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Purpose: This paper calls for an improvement in mental health care in 
African countries. The UN’s Sustainable Development Goals (SDGs) 2030 
promotes overall well-being; however, progress in addressing mental 
health lags significantly relative to efforts to eradicate poverty, malnutri-
tion and communicable diseases. 

Method/Approach: This paper examines data reported by vested inter-
national organisations on mental health issues in African countries, and 
studies assessing the efficacy of current services. 

Findings: Mental disorders are both triggered by and act as a precursor 
to poverty, unrest and other challenges. A collaborative effort involving 
both the public and private sector is needed to address service shortages 
and promote mental health. 
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Originality/Value: There is growing evidence attributing a large proportion of the global 
health burden to mental disorders, which are projected to rise in many African countries. 
This paper provides recommendations to support efforts to address mental health needs as 
an aspect of sustainable development.

Keywords: Disability; mental health needs; mental health services; psychosocial disorders; 
sustainable development goals

Purpose
Mental illness is perhaps the most severely under-served health care issue prevailing in 
African countries. In addition to those born with a mental health condition, wars, fam-
ines, poverty and debilitating physical illnesses have taken a severe psychological toll. 
Those affected by unrest, illness and malnutrition often also experience post-traumatic 
stress disorder (PTSD), anxiety, depression and other mental health disorders, resulting 
in an inability to function economically and socially and contributing to further violence. 
Moreover, untreated depression is strongly indicated as a significant threat to the suc-
cess of antiretroviral therapy and condom use in combatting HIV (Wagner et al., 2014). 
Based on the lack of available diagnosing and treatment facilities, many of those endur-
ing mental health disorders have tended to seek relief through substance abuse (Gberie, 
2016). The Sustainable Development Goals (SDGs) 2030 aim to ensure healthy lives and 
promote well-being for all. However, while significant progress is being made in address-
ing communicable diseases such as malaria and HIV, mental health remains among the 
most neglected services in the region due to associated stigma and a lack of integration. 

This paper calls for an improvement in mental health care in African countries. The 
World Health Organization (WHO) reports that low-income countries allocate only 
0.05% of GDP to mental health care (WHO, 2011); the result of this is that 75–90% of 
Africans who suffer from psychosocial disorders lack access to adequate care. Few-
er than half of African countries have established a dedicated mental health policy 
(WHO, 2014), and mental health care providers in the region lack the resources to 
supply needed medications, identify and train sufficient caregivers, and expand ser-
vices beyond meeting very basic needs. Unlike communicable diseases such as HIV/
AIDS, malaria, or Ebola, aid organisations have devoted fewer economic and human 
resources to confronting psychosocial disorders: help is needed from the private sec-
tor to create more sustainable approaches. 

Method/Approach
This paper takes an holistic view of mental health as an integral aspect of physical 
well-being and quality of life as well as societal cohesion and functioning, whereby 
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mental illnesses are both engendered by and impact overall personal well-being and 
broader social conditions. Mental health is defined as a state of well-being in which 
individuals are able to cope with the normal stresses of life while working produc-
tively and making a contribution to their families and communities (WHO, 2017). It 
is a crucial element in overall health and the prevention and treatment of disease.

This paper examines data on mental health prevalence and services as provided 
by such vested organisations as the RAND Corporation, the WHO, and Human Rights 
Watch (HRW), as well as studies describing nascent mental health initiatives in African 
countries.

CULTURAL ATTITUDES TOWARDS MENTAL ILLNESS
In 2014, Kenyan humour writer Ted Malanda published an article in the Standard en-
titled “How depression has never been an African disease”, in which he argued for the 
nonexistence of depression in African cultures, noting the lack of relevant linguistic 
terms. Malanda’s article reflects widely held attitudes towards depression and other 
psychosocial disorders, the symptoms of which have traditionally been either been 
ignored or attributed to a spiritual misalignment, only curable with traditional medi-
cines and intercession with the supernatural world. In many countries, the mentally 
ill are considered to walk between the human world and the realm of spirits, and can 
be seen wandering around cities and villages alike, where they are often criminalised 
as vagrants and eventually removed from society.

Traditional treatments of mental illnesses are often physically debilitating and in-
volve actions that the United Nations (UN) and HRW would describe as forms of tor-
ture. Mentally ill individuals in Ghana and Nigeria, for example, are frequently sent 
to ‘prayer camps’, where the afflicted may be chained to a tree as specialists pray 
for them, or beaten to expel the ‘demons’ believed to be controlling their behaviour. 
Ghana adopted a ban on such practices with the 2012 Mental Health Act (HRW, 2017).

Another common view associates mental health disorders with substance abuse, 
resulting in little sympathy and less interest in prioritising mental health among both 
governments and the general population. Substance abuse is widely cited as a con-
tributory factor to psychosis and associated violent behaviours, even among those 
responsible for providing diagnosis and care. A report by HRW cited only 8–10% of all 
mental patients in Ghana as being affected by drug-related psychosis (HRW, 2012), 
however, many non-professionals often assume that substance abuse issues encom-
pass the majority of cases. 

Although there has been increase in the spotlight on psychiatric awareness in 
Africa, it is interesting to note that many people with chronic or severe psychiatric 
disorders may be unaware that effective treatment is available. The high level of 
stigma and the unavailability of treatment preclude early intervention. The situation 
is not helped by the ignorance and stigma in communities that prevents such people 
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from seeking appropriate help. Unfortunately, as it may be noted, our African com-
munities have attitudes and beliefs that have played a major role in determining the 
manner that help is sought for successful early intervention or treatment of people 
that are mentally ill.

COMMON BARRIERS TO MENTAL  
HEALTH CARE 
There are barriers to accessing mental health care in Africa, and there is limited avail-
ability of medication and health professionals. In Nigeria, there are 44 Mental Health 
Services in Nigeria (excluding private facilities). For a country with a population of 
190 million there are only 26 National Psychiatric Hospitals and 15 private hospitals. 
There are several local unregistered treatment centres using unorthodox methods. 

For example in Nigeria there is:

l  around 1 psychiatrist per 1.5 million population;
l  around 1 psychiatric nurses per 20,000 population;
l  only 1% of Healthcare budget that goes towards the treatment of mental health.

The estimated cost per capita of treatment of mental illness is high in Africa. The 
affordability of these drugs is difficult for most Africans. Interventions are making 
use of newer antipsychotic drugs; in the regional analysis these were estimated to be 
two to four times more costly than older drugs but very much higher than predicted 
in Nigeria (more than I$ 10 per capita). At the time of the study, for example, 2mg 
risperidone could be obtained for 4.5 rupees (US$ 0.06) in Sri Lanka, compared to 255 
Naira (US$ 2.501) in Nigeria, a 40-fold difference (Chisholm et al., 2008). Other barri-
ers are policy limitations, lack of education and high level of stigma.

FUNDING AND STAFFING SHORTAGES  
FOR MENTAL HEALTH SERVICES
The UN General Assembly’s recognition of mental health and substance abuse among 
its SDGs in 2015 marked the first consensus among world leaders to make mental and 
behavioural health a global priority (UN, 2015). While critics have decried the limited 
resources dedicated towards psychosocial health services in African countries, gov-
ernments bear the bulk of the financial burden for mental health care (WHO, 2014). 
Governments cite the prevalence of more acute issues requiring their attention, par-
ticularly infectious disease and malnutrition. While international aid and global pro-

1In 2018 the US dollar to Naira exchange rate was 450.
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grammes to reduce conflict, poverty and disease have increased substantially, world 
governing bodies and aid organisations have done less to prioritise funding towards 
addressing the long-term mental health effects of these conditions. 

This has contributed to a situation in which there are insufficient policies dedi-
cated to addressing mental disorders, and very limited facilities and staff trained in 
the diagnosis and treatment of mental and behavioural health conditions. Across the 
region, day patient facilities are essentially non-existent, and outpatient services are 
available for only 80 out of every 100,000 people; this should be compared to 1,926 
outpatients and 42.98 day patients per 100,000 people across Europe (WHO, 2011). 
Only 1.9 psychiatric beds are available per 100,000 people, while psychiatric wards in 
general hospitals are limited to one for every 3.65 million (WHO, 2014). With 22 psy-
chiatric hospitals and 36 psychiatric wards in general hospitals, South Africa is better 
equipped than any other African country (WHO, 2014); however, as in other countries 
in the region, most of these facilities serve more as places of confinement than places 
of care and rehabilitation. 

The current shortage of specialist mental health personnel in low- and middle-
income countries has been estimated at 1.18 million (Kakuma et al., 2011), with 
only 1.4 mental health workers per 100,000 people in African countries (WHO, 2014). 
Like other African health care workers, some of those trained to treat mental ill-
ness have chosen to migrate from their home countries due to the stresses of social 
trauma and/or in search of better pay and working conditions. Many countries have 
addressed the shortages by also training primary care practitioners to administer 
psychiatric treatment, including social support, psychosocial therapies and medi-
cation (Mendenhall et al., 2014; van Ginneken et al., 2013). However, only 23% of 
countries reported that a majority of primary care doctors have received training 
on mental health, and only 24% reported training nurses in treating mental illnesses 
(WHO, 2011).

Even relatively better developed nations lack sufficient staff and facilities to pro-
vide care for the afflicted. In Kenya, where 25% the population suffers from mental 
disorders, ranging from depression and severe anxiety to bipolar disorder, schizophre-
nia and other psychotic disorders, there are only about 80 psychiatrists and 30 clinical 
psychologists; most of the burden of services for a mentally ill population of 11 mil-
lion is borne by 500 psychiatric nurses (WHO, 2014). The situation is even more dire 
in Nigeria, which has only 130 psychiatrists in a country of 179 million people, leaving 
only an estimated 10% of the estimated 40–60 million people suffering from mental 
health disorders with access to professional care (WHO, 2014). Ghana, one of the few 
African countries to have established an official policy towards mental health, has 
only 20 psychiatrists for a population of 26 million, leaving a huge 97% of afflicted 
people without access to services (WHO, 2014). In countries torn apart by conflict, 
such as Liberia and Sierra Leone, the situation is particularly severe. These coun-
tries, with respective populations of four and seven million, have only one psychiatric 
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hospital each for hundreds of thousands of people enduring serious depressive illness, 
major depressive disorders or post-traumatic stress disorder (WHO, 2014).

LACK OF GOVERNANCE AND REGULATIONS
One issue that negatively impacts the quality of existing mental health services in 
Africa is the lack of regulations. Only a quarter of African countries have developed 
official manuals detailing the management and treatment of mental disorders that 
are available at most clinics (WHO, 2011). Moreover, while developed regions impose 
heavy regulations on the prescribing of medicines to treat mental and behavioural dis-
orders, the dearth of psychiatrists has led to 61% of African countries allowing primary 
health care physicians to prescribe such medicines in an unregulated manner, and 9% 
allow nurses to do so (WHO, 2011). Even more concerning, 27% of African countries 
have an official policy that enables nurses to independently diagnose and treat mental 
disorders within the primary care system, compared to only 6% in Europe (WHO, 2011). 
The result is a lack of standardisation for diagnoses and treatment of mental illnesses 
that severely impacts the quality of these services. Only about 20% of the patients who 
do enter mental health facilities receive routine follow-up care (WHO, 2014), thus in-
creasing the risk of relapse as the patients lack professional support in their recovery.

MAKING MENTAL HEALTH A  
SUSTAINABLE GOAL
In including mental and behavioural health disorders among its SDGs, the UN has 
created an opportunity for these issues to be addressed on an unprecedented scale. 
Governments and global and regional health organisations should seek aid from the 
private sector in establishing and equipping more facilities, particularly in rural areas 
that often lack access to any sort of mental health care. Partnerships can also be 
developed with the private sector to increase the availability of mental health medi-
cines and outpatient treatment as part of other health initiatives.

However, improving mental health services in Africa cannot be achieved mere-
ly with expanded funding and facilities; rather, it requires a concerted campaign 
of education, training, and oversight. The WHO’s Global Mental Health Action Plan 
(WHO, 2013) centres on strengthening effective leadership and governance for men-
tal health, implementing policies and plans for the integration of mental health into 
general and community health care, and developing preventative strategies as part 
of the effort to promote overall mental health.

Efforts must be dedicated to recruiting and training more psychiatrists and other 
specialised professionals, as well as the establishment of regulations to standardise 
diagnosis criteria and treatment programmes. In addition, those currently employed 
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may require additional training to adjust cultural attitudes dismissing mental illness 
as a result of drug abuse or spiritual weakness. Members of the wider community 
also need to be educated on the causes, symptoms and treatment of mental illness, 
including the role of violence, imprisonment and the use of illicit drugs in exacerbat-
ing their effects; this will help to reduce stigma and increase the likelihood of people 
seeking professional treatment. Such education programmes need not always deride 
cultural notions associating mental illness with spiritual misalignment, but in some 
cases can rather emphasise the roles of poverty and physical and emotional trauma 
as stressors, in contrast with prevailing perceptions that tend to ‘blame the victim’.

Several countries have recognised the need to be more proactive in addressing 
mental health needs. For example, the South African Department of Health has col-
laborated with researchers from the United States and South Africa to develop edu-
cational interventions such as the VUKA2 family-based programme to promote overall 
health and mental health among HIV positive youths and their families (Bhana et al., 
2014). In Uganda, RAND researchers are collaborating with the government to identify 
effective and sustainable approaches to integrate depression treatment into HIV care 
(Wagner et al., 2014). The Africa Focus on Intervention Research for Mental Health 
(AFFIRM), is working in Ethiopia, Ghana, Malawi, South Africa, Uganda, and Zimbabwe 
to promote capacity building low-cost, task-sharing interventions for severe mental 
disorders (Lund et al., 2015). The private sector can collaborate with governments 
and global health organisations to expand such programmes.

CONCLUSIONS
This paper examined the challenges and some opportunities associated with mental 
health issues in African countries. Mental health disorders have been demonstrated 
to be a precursor to unrest, substance abuse and even to exacerbate the effects of 
disease in Africa; it will require a collaborative effort involving both the public and 
private sector to address this surge. In 2001 at the World Health Assembly, the WHO 
charged African countries who were just beginning to address mental health issues 
to set priorities around the delivery of their mental health goals. They enjoined that 
“Choices must be made among a large number of services and a wide range of pre-
vention and promotion strategies” (WHO, 2011). The strong message is that every 
country, notwithstanding its resource constraints, must do something to improve the 
mental health of its population.

There is no health without mental health.

2VUKA is a cartoon-based intervention that was developed with South African investigators, graphic art-
ists, medical staff, adult caregivers and HIV+ adolescents. It is a family based programme devised to 
provide psychosocial intervention to promote health and mental health in HIV+ early adolescents.
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