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Abstract 

Background  Few studies have examined the mental health needs of African children and teenagers. Based 
on this gap, this scoping review aims to identify barriers to mental health services, treatments and services sought, 
and where mental health services are received.

Methods  To pursue the stated objectives, we searched the following databases a) PsycINFO, b) CINAHL, c) Medline, 
and d) Web of Science. The search yielded 15,956 records in total.

Results  Studies included in this review were conducted in six African countries: Ethiopia, Mali, Egypt, South Africa, 
Nigeria, and Tunisia. The majority of the studies were conducted in South Africa (33.32%), followed by Ethiopia (25%), 
and Egypt (16.67%). In terms of treatments and services sought, both professional and traditional/alternative treat‑
ments were reported. The most frequently noted services were psychiatric treatments (25%), screening and diagnos‑
tic assessment (16.67%), as well as psychiatric and psychological consultations (16.67%). The most frequently reported 
treatment centers were psychiatric hospitals. As for treatment barriers, the three most frequently encountered barriers 
were: a preference for traditional/alternative and complementary treatments (33.33%), followed by stigma (25%), 
and a lack of knowledge/unfamiliarity with the mental health condition (25%).

Conclusion  The results of this study are alarming due to the significant barriers to accessing mental health services 
coupled with the use of potentially harmful interventions to treat those mental health conditions. We hope this scop‑
ing review will help shed light on this important issue and help tomorrow’s generation reach its full potential.
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Background
According to the World Health Organization (WHO), 
mental health is defined as a state of well-being in which 
every individual realizes their own potential, can cope 
with the normal stressors of life, can work productively 
and fruitfully, and is able to contribute to their commu-
nity [1]. Childhood and adolescence are critical periods 
in one’s lifespan. During these developmental periods, an 
individual is faced with many challenges they must over-
come to successfully transition into the next period of 
their life [2]. In addition to representing critical periods 
of growth, these developmental periods could involve the 
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inception and/or worsening of mental health conditions. 
Child and adolescent mental health conditions pose a 
public health challenge, impacting up to 20% of chil-
dren worldwide [3]. The same finding extends to low and 
middle-income countries where studies on child mental 
health problems are scarce but are believed to be at least 
as prevalent as in high-income countries [4]. According 
to the WHO (2003), unmet mental health needs result in 
the loss of several billion dollars on health expenditures 
(including medical and pharmaceutical costs) and dis-
ability grants [3].

Early childhood experiences and mental health strug-
gles could have serious and long-lasting consequences. 
Among those consequences are poor academic perfor-
mance, troubled parent/child relationship, aggressive 
behaviors such as anger outbursts [5], lower academic 
achievement, violence, and poor reproductive and sex-
ual health [6]. If left untreated, mental health difficul-
ties could worsen, potentially resulting in more serious 
impairments (e.g., alcohol and drug use, depressed affect, 
and suicide attempts in adulthood) [7]. Beyond individual 
repercussions, childhood and adolescent mental health 
problems could lead to economic burden on the societal 
level [8]. Given the high prevalence rates of mental health 
conditions in childhood and adolescence [5], and the 
potentially negative consequences of such conditions, the 
need to access mental health services is heightened.

Despite the burden of mental illness, a number of chil-
dren and adolescents suffering from mental health condi-
tions are not accessing the help they need [6]. According 
to Whitney and Peterson [9], about half of the 7.7 mil-
lion US children presenting with a mental health condi-
tion such as Attention-Deficit Hyperactivity Disorder 
(ADHD), anxiety, and depression did not receive psycho-
logical help. As for low and middle-income countries, the 
treatment gap is estimated at 90%. This gap is mainly due 
to poor detection and shortages of trained professionals 
[10, 11].

The case of Africa
Even though some efforts, such as the decentralization of 
mental health care [12] have been made in some coun-
tries in Africa, significant challenges remain. Children in 
Africa are often exposed to known risk factors for men-
tal health difficulties. Among those risk factors are, the 
Human Immunodeficiency Virus (HIV), malaria, tuber-
culosis, violence, crime, and low socioeconomic status, 
among other risk factors [13, 14]. In addition to these risk 
factors, child and adolescent mental health challenges 
could be exacerbated by system-wide variables, such as a 
shortage of trained professionals [10, 11]. In Africa, there 
are an estimated 1.4 mental health workers per 100,000 
people compared to 9.0 average workers per 100,000 

globally. In addition to the scarcity of mental health pro-
fessionals, the region does not have enough psychiatrists, 
psychiatric hospital beds, and sufficient mental health 
outpatient coverage [14]. Faced with these challenges, 
the number of Africans who receive treatment for mental 
health difficulties is extremely low [14]. While the global 
annual rate of visits to mental health outpatient facili-
ties is 1,051/100,000 population, this rate is estimated at 
14/100,000 in Africa [15]. Approximately 98.8% of those 
in need of mental health services in Africa do not receive 
such mental health services [16]. In parallel to system-
wide challenges, the role parents play in getting their 
children and teenagers mental health services is worth 
mentioning.

The role parents play in getting their children the help they 
need
Parents play a prominent role in the mental health care 
of their children. Parents help their children access 
care, ensure treatment compliance, and provide sup-
port [17, 18]. Caregivers are often the first to detect 
early signs of mental illness and distress in their chil-
dren. Additionally, children usually depend on their 
parents for access to mental health care, as they usually 
lack the means to do so independently [17]. In other 
words, parents are generally the gatekeepers to the abil-
ity of their children to access mental health care.

Perceived gaps in the scientific literature and this study 
objectives
Shedding light on African childrens’ mental health is 
important for a number of reasons. In a span of 15 years 
(2000–2015), Africa’s population is estimated to have 
grown by 49%. Despite this population growth, the num-
ber of years lost to disability due to mental health and 
substance use disorders increased by 52% [19]. Although 
mental health needs have been explored in several coun-
tries [20, 21], there is a paucity of comprehensive reviews 
pertaining to the mental health needs of children and 
teenagers in African countries. Most research pertaining 
to mental health in Africa has focused on South Africa 
[22–24]. Expanding the search to include all countries in 
Africa could help paint a more accurate picture of men-
tal health needs in an understudied context. While most 
previous studies focused on an adult population, child 
and adolescent mental health needs are still relatively 
unknown. Childhood and teenage years are crucial devel-
opmental years that can have potential long-term mental 
health consequences for the individual. Therefore, under-
standing access and barriers to mental health care dur-
ing this sensitive developmental period is of particular 
importance. Understanding the mental health needs for 
children in Africa could help overcome potential barriers 
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to accessing mental health services, as well as increase 
our understanding of where children and adolescents 
with mental health needs typically access services. This 
bottom-up approach is particularly useful in such con-
texts to inform mental health awareness campaigns, 
guide communities, and localize intervention efforts. 
Furthermore, most previous studies of child and ado-
lescent mental health conducted in Africa have favored 
a qualitative approach. Although informative, qualita-
tive data does not allow one to compare results obtained 
across studies and precludes us from drawing generaliz-
able conclusions. Lastly, the challenges experienced by 
caregivers are relatively well documented in high-income 
countries [25], but less is known about such caregivers in 
low and middle-income countries [26, 27]. Given the key 
role parents play in the mental health care of their chil-
dren, gathering their perspectives is important. Based on 
the perceived gaps in the scientific literature, this study 
aims to understand barriers to mental health services, the 
types of treatments received, and the location where such 
mental health treatments are provided. Although our ini-
tial search pertained to all countries in Africa, we ended 
up retaining studies pertaining to six countries. Although 
we focus on both children and adolescents in this review, 
we will use the term children to refer to both for ease of 
reading.

Methods
In conducting this scoping review, we followed the fol-
lowing steps [28]:

Stage 1: identifying the research question
Stage 2: identifying relevant studies
Stage 3: study selection
Stage 4: charting the data
Stage 5: collating, summarizing and reporting the 
results.

After having identified the research question (stage 
1): understanding barriers to mental health services, the 
types of treatments received, and the location where such 
mental health treatments are provided, we searched the 
available literature.

Search procedure
A scoping review was conducted on March 8, 2021 to 
identify the search terms and the databases to review. 
The search terms were meant to identify barriers (bar-
rier* OR challenge* OR obstacle* OR impediment* OR 
hindrance* OR obstruction* OR hurdle* OR delay* OR 
access* OR isabil* OR refer*) for children and adoles-
cents under 18 years of age (child* OR infant* OR baby 
OR babies OR toddler* OR kid* OR youth OR young 

OR teen* OR adolescen* OR minor OR student*) with 
a mental illness (“mental illness*” OR “mental disor-
der*” OR “mental difficult*” OR “mental problem*” OR 
“mental disturbance*” OR “psychological illness*” OR 
“psychological disorder*” OR “psychological difficult*” 
OR “psychological problem*” OR “psychological dis-
turbance*” OR “psychiatric illness*” OR “psychiatric 
disorder*” OR “psychiatric difficult*” OR “psychiatric 
problem*” OR “psychiatric disturbance*” OR “isabi*r 
disorder*” OR “isabi*r difficult*” OR “isabi*r problem*” 
OR “isabi*r disturbance*” OR healthcare OR “psycho-
logical service*” OR “psychiatric service*” OR ADHD 
OR anxiety OR depress* OR “developmental delay*” OR 
autism OR autist* OR “intellectual isability*” OR OCD 
OR “communicative disorder*” OR “learning disorder*” 
OR “learning difficult*” OR “developmental coordination 
disorder*” OR “eating disorder*” OR mood* OR trauma* 
OR “Attention deficit hyperactivity disorder” OR “Devel-
opmental delay*” OR “Intellectual isability*” OR “Obses-
sive Compulsive Disorder*” OR “Learning disorder*” 
OR “Developmental coordination disorder*” OR “Eat-
ing disorder*” OR “Mood disorder*” OR “Psychological 
trauma” OR “Adjustment disorder*” OR “Schizophrenia” 
OR Dyslexia OR Dyscalculia OR “Psychotic disorder*” 
OR “Sexual and gender disorder*” OR “sexual disorder*” 
OR “gender disorder*” OR “Substance use disorder*” 
OR Dysgraphia OR “substance abuse” OR “substance 
misuse” OR “Psychological distress*” OR Asperger OR 
rett OR “Childhood disintegrative disorder*” OR “Per-
vasive Developmental Disorder*”) in African countries 
or on the African continent (Africa* OR Algeria* OR 
Egypt* OR Libya* OR Morroc* OR Sudan* OR Tunisia* 
OR Sahara* OR Burundi OR Comoros OR Djibouti OR 
Djibuti OR Eritrea* OR Ethiopia* OR Kenya* OR Mada-
gascar OR Malawi OR Mauritius OR Mozambique OR 
Rwanda* OR Seychelles OR Somal* OR Sudan* OR Tan-
zania* OR Uganda* OR Zambia* OR Zimbabwe* OR 
Angola* OR Cameroon OR Chad OR Congo* OR Gabon 
OR Principe OR Botswana* OR Eswatini OR Lesotho OR 
Namibia* OR Benin OR Gambia* OR Ghana* OR Guinea 
OR Bissau OR Liberia* OR Mali OR Mauritania* OR 
Niger* OR Nigeria* OR Senegal* OR Togo OR “British 
Indian Ocean Territor*” OR “French Southern Territor*” 
OR “Middle Africa*” OR “Sao Tome” OR “Burkina Faso” 
OR “Cabo Verde” OR “Cape Verde” OR “Cote d’Ivoire” 
OR “Saint Helena” OR “Sierra Leone*”). We limited our 
search to scientific articles published between January 1, 
2011, until March 8, 2021.

We searched the following databases a) PsycINFO, b) 
CINAHL, c) Medline and d) Web of Science. The search 
yielded 1,455 records from PsycINFO, 953 records from 
CINAHL, 5,289 records from Medline, and 8,259 records 
from Web of Science. In total, 15,956 records were 
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retrieved and downloaded onto Endnote before transfer-
ring them to an Excel file. After duplicates were removed, 
we were left with 11,980 unique records to screen.

Inclusion criteria
To be included in the review, studies had to meet the fol-
lowing criteria:

a)	 Peer-reviewed
b)	 Published in English, French, or Arabic
c)	 Published in the past 10 years
d)	 Included a sample of participants aged 18  years old 

or younger
e)	 Conducted in Africa
f )	 Measured a psychological disorder or symptom

Exclusion criteria
Studies were excluded if they were:

a)	 Books and/or book chapters
b)	 Dissertations
c)	 Theses

d)	 Case studies
e)	 Systematic reviews/Literature reviews
f )	 Meta-analyses
g)	 Reports
h)	 Qualitative studies
i)	 Not published in the past 10 years
j)	 Included participants over 18 years old
k)	 Not conducted in Africa
l)	 Pertained to medical rather than mental health 

conditions. Examples of such medical conditions 
included HIV or birth-related complications.

m)	Measured personality disorders, dissociative disor-
ders such as dissociative identity disorder or dissocia-
tive fugue, or food addictions. We decided to exclude 
studies focusing on personality disorders due to the 
fact that such disorders cannot be diagnosed before 
the age of 18 [29].

Data extraction
After all records had been retrieved, screening was con-
ducted in a series of steps (stage 2: identifying relevant 
studies and stage 3: study selection; Fig.  1). Database 

Fig. 1  PRISMA flow diagram [30]
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searching yielded 15,956 records. After screening, 3,976 
duplicate records were removed. The first step consisted 
of screening the titles and the abstracts of the remain-
ing 11,980 records. Based on this first screen, 10,660 
records were excluded for not meeting the eligibility cri-
teria of the current study. The remaining 1,320 records 
were screened a second time (title and abstract), among 
which another 1,244 were excluded for not meeting the 
eligibility criteria. Next, each of the remaining 76 stud-
ies was read in full and was independently screened by 
two raters. In case of doubt about article eligibility, the 
first author made the final decision. Based on this screen-
ing process, 64 studies were excluded due to not meeting 
the eligibility criteria of the current study. In the end, 12 
studies met the objective of the current study and were 
included in our review.

The large heterogeneity in sample sizes, participants’ 
age, methodology adopted, measurement tools, treat-
ment and service names, and whether the research-
ers evaluated mental health symptoms or mental health 
diagnoses precluded us from conducting a meta-analysis. 
Figure  1 illustrates the results of the search and of the 
screening and selection process for the inclusion of stud-
ies in our review.

The following information was extracted from each 
study (stage 4, charting the data):

a.	 Author(s) of the study
b.	 Title of the study
c.	 Year of publication
d.	 Type of study
e.	 Study Design
f.	 Measurement tools
g.	 Analyses used
h.	 Barriers to mental health services
i.	 Type of treatment/s received
j.	 Treatment center/Location

Each study was evaluated for a risk of bias based on the 
Checklist for Assessing the Quality of Quantitative Stud-
ies [31] (Table  1). This evaluation tool was selected due 
to the comprehensiveness and inclusiveness of all crite-
ria considered relevant in the evaluation of quantitative 
studies. According to the Checklist for Assessing the 
Quality of Quantitative Studies [31], a study was consid-
ered to have a low bias if:

a.	 The question or the objective was sufficiently 
described.

b.	 The design was evident and appropriate to answer 
the study question.

c.	 The method of subject selection (and comparison 
group selection, if applicable) or source of informa-

tion/input variables (e.g., for decision analysis) was 
described and appropriate.

d.	 The subject (and comparison group, if applicable) 
characteristics or input variables/information (e.g., 
for decision analyses) were sufficiently described.

e.	 The outcome and (if applicable) exposure measure(s) 
were well-defined and robust to measurement/mis-
classification bias. The means of assessment were 
reported.

f.	 The sample size was appropriate.
g.	 The analysis was described and appropriate.
h.	 Some estimate of variance (e.g., confidence intervals, 

standard errors) was reported for the main results/out-
comes (i.e., those directly addressing the study ques-
tion/ objective upon which the conclusions are based).

i.	 The authors controlled for confounding variables.
j.	 The results were reported in sufficient detail.
k.	 The results supported the conclusions.

Given that no intervention or treatment study was 
included in our review, we did not score the following 
three items:

a.	 If random allocation to the treatment group was pos-
sible and described.

b.	 If interventional and blinding of investigators to 
intervention was possible and reported.

c.	 If interventional and blinding of subjects to interven-
tion was possible and reported.

Each item was scored as follows: A score of 2 was allo-
cated to a “Yes,” a score of 1 was allocated to a “Partial 
yes,” and a score of 0 was allocated to a “No”. In total, each 
study was rated using this 14-item questionnaire with 
the exception of the three items pertaining to interven-
tion/treatment studies. Thus, each study’s risk of bias was 
evaluated based on 11 items. A low score indicated a high 
risk of bias, while a high score indicated a low risk of bias. 
The minimum bias score was 0 and the maximum was 22.

In the following paragraphs, we report percentages that 
were computed as follows:

(Number of studies meeting a relevant criterion/Num-
ber of studies included in this review)*100. For instance, 
when computing the percentage of studies reporting a 
preference for traditional/alternative and complementary 
treatments, we used the following formula: (4 studies/12 
total studies)*100 = 33.32%.

Results
In total, studies included in this review were conducted 
in six African countries: Ethiopia, Mali, Egypt, South 
Africa, Nigeria, and Tunisia. The majority of the studies 
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were conducted in South Africa (33.32%), followed by 
Ethiopia (25%), and Egypt (16.67%). Studies included 
in this review had a bias risk score ranging between 17 
and 22 (stage 5, collating, summarizing and reporting 
the results).

Mental health conditions and mental health challenges
Participants in the included studies suffered from various 
mental health conditions. Among these conditions are: 
Autism Spectrum Disorders (ASD), Intellectual Disabil-
ity (ID), Substance Use Disorders (SUD), Developmental 
Delays (DD), ADHD, Conduct Disorders (CD), Major 
Depressive Disorder (MDD), anxiety, schizophrenia, 
schizophreniform disorder, schizoaffective disorder, noc-
turnal enuresis, and Bipolar Disorder (BD). Other mental 
health concerns included emotional, peer-relationship, 
and social difficulties.

Treatments/services sought
In terms of treatments and services sought, the most fre-
quently reported services were psychiatric treatments 
(25%), screening and diagnostic assessments (16.67%), 
and psychiatric and psychological consultations (16.67%). 
Other services included referrals to available community 
services, follow-ups, specialist treatments such as those 
tailored to DD, social services, and educational interven-
tions. Treatments and services sought were described 
differently across studies with varying levels of detail.

Treatment centers/treatment locations
The three most frequently reported treatment centers 
were psychiatric hospitals (41.67%), mental health clinics 
(25%), and public and private health facilities (16.67%). 
Other treatment locations included government-funded 
schools (8.34%), local support groups, charities, and day-
care centers (8.34%). The reason why psychiatric hospi-
tals were the most frequented treatment center is likely 
attributed to the severity of the mental health conditions.

Barriers to seeking mental health services
Reported barriers to mental health services are essen-
tial in understanding the unmet mental health needs of 
African children and adolescents. A better understanding 
of these mental health gaps will hopefully inform public 
health policy and provide the future generation with the 
help it desperately needs.

The most frequently reported barrier to accessing 
mental health services was a preference for traditional/
alternative and complementary treatments (33.32%). 
Traditional/alternative and complementary treatments 
included: visiting centers for religious healing through 
a church or a priest, using holy water, Kitab (a written 
script tied on the arm or neck), slaughtering a sheep, 

fumigating (making excessive use of smoke by burning 
incense), Rukiya (Quranic-based religious treatment), 
beating, chaining and praying at home and/or at church. 
A preference for traditional/alternative and complemen-
tary treatment likely reflects misconceptions held in 
Africa about the perceived causes and prognosis of men-
tal health conditions. These erroneous beliefs seem to be 
coupled with limited understanding of the biomedical 
and psychosocial causes of mental health conditions.

The second most frequently reported barrier to men-
tal health services is stigma (25%). Tilahun et  al. [25] 
found that most sampled caregivers experienced stigma. 
More specifically, 43.1% were concerned about being 
treated differently, 45.1% felt shame related to the mental 
health condition of their child, and 26.7% tried to keep 
the mental health condition of their child a secret. While 
professional and traditional/alternative treatments are 
not necessarily mutually exclusive, stigma was found to 
be negatively associated with seeking professional help 
[25]. Importantly, parents, especially those experiencing 
stigma, report resorting to traditional services for the 
mental health challenges of their children [22].

The third barrier to mental health services is a lack of 
knowledge or unfamiliarity with the mental health con-
dition as reported in 25% of the studies included in our 
sample. This barrier is likely related to the first (prefer-
ence for traditional services over more professional ones). 
For instance, in Rajcumar and Paruk [39], “92.4% of par-
ents believed that reducing sugar or food additives were 
effective to reduce symptoms; 78.5% believed that treat-
ments focusing on punishment reduced the symptoms; 
67.1% thought that prolonged use of stimulant medica-
tions leads to increased addiction (i.e., drug, alcohol) in 
adulthood” (pg. 1).

Other parent-reported barriers to mental health ser-
vices include: a low education level (25%), financial dif-
ficulties (16.67%), race (Black racial identity; 8.34%), a 
history of suicide attempts (8.34%), expectation that 
care services will be unavailable (8.34%), poor detec-
tion and assessment of mental health difficulties (8.34%), 
fear related to medication (8.34%), patient refusal to 
seek help (8.34%), parental denial of mental health dif-
ficulties (8.34%), residing in a rural area (8.34%), being 
a housewife or a farmer compared to being a merchant 
or occupying another profession (8.34%), delayed paren-
tal concern over their children’s mental health difficulty 
(8.34%), Coptic Christian religious identity (8.34%), and 
older age (older than 19 years; 8.34%).

Relatedly, these aforementioned barriers could be inter-
related. Compared to parents with more years of educa-
tion, uneducated parents and parents with fewer years 
of education (having less than 9 years of schooling) were 
approximately five times more likely to prefer traditional 
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treatment options [32]. Additionally, higher maternal 
education appeared to be associated with greater knowl-
edge of child development [22]. As for careers, house-
wives and farmers were 1.5 times more likely to prefer 
traditional treatment compared to merchants and other 
professionals [32]. Lastly, it is possible that parents occu-
pying a lower socioeconomic status may have increased 
difficulty in offering their children frequent and consist-
ent professional mental health care. This difficulty may in 
part be due to their inability to afford professional treat-
ment or forego opportunities to generate income [26].

Facilitators to mental health services
Although we were not originally interested in identify-
ing facilitators to mental health services, as evidenced 
in our search terms, some of these facilitators could be 
pertinent from a research, clinical, or policy perspective. 
More specifically, a better understanding of facilitators to 
mental health services in an understudied context could 
represent an opportunity to better reach and service an 
underserved population. Facilitators to professional men-
tal health services include having a referral by either a 
professional, a family member or teacher, more years of 
maternal education, having a job, a higher socioeconomic 
status, being part of a large family, and older age (older 
than 19  years old). Experiencing or having exposure to 
mental health difficulties also appears to act as a facilita-
tor. This exposure could include having a different family 
member with mental health difficulties, or having family 
or former patients of a mental health treatment center 
provide information about mental health treatment. 
Other reported facilitators include: participating in ASD 
awareness campaigns and holding a positive attitude 
toward seeking psychological help.

Discussion
Even though childhood and adolescent mental health con-
ditions have been reported globally [41–43], they are far 
from being equally distributed [44]. Whereas most previ-
ous studies focused on high-income countries [20, 45], the 
few studies conducted in Africa focused on a few coun-
tries (most commonly South Africa) and favored an adult 
population. There is a paucity of quantitative comprehen-
sive reviews pertaining to children and adolescents across 
Africa. Given the important treatment gap (between 
individuals in need of mental health services versus those 
who actually receive them), we were interested in identi-
fying possible barriers to mental health services. Given 
the gatekeeper role parents usually play in providing their 
children access to mental health care, we were interested 
in gathering their perspectives.

In total, this scoping review pertained to six African 
countries: Ethiopia, Mali, Egypt, South Africa, Nigeria, 

and Tunisia. Treatments/services sought for these mental 
health challenges were diverse and spanned both profes-
sional services (e.g., psychiatric, psychologist) as well as 
traditional/alternative and complementary services (e.g., 
prayers and Kitab). Interestingly, the most frequented 
treatment centers were psychiatric hospitals. The rea-
son why psychiatric hospitals were the most frequented 
treatment centers is likely attributed to the severity of 
the mental health condition and reserving mental health 
care for the most serious cases. This is an important find-
ing that makes us question how many children are not 
receiving any help if their mental health conditions are 
not considered serious enough. The severity of mental 
health conditions should not be considered indicators of 
patients’ quality of life. Everyone suffering from mental 
health conditions deserves help and relief.

Perhaps most pertinent to this review is the finding that 
the most frequently reported barrier to seeking mental 
health care is a preference for traditional/alternative ser-
vices. According to Abera, Robbins and Tesfaye [32], car-
egivers who believed that mental health conditions have 
underlying supernatural causes were 4.3 times more likely 
to prefer traditional treatments. The culturally relevant 
belief that psychological conditions can be explained by 
supernatural phenomena will likely inform the types of 
treatment or services sought. While some of these services 
are not necessarily harmful, other traditional/alternative 
treatments to mental health difficulties can be (e.g., chain-
ing, beating, and restraining the child). In a study con-
ducted by Gillespie-Lynch et al. [46] in Kenya and Nairobi, 
some participants described community members selling 
their farms to send their children to India for stem cell 
treatment. Stem cell treatment is not evidence-based [47]. 
The fact that parents go to such extents to address their 
children’s mental health challenges highlights the urgency 
of tackling mental health misconceptions in Africa. Relat-
edly, stigma acting as a barrier to mental health services is 
not surprising as evidenced by findings of studies in both 
high-income [20, 46] and low-income countries [48, 49]. 
However, what is pertinent is the fact that stigma seems 
to be associated with less understanding of the biomedi-
cal and psychosocial causes of mental health conditions 
and a greater propensity to seek traditional or alterna-
tive services [25]. Lastly and probably related to the first 
two barriers, lack of knowledge and awareness of mental 
health conditions also seems to act as a barrier to mental 
health services. This barrier relates to poor mental health 
literacy, which is not unusual in low-income countries [25] 
and in some high-income countries [50]. In some high-
income countries, such as France, the inaccurate belief that 
poor parenting causes ASD, led to children being seques-
tered in hospitals [51]. Individuals with ASD in France 
have historically been far less likely to attend school and 
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university, than students with ASD in countries with bet-
ter autism services. This is likely due to difficulties access-
ing diagnoses and appropriate care [52]. Compared to 
some high-income countries with poor mental literacy 
that have and continue to make efforts to improve men-
tal health knowledge [50], the results of this study suggest 
that some countries in Africa are lagging. These persistent 
erroneous mental health beliefs could be attributed to psy-
cho-socio-cultural factors. This reduced access is probably 
exacerbated by economic constraints, limited educational 
opportunities, and communities that are predominantly 
lower in socioeconomic status [39, 53]. These findings 
shed light on the importance of public health campaigns, 
mental health training, and psychoeducation about mental 
health difficulties at the community and population level. 
The fact that the three most frequently reported barriers 
to mental health services and care are related speaks to the 
complexity of the issue. Based on the findings obtained in 
this review, we believe that future researchers, clinicians, 
and policy-makers should consider a two-level action plan.

The first level of the action plan pertains to the imple-
mentation of a local surveillance system for mental health 
conditions in multiple countries across Africa. This sur-
veillance system is important given the dearth of stud-
ies reporting on mental health prevalence rates in Africa 
[1]. Much of the knowledge pertaining to childhood and 
adolescent mental health is generated in high-income 
countries [42, 43]. As was mentioned in the WHO (2013) 
report, there is a need to increase evidence grounded 
in low-resource settings. A better understanding of the 
prevalence rates of mental health conditions will help us 
better grasp the treatment needs and subsequent treat-
ment gaps.

The second level of the proposed action plan is inter-
ventional. This intervention plan should target, amongst 
others, the reported barriers to mental health services 
identified in this review. To facilitate access to professional 
mental health services, improving peoples’ understand-
ing of the biomedical and psychosocial causes of mental 
health conditions is key. Public awareness campaigns con-
stitute a cost-effective and potentially far-reaching way 
of bridging the mental health knowledge gap. Training 
constitutes another way of filling this gap [54, 55]. Mental 
health training can perhaps address global disparities in 
access to mental health services by empowering local peo-
ple in low-resource countries [12, 44, 56]. This training 
should favor a bottom-up approach to build upon exist-
ing knowledge held by parents and professionals in Africa. 
An example of such intervention includes an autism 
training offered by Gillespie-Lynch et  al. [46] in Nairobi 
and Kenya. Participation in this training was associated 
with improved autism knowledge. Through offering such 
training, the hope is not only to increase mental health 

knowledge but also to decrease mental health stigma [57]. 
This finding is in line with [58] study. In their study, the 
researchers offered an autism training to educators in 
Canada and the US. Participation in the training was asso-
ciated with increased autism knowledge and decreased 
stigma. In providing such mental health training, one 
needs to be respectful of the beliefs and preferences of 
the people from that community while advising them on 
safe and evidence-based interventions. Relatedly, given 
that traditional healers are often the first point or the only 
point of contact for some parents, providing training to 
these healers could help facilitate adequate and timely 
psychological referrals [59].

Interventions mediated by parents and other non-spe-
cialist providers also have the potential to significantly 
increase access to care [1, 57]. Given the complexity of 
some mental health conditions and to bypass the lack of 
available professionals in Africa, parental training could be 
offered online [57]. This training format could represent a 
cost-effective way of reaching people in rural areas, espe-
cially if they are provided in community libraries and cent-
ers. Lastly, the suggested recommendations will probably 
not be fully implemented without strong governmental 
leadership and support, adequate resources, and the com-
mitment of key stakeholders (non-governmental organiza-
tions, governmental agencies). Even though some positive 
movement has been witnessed in some countries in Africa 
(e.g., The South African Mental Health Care Act), efforts 
remain unequally distributed and inconsistent.

Limitations
This study has a number of limitations. Limiting the 
scope of the search to articles published over the past 
10 years could have missed some articles. Some articles 
could not be retrieved online and gray literature was 
omitted. Studies favoring a qualitative approach were 
also excluded from this review. The results of such stud-
ies were therefore not reported. The large heterogene-
ity in sample sizes, methodology adopted, measurement 
tools, participant ages, place of residency, treatments, 
and services received, and where these services were 
received were all described differently across studies. The 
discrepant presentation of these variables across stud-
ies presented a challenge for the researchers to synthe-
size and describe. Additionally, understanding whether 
the researchers evaluated mental health symptoms or a 
mental health diagnosis was not always clear. Most of the 
studies included in this review originated in South Africa. 
While this over-representation of studies conducted in 
some African countries limits the generalizability of our 
findings, it also reflects the need to conduct studies in 
other African countries. Lastly, studies included in this 
review had a bias risk ranging between 17 and 22. These 
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bias scores reflect the quality of the studies included in 
our review. While we were not comfortable with includ-
ing studies that did not meet our inclusion criteria, we 
believe that future studies could broaden their scope to 
include lower-quality studies. More specifically, lower 
quality studies can have as much impact in establishing 
the context of the research topic as higher quality studies.

Conclusion
The results of our study revealed that the three most fre-
quently encountered barriers to accessing mental health 
services in Africa are: a preference for traditional/alter-
native and complementary treatments (33.33%), followed 
by stigma (25%), and a lack of knowledge/unfamiliarity 
with the mental health condition (25%). In terms of men-
tal health services sought, the most frequently reported 
services were psychiatric treatments (25%), screening 
and diagnostic assessment (16.67%), as well as psychi-
atric and psychological consultations (16.67%). Africa’s 
98.8% mental health treatment gap should serve as an 
alarm bell. We hope that this review will help shed light 
on mental health barriers and provide future genera-
tions with valuable information to help reduce the mental 
health treatment gap.
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