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A Thematic Review on the African
Perspective on Caregiver Experiences

BAZONDILE DUBE!: MANASE CHIWESHE? AND JACOB MAPARA3

Abstract

Caring for patients with mental disorders brings many challenges
for informal/unpaid carers, especially relatives. This article
provides a brief overview of the literature on caregivers’
experiences in caring for a relative with mental illness. The areas
identified and discussed that may impact the caregivers include
gender and caregiver burden, patriarchy, gender differences in
caregiving, economic factors and policy frameworks in caregiving
in different African countries. The following databases were
searched to identify studies for the literature review: Google
Scholar, Medline, Pub Med and HINARI Studies eligible for
inclusion were all those published in English about caregiving in
Africa among families of individuals with mental illness. Family
caregivers were found to be primarily females who experience the
burden of caregiving. The study concludes that the socioeconomic
factors hurt the caregiving process, with consequential negative
health outcomes for family caregivers.

Keywords: caregiving, mental disorders, economic burden,
patriarchy, gender differences, Africa

INTRODUCTION

The cases of mental disorders are increasing in the 21st century
and are everywhere, including homes and workplaces (World
Health Organisation (WHO), 2023). The burden of mental
disorders is on the rise globally and impacts the health, socio-
economic status and human rights of individuals (WHO, 2020).
It is estimated that 25% of the world’s global population is
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suffering from some mental disorders (Cheah et al, 2020).
However, an estimated 6% have been found to have a serious or
severe mental disorder (Ndlovu and Mokwena, 2023). The
figures presented the total estimated number of people with
severe mental disorders in the world, considering that another
research confirmed that there are an estimated 450 million
people in total (Walke et al., 2018). A further breakdown of the
figures show that one (1) out of four (4) people suffers from a
mental disorder. That disorder is catered for by relatives of the
affected individuals (Ntuli et al., 2019; Redubla and Cuaton,
2019; Ndlovu and Mokwena, 2023).

Recent studies have stated that a growing number of people
experience mental disorders (Fernando, 2014; Bruffaerts et al.,
2015; Polanczyk et al., 2015; Hanna et al., 2018). Mental
disorders contribute an estimated 14% of the global burden of
diseases, even though they are responsible for as little as 1% of
deaths, with the highest burden being in developing countries
(Global Burden of Disease (GBD), 2019). The burden negatively
impacts the affected countries' economic profile, resulting in a
decline in productivity at both the individual and national levels
(Maresova et al., 2020; Tristiana et al., 2018; Opoku-Boateng et
al., 2020;). Some overwhelming evidence of the negative impacts
of mental disorders on caregivers’ well-being and health
continues to emerge and are reported to be worse, more
embarrassing and more depressive to the caregivers (Gupta et
al., 2015; Maresova et al., 2020).

Due to a global deinstitutionalisation of the treatment of mental
disorders, only a small proportion of those suffering from
mental disorders are admitted to hospitals (WHO, 2017). This
has led to a shift in care roles from health professionals who
provide institutionalised care, to an integrated community-
based approach, with family members now being the primary
caregivers (Tamizi et al., 2020:12). Since then, it is estimated
that the caregiver roles of 50-90% of people with mental
disorders are now a responsibility of family members (Grover
and Pradyumna, 2014). These responsibilities include physical
company, monitoring intake of medications, assisting with
activities of daily living, psychological and emotional support
and active listening, resulting in those individuals being
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dependent on their carers (Grover and Pradyumna, 2014;
Mavingire, 2019). At the same time, those caregivers are not
properly trained to deal with those challenges and are unpaid,
especially in Zimbabwe and other developing countries
(Bhandari et al.,, 2015; Mavingire, 2019). Thus, their burden is
a double tragedy where they are forced to use their skills to
adapt to the caregiving roles and assume a full-time unpaid job
that is risky and depressive (Trepel, 2010; Mavingire, 2019).

Despite facing such lifetime burdens, caregivers continue to
play the important role of supporting family members suffering
from mental disorders or the disabled (Abraham et al., 2010;
Maresova et al., 2020). The families of patients with mental
disorders are undoubtedly affected by the conditions of their
loved ones. Those demands of the affected family members can
bring significant stress levels to the caregivers and affect their
work, relationships and quality of life (Mavingire, 2019). Some
research on the impact of caregiving has proved that most
caregivers experience psychological distress and increased rates
of ill health than the general population (Sharma et al., 2016;
Norris et al., 2018). Caring for a family member with a mental
illness has been found to have unlimited financial difficulties,
social isolation and negative emotions (Lamont and Dickens,
2021). There is also risk of reduced life expectancy and less
time for social and leisure activities among family caregivers
(Hsiao et al, 2020; Mckee, 2020). This is an additional
albatross in the lives of the caregivers, especially within the
African context, because socialising and spending time with
others is valued (Mavingire, 2019).

In African societies, taking care of a family member with a
chronic mental disorder and in need of constant care has been
traditionally shared among family members and the extended
family (Marimbe et al.,, 2016; Ntuli and Madiba, 2019). Sharing
the responsibility of caregiving within the extended family has
been found to be beneficial to caregivers and persons with
chronic illnesses in terms of social support. However, changes
in the social structures continue to shrink the extended family
space, thereby driving towards the nuclear families (Kartalova,
2008). These nuclear families are left without social support,
unlike in extended families. As a result, many caregivers are left
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to bear their physical, emotional, financial and spiritual
burdens in isolation, missing their traditional family support
(Dussel et al., 2011; Cameron et al., 2015;).

METHODOLOGY

SEARCH STRATEGY

Four themes were identified based on key themes from studies
conducted in developed countries. They included patriarchy,
gender and caregiving, gender differences and caregiver burden,
economic factors and policy frameworks in caregiving in
different African countries. The Medical Subject Headings
(MeSH) database was used as a controlled vocabulary for search
strategy formulation (Remacle, Jean Francois and Shephard,
2003). The study adopted the Participants, Concept and
Context framework from the Joanna Briggs Institute on
conducting systematic literature search and used the following
search strategy:

Keyword Alternative Terms

Caregivers "Caregivers"[Mesh| OR Family Caregiver OR Carers OR Care
(Participants) | giver OR Informal caregivers OR Spouse caregiver OR
Primary Family Caregiver OR Caregiver, Informal

AND
Mental "Mental Disorders"[Mesh] OR Psychiatric Illness OR
Illness schizophrenia OR dementia OR Psychiatric Disorders OR
(Concept 1) bipolar disorders OR depression OR drug induced psychosis
patients OR Severe Mental Illness
AND
Impact on Impact on Caregivers OR Patriarchy OR "Family
Caregivers Structure'[Mesh| OR Family Roles OR gender and
(Concept 2) caregiving OR "Gender Identity'[Mesh] OR Gender

"Caregiver Burden"[Mesh] OR Caregiver Stress OR Caregiver
Strain OR Caregiver Burnout OR "Economic Factors"[Mesh]
OR Policy frameworks

AND
Africa (("Africa South of the Sahara") OR "Africa, Eastern") OR
(Context) "Africa, Northern") OR "Africa, Southern") OR "Africa,

Western") OR "Africa") OR "African") OR "Angola") OR
"Botswana") OR "Cameroon") OR "Cape Verde") OR "Central
African Republic") OR "Egypt") OR "Ethiopia") "Ghana") OR
"Kenya") OR "Lesotho") OR "Malawi") OR "Mozambique") OR
"Namibia") OR "Nigeria") OR "South Africa") OR "Swaziland")
OR "Tanzania") OR "Uganda") OR "Zambia") OR
"Zimbabwe"))
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The search for the relevant literature was conducted across the
following databases: African Journals Online, PubMed, Scopus,
Embase and CINAHL.

ELIGIBILITY CRITERIA
The following inclusion and exclusion criteria were used to
identify the relevant studies for the literature review:

Include Exclude

All  studies published in English | Non-English studies

language

Studies on informal /family caregivers Studies on formal caregivers

Studies on mental illness in adults Studies on mental illness in
children

Studies discussing patriarchy; | Studies that exclude any of the

economic factors; policy framework; | four pillars
gender and burden of care

Studies from any country in Africa Studies done outside Africa
All peer reviewed studies including | All non-peer reviewed
reports and grey literature publications such as newspaper

articles, blogs, letters

Articles published regardless of the
publication date

FINDINGS

GENDER AND CAREGIVER BURDEN IN AFRICA

Women are often the main informal caregivers for the elderly in
many parts of the world (Morris, 2001; Prince, 2009; Akpinar,
2011) and are often seen as the best caregivers in a situation
where care is more intense and requires more problem-solving
skills (Swinkels, 2019). The finding that most family caregivers
were female was previously reported in other studies conducted
both in developing and developed countries, where care-giving
responsibilities were assumed mostly by females (Prince, 2009;
Powell and Hunt, 2013; Ntuli and Madiba, 2019) and the
burden of care was higher among females (Rezende et al., 2017).
Generally, the burden of care is predominantly high among
middle-aged females who may be obligated to care for their
children and their aging parents (Rezende et al, 2017;
Mavingire, 2019). A cross-sectional study conducted by Sebit
and Nyati (2002) in Zimbabwe sought to explore burden of
mental illness on family members, caregivers and the
community. Findings reveal that most of the caregivers were
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females, who experienced more burden than males. In another
study conducted in the same country by Marimbe et al. (2016),
most caregivers were mothers who experienced more burden of
care than their male counterparts. These studies have also
found that women experience greater mental and physical
strain, greater caregiver-burden and higher levels of
psychological distress while providing care.

It is important that as humans move around through life with
changing demographics that some will have to function as
caregivers. Family members are expected to take on the
caregiving role that is expected of them (Collins and Kishita,
2020; Grover et al.,, 2015). However, the indisputable strength
of informal caregiving lies on female family caregivers, whose
roles are often directed by African traditional beliefs and
endorsed by culture and religion. It has been declared that
caregiving is feminised and women are socialised into nurturing
roles (Aronson, 1992; Haralambos and Holborne, 2004). The
African traditional gender norms exclude men and boys from
caregiving and assign that role to females. The role of women in
Africa extends from the reproductive role to nurturing infants
and sick family members and continues throughout their
lifetime. The importance of this role is often not recognised by
the family except by the care recipients themselves (Parks and
Pilisuk, 1991; Bhandari et al.,, 2015). Women then sacrifice to
fulfil this role and some of them leave school or their jobs to
provide that care (Maresova et al., 2020). This added
responsibility may affect one’s coping mechanisms and manifest
as psychological distress or burden. It appears that women are
often concerned about the wellbeing of the people they take care
of and this attachment is the one that motivates them to
continue providing care (Ajibade et al.,, 2016; Olagundoye and
Akhuemokhan, 2017; Walke et al.,2018).

Higher levels of caregiver-burden, psychological morbidity,
stress, burnout and poorer quality of life among female
caregivers of those with mental disorders have been reported in
a number of studies (Jenkins and Schumacher, 1999;
Wancataet al., 2008; Mavundla et al., 2009; Zahid, Ohaeri,
2010; Powel et al., 2013; Collings, 2015; Marimbe et al., 2016;
Ntuli and Madiba, 2019). However, a qualitative study
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conducted in Uganda reveals that women had better coping
skills than men, something attributed to the fact that women
provide most of the day-to-day caregiving roles which comes
from their nurturing and upbringing (Kipp et al., 2007) through
which they gain skills on how to handle stressful situations and
learn problem-solving skills (Kagwa et al., 2021). The reduced
burden of caregiving reported by women in this study could also
be due to the social desirability bias related to cultural and
social expectations of women in most African settings, where
women are expected to provide care and put everyone first
before putting themselves (Oduyeyo, 2009; Lorber, 2018).

Psychological burden of caregiving in Sub-Saharan Africa was
reported to be higher among female caregivers of patients with a
long history of illness and severe and debilitating symptoms
(Tajudeen et al., 2010; Yusuf, Nuhu, 2011). Female caregivers
report both subjective and objective burden because of caring
for a family member with mental illness (Ambikile and
Outwater, 2012; Monyaluoe, Mvandaba, 2014; Flyckt,
Fatouros-Bergman and Koernig, 2015); Rezende et al., 2017;
Ofovwe and Osasona, 2022

GENDER DIFFERENCES IN CAREGIVING

In the context of Africa, specifically Zimbabwe, Nkomo (2014)
reveals that caring for someone with a mental illness has been a
family endeavour. This is true of developed and developing
countries. Social and health-policy changes have placed greater
emphasis on home and family-care for the chronically mentally
ill in both developed and developing countries. In contrast,
families have always been the mainstays of care for the mentally
ill in developing countries (Leggatt, 2002; Shankar and Rao,
2005).

The pattern of living arrangements in developing countries is
multi-generational in nature, that is an advantage to the patient
in terms of the large number of potential caregivers. Family
caregivers aid the member with mental illness more than the
help provided under normal circumstances (Fenech and Scerri,
2014; Venkatesh et al., 2016). Not only is most informal care
provided by the family members, but the majority of family-
caregiving is also carried out by women (Sebit et al., 2006;
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Mavundla, Toth and Mphelane, 2009; National Alliance for
Caregiving and AARP, 2009; Marimbe et al.,, 2016). Women all
over the world are the major providers of this informal
caregiving responsibility for family members with disabilities,
chronic medical conditions and the elderly (Prince, 2009;
Sharma, Chakrabarti and Grover, 2016). A number of societal
and cultural factors demand that women adopt the role of
caregivers in different families. Women have been found to be at
greater risk of stress according to the stress and coping model.

In most Sub-Saharan African communities, females are the
traditional caregivers for patients with chronic illnesses (Yusuf,
2009; Muchinako et al., 2013). This is despite the fact that
there have been changes in the social structures, norms and
demographics, where men are gradually assuming roles as
caregivers (Baker and Robertson, 2008). The differences in
caregiving between men and women is also mediated by several
factors such as marital status, education, employment status,
socioeconomic  status, relationship with the patient,
characteristics of the patient, severity of the illness, behavioural
problems and associated disabilities among other things
(Pinquart, Sorensen, 2006; Etters et al., 2008; Papastavrou et
al., 2009). Most of the research has been conducted over the
years among family caregivers of the elderly population and
physical conditions, whilst gender differences among caregivers
of other mental illnesses have been neglected.

Sociological explanations have emphasised more on the
expectations of traditional gender roles, whereby women are
expected to assume the role of a caregiver. The social
constructionist theory is clear on how young girls are socialised
to assume caregiving responsibilities from young ages. This is
entrenched in females through their social and cultural
experiences, starting from childhood and leads to a different
approach to caregiving compared to men (Magezis, 1996;
Haralambos and Holborn;). Women are most likely to become
the principal family caregivers of chronically ill spouses or
family members. According to the theories of labour and
segregation, women are more likely to stay at home whilst men
go to seek employment, makinh it natural for women to take up
caregiving roles (Papastavrou et al, 2009). Men are not
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traditionally expected to become caregivers which leads to a
different approach towards caregiving among them. Due to their
role-socialisation, men usually become less capable at
expressing their difficulties or emotions. This could result in a
response-bias, in that men may be less likely to report problems
in providing care than women (Papastavrou et al., 2011). It is,
however, important to note that caregiving among males has
not been adequately explored in terms of research.

PATRIARCHY AND CAREGIVING IN AFRICA

Africa is a patriarchal society, whereby the role of women is
guided by ethno-religious ideologies and economic and
sociocultural factors (Gaidzanwa, 2004; Kambarami, 2006).
Patriarchy is defined as a custom that provides more privileges
to men than women and is a strong aspect of most cultures,
including African culture. Privileges given to men are in all
areas of human endeavours and communications. These factors
inform distribution of resources and responsibilities which is

often overloaded with discriminations between men and women
(Akinola, 2018).

ROLES

The role of the woman in a patriarchal society is to be
subservient and submissive to men. They are supposed to cater
to all the hopes and desires of men without complaint. In a
patriarchal society, women are expected to stay in the
household as a mother and homemaker, usually completing
hours of wunpaid labour and maintaining these tasks
(Hartmann, 1979). Real women are seen as dependent,
vulnerable, weak, supportive, nurturing, emotional and
empathetic that makes it arguably difficult to be oneself. The
roles of women include the reproductive role, caring for the
children and sick family members (Proctor and Phimister, 1995;
Mavingire, 2019). These roles are very exceptional and are
dictated by culture, religion and beliefs. Despite these, their
contributions in caregiving remain unrecognised by anyone else
except by the beneficiaries of the care. This is shown by them
performing this role and not being paid for it (Bhandari et al.,
2015). Again, this must be attributed to the fact that culturally,
the role of caregiving is the duty of the women. Caregiving is a
role expected of family members but the undisputable strength
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of informal caregiving lies on female family caregivers, whose
roles are often designated by values and endorsed by culture
(Kambarami, 2006; Maphosa and Chiwanza, 2021). It has been
emphasised that caregiving is feminised and women are
socialised into nurturing roles through cultural scripts.

EXPECTATIONS

A woman is expected to surrender all her rights to her husband
to gain respect from the community (Okome, 2003; Kambarami,
2006). Miller (2016) states that in nature, the patriarchal
culture is resolute as a system of power relationship where men
control women and possess more social wealth and power over
resources than women (Chipunza, 2003; Chinyani, 2010). Men
also have control over women’s reproductive rights and health.
The men decide how many children women should have,
especially in issues to do with child spacing/family planning
methods. If a woman gets sick, the husband is the one who
decides the type of treatment that she should receive, either in
informal or formal health services. The woman’s belief system is
overridden by her husband’s after marriage. Some aspects of
control of men over women are expressed as psychological and
physical violence.

CONTROL

Patriarchy allows men to hold positions of power over women
(Beker, 1999). Males take undue advantage over women, which
is viewed in developed countries as gender discrimination.
According to Walby (1994), patriarchy is a system of practices
and social structures where men oppress, exploit and dominate
women. Women in these social structures are marginalised by
men. According to the African culture, an ideal woman should
be innocent, passive, calm and sacrificial and should not raise
her voice at any male (Nwokocha, 2019). This means that men
are in control of all family and social situations; they make all
decisions regarding the family’s health, education and finances.
In many instances, the woman must ask for permission from
her husband before deciding. Some men may even go a step
further by oppressing the women in their family to gain more
control over them. A woman who tries to reclaim some power or
control for herself may be at risk of being oppressed, exploited,
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or even abused by men in the family, to bring her back down to
a submissive level.

IMPACT ON CAREGIVING

Some studies affirm that around the world, women make up
about 57 to 81% of informal care givers for family members with
chronic disabilities (Tang et al., 2013; Sharma, 2016). Most
often their caregiving roles are not recognised by family
members or the health care system (Reinhard et al., 2019). This
is likely because women are culturally supposed to take up
caregiving roles that may not be considered important by the
family and the health care system. On clinical observations,
caregivers who accompany patients for review or for treatment
are not being asked how they are coping with the caregiving
process. Health care providers are concerned mostly about the
patients’ welfare and recovery. They are concerned about
whether the patient is complying with the medication regime
and overlook the challenges the caregivers experience in
ensuring that the patient takes their medication.

ECONOMIC STATUS AND CAREGIVING

Though family caregiving is critical to the management of all
severe mental health conditions, the economic costs borne by
family caregivers often go unnoticed. A qualitative study
conducted in South Africa by Vukeya et al. (2022), that explored
experiences of family members caring for a sibling with mental
illness in Giyani, Limpopo Province, reveals that some family
caregivers had to quit their jobs to take care of their mentally ill
relatives full-time. This concurs with the findings of studies
from both developed countries like the USA, and developing
countries like Uganda (Verity et al., 2021), where circumstances
often compel family caregivers and demand to care for their
mentally ill relatives, to the extent that they often have to quit
their jobs to offer full-time care despite the poverty this decision
could expose them to (Mavundla, 2009; Chang, 2010; Lund,
2013). Employment is a key element of social production and
social participation and plays a major role for the caregiver in
addressing financial, emotional and social needs. In Uganda,
transport to attend health facilities impedes access to help
outside the family care system. Underpinning these experiences
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is the impact of low economic resources (Ae-Ngibise et al., 2015;
Verity et al., 2021).

A systematic review conducted by Addo et al. (2018) shows that
the caregiver's level of income and employment status, severity
of the patient's condition and duration of mental illness were
reported to affect negatively economic burdens experienced by
caregivers. Indirect costs in the form of productivity losses
constitutes the largest portion of the total economic burden
(Suleiman et al, 1997; Ohaeri, 2001; Mavundla, Toth and
Mphelane, 2009; Addo, Nonvignon and Aikins, 2013). In the
same study, seven papers were reviewed and all of them
reported moderate to severe caregiver burden characterised by
financial constraints, productivity loss and lost employment
(Addo, et al., 2018). The -caregiver’s level of income and
employment status, severity of patient’s condition and duration
of mental illness were reported to negatively affect the economic
burden experienced by caregivers. Direct and indirect costs
were also found to affect the quality of life of the caregiver either
directly or indirectly (Esan and Esan, 2016). Some caregivers
spent most of their money seeking care and losing some days of
work for caregiving and travelling to seek care for relatives
(Suleiman et al, 1997; Ohaeri, 2001; Mavundla, Toth and
Mphelane, 2009; Addo, Nonvignon and Aikins, 2013; Addo et
al., 2018). Demographic characteristics of the caregivers, such
as those who were separated or divorced, experienced higher
and persistent financial distress and difficulty in caring for the
family member with mental disorder than caregivers who were
married (Ohaeri, 2001).

In a qualitative study by Opoku-Boateng et al. (2017), that
sought to explore caregivers' experiences of looking after a
family member living with severe mental disorders in Ghana,
findings show that caregivers experienced economic costs
categorised as direct costs. They included medical and non-
medical costs of seeking care, indirect costs of productivity
losses to caregivers and intangible costs like non-monetary
costs such as stigma and pain. Direct costs included costs of
medical supplies, consultations and travel. Indirect costs were
estimated as the value of productive time lost (in hours) to
primary caregivers. The key components of direct costs
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experienced by caregivers were drugs (about 50%) and
transportation (about 27%) (Opoku-Boateng et al, 2017;
Mavingire, 2019;

Most studies showing an association between mental disorders
and reduced income have been conducted in high-income
countries (Kessler et al., 2008). In low- and middle-income
countries (LMICs), little is known regarding the links between
mental disorders and reduced income, despite evidence of a
substantial burden of mental illness (Lopez et al., 2006; Kessler
and Ustun, 2008). The findings support other research that
indicates that mental illness, through its strong association
with reduced earnings, appears to have a major socio-economic
impact in LMICs (Iseselo, Majula and Yayha-Malima, 2016).

In a qualitative study by Marimbe et al. (2016), many caregivers
expressed the financial burden in Zimbabwe. It took several
forms, for some, the financial burden was experienced due to
the caregivers leaving their jobs to take a caregiving role.
Caregivers stated that, although treatment is free at government
psychiatry hospitals in Zimbabwe, some had to buy medication
for the patient, as it was frequently unavailable at the hospitals.
This supported the findings by Nyati and Sebit (2002), who
found that 63.6% of caregivers experienced financial constraints
and spent a lot of money (56.1%) on food and medication. In
Tanzania, a qualitative study among 14 caregivers that set to
explore the psychosocial problems of families caring for relatives
with mental illnesses and their coping strategies, reveals that
caregivers experienced financial burden among other things, as
a result of caring for their relatives with severe mental disorders
(Iseselo, Kajula and Yayha-Malima, 2016).

In South Africa, a qualitative study conducted by Silaule, Nkosi
and Adams (2023) notes that employed and unemployed
informal caregivers reported higher levels of objective burden.
This could be because the informal caregivers struggled to meet
the household's expenses and provide for the needs of the care
recipients despite their employment status. These results are
similar to rural Ethiopia's findings that caregivers reported
higher levels of burden related to financial problems, often due
to the cost of treatment (Asher et al.,, 2015). The informal
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caregivers in this study needed to deal with the additional cost
of providing care, which included covering the transport costs to
and from the hospital for follow-ups and were expected to meet
basic household expenses. Marimbe et al. (2016) highlight that
the increased financial burden might be related to some
informal caregivers frequently foregoing economic opportunities
to fulfil their caregiving responsibilities. Caregivers require
assistance from the Zimbabwean government to cope with
financial needs (ibid.). Financial support for caregivers can
include direct income payments and supplements, public
assistance, other social security programmes and grants to
cover care-related activities and costs (Maresova et al., 2020).
However, there is paucity of studies reporting the financial
burden of severe mental illness on caregivers in sub-Saharan
Africa , including Zimbabwe.

PoLicy FRAMEWORKS IN CAREGIVING FOR MENTAL ILLNESS IN AFRICA
Many African countries have struggled to design adequate
policy frameworks and systems to address the health and needs
of their citizens in the past. This has been attributed to their
long colonial history and economic challenges. Sodi et al. (2021)
reviewed mental health policies and system preparedness to
respond to COVID-19 and other health emergencies in four
African countries. They found that legislation and policies
which make provision for mental health services and the
psychology profession existed. However, there was no mention
of caregiver support in all four policies, which is a major
limitation of the framework in line with addressing the plight of
caregivers.

The South African National Mental Health Policy Framework
and Strategic Plan for 2023-2030 was reviewed to explore the
availability of plans for caregivers (Sodi et al. (2021). This
document covered only the needs of service users regarding
mental health services, treatment and rehabilitation. There is
no mention of caregiver support. The Mental Health Care Act of
South Africa (2002) also highlights the rights of mental health
users, which includes their right to proper care and treatment.
While it focuses on the care of the patients, it indirectly
recognises the importance of caregiver support in ensuring the
effective mental health care.
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The Kenyan Policy Framework of 2015-2030 speaks to the roles
and responsibilities of individuals, families and communities
that they should play a key role in promoting mental health,
prevention, treatment and rehabilitation of persons affected by
mental disorders. However, caregiver support guidelines are not
mentioned (Kenya Mental Health Policy, 2015-2030). Kenya also
has the Mental Health Act of 1989, revised in 2010. The act
provides a legal framework for the delivery of mental health care
services. The act also focuses on different aspects of mental
health care, which includes rehabilitation and treatment, but
does not have provisions that specifically address caregiver
support. In Nigeria, there is the National Mental health Policy
that was developed in 1991, revised in 2003. The aim of the
policy also is to guide the provision of mental health services.
However, it does not have explicit provisions of caregiver
support, though it emphasises the involvement of the
community in mental health care (Federal Ministry of Health
Nigeria, 2003). Similarly, Ghana has a mental health act that
provides a legal framework for delivery of mental health care to
mental heath users, but does not have specific provision for
caregiver support (Parliament of the Republic of Ghana, 2012).

CONCLUSION AND RECOMMENDATIONS

Women are key in caregiving for family members with severe
mental illness. Their contributions to caregiving remain less
recognised by families and the community, excluding the
beneficiaries of care. This is likely because their role in the
African context is influenced by patriarchy. There is need for
further studies to determine the role of men in caregiving and
the influence of the economic status of individuals on the
caregiving process, as these areas have been studied
intermittently. To attain an effective shift in caregiver policies,
the focus should be on supporting individuals to excel in their
lives, instead of focusing on the person being cared for.

In developed countries, where caregiver policies exist, the focus
is mainly on relieving burdens associated with caring or the
needs of the person being cared for (Brian-Beach, 2022). They
fail to fully support caregivers, thereby hindering their ability to
achieve their well-being through positive functioning,
irrespective of their responsibilities as caregivers (ibid.). To
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attain an effective shift in caregiver policies, the focus should be
on supporting individuals to excel in their lives, instead of
focusing on the person being cared for. As in many other areas
of policy-making, a more integrated and holistic approach to
policy development would be advantageous, particularly in a
global context. A coherent framework for capturing the diversity
of policies across various cultural, economic, political and social
contexts would be useful for understanding how caregiver
policies successfully address caregiver needs. Addressing
mental health requires a supportive policy framework and
careful planning to coordinate and scale up mental health
services and access to treatment (Savage et al., 2004). Yet, most
countries in Africa do not have a comprehensive mental health
policy and plan that also caters for caregiver needs.
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