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The World Health Organisation (WHO) recommends human resource development as a key strategy to promote
global mental health. The optimal approach to building capacity in global mental health care requires
partnerships between professional resources in high-income countries and promising health-related institutions
in low- and middle-income countries. In this paper, we briefly describe the objectives of one of such initiatives,
the Australia Awards Short Course titled, ‘Mental Health Care in a Public Health Context’, sponsored by the
Australian Government, share our experience and reflections as participants in the program, and highlight key
lessons relevant for scale-up of mental health care in low-middle income countries in Africa.
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INTRODUCTION
Human resources are the most valuable asset of a mental
health care system. The competence and motivation of mental
health workers is critical in the promotion of mental health,
prevention and provision of care for people with mental
disorders (WHO, 2005a). Yet the median number of mental
health workers in low-income countries are as low as below 2
per 100,000 population compared to over 70 per 100,000 in
high-income countries (WHO, 2017). For instance, Africa has
1·4 mental health workers per 100 000 people, compared with
a global average of 9·0 per 100 000, and also performs relatively
poorly with regard to the number of psychiatrists, the number
of hospital beds for patients with mental illness, and the
coverage of outpatient facilities (Sankoh et al., 2018). As a
consequence, the proportion of Africans who receive
treatment for mental health problems is extremely low. While
the global annual rate of visits to mental health outpatient
facilities is 1051 per 100 000 population, in Africa the rate is
14 per 100 000 (Sankoh et al., 2018). In view of this gap, there
is need for governments, researchers, and journals to increase
attention to mental health in order to increase service
coverage for mental health disorders. Developing human
resources is one of the key strategies recommended by the
World Health Organisation to address global mental health
problems in the World Health Report released in 2001 (WHO,

2001). A study titled, ‘Capacity Building in Global Mental
Health: Professional Training’ suggested that the optimal
approach to building capacity in global mental health will
require partnerships between professional resources in highincome countries and promising health-related institutions in
low-middle income countries (Fricchione et al., 2012).
The Australia Awards Africa short course titled, ‘Mental
Health Care in a Public Health Context’ funded by the
Australian Department of Foreign Affairs and Trade provides
an excellent example of a partnership between a High Income
country, Australia and nine low-middle income countries in
Africa (QUT, 2019) to address mental health in low resource
settings. The course, administered by the Queensland
University of Technology (QUT) was undertaken at QUT in
Brisbane, Australia, and Stellenbosch University, in
collaboration with the Alan J. Flisher Centre for Public Mental
Health, for the South African component. The program sought
to introduce participants from Botswana, Cameroon, Ghana,
Madagascar, Nigeria, Tanzania, Uganda, Zambia, and
Zimbabwe to good practice in tailoring mental health practice
to fit the cultural context and address prevention, early
detection, early intervention, clinical skills and leadership,
underpinned by the principles of gender equality and social
inclusion (QUT, 2019).
In this paper, we share our experiences on mental health in
Australia and South Africa drawing upon visits to innovative
service providers and a museum documenting the impact of
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colonisation in Africa, and also outline some of the key lessons
learned from seminars and lectures by experts in global health.
Lessons learned are encapsulated in a number of
recommendations resulting from our experiences.

REFLECTIVE ACTIVITIES
Apart from seminars, an important aspect of the Short
Course involved site visits to organisations working in mental
health in Brisbane, Australia and Cape Town, South Africa.

Table 1. Impact of Trauma and the goals of treatment
S/N
1.

2.

3.

Brisbane, Australia
This section highlights the various site visits to
organisations in Brisbane working to address the needs of
people with a history of severe mental illness, the needs of
people from refugee backgrounds and those with alcohol and
drug dependency problems within the community.
Addressing the Needs of People with a History of Severe
Mental Illness
People with a history of severe Mental illness require
accesses to housing, employment, friendship and families.
This section highlights the role of stepping stones in meeting
such demands for patients with mental illness in Brisbane.
Stepping Stones
Stepping Stones is a Non-Governmental Organisation
(NGO) comprising a community of people with mental illness,
using an innovative strength-based approach to tackle mental
illness by building their skills notwithstanding their illness,
diagnosis, disabilities and deficits. This philosophy, drawing
upon a recovery model, acknowledges fairness in delivering
high quality of life for mentally ill persons. Stepping Stones
Club House members are given opportunities to re-join the
world of friendship, family, education, employment, safe and
affordable housing, social recreation, and access to the
services and supports tailored to their individual needs. The
Club House model contributes to reduce number of
hospitalisations, increased employment, and education levels,
provision of structure and purpose, reduction in the risk of
homelessness, development of a support system and
collaboration with existing services. The recoveryrehabilitation centres as part of a human rights movement,
seek to elevate people with a history of mental illness to
employees, neighbours, members, leaders, friends, voters,
peers and colleagues, thereby reducing social isolation, stigma
and discrimination (Staples and Stein, 2008).
Low-middle resource settings with political will to
decentralise mental health services could therefore learn from
the clubhouse model of care and use lessons from such
community-based facilities to valorise the skills in individuals.
Addressing the Needs of People from Refugee
Backgrounds who have experienced Trauma
Individuals from refugee backgrounds experience
traumatic experiences and various mental health
consequences associated with trauma and torture. In this
section, we highlight the role of Queensland Programme of
Assistance to Survivors of Torture and Trauma in Brisbane.

4.

Core components of the
Trauma Reaction
• Anxiety
• Feeling of helplessness
• Perceived loss of control

The Recovery Goals
To restore safety, enhance
control and reduce the
disabling effects of fear and
anxiety
To restore attachment and
connections to other human
beings who can offer
emotional support and care
To restore meaning and
purpose to life.

• Relationships changed
• Capacity for intimacy altered
• Grief
• Depression
Shattering of previously held
assumptions:
• loss of trust
• meaning and identity destroyed
• view of the future altered
• Guilt
To restore dignity and value
• Shame
which includes reducing
excessive shame and guilt

Queensland Programme of Assistance to Survivors of
Torture and Trauma (QPASTT)
Australia receives up to 20,000 people a year from refugee
backgrounds, many of whom have been exposed to trauma and
its consequences. QPASTT provides a range of flexible and
culturally sensitive community-based services to people who
have been tortured, or suffered refugee-related trauma, prior
to migrating to Australia. It is based in Queensland but is part
of a national organisation dedicated to the wellbeing of people
from refugee backgrounds. It is an example of government’s
involvement in addressing physical, psychological and social
challenges that survivors of torture and trauma experience.
Addressing the consequences of trauma also contributes to
people’s capacity to deal with migration and contribute to the
community over time.
While, in parts of Africa, we may not be directly involved in
the care of individuals from a refugee background as mental
health professionals, the lessons from QPASTT on the goals of
recovery for survivors of torture and trauma is still applicable
to all forms of trauma (gender-based violence, child abuse,
sexual abuse and potentially, loss through COVID-19),
encountered in our routine practice. Table 1 illustrates the
effects of trauma and the corresponding goal of treatment
adopted from QPASTT and The Victorian Foundation for
Survivors of Torture (QPASTT, 2014; VFST, 2016).
Many victims of torture and trauma in Africa still bear scars
of slavery and rampant civil wars. Over the last 40 years, nearly
20 African countries have experienced at least one civil war
leading to the death and displacement of many millions of
people (2.3 million and 720,000 in South Sudan and
Democratic Republic of Congo respectively displaced to
neighbouring countries, further compounding efforts to
restore dignity and hope.
Addressing the Needs of People with Alcohol and Drug
Dependency Problems
This section describes a site visit to Biala City Community
Health Centre, which addresses the needs of people with
Alcohol and drug dependency problems within the
community.
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Biala City Community Health Centre
Biala City Community Health Centre provides high quality
outpatient detox, inpatient detox and counseling, Needle and
Syringes Programs (NSP), Opioid Replacement Therapy (ORT),
and group therapy programs to individuals, families, and
communities affected by alcohol and other drugs. The main
approach is harm reduction and is usually patient-centered
with the patient generating their own goals for treatment.
The visit to Biala City Community Health Centre exposed
us to the knowledge about ORT with the ultimate result of
implementing such an intervention in a small pilot study in
Zambia upon completion of the Australian component of the
program. At 15 weeks of ORT, the patient showed positive
outcomes and he became an advocate for the program. This is
indicative of how successful such a program can be when
tailored to the African context, though efforts need to be made
to diminish risk factors of Substance Use Disorders (SUDs) to
avoid relapse.
Cape Town, South Africa
The second component of the program involved learning
seminars and visits to programs in Cape Town, South Africa.
In this section, we highlight the site visits to the Slave Lodge
in Cape Town, with a focus on colonialism and mental health.
We further highlight the role of the trauma centre for Survivors
of Violence and Torture in addressing the psychosocial impact
of trauma and torture, and the Innovations in Institutional
Care of People with Mental Illness at Lentegeur Hospital (LGH)
and Alexandra Hospital.
Colonialism and Mental Health
A visit to the Slave Lodge in Western Cape, Cape Town,
South Africa addressed awareness of colonialism in Africa and
its impact on mental well-being in the present and
implications for the future. Displayed images, writings, and
videos clearly illustrated how slavery and slave trade have left
unforgettable memories in the minds of victims, with ripple
effects across generations. A phrase at the reception of the
Slave lodge, “Slavery is no longer legal yet it continues to exist in
different forms” further confirms continuation of slavery in
other forms (debt bondage, human trafficking, sexual
exploitation and child labour), with enormous emotional and
psychological impacts. It is therefore imperative that political
will be exercised through intentional appeasement measures
(compensation to victims and freedom from economic and
political slavery in Africa) to address such feelings in the
present generation, and avoid a continuous spillover to future
generations resulting from growing bitterness.
Addressing the Psychosocial Impacts of Violence and
Trauma
This section describes the role of the trauma centre in
alleviating the psychosocial effects of violence and trauma for
survivors of violence and torture in Cape Town.
Trauma Centre for Survivors of Violence and Torture,
Scalabrini Centre
This NGO, established in Cape Town nearly 20 years ago,
supports South Africa in becoming a violent-free society with
respect for human rights. The centre played an important role
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in healing South Africa’s wounds of apartheid, national
rebirth, reconstruction and recovery (Directory of Services and
Resources for Survivors of Torture, 2003). It hosted Nelson
Mandela and many other political prisoners after their release
and has since 1994, continued to provide psychosocial
assistance to people affected by trauma during the apartheid
era. More survivors of the post-apartheid era, mostly women
and children (Directory of Services and Resources for Survivors
of Torture, 2003) have been seeking the services of the centre.
The centre also links survivors of trauma and torture to other
services and collaborates with the United Nations High
Commissioner for Refugees (UNHCR) to help refugees who feel
threatened in South Africa and wish to be relocated to other
countries of safety. With growing political crises in many
African countries, it is important for mental health
practitioners and policy makers to emulate centres like
Scalabrini and provide psychosocial services to survivors of
trauma within their own context.
Innovations in Institutional Care of People with Mental
Illness
This section highlights the innovations in institutional
care of people with mental illness, with a focus on Lentegeur
and Alexandra Hospitals of the Western Cape Province of Cape
Town.
Lentegeur Hospital (LGH) and Alexandra Hospital
Presentations of projects, challenges and responses in
service delivery at these facilities provided an understanding
of mental health service, development and leadership in the
public sector. In addition to lectures, sessions at Lentegeur and
Alexandra Hospitals included interviews of people with lived
experiences of mental illness. After listening to how they
successfully fought their way through, the take-home message
could be summarized in the phrase, “No health without mental
health”. This calls for improved mental health infrastructure,
human resource and financing across Africa.
Lentegeur Hospital (LGH) and Alexandra Hospitals are
examples of some of the large capacity mental hospitals
offering both in and outpatient services in the Western Cape
Province of Cape Town. Spring Foundation, an NGO based at
the LGH supports psychosocial rehabilitation through an
innovative approach by fully embracing the recovery concept,
skills building and reintegration options. This approach helps
to re-establish a sense of hope and recovery through
reconnection to community, and has changed the way in which
Mental Health services are perceived, offered and utilised.
Also, its training agreements with multiple higher education
institutions, notably the Universities of Cape Town and
Stellenbosch offer opportunities for research and capacity
building.
Alexandra Hospital is a specialised mental health facility
providing services for mental health and intellectual disability.
Its deinstitutionalisation of services has led to a decline in
inpatients, thereby improving health outcomes. Collaboration
between Lentegeur and Alexandra Hospitals to provide
services to children, adolescents, and adults, with focus on
behaviour management and developmental skills training is a
complementary and inclusive approach worth emulating.
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Although the experiences of Australia and South Africa are
quite innovative and worth emulating, their success stories
have not been without challenges in human resources,
financing, diagnosis, policy, and culture. For example, the
Spring Foundation may not be adopted on a copy and paste
basis but must be adapted to fit into country context.

KEY LESSONS LEARNED
This Section describes the lessons learnt from the short
course seminars and lectures in both Brisbane and South Africa
for mental health care in Africa. The areas covered include,
planning mental health programs with stakeholders, taskshifting, mental health and chronic illness, mental health and
stigma, psychological tools in context, mental health and
gender, mental health policy, research in mental health and
mental health financing.
Planning Mental Health Programs with Key Stakeholders
During the lectures, the need to involve key stakeholders
in developing mental health programs was prioritised.
Community engagement, for example, is a powerful vehicle to
bring about environmental and behavioural change that have
capacity to improve the health of the community and its
members (Susskind, 2013). Relationships like these serve as
catalysts to change policies, programs and practices (Susskind,
2013). A study titled, ‘Developing a mental health care plan in a
low resource setting: the theory of change approach’ undertook
an iterative Theory of Change development process involving
multiple workshops with stakeholders from diverse
backgrounds. Participation in this process was engaging,
encouraged strong commitment among participants and was
an effective approach to developing a pragmatic and
community based mental health care plan (Hailemariam et al.,
2015). The involvement of multiple stakeholders at different
levels illustrates a pathway to elicit stakeholder buy in, help
planners to define assumptions from the start of the process,
and reduce uncertainties about the implementation
(Hailemariam et al., 2015). This approach may serve as an
important framework in identifying the necessary and
sufficient conditions for promoting intended long-term
outcomes of the program to reality for participants
(Hailemariam et al., 2015).
Task-shifting as an Innovative Strategy for Scaling up
Global Mental Health
In low-middle income countries where human resources
for mental health care is extremely limited, task-shifting was
introduced as an effective methodology for mental health
workers to increase capacity of mental health care systems.
Global mental health advocates generally agree that the
introduction of large number of psychiatrists and
psychologists in low-middle income countries are currently
unaffordable and unlikely (Freeman, 2016). Within a global
mental health framework, alternatives would be integration of
mental health within general health care and a task-shifting or
task-sharing approach, backed by research and logical
arguments (Freeman, 2016). An example of this practice is
seen in Cameroon with integrated mental health services

under specialist supervision of visiting psychiatrists due to
acute shortage.
Task-sharing may improve access and effectiveness of
mental health care in rural and other low-resource settings
(Hoeft et al., 2018). A study by Joshi et al. (2014), on taskshifting for management of non-communicable diseases
(NCDs), improved health outcomes (reductions in blood
pressure, increased medication uptake and lower depression
scores) when compared with usual healthcare. Task-shifting
from physicians to non-physician healthcare workers
(NPHWs), if accompanied by health system re-structuring and
capacity building is a potentially effective and affordable
strategy for improving access to healthcare for NCDs (Joshi et
al., 2014).
Chibanda et al. (2011), in a pilot study of low-cost
multicomponent ‘Friendship Bench Intervention’ for chronic
mental disorders, trained lay workers for 8 days in screening
and monitoring common mental disorders. Further training in
problem-solving therapy was offered to adult attendees who
either were referred or self-referred to the friendship bench.
Findings included preliminary evidence of clinically
meaningful improvement in common mental disorders
associated with locally adapted problem-solving therapy
delivered by lay health workers through routine primary health
care in an African setting. A recommended randomised
controlled trial to test the effectiveness of the task-shifting
mental health intervention (Chibanda et al., 2011), of patients
with common mental disorders found that the group which
received the lay health worker-delivered psychological
intervention had significantly lower symptom scores after 6
months compared with a control group which received
enhanced usual care (Chibanda et al., 2016). The generation of
contextually innovative strategies to implement a tasksharing approach to mental health care by mental health
practitioners and policymakers in low-middle income
countries is encouraged.
Mental Health and Chronic illness
In 1948, the World Health Organization (WHO)
modernized the definition of health to include mental and
social dimensions, leading to a modified definition of health as
“a state of complete physical, mental, and social well-being,
and not merely the absence of disease or infirmity” (health on
the mind, 2018). This definition challenges the biomedical
model which leaves little room for the social, psychological,
and behavioural dimensions of illness (Engel, 1977).
Limitations of this model include fixation on discovering
pathology rather than understanding the illness, failure to
explain functional somatic syndromes and illness without
discernible disease, explanation of illness using single-factor
models, (biological malfunction) and reduction of illness to
micro-level processes, such as chemical imbalances (Engel,
1977; Wade and Halligan, 2004).
In contrast, a biopsychosocial model is an interdisciplinary
model that looks at the interconnection between biology,
psychology, and socio-environmental factors (Suls and
Rothman, 2004). It specifically examines the role psychosocial
aspects play, ranging from health and disease models to
human development (Suls and Rothman, 2004). Developed by
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George L. Engel in 1977, it is the first of its kind to employ a
multifaceted thinking (Pilgrim, 2015).

providers and lastly, upholding and advancing laws to
eliminate discrimination (CalMHSA, 2010).

Despite being criticised for its limitations, the
biopsychosocial model continues to influence the fields of
psychology, health, medicine, and human development
(Pilgrim, 2015). Gagliese et al. (2018) found that about half of
people with dementia, whether in community or institutional
settings, report pain, with depression as a significant burden.
This study proposed that pain in older people with dementia is
the result of an intricate network of interactions of three
biopsychosocial phenomena: biological, psychological and
social factors. Another study conducted in Australia
demonstrated the importance of including psychological,
biological and sociocultural factors in models of body image
and eating concerns in young female adolescents (Rodgers et
al., 2014). Mental health complications of medical conditions
is an increasingly recognised issue with implications on the
quality of life (Bolton and Gillett, 2019). Considering the
interaction of psychological, biological, socio-cultural factors,
there is need for diagnosis and management of illness in lowmiddle income countries in Africa to consider incorporating
psychological services into physical healthcare pathways. We
have seen some progress in this regard, with psychologists and
psychiatry registrars working under mental health in the
University Teaching Hospital of Zambia, and a health
psychologist working in the Clinical Psychology Centre of the
Greater Accra Regional Hospital in Ghana.

Considering the negative impacts of stigma on the mental
health of affected individuals, the families and the economy of
the country, there is need for low-middle income countries in
Africa to generate local solutions to combat it so as to improve
mental health-seeking behaviours.

Mental Health and Stigma
Stigma may be defined as, “an attribute that is deeply
discrediting” and reduces the stigmatized person “from a
whole and usual person to a tainted discounted one” (Goffman,
1963: 3). Stigmatisation is one of the major barriers to seeking
mental health care, both in Australia and in parts of Africa.
This has been reported among the Arabic-speaking community
in Australia, linked to the shame of disclosing personal and
family issues to outsiders (Youssef and Deane, 2006). This has
significantly contributed to under-reporting of mental health
ailments, compared to other health conditions (Bharadwaj et
al., 2017). The fear of being negatively labelled, is thought to
cause treatment avoidance, increase dropout from treatment
and reduce treatment adherence (Bährer-Kohler and CarodArtal, 2017). Stigma may reduce the well-being of persons
experiencing mental illness (Soghoyan and Gasparyan, 2017),
considering that the internalisation of negative views has been
linked to low self-esteem, self-blame and negative emotional
states (Clark et al., 2013). Stigma, discrimination and
recurrence of symptoms, have deprived mentally ill people
from securing adequate education and employment over their
lifetime (Bährer-Kohler and Carod-Artal, 2017), leading to a
drift into poverty, further compounding their mental health
condition.
Key steps highlighted by California Mental Health Services
Authority could be adapted to address mental healthassociated stigma in Africa. Firstly, by creating a supportive
environment for consumers of mental health services and
families. Secondly, promoting awareness, accountability and
change. Thirdly, increasing knowledge of effective and
promising programmes among the mental health care

Psychological Tools in Context
Mental health may be advanced by the development and
adoption of instruments which encourages assessment of the
prevalence and incidence of a range of mental health indices.
Such knowledge inspire improved psychological research and
clinical practice (Iliescu, 2017). Adapting tests to various
cultural contexts is a critical process, requiring a combination
of knowledge and skills from psychometrics, cross-cultural
psychology, and others (Iliescu, 2017).
This process involves both translation and adaptation to
address fidelity versus fit of a test to a particular cultural
context (Castro et al., 2004; Iliescu, 2017). Test translation,
though immensely important, is only a part of the more
encompassing test adaptation process (Iliescu, 2017). Test
translation is linguistically driven with the emphasis being
content rather than intent, focusing on capturing the content
of the original text than staying true to its intent (Iliescu,
2017). Test adaptation is a rigorous scientific process, most
prominent being the need to offer proof for the
appropriateness of said linguistic transformation, beyond
language to psychometric characteristics. This process is
validity-driven and emphasises intent rather than content
(Iliescu, 2017). Therefore, staying true to the intent of the
original text is more important than capturing the original
content.
In view of the aforementioned, cultural adaptation requires
involvement of multiple stakeholders. In the African context,
it requires a research team comprised of researchers,
practitioners, content experts and the community. A diversely
represented advisory committee with ongoing engagements
during the development phase and representatives from the
context where the work will actually be done are also
important stakeholders.
Mental Health and Gender
There is substantially strong evidence to justify significant
contribution of gender-based differences to the higher
prevalence of depression and anxiety disorders in girls and
women compared to boys and men (WHO, 2002). Girls and
women suffer more from sexual violence, with strong
association between childhood sexual abuse and multiple
mental health problems later in life (WHO, 2002). These
differences can be attributed to both gender disparities and
social inequalities (Yu, 2018). The link between women’s
disadvantaged status and their mental health obliges mental
health professionals to understand the contribution of social
context to the origin and persistence of their patient’s
problems (Carmen et al., 1984).
Context-specific gender-sensitive mental health policies
and programs in Africa would be more beneficial through
consultations with the women and girls who should not simply
be considered as beneficiaries but also as the agents of change
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(WHO, 2002). Additional measures to prevent mental health
problems among African women and girls should include
empowerment while taking gender into account in setting
mental health priorities and needs (WHO, 2002). This aligns
with the WHO sustainable development goal five, which seeks
to achieve gender equality and empower women and girls
(WHO, 2019).
Mental Health Policy and Mental Health Outcomes
The World Health Organisation defines a mental health
policy as, “an organized set of values, principles and objectives
for improving mental health and reducing the burden of
mental disorders in a population. It determines a vision for the
future and establishes a model for action.” It has five cardinal
functions in a mental health system which includes: providing
a general roadmap for mental health, prioritising mental
health, coordinated development of mental health services,
identifying key stakeholders and allowing stakeholders to
reach an agreement in the provision of services. Effective
mental health policy development can begin at the top or from
the grass roots (WHO, 2005b), but needs to be consultative and
inclusive. A policy originating at the top without involvement
of stakeholders is likely to face challenges during the
implementation phase. Ministries of Health should therefore
focus on consultations and negotiations at each stage of the
policy development (WHO, 2005b). This provides the
opportunity for all stakeholders to evaluate relevant values
and principles, and consider reasonable options that could
help address the mental health challenges within their
context.
Despite the complications of policy development,
implementation and evaluation, evidence-based mental
health policy development, pulling together the experiences of
patients, lawyers, traditional leaders, traditional healers, nongovernmental organisations, clinicians and researchers has a
higher probability to succeed due to its inclusive and
participatory approach, especially in a low resource setting like
Africa.
Research in Mental Health
Research on mental health, consumers of services, and
effective interventions in low-middle income countries is
crucial in scaling up mental health services considering its role
in identifying needs for a particular setting, and proposing
culturally appropriate and cost-effective interventions.
Furthermore, investigation of the implementation of evidence
based intervention and establishment of barriers that hinder
the scale up of efficacious interventions (modern psychotropic
medications and psychotherapeutic interventions like
cognitive behavioural therapy) in low-middle income settings
adapted for local contexts is needed. However, the capacity to
conduct research in low-middle income countries is extremely
limited (Thornicroft et al., 2012). Obstacles include limited
number of specialists, funding, poor clinical practice and
institution-based administrative obstacles. Furthermore,
programs like Psychiatry attract very few trainees in the
African setting. For instance, Zambia, with a population of
over 17 million, offers postgraduate training in psychiatry for
medical practitioners but the program attracts less than five
postgraduate students per intake. Majority divert to internal

medicine, obstetrics and gynaecology, general surgery,
orthopaedic surgery, paediatrics, infectious disease and public
health on the premise that mental health is not prioritised in
Low income countries. The situation is not different in
Cameroon, with stigma associated with specialisation in
mental health.
Considering the limited resources, it is important for lowmiddle income countries to adopt a multi-disciplinary
approach to mental health research. Collaboration between
researchers, doctors, administrators, government officials,
non-governmental organisations and the community can
transform the research landscape in low-middle income
countries (Wei, 2008). Skills that enable researchers to
effectively engage community stakeholders, journalists,
decision-makers, and policy making organizations at all stages
of research activities are crucial in creating required impact
(Collins et al., 2013).
Mental Health Financing
Mental disorders contribute a significant and growing
proportion to the global burden of disease and yet remain very
poorly financed, globally and specifically in Africa (Dixon et
al., 2006). This contributes to lack of scale up of potentially
successful evidence-based interventions that could help
maintain or reintegrate mentally ill persons into society, and
may be cost-effective compared to the counterfactual
(Chisholm et al., 2004). Considering the adverse economic
consequences of mental disorders on families in low-middle
income countries, there is need to offer financial protection
and service coverage for afflicted families. Strategies include
implementing National Health Insurance Scheme; shifting to
Results Based Financing; decentralizing mental health
services that can be provided at community level; and
sustained advocacy backed by research evidence (Ssebunnya et
al., 2018). National Health Insurance Scheme is the most viable
provided there is scale up to intervention at community level
facilities (Ssebunnya et al., 2018).
Zambia and Cameroon offer National Health Insurance
Scheme for all health care services at government facilities. A
study to evaluate the impact of National Health Insurance
Scheme on access to mental health services for individuals
with mental illness would be worth conducting in the two
countries.

CONCLUSION
The Mental Health Care in a Public Health Context
Australia Awards short course took a partnerships approach
between professional resources in a high-income country and
promising health-related institutions in low-middle income
countries to conduct skills transfer. Building capacity of health
workers to address the global mental health workforce
shortage is crucial amidst increasing prevalence of mental
illness and mental disorder. The course included site visits to
innovative strategies for mental health care within the
community and hospital setting, like stepping stone and the
trauma centre, which if culturally adopted to the participants’
local setting has the potential to transform mental health care
in Africa. The interactive seminars and lectures led to a
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number of lessons for mental health care strengthening in
Africa, including task-sharing as an innovative method of
mental health delivery, as well as planning mental health
activities with the various key stakeholders as a way of
maximising success of interventions.
Countries where mental health has not been given due
attention need to begin with a policy that recognises mental
health as a core component of physical health. Such policy will
facilitate programme planning, implementation, monitoring
and evaluation. This can only be possible if governments show
political will and provide funding for mental health care.
Leadership in low income countries also need to consider
poverty reduction as an ambitious strategy to address mental
health problems. Collaboration in mental health research and
training scholarships constitutes good measures to build
capacity and create awareness of the importance of mental
health in countries where it is still unrecognised.
There is need for specialised hospitals for mental health
care in low income countries to generate innovative strategies
that address problems of stigma and to consider integration of
mental health services to primary care facilities, with plans of
deinstitutionalising mental health service delivery.

RECOMMENDATIONS
Low to Middle Income Countries
We recommend that low-middle income countries in Africa
may:
•

Engage all key stakeholders including consumers when
designing programs and policies for mental health
services.

•

Adopt a task-shifting approach to address the scarce
human resource for mental health services.

•

Adopt a biopsychosocial-cultural model to explain the
interaction between mental health and chronic illness,
and strengthening the integration of mental health into
general health care.

•

Generate innovative strategies to address stigma and
improve mental health seeking behaviour among
affected people.

•

Address both fidelity and fit when adapting
psychological tools to local cultural contexts.

•

Incorporate awareness of gender into mental health
research and care and promote gender equality and
social inclusion in the African context.

•

Collaborate in research in mental health across
institutions in LMICs to better reveal the disease
burden and propose context-specific Solutions.

High Income Countries
•

We recommend that the Australian Government
continues to support the Mental Health Care Program
in a public health context through its Department of
Foreign Affairs and Trade (DFAT).

•

We further recommend that other high resource
countries emulate the Australian Government and offer
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training opportunities to support mental health human
resource development in an African context.
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