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INTRODUCTION
Africa, like most of the developing world, is experiencing rapid demographic 
and epidemiological transitions.1 Life expectancy at birth in Africa is increas­
ing rapidly and is expected to dramatically increase the number of elderly 
people on the continent.2 It is projected that the population of people more 
than 65 years old in sub-Saharan Africa will increase by about 80% between 
2000 and 2020.3 This aging of the population will have a significant impact 
on the prevalence and burden of mental health problems. The pattern of 
disease is also rapidly changing with a significant reduction in the levels of 
communicable disease and an increase in noncommunicable disease condi­
tions, including mental health and substance use disorders.4 In sub-Saharan 
Africa, these problems are further compounded by poverty, ethnic strife, 
rapid urbanization, and the growing HIV/AIDS epidemic.5
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230 • C hapter 10 Mental Health and HIV in Africa

The World Health Organization (WHO) reports that of the 30.3 mi - 
lion people worldwide living with HIV/AIDS in 2009, 22.5 million were i 
sub-Saharan Africa.6 HIV was the leading cause of disability in this regio i 
in 2001.4 The high burden associated with HIV is contributing significantly 
to the low life expectancy in sub-Saharan Africa. However, recent advances 
in the treatment of HIV-infected individuals has led to an increase in the lif s 
expectancy of people living with HIV, turned HIV into a chronic conditior, 
and increased the likelihood of neuropsychiatric manifestations of the di: - 
ease.7 Studies have shown that up to half of people infected with HIV have p 
comorbid psychiatric disorder.8

EPIDEMIOLOGY O F MENTAL DISORDERS
Mental health disorders are universal (they occur in all cultures and races and 
in all age groups) and are quite common. Worldwide, 450 million people a r : 
estimated to be affected by mental, neurological, and behavioral disorders. ’ 
Prevalence estimates of mental disorders are known to vary depending on th : 
population studied and the ascertainment and diagnostic procedures usee. 
However, up to 25%  of people worldwide will develop at least one mentall 
disorder in their lifetimes.

Epidemiologic data on mental disorders are still relatively scarce in Afric; i 
and literally nonexistent in many countries across the continent. Reportec 
rates of mental disorders may also not be comparable across studies becausi 
different authors have used different diagnostic instruments and case defini ■ 
tions for mental disorders. Nevertheless, results from the few available stud 
ies suggest that mental disorders are as highly prevalent in Africa as the; 
are in other parts of the world. It may of course be the case that there an 
cultural differences in the form in which disorders manifest and that socia 
and cultural differences may affect outcomes. For example, one of the earlies 
cross-cultural studies ever conducted, the International Pilot Study on Schizo 
phrenia, suggested that patients from developing countries had a more favor 
able short- and medium-term outcome of the disease compared to those fron 
developed countries.10’11 However, earlier claims that some conditions were 
either not present or were so different in their presentations in Africans as tc 
question their equivalent identity with similar conditions in Western Europe 
or North America now seem substantially repudiated.li_17

In patients attending primary health care facilities across Africa, reportec 
prevalence rates for mental disorders range from 14.4 to 27.8% .18'21 The inos 
common disorders seen in primary care include affective disorders, especially
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depression, anxiety disorders, somatoform disorders, and psychotic disorders. 
Despite the high rates of mental disorders presenting in primary care, the level 
of recognition is generally low among primary care practitioners, thus imply­
ing that a majority of patients in need of treatment are not receiving any. In 
the World Health Organization’s study of mental disorders in primary care, 
primary care physicians were able to correcdy identify about only half of the 
cases diagnosed by the research interview.

The development of standardized diagnostic assessment schedules in the 
past few decades has allowed the conduct of community epidemiologic surveys 
of mental disorders that generate comparable data across studies and locations. 
The rest of this section will be devoted to discussing some of what is currently 
known about the epidemiology of common mental disorders in Africa.

Anxiety Disorders
Anxiety disorders are the most common group of mental disorders in the 
community. Phobic anxiety disorders are often the most prevalent, followed 
by generalized anxiety disorder. In Nigeria, Gureje et al.22 reported a lifetime 
prevalence of 5.7%  and a one-year prevalence of 4.1%  for DSM-IV anxi­
ety disorders. Specific phobia was the most common anxiety disorder, diag­
nosed in 5.4%  of the study population. In South Africa, lifetime prevalence of 
DSM-IV anxiety disorders was 15.8% , with the most common disorder being 
agoraphobia without panic disorder, reported in 9.8% of the population.23 
In rural communities in Ethiopia, Awas et al.24 found anxiety disorders in 
5.7%  of the population.

Studies in primary care clinic populations report a prevalence of up to 
36% for anxiety disorders.18 The most common anxiety disorders reported in 
primary care include generalized anxiety disorder, panic disorder, and mixed 
anxiety and depression.25,26

Anxiety disorders are more common in females,27 usually have their 
onset in adolescence and young adulthood, and tend to be chronic.28,29 They 
are often comorbid with other psychiatric or physical disorders.30'32

Mood Disorders
Mood disorders, in particular major depressive disorder, are also highly 
prevalent in the general population. Major depression is diagnosed between 
9 and 25%  of primary care clinic attendees across Africa.18,26,33,34 In com­
munity surveys, the lifetime prevalence rates for major depressive disorder 
range from 2.9 to 9.7% .22,35,36 The incidence rate for major depression was
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232 • C hapter 10 Mental Health and HIV in Africa

reported to be 15.6% in a rural general practice in South Africa3' and 18 Vo 
for women in Harare, Zimbabwe.38

Similar to what has been reported in other parts of the world, depn s- 
sion is more common in women.27 The age of onset is usually between ! ’9 
and 43 years.23,29 Depression is associated with significant comorbidity ai id 
elevated risk of suicidal behavior.32 Reported risk factors for depressive d s- 
orders include life events, childhood adversity, poverty, increasing age, ai id 
low socioeconomic status.39”41

Bipolar affective disorders are less common, with a prevalence of 0.3 to 
1.83% in the community.35,42 The mean age of onset for bipolar disordi rs 
is about 22 years.42,43 Persistent mood disorders occur in 0.2 to 1.6% o ft  te 
general population.22,35,36

Trauma-Related Disorders
The World Health Organization reports that the rates of violence and injiiry 
in the African region are among the highest in the world. Based on 20 )2 
estimates, six of the top 15 causes of death for Africans aged 15—44 ye: rs 
resulted from injuries: homicides, road traffic injuries, war-related injuri :s, 
drownings, suicides, and poisonings. Sub-Saharan Africa has the highest rai er 
of death from war-related injuries in the world. Exposure to these trauma :it 
events is associated with a variety of mental health and social problems.

Community surveys from different parts of the world reveal that up to 
30%  of the general population may have experienced at least one trauma :ic 
event in their lifetimes.44 Commonly reported traumatic events in prim: ry 
care and general population studies include violence, accidents, death o a 
loved one, war, and natural disasters.44,45 Men report more traumatic events 
compared to women.45

Lifetime prevalence estimates of PTSD in the general population rarge 
between 2 and 5% . Estimates are much higher following exposure to tr:u- 
matic events. For example, in people exposed to war, prevalence rates of 
PTSD are between 20 and 40% .46'48 Rates of PTSD increase with proxim ty 
to the event and with increasing number of traumatic events.47,49

Psychotic Disorders
In many African countries, psychotic disorders often present as acute epi­
sodes, sometimes resulting from cerebral involvement of infectious diseases 
such as typhoid fever, malaria, and HIV infection.15,50 The first valid cross­
cultural data on the profile of psychotic symptoms and the prevalence of 
schizophrenia across the world were provided by the International Pilot Stjdy

UNIV
ERSIT

Y O
F IB

ADAN L
IB

RARY



Epidemiology o f Mental Disorders • 233

of Schizophrenia. This study demonstrated that schizophrenia is found in all 
cultures and the prevalence is similar when assessed in comparable ways. 
Worldwide, the prevalence of schizophrenia is about 1%. It occurs equally 
in men and women. The age of onset is usually in late adolescence or young 
adulthood; however, there is a strong gender effect, with men developing the 
illness earlier than women.

There have been few other epidemiologic studies of psychotic disorders 
in Africa. In a rural area of Ethiopia, Kebede et al. reported a lifetime rate of 
schizophrenia of 4.7 per 1000 and a high male-to-female r a t io .51’52

Childhood Mental Disorders
Africa currently has the youngest population in the world; up to 50%  of the 
total population in Africa is children and adolescents. Worldwide, 10 to 20% 
of children and adolescents have a current serious mental disorder.9 These 
disorders include childhood disorders such as attention-deficit/hyperactivity 
disorder and autistic disorders as well as adult disorders with onset in child­
hood. It has been reported that up to 50%  of adult psychiatric disorders 
begin in childhood and adolescence. Early onset of mental disorders is often 
a predictor of poor outcome, chronicity, and increased burden. In Africa, 
many children are affected by wars, civil conflicts, displacement, malnutri­
tion, poverty, and AIDS. This leaves many of them orphaned and vulnerable 
to increased risk for abuse and mental health problems.

Large-scale data on community prevalence rates and patterns of men­
tal disorders in children and adolescents are rare in Africa; however, avail­
able evidence suggests that the rates are similar to those in other parts of 
the world.53’54 In Nigeria, Gureje et al.,55 in a pediatric primary care set­
ting, reported an overall prevalence of disorders in 19.6% of attendees, and 
Adelekan et al.56 reported a rate of 18.6% in an elementary school sample. 
Tadesse et al.,5/ in a district in Ethiopia, found an overall rate of 17.7% 
for childhood behavioral disorders, and the rates increased with increasing 
age. Commonly reported disorders include depression, anxiety disorders, and 
conduct disorders. Childhood behavioral disorders are more common in boys 
than in girls.55'57

The HIV/AIDS epidemic in Africa is taking its toll on the mental health 
and well-being of Africa’s children. The epidemic has contributed to rising 
child mortality and has rendered many children orphaned or vulnerable.58 
A large number of children live at high risk of HIV, and some are saddled 
with the responsibility of caring for a chronically ill parent or parents and 
are subject to stigma and discrimination because of their HIV status or 
association with a person living with HIV.58’59 Some children might be
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234 • C hapter 10 Mental Health and HIV in Africa

required to work or put their education on hold, and their households may 
experience greater poverty because of the disease. All these adverse child­
hood experiences place these children at increased risk for developing men­
tal health problems.

Mental Disorders of the Elderly
The world’s population is rapidly aging, and this demographic transition is 
occurring at a faster rate in developing countries. It is projected that the popu­
lation of people more than 65 years old in sub-Saharan Africa will increase by 
about 80% between 2000 and 2020.3 The prevalence rates of many physical 
and mental disorders are known to increase with increasing age.60,61 Close 
to 60% of elderly populations more than 65 years old are diagnosed with at 
least one chronic medical disorder. The most common disorders diagnosed in 
elderly populations include cardiovascular diseases, especially hypertension; 
hearing and visual impairment; and osteoarthritis.61"63 These disorders are 
often comorbid and associated with the presence of mental disorders, espe­
cially depression.63

The rates of depression in the elderly populations are higher than the 
rates reported from general populations in those regions. For example, in 
Nigeria, the rate of depression in the general adult population is about 3% , 
whereas in the elderly 65 years or older, using similar modes of ascertain­
ment, the prevalence is 7 .1% .22,64 In South Africa, reported prevalence of 
depression in the general population is about 10%, while in the elderly it is 
between 13 and 16.5% .36,65

Even though the current rates of dementing illnesses are low in Africa 
and other parts 61 the developing world, they are expected to' increase in 
tandem with the aging population.66 Community prevalence estimates for 
dementia range between 2 and 6% .66 Similar to the results of studies from 
more industrialized nations, Alzheimer’s is found to be the most common 
type of dementia, occurring in about 60% of dementia cases, followed by 
vascular dementia. Interestingly, the e4 allele of the apolipoprotein E gene 
has not been found to be a risk factor for dementia in Africans.67,68

In many African countries, the facilities and resources to cater to the 
health needs of the elderly are not widely available, and the burden of care 
rests on family members. With the rapid rates of urbanization and break­
down in the extended family system currently being witnessed in most Afri­
can countries, it is going to become increasingly difficult for elderly people 
requiring assistance to get any. A recent study revealed that up to 19% of 
elderly people with disability requiring assistance in activities of daily living
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had no caregiver to provide the needed help.69 Furthermore, the majority of 
the elderly reside and work in rural areas where health and social services are 
less well developed than in the urban centers.

The HTV/AIDS epidemic is also taking its toll on the elderly populations 
in Africa. As the epidemic affects more adults in their economically produc­
tive years, many elderly will lose their economic and social support with the 
death of their adult children. In addition, these elderly people acquire the 
additional burden of caring for young children orphaned by AIDS. Kautz et 
al.,70 using data from the National Demographic and Health surveys from 22 
African countries, found that the number of elderly people living alone and 
being the sole caregiver for young children increased with increasing severity 
of the H1V/AIDS epidemic.

BURDEN O F MENTAL DISORDERS
Prior to the Global Burden of Diseases study, the burden of disability associ­
ated with mental disorders was not appreciated, and mental health was not 
accorded much public health significance. Mental disorders are now recog­
nized to be a significant cause of role impairment in work and social relation­
ships and poor quality of life and physical well-being. In the WHO 2004 
Global Burden of Disease report/1 neuropsychiatric conditions accounted 
for up to 31.7%  of all years lived with disability (YLD). The burden asso­
ciated with mental disorders is comparable to that for cardiovascular and 
respiratory disorders and exceeds that associated with cancers and HIV.72 
The excess burden attributable to mental disorders results from their high 
prevalence rates, relatively early age of onset, and prolonged course.

Even though communicable, maternal, perinatal, and nutritional disor­
ders continue to constitute the greatest disease burden in much of Africa and 
other low-income countries, noncommunicable diseases are increasing in sig­
nificance. Up to 45%  of the disease burden in low- and middle-income coun­
tries is now from noncommunicable diseases. In the WHO report for 2005, 
neuropsychiatric disorders accounted for about 9.1%  of the total disability 
adjusted life years (DALYs) and more than 25%  of the DALYs due to non­
communicable disease. It is expected that the contributions of neuropsychi­
atric and other noncommunicable disease to overall disease burden in Africa 
will continue to rise as health systems improve and achieve greater success 
in treating communicable diseases and improve perinatal care. It is projected 
that by 2030, the burden associated with neuropsychiatric disorders globally 
will increase from the current 9%  to about 11% of total DALYs and that of 
other noncommunicable diseases will increase from 35 to 45% .73
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The mental disorders associated with the largest disease burden include 
unipolar and bipolar affective disorders, alcohol and substance use disor­
ders, anxiety disorders, schizophrenia, and dementia. Unipolar depression is 
the leading cause of YLD globally, accounting for 13.4% and 8.3% of the 
total YLD for males and females, respectively, in the 2004 Global Burden 
of Disease study.71 Unipolar depression was ranked as the seventh leading 
cause of disability for low- and middle-income countries in 2001; it is pro­
jected to become the second leading cause by 2030.4’73 Unipolar depressive 
disorder accounts for so much disability globally because of its high preva­
lence (lifetime occurrence in the general population is close to 20% ) and 
chronic course. In addition, recent evidence suggests that even subthreshold 
depressive symptoms that do not attain diagnostic status are associated with 
considerable levels of disability and level of disability increases stepwise with 
increment in depressive symptoms.

Schizophrenia, along with schizoaffective disorder, constitutes the fifth 
leading cause of disability worldwide and is responsible for more years of 
life lived with disability than all malignancies and HIV combined. Typically, 
schizophrenia has an early age of onset (usually in late adolescence and early 
adulthood), often making it difficult for people with this disorder to attain their 
full potential in terms of educational attainment, establishment of a career, and 
marital relationships. The disorder also persists for most of the individual’s life­
time. Bipolar disorder, even though characterized by remissions and relapses, 
is associated with a significant level of disability that is not only limited to epi­
sodes of the illness but persists even during periods of remission. It accounted 
for 2.5% of global YLD in the 2000 Global Burden Disease study.

Other common mental disorders, especially the anxiety disorders (gener­
alized anxiety disorder, panic disorder, phobic anxiety disorders, obsessive- 
compulsive disorder, and posttraumatic stress disorder), also cause substantial 
levels of disability. These disorders often co-occur with other mental and 
physical disorders. The presence of comorbidity is associated with higher lev­
els of disability.

The effect of mental disorders on role functioning is commonly broad. 
Even though the most common focus of impairment is in the domains of 
occupation, marriage, parenting, and social relationships, an awareness now 
exists that mental disorders impair the performance of activities of daily liv­
ing (such as the ability ro maintain personal hygiene) as well as instrumental 
activities of daily living (such as shopping and doing physical chores). Thus, 
mental disorder may limit performance of roles relating to mobility, as well 
as cognition, and may also reduce the capacity of affected individuals for per­
sonal self-care. The demonstration that mental disorders may affect not only
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psychosocial functioning but also limit physical functioning has important 
implications for the understanding of the totality of the impact of mental dis­
orders, especially in contrasting such disorders with common chronic physi­
cal conditions such as arthritis, heart diseases, and respiratory conditions. 
Data from the World Mental Health Surveys show that common mental dis­
orders are more disabling than common chronic medical conditions.74

In addition to the health burden associated with mental disorders high­
lighted above, mental disorders also impose additional costs on the individu­
als, families, and society at large. Individuals with mental health problems 
have impaired quality of life and lost productivity, as well as have to deal 
with the impact of stigma and discrimination. Stigma limits the opportunities 
for work, leads to exclusion, denies people with mental disorders opportunity 
for full recovery, and perpetuates the associated disability.

It is estimated that one out of every four families has a mentally ill 
member.9 Such families have to cope with the emotional stress of provid­
ing support and care for a mentally ill member. In most African countries, 
considerable burden falls on caregivers. This burden results not only from 
traditional close family bonds but also from lack of mental health and social 
welfare services. In places where mental health services are available, pay­
ment for such services is usually out of pocket because insurance is unavail­
able or mental disorders are not covered by insurance. Families also have to 
provide ongoing supervision and help with activities of daily living and emo­
tional support. This caring role takes up a substantial portion of the carers’ 
time, resulting in lost earnings, lost opportunities for social interactions and 
leisure, and psychological distress.

Stigma, Quality of Life, and Mental Disorders
Experience of stigma and discrimination is rife for people with mental illness 
and may be an important reason for impaired quality of life. Stigma can be 
defined as a mark of shame, disgrace, or disapproval that results in an indi­
vidual being rejected, discriminated against, and excluded from participating 
in a number of areas of society. Recent research evidence has challenged ear­
lier claims that stigmatizing attitudes toward the mentally ill are less evident 
in non-Westem cultures.75 ' 7 Stigma commonly arises from poor knowledge 
about the nature, causes, treatment, and treatment outcomes of mental ill­
ness, resulting in negative views of the mentally ill. In many African commu­
nities, negative attitudes toward the mentally ill stem from deep-seated beliefs 
in the supernatural causation of mental illness and prejudice that people who 
develop mental illness in some way deserve their lot.
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Stigma constitutes the most important barrier to seeking treatment for 
mental illness, the type of treatment received, and funding available for men­
tal health care.78 People with mental disorders commonly rate their quality 
of life lower than those with no mental disorders. Assessment of quality 
of life provides an indication of the impact of disorders on the subjective 
well-being of a person across a whole range of areas. In people with mental 
disorders, multiple domains are often affected. Thus, poorer self-reported 
well-being in physical, social, environmental, and psychological domains 
may be reported.

Mortality in Mental Disorders
Mental disorders have been associated with premature mortality attribut­
able to both natural (deaths resulting from somatic diseases) and unnatural 
(deaths due to accidents and suicide) causes. Standardized mortality ratios 
for both natural and unnatural causes of death in psychiatric patients are 
more than twice that of the general population. Mental disorders that have 
been associated with increased risk of death include schizophrenia, dementia, 
major affective disorders, and substance use disorders. The leading causes of 
death in patients with mental disorders include cardiovascular diseases, sui­
cides, accidents, respiratory diseases, infections, and malignancies.

This excess in mortality in patients with mental illness can be accounted 
for in part by the increased frequency of death from suicides and accidents. 
Accidental deaths have been linked to substance use disorders, especially 
alcohol use; depressive disorders; anxiety disorders; adjustment disorders: 
and personality disorders. Accidental deaths are more common in men than 
in women and are significantly increased in the presence of comorbidities.

Even though reliable data are scarce from Africa, it is known that the 
majority of suicides occur in low- and middle-income countries. The life­
time risk of suicide in patients with mood disorders is about 30 times that 
of the general population. Overall cross-national prevalence estimates for 
suicidal ideation, plans, and attempts in the World Mental Health Surveys 
were 9.2, 3.1, and 2 .7% , respectively.79 Rates of suicidal behavior do not 
mirror the geographic patterns associated with suicide deaths and show no 
systematic difference between developed and developing countries. Prior 
suicidal behaviors are among the strongest predictors for subsequent sui­
cidal behaviors.80

The highest risk for suicide and suicidal behavior is seen in people with 
mood disorders, especially depression; impulse control disorders; alcohol/ 
substance use disorders; and psychotic and personality disorders.81
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INTERVENTIONS FOR MENTAL DISORDERS
Effective treatment strategies exist for most of the common mental disorders; 
however, resources and availability limit the form of treatment provided. The 
treatment gap for mental disorders in many low- and middle-income coun­
tries is more than 75%.

Psychiatric Services in Africa
Psychiatric services are poorly developed across the continent, with most of 
the available services and personnel located in urban areas. Much of modern 
psychiatric service is still offered in stand-alone psychiatric hospitals, many of 
which were established during the colonial administrations. For example, the 
first asylum, established in Calabar, Nigeria, in 1904, is still in use today. The 
same is true of Mathari Hospital, in Nairobi, Kenya, established in 1910. In 
many countries on the continent, the great proportion of available psychiatric 
beds are located in such hospitals. To varying degrees, service provided by 
mental hospitals is complemented by psychiatry units of teaching and general 
hospitals and, in countries such as Kenya, by provincial or general hospitals. 
In South Africa, public psychiatric services provide care for about 80% of 
the patients, and private practice psychiatry cares for the remaining approxi­
mately 20%  who can afford it.82

Overall, Africa has a median of 0.7 psychiatric beds in general hospitals 
per 100,000 population compared to 10.5 in Europe.83 Human resources 
for mental health service are also in short supply and inequitably distributed. 
Within countries, most mental health professionals are located in cities; for 
example, 44 of Kenya’s 53 psychiatrists practice in urban areas,84 many of 
them in Nairobi.

In general, most African countries are yet to have a fully mainstreamed 
mental health service in which patients with mental disorders are treated in the 
same facility as those with physical illness. In addition, effective community 
service is yet to be fully developed in Africa. There are however some small- 
scale programs that could provide models for effective integration of mental 
health service into primary care, as has been shown in Guinea-Bissau85 and 
for comprehensive culturally applicable rehabilitation for persons with severe 
mental illness, as demonstrated in Tanzania.86

Currently, the majority of people in need of mental health services are not 
receiving any.87 As highlighted above, the major challenges to the delivery of 
mental health care in Africa include scarce human and financial resources, 
inequities in the distribution of the available facilities and resources, and a 
lack of awareness of the magnitude of the burden associated with mental
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health problems. Tackling these barriers will require increasing advocacy 
efforts and the integration of mental health services into the existing health 
service structures of different nations, providing ongoing training and super­
vision to primary care practitioners, and mobilizing resources for mental 
health from various sectors.

Collaborations with Primary Care and Indigenous Healers
Across Africa, mental health specialists are scarce (see section on health 
workforce and training); therefore, the only way to reduce the treatment gap 
for mental disorders is to train primary health care and community health 
workers in the identification, management, and referral of mental disorders 
and to establish effective collaborations with specialists.88 At present in most 
countries, primary health care workers have very poor knowledge of mental 
disorders and a negative attitude toward mental health; therefore, virtually 
no mental health services are provided at primary health care facilities.89

To achieve effective delivery of mental health care in primary care set­
tings, appropriate training needs to be combined with continued supervision 
and support for primary care workers.90 Studies have shown that detection 
of mental disorders by primary care workers is improved by their working 
closely with psychiatrists.91 Scaling up mental health care in Africa might 
be better achieved by redeploying the few available psychiatrists to provide 
training for primary care practitioners. It will also be important to strengthen 
psychiatric training in undergraduate medical curricula to produce general 
physicians who will be more confident and competent to provide care for 
common mental disorders in general health settings and provide supervision 
for other staff.

In many African countries, a large number of people still rely on tradi­
tional and religious healers to help meet their primary health care needs.9- 
With the widespread beliefs in the supernatural causation of mental dis­
orders across the continent, many individuals and families with mentally 
ill members seek care from traditional healers and religious healers.89 For 
example, a study in urban Tanzania found that among people attending a 
traditional healer center in Dar es Salaam, the prevalence of common mental 
disorders was 48% , which was twice the prevalence among persons attend­
ing the neighboring primary health care clinic.93 In a national survey on 
the use of alternative care for mental disorders in South Africa, Sorsdahl 
et al.93 reported that 20%  of individuals with a lifetime mental disorder 
obtained treatment from traditional healers (9%) and religious or spiritual 
advisors (11%). Factors that are associated with seeking alternative practi­
tioners include presence of a psychotic, substance use, or anxiety disorders;
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accessibility and affordability of alternative healers; older age; race; unem­
ployment; and lower education.94’95

Despite the widespread patronage of alternative forms of care, there is 
as yet very little empirical data to support the effectiveness of most tradi­
tional and religious treatment modalities for mental disorders. In addition, 
the practices of alternative practitioners in most countries are not regulated. 
Given the large numbers of mentally ill people being attended to by these 
alternative healers, finding ways to incorporate them into orthodox mental 
health services might be important in increasing mental health care. Similarly, 
collaborations between these alternative practitioners and mental health pro­
fessionals will be needed to improve the quality of care being delivered by 
these practitioners.

Mental Health Policy in Africa
One major barrier to the provision of effective mental healrh services in Africa 
is the lack of mental health policies, programs, and action plans. Globally, 
60%  of countries have a dedicated mental health policy covering approxi­
mately 72% of the world’s population. Only 42.2%  of African countries have 
a mental health policy, and many countries with an existing policy document 
do not have an action plan for its implementation. Failure to implement implies 
that the benefits of the policy may not reach the intended populations.

In Nigeria, for example, the national mental health policy document was 
formulated in 1991; the policy makes provision for incorporating mental 
health into the national health care system at all levels and proposes an increase 
in service coverage for mental health care by introducing mental health as the 
ninth component of the nation’s primary health care services. It also includes a 
selection of psychotropic medications in the essential drug list.96 Two decades 
later, the policy has yet to be fully implemented and has not had much effect 
in improving the provision of mental health care. The reasons for this include 
lack of training and supervision for primary health care workers, failure to 
develop secondary mental health care services and to effectively link primary 
care providers with mental health specialists, non-availability of psychotropic 
medications at the primary care level, and poor funding.97

Financing of Services
Close to 40%  of African countries do not have a separate mental health bud­
get within the total health budget. Even in countries with specified mental 
health expenditures, close to 70% spend less than 1% of their health budget 
on mental health. Methods for financing mental health care in Africa include
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out-of-pocket payments (38.6% ), tax-based funding (54.5%), private insur­
ance (4.5%), and external grants (2.3% ).71

Health Workforce and Training
The median number of psychiatrists per 100,000 people in African countries 
is 0.05, translating to roughly one psychiatrist to 2 million people.83 Within 
the continent, the distribution of human resources is uneven, with countries 
in sub-Saharan Africa having significantly fewer resources than those in 
North and South Africa. For instance, Ethiopia, the second most populous 
country in Africa, has only 11 psychiatrists, a ratio of one psychiatrist to 
about 6 million people,98 and, in South Africa, the ratio is one psychiatrist 
to 250,000 people. Chad, Eritrea, and Liberia have one psychiatrist each to 
their populations of 9, 4.2, and 3.5 million, respectively. On the other hand, 
Egypt has about 0.9 psychiatrists to a population of 100,000.

The numbers for other mental health professionals are similarly low: 
0.61 psychiatric nurses, 0.04 psychologists, and 0.03 social workers per 
100,000 people in Africa.83 Many factors are responsible for the shortages 
of trained professionals in mental health care. Training facilities for mental 
health professionals in Africa are not enough to produce the desired numbers 
of professionals. The scarcity of professionals is further compounded by their 
migration to developed countries because of better working conditions.

Models for psychiatric training vary across Africa. In South Africa, for 
example, there are two routes to qualify and register as a psychiatrist. One 
is by undertaking a master’s degree in psychiatry—MMed (Psych)—and the 
other is to complete a fellowship program of the College of Psychiatrists of 
The Colleges of Medicine of South Africa— FC Psych (SA).82 In Nigeria, on 
the other hand, psychiatry training, like all other postgraduate medical train­
ing, is modeled after that of the United Kingdom’s The Royal College of 
Psychiatrists. Psychiatrists are registered after completing a four- to six-year 
residency training program and passing the fellowship qualifying examina­
tions of either the West African College of Physicians—FWACP—or the 
National Postgraduate Medical Training College of Nigeria—FNMC (Psych).

HIV/AIDS IN AFRICA
Even though the global rates of new HIV infection and HTV-related deaths is 
on die decline, sub-Saharan Africa remains seriously affected by the epidemic. 
The WHO global AIDS report of 2010 states that 68%  of the global total num­
ber of people living with HTV/AIDS in 2009 currently reside in sub-Saharan 
Africa and 72% of the global total of 1.8 million deaths attributable to HIV
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occurred in the same region.6 HIV is currently the leading cause of death 
in Africa. Countries with the largest burden of HIV in the region include 
Ethiopia, Nigeria, South Africa, Zambia, and Zimbabwe. Women in Africa 
bear a disproportionate portion of the AIDS burden. Not only are there more 
women than men living with the disease, in most countries, they are also 
more likely to be the ones caring for people infected with HIV. Female-to- 
male ratios of new HIV infections range from 1.22:1 in West and East Africa 
to 1.33:1 in southern Africa.6

There has been a significant scaling up of treatment for HIV globally. In 
sub-Saharan Africa, by the end of 2009, 37%  of people eligible for treatment 
were able to access highly active antiretroviral therapy compared to only 2% 
in 2 0 0 2 ."  It is expected that, as HIV testing expands, access to treatment will 
be further improved and health systems strengthened to monitor the health 
status of people living with HIV and that AIDS-related mortality is likely to 
further reduce. This reduction in mortality and increased life expectancy of 
people living with HIV/AIDS is turning HTV infection into a chronic infec­
tious disease and increasing the number of people living with HIV/AIDS. This 
increase in the number of people living with HIV will place added burden on 
the health systems of many African countries.

The HIV/AIDS epidemic is also contributing to the changing demographic 
and household structures in sub-Saharan Africa. It has contributed to rising 
child mortality and reductions in life expectancy in the region, resulting in 
many children becoming orphaned or vulnerable.59-100 Almost 90%  the total 
of 16.6 million children 0-17  years old who have lost their parents due to 
HIV live in sub-Saharan Africa.6 AIDS-related mortality has led to increases 
in the number of single-parent-headed (in which a female is usually the single 
parent), child-headed, and grandparent-headed households.59-101

Despite this huge burden of HIV/AIDS in Africa, very little of what is cur­
rently known about the epidemic comes from Africa. As pointed out by Ogun- 
bodede,102 only 4.7%  of the 140,736 publications on HIV/AIDS between 
1981 and 2000 are directly related to Africa. A need exists for more empirical 
data to drive policy and provision of care for people living with HIV/AIDS in 
Africa because differences in sociocultural and other factors make generaliza­
tion of reports from more developed economies inappropriate.

Mental Health Aspects of HIV/AIDS
Infection with HIV has been consistently linked with poor mental health. The 
rates of mental disorders in HIV-infected populations are in excess of that 
found in the general adult population. In a case-control study, Adewuya et 
al.103 reported a rate of 59.1%  for psychiatric disorders compared to 19.5%
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in subjects without HIV. In South Africa, prevalence of psychiatric disor­
ders in HIV-infected populations range from 43 to 56%  compared to about 
30%  in the general adult population.23,104106 In some patients, especially in 
resource-poor settings, psychiatric disorders are the initial presenting clinical 
manifestation of HIV disease.

Evidence also exists of high HIV seroprevalence in people with serious 
chronic mental illnesses. In South Africa, Collins et al.107 found a seropreva- 
lence rate of 26.5%  in patients admitted to a public psychiatric hospital, and 
in Uganda, Mating et al.108 reported a rate of 18.4% among first-time psy­
chiatric admissions in two national referral hospitals.

Several mechanisms have been implicated in this complex relationship 
between HIV and mental health. HIV is known to directly infect the cen­
tral nervous system, leading to neuropsychiatric complications such as minor 
cognitive and motor disorder, HIV-associated dementia, and mood disorders. 
The high prevalence of psychiatric disorders reported in people living with 
HIV may actually reflect high rates of preexisting mental and substance use 
disorders in demographic groups at increased risk for HIV.109 On the other 
hand, emotional distress, depression, and anxiety may be a response to the 
initial crisis of learning about HIV status or to the subsequent development of 
symptoms and associated disability or may be related to the unwanted effects 
of antiretroviral therapy.110,111

Factors that have been associated with increased likelihood of having a 
psychiatric disorder include the number of HIV-related symptoms, viral load, 
younger age, heavy alcohol use, unemployment, and living alone.

Psychiatric Disorders in HIV/AIDS
As noted above, psychiatric disorders are more prevalent in HIV infected 
populations compared to general adult populations. The comorbidity of HIV 
and psychiatric disorders is associated with reduced adherence to antiretro­
viral treatment, increased use of health services, impaired quality of life and 
poorer health outcomes.113 Psychiatric disorders that are commonly reported 
among HIV infected populations include mood disorders, anxiety disorders 
(especially PTSD), and psychotic disorders. Early recognition and treatment 
of comorbid mental disorders in patients with HIV improves quality of life 
and treatment outcomes.114

Mood Disorders

Depression is usually the most prevalent psychiatric diagnosis among HIV- 
infected patients; a two- to seven-times increased likelihood exists for a
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diagnosis of depression in patients with HIV compared to the general 
population.111 The prevalence rate ranges between 3 and 35% in African 
studies.105,1,2>,133is  fh e  rates reportedly increase with clinical stage, or 
progression, of the HIV disease.106,112 The diagnosis of depression is some­
times difficult in patients with HIV due to the overlap in some symptoms, for 
example, fatigue, pain, anorexia, and insomnia.7

Depression in HIV/AIDS is associated with poor adherence to antiret­
roviral therapy, reduced quality of life, and increased mortality.116,117 Poor 
adherence to highly active antiretroviral therapy (HAART) has been linked 
to poor outcomes, including increased viral load, viral resistance, clinical 
progression to AIDS, opportunistic infections, and increased hospital admis­
sions. Early detection and appropriate interventions for depression will be 
important in efforts to achieve optimal adherence to HAART.

Rates of manic illness are increased in people with HIV/AIDS, especially 
with progression of symptoms. Mania in patients with AIDS is related to 
cognitive impairment and immunosuppression (indicated by low CD4 cell 
counts) and is thought to result from direct central nervous system infection 
by HIV.118

Anxiety Disorders

The prevalence rates of anxiety disorders are commonly elevated in patients 
with HIV infection and are often comorbid with depression. Anxiety syn­
dromes typically manifest as PTSD, generalized anxiety disorder, mixed anxi­
ety, and depression and phobias. PTSD has been documented in up to 20%  of 
patients and is associated with a greater number of life events.105

Psychosis

Very few studies exist that have investigated the occurrence of psychotic 
symptoms in HIV/AIDS in Africa. Few available studies suggest that the pat­
tern of occurrence is similar to that in other settings. Psychosis is a relatively 
uncommon psychiatric manifestation of HIV and appears more often in later 
stages of the disease.119 Psychosis in HIV-infected populations is associated 
with untreated HIV infection, cognitive impairment, HIV-associated demen­
tia, and a past history of psychiatric or substance use disorders.111

Despite the well-established relationship between mental health and HIV/ 
AIDS and the WHO’s recommendation that attention to the psychosocial 
needs (which include prevention and treatment of mental health problems) of 
people with AIDS should be an integral part of HIV care, mental health care is 
yet to be integrated into HIV treatment programs in many African and other
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resource-poor countries.120 Considering the fact that mental health resources 
and professionals are lacking across Africa, effective delivery of mental health 
care to people with mental illness can be achieved only by strengthening the 
capacity of those working within HIV prevention and treatment programs to 
recognize and treat mental health problems.

A need also exists for well-designed studies to increase the evidence base 
of the interactions between mental illness and HIV/AIDS at various stages 
of the disease in Africa and other resource-poor settings, where the disease 
is most prevalent. It is also important to increase awareness that mental 
health constitutes a major barrier to reducing the spread of HIV infection- 
preventive efforts, including the uptake of counseling and testing services 
and adoption of low-risk behaviors, adherence to HAART, and ultimately 
survival.121 This can be achieved only when empirical evidence from locally 
conducted research becomes available to guide the formulation of effective 
policy and intervention strategies.
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2 1 st CENTURY
GLOBAL MENTAL HEALTH
ELIOT SOREL
Nearly five hundred million people worldwide suffer from neuropsychiatric disorders, representing, in aggregate. 
14% of the global burden of disease in low, middle, and high income countries. Although there have been notable 
scientific advances in the global mental health domain, challenges still remain in knowledge transmission and 
application, as well as in access to care and in eradicating shame, stigma, and discrimination.

21st Century Global Mental Health is a comprehensive and authoritative text on the subject of global mental 
health and its integration with public health and primary care. The book thoroughly examines the progress to 
date and the challenges that still remain. In five sections, it explores:

■ Epidemiology, the global burden of disease, and diagnostic systems

■ The determinants of mental health

■ Populations' mental health

* Evaluating and strengthening mental health systems

■ Mental health policy and financing

"21st Century Global Mental Health is a welcome addition to the public health literature... it covers the many 
facets of mental health that should be of interest to an eclectic readership. The arguments are compelling and 
the material is presented in logical fashion by eminent scholars. I recommend it highly and hope that it achieves 
the desired effect of raising the profile of mental health higher in the global health discourse of the 21st century."

-S ir  George Alleyne, Chancellor University of the West Indies, Director Emeritus Pan American 
Health Organization
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