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Abstract 
The largest treatment gap for mental, neurological and substance use (MNS) disorders to 
date exists in Sub-Saharan Africa (e.g., South Africa, Malawi, Nigeria).  While efforts have 
been made to reduce the global burden of MNS disorders, there remain significant barriers to 
delivery of equitable mental health care in Africa and the diaspora. These barriers are deeply 
rooted in a lack of research structures to inform care delivery, few outlets to train in-country 
mental health professionals, and limited involvement of policymakers in translation of 
research findings. Given the demonstrated need across domains of research, education, 
service delivery and policy in Africa, it is in the purview of global leaders and mental health 
professionals to build the infrastructure necessary to make systematic, targeted strides to 
develop each of these areas. With this conceptual framework in mind, over fifty global 
leaders, psychiatrists, mental health professionals and advocates with expertise in cultural 
psychiatry convened at a global conference in Cape Town, South Africa in 2016 to establish 
the African Global Mental Health Institute (AGMHI). The AGMHI is an organizational effort 
that aims to reduce the global burden of mental illness through research, education and 
training, service delivery, and policy. Aligned with mental health initiatives posited by the 
World Health Organization (WHO) and the World Bank, the AGMHI represents an 
opportunity to explore and understand cultural nuance among populations in Africa and the 
diaspora. This article focuses on the AGMHI’s targeted strategies in the following actions: 1) 
bolstering training and education programs for clinicians and/or researchers in Africa and the 
diaspora to increase human capacity for mental health; 2) conducting and disseminating 
inclusive, culturally-relevant research (e.g., research that involves community stakeholders in 
its design and conduct) to meet the urgent need for a culturally-relevant evidence base;  3) 
identifying key stakeholders to promote sustainable mental health care and inform policy; and 
4) fostering local and global collaborations (e.g., engaging local and national governments, 
non-governmental organizations (NGO), academic institutions, etc.) to share methods of 
improving access to mental health services. In concert with empirical data, these strategies 
were devised by members of the AGMHI, which is comprised of international leaders with 
decades of expertise in global psychiatry. While the MNS disorder treatment gap remains at 
large, the AGMHI believes these specific strategies are a step toward reducing the treatment 
gap and enhancing mental health care access globally. 
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INTRODUCTION 

Mental, neurological and substance use (MNS) disorders are one of the leading causes of disabilities 
worldwide.1 Recent reports reflect that the global burden of mental illness accounts for 32.4% of years 
lived -with -disability and 13.0% of disability-adjusted life years 2 (i.e., the equivalent of lost years of 
healthy life).3 Rates of MNS disorders are particularly high in low- and middle-income countries 
(LMICs), there is also a commensurate treatment gap of 90% which can be attributed to numerous 
barriers to care.4-5  This is particularly true in Sub-Saharan Africa, where the largest treatment gap for 
MNS disorders exists.6 Persistent barriers to mental health care include low capacity of mental health 
professionals, preferences for traditional medicine and inadequate infrastructures for service delivery.7 

Barriers are further compounded by the influence of culture on mental illness, which effects service 
access and communication due to a series of factors, including perception of symptoms (e.g., 
symptoms seen as spiritual rather than medical in etiology, or particular religion denies existence of 
psychiatric symptoms) and the presence of stigma surrounding mental illness which may prevent 
access to care.8-10 Despite these differences, individuals of diverse cultural backgrounds, including 
those from Sub-Saharan Africa and the diaspora, have long been excluded from psychiatric research 
that can in turn strengthen assessment and care delivery for MNS disorders. As a result, Western-
developed psychiatric assessment tools and treatments may be of limited use in non-Western 
settings.11 In response to the persistent burden of psychiatric illnesses in Africa and the diaspora, 
expert psychiatrists, psychologists, public health professionals, mental health advocates and 
policymakers convened in Cape Town, South Africa in 2016 to discuss contemporary challenges in 
treating MNS disorders. The meeting was hosted by Boston Medical Center/Boston University 
School of Medicine (BUSM), the University of KwaZulu-Natal (UKZN), George Washington  

 
 

University (GWU) and Massachusetts General Hospital (MGH). Collective recognition of numerous 
barriers to mental health care incited a vision for an institute that prioritizes neuropsychiatric training, 
clinical care, policy, and research on a global scale. In this vein, and working under the axioms of the 
late Dr. Chester M. Pierce of MGH, a global psychiatry visionary, the African Global Mental Health 
Institute (AGMHI) was established.  Aligned with the World Bank and the WHO Mental Health 
Action Plan,12 the AGMHI aims to strategically enhance mental health care equity in Sub-Saharan 
Africa (e.g., South Africa, Malawi, Nigeria) across four domains: research, education and training, 
clinical care delivery, and policy. Within these domains lie multi-sector strategies to: implement 
training and education programs for in-country clinicians and researchers; conduct, disseminate, and 
scale-up culturally-relevant research and evidence-based practices; share methods of improving service 
access; identify key stakeholders; and foster global collaborations to inform policy. The AGMHI also 
represents a unique opportunity to uncover cultural nuances (e.g., religious beliefs, attitudes toward 
mental health access, effect of stigma and gender) and their influence on mental health care—a topic 
yet to be fully explored. The AGMHI strives toward continuous access to inclusive, culturally-
conscious mental health care across Africa and the diaspora. This paper reviews prominent barriers to 
equitable mental health care in the areas of research, education and training, clinical care delivery, and 
policy and presents the AGMHI’s targeted strategies to lessen the treatment gap for MNS disorders in 
Sub-Saharan Africa.  
 

METHODS 
Barriers to mental health care access & proposed solutions 
Research 

Within Africa and the diaspora, two key barriers to the production of mental health 
research are: the limited representation of African descent populations in quantitative research, 
specifically epidemiological, clinical trial, genetic and ethnopsychopharmacologic (e.g., how ethnic 
factors influence metabolism of psychotropic medicine) studies,13 and; a lack of contextual qualitative 
data.  Despite the critical value of research to enhance our global understanding of psychiatric 
conditions, these informative research methods are seldom performed in Africa, based on funding, 
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de-prioritization by governing entities, and other factors explained later. For example, though the 
population of Africa constitutes 13.5% of the global population, they represent a mere 3% of all 
genetic research,14 with an even smaller proportion devoted specifically to mental health. In 
comparison, the population of Europe occupies a similar rate (12.9%) of the global population,15 yet, 
disproportionately represents 81% of all genetic research to date.14 This disproportionate and 
homogenous data collection has important health implications. The lack of evidence relevant to 
diverse biologic dispositions not only excludes people of African descent from evolving medical 
treatments, but also leads to inappropriate psychiatric diagnoses and increased likelihood of adverse 
events. For example, a breadth of ethnopsychopharmacologic research has revealed genetic 
differences among people of African descent that influence metabolism and subsequent effectiveness 
of certain medications, which may perpetuate adverse effects.16-18 

It is equally prudent to recognize the value of qualitative research to fully understand all 
elements of MNS disorders. As evidenced by Pelzang and Hutchinson,19 qualitative research methods 
must elicit cultural and social factors to inform study design and data interpretation in diverse settings. 
A lack of cross-cultural research practice threatens data integrity through over- or underestimation of 
findings, or introducing bias. Despite the documented utility of qualitative research methods in 
strengthening and contextualizing research findings, and its application to discerning complex mental 
health problems,20 there remains a dearth of qualitative research performed across the continent of 
Africa due to a number of factors described later in this article, including limited funding and a lack of 
expertise in qualitative research methodologies.21-22 The call for qualitative research remains potent 
among other types of research in the African community, and ensures that advancements in mental 
health research will benefit individuals and communities in Africa and the diaspora.  
 To address large gaps in quantitative and qualitative research, the AGMHI proposes a scale-up of 
multiple regional Research Centers of Excellence in areas where they do not currently exist. Research 
Centers of Excellence have been established as optimal and effective for increasing research 
production in the literature,23-24 notably for their ability to form linkages between government, 
academia, and industry and reduce the time gap between discovery of novel findings and their 
translation. Thus, establishing Research Centers of Excellence will allow for African countries to 
secure funding for multifaceted programs, form clinical trial networks, develop robust databases, 
establish biobanks, foster career development, and gain access to resources provided by agencies such 
as the National Institute of Health.25 To this end, the inherent multidisciplinary and collaborative 
nature of Research Centers of Excellence strongly aligns with the goals of the AGMHI and meets the 
urgent need for a culturally -relevant evidence base to begin to understand the mental health 
landscape in Africa and the diaspora. To date, there have been promising initiatives to spark research 
production and educational opportunities,25 though more is to be done. Currently, related efforts 
include the “Africa Centers of Excellence” project,26 which includes elements of research conduction 
as part of its intention to promote regional development, forge partnerships with private sectors, and 
enhance education in West and Central Africa.  Specific to Sub-Saharan Africa, an International 
Center of Excellence for Malaria Research27 has been instituted by the National Institute of Allergy 
and Infectious Diseases, promoting public health research on malaria in Ethiopia and Kenya, and 
shows budding success. These examples represent preliminarily successful efforts for scaling up 
necessary research and education across Africa, and demonstrate potential feasibility in establishing a 
Research Center of Excellence related to psychiatric research in Sub-Saharan Africa. Thus,establishing 
multiple regional Research Centers of Excellence in areas where they do not exist will lend itself to 
enhancing support from government and industry to grow research and educational opportunities 
that focus on psychiatric care.  
Education & Training to enhance capacity and care delivery  

Key barriers in the domains of education and training are largely related to limited 
capacity of trained, in-country mental health professionals to deliver clinical care and execute related 
research activities, as well as insufficient funding due to the low priority of mental health in overall 
health budgets.28-29 For example, countries such as Chad and Eritrea have one psychiatrist for a 
population of 4 and 9 million, respectively.28 Currently, there are several constraints to scaling up 
education and training in psychiatry. Reports demonstrate only 7.5% of all medical schools globally 
are located in Sub-Saharan Africa and the few existing schools are disproportionately located in and 
primarily serve urban areas compared to rural regions.28 The widely-cited phenomenon of “brain 
drain,” or emigration of physicians to high-income countries (HICs),28 further stresses the need for 
psychiatric and medical scholarship in Africa to avoid depleting medical support from the continent. 
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Complementary to brain-drain is the phenomenon of physician burnout and its malign effects on 
provision of primary and mental health care.29 A recent systematic review of provider burnout reveals 
a high rate in a number of LMICs, with estimated shortages of practicing doctors, nurses, and 
midwives reaching as high as 815,000.28 This suggests that African health care policymakers face 
significant challenges to support research on burnout risk factors and on evidence-based approaches 
that can modulate stress, build resilience and reduce provider burnout.29 Without taking significant 
measures to temper burnout, in-country brain-drain may worsen the treatment gap. 

According to a study completed by leaders in global psychiatry and members of the 
AGMHI, Fricchione and colleagues (2012) report that one promising solution to training and 
increasing capacity of mental health professionals lies in forming bidirectional or “twinning” 
relationships (i.e., established partnerships between institutions aiming to achieve shared goals 
through shared ideas, labor, and risk) between academic medical centers both within and outside of 
Sub-Saharan Africa.30 Their reasoning is twofold: 1) to integrate cultural diversity into curricula 
developed in HICs; and 2) to train physicians and early career professionals from LMICs in-country. 
In alignment with this framework, the AGMHI aims to bolster the education and training of in-house 
clinicians and researchers by leveraging HIC and LMIC collaborations, and especially African-based 
collaborations with medical schools and creating rigorous training opportunities for mental health 
professionals (e.g., psychiatrists, psychologists, social workers, nurses, etc.). Additionally, to increase 
accessibility to trainings, the AGMHI plans to employ telepsychiatry (virtual mental health care 
sessions) a widely used modality with demonstrated success in Sub-Saharan Africa 31 for training and 
care delivery in low-resource settings. By convening educators and mental health experts across 
Africa, the AGMHI aims to design models for psychiatric education that may be adapted, translated 
and disseminated globally. In this vein, the AGMHI hopes this may provide directions for lessening 
the “brain-drain” phenomenon. 

In order to improve clinical services, the AGMHI will place special emphasis on the 
instruction of systematic reviews, meta-analysis, and implementation research methods in order to 
assist mental health professionals in tracking the outcomes and efficacy of novel interventions, as well 
as the conditions of study settings. Implementation research is inherently evaluative as it incorporates 
performance measures that promote fidelity and effective application of research findings to practice. 
For this reason, the AGMHI intends to harness clinical research findings for the development and 
dissemination of efficacious protocols as a strategy for healthcare systems to optimize mental health 
care delivery.   
Policy 

Though empirical evidence is critical to inform mental health policies, a host of barriers 
impede the timely translation of research. Reviews demonstrate a gap of 17 years between discovery 
of novel interventions and implementation into clinical practice, citing lags in timely publication of 
findings (due to publication biases, measurement and reporting issues, etc.) as a key barrier. 32 
Furthermore, evidence collected through clinical trials often fails to account for the cost-effectiveness 
of interventions and implications for long-term sustainability.33-34 Specific to Sub-Saharan Africa, gaps 
in translational research are further contextualized by a lack of policies targeting mental health and 
substance use; or, in countries where promising strategic plans exist, a deficiency in necessary 
resources (e.g., staff, monitoring systems, etc.), preclude implementation.35  

 In recognition of this disconnect, the AGMHI intends to adopt research strategies that 
underscore a project’s social return on investment to demonstrate the cost-effectiveness of 
prospective mental health services and further harness buy-in of local and national policymakers. By 
partnering with local governments and administrators, the AGMHI will engage political stakeholders 
in all aspects of its research, education, and clinical efforts to promote sustainable mental health care. 
Specifically, this entails eliciting feedback from national and local policymakers on research questions 
from their inception. Fostering these vital relationships may also cultivate buy-in to provide the 
necessary resources to implement policies. More recently, leaders of the AGMHI met with officials of 
the Ministries of Health and Education in Liberia. Outcomes of this meeting included the emergence 
of a twinning partnership, where Liberian government officials offered their support in the launch of 
Liberia’s first psychiatry residency training program (with guidance from academic medical centers in 
the Northeast United States).  This meeting was two-fold, as it also entailed discussions on how to 
effectively implement research-informed school-based interventions to reduce the burden of 
substance use as it relates to mental health among Liberian youth. This partnership is an important 
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example of the effectiveness of twinning partnerships as well as the translation of locally-conducted 
research findings into implementable interventions to address youth substance use in Liberia. 
 

CONCLUSION 
This paper outlines a number of solutions proposed by the AGMHI in response to existing barriers 
across mental health research, education, clinical care delivery and policy development in Sub-Saharan 
Africa. These four pillars are interconnected and support one another in their collective aim of 
improving care for MNS disorders for those who are most vulnerable yet underserved in Africa and 
the diaspora. As such, the goals of the AGMHI are to: 
1) Establish regional Research Centers of Excellence that conduct culturally-informed quantitative 
and qualitative research studies; 
2) Develop training and education models that utilize reciprocal, twinning partnerships between 
academic and medical centers internationally (African-based partnerships such as that of the Liberia 
College of Physicians and Surgeons (LCPS) and the University of KwaZulu-Natal (UKZN) in 
Durban, South Africa, who are collaborating in the launch of the first psychiatry residency training 
program in Liberia), that: a) increase the number of available mental health providers and researchers 
in-country; and b) are translated and disseminated widely to enhance uptake; and 
3) Use cost-effectiveness strategies and bidirectional communication to enlist support from 
policymakers at the local, regional, and international levels. 

In summary, the AGMHI’s mission is to address the contemporary challenges of mental health 
disorders and their comorbid conditions across Africa and the diaspora. The AGMHI is gaining 
increasing support by informing relevant public entities (e.g., government offices including Ministries 
of Health and Education) and private entities (e.g., U.S. and Africa-based universities and hospitals, 
foundations, nonprofit organizations) of its establishment, mission and goals. Further, the AGMHI 
has established a media presence, publishing all conference videos and content online through a web 
page that has garnered significant membership interest globally (http://agmhi.weebly.com/). 

Additionally, preparations are underway for the third AGMHI conference, occurring in Cape 
Town, South Africa in September 2019 as a follow-up to the 2016 meeting. Key AGMHI leaders will 
review progress made on the institute’s establishment and proposed goals and determine next steps 
toward reaching the long-term goals across the four pillars. In practice, etching progress across the 
AGMHI’s comprehensive goals requires domain-specific expertise to guide its direction and drive 
success. This underscores the importance of collaborations between the U.S. and African countries in 
order to effectively co-lead each pillar.  

With the strategies outlined by the AGMHI, a bridge to accelerate clinical and research capacity is 
presented to ameliorate the mental health treatment gap experienced in Africa and the diaspora. By 
establishing a formal institute with a sustainable infrastructure, clinicians and researchers from Africa 
and the diaspora are offered the agency and opportunity to make strides toward equitable, evidence-
based, and culturally-conscious mental health care access. 
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