
This article was downloaded by:
Publisher: KKG Publications
Registered office: 18, Jalan Kenanga SD 9/7 Bandar Sri Damansara, 52200 Malaysia

Key Knowledge Generation
Publication details, including instructions for author and
subscription information:
http://kkgpublications.com/medical-sciences/

Mental Health Issues and Policy in Sub
Saharan Africa: A view from Cape Town
to Cairo

A. SATHIYA SUSUMAN

University of the Western Cape, Cape Town, South Africa

Published online: 20 November 2017

To cite this article: A. S. Susuman, “Mental health issues and policy in Sub Saharan Africa: A view from Cape Town to Cairo,”
International Journal of Health and Medical Sciences, vol. 3, no. 3, pp. 59-66, 2017.
DOI: https://dx.doi.org/10.20469/ijhms.3.30001-3

To link to this article: http://kkgpublications.com/wp-content/uploads/2017/03/IJHMS-30001-3.pdf

PLEASE SCROLL DOWN FOR ARTICLE

KKG Publications makes every effort to ascertain the precision of all the information (the “Content”) contained in the publications
on our platform. However, KKG Publications, our agents, and our licensors make no representations or warranties whatsoever as to
the accuracy, completeness, or suitability for any purpose of the content. All opinions and views stated in this publication are not
endorsed by KKG Publications. These are purely the opinions and views of authors. The accuracy of the content should not be
relied upon and primary sources of information should be considered for any verification. KKG Publications shall not be liable for
any costs, expenses, proceedings, loss, actions, demands, damages, expenses and other liabilities directly or indirectly caused in
connection with given content.

This article may be utilized for research, edifying, and private study purposes. Any substantial or systematic reproduc-
tion, redistribution, reselling, loan, sub-licensing, systematic supply, or distribution in any form to anyone is expressly
verboten.

http://kkgpublications.com/medical-sciences/
http://crossmark.crossref.org/dialog/?doi=10.20469/ijhms.3.30001-3&domain=pdf
https://dx.doi.org/10.20469/ijhms.3.30001-3 
http://kkgpublications.com/wp-content/uploads/2017/03/IJHMS-30001-3.pdf 


International Journal of Health and Medical Sciences
2017, 3:3 59-66 IJHMS

MENTAL HEALTH ISSUES AND POLICY IN SUB SAHARAN AFRICA:
A VIEW FROM CAPE TOWN TO CAIRO

A. SATHIYA SUSUMAN ∗

University of the Western Cape, Cape Town, South Africa

Keywords:
Depression
Stress
Mental Disorders
Risk Factors
Africa

Received: 08 September 2017
Accepted: 01 October 2017
Published: 20 November 2017

Abstract. Although millions of people in Africa have suffered various forms of mental health, such as depression,
alcohol use, stress, schizophrenia, epilepsy, and Alzheimer’s disease, there is little attention given to mental health issues in
the region. This study explores any substantial information regarding mental health issues, mental health policies, and
their legislations in the study area covered from Cape Town to Cairo. Secondary information based on different literature
reviews was adopted using available secondary data from some African countries. The data source specifically the World
Health Organization and Mental Health Atlas [1]. A qualitative based analysis has been performed. Only 22 out of 53
countries within the African region have some form of a mental health policy. Meanwhile about 41% do not have a mental
health policy or plan. From a global perspective, mental health issues are critical, particularly in the African region.
Therefore, concerned governments, Non-governmental organizations, health institutions, and relevant healthcare service
professionals must work together. Moreover, countries with already adopted mental health policies should give more
attention to monitoring and evaluation.

c©2017 KKG Publications. All rights reserved.

INTRODUCTION
The World Health Organization defined mental health

as “a state of wellbeing in which people recognize their full
potential, which means that they have the ability to handle
the common pressures of life, and can work efficiently, and
have the ability to contribute to their societies” [2]. Statistics
indicate that the number of people with depression and anxiety
is increasing from 416 million to 615 million between 1990
and 2013 [3]. Moreover, 14 per cent of the global burden of
disease is attributed to mental illness with 75 per cent of those
affected being found in low-income countries [4]. However, the
burden of mental health from depression is expected to increase
from the second biggest contributor to the burden of disease
worldwide by 2030 [4]. Information regarding the burden of
mental disorder in sub Saharan African countries emphasised
that a substantial segment of the population is vulnerable to
mental disorder due to psychosocial and socioeconomic stres-
sors such as poverty, migration, urbanization, war, conflict and
disasters [2], [5], [6]. Approximately one out of four people
in Africa may experience what the WHO refers to as common
mental disorders such as anxiety or depression, [7]. In most
African countries, people who have mental disorders are often
denounced and discriminated against in their daily lives, and do
not have access to any form of treatment; and those who do get
some form of care are often exposed to inhumane conditions
when in mental health treatment facilities [8]. Currently married
women suffered during pregnancy, working women suffered
more stress and depression. People with mental health

disorder constitute a vulnerable group in the society and are
restricted [9] from exercising their civil and political rights;
moreover, their ability to access important health care such as
emergency relief service [9]. The World Health Organization
has noted that, mental health facilities within the African con-
text are unsanitary and the living conditions are inhumane, such
as the use of caged beds [10].

Studies have reported that health means general health
or reproductive health matters. But very few studies have
been conducted on mental health in selected African countries
with mental health policies and existing or non-existing men-
tal health programs. However, there is no proper solution or
lack of awareness; they are treated as a general health prob-
lem. Researchers have noted correlated issues particularly
psychological problems with concerned nations mental health
policy. This present study therefore focuses on mental health
issues from Cape Town, South Africa to Cairo, Egypt. We
are therefore interested to know exactly what mental health
is. Who is suffering, and at what level? What are the factors
effecting a mental problem? Which country reported a higher
rate of a specific mental health problem(s)? In this regard the
mental health in Africas situation and their respective links
with associated factors is very crucial. In many parts of Africa,
young people are affected due to vulnerable diseases including
HIV and AIDS.

However, there is no proper solution or lack of aware-
ness; they are treated as a general health problem. Researchers
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come across with the correlated issues particularly psychologi-
cal problems with concerned nations mental health policy. We
are therefore interested to know exactly what mental health
is. Who is suffering, and at what level? What are the factors
effecting a mental problem? Which country reported a higher
rate of a specific mental health problem(s)? In this regard the
mental health in Africas situation and their respective links
with associated factors is very crucial. In many parts of Africa,
young people are affected due to vulnerable diseases including
HIV and AIDS. We are, therefore, interested to know the state of
mental health issues in selected African countries. Worldwide,
there are many psychosocial disorders which are known to
account for about a third of years lived with a disability among
adults over the age of fifteen [11].

Associate Factors Linked with Common Mental Issues
Mental health issues within the African context are

brought about by a number of factors. The financial situation
of an individual may predisposes him/her to mental health
problems. Individuals with a lower socio-economic status
are more likely to suffer from certain mental health disorders
compared to those with a higher socio-economic status [11].
Armed conflicts and natural disasters suffered by some African
countries such as Ethiopia, Rwanda, Sudan, Somalia and DRC
have resulted in displacement of more than 1.5 million people,
and it has been evident that, the difficulties faced by these
displaced individuals could result in mental disorder. It has
been estimated that about half (50%) of refugees have mental
health problems such as chronic mental illnesses as well as
post-traumatic stress disorders among others [12].

A study conducted in Nigeria, reveal that, there is no
variation in mental health disorder when looking at gender and
there was some consistency when comparing these results to
other countries which had conducted similar studies [13]. The
study further indicate that marital status was not statistically
associated with mental disorder although those who were not
married (i.e., single, separated, divorced or widowed) had the
highest rates of Common Mental Disorder (CMD). The study
reveal that, from Nigeria and South Africa single, as well as
those who are no longer married (i.e., divorced, widowed or
separated) had the highest rates of CMD compared to those who
were currently married [13]. On the other hand, mental health
disorders are associated with ethnic group. In South Africa,
studies show higher rates among the black African population
group compared to the white population group, and perhaps
this reflects the socio-economic inequalities between these two
population groups [14].

Earlier African-based mental health surveys found that
there were associations between socio-economic factors and

mental health. Hamad and colleagues [14] did a review which
identified eleven studies from selected developing countries
which reported statistical associations between CMD and vari-
ables linked to poverty, even though only less than twenty
percent of these studies were from sub-Saharan Africa [14].
Socio-economic factors associated with depression are mostly
experienced by women. The existing studies show that mental
health problem is linked with low education level. Surveys in
Pakistan [15], [16] found that having lower levels of education
was positively associated with having mental disorders.

In Egypt, unemployment has been acknowledged as an
important determinant of mental disorders among men and
women [17]. Theres a handful of studies related to mens ex-
posure to intimate partner violence in in the African region
and there are very few studies on health effects associated with
this. A study done in Tanzania indicates that intimate partner
violence has a statistical association with mental disorder in
Tanzania [18]. Patel and colleagues [11] from their study in
India argued that the statistical relationship between mental
disorders and being female was due to gender discrimination
against women in that country.

Previous studies within the African region have shown
that contrary life events were statistically associated with de-
pression [19], [20], [21]. The death of close family such as
father or mother was associated with depression. Studies done
in West Africa and in other parts of Africa have also reported a
statistically significant relationship between certain psychoso-
cial factors and dysfunctional parenting as well as low maternal
care and orphanhood [19], [20]. Earlier results from developed
countries have confirmed a gender-specific influence of particu-
lar adverse life events with regard to the risk of psychosocial
issues [22], [23].

Objectives
This study focus on mental health issues, mental health

policy and legislations in the study area from Cape Town to
Cairo. This study is entirely new and none of the previous
studies have focused on mental issues in the entire African
countries. This study literatures and policy recommendations
will be a key message for the program managers and policy
makers. The study therefore relies solely on secondary sources
of information and covering the entire Africa countries.

METHODS
This study use secondary information from different

related literature reviews. Majority of the large scale data sets
dealing with general population matters does not specifically
focus on mental issues. It therefore depends solely on available
sources dealing with mental problems in specific mental dis-
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eases. The data source was from the World Health Organization
and Mental Health Atlas [1]. Figure 1 the researchers were
unable to get the data of prevalence of common mental disorder
in all Sub-Saharan African countries. Only three countries had

available data. The prevalence of common mental disorder for
South Africa is about 30.3% and Nigeria (12%) [24] whereas,
the prevalence rate for Egypt is about 17% [17].
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Fig. 1. The prevalence of common mental disorder in South Africa, Nigeria and Egypt.
Source: [25]

Qualitative investigations were adopted from coun-
tries with available data and different mental health policy
implemented and revised years. There were 22 countries hav-
ing mental health policies (in Table 1), while 20 countries
do not have any mental health policies, and the rest of the
countries not listed according to the World Health Organization.
Meanwhile, only very few countries provided some importance
of mental health issue and have revised their mental health
policies. Unfortunately, we are not able to perform in-depth
statistical analysis due to the absence of information regarding a
particular mental health issues. Our intention is to focus on any
one of the mental health matters and those countries that have
implemented or trying to adopt a mental health policy from
Cape to Cairo. Many African countries implemented a general
population policy or reproductive health policies. But only half
of the African countries have adopted mental health policy.
Limitations: None of the mental health policy studies has been
found in African countries.

RESULTS
Table 1 shows those African countries with mental health

policies in existing status. Many mental health problems are
listed as per the WHO but available data provided indicates
that Tunisia has the highest percentage of neuropsychiatric

disorders that are estimated to contribute to 16.7% of the global
burden of disease [1]. This is followed by Morocco with the
second highest neuropsychiatric disorders that are estimated
to contribute about 16% of the global burden of disease. The
Table further indicates that, about 41% (22) of the countries
from Sub-Saharan Africa do have a mental health policy, and
among them only about 64% (14) of them have mental health
legislations.

Table 2 shows that about 59% of countries do not have a
mental health policy and about 41% have no mental health plan.
As indicated, Mauritius has the highest percentage (14.8%) of
mental health problem followed by Seychelles (14.4%), then
Cabo Verde with (12.9%). Congo Republic, Djibouti, Equa-
torial Guinea, Libya, South Sudan, and Tanzania did not have
any mental health policy, no mental health plan, and no mental
legislation in the study, indicating that mental health problems
is still a serious challenge to health in these areas.

Table 3 further presents a summary of risk factors as-
sociated with mental disorder in Africa. Based on the study
findings, five issues were identified though it might be more
than five. A summary finding was on the five countries such
as Ethiopia, Uganda, Rwanda and South Sudan. The research
gap here implies that future researchers have to work on mental
disorder cases in the entire Africa as existing studies are few.
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TABLE 1
EXISTING MENTAL HEALTH POLICY, PLAN AND LEGISLATION IN AFRICAN COUNTRIES

Sub- Saharan
African Countries

Mental Policy
(Approved Year)

Mental Health
Plan

Mental Health
Legislation

Mental Health
Problem*

Tunisia Revised in 2008 Revised in 2008 Exist, revised in 2008 16.70%
Morocco Revised in 2008 Revised in 2008 Exist, revised in 1959 15.80%
Egypt, Arab Rep. Revised in 2006 Revised in 2008 Exists, revised in 2009 15.10%
Algeria Approved in 2009 Exists Exists, Revised in 1985 13.10%
Ghana Revised in 1996 Revised in 2007 Exist, revised in 1972 8.80%
Madagascar Revised in 2005 Revised in 2008 Exist, revised in 2008 7.90%
Gambia, The Revised in 2007 Revised in 2007 Exists, revised in 1964 7.70%
Mauritania Revised in 2005 Exist Does not exist 7.40%
Senegal Revised in 2006 Revised in 2006 Exist, revised in 1975 7.00%
Namibia Revised in 2005 Revised in 2009 Exist, revised in 1978 6.90%
Togo Revised in 1994 Revised in 1994 Does not exist 6.60%
Guinea Revised in 2000 Revised in 2000 Does not exist 6.50%
Sudan Revised in 2009 Revised in 2002 Does not exist 6.50%
Nigeria Revised in 1991 Revised in 1991 Exist, revised in 1958 6.20%
South Africa Approved in 1997 Approved in 2009 Exist, approved in 2002 5.90%
Rwanda Revised in 1995 Revised in 2007 Does not exist 4.80%
Liberia Revised in 2009 Revised in 2009 not exist 4.10%
Zambia Revised in 2005 Revised in 2007 Exist, revised in 1951 4.10%
Zimbabwe Revised in 2005 Revised in 2009 Exist, revised in 1996 3.10%
Cote d’Ivoire Exists Exists Does not exist NA

Source: Mental Health Atlas 2011 - Department of Mental Health and Substance Abuse [1], World Health Organization [25]; Mental health problem*;
Neuropsychiatric disorders in Percentage

DISCUSSION
This study focuses on mental health Issues and Policy

in Sub-Saharan Africa. The study presents a list of countries
with mental health policy, plan and legislation. About 41% (22)
of countries in the Sub-Saharan region of Africa have a mental
health policy, and among them only about 64% (14) of them
have mental health legislations. Although Tunisia is among
countries with mental health policy, it has the highest percent-
age of Neuropsychiatric disorders. This might be due to the fact
that the existing health policy does not function properly as indi-
cated on paper. However, about twenty countries do not have a
mental health policy. From a summary of risk factors associated
with depression in Africa, four studies were found in this regard

though it might be more than four. The findings were summar-
ily dependent on the four countries such as Ethiopia, Uganda,
Rwanda and South Sudan. The researchers used different types
of depression measures such as Becks Depression Inventory,
Hopkins Symptom Checklist and Epidemiologic Studies De-
pression Scale. These scholars considered people who had been
affected previously with diseases such as fistula and HIV as
well as those who had people after post war. Hence, the findings
of the studies are unable to give the exact figure of depression
on the countries as a whole. The research gap here implies that
future researchers must investigate issues related to depression
which could be a representative study of the whole population.
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TABLE 2
THE COUNTRIES WITHOUT MENTAL HEALTH POLICY, PLAN AND LEGISLATION IN AFRICA

Sub- Saharan
African Countries

Mental Policy
(Approved Year)

Mental Health
Plan

Mental Health
Legislation

Mental Health
Problem*

Mauritius Doesn’t exist Revised in 2002 Revised in 1998 14.80%
Seychelles Does not exist Does not exist Revised in 2002 14.40%
Cabo Verde Doesn’t exist Revised in 2009 Does not exist 12.90%
Comoros Doesn’t exist Revised in 2010 Revised in 1995 9.80%
Eritrea Does not exist Does not exist Does not exist 8.80%
Sao Tome and Principe Does not exist Does not exist Does not exist 8.10%
Gabon Doesn’t exist Doesn’t exist Doesn’t exist 7.80%
Benin Doesn’t exist Doesn’t exist Does not exist 6.10%
Burkina Faso Does not exist Does not exist Does not exist 5.80%
Ethiopia Does not exist Does not exist Does not exist 5.80%
Kenya Doesn’t exist Revised in 1994 Revised in 1991 5.70 %
Guinea-Bissau Doesn’t exist Doesn’t exist Does not exist 5.50%
Mozambique Doesn’t exist Revised in 2007 Does not exist 5.50%
Chad Doesn’t exist Revised in 2008 Does not exist 5.40%
Uganda Doesn’t exist Revised in 2010 Revised in 1964 5.30%
Mali Doesn’t exist Doesn’t exist Doesn’t exist 5.20%
Central African Republic Doesnt exist Doesn’t exist Does not exist 5.00%
Burundi Does not exist Revised in 2010 Does not exist 4.90%
Somalia Does not exist Does not exist Does not exist 4.90%
Lesotho Does not exist Does not exist Revised in 1964 4.80%
Swaziland Does not exist Does not exist Revised in 1978 4.50%
Niger Does not exist Revised in 2009 Does not exist 4.40%
Angola Does not exist Revised in 2010 Does not exist 4.30%
Malawi Doesn’t exist Doesn’t exist Revised in 2005 4.30%
Congo, Rep. Not Available Not Available Not Available Not Available
Djibouti Not Available Not Available Not Available Not Available
Equatorial Guinea Not Available Not Available Not Available Not Available
Libya Not Available Not Available Not Available Not Available
South Sudan Not Available Not Available Not Available Not Available
Tanzania Not Available Not Available Not Available Not Available

Source: Mental Health Atlas 2011 - Department of Mental Health and Substance Abuse [1], World Health Organization [25];
Common Mental health problem*, (Neuropsychiatric disorders) in Percentage

CONCLUSION
From the initial to completion phase of this study, only

few studies were published in journal articles which focus on
mental health in Africa. This might be due to the fact that most
countries within this region are not aware of the effects of men-
tal health problems on human being. Based on this study, mental
health issues document is useful for researchers, academicians,
policy maker, program managers and non-governmental orga-
nizations. There is need for in-depth study into this important
aspect of health related issues especially within the sub-Saharan
regions where victims are neglected and abused within the

community. Most countries within the sub-Saharan regions
considered mental health policy with general health policy but
without separate mental health policy in place as a country.
Those countries with mental health policy have not shown
improvement as they wanted. The reason could be that these
countries have not taken proper evaluation and monitoring the
policy in order to bring significant impact on mental health
problem.
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TABLE 3
SUMMARY OF RISK FACTORS OF DEPRESSION IN AFRICA

Au-
thors

Title and Study done Method Remarks Research Gap

[26] Depression among
women with obstetric
fistula,and pelvic organ
prolapse in northwest
Ethiopia

Depression measures
were obtained using
the Becks Depression
Inventory BDI

variables including age 50 years or
older, age at first delivery younger
than 18 years, marital status, history
of divorce, self-perception of severe
disease were significantly associated
with depression.

It is hospital based study
only focused in North
West. There is a re-
search gap that it should
cover the entire region in
Ethiopia.

[27] Prevalence and risk fac-
tors of major depressive
disorder in HIV/AIDS as
seen in semi-urban En-
tebbe district, Uganda

Multivariate analysis:
AOR (adjusted odd
ratios)

Educational attainment, religion,
marital status and occupation were
not significantly associated with Ma-
jor Depressive Disorder. After ad-
justing for age and sex, the so-
cial factors significantly associated
with Major depressive disorder were
food, insecurity; increasing number
of negative life events experienced
in the last 6 months.

District based study in
Entebbe district. In
the future the researchers
need to study the entire
district in Uganda.

[28] Prevalence and Predic-
tors of Posttraumatic
Stress Disorder and De-
pression in HIV-Infected
and At-Risk Rwandan
Women

Measured by: Centre
for Epidemiologic Stud-
ies Depression Scale
(CES-D)

Women making < $18 a month
were three times more likely than
those making between $18 and $64
a month or > $64 per month to re-
port depressive symptoms

It is cohort study. The
future researchers need
to study cross-sectional
study as well.

[29] Poverty, life events and
the risk for depression in
Uganda

Measured by: major de-
pressive disorder as as-
sessed by the Hopkins
Symptom Checklist

Among females, the risk factors in-
dependently associated with major
depressive disorder were: ecological
factors (district; with the rates for
females showing an overall pattern
similar to that for males); older age
age categories above 35 years; so-
cioeconomic factors (no formal ed-
ucation, being separated/ divorced,
being a single parent, no employ-
ment and poorer socioeconomic sta-
tus) and the life event of paternal
death

It is used to measure Hop-
kins symptoms check-
list. The future re-
searcher need to apply
Cornell Scale for Depres-
sion in Dementia

[30] What are the risk factors
for the comorbidity of
Posttraumatic stress dis-
order and depression in a
war-affected population?
a cross-sectional commu-
nity study in South Sudan

Multinomial logistic re-
gression analyses

Polygamy marriage, never attend
school and Severely Disadvantaged
socio-economic back ground of peo-
ple were significantly associated
with depression

It is cross sectional study.
It would be better the
researcher study popula-
tion survey of posttrau-
matic stress disorder in
South Sudan.
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Fig. 2. Physical map of Africa
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