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ABSTRACT
Mental illnesses are diseases stemming from various groups of mental disorders/ mental
health issues based on the mental function they affect. This report, which is based on mental
illness and relevant mental health issues in Africa, sets out to explore whether mental illness is
indeed a public health crisis in Africa. Further, this report intends to provide a broad overview
of select topics as they relate to mental health in the African population, in hopes that further
investigation will occur using a more targeted approach. The report begins by providing a brief
introduction to mental illness. An elaborate literature review follows and finds that mental health
care is highly influenced by cultural practices across Africa. Following that, an overview of the
statistical representation of mental illness indicates that five percent of the entire African
population suffers from mental illness and this rate keeps rising.
Furthermore, the most common mental illnesses in Africa include anxiety disorders,
schizophrenia and depression. Women are also more prone to mental illness in their younger
stages of life than men; particularly in regards to war, as well as prenatal, pregnancy, and
postnatal periods. However, in later life, men are more prone to mental illness. Children are
also more susceptible to mental illnesses, particularly when subject to war. In war-torn
countries, post-traumatic stress disorder is the most prevalent mental health condition, with a
prevalence of f54 to 75 percent. The main barrier to adequate mental health care in Africa is the
limited resources and more specifically, inadequate financial and human resources.
It was also found that social determinants of mental health are governed by social,
economic, political, cultural, social norms and environmental states. The states mediates
exposure to risk factors associated with some of these determinants such as socioeconomic
status, housing, education, unemployment, poverty, crime rates, civic participation, and health
care. Current definitions of social determinants of health fail to adequately consider some
context specific risk factors affecting the African population, particularly in regards to culture.
Therefore it is necessary for the social determinants to be adapted to the context.
A dearth of data and research on mental illnesses in low-middle-income countries
(LMICs) has further perpetuated the issue. Non-communicable diseases (NCDs) have been found
to contribute to Mental and Neurological Disorders (MNDs) due to the stressful nature of
reaction after diagnosis. Tools and resources available for mental health care also vary from
country to country or region to region. Albeit, tools and resources such as improved community
supports significantly contrbute to the provision of mental health services within the African
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population. They include: utilizing a Balanced Care Model (BCM) or “hybrid” approach and/or
Theory of Change (ToC) approach, capacity building training of health care providers,
utilization of health management information systems/eHealth, and various financial strategies
such as public-private partnerships (PPPs)/National Health Insurance Schemes (NHIS) has been
found to significantly contribute to the provision of mental health services within the African
population. Further, policy reform, especially in the way of human rights protection and
advocacy efforts, multi-sector care approaches, and advisory support materials founded on
regional and national experience, would also improve mental health service delivery.
Other recommendations discovered as part of this literature review include: i) exploring
the synergistic relationships between other NCDs, communicable diseases and mental illnesses,
ii) enhancing of mental health research efforts within the African context, iii) utilizing a targeted
care approach, iv) improving mental health infrastructure, v) bolstering training, education and
empowerment of health care staff, vi) utilizing a task-sharing approach when human resources
are scarce, vii) utilizing a lifespan approach to promote mental health care, ensuring mental
health services and SDH or SEDH definitions are aligned with cultural values whenever
possible, viii) developing capacity-building interventions, and ix) establishing sustainable longterm care delivery and support networks.
Limitations of this report include the possibility of missing keywords in the literature
search process, and not using all medical search engines. In addition, inclusion (i.e., date range,
peer-reviewed articles, and language) and exclusion criteria may have limited results (i.e.,
outside date range, not peer-reviewed articles, and language). Also, using titles as a method to
select relevant articles, may have resulted in some being inaccurately excluded. Moreover,
because this report involved an extensive topic and target population, it is possible that other
relevant findings/information may have been missed.
Future research efforts should focus on regions or countries that were identified in this
report as lacking in mental health supports, and/or had the highest rates of mental illness. A
more in-depth look into one or several challenges/barriers identified in this report will also
contribute to a better understanding of attributing factors and how they can be prevented in the
future so that mental health outcomes within the African population can be halted. In conclusion,
the evidence in this report suggests that mental health issues remain a serious public health
crisis in Africa, and need to be addressed, as well as taken more seriously.
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INTRODUCTION
Mental health in Africa—A public health crisis?
Mental health refers to the state of social, emotional, and psychological well-being. One’s
state of mental health affects how they think, behave, and feel regarding handling stress, relating
to others, and decision making (Nordqvist, 2017). Mental health can also be described as the state
in which an individual manages to balance work, love, and leisure (drives) in a way that is
acceptable to them and society (Nordqvist, 2017). Mental health often affects physical health as
well. Additionally, the term mental health can be used to mean the absence of mental illness. The
latter definition of mental health necessitates the description of the term ‘mental illness.’ A mental
illness, also called a mental disorder, is a health condition that affects thinking, mood, or behaviour
(often a combination of these) (Nordqvist, 2017). Mental illness is often associated with problems
of social functioning and other forms of distress (Nordqvist, 2017).
This report provides a literature review on mental illness in Africa through an elaborate
analysis of the contributing factors as well as ways to combat mental illness in Africa. They
include; the prevalent mental illnesses in Africa, sub-populations with a higher incidence of mental
illness(es), mental health challenges/barriers, social/economic determinants of health as related to
mental health, non-communicable diseases (NCDs) as related to mental illness, and lastly,
applicable policy and resources available to combat mental illness. As such, based on the evidence
provided throughout this report, the question regarding whether mental illness in Africa is still a
public health crisis (a silent crisis) is considered.
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METHODOLOGY
The following represents the various research questions devised to better understand mental illness
in the African population/context:


What is the state of mental illness in Africa—with a focus on low-middle income countries?



What is the prevalence of mental illness in Sub-Saharan African countries? Moreover, how
do they compare to mental illness rates around the world?



How social-economic determinants of health impact mental health outcomes?



How receiving a diagnosis of non-communicable disease (NCD) can perpetuate/contribute
to mental illness?



What are the opportunities that can be leveraged and challenges to overcome in
combatting mental illness in Africa?



What tools/resources are available that may be impacting the issue, and/or make it more
manageable?



What policy and community-based approaches would be most effective in combatting
mental illness in African countries?

Search strategy
The literature search process began in January 2019 and involved an electronic database
search using the following seven research databases; Google Scholar, OVID, Cumulative Index
to Nursing and Allied Health (CINAHL), PubMed, ProQuest, BioMed Central (BMC), Public
Library of Science (PLoS). The intent of using these search engines was to identify studies that
would offer evidence on mental illnesses within the African population. Keywords were then
utilized within the following areas to help focus the literature search, they included: who are
most likely to be affected by mental illness(es), mental health barriers, social determinants of
health/ economic factors as related to mental health, non-communicable diseases (NCDs) as
related to mental illness, state of mental health care in low-middle income countries (LMICs),
and lastly, applicable policy and resources available to combat mental illness. Additional papers
were identified by searching references within chosen/relevant papers. A Boolean search of key
terms was used and included the following keywords: mental illness,
mental and neurological disorders (MNDs), mental health care,
non-communicable diseases (NCDs), psychiatry, mental disorders,
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social/economic determinants of health, mental health care tools and strategies, mental health
care community strategies, mental health care policy strategies, mental health care financing, and
health information/technology in mental health care AND Africa. The groups of search terms
used in all seven databases are listed below in Table 1. Search terms needed to be present in
articles in order to be selected and/or marked applicable.

Table 1. Keywords used in each search engine literature search:
(1) Mental illness

“mental illness” OR “mental illnesses”
“mental health” OR “mental health disorders”
OR “mental disorders” AND “africa.”

(2) Mental and neurological disorders

“mental and neurological disorders” OR

(MNDs)

“Alzheimer Disease” OR “dementia” OR
“Parkinson’s disease” OR “depression” OR
“schizophrenia” OR “bipolar” AND “africa.”

(3) Mental health care

“mental health care” OR “mental health
services” OR “mental health treatment” OR
“mental health interventions” AND “africa.”

(4) Non-communicable diseases (NCDs)

“non-communicable diseases” OR “chronic
diseases” OR “non-infectious diseases” OR
“non-transmissible diseases” AND “africa.”

(5) Psychiatry

“psychiatry”

OR

“mental

health

professionals” OR “psychiatrists” OR mental
health providers” OR “mental health care”
AND “africa.”
(6) Mental disorders

“mental disorders” OR “mental illnesses” OR
“mental conditions” OR “anxiety disorders”
OR “mood disorders” OR “post-traumatic
disorders”

OR

“schizophrenia”

OR

“dementia” “post-partum depression” OR
“eating disorders” OR “obsessive compulsive
disorder” AND “africa.”
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“social determinants of health” OR “social
determinants of health and economics” OR
“social and economic determinants of health”
AND “africa.”
“social determinants of health” OR “social
determinants of health and economics” OR
“social and economic determinants of health”
AND “mental illness” AND “africa.”
“social” AND “determinants”
“social determinants” AND “mental illness.”

(8) Mental health care tools and strategies

“mental health tools” OR “mental health
strategies” OR “mental illness tools” OR
“mental illness strategies” OR “mental health
resources” OR “mental illness resources” OR
“mental health care strategies” OR “mental
health care” AND “africa.”

(9)

Mental

health

care

community “mental health care supports” OR “mental

strategies/care

health care in community” OR “mental illness
in community” OR “community strategies for
mental illness” “mental health strategies” OR
“mental health programs in community” OR
“mental health initiatives in community” AND
“africa.”

(10) Mental health care policy strategies

“mental health care policy” OR “mental health
care policy strategies” OR “mental health
policy” OR “policies related to mental health”
OR “mental illness policies” AND “africa.”

(11) Mental health care financing

“mental health funding” OR “mental health
care financing” OR “financial strategies in
mental health care” AND “africa.”
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“mental illness” AND “financial strategies.”
(12) Health information/technology in mental “health information in mental health care” OR
health care

“health information in mental illness” OR
“health technology in mental health care” OR
“mental

illness

and

technology”

OR

“technology systems in mental health care”
OR “health information systems in mental
health care” OR “information technology
systems in mental health care” AND “africa.”

Each search garnered well over a thousand articles based on keywords, inclusion and
exclusion criteria. The final number of articles from all research databases deemed relevant to use
in this report was 57. Articles were chosen based on whether content provided insight/answered
research questions. Similarly, articles were removed based on content not answering and/or
providing insight into research questions. Future searches will likely garner fewer articles if
specific countries are selected rather than all of Africa. For instance, there appears to be more data
available in African regions with more wealth (i.e., South Africa) rather than LMICs such as
Cameroon. Lastly, once articles were chosen, data were then extracted and synthesized into point
form and/or narrative review. Grey literature, which involved reports and web-based resources,
accounted for approximately 40 percent of the articles and were identified via Google Scholar. It
took about a week for every two search engines to find relevant research. Thus, this process took
around three weeks in January 2019 to complete.

Article selection
As alluded to above, research articles were initially chosen based on title, then by
abstract, and lastly by full-text. In terms of inclusion criteria, the defined search range was the
past 15 years, so from 2019 to 2004. Moreover, English was the selected language of choice for
the search process, and articles had to be peer-reviewed. All types of research designs (i.e.,
quantitative, qualitative, systematic reviews etc.) were also included in the search. Exclusion
criteria involved excluding articles that were not English, not peer-reviewed, and published
outside the specified date range. The target population selected were individuals with mental
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illnesses in the African population. Article selection based on title and abstract occurred
simultaneously with article searches. Articles that were chosen based on abstract were then
chosen to review. The abstract review process took the last week of January and half of February
2019 to complete.

Data extraction
Once the abstract selection was completed, the author of this report read all of the chosen
articles which met inclusion criteria. Articles were first skimmed to check the relevancy of data
and ones that were deemed relevant were stored in a separate computer folder. Relevant articles
were then thoroughly read, and key points/notes were made based on findings in a separate
document. As mentioned, once final articles were selected and read, the data extraction process
took the majority of February 2019 to complete.

DISCUSSION
This literature review was prompted by the Engage Africa Foundation seeking more
evidence of mental health/illness within the African population and context. Thus, using published
literature as evidence, this section of the report will review and explain mental illnesses within the
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African context, challenges/barriers that cause them to persist, and identification of tools/resources
that could be utilized to manage them better.

Mental illness in Africa – types and factual overview
i.

Definitions of mental illnesses

There are many types of mental disorders or illnesses, and they are grouped according to the
area or function of the body they affect. Anxiety disorders include panic disorder, general anxiety
disorder, social anxiety disorder, and phobias to specific things (WebMD, 2018). These types of
disorders are diagnosed if people who suffer from them react inappropriately to situations, are
unable to control their response, or if their anxiety interferes with normal functions (WebMD,
2018). Anxiety disorders manifest themselves in symptoms such as excessive panic, sweating,
fear, and rapid heartbeat even and especially when the situation may not be considered to be
alarming by normal standards (WebMD, 2018). Eating disorders are characterized by extreme
behaviour and emotion when it comes to food and weight matters (WebMD, 2018). People with
eating disorders majorly suffer from binge eating disorder, anorexia, or bulimia (WebMD, 2018).
Psychotic disorder symptoms are mainly delusions and hallucinations (American Psychological
Association [APA], 2019). As such, people suffering from this disorder have a distorted way of
thinking and awareness about themselves or their surroundings. Schizophrenia is the most common
psychotic disorder (APA, 2019).
Mood disorders are characterized by either alternating or persisting episodes of extreme
sadness or happiness where the most common disorders are cyclothymic disorder, depression and
bipolar disorder (APA, 2019). Post-traumatic stress disorder (PTSD) is a disorder that occurs
following the experience of a traumatic event which causes thoughts and flashbacks often
accompanied with physical symptoms of panic, fear, and sweating (WebMD, 2018). Impulse
control and addiction disorders occur when people are unable to control certain urges to do things
that may be harmful to themselves and others such as gambling, alcohol addiction, drug addiction,
kleptomania, and pyromania (APA, 2019). These disorders prove to be strenuous to relationships
since people who suffer from them tend to be so absorbed in their addiction that they ignore
responsibility.
Obsessive-compulsive disorder (OCD) is a disorder where people suffer from constant
thoughts that become obsessions which make them perform constant rituals (compulsiveness)
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(WebMD, 2018). The obsessive thoughts are mostly caused by fears which are often irrational
(WebMD, 2018). Personality disorders such as antisocial personality disorder, paranoid
personality disorder, and OCD personality disorder form the final group (APA, 2019). Personality
disorders are characterized by rigid and entirely different patterns of thinking and behaviour from
societal norms which make them inflexible and extreme (APA, 2019). Due to the rigidity and
extremity, people suffering from personality disorders may cause distress to any person relating to
them (APA, 2019).
The aforementioned groups of mental illnesses can further be broken down into various types.
For instance, depression can be postpartum depression, major depressive disorder, or persistent
depressive disorder to name but a few (APA, 2019). As such it is advisable to get a proper diagnosis
from a qualified psychiatrist. Moreover, it is possible to suffer from more than one disorder. A
person suffering from an eating disorder like anorexia could be suffering from depression as well.
In another instance, a person suffering from OCD could be experiencing an anxiety disorder at the
same time.

ii.

Mental illnesses in Africa

Mental disorders and illnesses are a leading cause of death and disease (Hendler et al., 2016).
For instance, they account for approximately 7.4 percent of the global disease burden which is
measured using the disability-adjusted life years (DALYs) (Hendler et al., 2016). In terms of the
African population, it is estimated that five percent of the entire population suffers from one
mental illness or another (Wekesah, 2013). This number is expected to rise to fifteen percent by
2030 (Wekesah, 2013). The most common mental illnesses in Africa are depression, anxiety, and
schizophrenia. Reportedly, 14.5 percent of children and adolescents in Africa suffer from one
sort of mental health illness or the other (Cortina, Sodha, & Fazel, 2012). The proportion of
countries in Africa that do not have or have not yet implemented specific mental health policies
is 46 percent (this rate was reported to WHO’s 2014 Mental Health Atlas Survey) (Sankoh,
Sevalie, & Weston, 2018). Furthermore, Africa was found to have only 1.4 mental health
workers per 100 000 population as compared to the global rate of 9.0 mental health workers per
100 000 population (WHO, 2018). Also, the rate of visits to outpatient mental health facilities in
Africa is 14 per 100 000 as compared to the global rate of 1051 per 100 000 annually (WHO,
2018).
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Further, in areas in South Africa where incidence and prevalence of HIV infections are high,
Passive Suicidal Ideation (PSI) is also high (Collins et al., 2016). PSI involves passive thoughts
about a person wanting to be dead or feeling they are better off dead (Collins et al., 2016). For
instance, in a national study conducted by Myer and colleagues, they examined the impact
AIDS-related mortality had on the population, and as much as 15 percent of mental disorders
diagnosed in the past twelve months had been attributed to knowing someone who died of
HIV/AIDS (Collins et al., 2016). For instance, knowing someone who died of HIV/AIDS was
associated with a higher risk of developing non-specific mental distress within thirty days
(Collins et al., 2016). Thus, it is evident that mental health care is particularly crucial for families
who are dealing with the loss of a loved one due to HIV/AIDS, or those who are newly infected
or even living with the infection (Collins et al., 2016). Other mental illnesses such as anxiety and
poor impulse control disorders also put these individuals at a higher risk for suicidal ideation,
and hence, attempts (Collins et al., 2016). Therefore, it is vital to acknowledge PSI and the
impact other mental illnesses have on it because it represents a populations propensity to loss of
life, which not only means a loss of workforce, but an increase in mental illness among those left
behind (i.e., family members) (Collins et al., 2016).

iii.

Who is affected most by mental illness in Africa?

The study conducted by Cortina, Sodha, and Fazel (2012), found that 1 in 7 children in
Africa suffered from significant mental health difficulties while 1 in 10 suffered from a specific
mental illness. The illnesses that were found most common were PTSD, anxiety disorders, mood
disorders, and reactive behaviour disorders. Also, the study found that children coming from
poorer households (deprived households) were at a higher risk of developing mental health
issues (Cortina, Sodha, & Fazel, 2012). It can be deduced that people from low-income
households are more at risk of suffering from mental illness than people from high-income
households. This is due to the stresses they experience from depravity. Also, previous studies on
the effects of war have indicated that exposure to such atrocities and rape are among the most
psychologically destructive forms of violence a child can suffer (Nakimuli-Mpungu et al., 2013).
In a study by Okello and colleagues, they used a Mini-International Neuropsychiatric Interview
method for comparing formerly abducted adolescents to non-abducted controls, and found that
the abducted group had a higher prevalence of mental disorders (i.e., PTSD 26.0 percent, major
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depression at 12.7 percent, and generalized anxiety disorder at 13.4 percent) (Nakimuli-Mpungu
et al., 2013).
According to (Carod-Artal, 2017), women are also more deeply affected by mental disorders
as compared to men across all levels of income. This is particularly true in African countries
where war is commonplace. This is because families are often made to live in camps which place
women and girls at higher risk for sexual violence, which results in them suffering from
tremendous mental health and psychological impacts as a result (Nakimuli-Mpungu et al., 2013).
Children have also been affected, as many are taken from their families and made to commit
horrendous atrocities against them (Nakimuli-Mpungu et al., 2013). However, according to the
World Health Organization (WHO) (2014), men in older stages of life suffer from mental illness
(depression) more than women of the same age.

iv.

Cost/ economic burden

Mental health care also only receives a median of 2.5 percent of health expenditures
worldwide (Hendler et al., 2016). These figures are even worse for low-income/resource-poor
countries; as only one percent of their health expenditures are spent on mental health care
(Hendler et al., 2016).
Moreover, the issue is even worse for many African countries, with an astonishing 70 percent
spending less than one percent on mental health care and the second most common method of
financing are out-of-pocket payments, at 40 percent (Hendler et al., 2016; World Health
Organization [WHO], 2005). Thus, these statistics represent serious concerns because the
majority of individuals living with mental illness reside in LMICs, which means most go
untreated, despite cost-effective psychosocial and pharmacological agents being in existence and
even tested in such countries (Hendler et al., 2016). This gap reinforces the lack of global
commitment to preventing and treating mental illness in LMICs via viable financing methods
(Hendler et al., 2016).
Using Alzheimer Disease (AD), Dementia, and Parkinson’s disease (PD) as research
parameters, a study conducted by Sosso and Kabore (2016) sought to show the economic burden
of mental illnesses in Africa through a review of relevant articles. The economic burden was
reached by comparing costs to death rates from AD AND PD. The researchers divided the studies
conducted into sub-groups based on the geographic regions of Africa; Northern, Western,
Southern, Central and Eastern. The researchers found that Northern, Central and Southern Africa
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had the highest prevalence rates for dementia. The high prevalence rates in Northern and Central
Africa are attributed to the conflict experienced in the areas some of which is still going on. Albeit,
AD, PD, and dementia are considered illnesses stemming from impaired mental functioning; they
are considered more neurological disorders rather than mental disorders. Nonetheless, the
aforementioned does provide valuable insights into whether a reciprocal relationship exists
between countries with higher economic burden, war, and death related to mental health
conditions.
In terms of cost burden, Tunisia and Djibouti had the highest costs of treatment for AD and
PD in Northern Africa. In Western Africa, Cape Verde has the highest cost of mental health per
capita followed by Guinea Bissau. This is also interesting, because as per Appendix B Mental
Health Atlas (2005) data, Guinea Bissau also had no mental health treatment in primary care or
community, staff were not trained to provide mental health services, there were zero mental health
beds per 10,000, zero information gathering systems to collect mental health data, and no NonGovernmental Organization (NGOs) were involved (WHO, 2005). These findings make one
wonder whether the high cost of mental health per capita is related to minimal if any mental health
services. In Eastern Africa, the countries found with the highest mental health costs per capita were
Comoros, Seychelles, and Mauritius.
Further, using the Mental Health Atlas (2005) data again, it is identified that Comoros is similar
to Guinea Bissau in that it too has some of the highest mental health costs per capita but little to
no mental health services such as zero psychiatric beds, no assistance from NGOs, and zero mental
health infrastructures such as information gathering systems and hospital and community supports
(WHO, 2005). However, Mauritius and Seychelles also have the highest mental health costs per
capita, and as well as many supports in terms of mental health care and infrastructure (i.e., 9.5 and
7.7 psychiatric beds per 10,000 population, respectively (WHO, 2005). Based on this information,
it appears that there may be a two-fold reason for countries having high mental health costs per
capita, they include: (1) they either have high costs because they invest financial resources into
mental health services, or (2) they do not invest in mental health services, and as a result, there is
a high number of individuals requiring/seeking health care services due to their mental illness not
being treated and managed effectively. This reasoning appears to be further substantiated by the
fact that citizens of Mauritius and Seychelles have full health coverage, whereas citizens of
Comoros and Guinea-Bissau either pay mostly or entirely out of pocket (WHO, 2017). Moreover,
Mauritius and Seychelles likely have higher costs per capita because more citizens can receive
care due to having universal health coverage. Whereas those in Comoros and Guinea-Bissau likely
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have high costs per capita because many go untreated due to citizens having to pay mostly or
entirely out of pocket (See Appendix A.). The rest of the countries in Eastern Africa fall under the
same range of cost. In Central Africa, Sao Tome and Principe show the highest mental health cost.

v.

Lack of mental health supports

Interestingly, Mental Health Atlas (2005) findings, demonstrate limited mental health supports
exist for Sao Tome and Principe (WHO, 2005). Cameroon, Angola, and the Congo Democratic
Republic have negligible costs for mental health. In Southern Africa, Swaziland has the highest
mental health cost. Again, using the Mental Health Atlas (2005) data, Swaziland is also one of the
Southern African countries with limited if any mental health services (WHO, 2005). Likewise,
suicide mortality rate (SMR) per 100,000 population found in the Mental Health Atlas (2017) chart
in Appendix A, also depicts similar findings; as Sao Tome and Principe had one of the lowest
SMRs at 2.3, and Swaziland and Guinea-Bissau had the highest SMRs at 13.3 and 14.5 (WHO,
2017). Thus, based on these findings, it is quite apparent that a link exists between mental health
care expenditures and minimal mental health care services, it is just unclear what is propagating
it.
Moreover, Cousins (2014), reviews mental health illness in Northern Africa using depression
as the leading parameter. According to the article, the highest DALY rates were found to be in
North Africa where more than five percent of people suffer from depression. Both Sosso and
Kabore (2016) and Cousins (2014) found Northern Africa to have the highest mental illness
prevalence. Also, similar to Sosso and Kabore (2016), Cousins (2014) finds that a high attributing
factor to depression in Northern Africa is the result of conflict experienced in the region. Unique
to the article, is that the author discusses the measures taken by NGOs regarding mental health for
refugees in conflict-stricken areas which is almost dismal in this case. Most NGOs focus on basic
needs such as food and shelter while the United Nations High Commissioner (UNHCR) only
supports a small number of victims suffering from depression and other mental illnesses (Cousins,
2004).
It is also revealed in the literature that in remote parts of Western Africa, psychiatry is mostly
unknown. Here, cultural and religious beliefs, attitudes, and perceptions make up for the lack of
scientific knowledge. As such, most people living in the areas result to Christian church camps
(often called religious retreats) for the mentally ill (Carey, 2015). Family members who are unable
to cope with their ill loved ones make the choice of taking them to such camps against
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governmental warnings and efforts. The mentally ill are chained to either to trees or posts and are
constantly prayed for which is the only intervention that takes place (Carey, 2015). The article
gives a unique insight into the influence of the lack of knowledge regarding mental health on the
attitude of Western communities to mental illness and especially low-income families in rural
areas.
Gberie (2017) gives a statistical overview of the mental illness crisis in Africa through a
country by country description. Six countries are discussed in the article each from a different
African region. From Eastern Africa, Kenya is said to have approximately 80 psychiatrists, 30
clinical psychologists and 500 nurses of which only about 250 work in mental health care (Gberie,
2017). The author states that a quarter of the Kenyan population suffers from mental illnesses
ranging from depression, severe anxiety, bipolar disorder, to psychotic disorders. In terms of
accessibility to mental health care, 70 percent of good mental health facilities are located in the
capital city Nairobi (Gberie, 2017). Representing Southern Africa, only about fourteen percent of
South African citizens have proper access to mental health facilities, yet the country has 22
psychiatric hospitals and 36 psychiatric wards in general hospitals (Gberie, 2017). Only a third of
the 14 percent of people with access to mental health care suffer from mental illness which means
that 75 percent of mentally ill individuals lack the same access (Gberie, 2017).
Nigeria, Liberia, Ghana, and Sierra Leone represent West African countries in the article with
Nigeria having lower rates of psychiatrists to mentally ill patients (Gberie, 2017). As such, less
than 10 percent of mentally ill individuals have access to mental health care in the country (Gberie,
2017). Ghana has much better rates with the introduction of the Mental Health Act (Gberie, 2017).
Sierra Leone faces challenges having only one psychiatric hospital with only 75 patients the
majority of whom are men living in poor conditions (Gberie, 2017). Furthermore, the hospital has
only three psychiatric nurses and no other mental health conditions (Gberie, 2017). Similarly,
Liberia has only one psychiatrist and psychiatric hospital (Gberie, 2017).
The situations in Liberia and Sierra Leone are attributed to conflict similar to the abovediscussed articles. The article discusses some social determinants of health unlike any other
discussed before such as unemployment and violent crime as risk factors for mental health
especially in Nigeria, South Africa, and Kenya. Similar to Carey (2015), Gberie (2017) also
touches on the tendency of Africans to view mental illness from a cultural perspective as the work
of supernatural activity. As such, most families resort to traditional healers or spiritual leaders to
treat mentally ill patients/family members.
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Influence of mental health law, culture and traditional healers

Additionally, mental health law reforms discussed during the United Nations Convention aim
to shift mental health care from an institutional level to community-based level. The article by
Bartlett, Jenkins and Kiima (2013), relates limited financial resources to minimal specialist mental
health care and inadequate or short supply of medical drugs used to treat mental disorders. Other
challenges to mental health care according to Bartlett, Jenkins, and Kiima (2013) include
inadequate formalized specialist community support programs due to the unproportioned patient
to specialist ratio. This can also be seen in the Mental Health Atlas (2005) data, as many countries,
particularly those in Central, Northern and Western African, have minimal if any community
supports and/or specialists. Also, the presence of traditional and indigenous healers in mental
health care have known to pose challenges when they are not adequately trained (Nortje et al.,
2016).
In addition, although traditional healers do form a significant part of the workforce, and many
people in developing countries do seek their assistance with mental health complaints, it has been
difficult for mental health researchers to discern whether their practices are as effective as
conventional medicine practices (Nortje et al., 2016). This is a difficult task for researchers because
conceptions of mental illness differ significantly between cultures, it is unclear whether psychiatric
labels/outcomes are universally understood, and the Western mind-body distinction is not always
present in healing traditions (Nortje et al., 2016). For example, in traditional healing methods,
depression is not often viewed as a mental illness, and psychosis is often explained in spiritual
terms (i.e., possession or bewitchment) (Nortje et al., 2016). Thus, because many traditional
healers are not trained in the Western way of interpretation and treatment of mental illness, it
appears to be viewed as a “challenge” in the literature; as it has not been clearly identified how the
traditional healer’s role improves mental health outcomes in the traditional sense (Nortje et al.,
2016). Therefore, to discern the role and effectiveness of traditional healer’s in mental health care,
it is suggested in the literature that more research be conducted in this area, particularly in regards
to quantitative analysis to improve the validity of findings.
Further, cultural practices seems to be a re-emerging challenge to employ in mental health care
effectively. Bartlett, Jenkins, and Kiima (2013) propose the tailoring of mental health care systems
and laws to account for cultural practices across Africa; as this will lead to greater public
acceptance and integration into health care systems. Further, another compounding issue in the
lack of culture being implemented into mental health care planning, laws, policies and care
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involves the fact that since mental illness is hard to translate in English; it is inevitably harder to
translate into distinct cultural meanings (Workneh, 2016). Thus, to successfully implement culture
into mental health care, it is critical that proper translation of mental health issues occurs; since
sadly, not all African stories translate well into mainstream media and/or Western approaches
(Workneh, 2016).
This is where traditional/Indigenous leaders should be utilized, as not only are they trusted by
their communities but they can act as gatekeepers between mental health professionals and
community members; leading to better understanding between parties, and higher uptake of mental
health services as a result. Furthermore, as per Mental Health Atlas (2005), in a low-income
country such as Tanzania, it is found that along with mental health coordinators, and psychiatric
rehabilitation units; villagers are also managed by a network of traditional healers. This is
important because Tanzania has a lower SMR than other alike countries (i.e., Congo, Uganda,
Comoros, Rwanda etc.), which could be attributed to this multi-disciplinary approach (i.e.,
utilization of traditional healers in the provision of mental health services). Moreover, in a
systematic review conducted by Nortje and colleagues (2016), it was indicated that mental
disorders such as depression, anxiety, somatization, and those who exhibit interpersonal and social
difficulties are most likely to respond to traditional health interventions. Also, in a German study,
it was found that spiritual ceremonies were found to increase the mental, spiritual, and physical
quality of life of participants (Nortje et al., 2016).
Further, Patel (2011) indicates that in a fellow researcher’s thesis review paper called Global
Health Action, it was found that patients in Uganda were found to be concurrently receiving
treatment from both the biomedical sector and traditional healer sector (Patel, 2011). In addition,
the authors suggested that because many African countries have a notably sizeable biomedical
treatment gap, and skilled mental health human resources; traditional healers could/should be used
as complementary practitioners when there is minimal access and/or affordability of biomedical
care as well as skilled practitioners (Patel, 2011). Albeit, Nortje and colleagues (2016), also found
that traditional healers were not as effective when it came to treating severe mental disorders such
as schizophrenia and bipolar disorder. However, despite this finding, Patel and Abbo’s research
continues to demonstrate that despite growth in the awareness of biomedical perspectives to treat
mental illnesses, a substantial amount of Africans are still choosing to seek help from traditional
healers (Patel, 2011). Thus, based on the evidence provided, it appears there is a place for
traditional healers in mental health care, there just needs to be more evidence to support their role
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as well as better understanding and support on the part of health care providers, governments, and
policy developers.
In a book by Akyeampong, Hill, and Kleinman (2015), a unique disorder known as
somatization is described. Somatization involves the expression of mental distress through
physical symptoms (Akyeampong, Hill, & Kleinman, 2015). According to other literature,
however, somatization is not considered a mental illness but a symptom of it (Bressert, 2017).
Albeit, this is important to remark upon since those who do not understand mental illness may
identify more with symptoms physically— particularly those affected by war—rather than a
mental condition per se. For example, in a war-torn country such as Eritrea, it has been reported
that many citizens identify with mental distress in terms of physical symptoms but not necessarily
as a mental illness (Medecins Sans Frontieres [MSF], 2018). This is why it is essential for those
providing care to be attuned to mental illness symptoms since some may explain symptomology
in terms of somatization or physical symptoms when in fact they are suffering from a mental
illness. The book also addresses and provides newer insight on children and adolescent mental
illness in Africa, women and mental health self-reporting in Ghana, the mental health state of
health care professionals in Sub-Saharan Africa, and lastly, the mental health of war-affected
children in Sierra Leone. Once again, the issue of traditional healers regarding their prominent role
in mental health care in Africa continues to come up.
vii.

Other contributing factors in weak health systems

Thus, the majority of mental health challenges identified above are likely attributed to overall
health care worker shortages and weak health systems that lack adequate preventative and curative
health care services, as well as promotion programs (Pfeiffer et al., 2008; Chen et al., 2004). Also,
many health systems either fail to or inadequately define health in a way that is all-encompassing
(American Public Health Association [APHA], 2008). Meaning, these health systems focus solely
on the absence of disease or infirmity rather than adopting the WHOs broad definition, which
encourages health systems to adopt curative, preventative, promotional and rehabilitative services
(APHA, 2008). For instance, looking at the Mental Health Atlas (2005) data again, many countries
have NGOs that focus on these systems, mainly promotional and rehabilitative; but governments
also need to create mental health services that are geared toward these systems. By adopting this
broad array of services, health systems can then begin to broaden their definitions of how health
and wellness should be defined—which is a complete state of physical, mental, and social wellness
rather than the absence of disease or infirmity (APHA, 2008). Thus, by governments, in particular,
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adopting broader, more inclusive system definitions, mental health services and programs will
become more inclusive, and hence, capable of tackling crucial public health issues such as this
one.
Another essential factor which could be contributing to the lower percentages of prevention
and treatment of mental illnesses in Africa is that of global climate change. For instance, because
global climate changes result in higher temperatures and increased rainfall, this inevitably, not
only leads to more natural disasters, but it is also the primary cause of crop failure. These are
important considerations when it comes to health-related impacts because they are a leading
cause of health issues such as malnutrition, mental illnesses, premature mortality, injuries, the
development and spread of water and food-borne illnesses, an increased prevalence of water and
food insecurity, and last but not least, limited access to health care services (The World Bank,
2019). It is important to acknowledge the impact global climate change has on the exacerbation
of such health-related issues because these are health issues that also disproportionately impact
resource-poor countries. For example, take mental illness and global climate change, there has
been a growing amount of literature to suggest that both direct and indirect causal pathways
impact the development of this critical public health issue (The World Bank, 2019). This is in
part due to the psychological consequence of such disasters, as well as economic losses (i.e., a
drought may be the precipitant of a farmer's suicide; migration and forced displacement along
with physical impairments/illnesses can cause populations to experience severe mental anguish
leading to the development of mental health issues over time) (The World Bank, 2019).
LMICs—which include many African countries—also tend to be more vulnerable to the effects
of global climate change because they tend to lack adequate availability of essential services
and/or have weak health systems already in place. This ultimately exacerbates social, economic
and demographic inequalities; further straining health systems, especially mental health systems.
Therefore, in considering the above literature, some findings and conclusions are common
across the board. The most common issue addressed is the concept of African culture (and
especially traditional healers) and its influence on mental health care treatment in Africa.
Another conclusion among most of the studies is that LMICs tend to have the highest prevalence
of mental illness. The most common challenge facing mental health care delivery identified in
the review is limited resources, which strings along a myriad of other related challenges.
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Challenges/barriers to mental health care
Mental illnesses in Africa have remained a silent disease since it has long been neglected
in society as well as on many health and development agendas (ILAKenya, 2016). The situation
is a result of a number of factors including; the stigma against those suffering from mental illness,
ignorance regarding the nature and extent of mental illness, and wrong beliefs that mental illness
(if they do exist) are untreatable (The Conversation, 2018). Due to stigma and discrimination,
people suffer in silence. Thus, the challenges facing mental health in Africa are widespread
especially in terms of barriers to the treatment of mental diseases. While some challenges are
associated with social and cultural contexts, others are associated with the economic and
development inequalities (disparities) common to the developing state of the majority of African
countries (Monteiro, 2015).
The first challenge to mental illness treatment in Africa is the low priority of mental health
accompanied by a resulting lack of definitive mental health policy. According to Monteiro (2015),
44 percent of African countries do not have a mental health policy that is approved or updated
despite mental health being one of the areas mentioned in 80 percent of African countries’ general
health policies. Mental health policies are crucial since they provide service planning for the
prevention, treatment and improvement of mental health care as well as guidelines for the
integration of mental health care. Some countries simply do not have a specific mental health care
policy while others have it, but it is either not practical or has not yet been implemented into all
levels of society (especially rural areas). The Mental Health Atlas (2017), identifies which
countries have or do not have specific mental health care policies. As such, most countries lack
practical structures to implement mental health care.
Consequently, gaps in mental health care treatment are likely to persist, hence worsening
the situation. Policy developers in Africa are primarily challenged by the fact that they do not
perceive mental health to be a serious epidemic in the continent. Furthermore, they are mostly
unconvinced on the adverse effects of mental health on the economy. This disbelief makes it
even more difficult for formal policies to be developed and enacted.
Lack of funding, as well as poor health infrastructure, poses another challenge to mental
health care in Africa (WHO, 2005). Most African countries are developing, which means that the
majority of their citizens fall under the low to middle-income group (i.e., LMICs). As such,
dismal spending is done on mental health because there are issues considered to be more urgent
such as food security and non-communicable diseases. According to Monteiro (2015), most
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African countries spend only one percent of their already tight health budgets on mental health
care. This translates to an estimate of 25 cents per person as compared with high-income nations
that spend approximately two dollars per person. Mental disorders severely affect an individual’s
ability to work and subsequently earn money. Similarly, mental disorders negatively affect
individuals’ life expectancy. As such, the reduced ability to earn money due to a mental disorder
means the individual is not able to afford proper mental health care hence reducing life
expectancy. The relationship between mental health and poverty is also cyclical, as conditions
such as lack of income, poor housing and food scarcity further increase the risk of mental illness
in affected populations (The Conversation, 2018). Contrarily, living with a mental illness has
also shown to lead someone to drift into poverty through increased healthcare expenditures (The
Conversation, 2018).
For instance, it is evident in Appendix A, that those of low-income status, and have little
or no health coverage tend to have the highest prevalence rates of total cases treated for severe
mental disorder as well as the highest SMRs (WHO, 2017). Further, these countries also have
fewer resources to combat mental disorders, such as the lowest rates of psychiatrists and a total
number of mental health professionals per 100,000 population (see below graphs) (WHO, 2017).
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Moreover, a lack of comprehensiveness, transparency, the absence of community
participation, and a dearth of accountability and capacity building management (Travis et al.,
2004; Institute of Medicine, 2007; Ooms et al., 2007) further impedes the provision of adequate
mental health services, and ultimately, delivery of appropriate public health services.
Additionally, another common thread throughout the African continent is the fact that it
tends to score lower than other continents when it comes to mental health resources. For
example, when it comes to mental health expenditure per capita in US dollars, Africa scores the
lowest of all other continents at 0.1, whereas the Americas is 11.8 and Europe is 21.7,
respectively (WHO, 2017). Also, when considering the source(s) of payment for mental health
services, Africa is almost a fifty-fifty split between the percentage of countries where persons
pay mostly or entirely out of pocket versus percentage of countries where persons pay nothing or
at least 20 percent towards the cost of mental health services (WHO, 2017).
Regarding health infrastructure, many African countries have a similar health care
structure. Small rural villages are served by health posts or small dispensaries (Monteiro, 2015).
The very remote villages often have no health outposts or are served by mobile clinics (Monteiro,
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2015). Towns are served by health centres, and finally, there are regional level hospitals that
provide specialist care upon referral (Monteiro, 2015). More often than not, specialists are found
at the regional level or health centre level rather than the outpost level (Monteiro, 2015). This
leaves citizens with the burden of travelling to regional or town level health outlets for specialist
care. The poor infrastructure and inaccessibility to health care make the situation even harder for
mental health patients especially since most of the health facilities are not equipped to handle
mental health issues. For instance, according to Monteiro (2015), there are only .034 psychiatric
hospital beds for every 1000 people in Africa. The countries that have better capacity in terms of
staffing and equipment have still not yet reached the threshold to be considered sufficient for their
respective populations. Furthermore, patients with symptoms of mental illness may be
undertreated, mistreated, or misdiagnosed due to the poor infrastructure making prevention and
primary and secondary intervention to be inadequate or to lack entirely.
Stigma, discrimination, and human rights abuses are another challenge facing mental health
care (Wekesah, 2013). The social and cultural beliefs, ideologies, and practices in many African
countries contribute significantly to the stigma and discrimination faced by mental health patients
(Lund et al., 2011). This stigma and discrimination often lead to infringement of the human rights
of mentally ill people. People fear what they do not understand. As such, negative attitudes,
uninformed beliefs, and perceived stigma regarding mental illness result in negative responses
towards the people affected. This, in turn, leads to low self-esteem, low self-efficacy, impeded
growth and potential of individuals suffering from mental illness (Monteiro, 2015). Stigma causes
people suffering from mental health to refrain from seeking treatment, contributes to
discrimination, and causes self-stigma. Societal stigma can also spread to the very people who are
supposed to provide mental health care making them reluctant to invest their resources on
treatment because they view people suffering from mental illness lowly (Monteiro, 2015). Such
cases lead to ill-treatment of mental health patients, such as being locked in rooms, poorly fed, and
in some cases physically assaulted, which further perpetuates symptoms of psychological distress
(ILAKenya, 2016).
Another challenge facing mental health care is the insufficient number of trained
specialists (Caulfield, 2015). There are inadequate personnel to assess, diagnose, and treat mental
illnesses throughout Africa. The inadequacy can be attributed to lack of relevant courses to
provide quality mental health care in local education institutions, brain drain to the West, poor
pay of available professionals resulting in low morale, stigma towards mental illness, and
inadequate funds to hire sufficient personnel (Caulfield, 2015). Appendix B highlights this
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challenge nicely by identifying which countries do not have adequate mental health training
and/or specialized personnel to provide care. Paraprofessional training or task-sharing in mental
health care, though largely unpracticed in Africa, could significantly solve the inadequacy of
mental health care personnel (Musyimi et al., 2017). This is of critical importance since Africa
has the lowest median number of mental health workers per 100,000 population, at 0.9 versus 50
in Europe, or 10.9 in the Americas (WHO, 2017).
Lack of culturally aligned mental health and evidence-based assessment and treatment has
contributed to the failure of mental health care in Africa (Monteiro, 2015). For the concept to be
well integrated into society, cultural attitudes or perception towards mental illness should be
understood first. This will in turn help to understand the cultural context of assessing, diagnosing,
interpreting, and treating mental illness. Indigenous concepts should be used in place of Western
screening instruments as long as they positively and professionally yield the same result(s)
(Monteiro, 2015). As such, tools should be tailored for local and cultural African contexts.
The lack of legal protection whereby mentally ill patients lack individual rights makes them more
exposed to stigma or abuse (Caulfield, 2015). Further, lack of equity in terms of mental health care
in rural and urban areas exhibits large disparities where people in remote areas either have very
little or no access to mental health care since most facilities are found in towns. However, a
contributing factor may be that in order to supplement the poor pay given, mental health care
specialists often set up private practices where they give better care to those who can afford it
(Monteiro, 2015).
As explained above, the basis for any country’s mental health care reform is a specific
mental health care facility enacted by the government as well as an admission that mental health
is a health issue. A few countries in Africa do have a specific health policy or law passed by the
government. For instance, in March 2012, Ghana (West Africa) managed to pass the Mental Health
Act 2012 bill into law (Doku, Awusu-Takyi, & Awakame, 2012). The act recognizes mental health
publicly as a health issue and advocates for the protection of the human rights of people suffering
from mental illnesses (Doku, Awusu-Takyi, & Awakame, 2012). Another instance is Kenya (East
Africa) which passed a mental health policy bill into law in 2015 (Doku, Awusu-Takyi, &
Awakame, 2012). The Mental Health Policy 2015-2030 seeks to straighten out the previously
existing laws in mental health care that had been highly neglected (Merab, 2016).
However, even with the new Acts, there are still challenges foreseen in their
implementation. First, organizational challenges in the mental health care system are foreseen
whereby various disputes and ideological differences may cause problems in the implementation
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of the Act (Doku, Awusu-Takyi, & Awakame, 2012). Social service is the second challenge to the
implementation of mental health policies (Doku, Awusu-Takyi, & Awakame, 2012). Under most
Acts, psychiatric rehabilitation is considered to be under social welfare, and therefore social
services are required for implementation (Doku, Awusu-Takyi, & Awakame, 2012). However,
most African workforces cannot provide adequate and well trained social workers either due to
lack of funds or the capacity to hire and train workers (Doku, Awusu-Takyi, & Awakame, 2012).
There are also legal and judicial challenges related to mental health care implementation.
The extent of the few available NGOs and human rights lawyers on the representation of cases
regarding human rights breaches to people with mental illness is uncertain. Moreover, legal forums
where affected people can bring their cases forward are unavailable (Doku, Awusu-Takyi, &
Awakame, 2012). Apart from the lack of judicial forums and legal representation, almost none of
the universities in Africa provide studies on health law whereby legal professionals can be trained
to represent people on legal health matters (Doku, Awusu-Takyi, & Awakame, 2012).
Added to the list of challenges faced in the implementation of mental health care facilities
are inadequate mental health human resources. These include occupational therapists, nurses,
doctors, psychologists, mental health social workers, and psychiatrists who are supposed to be
supported by relevant legal practitioners and mental health policy administrators (Doku, AwusuTakyi, & Awakame, 2012). Moreover, current human resources that do tend to exist to support
mental health efforts remain few and are often poorly motivated (Doku, Awusu-Takyi, &
Awakame, 2012). Majority of the governments addressing the shortage of mental health care
human resource have always focused on psychiatrists or psychologists neglecting the support staff
they need to implement mental health care policy (Doku, Awusu-Takyi, & Awakame, 2012).
Furthermore, some crucial sub-specialities of mental health such as addiction psychiatry, learning
disability psychiatry, forensic psychiatry, and child/adolescent psychiatry are areas that are still
waning in most African countries (Doku, Awusu-Takyi, & Awakame, 2012).
Implementation of a mental health information system is another challenge to mental health
care act application. Proper mental health service delivery requires a comprehensive and
standardized information system catering to patients, act administration, and act integration to the
grass root levels (Doku, Awusu-Takyi, & Awakame, 2012). Paper-based systems are proving to
be more and more inefficient as they are exposed to more risk factors and pose difficulties
especially when it comes to the need to access past records. Paper-based systems also take up too
much physical storage space as compared to information technology systems and tools. Therefore,
these systems need to be phased out slowly with mental health information systems. To combat
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all the implementation challenges formerly discussed, African countries require intensive financial
resources and investments. For instance, considering that most African countries only spend one
percent of their health care budgets on mental health, it is necessary to conduct mapping of
resources to identify other potential sources that could go towards mental health care (Doku,
Awusu-Takyi, & Awakame, 2012).
Moreover, there is also the issue of war which unfortunately impacts many African
countries. For instance, Liberia is a country that has suffered from a long history of political
violence and significant health challenges such as the largest Ebola virus outbreak in history—all
of which, can have both immediate and long-lasting mental health impacts (Gwaikolo, Kohrt &
Cooper, 2017). In a 2008 survey, it was indicated that 40 percent of this population had
symptoms consistent of major depression and 40 percent had symptoms consistent of PTSD
(Gwaikolo, Kohrt & Cooper, 2017). Uganda is also considered a war-torn country partly due to
the Lord’s Resistance Army (LRA) led by Joseph Kony (Nakimuli-Mpungu et al., 2013). This
uprising, as a result of the LRA, has forced many civilians (>1.8 million—mostly Northern
Uganda’s population) to live in camps, leaving them internally-displaced persons (IDPs)
Nakimuli-Mpungu et al., 2013).
Moreover, although the government has managed to sign a permanent cease-fire
agreement with the LRA, the effects of the war remain (Nakimuli-Mpungu et al., 2013). For
instance, displacement and violence can wreak havoc on economic and social structures.
However, mental illness remains one of the primary outcomes that mass violence can have on a
population, particularly PTSD (Nakimuli-Mpungu et al., 2013). This is because mental illnesses
are more often than not, triggered by trauma and conflict. PTSD remains the most prevalent
mental health condition in post-conflict settings, with a prevalence of 54 to 75 percent, followed
by depressive symptoms at 44 to 67 percent, respectively (Nakimuli-Mpungu et al., 2013).
However, the sheer fear induced by the act of war is not the only cause of mental illnesses;
the act of displacement is another perpetuating factor. For instance, by the end of 2003, it was
estimated that only half of the hospitals operating in Liberia were functioning (Gwaikolo, Kohrt
& Cooper, 2017). Moreover, since war-torn countries such as these, also tend to have nominal
mental health facilities/services, to begin with—only about one-third of hospitals provide mental
health services—the issue is further compounded when trained workers leave and/or facilities
close (Gwaikolo, Kohrt & Cooper, 2017). Additionally, and as mentioned above, displacement
also impacts civilians, since they are forced to move out of their homes/communities, and more
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often than not, to more remote areas (Gwaikolo, Kohrt & Cooper, 2017). Thus, this further
compounds the issue of citizens being able to access mental health services adequately.
To prevent these barriers from occurring, it has been recommended that African countries,
particularly LMICs implement the following: (1) address the knowledge and clinical skills gap
evident in the primary health care worker population; (2) improve the physical infrastructure of
mental health care facilities to improve health care delivery; (3) enact mental health policies into
law; (4) acknowledge and address breaches of human rights; (5) acknowledge the influence of war
on populations, and provide support accordingly; (6) infuse culturally aligned mental health
services into care, treatment and mental health policy whenever possible; and lastly, (7)
acknowledge and implement interventions that will decrease stigma towards those with mental
illnesses, their families and mental health care providers (Gwaikolo, Kohrt & Cooper, 2017).

Mental health and social-economic determinants of health
Social determinants of health refer to the circumstances in which an individual is born,
grows, lives, and works until demise. These conditions are heavily influenced by the distribution
of power, resources, and money at local, national and global levels (WHO, 2018). Social
determinants of health contribute primarily to the inequalities seen within health care systems at
local, national, and global levels. Social determinants of mental health (SDMH) are the conditions
surrounding an individual, within which they are born, grow, work, and live which affect their
mental health wellbeing and the quality of health care that they can receive (Carod-Artal, 2017).
Health systems are influenced by social, economic, political, and environmental factors. SDMHs
could include culture, access to mass media, access to health care services, access to education,
access to economic opportunities, access to job opportunities, social support, public safety,
availability of resources to meet daily basic needs, socio-economic conditions, quality of
education, gender, ethnicity, quality of job training, transport accessibility and options, language,
social norms, social attitudes, community-based resources exposure to crime, violence or social
disorder, and residential segregation (HealthyPeople.gov, 2018) (Fisher & Baum, 2010).
The effects of social determinants on mental health can be grouped into a number of
categories. The first category is individual and socio-economic factors. According to Silva,
Loureiro, and Cardoso, (2016), the risk factors identified in this category include lower job
satisfaction, lower socioeconomic status, adverse life events, living alone, female gender, younger
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age, insufficiency of food, and immigrant status from an LMIC. These risk factors are associated
with triggering and worsening mental health disorders. The second category is considered to be
neighbourhood characteristics such as socioeconomic composition, physical environment, and
social environment (Silva, Loureiro, & Cardoso, 2016). In terms of neighbourhood
socioeconomics, more impoverished individuals were found to be more at risk for mental illnesses
such as psychosis, depression or paranoid ideation due to their neighbourhoods (Silva, Loureiro,
& Cardoso, 2016). For instance, Silva, Loureiro, & Cardoso, (2016), review studies that argue that
neighbourhood deprivation is associated with higher levels of mental disorders separate from
individual risk factors for mental disorders. Furthermore, some studies found that ethnic minorities
living within the same area had lower levels of mental disorders than those living separately.
Further, socio-economic factors are also often referred to as Social Economic
Determinants of Health or (SEDH). SEDH also pose significant challenges to health policy
makers of all countries. However, those with limited resources are negatively impacted to a
greater extent (Eshetu & Woldesenbet, 2011). One reason for this is the lack of research
conducted and interest when it comes to examining SEDHs in low-income countries (Eshetu &
Woldesenbet, 2011). Moreover, since most of the world’s poorest countries are in Africa, this
presents an incredible challenge when it comes to managing health conditions, particularly those
of chronic nature such as mental illnesses (Eshetu & Woldesenbet, 2011).
Below represents social determinants of health and economic factors as well as attributable
health inequalities as per the WHO’s (2005) Commission on Social Determinants of Health’s
(CSDH), which is used to influence and advance the health equity agenda (Eshetu & Woldesenbet,
2011). Albeit, it, unfortunately, does not adequately account for health inequalities from the
African perspective.

Source: Eshetu and Woldesenbet (2011).
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For instance, it is becoming well known that income and other socioeconomic measures
are inadequate measures of social inequality within the African context (Ichoku, Mooney &
Ataguba, 2013). This is where the Africanization of social determinants of health should be
utilized to explain the unique determinants as they apply to the African population. One reason
for this is due to the remnants of colonial institutions and occupational classification themes
derived from European contexts, and industrialized societies form the basis of current definitions
(Ichoku, Mooney & Ataguba, 2013). The issue with using European contexts to describe African
SEDH is that many households in Africa choose to use two economies, such as they may be a
teacher by trade, but a taxi driver to earn extra money (Ichoku, Mooney & Ataguba, 2013).
Similarly, a professional may have a large salary but rent an apartment in the city, whereas a
villager may have no bank account but has lots of land; however, the question remains, who is
wealthier and/or has more power? (Ichoku, Mooney & Ataguba, 2013). This is an issue because
if researchers were to utilize conventional Western/European methods of measuring SEDH, this
would yield inaccurate results (Ichoku, Mooney & Ataguba, 2013).
To better understand the Africanization of SEDH further, Eshetu and Woldesenbet (2011),
conducted an extensive literature review using papers on social and economic determinants of
health. The authors found that an evident social gradient—a measure of the social status of the
individual in terms of education, skills, occupation, income, ownership, assets, gender and sexual
orientation—was not only evident, but it certainly impacts how individuals access health and
education services (Eshetu & Woldesenbet, 2011). For instance, low income or a lack of resources
makes it difficult for certain Africans to access care due to accessibility issues, pay for services
out of pocket, as well as limits their access to everyday resources such as clean water, food and
adequate housing which can perpetuate or make mental illnesses more difficult to manage (Eshetu
& Woldesenbet, 2011). Africa is also one of the continents that continues to be affected by the
Colonial legacy, also known as the divide-and-rule mentality, which involves control of political
power and ownership in production and economic resources for a select few (Eshetu &
Woldesenbet, 2011).
African countries also tend to lack policy processes which do not account for populationspecific social determinants (Eshetu & Woldesenbet, 2011). This lack of adequate policy processes
results in interventions that fail to produce desired health and economic outcomes for African
countries (Eshetu & Woldesenbet, 2011). To prevent this from occurring, African countries need
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to prioritize developmental needs by emphasizing socioeconomic determinants rather than
focusing on achieving all set out by the CSDH (Eshetu & Woldesenbet, 2011).
Armed conflict over resources and political power gain is another critical issue in African
countries (Eshetu & Woldesenbet, 2011). For instance, this issue has a damaging health impact on
populations because not only does it result in massive deaths of innocent people, but disability,
displacement and just being present during these horrible acts of violence result in long-term
psychological trauma (Eshetu & Woldesenbet, 2011). Further, war-torn societies also tend to be at
higher risk for unequal income distributions or lower SEDH, which leads to poorer mental health
outcomes, particularly in relation to an increased incidence of stress, depression, drug abuse, and
hopelessness (Eshetu & Woldesenbet, 2011). Moreover, because war and associated violence can
cause degradation of the environment, this further perpetuates mental health issues too (Eshetu &
Woldesenbet, 2011). However, it has been suggested in the literature that good governance in such
countries can have insurmountable positive social and economic impacts.
In terms of the social environment, social capital is the main factor found to be affecting
mental health. Social capital can be described as the resources available to individuals as well as
social organization features that promote mutual benefit through trust and civic participation
(Silva, Loureiro, & Cardoso, 2016). Residents of neighbourhoods with high levels of both
structural and cognitive social capital were found to be at lower risk of mental disorder as
compared to those living in neighbourhoods with highly dysfunctional social capital structures
(Silva, Loureiro, & Cardoso, 2016). When it comes to the physical environment, factors such as
noise, rubbish, violence, poor air quality, poor residential structures, and poor quality of drinking
water are identified as those causing the worst/highest rates of mental disorders among residents
(Silva, Loureiro, & Cardoso, 2016).
Similarly, the WHO (2014) finds that the relationship between socio-economic status and
poor mental health is two way. Mental disorders lead to loss of good socioeconomic status while
at the same time, poor socioeconomic status leads to an increased risk of mental disorder. Younger
people with lower socioeconomic status have 2.5 higher rates of mood and anxiety disorders as
compared to those with higher socioeconomic status (WHO, 2014).
The WHO identifies five areas that constitute a framework for influencing mental disorder
risk and reducing mental risk, these areas include; life course, families (parents and households),
community, local services, and country level factors. The life course approach model explains
social determinants at the broader society level, macro-level context, and systems level in relation
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to life course stages (WHO, 2014). Moreover, these social determinants of mental health (whether
positive or negative) continue to accumulate as life stages progress (WHO, 2014).
Life-course spans over the following stages; prenatal, pregnancy, perinatal, early
childhood, adolescence, working and family years, and older ages (WHO, 2014). All the lifecourse stages are relevantly related to gender. During the prenatal period, mothers experiencing
poor maternal health, poor nutrition, poor environmental conditions, stress, intensive physical
labour, or mental illness are at a higher risk of giving birth to underweight or stunted (WHO, 2014).
The state of being underweight is a risk factor for depression later in life. During the perinatal
period, 20 percent of women are at risk of developing a mental illness (WHO, 2014). The social
factors related to this include partner violence, insufficient emotional support, socioeconomic
disadvantage, unintended pregnancy, age, and marital status. The early years are crucial to mental
health. Some mental illnesses are hereditary, and therefore, children whose mothers have suffered
or suffer from mental illness are five times more likely to develop mental disorders (WHO, 2014).
Socioeconomic status still plays a role at this stage since children born into families with low
socioeconomic status are disadvantaged regarding exposure, resources, and proper conditions for
healthy growth.
Later childhood years, as well as adolescence, are plagued with the same social
determinants of mental health. Furthermore, as adolescents strive to become more independent,
they may encounter risks related to drug and substance misuse which increases their risks of
developing mental illness (WHO, 2014). Often, the effects of past traumatic childhood experiences
may manifest themselves as mental illnesses at this stage. Mental health at the working and family
building stage as an adult is influenced by unemployment, availability of good maternal health,
parenthood, dissatisfaction at work, debt levels, income levels, and relative poverty (WHO, 2014).
Mental illnesses at this stage affect a broader group of people (WHO, 2014). The last life-course
stage, older people, is affected by socioeconomic status, gender, age, physical health, educational
status, and ethnicity (WHO, 2014). At this stage, mental illnesses are more prevalent in men than
in women especially in the case of depression (WHO, 2014).
The community part of the framework proposes a community-based approach of
combating mental health especially in low and middle-income regions like Africa through
interventions in primary care, humanitarian care, and the environment (natural and built) (WHO,
2014). Such actions involve task sharing and provision of mental health care support during
humanitarian crises can be incorporated into primary care and humanitarian settings. Actions such
as slum upgrading, improved housing, better waste management, mitigations of environmental
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hazards, water and sanitation, upgrade of energy infrastructure, and upgrade of transportation
infrastructure can create better living conditions and remove significant risk factors for mental
health in the immediate environment (WHO, 2014).
At the country level, the current state of social, economic, political, cultural, social norm
and environmental matters determines the conditions in which people live or are born into. The
country part of the framework recognizes the country-level determinants of social health such as
social, political, and economic instability (WHO, 2014). These determinants yield risk factors such
as unemployment, poverty, low education quality, high crime rates, lack of civic participation,
inadequate housing, and inaccessibility to health care (WHO, 2014). Moreover, these factors form
a recurrent theme in the concept of social determinants of mental health at any life stage.
Further, to fulfill SEDH in the African population, more research is required to better
understand them in the African context, health interventions need to be better prioritized and
designed based on reducing health inequalities, and since not all African nations are the same, each
should base SEDHs on their unique characteristics (Eshetu & Woldesenbet, 2011).
Acknowledgement of both historical and cultural factors are of critical importance since this
prevents discrepancies in the way of inaccurate social, economic and health dimensions (Ichoku,
Mooney & Ataguba, 2013). Additionally, once researchers and health organizations/institutions
begin to appreciate the uniqueness of SEDH in developing countries, then these health and
economic issues affecting the human race will either cease to exist or drastically narrow in interest
(Ichoku, Mooney & Ataguba, 2013).

How receiving a diagnosis of non-communicable disease (NCD) can
perpetuate/contribute to mental illness
A non-communicable disease is defined as a chronic disease that comes as a result of a
combination of environmental, physiological, genetic, and behavioural aspects (WHO, 2018).
Such diseases tend to manifest themselves over long periods of times. The most common NCDs
include diabetes, cancers, cardiovascular diseases, and chronic respiratory diseases (WHO, 2018).
According to WHO (2018), NCDs affect low and middle-income countries of which most African
countries fall under. Also, WHO studies show that deaths caused by NCDs include those who are
between the ages of 30 to 69 years and from low and middle-income countries (WHO, 2018).
However, people of all ages are vulnerable to the risk factors associated with NCDs.
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Risk factors occur as a result of population ageing, unhealthy diets, and rapid and
unplanned urbanization (WHO, 2018). Risk factors may include obesity, inadequate or lack of
physical activity, increased blood glucose, and high blood pressures (WHO, 2018). Unhealthy
diets including drug and substance abuse fall under another class of risk factors called modifiable
behavioural risk factors (WHO, 2018). They are termed modifiable because the individual can
control their unhealthy or harmful consumptions. The former group of risk factors is classified
under metabolic risk factors since they are the result of bodily responses to modifiable behavioural
risk factors (WHO, 2018).
NCDs and mental and neurological disorders (MNDs) have been cited as being strongly
related; a state referred to as comorbidity (WHO, 2018). The likely reason for this correlation is
because receiving an NCD diagnosis can trigger MNDs due to the stress caused by such a
diagnosis. Treatment of NCDs can also often be expensive due to their chronic nature and hence
require intensive financial resources for individuals who do not have Universal health coverage.
For instance, such requirements may cause immense stress to the affected individuals giving rise
to anxiety or mood disorders. Also, the treatment of NCDs requires sudden, necessary, and
imperative lifestyle changes that can cause further stress to affected individuals as well. People
with NCDs can also experience certain stigma albeit the rates are likely less than those of MNDs.
Nevertheless, this stigma contributes to self-stigma and possibly mental illness in the subsequent
periods of diagnosis.
Lack of moral support from family members or friends either due to stigma or simply due
to their physical/emotional absence, during and after diagnosis can be a precipitating factor in the
development of mental disorders. The bottom line about NCDs and MNDs is that the former can
cause the latter due to the stress resulting from diagnosis, societal reactions, lifestyle changes
required, and resources required for treatment (WHO, 2018). For instance, according to WHO
(2018), people diagnosed with heart diseases are at a higher risk of developing depression.
Additionally, the number of people who suffer from both NCDs and depression are three times
higher than those who suffer from either one separately (WHO, 2018). As such, people suffering
from both NCDs and MNDs tend to have shorter life expectancies and potential for poorer qualities
of life as a result. Therefore, to enhance the quality of life and life expectancy of populations, it is
critical that health care professionals, particularly those in LMICs, be alert to the fact that other
NCDs can cause/perpetuate MNDs.
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Tools and resources
Most of the tools and resources available to combat mental health issues in Africa appear to be
either phased out by time, in the new stages of implementation or the planning stage in the form
of recommendations and proposals. These mainly include primary care integration programs and
mental health acts.

i.

Community and human resource strategies

To combat mental illness, it has been suggested in the literature to engage policymakers,
service providers, communities and other applicable stakeholders (Collins et al., 2016).
Community supports, in particular, have been recommended as a viable strategy to prevent mental
health disorders. However, to ensure community supports are successful, it has been suggested
that all community members have equal access, as well as express non-discriminatory attitudes
toward one another (Collins et al., 2016). These factors are important to acknowledge when
building community supports because it has been found that communities with strong social ties
or social capital tend to exclude marginalized groups such as those who have mental illness(es)
(Collins et al., 2016). Further, Yeji and colleagues found that instrumental supports— those that
offer tangible supports such as financial assistance, material good and/or services— were also
associated with a lower incidence of depression among individuals with human immunodeficiency
Virus (HIV) (Collins et al., 2016). Thus, for community-based organizations/supports to be
effective at providing adequate mental health care, they need to account for the aforementioned.
Community mental health care involves a population approach rather than an individual
one. This type of approach encompasses both the population and individual, so no one is left out
(Thornicroft, Deb & Henderson, 2016). Services and supports offered using this approach strives
to encourage a person to develop a positive identity, frame the illness experience, and selfmanage the illness; whilst striving to engage families, communities and organizations that
surround the person, in an effort to enrich social engagement and network of supports
(Thornicroft et al., 2016).
This type of approach is gaining popularity in the provision of mental health services,
particularly LMICs because it tends to view patients/individuals in a socio-economic context
(Thornicroft et al., 2016). Moreover, it also focuses on open access and team-based services, a
systemic view of service provision, cost-effectiveness in populations, and takes a more long-
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term, life-course perspective (Thornicroft et al., 2016). Another vital tenet of this approach is its
ability to take a social justice stance, as it is profoundly concerned with not only providing
services but addressing the needs of notoriously underserviced populations (Thornicroft et al.,
2016).
However, although community mental health care sounds like a sound strategy in
tackling mental illnesses, particularly in resource-poor countries, it should be noted that the best
care comes from a balanced approach or model. For instance, although community supports can
offer a plethora of support for long-term management of mental illness, there is still strong
evidence to suggest that this approach cannot offer the same intense treatment that a hospital can
provide during an acute crisis (Thornicroft et al., 2016). This is where a balanced approach
comes into play. A balanced care model (BCM) or “hybrid” approach to the provision of mental
health services can be observed in the figure below. However, only high-income countries are
currently able to fully utilize this approach (Thornicroft et al., 2016).

For instance, the figure above clearly depicts the service differences between a balanced
care model (BCM) and an unbalanced care model, which as mentioned, is unfortunately often
observed in LMICs.
Moreover, as per Thornicroft and Tansella (2013), the pioneers of the BCM, the figure
below also illustrates the treatment discrepancies that can occur when using a BCM approach
versus not using a BCM approach.
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To develop the BCM, Thornicroft and Tansella (2013) conducted a review of relevant
peer-reviewed evidence and a series of surveys which included opinions of more than a 170
experts with direct experience of global mental health care systems. Findings revealed that in
order to implement an effective BCM into the middle income population, it should include the
following: outpatient/ambulatory clinics, community mental health teams, a proportion of acute
in-patient care beds allocated to mental health patients, availability of community-based
residential care services and the implementation of supportive employment models to keep
individuals engaged in the workforce (Thornicroft & Tansella, 2013).
Whereas, developing a BCM approach in low-income countries—where resources are
often nil or non-existent—involves investment into training staff in primary and community
settings (Thornicroft & Tansella, 2013). Training should involve: case finding and assessment,
brief talking, psychosocial treatments and pharmacological treatments (Thornicroft & Tansella,
2013).
Staff training could also be referred to as capacity building. Capacity building means
training providers so that they are better equipped to deal with mental health issues (Wekesah,
2013). Integrated mental health systems are also being promoted in the literature as effective care
strategies since they combine primary health care and community care into one setting, or a
system that works together (National Institute of Mental Health [NIMH], 2017). Further, due to
the enormous scarcity and inequality in the distribution of mental health professionals/specialists,
particularly in LMICs—1.18 million to be exact—Mendenhall and colleagues (2014), have
suggested utilizing a task-sharing approach to improve mental health service delivery. This
approach should be considered since the gap between the availability and need for mental health
services is as high as 90 percent in LMICs such as Ethiopia (Mendenhall et al., 2014). The
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approach involves non-specialist providers delivering mental health care services (Mendenhall et
al., 2014). Task-shifting or task-sharing involves redistribution of mental health services so that
services can be provided by a mix of specialist health professionals such as psychiatrists, and
non-specialist workers in primary and community settings (Mendenhall et al., 2014). This
approach has also been referred to as clinical capacity building, which means a heterogeneous
concept wherein mental health specialists supervise non-specialist nurses and physicians
(Mendenhall et al., 2014). An example would involve, non-specialists in the community learning
to identify mental illnesses and then referring these individuals to primary health care services to
receive treatment (Mendenhall et al., 2014).
This approach has also demonstrated acceptance in the following five African LMICs:
Ethiopia, India, Nepal, South Africa and Uganda (Mendenhall et al., 2014). However, to be
effective and deemed acceptable by these LMICs, Mendenhall and colleagues (2014), found that
the following conditions had to be met, they include: increased numbers of human resources and
better access to medications, ongoing supportive supervision at community and primary levels,
sensitivity and awareness of socio-cultural contexts, and lastly, adequate training and
compensation of care providers (Mendenhall et al., 2014). Moreover, this strategy is indeed
worth considering in the provision of mental health services, particularly for policy-makers and
service providers in LMICs, as well as mental health researchers (Mendenhall et al., 2014).
Albeit, other literature has suggested that capacity building among policy-makers has often been
unsuccessful (Keynejad et al., 2016). For example, in a qualitative study involving national and
regional stakeholders in Ghana, South Africa, Uganda and Zambia, low perceived legitimacy of
the problem of scaling up mental health services and inadequate government support were
identified as factors perpetuating the low priority given to mental health care (Keynejad et al.,
2016). Therefore, although capacity building sounds like a viable strategy, policy-makers must
also be engaged, and hence, convinced it is a legitimate intervention for it to be successful.
Thus, the above offer important strategies not only because they address ways to improve
mental health care delivery, but because they are strategies that can be geared toward regions
where mental health care services are nil or non-existent, such as many LMICs.
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Utilizing a ToC approach to plan/scale up mental health services into primary
care

Another approach that has been mentioned in the literature as a viable solution to improving
unmet mental health services in LMICs is referred to as scaling up of mental health care through
the integration of mental health services into primary care (Hailemariam et al., 2015). In order to
do this, Hailemariam and colleagues (2015) suggest utilizing a Theory of Change (ToC)
approach. The ToC development process involves engagement with key stakeholders from
diverse backgrounds in the form of workshops (Hailemariam et al., 2015). Key stakeholders
involve the inclusion of representatives from the community, faith/traditional healers,
community associations, non-governmental organizations (NGOs), all levels of government,
post-secondary institutions, and health care specialists such as mental health nurses, social
workers and psychiatrists (Hailemariam et al., 2015). Thus, this approach is particularly useful in
mental health care planning because it involves key stakeholders using their expertise to help
explain and articulate an intervention (Hailemariam et al., 2015). This approach is also very
useful in resource-poor countries (Hailemariam et al., 2015). In the study by Hailemariam and
colleagues (2015), the researchers had a total of four ToC workshops with 46 participants, what
they found was not only were participants highly motivated to participate in the approach, but
other crucial mental health planning factors were identified, such as key opportunities, and
barriers to implementation and how to overcome them (Hailemariam et al., 2015). These
workshops also led to the development of mental health care maps which assist in care planning
and intervention implementation (Hailemariam et al., 2015). Mental health screening is another
important strategy that should be a part of the primary health care package—as it will make
treating mental illnesses more affordable and cost-effective (Wekesah, 2013).

iii.

Utilization of HMIS/HIS/eHealth to improve mental health care

A common issue among resource-poor countries is that they all face great policy, human
resource and health governance challenges (Upadhaya et al., 2016). These challenges lead
technological systems—used to develop and manage data collection, reporting methods, and
dissemination processes— to be either weak, nil or completely absent (Upadhaya et al., 2016).
Poor infrastructure further compounds the lack of development of these systems, as even if
funding is available, it does not account for support and training variables (Upadhaya et al.,
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2016). Another issue that remains is the lack of literature on the impact of such technology
systems on mental health care in these contexts. These technology systems are often referred to
as health management information systems (HMIS) and health information systems (HIS)
(Upadhaya et al., 2016). They are vitally important—particularly when it comes to the delivery
of mental health services in LMICs—because they provide reliable and timely information that
can be used to guide treatment and resource demands. HMIS, in particular, has the potential to
enhance many facets of health care, such as governance, transparency, accountability evidencedbased decisions making, quality of services and performance-based financing strategies that are
aimed to meet the needs of the intended population (Upadhaya et al., 2016). This is why HMIS is
of particular importance in LMICs, as it is intended to target the needs of the population, and
ultimately, prevent the far too often occurrence of poor health outcomes.
Further, HMIS can strengthen mental health systems because of their ability to review
and collect information on the existing state of affairs of mental health within HMIS, as well as
provide mental health professionals and advocates with reliable data collection, used to highlight
the breadth of the situation (Upadhaya et al., 2016). Thus, to enhance mental health within HMIS
and LMICs, a research programme known as the ‘Emerging mental health systems in low and
middle-income countries’ (EMERALD), has been developed to field test mental health indicators
to monitor the performance of the mental health component of the system (Upadhaya et al.,
2016). To do this, a situational analysis is required to investigate the current state of HMIS, and
its mental health components (Upadhaya et al., 2016). Upadhaya and colleagues (2016),
performed a cross-country situation analysis to investigate these components further. The
researchers investigated countries within the Emerald countries which represents two continents,
Africa and Asia, as well as chose Emerald countries from the different income levels (i.e., uppermiddle-income- South Africa, lower-middle-income- Nigeria, and low-income, Ethiopia and
Uganda) (Upadhaya et al., 2016). The researchers found that none of the countries possessed a
separate mental health information management policy, and there were limited human resources
and/or minimal expert staff due to a lack of training (Upadhaya et al., 2016). Data collection also
focused more on individual information such as those who have mental illnesses rather than
mental health system information (i.e., number of workers trained in mental health, number of
available mental health beds, admission rates, and number of individuals utilizing social security
funds) (Upadhaya et al., 2016). These findings are also consistent with findings observed in the
Mental Health Atlas (2005) data in Appendix B., as many LMICs in Africa, such as in the East—
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Rwanda, Ethiopia, Somalia, Sudan, Kenya, Comoros, Burundi; in the West—Guinea-Bissau,
Guinea, Gambia, Cameroon; in the South—Swaziland, Zambia, Angola; and in Central— Sao
Tome and Principe, Congo, Gabon, Equatorial Guinea, Central African Republic have no
HMIS/HIS’s.
One of the reasons for the lack of mental health indicators in HMIS is likely due to the
overemphasis on communicable diseases (Upadhaya et al., 2016). By increasing awareness and
highlighting the importance of including NCDs such as mental health illnesses in HMIS, it is
hoped that government funding, policies and priorities will also begin to recognize the
population health significance of including these illnesses in HMIS (Upadhaya et al., 2016). The
researchers also recommended that for these NCDs to be included in HMIS, there needs to be
more management level clarity on organizational and system-level changes in the development
process (Upadhaya et al., 2016). Information audits also need to be completed to identify
variables that would either facilitate or inhibit the adoption of mental health information within
HMIS (Upadhaya et al., 2016).
Moreover, attitudinal behaviours of policy-makers, planners and health workers’, need to
be investigated to discern their willingness to implement mental health information into HMIS
(Upadhaya et al., 2016). Human resource capacity in the way of training staff to collect and
report accurately is another poignant recommendation, along with developing a data handling
mechanism at all levels of health care (Upadhaya et al., 2016).
Another critical technology in mental health care is the adoption of eHealth technology.
eHealth is an important technology because it offers a way to facilitate communication between
care provider and patient (Reiners, Sturm, Bouw & Wouters, 2019). It offers an exchange of
information method, as well as enables the facilitation of patient self-monitoring, which is
particularly important in the management of chronic diseases (Reiners et al., 2019). Further, in
cities with fewer medical facilities, greater use of eHealth was evident (Reiners et al., 2019).
This is relevant since a large percentage of African countries tend to have the majority of their
populations living in rural areas and/or have few health care centres. Therefore, when it comes to
the provision of mental health care, eHealth could be utilized as a viable approach when
accessibility and/or limited access to service issues are present. Albeit, an important
consideration when implementing eHealth services, is they do not always benefit all
users/populations equally. For example, the authors found that those who are elderly, black or
Latino tended to use these services less often than those who were young and Caucasian (Reiners
et al., 2019).
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It was also found that Latino and black youth were more likely to use their phones to access
the internet rather than computers like Caucasian youth (Reiners et al., 2019). Those who had
lower education levels and socioeconomic statuses were also found to be less apt to use eHealth
services (Reiners et al., 2019). Low socioeconomic status was identified as a predicting factor in
the utilization of eHealth services because it often negatively impacts individuals’ ability to
access services due to limitations in mobility/transport methods and/or computer/technology
(Reiners et al., 2019). Thus, by first acknowledging the unique needs of specific populations, it
appears that the adoption of technologies such as HMIS, HIS and eHealth can offer significant
benefits in the provision of mental health services in African populations.

iv.

Financial strategies

Furthermore, public-private partnerships (PPPs) or 3P’s are also emerging as viable mental
health care strategies. A significant strength is their ability to provide services to LMICs
(Nakimuli-Mpungu et al., 2013). Albeit many have heard of NGOs and their subsequent ability
to provide public assistance to African countries; they have been increasingly interested in more
social and humanitarian efforts on a larger scale, leaving health issues such as mental illness
management on a lower priority tier (Nakimuli-Mpungu et al., 2013). PPPs or 3Ps differ from
organizations such as NGOs because their scope of activities and partners tend to be more locally
based (Nakimuli-Mpungu et al., 2013). For instance, the first ‘P’, stands for public partnerships,
which includes governments at the National and local levels, and/or organizations such as
academic institutions and/or community groups (Nakimuli-Mpungu et al., 2013). The second ‘P’
stands for local private organizations or partners, which can either be for-profit companies and/or
not-for-profit companies such as donors (Nakimuli-Mpungu et al., 2013).
However, although PPPs have not had much exposure in strengthening mental health
services in LMICs, there is evidence to suggest that they can deliver low-cost or more financially
feasible options in the provision of mental health care (Nakimuli-Mpungu et al., 2013). Further,
since we know that LMICs suffer tremendously from a lack of resources and mental illnesses
such as depression—which remains a leading cause of morbidity and mortality— potential
strategies such as the utilization of PPPs need to be entertained whenever possible.
The following example further exemplifies the impact a PPP can have on improving
mental health outcomes. For instance, Nakimuli-Mpungu and colleagues (2013), devised a
cohort study wherein around 375 men and women with a history of war-related traumatic

Running head: MENTAL ILLNESS IN AFRICA

P a g e | 44

experiences were followed over a six-year period (2005 to 2011). During this time, participants
were enrolled in PCAF trauma clinics, which involved a series of group counselling sessions
(Nakimuli-Mpungu et al., 2013). The first session involved participants sharing their trauma
stories, the next two involved discussing their positive and negative coping skills, and in the
fourth session, participants received psycho-education on common mental, neurological, and
substance use (MNS) disorders and their complications (Nakimuli-Mpungu et al., 2013). The
expertise of social workers and traditional or faith healers were also utilized for home visits in
hopes to further improve symptom outcomes (Nakimuli-Mpungu et al., 2013). At 3 and six
months, participants were asked to partake in follow-up assessments so that their symptoms of
mental illness could be measured (Nakimuli-Mpungu et al., 2013).
In the end, it was found that not only did the PPP intervention substantially increase
access to mental health services for traumatized individuals living in rural districts, but it also
caused the population to report an overall decrease in their symptoms (Nakimuli-Mpungu et al.,
2013). Thus, given this example and other literature found on PPPs, it is evident that not only do
they demonstrate the ability to mobilize a significant amount of financial resources to tackle
neglected health issues, but they also contribute to the reduction in mental health burden in
populations that may have been neglected and/or lack funding (Nakimuli-Mpungu et al., 2013).
A National Health Insurance Scheme (NHIS) is another financial strategy gaining
popularity in the literature. This strategy would involve providing new resources by pooling
resources from private sources, which would promote equity through cross-subsidies (Ssebunnya
et al., 2018). For instance, one way to implement this is to have citizens contribute a portion of
their income (i.e., four percent) and employers would match their contribution (Ssebunnya et al.,
2018).
Results-Based Financing (RBF) is another useful financial strategy in mental health care
provision. Although RBF has received mixed reviews in the literature, many still claim it to be a
viable strategy. It entails making sure funds are available for essential health services like mental
health (Ssebunnya et al., 2018). An RBF approach that has proven to be effective in rural
communities, such as in Rwanda, involves community members making regular payments to
their local health care facility (Ssebunnya et al., 2018). This process can also involve
decentralizing services to the community, which would allow for mental health budgets and
services to be spread out in a manner that allows funds to be shared among a more significant
portion of the population (Ssebunnya et al., 2018).
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Conditional cash transfer programs offer another potential strategy to improve mental
health outcomes (Wiysonge et al., 2017). This type of program is interesting because it is set up
to give money to recipients only if they take action to improve their health (Wiysonge et al.,
2017). This strategy could be of significant benefit to those who have a mental illness because
often it is the delaying or neglecting to take action to improve one's health that leads to a
downward spiral. Vouchers—albeit, have demonstrated low-certainty evidence—may be another
strategy to increase individuals’ utilization of mental health services, especially for those who
have to pay out of pocket but cannot afford it (Wiysonge et al., 2017).

v.

Policy/governmental support

As mentioned throughout this report, policy and governmental support are certainly waning
when it comes to the delivery of mental health care in Africa. One issue mentioned in the
challenges/barriers section was the fact that individuals living with mental illnesses and their
families are often subject to human rights violations. To protect the human rights of these
individuals and their families, policy-makers and governments need to set priorities and make
decisions that are geared toward the effective and fair distribution of resources— so that mental
health issues do not continue to take a back seat to other competing health issues (Wekesah,
2013). However, to formulate effective policies, they need to be evidence-based driven; this
means reliable research is required (Wekesah, 2013). Research efforts should also not only be
directed toward understanding mental illnesses but their relationship with other health
conditions, disability and mortality too (Wekesah, 2013). Therefore, when it comes to policy
crafting and implementation, there needs to be a revived focus on mental health issues as well as
research to ensure these individuals are receiving the care and resources they require (Wekesah,
2013).
Advocacy strategies are also essential to acknowledge because they assist in reducing stigma
towards mentally ill individuals; which, unfortunately, remain at high levels among
policy/decision makers. Advocacy efforts are essential because if key decision makers do not
appreciate the burden of disease that mental illnesses pose; they will not see them as a high
priority when allocating health care funds. However, to be effective, advocacy strategies must be
completed regularly and achieve the following tenets (1) raise awareness in the community; (2)
heighten mental illness as a priority among governments, donors, and health care workers as
evidenced in greater resources; and (3) enhance treatment for service users and laypeople in the
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community (Ssebunnya et al., 2018; Hendler et al., 2016). For instance, and as alluded to
previously, much of advocacy efforts in mental health care come from raising awareness of
mental illness, particularly in community education such as convincing the public of mental
health importance, as well as reducing stigma (Hendler et al., 2016). Strengthening the business
case for mental illnesses is another essential advocacy tactic to ultimately improve service and
care (Ssebunnya et al., 2018). To accomplish this, research should focus on societal costs versus
the costs of interventions, as this would distinctly demonstrate the economic impact (Ssebunnya
et al., 2018). Some researchers have even suggested that the mental health sector should be
making more noise in the way of demands in services so that governments realize the importance
the same way the public does for other higher priority non-communicable or communicable
diseases (Hendler et al., 2016). This is where lobbying policy-makers and governments in terms
of asks come in; since if populations do not make a fuss or “ask” for what they want then they
will simply not receive (Hendler et al., 2016).
Additionally, it has been suggested throughout the literature that capacity building among
policy-makers has often been unsuccessful (Keynejad et al., 2016). For example, in a qualitative
study involving national and regional stakeholders in Ghana, South Africa, Uganda and Zambia,
low perceived legitimacy of the problem of scaling up mental health services and inadequate
government support were identified as factors perpetuating the low priority given to mental
health care (Keynejad et al., 2016). Capacity building and advocacy efforts could be
strengthened by using a multi-sectoral action approach for mental health services (Wekesah,
2013). Multi-sectorial action involves bringing government sectors, non-governmental sectors
and/or community-based organizations together to promote a health issue; in this case, mental
health (Wekesah, 2013). This is important because it is promoting public awareness on what
mental illnesses are and how to manage them, which ultimately, leads to better mental health
outcomes for those affected (Wekesah, 2013). Moreover, since it is well established in the
literature that mental health and mental disorders throughout the lifespan are vital to a healthy
life and start for children, this further substantiates the urgency for mental health promotion
efforts (Wekesah, 2013). Thus, by utilizing the above strategies, it is hoped that mental health
issues will begin to be a regular item on annual health care budgets, and be regarded as high a
priority as other illnesses (Ssebunnya et al., 2018).
To conclude, the aforementioned tools and resources offer some very viable strategies that
African countries, particularly LMICs, could utilize to improve the mental health outcomes of
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their populations; which assures they are not only receiving the mental health care they require
but deserve.

CONCLUSION
Based on the literature review and research conducted for this report, it was found that
Africa has some of the highest rates of mental illness, disability-adjusted life years (DALYs), and
deaths caused by mental illness. Mental health care services are still majorly wanting despite the
high numbers of people suffering from mental disorders. Additionally, it has been found that the
impact of African cultural practices and the role of traditional or spiritual healers have also not
been well understood in relation to the provision of mental health services. This leads to poor
uptake of services because they are not adpated to reflect culture, beliefs and traditions.
Further, due to a lack of trust of biomedical paradigms in some communities and countries,
the actual numbers of people suffering from mental disorders are not fully understood. Research
output on mental illness in Africa are also significantly less than research in other parts of the
world. This could be attributed to the perceived low priority of mental health among African
governments. The countries in Africa that have developed specific mental health policy or law also
remain incredibly few, and moreover, those that have these policies face significant challenges
when it comes to their implementation. Resource limitation is the major challenge faced by African
countries concerning mental health care.
A lack of adequate community supports and funding, along with violence/war and general
accessibility issues further perpetuate mental illnesses within African populations. Mental illness
in Africa is still a public health crisis and a mostly silent one, despite various efforts to raise
awareness of the situation. As such, governments and the informed public alike need to take this
issue more seriously. Combined with other NCDs, mental illnesses have some of the highest
mortality rates, as well as cause significant health and financial burdens for populations—and these
rates will keep rising until the situation is arrested.
To combat this serious public health issue within African countries, the following
recommendations of future areas for research and action have been suggested in the literature, they
include: exploring the synergistic relationships between other NCDs, communicable diseases and
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mental illnesses, enhancing mental health research efforts within the African context, developing
a targeted care approach, improving mental health infrastructure, bolstering training, education
and empowerment of health care staff, utilizing a task-sharing approach when human resources
are scarce, utilizing a lifespan approach to promote mental health care, ensuring mental health
services and SDH or SEDH definitions are aligned with cultural values whenever possible,
enhancing community care strategies, exploring better mental health law reform strategies with an
aim to shift care from institutional to community, strengthening health information systems,
exploring other viable finance options other than just NGOs, improving mental health policy,
ensuring multi-sectoral mental health promotion/advocacy efforts, developing capacity-building
interventions, establishing sustainable long-term care delivery and support networks, protecting
human rights of mentally ill individuals, developing methods/strategies to combat stigma and
discrimination, ensuring services are achievable and aligned with Sustainable Development Goals,
and lastly, developing technical and advisory materials that will assist policy-making and planning.
Thus, based on this literature review, it has become apparent that there are areas where
mental health care can be improved to improve health outcomes within the African population.
Further, the intention of this report was to provide a broad overview of mental illness within the
African context, specifically by region (i.e., North, South, West, East and Central), with a
particular focus on mental illness/ psychiatry/mental disorders/mental and neurological disorders
(MNDs); mental health care; link to NCDs; SDH/SEDH, financial strategies, as well as availability
and importance of community organizations and applicable recommendations.
Furthermore, based on the findings of this report, it would be beneficial if future research
efforts focused on regions or countries that were identified as lacking in mental health supports,
and/or had the highest rates of mental illness. Also, a more in-depth look into one or several
challenges/barriers may also contribute to a better understanding of attributing factors and how
they can be prevented in the future so that mental health outcomes within the African population
can be halted.

RECOMMENDATIONS
To improve mental health care services and decrease mental health burden in Africa as suggested
by this report, the following represent key recommendations.


Explore the synergistic relationship between other non-communicable diseases (NCDs)
and mental illnesses, as well as mental illness and communicable diseases such as HIV,
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as a link between these diseases, appears to be present. Mental health and the impact of
global climate change may be another area of research worth investigating further.
Moreover, since these issues affect a large percentage of Africans, it would be
worthwhile to research them further.


Increased research efforts on mental illnesses within the African population, particularly
among those affected by war, specifically displaced individuals, women and children are
also required. Research on mental illnesses within LMICs would also be of benefit since
it has been continually identified in this report that countries of higher income status tend
to have more resources and supports when it comes to the provision of mental health
services. Increased research efforts to discern the role of traditional healers in mental
health care would also be of benefit.



Develop a targeted care approach to improve mental health services, so that LMICs
receive the resources and services they require.



Improve mental health infrastructure, as this poses a significant challenge to mental
health care in Africa.



Emphasize training, education and empowerment of staff as well as of leadership.
Investigate increasing formal qualifications of health care professionals whenever possible.



Utilize task-sharing for mental health services when human resources are scarce,
particularly when it comes to mental health care in LMICs. Utilization of other allied
professionals such as traditional healers would also be of benefit when human resources
are minimal.



Make sure a lifespan approach is taken when promoting mental health care to governments
and communities, as this can strengthen the argument of why these services are so
desperately needed.



Ensure mental health services are culturally aligned, as well as include evidence-based
assessment and treatment.



Social determinants of health (SDH) or social, economic determinants of health (SEDH)
need to account for African cultural practices. To do this, global public health agencies
such as the WHO should tailor definitions based on population-specific characteristics
rather than broad definitions that tend to apply more to Western societies. This will result
in more accurate definitions, leading to a greater understanding of how SEDHs impacts
health issues such as mental illnesses in specific populations. Having population specific
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SEDH definitions will allow scholars, governments and NGOs to not only better
understand how mental illnesses can be perpetuated in particular nations, but also what
services are required to combat their effects.


Develop and explore and/or enhance community care strategies. These strategies need to
be revitalized so that they are better able to provide mental health care to those who may
not have access to or likely to attend appointments like they would in a hospital/primary
care setting. Strategies should also be country-specific; which means tailoring to account
for unique cultural lenses.



Explore mental health law reform with an aim to shift mental health care from an
institutional level to community-based level.



Strengthening health information systems via HMIS/HIS/eHealth (i.e., adopting
electronic methods rather than paper-based) could lead to enhanced and more efficient
mental health care.



Develop and explore other viable finance options, rather than just Non-Government
Organizations (NGO’s). Possibly utilizing Private-Public Partnerships (PPPs), ResultsBased Financing (RBF), vouchers, conditional cash transfers, strengthening advocacy
efforts, and/or a National Health Insurance Scheme (NHIS), could enhance mental health
resources and interventions.



Bolster mental health policy in African countries, as some do not have specific mental
health policies and/or they are weak and could be strengthened.



Ensure mental health promotion/advocacy efforts reflect multi-sectoral action among
government, non-governmental sectors and/or community-based organizations.



Establish sustainable long-term mental health care delivery and support networks both
between and within African countries. This would require development throughout the
years.



Develop capacity-building interventions. These interventions should be assessed according
to their effect on access to, interaction with and receptivity to research evidence, at the
level of the individual, the organization and the institution should be explored with specific
reference to mental health policy-makers and planners.



Establish multidisciplinary investments— which involves training and pursuing a range of
mental health professionals and stakeholders, service users, carers and staff in allied sectors
such as social services.
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Protect human rights of mentally ill individuals and their families, by ensuring policymakers and governments set priorities and make decisions geared toward the effective and
fair distribution of resources.



Develop methods/strategies to combat stigma and discrimination against those who have
mental illnesses. Better advocacy efforts would assist in this by expanding awareness and
understanding, mainly if targeted toward governments and community levels.



Ensure mental health care services are achievable and aligned with the Sustainable
Development Goals strategies.



Develop technical and advisory support materials founded on regional and national
experience and expertise, to assist with local mental health policy-making and planning.

LIMITATIONS
Limitations of this report include the possibility of missing keywords in the literature
search process, not using all medical search engines as certain ones may elicit different results,
and inclusion (i.e., date range, peer-reviewed articles, and language) and exclusion criteria may
have limited results (i.e., outside date range, not peer-reviewed articles, and language).
Additionally, by using titles as a method to select relevant articles, some may have been
inaccurately excluded. Further, because this report involved an extensive topic and target
population, it is possible that other relevant findings/information may have been missed.
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Appendix A.
Table 1: DALYs and SMR Chart- compiled using WHOs 2017 Mental Health Atlas data:
Region

Country

Suicide
Mortality
Rate

DALYs per
100,000 pop.

Per 100,000
pop.

Economic/
Income
Status

How persons pay
for Mental Health
(MH) services

Psychiatrists
Per 100,000 pop.

(i.e., low, lowermiddle, uppermiddle or high)

Total # of
mental health
professionals

Treated prevalence
(Total cases-treated for
severe mental disorder)

Per 100,000 pop.

Central

South

Central African
Republic

7.7

2,659.16

Low

Congo

5.4

2,609.85

Lowermiddle

Equatorial
Guinea
Gabon

16.4

3,853.50

7.1

3,499.39

Uppermiddle
Uppermiddle

Sao Tome and
Principe

2.3

*N/A

Lowermiddle

Angola

4.7

2,591.58

Botswana

9.3

3,562.61

Mozambique

4.9

2,336.94

Uppermiddle
Uppermiddle
Low

Persons pay mostly
or entirely out of
pocket
Persons pay mostly
or entirely out of
pocket
Pay nothing- fully
insured
Persons pay 20%
towards MH
services
Pay nothing- fully
insured

0.02

0.15

N/A

0.08

0.62

N/A

0.68

11.74

N/A

0.26

2.64

N/A

0.51

8.69

706

Pay nothing- fully
insured
N/A

0.06

1.49

15,967

N/A

N/A

N/A

Pay nothing- fully
insured

0.05

1.37

21,857

Running head: MENTAL ILLNESS IN AFRICA

North

West

Namibia

8.7

2,838.71

Swaziland

13.3

2,933.96

Zambia

6.1

2,659.83

Zimbabwe

10.7

2,774.44

Algeria

3.2

3,270.44

Libya

5.2

3,684.72

Cameroon

12.2

Chad
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Uppermiddle
Lowermiddle
Lowermiddle
Low

Pay nothing- fully
insured
Pay nothing- fully
insured
Pay nothing- fully
insured
Pay nothing- fully
insured

0.37

8.78

N/A

0.08

10.01

N/A

0.06

2.94

N/A

0.10

4.58

79,406

Uppermiddle
Uppermiddle

Pay nothing- fully
insured
Pay nothing- fully
insured

N/A

N/A

N/A

N/A

N/A

N/A

2,366.29

Low

N/A

N/A

N/A

8.8

2,125.31

Low

0.01

0.04

1,117

Cote d’Ivoire

14.5

2,705.41

Lowermiddle

0.13

0.53

N/A

Gambia

5.1

2,001.48

Low

0.10

0.51

N/A

Ghana

5.4

2,323.69

0.06

9.32

17,371

Guinea

6.3

2,059.69

Lowermiddle
Low

0.02

0.05

N/A

Guinea-Bissau

4.0

1,900.00

Low

Persons pay mostly
or entirely out of
pocket
Persons pay mostly
or entirely out of
pocket
Persons pay mostly
or entirely out of
pocket
Pay nothing- fully
insured
Pay nothing- fully
insured
Persons pay mostly
or entirely out of
pocket
Persons pay mostly
or entirely out of
pocket

N/A

1.36

N/A
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East

Mali

4.8

2,124.99

Low

Senegal

6.0

2,012.27

Low

Togo

9.6

2,561.43

Low

Burundi

9.1

3,014.33

Low

Comoros

6.8

2,459.93

Low

Eritrea

7.9

2,704.61

Low

Ethiopia

7.2

2,171.27

Low

Kenya

3.2

2,467.79

Lowermiddle

Mauritius

7.8

3,167.28

Rwanda

6.7

3,537.41

Uppermiddle
Low

Seychelles

9.3

*N/A

High
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Persons pay at least
20% towards MH
services
Persons pay mostly
or entirely out of
pocket
Persons pay at least
20% towards MH
services

0.03

0.16

N/A

0.20

0.62

23,084

0.15

0.92

899

Persons pay mostly
or entirely out of
pocket
Persons pay mostly
or entirely out of
pocket
Pay nothing- fully
insured
Persons pay mostly
or entirely out of
pocket
Persons pay mostly
or entirely out of
pocket
Pay nothing- fully
insured
Persons pay 20%
toward MH
services
Pay nothing- fully
insured

0.01

0.69

2,515

0.13

1.16

N/A

N/A

2.48

N/A

0.08

1.74

N/A

0.18

0.19

N/A

2.38

2.38

N/A

0.06

2.01

46,535

2.13

16.00

219
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Somalia

4.7

2,656.55

Low

South Sudan

3.7

2,949.08

Low

Sudan

8.1

2,855.54

Lowermiddle

Tanzania

5.4

2,727.86

Low

Uganda

9.9

2,577.61

Low

*N/A- not reported or no data available.
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Persons pay mostly
or entirely out of
pocket
Pay nothing- fully
insured
Persons pay at least
20% towards MH
services
Pay nothing- fully
insured
Pay nothing- fully
insured

N/A

N/A

N/A

0.03

0.52

733

0.08

0.64

N/A

0.06

0.52

168,000

0.08

2.96

N/A

Running head: MENTAL ILLNESS IN AFRICA
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Appendix B
Table 2: Using the WHOs Mental Health Atlas Data (2005), the key tenets mentioned in this report are further explained below.
Region

Country

Mental Health in
Primary Care System

Mental Health in
Community Care
System

Information
gathering
system

Mental healthInvolvement of
NonGovernmental
Organizations
(NGOs)

Mental
illness
impacted
by war

Total # of
psychiatric
beds Per 10,000

Yes, and it
impacted
mental
health
policy
formation.
Yes

0.07

pop

Central
Central
African
Republic

Yes, and actual
treatment of severe
mental disorders is
available at this level.

N/A

No.

Yes, mainly in
prevention and
rehabilitation
efforts.

Congo

No, not a part of this
system nor is there any
regular training for
health care providers.
Yes, treatment of severe
mental disorders is not
available. Limited care
is available, and regular
training of staff does
not occur.
Yes, as well as
treatment of severe
mental disorders.
However, staff are not
regularly trained.

No.

No.

Yes.

No, only traditional
healers offer treatment
at this level.

No, no data
No.
collection
system or
epidemiologica
l study.

N/A

0

Yes.

No, a national
health
reporting
system was
being finalized

N/A

0.7

Equatorial
Guinea

Gabon

Yes, mainly in
advocacy,
promotion,
prevention and
rehabilitation.

0.06
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South

Sao Tome
and Principe

Yes, as well as
treatment of severe
mental disorders. Staff
training is not carried
out.

No.

Angola

No.

No.

Botswana

Yes, as well as
treatment of severe
mental illness. Staff are
trained regularly; in
2005 343 staff were
trained.

Yes, and provided
mainly by family
welfare educators via
primary care facilities.
Community health
nurses and psychiatric
nurses provide care
particularly in
promotion, prevention,
therapeutic and
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in 2005. No
data collection
or
epidemiologica
l study on
mental
illnesses, a
lack of
logistics has
perpetuated
this.
No.
Yes, mainly in
promotion and
prevention.

No, although
data from a
psychiatric
hospital in
Luanda is
collected.
Yes, as well as
collects data
on
epidemiologica
l factors.

N/A

2.2

Yes, mainly in
advocacy and
rehabilitation.

N/A

0.13

Yes, mainly
involved in
advocacy,
promotion,
prevention and
rehabilitation.

No.

1.1
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Mozambique

Namibia

Yes, however treatment
of severe mental
disorders is not at this
level. Staff are also not
trained regularly.

rehabilitation services.
There are limited
psychiatrists.
Yes, but few centres
exist.
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Yes, the
introduction of
General Health
Information
System. Data
collection and
statistical
information on
patients being
tested.
Yes, treatment of severe Yes, community
Yes, the health
mental illness is not
psychiatric nurses based information
available. Staff are not
in state hospitals run
system (HIS)
trained regularly.
satellite clinics, and
was revised in
traditional healers are
2000, and a
used but not trained.
new system
Follow up of
introduced in
discharged patients is
2001. Analysis
done in the community. is based on
records of
outpatients
who attended
clinics, health
centres, and
hospital
outpatient
departments.
HIS also
captures
inpatient info

Yes, mainly in
promotion,
prevention and
rehabilitation.
Some focus on
rehabilitation of
drug users.

N/A

0.23

Yes, mainly in
advocacy,
promotion,
prevention, and
rehabilitation.

N/A

1.5
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Swaziland

Zambia
Zimbabwe

North

Algeria

Yes, treatment of severe
mental illness is not
available. Regular
training of staff is not
carried out.
N/A
Yes, and severe mental
disorders are treated at
this level. Health care
providers are trained.

Yes, however, lack of
transportation and staff
shortages affect the
functioning of these
services.
N/A
No, shortage of material
and staff to sustain
community care.

Yes, as well as severe
mental illnesses. Staff
are regularly trained.

No.
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too.
Epidemiologic
al data is also
collected, and
disorders are
classified
based on the
International
classification
of diseases
(ICD) 10
criteria.
No.

No.
Yes, although
more can be
done with
respect to
mental health
reporting.

Yes, several
epidemiology
studies,
psychological
consequences
of violence are

Yes, mainly
No.
involved in
promotion,
prevention and
rehabilitation.
No.
No.
Yes, mainly in
No.
advocacy,
promotion,
prevention,
treatment and
rehabilitation. They
also provide
training.

2

Yes, mainly in
promotion.

1.4

Yes.

N/A
1.2
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under
development.
West

Cameroon

No, in the process of
being developed in
2005, no training of
staff, albeit training
modules do exist.

No.

Chad

No, few psychotropics
and no staff training
further limits mental
illness being a part of
primary health care
systems.

No, only traditional
treatments are available
at this level.

Cote d’Ivoire

Yes, treatment of severe Yes.
mental disorders is also
available via this care
route.

Gambia

Yes, as well as
treatment of severe
mental health disorders.

Yes, particularly in
countrywide mental
health promotion.

No, data
collection
methods are
poor due to
limited
resources.
Yes, but
mental
disorders are
grouped ‘other
disorders’.
Data collection
methods do not
include the
epidemiologica
l study of
mental health.
Yes, it exists
as the Annual
Report of
Mental Health
Activities. No
data collection
system or
epidemiologica
l study.
No, no data
collection
system or

Yes, mainly in
advocacy,
promotion,
prevention and
rehabilitation.

No.

0.08

Yes, mainly in
advocacy,
promotion,
prevention and
rehabilitation.

N/A

0.02

Yes, mainly in
prevention and
rehabilitation.

N/A

0.15

Yes, mainly in
promotion and
prevention.

Yes.

0.78
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Ghana

Staff training is also
completed regularly.
Yes, as well as
treatment of severe
mental health disorders.
Staff are trained
regularly.

Guinea

Yes, however treatment
of severe mental
illnesses are not. Staff
are also not trained
regularly.

GuineaBissau

No, treatment of severe
mental illness is also
not available. Albeit
regular training of staff
does occur.

Mali

Yes, as well as
treatment of severe
mental disorders. Staff
are trained regularly.
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epidemiologica
l study.
Yes, however,
data collection
methods are
not reliable.

Yes, community
psychiatric nurses are
available. ‘Healing
churches’ also help in
this, as well as half-way
houses and charitable
institutions.
No, but traditional
No, data
medicine is available at collection is
this level.
only at the
hospital level;
no
epidemiologica
l survey exists.
No, this is due to lack
No.
of training and
integration among
workers. However,
before the war, mental
health programs were
available at this level.
Yes.
Yes, mental
disorders are
classified
under ‘other
disorders’. No
as data
collection
systems nor
the
epidemiologica

Yes, mainly in
No.
advocacy. A club
house for mentally
ill individuals has
been set up in
Tamale by a British
NGO.
Yes, mainly in
N/A
advocacy,
promotion,
prevention and
rehabilitation.

1.03

No.

Yes.

0

Yes, mainly in
advocacy,
promotion,
prevention and
rehabilitation.

No.

0.2

0.05
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East
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l study of
mental health
data.
Yes, as well as
data collection
systems and
epidemiologica
l study of
mental health
data.
Yes, no data
collection
system or
epidemiologica
l study of
mental health.

Senegal

Yes, treatment of severe Yes, it is provided by
mental illness is
private clinics and
available. Regular
traditional healers.
training occurs.

Togo

Yes, treatment of severe No.
mental illness is
available. Only at the
district level are staff
trained.

Burundi

Yes, treatment of severe
mental illness is not
available, personnel are
not trained, and
medication is limited.
No, patients are
hospitalized in general
hospitals, no training
given.

Yes, in four provinces
and led by an NGO.

No.

No, a centre was
created, but it is not
operational after two
years post-build.

Yes, and treatment of
severe mental illnesses
is available. Staff
receive regular training.

Yes, it is a communitybased rehabilitation
programme run by the
Ministry of Labour and
Human Welfare.

No. A survey
on mental
illness was
conducted in
1998 but never
circulated.
Yes, the
Health
management
information
system

Comoros

Eritrea

Yes, mainly in
advocacy,
promotion,
prevention,
treatment and
rehabilitation.

No.

0.3

Yes, mainly in
advocacy,
promotion,
prevention, and
rehabilitation.

No.

0.4

Yes, mainly in
advocacy,
promotion,
prevention, and
rehabilitation
No.

No.

0.1

No.

0

No.

Yes.

0.64
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Rehabilitation is a
priority and referral of
severely ill people.

Ethiopia

Kenya

Mauritius

Yes, and treatment of
severe mental illnesses
is available. Mental
health has become a
part of primary care in
42 units throughout the
country. Training of
staff is gradually
increasing,
Yes, but the treatment
of severe mental
disorders is not treated.
Regular training of staff
does not occur.
Yes, this included
treatment of severe
mental illnesses. Staff
are regularly trained.
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No.

(HMIS)
collects data
from all
hospitals but
does not track
epidemiology
of mental
illness.
No.

No.

Yes, six centres provide
community mental
health care.

No. An indigenous
NGO called
‘Mental Health
Society of
Ethiopia’ was
established in
2004.

Yes.

0.07

No.

Yes, mainly in
advocacy and
rehabilitation.

No.

0.4

Yes, it
includes
details such as
services,
morbidity,
cause of death
and published
in annual
health
statistics. The
country also

No.

No.

9.5
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Rwanda

Seychelles

Somalia

Sudan
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has data
collection
systems that
account for
epidemiologica
l factors.
Yes, as well as
Yes, however,
No. District
treatment of severe
motivating staff to work hospitals send
mental illnesses. Staff
in the community and
quarterly
receive regular training. reinforce it as a viable
reports to the
option/
central level.
behaviour change
remains a challenge.
Yes. Regular training of Yes, care provided by
Yes, data
staff occurs.
psychiatry nurse and
collection and
other specialists.
epidemiologica
l data are
collected on
mental health,
as well as
morbidity data.
No.
Limited, mostly
No.
through NGOs and
WHO only available in
limited areas in the
Northwest region.
No. However, regular
No. This is absent due
No.
training is carried out.
to lack of
transportation, social
workers, and poor
health education. Use
mainly traditional
healers.

Yes, mainly in
advocacy,
promotion,
prevention and
rehabilitation.

Yes.

0.2

Yes, mainly
advocacy,
promotion and
rehabilitation.

No.

7.7

Yes, advocacy,
promotion,
prevention,
treatment and
rehabilitation.
No. More attention
is given to
displaced
individuals,
refugees, homeless,
elderly, migrants
and children.

Yes.

0.4

Yes.

0.2

Running head: MENTAL ILLNESS IN AFRICA
Tanzania

Uganda

Yes, as well as
treatment of severe
mental disorders.
Mental health care is
provided by designated
mental health nurses
and workers. Some
regular training is
carried out.

Yes, 119 districts with
mental health
coordinators.
Psychiatric
rehabilitation in 6
regions which
accommodate 80-100
patients. Villagers are
managed by a mental
health professionals, as
well as a network of
traditional healers
exists.
Yes, treatment of severe Yes, still in its infancy
mental disorders is not
as of 2005 data. Ten
available. Only ten
referral regions run by a
regional referral centres resident psychiatrist,
handle these disorders.
fully qualified
psychiatrists visits
every quarter.
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Yes, all
regions receive
annual
statistics, and
various
disorders are
captured, i.e.,
anxiety,
intellectual
disability, and
alcohol and
drug abuse.

Yes, mainly
advocacy,
promotion,
prevention,
treatment and
rehabilitation.

No.

0.7

Yes, does not
break up
mental
illnesses, uses
broad terms to
describe, still
in
developmental
phases.

Yes, mainly
advocacy,
promotion,
prevention,
treatment and
rehabilitation. Also
involved in
capacity building,
research and
mental health
provision in
primary care.

Yes.

0.44

*N/A- not reported or no data available.
** Not all African Countries are represented in this chart, and data is from 2005, so some mental health resources may have evolved. Unfortunately, though, present literature still
suggests that countries with lower incomes still suffer from a lack of mental health infrastructure.

