built Qualtrics functionality was used
to determine the proportions of each response (1-9) on
the scales being used. Consensus was based on a propor-
tion within a range (unrestricted) approach, with 70% of
participants rating 1,2,3 or 7,8,9 regarded as consensus
[40]. Data were imported into Stata version 16 (Stata-
corp; http://www.stata.com) after the first two rounds to
determine the median panel responses for each item to
include in the questionnaire in the subsequent round.

Processes to ensure quality of research

Follow-up e-mails were sent to participants to ensure
non-responses in each round were kept to a minimum
[41]. The four criteria of a good quality Delphi study
suggested by Diamond et al. [40] were adhered to. The
planned number of survey rounds was specified, stopping
criteria were specified, reproducible criteria were used
for the selection of participants, and the criteria to be
used to drop items after each round were provided [40].

Results

The first round of the Delphi survey involved 26 partici-
pants (15 psychiatrists and 11 family physicians). These
26 participants were invited to participate in the second
round, but this was completed by only 23 of them (13
psychiatrists and 10 family physicians). Only the 23 par-
ticipants who completed the second round were invited
to participate in the third round, with all of them com-
pleting the third round. The dropout rate was, therefore,
11.5% (3/26). The professional characteristics of the par-
ticipants are shown in Table 1. Five of South Africa’s nine
provinces were represented, with the largest number of
participants from Gauteng.
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Training

Training attachments

Participants were asked to rate the importance of vari-
ous training attachments in an undergraduate BCMP/
BMCP curriculum as well as a postgraduate mental
health qualification for clinical associates (Table 2). A
nine-point scale was used, i.e. extremely unimportant
(1) to extremely important (9). The only item that did
not reach consensus in the first round for undergraduate
training was attachment to an inpatient unit at a psychi-
atric hospital. This item also failed to reach consensus in
the second and third rounds. A mental health attachment
to a primary health care (PHC) clinic for undergradu-
ate training was added to the second round following
feedback from the participants in the first round and
this item reached consensus in the second round. The
only item that did not reach consensus for postgraduate
training was attachment to a private psychiatric practice
(Table 2).

Training on the recognition and management of psy-
chiatric disorders The participants rated the impor-
tance of training on the recognition and management of

Table 2 Importance of potential mental health training
attachments at undergraduate and postgraduate levels for
clinical associates (all items)
Attachment

Proportion of partici-
pants scoring 7,8,9 (%)
Round Round Round
1 2 3

N=26 N=23 N=23

Potential training attachments in
an undergraduate BCMP/BMCP
curriculum

Attachment to a mental health clinicata  96.2 - -
community health centre

Attachment to a psychiatric outpatients ~ 84.6 - -
clinic at a hospital

Attachment to a 72-hour observation unit  73.1 - -
at a district hospital

Attachment to inpatient unit at a psychi- ~ 30.8 304 43
atric hospital

Mental health attachment to a primary - 826 -
health care clinic

Potential training attachments in a N=25 N=23 N=23
postgraduate mental health qualifica-

tion for clinical associates

Attachment to a mental health clinicata  100.0 - -
community health centre

Attachment to a psychiatric outpatients 100.0 - -
clinic at a hospital

Attachment to a 72-hour observation unit  100.0 - -
at a district hospital

Attachment to inpatient unit at a psychi- ~ 72.0 - -
atric hospital

Attachment to a private psychiatric 280 8.7 8.7

practice
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the 19 DSM-5 [36] categories of psychiatric disorders as
part of undergraduate BCMP/BMCP curricula. Consen-
sus was reached in the first round regarding the impor-
tance of recognising eight categories of disorders at the
undergraduate level (Table 3). Neurocognitive disorders
reached consensus in the second round, with no further
categories reaching consensus in the third round. Con-
sensus was reached on the importance of training (rating
7,8 or 9) to manage depressive disorders, anxiety disor-
ders, substance-related and addictive disorders in the
first round and a further three categories of disorders in
the second round (Table 3). The management of para-
philic disorders (82.6%) and dissociative disorders (73.9%)
reached consensus in being considered unimportant (rat-
ing 1, 2 or 3) in the third round .

Similarly, the 19 DSM-5 [36] categories were provided
to participants for a hypothetical postgraduate mental
health qualification for clinical associates. In the first
round of the Delphi, nine categories reached consensus
(rating 7, 8 or 9) regarding training to recognise disorders
with an additional three categories reaching consensus in
the third round of the survey (Table 3). Consensus was
reached on the importance of training (rating 7,8 or 9)
regarding the management of eight categories of disor-
ders in the first round and neurocognitive disorders in
the second round with no additional categories of disor-
ders reaching consensus in the third round (Table 3).

Teaching modalities Potential teaching modalities for
mental health were provided to the participants to rate
their suitability for mental health training in the under-
graduate BCMP/BMCP curriculum as well as postgradu-
ate mental health qualification. Consensus was reached in
the first round for suitability (7,8,9) for all potential teach-
ing modalities at the undergraduate level except attend-
ing patient rounds, watching recording consultations, and
online lectures, which were all just under 70.0% (Table 4).
These three items reached consensus in the second round.
All potential teaching modalities for a postgraduate men-
tal health qualification for clinical associates reached con-
sensus in the first round. (Table 4).

Health professionals involved in training The partici-
pants were asked to rate the importance of involving vari-
ous health professional cadres in the mental health train-
ing of clinical associates in undergraduate BCMP/BMCP
programmes. Consensus on importance (7,8, or 9) was
reached in the first round (N=26) for family physicians
(84.6%), psychologists (84.6%), qualified clinical associ-
ates (76.9%), psychiatrists (73.1%), and psychiatric nurses
(73.1%). The three cadres that did not reach consensus in
the first round were psychiatric registrars (69.2%), family
medicine registrars (65.4%), and medical officers (61.5%).
Consensus was reached on psychiatric registrars (87.0%)
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Table 3 Importance for training on the recognition and management of psychiatric disorders at undergraduate and postgraduate

levels (items where consensus on being important was reached)

DSM-5 disorder categories

Proportion of participants scoring

7,8,9 (%)
Round 1 Round 2 Round 3

Training on recognition in an undergraduate BCMP/BMCP curriculum N=26 N=23 N=23
Depressive disorders 100.0 - -
Bipolar and related disorders 100.0 - -
Schizophrenia spectrum and other psychotic disorders 100.0 - -
Substance-related and addictive disorders 96.2 - -
Anxiety disorders 96.0% - -
Trauma- and stressor-related disorders 923 - -
Neurodevelopmental disorders 80.8 - -
Medication-induced movement disorders and other adverse effects of medication 769 - -
Neurocognitive disorders 654 783 -
Training on management in an undergraduate BCMP/BMCP curriculum N=26 N=23 N=23
Depressive disorders 884 - -
Anxiety disorders 84.6 - -
Substance-related and addictive disorders 80.8 - -
Trauma and stressor related disorders 654 783 -
Bipolar and related disorders 61.5 783 -
Schizophrenia spectrum and other psychotic disorders 60.0* 783 -
Training on recognition in a postgraduate mental health qualification for clinical associates N=25 N=23 N=23
Depressive disorders 100.0 - -
Substance-related and addictive disorders 100.0 - -
Anxiety disorders 100.0 - -
Trauma and stressor related disorders 100.0 - -
Bipolar and related disorders 92.0 - -
Schizophrenia spectrum and other psychotic disorders 920 - -
Medication-induced movement disorders and other adverse effects of medication 84.0 - -
Neurodevelopmental disorders 80.0 - -
Neurocognitive disorders 80.0 - -
Sleep-wake disorders 64.0 69.6 783
Somatic symptom and related disorders 60.0 60.9 739
Obsessive-compulsive and related disorders 60.0 56.5 73.9
Training on management in a postgraduate mental health qualification for clinical associates N=25 N=23 N=23
Depressive disorders 920 - -
Anxiety disorders 92.0 - -
Substance-related and addictive disorders 87.5" - -
Trauma and stressor related disorders 84.0 - -
Bipolar and related disorders 79.2% - -
Schizophrenia spectrum and other psychotic disorders 76.0 - -
Medication-induced movement disorders and other adverse effects of medication 76.0 - -
Neurodevelopmental disorders 720 - -
Neurocognitive disorders 68.0 783 -

*only answered by 25 participants (N=25), fonly answered by 24 participants (N=24)

and family medicine registrars (87.0%) in the second
round (N=23) and on medical officers (82.6%) in the third
round (N=23). Following participant feedback, social
workers (60.9%) and occupational therapists (52.2%) were
added as items in the second round. For both social work-
ers (87.0%) and occupational therapists (73.9%), consen-
sus was only reached in the third round.

Consensus on the importance (7,8,9) of involving vari-
ous health professionals cadres in the training of clinical
associates in postgraduate mental health qualification
was reached in the first round (N=25) for family phy-
sicians  (88.0%), psychiatrists (88.0%), psychologists
(80.0%), psychiatric registrars (80.0%), and psychiatric
nurses (76.0%). No consensus was reached on family
medicine registrars (68.0%) and medical officers (44.0%)
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Table 4 Suitability of potential teaching modalities at
undergraduate and postgraduate levels for clinical associates (all
items)

Teaching modalities

Proportion of partici-
pants scoring 7,8,9 (%)

Round Round Round
1 2 3
Potential teaching modalitiesinanun- N=26 N=23 N=23
dergraduate BCMP/BMCP curriculum
Clerking patients 100.0 - -
Case vignettes to formulate differential 96.2 - -
diagnoses
Case studies 923 - -
Simulated mental health assessments 88.5 - -
Attending multidisciplinary team 80.8 - -
meetings
In-person lectures 76.9 - -
Attending patient rounds 69.2 783 -
Watching recording consultations 69.2 739 -
Online lectures 69.2 739 -
Sitting in on consultations - 87.0 -
Potential teaching modalities in a post- N=25 N=23 N=23

graduate mental health qualification
for clinical associates

Clerking patients 100.0 - -
Case studies 100.0 - -
Attending multidisciplinary team 100.0 - -
meetings

Attending patient rounds 100.0 - -
Case vignettes to formulate differential 96.0 - -
diagnoses

Simulated mental health assessments 96.0 - -
In-person lectures 91.3*% - -
Watching recorded consultations 80.0 - -
Online lectures 76.0 - -

*Only answered by 23 participants (N=23)

in the first round. Social workers and occupational
therapists were also added to the second round of post-
graduate training following participant feedback. Only
family medicine registrars (87.0%) reached consensus in
the second round (N=23) and social workers (78.3%) in
the third round (N=23) of the remaining cadres. No con-
sensus was reached on medical officers and occupational
therapists.

Service provision

Work settings for service provision

The Delphi panel reached consensus in the first round
(Table 5) on CHCs, PHC clinics, and district hospitals
as appropriate settings (7,8,9) for clinical associates to
deliver mental health services based on undergraduate
training. No consensus was reached on any of the other
work settings in the subsequent rounds. Specialised
psychiatric hospitals (69.6%) fell just short of the 70.0%
consensus threshold for being considered inappropriate
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Table 5 Appropriateness of potential work settings for clinical
associates to provide mental health services (all items)
Work setting

Proportion of partici-
pants scoring 7,8,9 (%)

Round Round Round

1 2 3
With only undergraduate mental health N=26 N=23 N=23
training as part of BCMP/BMCP degrees
Community health centre 923 - -
Primary health care clinic 88.5 - -
District hospital 76.9 - -
GP Practice 46.2 348 13.0
Secondary hospital 385 304 8.7
Psychiatrist practice 19.2 0.0 0.0
Tertiary hospital 154 0.0 0.0
Private hospital 154 0.0 0.0
Specialist psychiatric hospital 11.5 0.0 0.0
With a postgraduate qualification in N=25 N=23 N=23
mental health
Community health centre 96.0 - -
District hospital 920 - -
Primary health care clinic 88.0 - -
GP Practice 76.0 - -
Secondary hospital 68.0 783 -
Specialist psychiatric hospital 320 174 0.0
Psychiatrist practice 320 44 0.0
Tertiary hospital 280 174 44
Private hospital 24.0 13.6 44

(1,2,3). The Delphi panel reached consensus in the first
round on CHCs, PHC clinics, district hospitals, and pri-
vate GP practices as appropriate settings (7,8,9) for clini-
cal associates to deliver mental health services based on
postgraduate training. (Table 5). Consensus was reached
on secondary hospitals in the second round, with no
additional work setting reaching consensus in the third
round.

Mental health tasks The Delphi panel reached consen-
sus on eight of the 21 listed mental health tasks for clinical
associates with undergraduate degrees in the first round
and one additional task in Round 2 (Table 6). The same 21
mental health tasks were provided to the panel to rate the
appropriateness for clinical associates with a postgraduate
mental health qualification to perform. A total of 16 tasks
reached consensus for appropriateness in the first round,
one task in the second round, and three tasks in the third
round (Table 6). The only task that did not reach con-
sensus was completing the required reports for patients
admitted to the 72-hour observation units (69.6%) which
was marginally below the consensus threshold of 70.0%.
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Table 6 Appropriateness of mental health tasks that could potentially be performed by clinical associates

Work setting

Proportion of partici-
pants scoring 7,8,9 (%)

Round Round Round

1 2 3
With only undergraduate mental health training as part of BCMP/BMCP degrees (items where consensus on N=26 N=23 N=23
being appropriate was reached)
Screening for common mental disorders 96.2 - -
Taking a mental health history from patients suspected of having a mental iliness 96.2 - -
Doing a mental health examination on patients suspected of having a mental illness 923 - -
Mental health promotion in communities 88.5
Mental health promotion in schools 84.6 - -
Doing physical examination on patients with mental illness 80.8 - -
Assessing cognitive functioning using a suitable cognitive screening test on patients suspected of having a mental 80.8 - -
iliness
Home visits to mental health patients 76.9 - -
Providing counselling to families of patients with mental illness - 86.9 -
Providing counselling to patients with mental illness - 783 -
With a postgraduate qualification in mental health (all items) N=25 N=23 N=23
Taking a mental health history from patients suspected of having a mental illness 100.0 - -
Doing a mental health examination on patients suspected of having a mental illness 1000 - -
Screening for common mental disorders 96.0 - -
Assessing cognitive functioning using a suitable cognitive screening test on patients suspected of having a mental 96.0 - -
illness
Providing counselling to families of patients with mental illness 96.0 - -
Mental health promotion in communities 96.0 - -
Mental health promotion in schools 96.0 - -
Providing counselling to patients with mental illness 95.8* - -
Doing physical examination on patients with mental iliness 88.0 - -
Home visits to mental health patients 84.0 - -
Monitoring of patients admitted to 72-hour observation units 76.0 - -
Management of a patient suspected to be exposed to traumatic event(s) 75.0% - -
Management of a patient at risk of suicide 73.9% - -
Managing common side effects from psychiatric medication 720 - -
Management of a patient presenting with confusion 70.8* - -
Management of a patient presenting with aggression 70.8* - -
Restraining a patient who is aggressive/violent 68.0 739 -

Sedating a patient who is aggressive/violent
Prescribing psychotropic medication to patients with mental illness
Managing serious adverse events from emergency psychiatric medication

Completing the required reports for patients admitted to 72-hour observation units

64.0 69.6 826
56.0 65.2 739
520 56.5 739
66.7* 65.2 69.6

*Only answered by 24 participants (N=24), “only answered by 23 participants (N=23)

Discussion

Our study aimed to identify the potential curricula con-
tent, training sites, and teaching modalities for under-
graduate and postgraduate training in mental health for
clinical associates and identify the mental health tasks
that clinical associates should perform based on these
curricula. The identified items would form part of a
mental health task sharing model for clinical associates.
Mental health training currently forms part of the three
BCMP/BMCP curricula in the country [19] but there is
no existing postgraduate qualification in mental health
for clinical associates. The panel was, therefore, asked
to consider a hypothetical postgraduate qualification

(postgraduate diploma or Honours degree). Unsurpris-
ingly, the panel drew a clear distinction between the con-
tent that should be included at an undergraduate level
compared to a postgraduate level as well as the tasks that
should be performed by those with only undergraduate
training in mental health compared to those with a post-
graduate qualification.

There was strong consensus from the panel on the
importance of attachments to a mental health clinic at
a CHC for both undergraduate and postgraduate train-
ing. In general, clinical associate training across all disci-
plines takes place at the hospital level [15, 17] and PHC
attachments would require an overall shift in approach.
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There is no evidence that CHCs are currently being uti-
lised for undergraduate mental health training, instead
the most common sites for their mental health rotation
are district and regional hospitals [34]. South Africa’s
National Mental Health Policy Framework and Strategic
Plan 2023-2030 [42] indicates that community mental
health services, including mental health services at pri-
mary health care facilities, will be scaled up. This strategy
presents an opportunity to make use of CHCs and PHC
clinics that provide mental health services for clinical
associate training. The benefits of mental health attach-
ments to PHC settings may include exposure to a broader
range of patients, developing an approach that is more
‘patient-centred, and reducing stigmatising attitudes
[43]. Primary care settings are used in the USA and UK
for the mental health training of physician assistants and
physician associates, respectively [23, 26]. The process
of developing PHC attachments for clinical associates in
mental health and other disciplines would require similar
processes to those followed in establishing district hospi-
tal sites including negotiations with the relevant provin-
cial authorities, identifying suitable sites, and developing
preceptors for the students [15].

The panel was provided with the 19 DSM-5 [36] cat-
egories for undergraduate curriculum content. The six
disorder categories reaching consensus (for clinical asso-
ciates playing a role in management) appear to be linked
to their prevalence or burden of disease. Based on the
global burden of disease data for 2019, depressive dis-
orders ranked 13th and were the highest ranked of the
mental disorders with respect to the leading causes of
disability-adjusted life-years (DALYs) followed by anxi-
ety disorders (ranked 24th ), and schizophrenia (ranked
42nd ) [44]. Depressive disorders (ranked 2nd ), anxiety
disorders (ranked 8th ), and schizophrenia (ranked 20th )
were also the leading mental health disorders when con-
sidering years lived with disability (YLDs) [44]. Bipolar
disorder also featured prominently in the DALYs (ranked
67th ) and YLDs (ranked 28th ) [44]. Herman et al. [8]
reported that the three mental disorders with the highest
lifetime prevalence in South Africa were anxiety disor-
ders (15.8%), substance use disorders (13.3%), and mood
disorders (9.8%). The consensus reached on trauma- and
stressor-related disorders is also not surprising given the
high levels of interpersonal violence, including gender-
based violence, in South Africa [45]. The items on which
the panel reached consensus support previous recom-
mendations by Moodley et al. [19] that questioned the
utility of including several uncommon disorders in the
clinical associate undergraduate mental health cur-
riculum and recommended a focus on common and
high-burden disorders. The scope of practice of clinical
associates in South Africa does not specify the mental
health disorders that the cadre is expected to recognise
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and manage [16]. Physician assistants in Canada are
expected to recognise and manage anxiety, depression,
adjustment reactions, and eating disorders [24]. Feed-
ing and eating disorders did not reach consensus among
our panel for recognition or management suggesting
the panel perceived these disorders to be low priority in
South Africa. In a survey conducted among clinical asso-
ciates in South Africa, self-reported knowledge deficits
were identified for schizophrenia, dementia, acute stress
disorder, bipolar disorders and attention-deficit hyperac-
tivity disorder, which all fall within the DSM-5 categories
on which consensus was reached regarding recognition,
suggesting that undergraduate training on these disorder
needs to strengthened [34].

Three additional disorder categories (medication-
induced movement disorders and other adverse effects of
medication, neurodevelopmental disorders, and neuro-
cognitive disorders) were considered important for train-
ing on management at the postgraduate level compared
to the undergraduate level. Sorsdahl et al. [4] have noted
the neglect and inequitable distribution of child and ado-
lescent mental health as well as psychogeriatric services
in South Africa and the consensus reached by the panel
on training on the management of neurodevelopmental
disorders and neurocognitive disorders suggests clinical
associates with a postgraduate qualification in mental
health may have a role to play in addressing this neglect.
While clinical associates with only undergraduate train-
ing in mental health might not be expected to manage
neurodevelopmental and neurocognitive disorders, the
panel did reach consensus on the importance of recognis-
ing these conditions. A recently developed competence
framework for physician associates working in mental
health in the United Kingdom emphasises the impor-
tance of being able to recognise presentations across the
lifespan, including knowledge of a range of neurodevel-
opmental and neurodegenerative conditions [46, 47].

All potential teaching modalities provided to the panel
reached consensus for both undergraduate and postgrad-
uate training. The only item that reached 100% consensus
at an undergraduate level was clerking patients high-
lighting the importance of practical training. Practical
learning is mainly by chance in two of the three BCMP/
BMCP programmes in the country, and this would need
to be addressed [19]. It has been found in a study among
medical students that compared several different teach-
ing modalities during their psychiatry rotation that face-
to-face clinical teaching with psychiatrists was the most
highly valued by the students [48]. While the COVID-
19 pandemic has seen the wider use of online teaching
in psychiatry for medical students, for example [49, 50],
online lectures had the lowest proportion of consensus
amongst the panel for suitability at both undergradu-
ate and postgraduate levels, though it did reach the 70%
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consensus threshold. It has been suggested by Nayak
[51] that using “newer” teaching techniques in psychia-
try such as case-based and problem-based learning,
simulated patients, multidisciplinary seminars, movies,
and small group teaching could develop interest in psy-
chiatry among medical students and reduce stigmatising
attitudes. Problem-based learning, which is extensively
utilised in clinical associate training [17], is an effective
approach in undergraduate medical education generally
[52] and has been found to significantly improve exami-
nation performance in psychiatry among medical stu-
dents [53].

Currently, the mental health training of undergradu-
ate clinical associates at health facilities is facilitated by
medical officers, qualified clinical associates, and/or psy-
chiatrists, depending on the programme [19]. Based on
the consensus of the panel, this training role should be
expanded to include other members of multidisciplinary
team, such as psychologists and social workers. This
strategy would provide clinical associates with an under-
standing of the types of interventions offered by different
members of the multidisciplinary team, and strengthen
their ability to work within multidisciplinary teams and
collaborate with multidisciplinary colleagues after gradu-
ation [46, 47]. Professional groups other than doctors and
nurses would likely have limited (if any) knowledge of the
clinical associate cadre and a process of educating them
on the role of cadre would also be required before involv-
ing them in training [15]. Consensus was reached on the
importance of all of the suggested cadres being involved
at the postgraduate level except medical officers and
occupational therapists. Medical officers not reaching
consensus is an indication that they may not be equipped
to provide mental health training to clinical associates at
a postgraduate level given that the psychiatry training for
most of them would have been limited to their under-
graduate medical degrees.

The Delphi panel reached consensus on just three
work settings to provide mental health services for those
with only an undergraduate degree. Unsurprisingly, this
included district hospitals, as this cadre was originally
developed to address health workforce shortages at the
district level and their undergraduate clinical training
takes place mostly at district hospitals [15, 17]. However,
both CHCs and PHC clinics reached a higher degree of
consensus than district hospitals, suggesting that clinical
associates should have a bigger role to play at this level
than they do currently. Monareng et al. [54] found that
less than ten per cent of clinical associates in their study
were currently practicing at PHC clinics in the public sec-
tor. The panel consensus was that it would be appropriate
for clinical associates with only undergraduate mental
health training and those with a postgraduate mental
health qualification to provide mental health services at
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the PHC level (presumably with different roles). The use
of this cadre at the PHC level may help address some of
the issues related to integration of mental health into
PHC services, such as the lack of trained staff [4, 55]. The
use of clinical associates with postgraduate mental health
training in GP practices may be an acknowledgement of
the need to strengthen primary care mental health ser-
vices in the private sector as well. The panel suggested
that clinical associates with postgraduate training in
mental health could have an important role to play up to
the level of secondary hospitals but not beyond that. This
view reflects their envisaged role at lower levels of care,
where cases may be less complex and there are propor-
tionally fewer specialist mental health professionals com-
pared to tertiary and specialised psychiatric hospitals.
The introduction of clinical associates into mental health
roles in the different work settings in SA may encoun-
ter potential challenges similar to those described for
mental health physician associates in the UK including
role definition, integration into multidisciplinary teams,
acceptance by other professionals, and lack of effective
supervision [56].

The mental health tasks that the Delphi panel reached
consensus on for clinical associates with only under-
graduate training in mental health aligned closely with
the current clinical associates’ scope of practice [16]. Tak-
ing a mental health history, performing a mental health
examination and a mini-mental state examination, doing
a physical examination, and providing mental health
counselling all form part of their scope of practice [16].
In addition, four tasks (screening for common mental
disorders, home visits to mental health patients, mental
health promotion in communities, and mental health
promotion in schools) that could be broadly classified as
mental health promotion activities reached consensus.
Promoting health at both an individual and community
level is recognised as an entrustable professional activity
for clinical associates [17, 57]. Health promotion compe-
tencies are emphasised for physician associates working
in mental health in the UK [46, 47]. The involvement of
clinical associates in mental health promotion activities
in communities. as well as a role in school mental health,
has been suggested by those involved in undergradu-
ate clinical associate training programmes [27]. A role
for them in screening has also been suggested, though
this was limited to screening for drug and alcohol abuse
and screening for mental health issues in patients with
chronic medical conditions [27].

The panel saw a broad role for clinical associates with
a postgraduate mental health qualification. The only
task that did not reach consensus was completing the
required reports for patients admitted for 72-hour obser-
vation. The lack of consensus on this item may be due
to clinical associates not currently being recognised as
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mental health practitioners in terms of the Mental Health
Care Act, 2002 which would be a requirement for com-
pletion of the 72-hour observation documentation [58].
Prescribing psychotropic medication was probably the
most contentious item on the list of tasks provided, as
most psychoactive medicines are registered as Schedule
5 in South Africa and clinical associates may only pre-
scribe up to Schedule 4 - and even then, it would need to
be done under the supervision of a medical practitioner
[16, 59]. The panel appeared to become more supportive
of the idea of clinical associates prescribing through the
Delphi rounds. It has been suggested by Moodley et al.
[34] that the limitation on prescribing Schedule 5 medi-
cation could be eased with appropriate training, such as
a prescribing course for psychiatric medication. A pre-
scribing course should ideally form part of the postgrad-
uate qualification in mental health for clinical associates.
A few of the other tasks on the list the panel felt were
appropriate for clinical associates with a postgraduate
qualification to perform, such as restraining or sedating
an aggressive patient, may be considered to currently fall
outside of the current scope of practice of clinical associ-
ates [16]. These Regulations [16] may need to be revisited
if postgraduate training in mental health does become a
reality. There would also need to be consideration given
to whether it would be appropriate for a clinical associate
with a postgraduate qualification in mental health to be
supervised by a medical officer who is likely to only have
had undergraduate training in mental health, and is likely
to be the case at district and primary care level.

Limitations

There is no definitive guidance on the ideal size of a Del-
phi panel, with panels of between 10 and 100 participants
generally being utilised [60]. While the size of our panel
was at the lower end of this range, with 26 participants
in the first round dropping to 23 participants by the end
of the third round, we maintained our initial target of a
minimum of 10 psychiatrists and 10 family physicians
throughout. The panel had a few more psychiatrists than
family physicians, which may potentially have influenced
the results [60]. There is also no definitive agreement on
how to define consensus in a Delphi panel. We used the
proportion within a range (unrestricted) approach, with
70% of participants scoring 1,2,3 or 7,8,9 regarded as con-
sensus, though only a limited number of items reached
consensus at the lower end of the range in our study [40].
It is conceivable that the results would have been differ-
ent had a different definition of consensus been used.
The decision on what proportion threshold to use for
the proportion within a range (unrestricted) approach is
also somewhat arbitrary, as higher proportions of 75% for
example, have been used [40]. We opted for 70% based on
a recent Delphi panel by the World Health Organization
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related to COVID-19 [61]. We used the DSM-5 [36] dis-
order categories in our study rather than individual dis-
orders. As it was possible that participants would rate
individual disorders differently within a category, we
asked participants to rate the overall category according
to disorder they would rate the highest within the cat-
egory. This decision was made to standardise responses.

Conclusions

The Delphi panel’s recommendations provide a clear
roadmap for enhancing mental health curricula for
clinical associates. The proposed approach advocates
a focused selection of disorders during undergraduate
training, expanding to a broader spectrum at the post-
graduate level, with a strong emphasis on practical skills.
The suggested delineation of mental health service pro-
vision aligns with the tiered health system, emphasis-
ing employment at primary care and district levels for
clinical associates with undergraduate training. Clinical
associates who complete a postgraduate qualification in
mental health in the future could perform an expanded
set of mental health tasks at primary care, district and
regional hospital levels, offering a more comprehensive
range of mental health services.
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