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Abstract 

Mental health disorder threatens the quality of our well-being and is a severe threat to our 

quality of life. The aim of this qualitative review is to explore the causes and perceptions of 

mental health disorder in Cameroon where the disease is neither culturally acknowledged nor 

considered as an illness. The causes and cultural perceptions of mental disorder include but 

are not limited to: drug misuse, generational curses, God`s punishment and witchcraft or 

spiritual possession. Few Cameroonians accept a scientific explanation as a possible cause of 

mental health disorder. Combining a political economy of health framework, social suffering 

approach as well as an interpretive perspective in medical anthropology, this review suggests 

that the failure to recognize mental health illnesses instead tend to exacerbate the situation of 

mental health patients in a context where access to healthcare is unavailable for most of the 

population. Apart from the fact that the two urban-based hospitals that provide psychiatric 

services are acutely ill-equipped and understaffed the available human resources are trained 

in general medicine, not psychiatric medicine. Furthermore, the stigma associated with 

mental health disorder can be attributed to the fact that mental illness is believed to be caused 

by intergenerational curse or witchcraft. This perception, grounded in the communitarian 

worldview of most African societies according to which an individual represents a family, 

has led to the neglect of mental health patients. Underneath the suffering and absence of care, 

mental health patients are faced with stigma, shame, and exclusion. The fundamental human 

rights of mental health patients including their citizenship rights of voting, working, 

marriage, and access to state protections are violated with impunity. Stigma trails former 

mental health patients: they face problems of integration into the public sector. This study 

recommends that a positive mental health culture needs to be adopted. An effective treatment 

of mental health disorder should include the rehabilitation of the patients into society. An 

integrated preventive and curative approach will mitigate the cost of treatment for mental 

disorders and will enhance population health. 

 

Keywords: Mental health disorder, medical pluralism, stigma, human rights, patient 

rehabilitation, Cameroon, suicide, HIV/AIDS, economic crisis. 
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Chapter 1 

Introduction 

The World Health Organization (WHO) defines health as ´´a state of complete physical, 

mental, and social well-being and not merely the absence of disease. The enjoyment of the 

highest attainable standard of health is one of the fundamental rights of every human being 

without distinction of race, religion, political belief, economic or social condition´ (WHO, 

2006:1).The preceding definition of health suggests that we need to understand health and 

various socio-cultural, political and historical phenomena that affect it. We further need to 

unpack the multiple relationships between health, illness and its social context as well as the 

entanglement between physical and mental health (see also WHO, 2001: ix). 

Although mental health illnesses are a global public health concern, low and middle-income 

countries bear a greater burden of, and disability from mental health conditions. Rapid 

political and economic transitions are associated with a heavy toll of mental health illnesses 

(Lee et al., 2015). According to WHO, mental disorders account for 13 percent of the global 

burden of disease. Approximately three-quarters of this burden take place in low-and-middle-

income countries (LMICs). The WHO has observed that mental and behavioural disorders 

affect people of all regions, countries and societies. Globally, an estimated 450 million 

persons are suffering from mental disorders. One out of every four persons will cultivate at 

least mental or behavioural disorders during their lifetime. The WHO report‖ Mental health: 

strengthening our response Fact sheet N°220‖ concedes that globally 10 percent of any 

country's adult population is affected by mental illness at any point in time. There is a higher 

burden of mental health problems in Sub-Saharan Africa where preventive and curative 

mental health services are unavailable or inadequate, and mental health care is underfinanced 

(WHO, 2014). These resource-constrained settings are experiencing scarce resources and a 

dismal shortfall of trained mental health human resources (WHO, 2003). The improvement of 

mental health services in the resource-constrained settings of the LMICs has been identified 

as a significant global health priority (Patel et al., 2011, Collins et al., 2013, cf Lee et al., 

2015:266). Similarly, after examining the report on the global burden of mental disorders and 

the need for a comprehensive, coordinated response from health and social sectors at the 

country level during the sixty-fifth World Health Assembly (WHA), delegates unanimously 

called on the Member States to increase investments in mental health both within countries 

and through multilateral cooperation, as an integral component of the wellbeing of 
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populations (WHO, 2001: x). Although Cameroon is attempting to translate these 

comprehensive global blueprints into effective national mental health care policies, the policy 

implementation has not been clearly utilised giving the challenge that an individual´s mental 

health status is shaped by cultural beliefs and practices (see also Abena et al., 2003, Alem 

2000 & Amani, 2010). 

This thesis examines the challenges encountered by mental health patients in accessing 

treatment in Cameroon´s already overburdened healthcare system. The thesis, therefore, 

examines the social context of the disease and people´s attitudes towards patients with mental 

health disorder in the country. In Cameroon, the provision of healthcare services has been 

negatively by decades of internecine economic crises and austerity measures that have 

affected the economy and all facets of national life. In Cameroon, neuropsychiatric disorders 

are estimated to contribute to 6.1 percent of the global burden of disease (WHO, 2008, WHO, 

2011:1). 

A higher burden of disease is caused by mental health problems in Sub-Saharan Africa where 

preventive and curative mental health services are unavailable or inadequate, and mental 

health care is underfinanced (WHO, 2014). This could be as due to the fact that developing 

countries especially nations south of the Sahara suffer from reduced ecological environment 

that forces its citizens to be vulnerable to all kinds of mental health disorders. Most people 

live in environments that make them sick, without being fully claded, shelters, clean water or 

adequate sanitation. Due to extreme poverty, weak indebted, sub-Saharan African States find 

themselves in positions of high vulnerabilities that expose their citizens to the outbreak of 

epidemics or compromise their ability to promote a balanced, equal development. 

Seventy percent of African countries allocate less than one percent of their total health budget 

on mental health (Consultancy Africa, 2013). Addressing mental health does not seem to be a 

policy priority to numerous poverty-stricken African States South of the Sahara. Between 

1988 and 1990, significant agreement was reached between WHO and African states. Two 

resolutions were adopted (AFR/RC39/R1 and AFR/RC40/R9), to address African mental 

health services. The action plan adopted was never a success as mental health was not a 

priority in the policy formulations of these African states (Alem, 2000). In 2001, the United 

Nations General Assembly commemorated the 10th anniversary of the rights of the mentally 

ill to protection and care (i) no discrimination on the grounds of mental illness (ii) right to 

treatment and care in his or her own community, (iii) patient´s right to treatment in the least 
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restrictive environment, with the least restrictive or intrusive treatment´ (WHO, 2001: ix). For 

example, Cameroon has ten regional hospitals, only two of these: Hôpital Jamot de Yaoundé 

and Hôpital Laquintinie de Douala provide preventive and curative services for mental health 

disorders
1
. These mental health institutions have limited operating budgets and medical 

personnel. Furthermore, in Cameroon, mental health care policies are not separated from 

general health policies. Only 3.3 percent of the entire budget allocated to the ministry of 

public health is set aside for financing mental health
2
. In almost all the regional headquarters; 

mental health units are not operational. The apparent reason is the absence of medical 

personnel or mental health psychiatric experts. The government of Cameroon´s statistical 

information on mental health is very scanty. The slow functioning and inadequate operation 

of mental health institutions has given rise to the development of an informal health sector 

mainly manned by traditional healers, spiritual healers or pastors in healing ministries. They 

have stepped in to fill the gap created by the formal sector. The role of informal traditional 

practitioners has been accepted by many Cameroonians, thereby making reliance on 

traditional medicine the best alternative to modern medicine. Though clinical trials of 

traditional medicines are epistemologically problematic, people continue to make recourse to 

traditional medicines and its practitioners particularly for mental health problems (Pemunta & 

Tabeyang, 2015, Pemunta, 2000). Pastors with healing ministries use verses from the Bible to 

affect healing in the name of Jesus the Son of God who healed all when he died on the cross 

of Calvary. The belief is that any mental health patients who believe in the word of God are 

automatically healed. Healing by traditional doctors often starts with diagnoses that may 

entail the use of cowries to interpret the cause of the mental disorder. Diagnoses for mental 

health disorder usually reveal that generational curses, witchcraft, hatred from jealous family 

members and spiritual or demonic attacks are responsible for the sufferings of the patient. 

Statement of the Problem 

The improvement of mental health services in the developing countries of the LMICs, 

including Cameroon is a significant global health priority (Patel et al., 2011, Collins et al., 

2013, cf Lee et al., 2015:266). This research seeks to explore the causes and perceptions of 

                                                           
1
  State run hospital located in the Centre and Littoral regions of Cameroon. Due to 

insufficient staff numbers, family members are encouraged to stay with patients during 

treatment. These relatives would often beat, tie up and drag the patient when they do not obey 

their instructions.   
2
 Http://bimehc.org/BIMEHC_Babungo_Integrated_Mental_Health_Care/mental_health.htm   
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mental health disorder and to identify and assess various initiatives to deal with the problem. 

What are the causes and perceptions of mental health disorder in Cameroon? What actions 

are being taken by the government to deal with the massive mental health burden in the 

country? Understanding and addressing the problem of mental health is crucial to the overall 

health and well-being of people in Cameroon. Mental health is multi-dimensional and is 

considered as one of the greatest challenges facing patients in the country. The acute shortage 

of financing, infrastructure and lack of mental health experts in Cameroon suggests that the 

government of Cameroon has not adequately addressed the challenges posed by mental 

health. Compounding the situation of mental health patients is the fact that the country has no 

clear-cut mental health policy. Moreover, health policy frequently does not cover mental and 

behavioural disorders at the same level as other illnesses. This creates significant economic 

difficulties for patients and their families since very few Cameroonians have health 

insurance. They must pay for health care out-of-pocket. 

Research Questions 

What challenges do people with mental health disorder face in accessing treatment in 

Cameroon?  

What are the causes of mental health disorder in the country? 

What are people‘s attitudes towards patients with mental health disorder? 

 

Objectives of the study 

This study will explore the causes and perceptions of patients afflicted with mental health 

disorder in Cameroon. Starting with an examination of the social context of the disease, it 

will further explore the therapeutic recourse strategy of patients. 

Significance of study 

Patients and families afflicted with mental health disorder suffer enormous economic 

difficulties and distance in accessing the few mental health services the two existing 

specialist hospitals are located in the cities of Douala and Yaoundé. By investigating the life 

world of the mentally ill in Cameroon, this research will raise awareness of their plight by 

helping in the guise of recommendations towards the formulation of a better mental health 

policy for the country. 
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Analytical and methodological research framework 

 

In line with Creswell´s (2013) advocacy, this thesis has adopted a qualitative approach. The 

thesis reviewed and synthesized published and unpublished literature aimed at exploring and 

understanding the causes and perceptions of mental health disorder and various initiatives to 

deal with the problem in Cameroon. The researcher searched the following databases,  mental 

health disorder websites articles and journals including publications from the World Health 

Organization, Cameroon mental health index report, A complementary search was also made 

using Google Scholar. More- so, a snowballing approach was made use of,  by identifying 

articles with mental health disorder in Cameroon. Review was also made on social 

backgrounds and challenges face by the patients in Cameroon with focused on 

recommendations. An important departure point was the screening of Abstracts of many 

articles to look for literature that are related to the research. Articles both in French and 

English were utilized. Accordingly, (existing publications, internet searching, books and 

journals) of literature with particular relevance to Cameroon mental health disorder were 

digested. Furthermore, I draw from my personal experience on local perception of mental 

illness in the country. To explore the mental health situation, I adopt various theoretical 

approaches:  the political economy of health, Interpretive approach in medical anthropology 

and the social suffering theories (Chapter 3) that touch on the social context as well as the life 

world of mental health patients—the treatment meted out to them and perceptions of the 

disease. 

 

Delimitations and Limitations 

With regard to limitations, there was an inability to sponsor a trip to Cameroon and undertake 

any field work that could have generated qualitative input from medical, health, family and 

government officials and other stakeholders who could have contribute in bringing some 

insights into the research questions and the causes and perceptions of patients afflicted with 

mental health disorder in Cameroon as well as the social context of the treatment of the 

disease. This was fully understood prior to settling on a desk study approach. It was more 

problematic with the limited fact and statistics available from Cameroon. Fortunately, there 

are sufficient literature and sources that will allow for meaningful research. Hence, with this 
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convenience, a desk study serves in tackling the research problem and objective. 

Ethical Considerations 

The decision to pursue a desk study mitigates the likely occurrence of ethical issues and/or 

considerations that will need to be taken into account. In instances whereby approval to cite 

particular articles and reports is needed, permission will be sought from the author (s). 

Structure of the Thesis 

The remainder of this thesis is organized as follows: 

Chapter 2 provides working definitions of certain recurrent concepts and literature reviews.  

Chapter 3 presents various theoretical approaches and concepts adopted for exploring the 

mental health situation in Cameroon. I will draw theoretical insights from the political 

economy of health, Interpretive approach in medical anthropology and the social suffering 

theories. 

Chapter 4 deals with the social context of mental health in Cameroon and various therapeutic 

recourse strategies. 

Chapter 5 sums up the study and puts forward some recommendations for adequate mental 

health care in Cameroon. 
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Chapter 2 

Definition of Key Concepts 

In this chapter, I provide working definitions of certain recurrent concepts: mental illness, 

mental health disorder, medical pluralism, illness, disease and sickness, stigma, the global 

burden of disease, social suffering, and cerebral malaria. Mental illness is an all-

encompassing category for a combination of genetic, biological, social and environmental 

factors that coalesce to cause mental and brain illness. Mental and physical health is 

intertwined and profound´ (WHO, 2001: ix). 

Mental health disorder 

Mental health disorder is an illness or psychiatric disorder that causes a change in human 

behaviour. It is connected to how an individual lives and experiences life. It is also concerned 

with how the individual adjusts and maintains changes through effective relationship needed 

to fit into the environment. People with mental health disorders have a different perception of 

reality. Mental health disorders directly reflect on how a person feels,  acts,  thinks or 

perceives situations rationally or when the disorder significantly interferes with the 

individual´s interactions such as learning, working and communicating with others. Patients 

withdraw from the outside world or act in confusion and fear. They complain of 

communication with abstract spirits or things that do not exist. Some patients speak in a 

bizarre and complex pattern that is not regular and appropriate. They can be aggressive, 

suspecting everyone around them of having the intentions of doing harm to them. They think 

disorderly and feel like being watched by an unknown force independent of their control. 

Their behaviour is expressed through a  psychological and behavioural dysfunctional mood 

familiar with the mental disorderly person. The mood is based on science that shows how the 

human brain and the nervous system are interlinked to determine adverse social behaviour. 

Many mentally ill people are suffering from behaviour mood, depression, anxiety disorders, 

schizophrenia, eating disorders and addictive behaviours (Whitney, 2005).Though the illness 

may differ from one individual to the other, individuals with disorderly behaviour can be 

controlled medically using medication. Medication may include intensive psychiatric 

treatment and counselling to support the patient´s recovery. Common forms of mental 

http://en.wikipedia.org/wiki/Emotion
http://en.wikipedia.org/wiki/Behavior
http://en.wikipedia.org/wiki/Cognitive
http://en.wikipedia.org/wiki/Perceptual
http://en.wikipedia.org/wiki/Perceptual
http://www.merriam-webster.com/dictionary/psychological
http://en.wikipedia.org/wiki/Human_brain
http://en.wikipedia.org/wiki/Nervous_system
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disorders are anxiety, mood and schizophrenia disorders
3
 (Corrigan et al., 2014). 

Medical pluralism 

Medical pluralism is the presence of more than one medical system or the use of both 

conventional and traditional medicine for the restoration of health. Medical pluralism is well 

developed in many developing countries where access to treatment is a personal and cultural 

choice. The process involves choosing a treatment from multiple practitioners within the 

formal and the informal sectors of healthcare. In western society, there is a well-established 

orthodox medical system (biomedicine). Another common definition is the availability of 

modern medicine practitioners alongside traditional indigenous practitioners providing 

mental and other medical needs. These diverse practitioners consist of medical doctors, 

botanical healers, and pastors with healing ministries, nurses, midwives, bonesetters, and 

traditional spiritual doctors (Ngui, 2011). 

Illness, disease and sickness 

An individual may be ill without suffering from a disease. The trilogy of "illness," "disease," 

and "sickness" is used to capture different aspects of ill health. While illness and disease both 

cause discomfort and a sense of uneasiness, the former is more of a subjective feeling with no 

real identifiable reason behind the condition. Sickness is when an individual is unable to play 

his or her social role in society. Once the condition underlying the illness is identified, it is 

henceforth referred to as a disease. Disease is the doctor´s perspective and comes into play 

once the diseases causing the pathogens have been identified in the individual. Medically, ´´a 

disease is described as an abnormal condition in any organism that obstructs its bodily 

function´´. ´´A disease refers to a situation where the human body or the parts of the human 

body does not work correctly; medical experts often give a pathological reason behind the 

causes´´ (Kleinman, 1974). In a nutshell, an illness is an ambiguous circumstance that can 

lead to discomforts or pain. A disease usually has a cause. An illness is mostly curable. There 

are some diseases that are impossible to cure but can only manage
4
. This is the case with 

mental disorders as perceived by various cultures in Cameroon. The perspectives of doctors 

and patients on disease sometimes differ (see Kleinman, 1974). 

                                                           
3
 Common symptoms include false beliefs, unclear or confused thinking, auditory 

hallucinations, reduced social engagement and emotional expression, and lack of motivation.   
4
 http://www.difference between.net/language/difference-between-illness-and-disease/.   

http://cpr.bu.edu/resources/reasonable-accommodations/what-is-psychiatric-disability-and-mental-illness#schizophrenia
http://www.difference/
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Naturalistic theories of illness causation attribute illness to impersonal, mechanistic causes in 

nature that can be potentially understood and cured by biomedicine. Naturalistic causation 

looks at the cause of illness within the patient, as a breakdown of the patient´s immune 

system or as an imbalance within a patient (e.g. humoral medicine, Chinese medicine). Some 

causes of illness according to naturalistic medical systems include organic breakdown or 

deterioration, injury, imbalance, malnutrition, parasites (e.g., bacteria, viruses, amoebas, and 

worms) (Foster & Anderson, 1978:36-38). 

Personalistic explanations for illness attribute the cause of illness to acts or wishes of other 

people or supernatural beings and forces. Personalistic medical systems believe that the 

causes and cures of illness can also be found in the supernatural world and that the ancestors 

and the living death influence the health and well-being of their relatives. Typical causes of 

illness in personalistic medical systems include: the intrusion of foreign objects into the body 

by supernatural means, spirit possession, loss, or damage, bewitching (Foster& Anderson, 

1978:36-38). 

Stigma 

An illness connected to a person´s character, physical or group connections. Stigma prevents 

a person from being integrated into a society. Stigma is an adverse situation that can set its 

victim apart when the disease is believed to be incurable. When the illness creates 

unfavourable circumstances, it increases the chances of an individual developing inferiority 

complex and acting in abnormal ways. A mindset of shame and weakness is developed. 

(Schulze, 2007). A patient begins to affirm his or her way of life and withdraw from many 

socially interactive events. The enthusiasm to meet and socialize with people is reduced to 

isolation. Depression takes control of the actions and lifestyle of the patient who is resigned 

to his or her fate. Such withdrawal behaviour is commonly observed in patients that have a 

physical deformity or unusual appearance. The individual is observed to withdraw from the 

community that he or she belongs to. Externally, the stigma will involve prejudice that leads 

to negative and discriminatory attitudes towards the disorderly patient. Stigmatized persons 

experience feelings of shame, hopelessness, distress, misrepresentation and reluctance to seek 

necessary help. Stigmatized people often withdraw from normal activities and resign to their 

fate. Many families having patients with mental health will not want to report the case to 

health authorities out of shame connected to the stigma (Schulze, 2007). 
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The global burden of disease (GBD) is the collective disease burden produced by all diseases 

around the world. It is a comprehensive regional and global research programme that assesses 

mortality and disability from major diseases, injuries, and risk factors (Das, 

2012:207).‗Social suffering‘ applies to any situation in which experiences of pain, trauma and 

disorder take place as a result of ‗what political, economic and institutional power does to 

people and, reciprocally, from how these forms of power themselves influence responses to 

social problems‘ (Kleinman et al., 1997: ix). 

Cerebral malaria 

Cerebral malaria is a severe neurological infection caused by Plasmodium falciparum 

parasite. It can cause patients to sustain brain injury after a protracted neurocognitive illness. 

Falciparum malaria is a leading cause of Neuro-disability. It is a malaria parasite that causes 

coma and subsequently brain damage. The WHO (2007) defines cerebral malaria as a viral 

parasite that poisons and cause neurological abnormalities. Forty percent of the transmission 

occurs in sub-Saharan Africa. It is a parasite that is associated muscle pain, coma and 

progressively renders a sick person incapable of operating correctly. Carriers of the parasite 

usually exercise seizures, blurredness, and coma. It attacks the defence mechanism of patients 

exposing them to slow malaria recovery convalescence and shock through neuropsychiatric 

symptoms that can persist for years after the acute illness has been treated. Cerebral malaria 

does a number of different things to a patient‘s brain that cause a variety of neurological 

problems. Patients who survived the illness frequently developed depression, impaired 

memory loss, personality change and proneness to violence as long-term effects of the 

disease 

Literature review 

The literature review will provide a context within which this research project can be placed. 

The studies reviewed here are those that articulate issues of interest for understanding social 

attitudes to mental illness over time and the treatment meted out to people believed to be 

mentally sick. The treatment of mental health patients must be seen from a historical 

perspective because mental health disease is an age-old problem. In other words, the review 

is limited to issues of direct relevance to my research questions. I, therefore, emphasize the 

historical context of the problem of mental illness and the treatment meted out to mental 

health patients, the pain and suicide associated with mental health disorder, power and 
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control of mental health patients, causes of mental health disorder and mental health and 

structural violence. I will briefly return to some of this literature when I discuss the social 

context of mental health and the findings of this study. 

Mental health disorder can condition and disrupt a person‘s thinking, feeling, mood, ability to 

relate to others and everyday activities. Mental health disorder can also be caused by the 

external persistence of socio-economic, political and cultural pressures from the demands of 

the communities or organization that the individual belongs (WHO, 2014). Diseases find their 

origins in people's living and working conditions (Kleinman, 1974). They can be analysed 

using indicators of poverty, inequality, education, income distribution and other existing 

systemic variables (WHO, 2014). 

Mental health disorders are also associated with rapid ecological change, unsustainable 

stressful working conditions, social discrimination, gender exclusion, poor living conditions, 

unhealthy lifestyle, and risks of violence, physical ill-health and human rights violations, 

malaria, economic and financial crisis, HIV/AIDS, stigma and disorder (National Alliance for 

Mental Illness (NAMI), 2013). Mental health disorders include for example depression, 

schizophrenia, bipolar disorder, obsessive-compulsive disorder (OCD), post-traumatic stress 

disorder (PTSD), anxiety and borderline personality (Whiney, 2005). 

A useful point of departure for this literature review is Durkheim's seminal monograph, 

Suicide (1897). It is a study of the differing rates of suicide among Catholic and Protestant 

populations. His main argument was that stronger social control among Catholics results in 

lower suicide rates. According to him, unlike Protestant society with low levels of 

integration, Catholic society has normal levels of integration. Durkheim conceptualized 

suicide as a social fact. He explained variations in its rate regarding macro level 

transformations such as changes in the economy such as crises as well as about society-wide 

phenomena including weak social bonds (group attachment) and lack of regulations of 

behaviour, rather than individuals' feelings and motivations. His key concepts of anomie--a 

"condition in which society provides little moral guidance to individuals" (Gerber, 2010:97)--

is important for understanding the poor mental health situation of Cameroonians which 

became aggravated with the economic crises of the 1980s and 1990s and the accompanying 

austerity measures that were imposed on the country by the Brettonwoods institutions-

principally the International Monetary Fund (IMF) and the World Bank. 
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The economic crises led to a rapid change in the standard of living of civil servants and the 

values of society. Massive job losses led to an associated feeling of alienation and 

purposelessness. Anomie, Durkheim believed is common when the surrounding society has 

undergone significant transformations in its economic fortunes, whether for better or for 

worse. The economic crises led to a rapid change in the standard of living of civil servants 

and the values of society in its economic fortunes, whether for better or for worse. 

In The History of Madness(1974) Foucault describes a movement across Europe in the 

seventeenth century which saw the establishment of institutions that locked up people who 

were deemed to be 'unreasonable'. This included not only mad people but the unemployed, 

single mothers, defrocked priests, failed suicides, heretics, prostitutes, debauchees - in short 

anyone who was deemed to be socially unproductive or disruptive. He labels this movement 

the 'Great Confinement'. He continues his study of confinement in his history of the Birth of 

the Prison, Discipline and Punish. This is essential to my thesis because the treatment meted 

out to mentally ill people (their confinement) suggests that in the context of capitalist 

relations they are unproductive and, therefore, useless (Foucault, 1975:232). 

In Madness and Civilization (1988) Foucault makes the distinction between madness and 

sanity, the logic for separating madmen from the sane as well as lepers from the healthy 

through the confinement of those who were unwanted in society. Incarceration became a 

governmentality regime. This was termed the medicalization of madness in the early 

nineteenth century. Confinement is clearly an apparatus and a technique of power used in the 

organization of the treatment of the mad. This is part of what Foucault termed psychiatric 

power. Such coercive measures tend to limit the freedom of mental health patients and raise 

human right concerns about their treatment by society. Madness is of course relative. Various 

cultural, intellectual and economic structures determine how madness is defined and 

experienced within a given society: ´´madness is located within a particular cultural ´´space´´ 

within society (Foucault, 1988). 

In Discipline and Punish, we are told that discipline is the mechanism that creates the labour 

power that capital then exploits:…It dissociates power from the body,… the power that might 

result from it, and turns it into a relation of strict subjection. These are forms of moral 

regulation and economic forms typical of capitalism. As Foucault put it: ‗Madness was no 

longer talkative and manifest. It enters a silence from which it will not emerge‘. In the third 

and final period, madness continued to be excluded, confined and negated, but in a new way 
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– freed from chains but still confined, allowed to talk but only of its own guilt (Foucault, 

1975:247). 

Foucault's Madness and Civilization (1988) provides a useful framework to conceptualize 

confinement as a process of exclusion and ‗silencing of the mad‘. We need to move beyond 

condemnation of the appalling physical conditions under which the mentally ill are held and 

to identify the unspoken consent of society to abandon people in this institution. This consent 

is part of a process of exclusion. People are relegated to what Foucault calls a state of ‗non-

existence‘. Foucault´s key ideas help us to consider issues of professional power and 

resistance to changing long-established practices within psychiatric institutions. 

I argue, in line with Foucault that a meaningful process of de-institutionalization cannot be 

achieved unless issues of control and professional power are addressed (see also Sapouna, 

2012). There is an escalation in the number of mentally sick people in Cameroon without 

corresponding mental health institutions. Mental health patients are abandoned on the streets, 

isolated or discriminated against by the ones who are supposed to cater for them. The 

treatment meted out to them resonates with Foucault´s observation 

 Once leprosy had gone, and the figure of the leper was no more 

than a distant memory, these structures still remained. The game of 

exclusion would be played again, often in these same places, in an 

oddly similar fashion two or three centuries later. The role of the 

leper was to be played by the poor and by the vagrant, by prisoners 

and by the 'alienated', and the sort of salvation at stake for both 

parties in this game of exclusion is the matter of this 

study”(Foucault, 1975:231). 

 

In line with the diagnoses of spiritual healers, families are convinced that their mentally ill 

members are a sign of bad luck and an abomination or a curse put on them by their ancestors 

and that madness is no ordinary illness (Song,2011). 

 

In their examination of the profiles of suicide victims and the capacity of health services at 

the district level in Cameroon to deliver quality mental health care, Keugoung et al., (2015) 

report that there is a higher propensity among men to commit suicide (78.7%) compared to 10 

(21.3%) females. This yields rates of reported suicides that ranged from 0.89 to 6.54 per 100 
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000 inhabitants. The inadequacy of the health care system is compounded by the acute lack of 

personnel and their lack of training. His study is limited to the District level and is largely 

quantitative in nature. This study attempts to provide a macro perspective of how structural 

factors within Cameroon shape access to existing mental health facilities. According to Mars 

et al., (2014), suicide rates in men are typically at least three times higher than in women. The 

most frequently used methods of suicide are hanging and pesticide poisoning. Reported risk 

factors are similar for suicide and suicide attempts and include interpersonal difficulties, 

mental and physical health problems, socioeconomic problems and drug and alcohol 

use/abuse. Qualitative studies are needed to identify additional culturally relevant risk factors 

and to understand how risk factors may be connected to suicidal behaviour in different socio-

cultural contexts, including Cameroon. 

Substantial research evidence suggests that those negatively affected by social changes 

orchestrated by the rapid economic transition, including deeply entrenched poverty due to 

layoffs from jobs and therefore unemployment, are more likely to experience mental health 

problems. Structural factors are generally neglected or diverted through the adoption of 

psychiatric frameworks of causality and diagnosis (Lee et al., 2015:273). In their discussion 

of the impact of globalization on mental health, Kirmayer & Minas (2000) maintain that 

globalisation affects psychiatric practice by shaping and dissemination of psychiatric 

knowledge itself. According to them, psychiatric sciences construe mental health issues as the 

result of individual (e.g. biological) and/or family shortcomings, rather than deriving from 

macro social structures. Such a conceptualization tends to exacerbate the problems of stigma 

and discrimination generally associated with mental illness in most of Africa. 

Research has demonstrated correlations between socio-economic status (SES) and mental 

illness. There is a negative relationship between socio-economic status (SES) with mental 

illness: the lower the SES of an individual is, the higher is his or her risk of mental illness 

(Hudson, 2005:3). The highest rates of mental illness have been found in the lowest class. 

Five out of six studies conducted in the USA came to the same conclusion. This key finding 

was replicated regardless of the type of SES indicator used—whether education, income, or 

occupation— or the kind of mental illness examined (Hudson, 1988, cf. Hudson, 2005). 

Similarly, an analysis of a statewide longitudinal database on acute psychiatric hospitalization 

in Massachusetts (principally 1994-2000) as well as complementary census data found that 

SES impacted directly on rates of mental illness as well as in some way through the effects of 
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economic hardship on low and middle-income groups. 

I argue that pre-existing biologically based mental illness influenced by external factors of 

economic crisis and World Bank austerity measure may result in the drift of individuals 

towards common mental health disorder because of a change in the pattern of life.  During 

the years of protracted economic crises in Cameroon, many people lost their jobs and saw 

their advantages slashed as part of austerity measures. It was common to see many of them 

slope down into mental health problems while the health condition of those with existing 

mental health conditions worsened. (WHO, 2007:1).This was independent of socio-economic 

class and education. In both cases, their conditions may have gone unnoticed since culturally, 

most Cameroonian communities do not recognize mental health issues as caused by 

upheavals and dramatic changes in people´s living and working conditions, but rather as 

caused by personalistic agents. A higher frequency of mental disorders has been reported 

among the poor than among the rich. People experiencing hunger or failing debts are more 

likely to suffer from common mental disorders. The relationship between mental ill-health 

and poverty remains cyclical: while poverty significantly increases the risk of mental 

disorders and access to health care, suffering from mental disorder greatly increases the 

likelihood of sleeping into poverty (WHO, 2007:1). The economic downturn in Cameroon 

and the subsequent imposition of austerity measures led to stressful living conditions that 

predisposed people to mental disorder (WHO, 2007:1). 

Kleinman (1978) has conducted research on depression, somatization, epilepsy, 

schizophrenia and suicide, and other forms of mental health illness in Western and Chinese 

societies. He has documented the connection between public health and mental issues as well 

as social suffering, on cross-cultural psychiatry, and on the individual experience of pain and 

disability. Kleinman has demonstrated that mental distress is much more likely to be 

expressed as bodily ailment than as psychological distress by Chinese or East Asian patients. 

Furthermore, he has contributed to the anthropological and medical understanding of culture-

bound syndromes associated with mental health. The suffering experienced from mental 

health can be culturally constructed. Suffering may not always be associated with a disease or 

disorder but could be connected to factors that can lead to the disease. All medics are 

concerned about the misery of patients in hospitals or victims of mental health disorder or 

disasters, socio-political afflictions and violence. However, the focus of the medics is primary 

to address the symptoms of the disease, not the human suffering attached to the patient`s 

http://en.wikipedia.org/wiki/Public_health
http://en.wikipedia.org/wiki/Suffering
http://en.wikipedia.org/wiki/Experience
http://en.wikipedia.org/wiki/Pain
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crises. This implies that even after treatment, the patient needs to be rehabilitated. This study 

partly seeks to make sense of the treatment meted out to mentally unhealthy patients in 

Cameroon. It will shed light on their condition by examining the social context of the 

treatment of mental health in the country. 

Another brand of literature deal with the categories of mental illnesses causes and effects. 

Mental health patients are often seen as deviant and a source of shame and, therefore, should 

be confined. WHO (2014) defines mental health disorder as comprising a broad range of 

problems, with different symptoms. It is primarily characterised by some combination of 

abnormal thoughts, emotions, behaviour and adverse relationships with others. Examples are 

schizophrenia, depression, retardation and disorders due to drug abuse. It is opposed to good 

mental health that contributes to the development of the quality of lives and the society in 

general (Kanmogne et al., 2015, Murali & Femi, 2004). Mental health patients are less 

productive and suffer from high-income disparities. They suffer from social stigma and 

isolation. Poor mental health seems to be a projection of family suffering. Unmet mental 

health needs contribute to an increase in the rate of school dropout. 

Conclusion 

This chapter has provided definitions for various fundamental concepts and the literature 

review. Following is an examination of different theories that will help us to understand the 

social context of mental health problems in Cameroon. 
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Chapter 3 

Theoretical approach 

This chapter presents various theoretical approaches adopted for exploring the challenge 

posed by poor mental health in Cameroon. Understanding mental health challenges calls for 

an exploration of the broader social, cultural, political and economic context of the disease. 

This is because of the multifaceted dimension of the problem of mental illness. To explore 

the life world of mental health patients, I will draw theoretical insights from the political 

economy of health, interpretive perspective in medical anthropology and the social suffering 

theories. These theories show how a conjuncture between political, economic and social 

factors affects mental health patients and the services targeting their needs. While structural 

factors influence service provision for mental health patients, social attitudes usually stigma 

exacerbate their conditions, lead to social suffering and the violation of the human right of 

mental health patients. These theories should lead us to a better and holistic understanding of 

their condition and the treatment that they are receiving. Below, I will examine each of these 

theories and how it is related to this study. 

The Political economy of health  

 The Political economy is concerned with ‗the interaction of political and economic processes 

in a society; including the distribution of power and wealth between groups and individuals, 

and the processes that create, sustain and transform these relationships over time. The 

political economy of health focuses on the relationships between people‘s health and socio-

economic conditions. It explores how population health is affected by changing political-

economic and social structures. The political economy of health encompasses narratives of 

description, explanation and prediction of health phenomena while exposing a broad range of 

weaknesses and strengths within a health system. It explores the concept of health and 

production. In a capitalist economy, market forces control and shape how policies are made. 

Therefore in an economy where there is a higher percentage of unhealthy people, the quality 

of production is low. In this view, the healthy population will increase economic productivity 

(Susser & Baer, 1995). Szreter (2004) argues that this theory helps to reconcile three 

perspectives of the political economy of health (political, economic and social). It integrates a 

broader understanding of how medical resources are distributed across these structures while 

empowering various subgroups within the structures to gain access to resources. The Political 
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economy of health provides a comprehensive option for analyzing health care factors from 

the changing political, economic and social structures bringing out the different 

vulnerabilities in healthcare provision. In a nutshell, the political economy of health is about 

who gets what, how and why? Stated otherwise, the political economy of health explores how 

power relations influence the allocation of resources. Healthcare resources are not allocated 

on the basis of relative efficiency or merit but on the basis of power relationships. Those with 

more power get more resources; power and class in the larger social system shape the social 

field and the distribution of resources. In the same light, certain social categories/classes are 

more exposed to particular health and social problems, including depression and mental 

illness. Poor relations between individuals‘ particularly mental health patients and other 

members of society lead to prejudices, stigma and exploitation (WHO, 2006: x). HIV/AIDS 

for instance significantly affects ´´marginalized´´ groups in industrial countries, while 

´´marginalized´´ countries inordinately suffer from a higher burden of the disease (Brieger, 

2006, Mill, 2009). 

The political economy of health refers to the analysis and perspectives on health policy for 

the understanding of the conditions that shape population health and health service 

development within the larger macro-economic and political context. Broader social and 

political factors often structure the provision of health resources (LLiambias-Wolff, N.D). 

This framework provides insights into the exclusion of mental health patients from care and 

treatment, which is a violation of their human rights. The importance of the political economy 

of health lays in its emphasis on societal forces and their influence on health, introducing the 

dimension of the social production of sickness into the debate. This dimension is particularly 

relevant to my problem of study. It allows us to address the societal and macro-structural 

factors that impact upon mental health care (Menocal, 2010, cf Lee et al., 2015:267). How 

decades of economic crises and austerity measures have impacted on mental health needs; (ii) 

how political and economic factors have shaped the policy responses to mental health needs; 

and (iii) how political and economic factors might be used to support the strengthening of 

MHS (Lee et al., 2015:267). 
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Interpretive approach in medical anthropology 

Interpretive approaches to health and illness examine the use of symbolic meanings for 

describing and understanding health and disease conditions. This perspective examines 

illness from anaemic (insider´s perspective) - that is from the standpoint of a given culture 

from an ´´embodied personhood´´ perspective. That is how cultural beliefs and practices are 

intertwined with health and illness to the sentient human body. They deal with systems of 

meanings believed to cause illness (Kleinman, 1988a, 1998b). In the case of mental illness, 

most people in Cameroon believe that it is caused by personalistic agents and that traditional 

healers are better placed to deal with this disease condition and not modern medicine. In other 

words, cultural beliefs condition health seeking behaviour. 

The interpretive approach in medical anthropology will, therefore, emphasize the possibility 

of different interpretations of mental health disorders between patients and doctors. They are 

aligned with the theoretical explanation of the political economy of health. They connect 

institutional settings with the meaningful drive animating human actions and practices (Baer, 

1997). The individual´s rational choice comes into play when the individual acts on beliefs, 

ideas, or meanings whether mentally healthy or mentally ill giving an interpretation of the 

illness. Kleinman (1980) explains this meaning by providing a foundational approach that 

departs from an epistemological stand. It differs from earlier approaches as it constructs a 

clinical reality between doctors and patients. Accordingly, the research argues that theorizing 

the development of interpretive framework medicine from the perspective of subjugated or 

contorted knowledge and beliefs provides an important dimension for examining the 

emergence of mental health disorder (Kleinman, 1988a, 1998b). 

An interpretive approach in medical anthropology will discuss modern and traditional causes 

of mental health disorder that is based on a good physician-patient relationship where the 

physician acts as a healer, the preventive maintenance of health that pays close attention to all 

components of lifestyle, diet, exercise and stress. Kleinman´s (1988a, 1998b) explanatory 

model presents a holistic view of all the forms of therapy (personalistic and naturalistic) 

available for patients with mental health issues. Kleinman´s (1988a, 1988b) foundational 

work that is subjective to the influence of external and internal health exposes patients to the 

multiplicity of treatments options or choices. The main thrust of Kleinman‘s argument is that 

culture shapes therapeutic recourse as well as the doctor-patient interaction as well as the 

differences in the prescriptions of healers and patients. 
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Social Suffering approach 

‗Social suffering‘ refers to the lived experience of pain, damage, injury, deprivation and loss. 

The subjective components of distress such as mental illness are rooted in social situations 

and conditioned by cultural circumstance. Social worlds are inscribed upon the embodied 

experience of pain. On many occasions, an individual‘s suffering should be taken as a 

manifestation of structural social oppression and/or collective experience of cultural trauma 

(Wilkinson, 2005, Kleinman, 1998). Social suffering captures the experience of marginality, 

stigmatization and complete neglect experienced by patients with mental health illnesses. In 

line with this approach, a person‘s health condition is cast as a cumulative product of social 

processes and critical life events. It is argued that in the quality of a person‘s physical and 

mental health we are presented with a moral barometer of their social experience (Kleinman, 

1988). 

The critical approach in medical anthropology integrates the macro perspective of the 

political economy approach, without losing sight of individual experiences and agency. This 

double focus is central to the analysis of the experience of mental illness. The stigma and 

discrimination faced by mental health patients constitutes a negation of their agency as well 

as a violation of their human rights. Critical medical anthropology focuses on the analysis of 

how structural factors such as the global political economy of health, global media, and social 

inequality affect the prevailing health system, including types of afflictions, people‘s health 

status, and their access to healthcare. The lack of care or inappropriate care for mental health 

patients should be understood in terms of the capitalist logic: they are unproductive. They 

suffer from a sense of abnormality. The confinement of mental health patients encapsulates 

their suppression and exclusion from society (see Foucault, 1975). The approach of social 

suffering continues the line of analysis proposed by the critical medical anthropology 

approach. It integrates into its analysis a wider range of forms of human suffering including 

experiences of emotional distress and mental ill health. Also, it establishes links between 

experience and social practices, both relevant dimensions of my analysis 

Conclusion 

The various theoretical frameworks mentioned above show how structural inequalities affect 
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access to health care resources among various social classes and in different parts of the 

world as well as how particular illness episodes are experienced by individuals, families and 

communities. Structural conditions systematically reproduce the material and the social 

deprivation of the so-called ´Third World´ (Farmer, 1997). While culture provides an 

explanatory framework, it also conditions people´s experiences of disease and disability as 

well as social perceptions, including the stigma associated with mental health illnesses; 

´´social suffering´´ captures the advocacy of human rights and makes explicit the need for 

humanitarian, social reforms of the conditions of marginalized groups such as mentally sick 

individuals. As a concept, it serves as a descriptive tool and/or analytical device for exposing 

the human consequences of the physical violence, emotional distress, and social deprivation 

experienced (Das, 1995) by mental health patients who are constantly stigmatized and ill-

treated because of their condition. This chapter has presented the political economy of health, 

interpretive approach to medical anthropology, and social suffering approaches as useful 

theoretical concepts for exploring the mental health crises in Cameroon. The chapter has 

argued that effectively grapple with mental health challenges calls for a holistic perspective 

that involves an exploration of the wider social, cultural, political and economic context of 

the disease. 
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Chapter 4 

The social context of mental health in Cameroon 

Medical/Health Background of Cameroon 

This chapter examines the social context of mental health in Cameroon. It provides vital 

background information for understanding the context in which mental health patients seek 

treatment and the factors shaping their access to, and the quantity of existing mental health 

care services. Comprised of both the formal and the informal sectors of healthcare, the former 

sector in which overall health care policy is made of is both underfinanced and understaffed. 

Years of economic crises and SAPs negatively affected all facets of national life. The 

adoption of austerity measures led to the deterioration of people´s living conditions and 

consequently, their mental health. 

Cameroon has a total population of 23 million people. The population growth rate is 

estimated at 2.6 percent per annum. Life expectancy is between 51 to 60 years. Maternal and 

neonatal mortality remains high. Malaria is prevalent and a leading cause of death. HIV 

prevalence is estimated to be 4.3 percent. In 2014, the number of infected Cameroonians with 

HIV/AIDS was estimated at 55, 0000 including more than forty-three thousand children. The 

HIV/AIDS pandemic claimed the lives of 32,000 peoples. Deaths from HIV/AIDS have 

orphaned 320,000 children (WHO, 2014). Transmissible Infectious and contagious diseases 

are still a challenge. It has led to an increase in death rate in the country. Commonly 

prevalent primary health conditions include high blood pressure, blindness, diabetes, cancers, 

dental diseases, depression stress and poverty (WHO, 2014, Amani, 2010). Mental health 

remains a significant challenge for the healthcare system. 

Formal health sector 

Cameroon is a medically pluralistic society. In the therapeutic recourse strategy of patients 

with mental health problems, the formal and informal sectors are often integrated. Depression 

is, however, not a culturally accepted mental health issue. Cameroon´s healthcare system 

including its mental health architecture suffers from a quantitative and qualitative shortage of 

human and medical resources. The decline in the quality of health is a partly a result of the 
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massive exodus of medical personnel that followed the economic crisis and the slashing of 

salaries. Poverty, inequality and lack of access to healthcare including mental illnesses have 

forced the population to resort to alternative healthcare institutions. Few public resources are 

allocated for healthcare. These resources are also insufficient and poorly distributed (Amani, 

2010) 

The formal health sector is under-resourced, with a shortage of technical and managerial 

expertise needed to meet the needs of the country´s population. The country is suffering from 

an acute shortfall in medical personnel; the economic crises led to the downsizing of the 

public sector. Corruption and unethical medical practices are the order of the day. Public 

health services are commercialized. Self-medication has become an integral part of 

Cameroon´s medical landscape as many people resort to other sources of medicines and 

traditional healers (Abena et al., 2003) 

Cameroon‘s medical system is in crisis due to a severe shortage of physicians resulting from 

the massive exodus of medical personnel for greener pastures abroad.  Statistics shows that 

there are 0.8 physicians per 10 000 Cameroonians. (Ministère de la santé publique, n.d). In 

other words, Cameroon has one physician to 12, 500 people. This ratio is believed to be one 

of the lowest in Africa south of the Sahara (Amani, 2010). Presently Cameroon has an 

estimate of 1,555 register medical Doctors.  It has been projected that for it to meet the 

requirement of the MDGs; Cameroon must have about 10,447 on average by the end of 2015.  

The country falls short of these expectations as trained physicians in Cameroon is anticipated 

to be 822 to 12,500 persons. Cameroon has a dire, desperate need for more health experts 

because of its increasing population. There is also an eminent shortage of psychiatric health 

expert in the country (Amani, 2010).The information on the number of doctors who have 

training in mental health disorder is very scanty (see Tables 2 and 3). This literarily reflects 

the difficulties patient face in assessing medical healthcare. (cf.Pemunta, 2011a:143-144, see 

also Pemunta, 2011b). 

Informal Health Sector 

The informal health sector is comprised of traditional healers and faith doctors. It is primarily 

based on both a personalistic and naturalistic disease theory system. In Cameroon, 

personalistic agents of witchcraft are believed to cause mental health disorders. Spiritual 

healers believed to possess supernatural powers undertake diagnoses. They are capable of 
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connecting the past, present and mapping out the circumstances through which the evil spirits 

that caused sickness gained access to the mentally sick individual (Pemunta et al., 2014). 

Faith healers with curative powers are also on the rise in Cameroon. The systematic increase 

in healing church ministries has become a new sanctuary for sick people. These dominions 

use the biblical scripture to deliver healing to their brethren. They believe that healing comes 

from believing in the word of God and through prayers, and divine interventions healing are 

immediate. Pastors or Preachers believe that sins cause sicknesses and that if people are holy 

and follow the footsteps of Christ, they will be healed. It is believed that the word of God can 

heal any terminal disease so long as the patient develops faith and confesses in Jesus as his 

personal Lord and Saviour. The high cost of formal medicine accompanied with the firm 

belief that modern medicine can give instant and infallible solutions to mental illness create 

large destitutions and frustration to the patient (Kleinman, 1980). The biomedical causes of 

mental health disorder include; major depressive disorder, HIV/AIDS, and chronic malaria. 

Major depressive disorder 

A person diagnosed with mental health disease symptom exercises a typical mental disorder 

characterised by a pervasive and persistent low mood amongst close friends, work colleagues, 

and family members. Behavioural changes are observable and include the behaviour of 

keeping to oneself or loss of interest in regular activities. Such depressive behaviour is 

usually associated with the prevailing HIV/AIDS, economic crises, unemployment, stigma, 

and suicide. Major depressive disorders are a disabling mental health condition that 

unpleasantly affects an individual‘s behavioural pattern at work, eating habits, and general 

health conditions ( Bradley, Gaynes & Peter, 2012). 

The diagnosis of major depressive disorder that is often associated with mental health is 

based on the patient´s recollection of his personal health or observation. There are no medical 

diagnoses for depression, but medical doctors prescribe and treat their patients with 

counselling and anti-depressant medication (Kimberly, Kate & Lynn, 2014). The growth of 

traditional practitioners, healing ministries headed by pastors, step in to fill the gap of treating 

mental health patients. Medication appears to take the form of spiritual healing. In cases 

where the effect is severe, the patients are instead beaten, shackled and locked away as part of 

the treatment procedures that might take months because most diagnoses are associated with 

witchcraft and sin (Song, 2011). Mental health disorder is usually associated with a severely 

http://en.wikipedia.org/wiki/Mental_disorder
http://en.wikipedia.org/wiki/Mental_disorder
http://en.wikipedia.org/wiki/Depression_(mood)
http://en.wikipedia.org/wiki/Antidepressant
http://en.wikipedia.org/wiki/Antidepressant
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depressed mentally ill patient whose diagnosis has evolved into madness. The rising cost 

related to treatment has led to the abandonment and stigmatization of mental health patients. 

Mental health and HIV/AIDS 

Depression is often associated with mental health disorder from HIV/AIDs in Cameroon is a 

significant cause of death and disability (UNAIDS, 2013). AIDS compromises the human 

immune system and exposes the patient to unscrupulous illnesses that cause stress, mental 

depression and eventually death. Most Cameroonians living with HIV are depressed because 

of the absence of proper counselling processes. Mental health and HIV/AIDS are interlinked. 

Mental health problems are associated with increased risk of HIV infection and AIDS. There 

is a high prevalence of HIV infection in people with serious chronic mental illnesses. Mental 

disorders can accentuate the danger of spreading and contracting the disease (UNAIDS, 

2013). These risks include high rates of sexual contact with multiple partners in which 

women are particularly vulnerable to HIV infection. The traditional and cultural practice of 

polygamy and multiple partner relationship promotes the spread of HIV/AIDS and other 

sexually transmissible diseases. (UNAIDS, 2013). 

It is estimated that HIV/AIDS is one of the leading causes of death in Cameroon. More so, 

patients with HIV/AIDS show feelings of being uncomfortable with the infection creating a 

significant relative change from productive individuals to one of dependence on anti-

retroviral drugs. The workforce of the economy is slowed down with the systematic rise in a 

health care relationship. The productivity of the country‘s workforce is affected, huge 

expenditure on healthcare as well as absenteeism from work of the HIV-infected individual 

and, therefore, low productivity (Kanmogne et al., 2015). 

The joined United Nations Programme on HIV/Acquired Immune Deficiency Syndrome, 

estimate that about 500 to 600 thousand Cameroonians are living with HIV/AIDS. They are 

exposed to the relative frequency of the occurrence of the disease (UNAID, 2013). The 

government has to provide access to anti-retroviral drugs to regulate or mitigate the rising 

social cost and reduction in the labour force of the country. Additionally, the changing 

income and diets of HIV patients worsen the CD4
5
 counts and the mental health situations 

                                                           
5
 CD4 cells are a type of white blood cell that fights infection. CD4 count helps tell how 

strong your immune system is. It indicates the stage of your HIV disease, guides treatment, 
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that are often interlinked because it provides the detections for neurocognitive impairment 

that are difficult to control. Mental health, depression, and HIV/AIDS affect a patient´s 

psychological and emotional well-being to a state of dysfunction, limiting their productivity 

and quality of life (Kanmogne et al., 2015). Depressed moods and anhedonia characterize the 

quality of life. Anhedonia is a mental health situation in which the patient suffering from 

HIV/AIDS projects an inability to derive pleasure from pleasurable activities because of the 

sickness. The patient shows a lack of interest in social contact and manifest social 

withdrawal. The patient may demonstrate indifference to other people. There is an increasing 

pattern of diminishing adverse effect and the potential beginning of personality disorders. 

This gives rise to the prevalence of mental illnesses in HIV-infected individuals. 

Furthermore, HIV/AIDS tends to be concentrated in highly vulnerable, marginalized and 

stigmatized populations. HIV/AIDS is commonly spread in urban areas where drug use is 

rampant (Kanmogne et al., 2015). 

People with HIV infections often suffer from distress. The level of distress is connected to the 

severity of symptoms of an HIV/AIDS infection. Most patients are unable to maintain the 

pattern of life required to stay healthy because of poverty. Most often, medical counselling to 

cope with the anxiety level associated with the illness is unavailable. The socio-economic 

situation of Cameroon makes it extremely difficult for patients to survive as poverty, and 

inadequate welfare worsens the prevailing situation. Their illness is always associated with 

witchcraft, poisoning or generational curses. The patients become vulnerable and live in a 

cycle of depression and hopelessness, stigmatization, and loss of social support, family or 

friends (WHO, 2008). 

                                                                                                                                                                                     

and predicts how your disease may progress. Keeping your CD4 count high can reduce 

complications of HIV disease and extend your life.   

http://en.wikipedia.org/wiki/Affect_theory
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Table 1. HIV/AIDS Estimate for Cameroon, 2013(UNAID, 2013).  

The table above shows the annual number of HIV/AIDS deaths in Cameroon 
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Mental health and Stigma 

Mental illness is often associated with witchcraft and generational curses. Mental health 

patients struggle with the symptoms and disabilities that result from the adverse side effects 

of the mental health illness. They are recurrently challenged with the dares of being 

stereotyped and prejudiced. In Cameroon, these mentally sick people face the problems of 

access to good quality of life such as good jobs, outright rejection by family and friends, loss 

of membership in groups of their interest and inadequate healthcare. Mentally ill patients are 

ostracized in Cameroon (Song, 2011) 

Corrigan (2014) argues that stigma is a complex construct that includes internal and external 

structural workings. It is directly connected with mentally sick persons. The mental health 

patient often becomes alienated, depressed and resigns to his/her fate. Stigma often leads to 

discrimination that violates the mental health patient´s human rights. Stigma may also result 

in discrimination as a mentally unhealthy person is often assumed to be psychologically 

unstable. With nowhere to seek help, mentally sick people have to internalize their sickness. 

The public accepts them as hopeless and worthless people. With the absence of counselling 

and associated medical care, many of these patients tend to internalize the negative thoughts 

expressed by others about them. They might think of themselves as patients that are unable to 

recover, undeserving of care, dangerous, or responsible for their illnesses (Corrigan, 2014). 

The patient develops low self-esteem, low dignity, personal disorder trauma, distress, and 

anxiety. Shame and withdrawal from the public are familiar patterns of behaviour because 

mentally sick people feel they cannot be part of society and the development process. The 

government of Cameroon is unable to rehabilitate or provide treatment because of a 

conjuncture between lacks of political will as translated by inadequate staff and facilities. 

Stigma seems to be part of social and institutional policies and practices in Cameroon. 

Furthermore, out of ten official hospitals, just two are mandated to handle patient with mental 

health disorder (WHO, 2014, Song, 2011). 
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Table 2: 
6
 Available mental health facilities in Cameroon 

 Available 

Logistic 

Patient visits in 

percentage 

Logistics 

Available from 

1 to 5 years 

Rate per100.000 

population 

Outpatient facilities 

for mental health 

10 0.05 10 01 

Day treatment 

facilities 

UN UN UN UN 

Psychiatric bed in 

General Hospital 

10 0.05 3 0.02 

Community 

residential facilities 

5 0.03 UN 0.0 

Bed/places in 

community residential 

facilities 

160 08 UN UN 

Mental hospital 2 0.01 00 00 

 

There is limited availability of psychiatric and mental health care facilities. There are only 

two centers equipped for these services which are Hôpital Jamot de Yaoundé and Hôpital 

Laquintinie de Douala (WHO, 2014, Song, 2011).The other regional hospitals around the 

country do not provide preventive and curative health services for mental health disorder. 

According to WHO (2014) in Cameroon mental health facilities are inadequate and 

understaffed. Investment in mental health is not a government priority. There is neither a 

state-sponsored mental health plan nor or a dedicated mental health legislation in the country. 

No university or medical school has any official mental health program. There is no state 

insurance coverage for mental health patients or any available medicine (WHO, 2014). 

The table below shows the limited access to resources and the relative absence of psychiatric 

doctors or available medical physicians who have not received official in-service training on 

mental health within the last five years. Most of the health care nurses have not received 

training on mental health within the last five years. There are little available -documented 

facts on the treatment of mental disorders patients.  

                                                           
6
 Mental Health Atlas 2011 - Department of Mental Health and Substance Abuse, World 

Health Organization Data collected in 2011 UN = information unavailable, NA = item not 

applicable secondary/tertiary care do not exist. Referral procedures from tertiary/secondary 

care to primary care do not exist. Mental Health Services Availability of mental health 

facilities.  

Data collected in 2011 UN = information unavailable, NA = item not applicable   
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Table 3.Workforce and training 

  

Medical personnel treating 

mental health cases per 

100.00  
 

 

Qualified medical expert 

per 100.000  
 

 

Psychiatrists  
 

0.003 0.0 

 

Medical doctors, not 

specialised in psychiatry  
 

UN 0.38 

 

Nurses  
 

0.15 UN 

 

Psychologists  
 

UN UN 

 

Social workers  
 

UN UN 

 

Occupational therapists  
 

UN UN 

 

Other health workers  
 

UN NA 

 

Source: (WHO, 2011) 

At present, primary health care doctors are authorized to prescribe drugs for mental health 

patients and to supervise psychotherapeutic medicines. This is the case even when they have 

no expert knowledge of medical psychiatry (WHO, 2007) 

Table 4: Expenditures on medicines for mental and behavioural disorders 

 

Medications available  
 

 

Expenditures per year and 100,000 

population (in USD)  
 

 UN 
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psychotherapeutic medicines  
 

 

Medicines used for bipolar disorders  
 

UN 

 

Medicines used for general anxiety  

 

Medicines used for general anxiety  

 
 

UN 

 

Against the backdrop of a lack of specialist psychiatric doctors, the informal sector seems to 

provide the best alternative for mental health patients (WHO, 2014). Traditional doctors 

diagnose the mentally sick as patients bewitched by evil spirits. Some patients and members 

of their therapy managing the group (Pemunta & Tabenyang, 2015) try to avoid being 

stigmatized as mentally unhealthy people by refusing to seek help (Corrigan, 2014). Apart 

from consulting a spiritual healer the mental health patient has no other choice than social 

suffering from society. They suffer from bullying, physical violence or harassment, a 

condition that eventually develops into extreme depression, madness or death. Like other 

health problems, the situation of mental health patients rather becomes worse following the 

deep cuts in public expenditure that accompanied the structural adjustment program (SAP) 

and the economic crises. 

Economic crises 

The economic crisis that hit Cameroon in 1987 increased the level of poverty, inequality, 

depression and alcohol-related deaths. Cameroon has a high social unsafety net, and the 

impact of economic downturn on health is over-pronounced. Prior to the crises, Cameroon 

consistently posted positive economic growth and had one of the strongest economies in Sub-

Saharan Africa. The declining price of agricultural commodities: oil, coffee, and cocoa, hit 

the country very hard. The economic crises led to a rapid change in the standard of living of 

civil servants and the values of society. The privatization of state-owned enterprises and 

massive job losses led to a feeling of alienation and purposelessness. Anomie, Durkheim 

rightly believed is common when the surrounding society has undergone significant 

transformations in its economic fortunes, whether for better or for worse (see Gerber, 
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2010:97; Noble, 1991; The Atlantic, 2011) 

The country's economic crises had an adverse impact on the population‘s mental health. In 

other to reduce the effects of the economic crises, the state had to accept the austerity 

measures imposed as part of the SAPs by the International Monetary Fund (IMF) and World 

Bank. It led to a rise in market prices without corresponding purchasing powers. The SAPs 

resulted in widespread suffering and economic hardship with corresponding inflation slowly 

incapacitating the fabric of the system. (see also, Noble, 1991; The Atlantic, 2011) 

To worsen the situation, the government slashed the salaries of civil servants by 30 percent. 

Moreover, for three months, wages were not paid thereby causing widespread misery and 

depression. The economic and financial crises have had some negative implications on the 

mental health situation of Cameroonians. The economic downturn led to cuts in healthcare 

budgets. Government subsidies for essential drugs and vaccination campaigns were slashed. 

Many hospital services now had to be paid for, while some were privatized to investors who 

had no health development interest, but profit making schemes. Health services were 

commercialized, and this led to inequality of access to health care (Noble, 1991). 

Many depressed Cameroonians were unable to cope with the sudden change in the country´s 

economic fortunes and mental health crisis developed. The sudden change from employment 

to unemployment and from financial self-sufficiency to job seeking caused a stressful 

situation that has changed the pattern of daily life. This critical situation led to extreme 

financial hardship, alcohol and drug addiction, abuse and other conditions that are life 

threatening. The recession ushered in a state of mental disequilibrium, in which many people 

from all works of life struggled to balance both internal and external pressures caused by the 

economic crises. Many people who could not cope with the situation became frustrated and 

resulted in another measure to survive the economic suffering. The suffering affected mostly 

the poor whose pain and misery are often unnoticed. In a situation of crisis, the poor masses 

bear the burden of the suffering. To identify the economic forces conspiring to promote 

suffering, an understanding of the consequences of the economic crisis explains the causes of 

extreme suffering and also the forces that put many mentally ill patients to much human 

rights abuses, depression, and stigma (Farmer, 2009) 

There was a systematic increase in the level of common mental disorders and depression. The 

poor economic situation exposed many people to a significant risk of strokes, heart attack, 
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diabetes, and high blood pressure. The austerity measures executed by the government of 

Cameroon to cope with the economic crises led to a high mental health disorder thereby 

incapacitating the fabric of the system. More than 3000 civil servants were retrenched from 

the public service (Noble, 1991). 

To worsen the situation, the government slashed the salaries of civil servants by 30 percent. 

Moreover, for three months, wages were not paid thereby causing widespread misery and 

depression. The economic and financial crises have had some negative implications on the 

mental health situation of Cameroonians. The economic downturn led to cuts in healthcare 

budgets. Government subsidies for essential drugs and vaccination campaigns were slashed. 

Many hospital services now had to be paid for, while some were privatized to investors who 

had no health development interest, but profit making schemes. Health services were 

commercialized, and this led to inequality of access to health care (Noble, 1991). 

Many depressed Cameroonians were unable to cope with the sudden change in the country´s 

economic fortunes and mental health crisis developed. The sudden change from employment 

to unemployment and from financial self-sufficiency to job seeking caused a stressful 

situation that has changed the pattern of daily life. This critical situation led to extreme 

financial hardship, alcohol and drug addiction, abuse and other conditions that are life 

threatening. The recession ushered in a state of mental disequilibrium, in which many people 

from all works of life struggled to balance both internal and external pressures caused by the 

economic crises. Many people who could not cope with the situation became frustrated and 

resulted in another measure to survive the economic suffering. The suffering affected mostly 

the poor whose pain and misery are often unnoticed. In a situation of crisis, the poor masses 

bear the burden of the suffering. To identify the economic forces conspiring to promote 

suffering, an understanding of the consequences of the economic crisis explains the causes of 

extreme suffering and also the forces that put many mentally ill patients to much human 

rights abuses, depression, and stigma (Farmer, 2009). 

There was a systematic increase in the level of common mental disorders and depression. The 

poor economic situation exposed many people to a significant risk of strokes, heart attack, 

diabetes, and high blood pressure. The austerity measures executed by the government of 

Cameroon to cope with the economic crises led to a high mental health disorder and 

psychological burden. The economic recessions widened income inequalities that in turn 

increased the risk of poor mental health. 
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Mental health and Suicide 

Suicide can be defined as death from the tragedy of self-injury, recklessness, poisoning or 

suffocation. There should be indisputable evidence to confirm that the injury leading to the 

suicide is self-inflicted with the intention of taking away one's life (WHO, 2004). Suicide is a 

complex phenomenon and a serious public health problem. Suicidal behaviour is connected 

to a variety of complex underlying factors. These factors include poverty, unemployment, the 

death of close family members, arguments, a breakdown in relationships and depression from 

the economic crises, malaria, and HIV/AIDS. The culture of suicide, alcohol and drug abuse, 

mental disorders from depression and schizophrenia, influence suicide rates (WHO, 2004). 

The rates of reported suicides in Cameroon between 1999 and 2008 ranged from 0.89 to 6.54 

per 100 000 inhabitants. Male victims accounted for 78.7%, while 21.3% were females. It is 

estimated that 76.6% of casualties ingested farming chemicals to cause their own deaths, 

31.9% percent was related to a mental health disorder. Sexual and marital problems 

accounted for 25.5 %, 14.9% was related to witchcraft, 8.5% was related to the economic 

crisis. Unknown factors accounted for 10.9% (Keugoung et al., 2013).While the rate of 

suicide has systematically increased during the last ten years; unaddressed mental health 

issues have never been considered to be the cause. The act of self-killing is considered taboo 

(Keugoung et al., 2013). 

If a person dies as a result of suicide, the corpse is buried outside the community. It is 

believed that evil spirits inhabit the corpse. The suicide scene is abandoned until some 

traditional rituals are performed to cleanse the family of the supposed curse by the custodian 

of the community (DeBraun, 2015). Lowering the rates of suicide demands the attention of 

mental health experts for its prevention and control. Appropriate counselling and mental 

health awareness are essential elements in the success of suicide prevention programs. 

Unfortunately, the process is made more difficult because of the association of suicide to 

attacks by evil spirits. Besides, there is limited access to professionals or experts trained in 

counselling and treating pro-suicide mental health patients. Depression has been documented 

as a primary cause of suicide especially in patients that are infected with HIV/AIDS and other 

related illnesses (WHO, 2004, see also Keugoung et al., 2013). 

Most mental health patients see suicide as a way out of their pains and misery. In Cameroon, 

not all deaths from suicide are reported to the police. These deaths are classified as shame 



41 
 

and a disgrace to the status of the families and go unreported to administrative authorities. 

Suicide is a taboo. Families with a member that has committed suicide withhold the 

information from the public except, from the traditional local council. The purpose is for the 

traditional council to cleanse the entire family of the curse brought upon them. The family 

needs to perform some rituals to do away with the curse brought on upon them. 

Using the theoretical concept of pollution, Douglas (2002) explores the concept of ritual 

cleansing. Pollution connects suicide to man´s negative activities to his environment. The act 

of suicide can be interpreted as causing defilement, uncleanliness, and impurity. Actions must 

be taken to cleanse the suicide victim‘s family, community and the land from the pollution 

caused by the act of suicide. It is believed that, if the ritual cleansing is not respected, the 

adverse spirit of suicide will claim more victims. The curse will continue from generation to 

generation. The stigma and curse associated with the suicide will also be cleansed away 

(Douglas, 2002). 

Major mental health precipitating factors are associated with suicide in Cameroon. An 

analysis of psychiatric and physical symptoms prior to suicide showed that 53.2 percent of 

suicide victims showed signs of suffering from unattended mental health disorder, 4.3 percent 

showed physical symptoms, and 42.5 percent showed no symptom of mental health 

depression prior to the death act (Keugoung et al., 2013). Mental health patients with 

psychiatric symptoms exercise symptoms that are observed in people before they commit 

suicide. They manifest mental health unusual symptoms like withdrawal behaviour, 

depression, mental restlessness and continuous crying. Some of them claim their death ones 

are calling them to come and visit them in the land of the death. They suffer from nightmares 

and hallucinations. The pattern of abnormal behaviour like nervousness and insomnia from 

sleeplessness are also noticeable. The suicidal behavioural trend is more prevalent as the 

patient begins to express the willingness to die as a quick way out of the pain. Owing to 

environmental and genetic factors such as chronic pain and abdominal pains, suicide is 

always inevitable. An analysis of Table 5 below indicates that some of these factors and 

situations are frequently interconnected and associated with mental health patients. In the 

Cameroon coastal towns of Douala, Limbe, and Kumba, there is a high level of suicide cases; 

patients are observed to be continuously crying, exercising agitations and increased alcohol 

intake. An interpretation of the medical suffering shows that mental health patients display 

the symptoms mentioned above. Estimates show that just 24 percent of them visit hospitals 
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for treatment. Those that are unable to consult for medical help suffer from illness and 

eventually might result to suicide to ease the pains of their sufferings (Keugoung et al., 2013) 

 

 

Table 5: Factors for the occurrence of suicide in Cameroon. 

General causes (percentage) Specific Causes Total in 

percentage 

Witch Issues 14.9 Accused of Witchcraft 10.6 

 Bewitched by sorcerers 4.3 

Sexual and marital issues 25.5 Accused of adultery 4.3 

 Unwanted pregnancy 2.1 

 Spouse refusal of sexual intercourse 4.3 

 Attempts to kill wife and did not succeed 4.3 

 Compelled to return dowry of divorce  

daughter 

4.3 

 Compelled by family members to return to 

the husband for fear of reimbursing the 

dowry 

4.1 

 Depression associated with many wives 

from polygamy 

2.1 

Economic crisis and financial 

issues 

Unable to pay school fees or squandered 

school fee 

2.1 

 Accused of theft 2.1 

 Debts and farmland seized 4.3 

 Unable to provide basic need for the family 2.1 

Mental Illness and Stigma Stress of living with chronic disease 4.3 

 Mental disorder 10.6 

 Alcoholism  

 Multiple death in the family  

Malaria Malaria 25.5 

Psychiatric symptoms observe 

by family members before 

suicide attack 

Physical symptom and psychiatric symptom 12.7 
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Other related symptoms  10.59 

  100 % 

 

Source: Keugoung et al., (2013). 

The table above provides a statistical overview of the causes of suicide in Cameroon. Most 

suicide cases result from unaddressed mental health problems. There is a high concentration 

of available healthcare infrastructure and personnel in the cities of Douala and Yaoundé. 

Most of the available human resources for health are trained in general medicine, not 

psychiatric studies. Consulting nurses have hardly any primary psychiatric knowledge for 

handling or counselling mental health patients (Keugoung et al., 2013). 

The acute shortage of mental health experts and the associated cost of treatment have forced 

many sick people to seek treatment from traditional practitioners or spiritual healers. Their 

interpretation is that mental health is linked to generational curses or witchcraft. This 

interpretation often results in stigma and suicide. To mitigate the suicide levels in the country, 

Cameroon needs to have an integrated approach to handling both physical and mental health 

problems given the interconnections between physical and mental health 

Mental health disorder and Malaria 

Malaria is one of the principal illnesses in Cameroon, representing 35-40 percent of hospital 

recorded deaths (Ministère de la santé public, 2014). Hospital consultation statistics indicates 

that 40-45 percent of patients seeking medical consultations have malaria parasite. It is 

reported to kill 50 percent of children less than five years old. In Cameroon, treatment for 

malaria is taking a toll of 40 percent on general family expenditure (Pemunta, 2013). Some 

malaria parasites have become resistant to commonly used anti-malaria medicines. Malaria is 

a disease with a heavy burden to Cameroonians. Malaria if not treated in time can cause 

severe mental health problems. When the parasite attacks, it initially starts by infecting the 

victim´s liver, then multiply and enter the bloodstream, attacking the defensive mechanism of 

the human body by destroying the white blood cells. These symptoms are profound and a 

significant economic impediments to the malaria patient. Malaria renders people to be 

economically unproductive. Pemunta (2013) argues that the malaria parasite is caused by 

bites from mosquitoes and afflicts mostly poor people in the less privileged areas that are 

geographically condemned to endemic malaria. 
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The economic crises in Cameroon led to deeply entrenched poverty that made treatment of 

malaria unaffordable. Malaria patients are always exhausted and require much rest as well as 

freedom from stress. Patients may be unable to earn regular incomes to provide for the basic 

healthcare and basic needs. Malaria alongside other diseases like HIV/AIDS can contribute to 

making the Plasmodium falciparum parasite a deadly factor in mental health patients. 

Plasmodium falciparum is the most common form of malaria attacks in Cameroon. The 

parasite causes what is called cerebral attacks by making the victim actively unconscious and 

act adversely. The malaria parasite manifests and attacks the human defensive system by 

destroying the immune resistance of the white and red blood cells. The parasite blocks the 

regular flow of blood to the human brain to function normally. It creates a loss of 

consciousness, coma and even death (Varney et al., 1997). 

Cerebral malaria is interconnected with post-traumatic stress disorder (PTSD) and other 

psychological disorders in the afflicted patients. Many cerebral malaria patients exhibit 

patterns of neuropsychiatric symptoms that can persist for years after the acute illness has 

been treated. Mental disorders from cerebral malaria cause a variety of neurological 

problems. Patients who survive the illness developed depression, impaired memory loss, 

personality change and proneness to violence as long-term effects of the disease. It prevents 

someone from feeling mentally fit  (Varney et al., 1997). 

Severe cerebral malaria is reported to be a leading neuropsychiatric impairment among 

Cameroonians. It is always associated with neurocognitive impairments. Nevertheless, all 

Cameroonians are vulnerable and equally exposed to malaria that attacks the central nervous 

system creating a shortage of blood that goes into the brain. The parasites disrupt the neuro 

functioning of the brain and can be the cause of slow interpretation of facts or coma and 

strokes (Pemunta, 2013). 

In addition to these severe circumstances, mental health patients suffer from persistent 

deficiencies including memory lapse, learning and language difficulties and psychiatric 

disorders. Cameroon is geographically located in a malaria resistant region. Therefore, in 

cases where medical attention is not accessed in time, mental disorders associated with 

Plasmodium falciparum and cerebral malaria can lead to frequent mental hallucinations. The 

mental imbalance can degenerate into the person developing into mental psychopath in the 

future (Varney et al., 1997). 
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Mental health and Human Rights 

Cameroon is a heterogeneous country where culture, language, ethnicity, and religion play a 

significant role in the interpretation of the causes of mental health illness. All over the 

country, mental health patients are negatively labelled and stigmatized and are perceived as 

abnormal people exhibiting behaviours that are disturbing and not acceptable. 

Mental health disorder is a human rights issue. Furthermore, the stigma associated with 

mental health challenges severely affects victims (WHO, 2014). Mental health is of moral 

and ethical importance, and it is enshrined in the United Nations Charter as one component of 

its Universal Declaration of Human Rights. Article 325 (1) states that everyone has the right 

to live a life free from poverty and hunger. The charter concedes that ―all humans have the 

right to a standard of living adequate for the health and well-being of himself and of his 

family, sickness, disability, old age or other lack of livelihood in surroundings be control‖
7
 

This convention is further supported by the International Covenant on Economic, Social and 

Cultural Rights and the International Covenant on Civil and Political Rights
8
 (UN Charter 

325-1).These human right charters acknowledge that regardless of race, religious orientations 

or mental health status, each and everyone should thoroughly enjoy his/her human rights. 

Regardless of race, religion, sexuality or one's mental health status, adverse life factors pose 

threat to the dignity of every human being. 

The treatment conditions in the two main hospitals in Cameroon where psychiatric care is 

provided violate the fundamental right of mental health patients. Mental health synchronizes 

the integration of human psychological, emotional, social and cultural aspects. It 

encompasses the fundamental right to be treated with dignity as a human being. Fundamental 

human rights guarantee the quality and well-being of life (Citizens Commission on Human 

Rights (CCHR), 2014, see also Song, 2011). 

In certain cultures of the Grassfield region of Cameroon, mental health illness is perceived as 

caused by witchcraft or as a curse. Family members do distance themselves from the mental 

health patient who is assumed to be possessed by evil spirits. Moreover, mentally ill patients 

are assumed to be economically unproductive and a burden to the family. Any investment in 

the treatment of the patient is perceived as a waste of time and resources (Keugoung et al., 

2013). Some people condemn them as incurable patients except with the intervention of 

ancestral spirits. They are understood to be suffering from generational curses and must be 



46 
 

chained up all their life and exposed to many cases of abuse. Stigma plays a very vital role in 

the suffering of mental health patients. The stigma associated with mental health 

incapacitates the patients and can eventually drive them to suicide. They are marginalized, 

mistreated, and socially distanced from the community (WHO, 2004). 

Like other marginalized groups of individuals, mental health patients are exposed to all kinds 

of abuses. They are excluded from basic primary needs: lack of access to shelter, food, and 

clothing. They are abandoned and live in dirty places. They eat from rubbish bins and sleep 

on streets walks. Some take-up shelter in abandoned buildings. Some of them are 

discriminated against in employment, basic education and housing due to their mental health. 

Furthermore, they are abandoned to die because it is believed that they can never get better. 

They are denied the right to marry and to have children. Mentally challenged people live in 

extreme destitution and are neglected by family members and the state. This has significantly 

affected their ability to appropriate care. Their fate is left in the hands of poor family 

members who are unable to afford the expensive cost of treatment. Most families resort to 

accepting the fate and abandon the mentally ill patient (Song,2011, Kanmogne et al., 2015, 

WHO, 2005). 

Conclusion 

This section has examined the social context of mental health care in Cameroon. It is 

characterized by inadequate preventive, curative and rehabilitation services for mental health 

patients. Compounding the situation is the social stigma associated with mental illness and 

the degrading treatment afforded to mental health patients by both families and the 

government. 
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Chapter 5 

Discussion of findings, recommendations, and conclusion 

The aim of this study was to explore the causes and perception of mental health disorder and 

the therapeutic recourse strategy, as well as the social context of the disease in Cameroon. 

This section sums up the findings of this research by casting the findings in the light of the 

theories selected for this enquiry. It further outlines some recommendations for the 

amelioration of the mental health situation in the country. The findings will be grouped under 

the following sub-topics: causes of mental illness, cultural perception, suicide as taboo, lack 

of infrastructure and personnel, lack of a distinct mental health legislation, discrimination of 

mental health patients, Social stigma and human rights violations, the social suffering of 

mental health patients and the abnormal behaviour of mental health patients. 

This section is followed by a brief section on the need for a structural integration of laws on 

mental health as well as discrimination and mental health legislation. Then follows a section 

on recommendations. I advocate for human rights education and the need to create a social 

media platform for former mental health patients to share their experiences with others so as 

to dispel stereotypes about mental health illness. The last part is the conclusion and suggested 

areas for further research 

Causes: Like other diseases, mental health problems are caused by both naturalistic and 

personalistic causation. Contrary to the former in which organic breakdown, parasite, stress 

can cause mental illness, and in which health depends on people´s living and working 

conditions, from the perspective of personalistic causation, evil spirits are believed to cause 

mental ill health (see Foster & Anderson 1978:36-38, Kleinman, 1988a, 1988b). In most of 

Cameroon, mental health problems are largely seen as caused by personalistic agents. It is 

considered a curse on the family of the patient because of the communitarian worldview 

according to which an individual depends on others for his/her wellbeing (see Pemunta & 

Tabeyang, 2014). 

Cultural perception: There is the failure to recognize mental illness or mental health problems 

as a legitimate cause of disability. In line with the personalistic causation theory that 

predominates perceptions of mental ill-health, recourse is most often made to traditional 

healers. Patients and healers, of course, differ in their perception of the cause of illness and, 
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therefore, the appropriate healthcare institutions (modern or traditional medicine) from which 

to seek help. Culture significantly shapes therapeutic recourse, the doctor-patient interaction 

and differences in the prescription practices of different categories of healers even for the 

same ailment (Kleinman, 1988a, 1988b). 

Suicide as taboo 

Whereas, there is an increase in the number of mentally sick people in the country, cases of 

suicide are treated as a taboo. The corpse of the individual who commits suicide is treated as 

a pollutant, and his/her family requires cleansing (see Douglas, 2002). Such a dead person is 

buried out of the community (see also DeBraun, 2015, Keugoung et al., 2013, Schulze, 

2007). 

Lack of infrastructure and personnel 

Although the cases of mental illness are on the increase, there is no corresponding expansion 

of the necessary medical facilities and specialized staff (mental health experts). The two 

primary hospitals capable of attending to cases of the mental disorder are based in the urban 

centers of Douala and Yaoundé. This acute shortage of mental health personnel and facilities 

is explained by politico-economic factors that determine access to healthcare resources. 

Access to healthcare is influenced by politico-economic factors. Mental health patients are 

largely recruited from the lower socio-economic classes (Hudson, 2005, Shulze, 2007). It is 

the same population strata that are more likely to develop mental health problems. Health 

problems are exacerbated by inequality of access to healthcare services (see Susser & Baer, 

1995). Decades of economic slump impacted on the mental health status of Cameroonians, 

while political and economic factors shaped the allocation of resources for mental health 

services and personnel (see Lee et al., 2015:267). 

The propensity to develop mental illness is influenced access to resources. The economic 

crisis and World Bank austerity measures resulted in the drifting of individuals to poor 

mental health because of a sudden change in their living standards. This sudden change in 

their pattern of consumption was disastrous, deplorable and frustrating. During the years of 

protracted economic crises in Cameroon, many people lost their jobs and saw their 

advantages slashed as part of austerity measures. Many of them developed mental health 

problems while some even committed suicide. This was a situation of anomie (Durkheim,)  

Lack of distinct mental health legislation 

Although mental health is part of Cameroon healthcare policy, there is no distinct body of 
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law dedicated to mental health and the protection of the health and well-being of mental 

health patients. 

Discrimination of mental health patients 

Patients suffering from mental illnesses are discriminated upon. They are perceived as threat 

to the socio-political-economic and cultural structures of society. They are alienated and 

abandoned to their fate (Song, 2011, Foucault, 1975, Kleinman, 1988a, 1998b). Mental 

disorder is considered to be a disease of shame and an embarrassment to family members of 

the patient. This has led to discrimination of the mentally ill. Discrimination is intertwined 

with stigma. 

Social stigma and human rights violations 

The discrimination of mental health patients lead to, but also involve intense social stigma 

and human rights violations. The conjuncture between negative attitudes, social stigma, and 

human rights violations push mental health patients into suicide due to depression and 

stressful living conditions. The diagnosis and reactions to mental illness vary in function of 

culture. Culture determines therapeutic recourse strategy and society‘s reaction to mental 

illness and the treatment of the patient. As expected, patients and healers may have different 

beliefs about the cause of mental illness (Kleinman, 1974). 

Social suffering of mental health patients 

The perception and suffering experienced by patients of mental health disorder are culturally 

constructed. Moreover, suffering associated with physical illness show the psycho-social 

impact of having a disease without adequate treatment facilities for it because of inequality. 

Suffering is the outcome of this experience (Kleinman, 1974). This also resonates with Paul 

Farmer´s observation that: 

Stories and images need to be linked to the historically deeper and 

geographically wider analyses that can allow the listener or the 

observer to understand the ways in which AIDS, a new disease, is 

rooted in the historically defined conditions that promote its spread and 

deny its treatment; the ways in which genocide, like slavery before it, is 

a fundamentally ‘transnational’ event; the reasons why breast cancer is 
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inevitably fatal for the most affected women in who live in poverty; the 

meaning of rights in an interconnected world riven by poverty and 

inequality. In short, serious social ills require in-depth analyses 

(Farmer 2006: 185). 

 

Unusual behaviour of mental health patient 

Mental health patients with psychiatric symptoms manifest unusual behaviours like isolation, 

depression, and mental restlessness. Some of them suffer from hallucinations and show 

suicidal tendencies while others are violent. Such negative attitudes seem to explain the 

increased isolation and stigma associated with the disease. Additionally, when individuals 

exhibit visible symptoms that are associated with mental illness, it tends to induce a harsher 

reaction: stigma. Depression and violation of human rights are cognitive constructs of stigma, 

and discrimination that can result in suicide. Many patients believe their situation is not 

curable and suffer from a cultural mindset that a curse has caused their illness. Therefore, 

people with mental illnesses are unable to overcome their disease. 

Structural integration of laws on mental health 

In Cameroon, the rights of mental health patients are violated with impunity. Although 

mental health policies are incorporated into Cameroon´s general health and legal systems, the 

country´s lacks a distinct piece of legislation on mental health care. The failure to separate 

mental health from public health policies has led to the stigmatization of mental health 

patients. Stigmatization has become a general way of labelling mentally ill patients. Little 

effort is being deployed to educate the general public about mental disorders or policymakers 

about human rights associated with mental health. The stigma, segregation and discrimination 

these people face in their communities and families have been accepted as the norm. Such 

intolerance has potentially reinforced stigma, suicide and limited access to the primary needs 

of these patients. 

UN Secretary-General Ban Ki–Moon argues that mental health patients are among 

disadvantaged and marginalized people who have limited access to appropriate medical 

health care services. They are condemned to human suffering, economic loss and their 

fundamental rights are violated (WHO, 2010). Cameroon must, therefore, establish pressing 
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reforms to meet the needs of marginalized mental health patients and guarantee their basic 

fundamental human rights. The government needs to adopt a separate body of laws that take 

care of mental health problems. 

At present, traditional practitioners, pastors, and priests are filling the gap of treating mental 

health patients (Song, 2011). The lack of sufficient mental health facilities in Cameroon can 

be resolved by integrating traditional and modern mental health care services. An integrated 

medical, curative and rehabilitative approach will provide integrated treatment. Among other 

possible benefits will be the exchange of information between modern and traditional healers 

in the treatment process. 

Discrimination and mental health Legislation 

There is a gross violation of the fundamental rights of mental health patients. They are 

excluded from performing their citizenship rights of voting, working, marriage, and access to 

state protections. In some regions of Cameroon, violation, negligence and abuse towards 

mental health patients are accepted norms. People having a mental health disorder or former 

patient of mental disorder cannot be easily integrated into the public sector. Public 

administrators actively discriminate against these people and place improper, unnecessary 

barriers or burdens on them. They must be put into shackles or confinement to curb them 

from being a public nuisance. The main idea is that in modern society a sense of normality is 

achieved through the suppression and exclusion of the abnormal. This is what led to the 

emergence of houses of confinement in the 17th century, Houses of Correction and Asylums. 

Foucault argued that the emergence of these houses of confinement said something very 

important about nature not only of modern power but also of modern knowledge. Lumped 

together into this institution of confinement was a scandalous medley of different types of 

persons: paupers, prostitutes, orphans, invalids, the old, beggars, the mad, the criminal, 

defrocked priests, sexually sinful women, etc. The institution was centered on the 

condemnation of idleness and the imperative of labour. It expressed the emerging normative 

order of modern society (Foucault, 1975). As an institution, confinement should be 

understood in terms of the capitalist logic: mad people were/are alleged to violate the 

bourgeois norm of work: they are not human, they lack reason, and they are like animals. 

Mad people are a personification of the association between idleness, unreason, and 

animality. This is the metaphor of the spectacle of the mad. It is a depiction of the horrific 

conditions under which the mentally ill are held. In Bamenda in the Northwest region, they 
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are used by some charity groups as beggars begging money for their welfare and upkeep. 

The aim of this study was to examine the problems faced by mental health patients and 

members of their entourage in accessing treatment, the social context of mental health 

treatment and the perception of the mentally ill. Perception of course conditions the 

treatment—comprised of discrimination and humiliation that mental health patients and 

members of their family receive. Mental health patients are perceived as inhabited by evil 

spirits or suffering from a curse placed on them. While these perceptions are not based on 

scientific evidence, the acute lack of healthcare facilities and service providers has made the 

provision of health services for mental health patients, the domain of traditional healers. One 

other push factor for recourse to traditional healers for a solution to mental health issues is the 

dominant perception that personalistic agents cause such illnesses. Furthermore, access to 

treatment, including for mental health services is constrained by economic considerations. 

The main mental health facilities in Cameroon are urban-based. To access them, the family of 

patients must be wealthy enough to take their patients to these facilities. 

Three theories guided this research initiative. First, the political economy of health 

framework was used to show how socio-economic status conditions access to mental health 

services. This implies that access is the sole preserve of the wealthy. Poverty is associated 

with poor mental health and lack of access to proper care for mental health issues. Secondly, 

the interpretive approach to medical anthropology explored the beliefs underpinning mental 

health treatment and shaping perception. Naturalistic and personalistic theories of disease 

causation inform people´s attitude towards mental health patients and their families (see 

Kleinman, 1988a, 1988b). Thirdly, social suffering theory captures the lived, everyday 

experience of suffering that is intertwined with stigma, negative perception and low self-

esteem. 

Recommendations 

Human right education 

This will entail the sensitization of the public, the adoption and implementation of a human 

rights-oriented mental health policy. The population should be educated to understand that 

mental health disorder is neither caused by inter-generational curses, is incurable nor caused 

by the violation of an abomination by the victim or members of his family. Rather, it is an 

illness like any other. Patients deserve rehabilitation and care. Mental health structures with 

well-equipped facilities and staff should be put in place. 
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Role model 

A social media platform should be established for former mental patients to share their 

experiences with members of the public. This will create public awareness about mental 

health illness: that it is curable. Many people will identify with the disease and will be able to 

come up and seek help. It will mitigate the stress, stigma and suicide rates associated with 

mental health illness. Mental health behaviour and disease symptoms will be easily 

recognized and prevented thereby making treatment more accessible. 

Conclusion 

The primary aim of this study was to investigate the causes, perceptions and therapeutic 

recourse strategy for mental health disorder in Cameroon. The failure to recognize the illness 

has accentuated the situation of mental health patients in a context of limited access to 

healthcare and where a chronic economic crisis continues to affect all aspects of life 

Patients with mental health disorder should have unfettered access to curative medical and 

psychiatric assistance. The appropriate treatment of mental health disorder patients must 

include psychotherapy; a process that will involve family members and medical experts. 

Therapeutic therapists should work with patients alongside close family members to 

empower the patients, promote reintegration and reduce other illnesses and suffering 

associated with mental health illness. 

Conclusion and Areas for further research 

This study recommends the adoption of a positive mental health culture. The treatment of 

mental health disorder should include the rehabilitation of the patients into society. An 

integrated preventive and curative approach will mitigate the cost of treatment for mental 

health disorders. Furthermore, an integrated approach will harness the best of both and the 

exchange of information between modern and traditional healers in the therapeutic process. 

Areas for further research include, but are not limited to an empirical study of urban and rural 

perceptions of mental illnesses, comparative study of the perception of mental illness among 

various ethnicities given Cameroon´s cultural diversity, assessment of the burden of mental 

health illnesses to the economy of Cameroon 
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