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One of the most pressing problems
relates to poverty and governance as
well as equity in the distribution of
resources. The trend in Africa today
(in spite of a few exceptions) is
toward more open and transparent
systems of governance, which should
translate into more vibrant economies
for the regions. This, coupled with
the trend towards larger economic
blocks in the regions, augurs well for
Africans and their citizens with men-
tal health needs. Serious efforts to
study and anticipate civil strife in the
continent are in evidence at both
local and international levels. Nelson
Mandela’s activities in Burundi are a
good example.

The developed world seems to be
paying some attention to the develop-
ing world, following September 11,
2001 attack on New York, leading to
the realization that inequality is a
breeding ground for discontent, and
there are signs that Western govern-
ments are committed to poverty erad-
ication as one of the strategies of
dealing with insecurity. In the long
run, benefits could come to mental
health, as evidenced by a number of
ongoing projects on mental health
policy support in Eastern Africa
financed by the British Government
with support by the World Health
Organization.

Further reason for hope is home-
grown. An example from Uganda
illustrates a novel method of integrat-
ing the asylum and community
approaches, similar though not the
same as that proposed by Thornicroft
and Tansella. Butabika Hospital has
been transformed a few years ago from
a traditional asylum to a beautiful
modern institution, simply by making
sure that it is adequately (and directly)
funded, thus ensuring that patients
receive medication and food. Many of
the patients who previously stayed in
the asylum for many years did so
because they did not have adequate
medication! With some of the funds
saved by having fewer patients staying
shorter, the hospital has been cleaned
up and the patients given a cleaner,
dignified environment in which to get

better quickly and back to the commu-
nity, giving even greater savings.

The community around Butabika
has seen the improvement in the
patients and the hospital, and are
now happy to accept primary health
care facilities from the asylum. The
benefit to the war on stigma is great,
as primary health care needs are satis-
fied in a former asylum where the
local community is able to come face
to face with formerly psychotic
patients who are getting better.

There are three reasons to embrace
Thornicroft and Tansella’s approach.
One because it is supported by com-
mon sense, secondly because there is
evidence that community care works
in spite of being perceived as a failure
(6) and thirdly because increasing evi-
dence supports the view that Sub-
Saharan Africa is paying some atten-
tion to mental health, and as it does
so must not make the mistakes made
by the developed world in the asylum
era. In this respect, Africa can and
must avoid mistakes already made by
the West, by applying its meagre
resources to well thought out bal-
anced care.

That the world is also paying atten-
tion to Africa is evidenced by the pub-
lication of this commentary in this
official organ of the World Psychiatric
Association, and one can only hope
that the situation reported by Patel
and Sumathipala (7), in which Africa

hardly features in the leading journals
of the world, will find resolution in the
course of time. Africa has a great deal
to teach and learn from the rest of the
world. The future for Africa is good,
the future of balanced care is assured
as an appropriate model of care.
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Traditional methods of treating
mental illness within communities
prevailed in all cultures until the 19th
century, when building asylums and

isolating mentally ill persons from the
rest of the society boomed in the eco-
nomically developed countries. I
believe this style of treating mental ill-
ness crossed to Africa in the era of
colonialism and still prevails in many
countries of the continent. 

Mental health service reform in
Europe came about because of
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medication! With some of the funds
saved by having fewer patients staying
shorter, the hospital has been cleaned
up and the patients given a cleaner,
dignified environment in which to get
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national initiatives and policies (1),
whereas there are no mental health
policies or mental health legislations
in many African countries (2). This
clearly indicates that African govern-
ments have very little commitment for
mental health services. 

Moreover, because of poor econo-
my and brain drain, Africa suffers
from shortage of material and human
resources for social services in gener-
al and mental health services in par-
ticular. In Europe, the average num-
ber of psychiatrists per population
ranges from 5.5 to 20/100,000, and 5
to 10% of health care funding goes to
psychiatric services (1), while in
Africa the average number of psychia-
trists is 0.05/100,000 population (3)
and the funding for mental health
services is much less than one per
cent of the general health budget (4). 

Because of other competing priori-
ties and attitudinal problems, mental
health care in the developing coun-
tries gets the least in the priority set-
ting compared to other areas of health
care. The burden of caring for the
mentally ill in most African countries
is left to the families. When one fami-
ly member gets ill with a mental dis-
order, traditional healing sites are the
places which are tried first. Having
tried and failed all other alternatives,
modern mental health care centers
are very often the last places where
help is sought (1,5). Vagrancy in a
disheveled state and malnutrition are
very common phenomena for patients
with chronic mental disorders. Such
patients get admission to the tradi-
tional hospitals/asylums for assess-
ment only when they get some kind of
involvement with the law (6). In these
hospitals they get food and shelter on
a regular basis. One then wonders
whether such patients are better off in
asylums where at least they could get
basic necessities for survival. This is
not to suggest that asylums are good
enough for African patients, but just
to throw some thoughts on the dis-
crepancy between economically
developed countries and the low-
income countries with regards to care
provision to the mentally ill. 

Until the early 1980s, the idea of
expansion of mental health care for
many African countries meant dupli-
cating the existing traditional mental
hospitals. One good example of this is
a blue print of a design to build a huge
mental hospital at the outskirt of Addis
Ababa, Ethiopia around 1984. Before
this plan of building the hospital mate-
rialized, the Director of the Mental
Health Division of the World Health
Organization paid a working visit to
Ethiopia. Consistent with the new
trend of the time, he advised the Min-
istry of Health against building the
hospital, but rather to decentralize the
service to the regions by training mid-
level health workers. Following that
advice, the plan to build the hospital
was cancelled and training of psychi-
atric nurses was started. Now the ser-
vice that was limited to one traditional
mental hospital in Addis Ababa has
spread out to 36 regional and district
hospitals where units for mental health
care have been established. Two psy-
chiatric nurses each run these units.
This service is now expanding to lower
health facilities and has become rela-
tively more accessible to those who
need it and to their families. There is a
good system of referral between the
mental hospital in Addis Ababa and
these centers. Given the shortage of
resources in Africa, can one take this
as a kind of counterpart to the mental
health care reform or balanced care in
Europe? In a country where there are

only nine psychiatrists for a popula-
tion of 65 million, forming a commu-
nity mental health team of which psy-
chiatrist is a member would be very far
from reality, to say the least. Therefore,
the current trend will remain in place
for years to come and the prevailing
socio-economic situation in the region
forces us to accept it as a reasonable
system of care for many African coun-
tries. 
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The paper by Thornicroft and
Tansella comprehensively covers the
historical transition from the rigid
hospital care system to the open com-

munity model, with all considerations
for cultural, economic and ethnic dif-
ferences. The ‘balanced’ model it puts
forward can be adapted to many
countries and communities that vary
in economic and other resources.

The balanced system discussed in
the paper excludes child and adoles-
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