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elcome to this special edition of the AMARI 2018 
ASM Report. It is a summary of the activities that Wtook place at the African Mental Health Research 

Initiative's (AMARI) Annual Scientific Meeting (ASM) that was 
held on the 15th and 16th of March 2018 at the Bingu Wa 
Mutharika Convention Centre in Lilongwe, Malawi.

  
I am pleased to say that this year's ASM was a resounding 
success which clearly highlighted that AMARI is a resilient 
mental health research institution destined to contribute 
immensely to global mental health. The attendance is 
testimony to the above as over 100 delegates from across the 
global scientific community, various stakeholders and policy 
makers attended the ASM which ran under the theme 
“Building networks for mental health research excellence in  

The eventful ASM as will be clearly highlighted in this report 
was packaged with substantive mental health discussions and 
presentations. General consensus was on the need for 
increased policy involvement and support to mental health, 
need for increased public sensitization on mental health to end 
stigma, and the need for more mental health workers in Africa. 
It is my hope that the policy makers, scientific community and 
civic organizations that engaged in some of the discussions will 
consolidate the synergies they created at the convention and 
work together for the improvement of Mental Health in Africa. 

This report will also feature the pre-ASM Malawi Round Table 
which was a platform where policy makers, scientific 
community and various health stakeholders connived to map 
out future collaborations in mental health. The AMARI 2018 
ASM was also an opportunity to celebrate our success at the 
same time mapping the way forward for future researches to  
be carried out. 

As an active institution in African mental health research, we 
strive to create new knowledge which will help change the 
face of mental health. Our overarching objective is in 
essence to develop excellence in leadership, training and 
science in Africa. We have fully committed ourselves to 
finding sustainable solutions to African mental health and 
we seek to achieve this goal through supporting young 
African mental health researchers. AMARI aims to use 
rigorous research in efforts to narrow the research gap in 
mental health.
  

As part of our efforts to fit into the complex and highly 
demanding global research environment which currently is 
quite challenging to African research institutions, we have 
designed and developed various research capacity 
development programmes aimed at equipping our research 
fellows with competent research and career development 
skills. In this report we will highlight some of the capacity 
building programmes that our research fellows underwent 
as pre-ASM activities.
 

AMARI is grateful to the Malawi government for the 
hospitality they unveiled to us during the ASM especially to 
the country's Minister of Health hon. Atupele Muluzi who 
officially opened the ASM, we say 'thank you'.

I wish to express my sincere appreciation and gratitude to 
DELTAS Africa, African Academy of Sciences (AAS) for all the 
support they are giving to AMARI and I pay special tribute to 
its Programme Manager, Dr. Alphonsus Neba for gracing the 
ASM. My tribute extends to delegates from our UK partner 
institutions, Malawi government officials, the scientific 
community, AMARI African institutions, various 
stakeholders, AMARI staff and fellows for gracing the ASM 
and for their active participation. 

We look forward to changing the face of African mental 
health through producing an Africa-led network of mental, 
neurological and substance use researchers in Africa, who 
are equipped to lead high quality mental health research 
programmes that meet the specific needs of their countries.

I hope you will enjoy our special issue and get an insight of 
what we stand for as AMARI. 

Happy Reading!

AMARI Director, Prof Dixon Chibanda 

Africa”
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. 

My ministry and I recognize that mental health is a 
fundamental necessity for good health. Further- 
more, my ministry acknowledges that mental 

illness contributes to the large burden of diseases in Malawi 
and that only a small percentage of Malawians are currently 
able to access mental health treatment. In my ministry we 
know that mental health is often overlooked in the aspect of 
policies and services. This has been so because of the need 
to acknowledge financial or resource constraints to support 
the more pressing cases such as infectious diseases but also 
because mental health in Malawi and the wider region is 
often misunderstood. 

Those suffering from mental illnesses are often stigmatized 
and feared, this must change. People who are suffering from 
mental illnesses are often secluded from society and are 
unable to contribute meaningfully to their communities' 
social development. Mental health has a prevalent impact 
on wellbeing, productivity and economic development 
meaning a nation that is well will be better off. Mental illness 
is treatable and there are cost effective interventions 
available even for resource constrained policy systems such 
as ours. So to implement mental health policy and fight 
stigma not only makes ethical and humanitarian sense but it 
also makes economic sense. 

Many people experience mental illness but are unable to 
access care that they need. We know that there is huge 
probability within physical and mental illness, often people 
who are mentally ill and also have physical illness die 
prematurely or have poor quality of life. Treating modern 

mental illness leads to general health and wellbeing hence 
reducing the risk of hypertension, diabetes and that means 
they can contribute to their families and communities. 

The health sector strategic plan that my ministry outlined 
last year details our goal as government to achieve a fair 
reduction of premature deaths whilst promoting better 
mental health and wellbeing. Our plan to improve mental 
health is to invest in sustainable treatment interventions 
using locally driven research findings to which AMARI is 
playing a significant role. There is also need to improve 
services for vulnerable groups such as mothers, children and 
adolescents, and those with physical disabilities. Investing in 
Malawi's mental health is crucial to achieving our 
sustainable development goals, just like most other African 
countries, Malawi faces a significant number of challenges in 
provision of mental health services. We have a shortage of 
mental health workers, less efficient services to care for 
those addicted to drug abuse and children with mental 
health problems. 

My ministry acknowledges that Malawi's mental health has 
far outstretched our current capacity, we need more 
psychiatrists, clinical psychologists, psychotherapists, 
mental health nurses and mental health clinical officers and 
doctors. This will in time force the mental health sector to 
develop such that patients will be cared for effectively in 
their communities. The government of Malawi through my 
ministry is also training a reasonable number of mental 
health professionals to address the shortfall. Government's 
support is not limited to training of mental health staff but 
extends to more comprehensive policy to tackle challenges 
faced. Development into health care is driven by research 
and that is why AMARI is investing in young Ethiopian, 
Malawian, South African and Zimbabwean researchers to 
build a strong regional network to reduce clinical cases. In 
these efforts AMARI is working with various research 
partners.             

EXTRACTS FROM MALAWI MINISTER OF HEALTH, HON ATUPELE MULUZI’S 
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 AMARI 2018 ANNUAL SCIENTIFIC MEETING 
OFFICIAL REMARKS

Hon. Atupele Muluzi delivering his opening remarks at AMARI 2018 
ANNUAL SCIENTIFIC MEETING

Hon. Atupele Muluzi (left) and Malawi Chief of Health Service, Dr 
Charles Mwansambo (right)



By Biggy Dziro.

The African Mental Health 
Research Initiative (AMARI) 
held its Annual Scientific 

Meeting (ASM) on the 15th and 16th 
of March 2018 in Malawi at the Bingu 
Wa Mutharika Convention Centre in 
Lilongwe. The two day ASM was held 
under the theme, “Building networks 
for mental health research excellence 
in Africa” and was attended by a pool 
of prominent global mental health 
researchers, psychiatrists, delegates 
from the Malawi government, 
representatives from various health 
organizations, AMARI stakeholders 
and research fellows.

The ASM was officially opened by 
Malawi Minister of health hon. Dr 
Atupele Muluzi. In his keynote speech 
hon. Muluzi acknowledged the role 
that AMARI is playing in African mental 
health research. “My ministry's plan to 
improve mental health involves 
i n v e s t i n g  i n  i n t e r v e n t i o n  a n d 
sustainable treatment interventions 
using locally driven research findings to 
which AMARI is playing a significant 
role”.

In his key note remarks at the 
ASM, AMARI Director Prof Dixon 
Chibanda noted that AMARI exists to 
develop a sustainable network of 
young excellent African mental health 
researchers whose research are well 
informed and conscious of their local 
African contexts. AMARI's overarching 
aim is to narrow the      

prevalent gap in African mental 
health research. Prof Chibanda further 
highlighted the aim of the ASM - to 

celebrate AMARI's success and to 
deliberate on future research. 

“The objective of AMARI is in 
essence to develop excellence in 
leadership, training and science in 
Africa. Developing capacity in Mental, 
Neurological and Substance use (MNS) 
disorders in Africa is critical because 
there is a large treatment gap for these 
conditions in Africa. What AMARI aims 
to do is to use rigorous research to 
contribute towards narrowing this 
research gap. 

“Some of the research work that 
we have been carrying out involves 
developing and validating tools which 
are appropriate for our cultural setting 
and developing different kinds of 
integration which will be used to 
actually narrow this gap. We are 
gathered at this ASM to celebrate our 
success and to determine the map and 
pathways for future research that will 
be carried out”, said Prof Chibanda. 

The two day summit was richly 
p a c k a g e d  w i t h  m e n t a l  h e a l t h 
deliberations, knowledge exchange, 
networking, learning, research fellows' 
presentations and guest presentations 
by renowned global mental health 
researchers including Prof Ricardo 
Araya, Prof Martin Prince, Prof Crick 
Lund, Prof Bronwyn Myers, Prof 
Frederick Hickling and Dr Victoria 
Mutiso.

The ASM highlighted the serious 
need for comprehensive policy and civil 
engagement with mental health 
inorder to alleviate the challenges in 
the provision of mental health services 
that include shortage of mental health 

workers and poor services to care for 
those affected by mental illnesses. 
Recent World Health Organization 
(WHO) statistics shows that, 'Africa has 
one psychiatrist for every 1 ½ million 
people and it is the same for clinical 
psychologists.' Inorder to reduce this 
ga p  t h e re  i s  s e r i o u s  n e e d  fo r 
government and civil sector to support 
training of more African psychiatrists, 
c l in i ca l  psyc h o lo g i st s ,  psyc h o -
therapists, mental health nurses, 
mental health clinical officers and 
research doctors. 

 AMARI Advisor Prof Atalay Alem 
gave testimony of how government 
support has transformed mental health 
i n  E t h i o p i a .  H e  n o t e d  t h a t , 
''Commitment by the ministry of health 
h a s  s u p p o r t e d  m e n t a l  h e a l t h 
programmes in Ethiopia through 
progressive health ministers with 
positive attitudes towards developing 
mental health." Co-Director of the 
Centre for Global Mental Health, Kings 
College London Prof Ricardo Araya 
concurred with Prof Alem in the crucial 
role of government to make mental 
health sustainable when he noted that 
'the USA has more psychiatrists 
because their government gives lots of 
incentives to psychiatrists.”

O t h e r  t o p i c a l  d i s c u s s i o n s 
explored various ways  to integrate 
mental health with largely funded 
health care programmes such as 
HIV/AIDS, Maternal and Child care. In 
addition the ASM explored the need for 
greater public awareness of Mental 
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AMARI 2018 ASM: A RESOUNDING SUCCESS 
Picture: Hon. Muluzi (Center) and AMARI 

Delegates at ASM official opening 



Health disorders, to reduce the stigma 
associated with Mental Health. 

Prior to the ASM the AMARI 
fellows underwent some capacity 
building training courses developed 
and   de l ivered  under  AMARI ' s 
Academic Career Development Series 
(ACES) programmes aimed to equip the 
fellows with research and career 
development skills. 

The training sessions which 
included Presentation and Mentoring 

skills under ACES, and Career Pathways 
were conducted by globally acclaimed 
e d u c a t i o n i s t s  w h o  i n c l u d e  D r 
Christopher Merritt, Prof Frances 
Cowan, Prof Paul McCrone, Prof Crick 
Lund and Prof Shelda Debowski. 

One of the AMARI research 
fe l lows  f rom the Univers i ty  of 
Z imbabwe,  Mal inda  Ka iyo  who 
presented her research topic: 'Effects 
of antenatal depression on birth and 
neonatal outcomes: scale validation 
and longitudinal study', acknowledged 
the role that AMARI has played in her 
career development, “AMARI has 
equipped me with soft skills in time 
management and planning my career 
pathway. It has also helped me in 
networking through creating platforms 
for meeting with experts in maternal 
mental health such as Dr Robert 
Stewart.”

AMARI is a mental health research 
capacity building grant that was 
launched in May 2015 funded through 
t h e  D e v e l o p i n g  E x c e l l e n c e  i n 

Leadership, Training and Science 
( ) in Africa, a programme of the DELTAS
African Academy of Sciences (AAS) 
implemented with the support of 
W e l l c o m e  T r u s t  a n d  t h e  U K 
D e p a r t m e n t  o f  I n t e r n a t i o n a l 
Development. The initiative is a 
consortium of four institutions namely 
Addis Ababa University - Ethiopia, 
University of  Malawi -  Malawi, 
University of Cape Town.

South Africa and University of 
Zimbabwe - Zimbabwe. AMARI is 
currently funding 37 mental health 
research students derived from these 
four institutions. The inaugural AMARI 
ASM was held in 2017 in Victoria Falls, 
Zimbabwe and it has since then been 
developed into an annual calendar 
event with the rendezvous for the next 
convention set for Ethiopia in March 
2019. 

By Prof Exnevia Gomo 

Research is a critical component of 
a c a d e m i a  f o r  k n o w l e d g e 
generation. Scientific inquiry is 

a l so  c r i t i ca l  for  soc io -economic 
development. In other words without 
research there would essentially be no 
African Science to talk about. Limited 
research and capacity thereof is one of 
the reasons why Africa has lagged behind 
in development. 

H e n c e  r e s e a r c h  c a p a c i t y 
strengthening including research 
leadership is an imperative for African 
countries. The Developing Excellence in 

Leadership, Training and Science in Africa 
(DELTAS) is one such initiative aimed at 
developing excellence and leadership in 
African science. DELTAS support through 
funding a number of African science 
research institutions and the African 
Mental Health Research Initiative 
(AMARI) is a product and beneficiary of 
this noble initiative  aimed at the 
proliferation of research in African 
sciences.  

The quality of presentations and 
progress of the students and postdocs at 
the AMARI 2018 ASM held in March 2018 
clearly shows that a guided and well-
coordinated multi-institution capacity 
b u i l d i n g  p ro g ra m m e  p ro v i d e s  a 
supportive intellectual environment that 
can rapidly enhance research skills and 
excellence. The ASM provided a unique 
opportunity of bringing together 
postgraduate students and fellows to 
showcase their research. Such an 
opportunity is not commonly available 
through  competitive forums such as 
international conferences. The ASM also 

allowed the

 postgraduate students and fellows 
to interact with senior researchers 
(supervisors and renowned international 
experts) from different institutions. 
A M A R I ' s  key  o b j e c t i ve s  i n c l u d e 
enhancing quality of research. This will 
be achieved through a number of 
activities including facilitating students' 
entry into the scientific community. The 
ASM is one of the activities aimed at 
exposing the students to the scientific 
community.

AMARI has several strategies to 
develop research skil ls,  scientific 
citizenship and public engagement. 
These competencies are essential for 
academic career progression. Further, in 
some institutions the research career 
pathway may not be well defined e.g. the 
postdoctoral pathway. AMARI provides 
an  opportuni ty  and impetus  for 
institutions to define and institutionalise 
the research career path. 

Unpacking African Research Science: 
An introspection into AMARI 2018 ANNUAL SCIENTIFIC MEETING
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Dr Alphonsus Neba, AESA Project 
Manager participating

 in one of the panel discussions 



Academic Career Development Series (ACES) Workshops

11 - 12 March 2018

ACES 1: Presentation 
skills, training Overview:

1. Fellows' Personal goals for ACES
Fellows skills expectations from the 
workshop:
Ÿ Engaging the audience;
Ÿ Communicating ideas;
Ÿ Sticking to time;
Ÿ Clear message;
Ÿ Structuring the stage;
Ÿ Matching content with audience;
Ÿ Effective slides.
2. Training Goals
The facilitator highlighted that the 
training goals were to:
Ÿ Present with greater confidence;
Ÿ Present more persuasively;
Ÿ Present more effectively.

3. Fellows presentations
Two PhD fellows, Demoubly Kokota 
from the University of Malawi and 
Fadia Gamieldier from the University 
of Cape Town volunteered to present 
their abstracts, with fellow trainees 
and the facilitator providing feedback
.

4. Purpose of the talk
The facilitator illustrated that there 
are four components of a successful 
presentation:
Ÿ Hook – capture audience's 

attention
Ÿ Objective – What you want to tell 

the audience
Ÿ Road map - Helps the audience 

concentrate on a presentation 
Ÿ Personal background
Dr Merritt showed two sample 
presentations with different tittles to 
the trainees which were then 
analyzed.

5. Word/ text Slides vs Picture Slides
The facilitator explained to the 
trainees
that:
Ÿ They should speak more and show 

pictures on the slides.
Ÿ The audience will then look at the 

pictures and listen to the story.
Ÿ Four pictures are enough per slide.

6. Confidentiality issues
Trainees were recommended to:
Ÿ Show pictures of consented 

participants only;
Ÿ Look for pictures on google and be 

creative with pictures;
Ÿ Cover pictures of people and make 

them unidentifiable.

7. How to structure a presentation
The group discussed the format of a 
story having a beginning, a middle 
and an end. The facilitator illustrated 
that when presenting, it is good 
practice to wrap up the talk by 
leaving people with a take home 
message. The facilitator showed 
examples to demonstrate this.

8. Types of presentationsŸ

Ÿ Process presentation - Starting 
with the first and ending with the 
last

Ÿ General to specific - starting with a 
wide overview, ending with a focus 
on a much smaller specific topic.

Ÿ Categories – Allows the audience 
to follow the talk

Ÿ Pros and Cons –It starts with the 
advantage then disadvantage and 
how it can be changed

Ÿ Before and after – Useful when 
highlighting an intervention 
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Dr Chris Merritt conducting ACES 1 to fellows 

AMARI put together a package of career building skills course under the banner Academic Career Development Series 
(ACES) which aims to ensure that our research fellows succeed in their research, so that they are able to run trials and 
work with data. Prior to the ASM, the fellows underwent ACES workshops from the 11th to 13th of March, ACES 1: 

presentation skills and ACES 2: mentoring skills, which were facilitated by Kings College London's Dr Christopher Merritt. This 
article will outline in detail the activities that characterized the interactive ACES workshops.

A total of eleven AMARI fellows, eight PhD and 2 Post – Doctoral fellows from Ethiopia, Malawi, South Africa and 
Zimbabwe plus two guests from Tanzania who are studying at Addis Ababa University went through a rigorous one day ACES 
1: Presentation Skills course, which was conducted on the 11th of March 2018 in Lilongwe, Malawi. The course was aimed at 
strengthening the presentation skills of the trainees. The course topics included the following; sharing to audience, feedback 
– new ideas and persuading and influencing people to use your work.



A total of 22 trainees from AMARI 
Cohort two and three PhD and 
Post- Doctoral fellows from 

Ethiopia, Malawi, South Africa and 
Zimbabwe, plus two Tanzanian guests 
studying at Addis Ababa University 
attended a rigorous one day training 
course which was conducted on the 
13th of March 2018 in Lilongwe, 
Malawi. The course was aimed at 
strengthening the mentoring skills of 
the 22 trainees and it was facilitated by 
Dr Chris Merritt from Kings College 
London.

Training Overview
1. Definition of mentoring
The trainees defined mentoring as:
Ÿ A guide
Ÿ A process
Ÿ Peer mentoring
*Trainees were advised to use 
confidentiality in the mentoring 
sessions.

2. Purpose of the mentoring sessions
The purpose of the mentoring 
sessions were to:

Ÿ Help trainees understand the role 
of mentoring;

Ÿ Introduce the AMARI mentoring 
scheme;

Ÿ Enable the trainees to be clear on 
what to expect

3. Expectations from session
Ÿ Reflection
Ÿ Individual strengths
Ÿ Group discussions (interactive)
Ÿ Planning 
4. The mentoring skills training 
covered managing expectations and 
establishing relationships.

5. Coaching and Mentoring explained
The facilitator and trainees discussed 
the differences between coaching and 
mentoring and the participants 
described both as getting the best out 
of people.

6. Dr Merritt explained that successful 
mentoring will result in:
Ÿ Research productivity

9. Questions from Trainees and 
Recommendations from facilitator
Ÿ The trainees asked whether the 

facilitator used presenter notes; 
Answer: Most was memorised – 
Practice resulted in the facilitator 
being an expert.

Ÿ Trainees were encouraged to have 
printed notes for backup and to visit 
the presentation venue prior to the 
presentations.

10. Body language:
Ÿ Trainees were recommended not 

to close hands when presenting.
Ÿ They were also encouraged to 

video or film themselves for 
practice.

11. Time Management:
Trainees asked how they can manage 
time answering questions after their 
presentation. 
The facilitator recommended: 
Ÿ “I am happy to take questions as 

we go”;
Ÿ “I am going to speak for twenty 

minutes and take questions for 10 
minutes”;

Ÿ “I am going to give a 30 minutes 
presentation and take questions at 
the end”;

Ÿ Use a stop watch for guidance.
If you are asked to stop but you have 
not finished?
Ÿ Give a conclusion or main 

message.

12. Slide Design
The facilitator explained that there are 
three steps of improving slides which 
are: a) Presenters who are experts on 
their topics do not rely on power 
point. Audience should get your 
presentation in three seconds. The 
things that you do not want should be 
removed from the slides.
b) Text can kill
Ÿ Show content not narrative
Ÿ Replace bullets with graphics
Ÿ Use full sentences headings
Ÿ Speak first - show second

13. Questions and Answers
The trainees were encouraged to make 

their presentations bearable.
Ÿ Question:  Can references be 

included in the slides?
Ÿ Answer – Just names and years 

should be included in the slides.
Ÿ Q u e s t i o n :  W h a t  s h o u l d  t h e 

presenter do when the audience ask 
questions they know?

Ÿ Answer –Make the discussion 
participatory. 

14. Techniques of managing anxiety
In order to overcome anxiety, trainees 
were encouraged to:
Ÿ Try and aim the presentation to 

the audience at the at the back of 
the room

Ÿ Be confident 

15. Practical Examples
The training ended with practical 
examples on the following:
a. How to come up with animations,
b. Putting four pictures on one slide.
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ACES 2: Mentoring Skills 

Dr Chris Merrit conducting ACES 2: Mentoring Skills 



Ÿ Grant success
Ÿ Career sustainability 

7. Benefits of Mentoring
The facilitator and trainees described 
the benefits of mentoring as:
Ÿ For the Mentee
i. Mentoring provides a safe haven for 
professional development and work 
based issues
ii. Great mentors provide a 
stimulation sanctuary in which people 
can take a helicopter view of 
themselves.
Ÿ For the Mentor
i. Mentoring is a great opportunity to 
develop skills in developing others.

For the organization
i. Mentoring supports the retention 
and attraction of people to the 
organization.

8. Hopes and fears of Mentoring.
Below are some of the hopes and 
fears on mentoring as cited by some 
of the participants:
Hopes
Ÿ Opportunity to grow
Ÿ Help people to perform
Ÿ Wo r k – l i f e b a l a n c e

Fears
Ÿ Mentors who impose on what to do
Ÿ Too attached or wrong choice
Ÿ Burden to be a mentee

9. Types of Mentoring
The facilitator explained structured 
m o d e l  o f  m e n t o r i n g  a n d 
developmental mentoring. He defined 

the structured model as the one where 
the mentee will be the patronage and 
developmental mentoring as when the 
mentee works with the mentor to 
develop your strengths and potential. 

10. Thinking and listening pairs
The facilitator divided the trainees into 
pa irs .  They were instructed to 
interchange between listening and 
speaking to each other.
The question that the listener asked 
was
'How could mentoring benefit you?'
The trainees' provided feedback from 
the thinking and listening pairs. 

11. Types of listening
The facilitator explained diagnostic 
listening and active listening. 

12. Managing Expectations
The facilitator explained to the trainees 
what the mentee should or should not 
expect from the mentor and what the 
mentor should or should not expect 
from the mentee. Dr Merritt also 
highlighted that the mentor should give 
structure to the discussion and in 
between the mentee will be able to put 
goals and objectives. 

13. Challenges of mentors being a 
friend
It was highlighted that if the mentor 
and mentee become friends the 
mentoring sessions will end up being 
not professional.

14. Advantages of the mentor you 
know
If one have the mentor he or she 
knows, there will be trust. If the 
mentee also have the mentor they 
know it will be easier to fit in different 
schedules because they will aware of 
their work schedule.

15. Skills for the mentor
Self-awareness
Perspective and big picture
Communication (mentors – listening , 
questioning feedback)
Relationship management
Goal clarity

16. The trainees highlighted that the 
exercises were helpful and that real 
action points came out from the 
sessions and they also learnt that 
mentors can also learn from the 
mentees.
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AMARI Programme Manager - Dr Rosemary 
Musesengwa following proceedings during ACES 2 

Pairing Sessions 



Delegates in attendance  at the Malawi roundtable 

Presentation 1

How can research support policy, practice and scale-up? 
PRIME Project: Programme for Improving Mental Health Care 

Country District Population Number of facilities
Number of 

visits in PRIME 
facilities

Ethiopia Sodo 165 000 8 4667

India
Sehore, Madhya 

Pradesh
1 311 008 3 3794

Nepal Chitwan 575 058 10 4533

South Africa
Dr Kenneth 

Kuanda
632 790 3 572

Uganda Kamuli 740 700 13 6774

Total - - 37 20340

PRIME Implemented

What did we learn?
Ÿ What was the impact on detection of cases and starting 

appropriate treatment (quality)?
Ÿ What was the coverage of the programme? (equity)
Ÿ What was the impact of the programme on patients 

and families? clinical, social, economic
Ÿ How good was programme implementation?
Ÿ How acceptable and feasible?
Ÿ How much did it cost?
Ÿ What were the bottlenecks, and how can they be 

overcome?

Ÿ

Ÿ

Ÿ

Ÿ

Ÿ

Ÿ

Ÿ

MALAWI ROUNDTABLE
Town (South Africa), and funded by the UK government's 
Department for International Development (DFID). The 
project aim is to develop world-class research evidence on 
the implementation, and scaling up of treatment 
programmes for priority mental disorders in primary and 
maternal health care contexts in low resource settings. 
Partners & collaborators in the consortium include Addis 
Ababa University and Ministry of Health (Ethiopia), Sangath, 
Public Health Foundation of India & Madhya Pradesh State 
Ministry of Health (India), Health Net TPO & Ministry of 
Health (Nepal), University of Kwazulu-Natal, Human 
Sciences Research Council, Perinatal Mental Health Project 
& Department of Health (South Africa), Makerere University 
& Ministry of Health (Uganda), BasicNeeds, Centre for 
Global Mental Health (London School of Hygiene & Tropical 
Medicine & Kings Health Partners, UK) & the World Health 
Organisation (WHO).

Dr Charlotte presenting at Malawi Roundtable

Dr Charlotte Hanlon, University of Malawi, Kings College London
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The Malawi Roundtable was held on the 12th of March 
at the Bingu Wa Mutharika Convention Centre in 
Lilongwe, Malawi. The event was a platform for 

dialogue between policy makers and the scientific 
community and it was part of the pre-ASM activities. 
Officials from the Malawi government ministry of health, 
private health sector, non-governmental organizations, 
health researchers and AMARI delegates attended the event 
which saw topical health issues being put onto the table for 
discussion. This included, the need to effectively sell mental 
health inorder to attract full support from African 
governments, the need for enactment of serious mental 
health policy and the need to incentivise the mental health 
profession to attract more mental health workers. Prospects 
of fruitful synergies between policy makers, the private 
health sector and scientific community aimed at supporting 
mental health were also created by the roundtable. A 
number of presentations that generated productive 
discussions were also presented by some of the attendees, 
summaries of some of the presentations will be featured 
below. 

PRIME is a Research Programme Consortium (RPC) led by the 
Centre for Public Mental Health at the University of Cape 



Successes
Ÿ Community detection 

(Ethiopia, Nepal)
Ÿ Reduced treatment gap 
Ÿ Improved functioning
Ÿ Psychosis: reduced 

restraint, discrimination, 
symptom severity, co-
morbid alcohol

Challenges
Ÿ Detection of depression
Ÿ Drop out from care
Ÿ Staff turnover
Ÿ Medication affordability 

and supply
Ÿ HMIS
Ÿ Sustainability: need for 

ongoing supervision and QI

Key Learning 

By Directorate of Human Resource Management and
Development.

TRAINING AND MoH PRIORITIES
Ÿ The Ministry recognises that the prime resource critical 

to its success is its Human Resource.
Ÿ Priority shall be given to fields where qualified personnel 

is currently scarce.
Ÿ To this end Government has prioritized training of health 

professionals to create a pool from which it can employ.
Ÿ Training is considered the only sustainable means to keep 

a constant supply of HRH on the labour market.

AVAILABLE TRAINING PROGRAMS IN MALAWI
Ÿ Diploma in Psychiatric Nursing (MCHS Zomba). 

Enrolment of 10 per year
Ÿ BSc in Psychiatric Nursing (SJOG). Enrolment of 10 every 

two years.
Ÿ Bsc in Psychiatric Nursing (Generic) KCN
Ÿ Masters in Psychiatric Nursing (KCN)
Ÿ BSc in Clinical Medicine (Mental Health) SJOG has an 

enrolment of 10 every two years.
Ÿ Certificate in pyschosocial counselling at SJOG
Ÿ MMEd in Psychiatry at CoM so far three specialists have 

graduated.

LOOKING AHEAD
Ÿ The Ministry's goal is to train, absorb and retain 100% of 

trained mental health workers Ceteris Paribus.
Ÿ Priority shall be given to areas where mental health 

workers are critically scarce like Psychologists, 
Psychotherapists, Occupational Therapists, Speech 
therapists etc.

Human Resource Development for Mental Health 

Mental Health financing and costs in Malawi

•  HSSP II Goal: To move towards Universal Health Coverage 
(UHC) of quality, equitable and affordable health care 
with the aim of improving health status, financial risk 
protection and client satisfaction

•  Health financing Objective: Increase health sector 
financial resources and improve efficiency in resource 
allocation and utilization

•  Priority strategies:
•  Raise additional resources from existing funding sources
•  Introduce domestic financing mechanisms for health 

such as a Health Fund
•  Design options for pooling health financial resources and 

implement sustainable and risk-based financing 
schemes

•  Strategic Purchasing for EHP Provision
•  Improving efficiency in resource allocation and 

utilization

Mental Health
•  Mental Health is increasingly contributing to the burden 

of disease in Malawi.
•  Mental disorders account for a significant and growing 

proportion of Malawi
•  Estimated 3.8 million people are in need of mental 

services in Malawi
•  Malawi on average only spends about $39.2 per capita 

on health
•  This has significant implications in terms of how to 

prioritise the expenditure on various diseases/ 
conditions

CURRENT MALAWI HEALTH FINANCING SYSTEM
Ÿ Tax financed system, free at the point delivery
Ÿ External partners either fund Govt directly or otherwise 

and so do private households
Ÿ MoH purchases services from tertiary facilities
Ÿ NLGFC purchases health care from District Councils
Ÿ The purchasing function is currently weak because MoH 

and NLGFC mostly act as conduits of certain elements of 
the budget for the lower institutions

CURRENT MALAWI HEALTH FINANCING SYSTEM (2)
Over 60% of the resources in the health sector is estimated 
to come from external sources.
Comparison of health care financing across SADC countries
- Malawi health spending was the lowest in the SADC 
region: it invested only $39.2 per capita, whereas the SADC 
region average per capita spending was $228.8 in 2015

...........................................................................................

...........................................................................................
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By Department of Planning & Policy, MoHP Strategic 
framework
•  Health care delivery guided by Health Sector Strategic 

Plan (HSSP II) (2017-2022)
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Ÿ

Programmatic Sub - Function 2012/13 2013/14 2014/15 2015/16 2016/17
Acute Psychotic 
Disorders/Schizophrenia 12,162 12,162 17,562 
Cross-Cutting Mental Health 
Activities 1,104,008 848,452 945,536 1,025,655 1,658,021 

Epilepsy 153 153 153 

Mood/Anxiety Disorders 508 558 614 

Grand Total 1,116,830 861,325 963,865 1,025,655 1,658,021 

Mental health care financing in Malawi (USD)

Mental Health Financing
Ÿ On estimate, Mental health constitute 46% of the NCDs 

&
Mental total resources (9% of $39.2 per capita)
Ÿ Roughly $1.6 per capita is spend on mental health 

against
the estimated needs of $15.5 per capita

Implications of on method of Financing on Mental Health
services
ŸThe fact that donors manager 53% of NCDs & mental 
health
resources means that risk pooling is very fragmented, 
there is
no redistributive mechanism that ensures that everyone 
can
access services they need.
ŸThe greater share of resources managed by non-state 
actors
means there is little alignment of health funding to 
national
health priorities or areas where there is greater need.
ŸGovernment is second largest manager (32%): Tax-funded
systems provide universal coverage in theory. However, the
quality and distribution of publicly financed health care 
services make access difficult in practice, particularly for 
rural poor communities.
ŸGeneral recommendation is that as a country we should 
move towards predominantly public health funding if 
resources are to cover equitably everyone in order to 
achieve UHC goals

Conclusion
ŸInsufficient and unpredictable resources, largely due to
reliance on external funding
ŸLimited resources
Ÿ low investment in health ($39.2/capita), As result 

Mental Health is not given priority it deserves
Ÿ 60% is contributed by donors
Ÿ Inequitable and inefficient resource allocation
Ÿ Limited coordination of implementers including donors
Scanty cost-effectiveness, burden of disease data

Research topics
Perinatal/women 16

Alcohol/Substance misuse 10

Child/Adolescent 9

Primary Health care/Pathways 7

Staff/Carer wellbeing 6

HIV 6

Violence 5

Tool development/validation 5

Education/Research 4

Attitudes/stigma 2

Psychosis 2

ECT 2

Traditional healers 1

Older age 1

Suicide 1

Human Rights 1

Migration 1

Forensic 1

Research Publications in Malawi 
By Dr Robert Stewart, University of Malawi
Ÿ Pubmedsearch
Ÿ Malawi AND (mental OR depression OR psychosis OR 

substance OR schizophrenia OR alcohol OR dementia OR 
psychological OR anxiety)

Ÿ 1989-2018
Ÿ Studies in which mental health was primary or significant 

focus (subjective)
Ÿ Omitted child education/intellectual development
Ÿ 67 papers identified
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Prof Ricardo Araya presenting at AMARI 2018 ASM 

Mental Health in Low and Middle income countries: 
Progress, Challenges and Opportunities 

Professor Ricardo Araya: Centre for Global Mental Health,
King's College London, United Kingdom 

Progress
1.  Estimates of the magnitude of the problem, the 

treatment gap, and the social and economic impact
2.  Gradually building up evidence-base to show the cost-

effectiveness of interventions
3.  More research funding
4.  Greater awareness
5.  Implementation at larger scale beginning to take place
6.  Still the 'poor relatives' in the family though!

The treatment gap: inequalities
•  1-2 out of 10 people with a mental health problem get 

treatment in LMIC
•  5/6 out of 10 persons with a mental health problem get 

treatment in a high-income country

Mental Health research receives 22x less funding than cancer 

•  Since 2011, new investments estimated at US$79.3 
million have been made by three funders of mental-
health research in LMIC (Grand Challenges Canada, the 
UK Department for International Development and the 
US National Institute of Mental Health).

•  Other funders add another US$56 million (Wellcome 
Trust, MRC, European Union)

Sustainable Development Goals (SDGs)
Health and Wellbeing Goal (3) 
Ÿ 'By 2030, reduce by one third premature mortality from 

non-communicable diseases through prevention and 
treatment and promote mental health and well-being' 
(target 3.4)

Ÿ 'Strengthen the prevention and treatment of substance 
abuse and harmful use of alcohol' (target 3.5)

THE FRIENDSHIP BENCH: ZIMBABWE
•  Over 10 000 received mental health care in 3 pilot clinics
•  Cluster RCT demonstrated the effectiveness
•  Scale up to 60 clinics endorsed by City Health 

Department with external support.

Challenges 
•  Resources
•  Stigma
•  Expanding the evidence-base
•  Neglected sub-groups: children, elderly, and others
•  Culturally appropriate and locally acceptable solutions
•  Primary care networks still weak in many countries
•  Integration of mental health into general health care still 

a long way to go
•  Treatment gap resilient to change
•  Huge in-country inequalities in access to quality mental 

health care
•  Even evidence-based interventions are not scaled up

Hard Facts 
•  India produces about 100 new psychiatrists per year, but 

half of them immediately leave to work overseas
•  For India to achieve equivalent rates of psychiatrists as 

the UK, at current training and retention rates, will need 
2000 years

•  There are more Nigerian psychiatrists in New York than in 
Nigeria

Shortages of health-care professionals have been shown to be 
the main limiting factor in delivering mental health care in most 
low- and middle-income countries. 

Task Shifting 
•  Specific tasks are moved, where and when appropriate, 

from highly qualified health workers to health workers 
with shorter training and fewer qualifications in order to 
make more efficient use of the available human 
resources

•  Appropriate training, support, and supervision are put in 
place

Potential Problems 
• CHWs overloaded with other duties
• CHWs not properly rewarded for additional duties
• CHWs not adequately trained, supported or supervised
• Powerful groups opposed
• Poor and unreliable referral systems for more severe cases

Opportunities 
•  Increased funding
•  Increased awareness
•  More evidence
•  Enlarged networks, Technology 
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Defining social determinants
“Social determinants of mental disorders refer to the social
and economic conditions that have a direct influence on the
prevalence and severity of mental disorders in males and
females across the life course.”
This includes:
– Structural social and economic arrangements which 
confer
advantage or disadvantage
– Differential exposure to adverse life events
– Specific conditions of vulnerability and resilience that
these arrangements and exposures produce

Mental health links to SDGs
SDG 3: Good Health and Wellbeing
ŸTarget 3.4. “By 2030, reduce by one third premature 
mortality from non-communicable diseases through 
prevention and treatment and promote mental health and 
well-being”
ŸTarget 3.5. “Strengthen the prevention and treatment of 
substance abuse, including narcotic drug abuse and harmful 
use of alcohol”
…Critical for Universal Health Coverage to include Mental 
Health

The SDG Challenge
ŸHow do we demonstrate the link between attaining
 “upstream” SDGs and mental health benefits?
ŸCan achieving the SDGs lead to improvements in 
population mental health?
Ÿ What might be the mechanisms of such improvements?

Social determinants of mental health in the era of the 
Sustainable Development Goals: 

Towards a research and policy agenda 
By Prof Crick Lund
1. Alan J Flisher Centre for Public Mental Health, Dept of 
Psychiatry and Mental Health, University of Cape Town
2. Centre for Global Mental Health, Institute of Psychiatry, 
Psychology and Neuroscience, King’s College London 

ŸCan we also show that providing mental health care yields 
social and economic benefits?
Ÿ Is mental health both a means and an end of development?

Poverty and Common Mental Disorders in Low and Middle- 
Income Countries
Is there an association between Common Mental Disorders 
and poverty?
ŸMost studies showed statistically significant association* 
between diverse measures of poverty and CMD
ŸPoverty strongly associated with higher rates of CMD across 
age ranges in rural and urban areas
Ÿ Poverty associated with:
– Increased prevalence
– Increased severity
– Longer course and worse outcome

Neighbourhood domain
Ÿ Constellations of area level environmental risk factors: 
neighbourhood level deprivation, access to recreational 
facilities and service availability
ŸRemain even when individual or family level socioeconomic 
deprivation and other exposures are controlled for  
neighbourhood socioeconomic deprivation associated with:
– Psychosis
– Depression
– Common mental disorders in young people
– Worse cognitive function in older adults
 More life stressors, fewer resources to cope

Environmental events domain
Ÿ Definition: “serious disruptions of the functioning of a 
community, which exceed its ability to cope using its own 
resources”
Ÿ  Examples:
– disasters triggered by natural hazards
– industrial disasters
– armed conflict and displacement
– disasters triggered by ecosystem hazards due to climate 
change or increased population

Disasters and hazards:
– PTSD, depression and anxiety
– 3-4 times higher prevalence than general populations
 War and conflict:
– Behavioural and emotional symptoms, sleep problems, 
disturbed play, and psychosomatic symptoms are common 
among exposed children
– Meta-analysis of prevalence of child PTSD in conflict: 47%
 Note: compounded risk factors: female gender, low SES, 
exposure to conflict
Social and cultural domain
Ÿ Examples:
Education, Family and peer relationships, Social capital, 
Social networks  & Cultural identity

Prof Crick Lund giving his presentation 
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Ÿ Low education: increased risk for dementia, common 
mental disorders, chronic stress

Ÿ Social capital and social support: protection against 
common mental disorders

POLICY AGENDA 
Growing global recognition of mental health as a 
development issue
Ÿ World Bank/WHO have committed themselves
(April 2016)
Ÿ  “Mental health is a public good”
Ÿ Return on investment case: $1 invested yields $3-5 return 
(2015-2030)

Research agenda
Ÿ Longitudinal epidemiological studies in LMIC, especially in 
Africa:
– Mechanisms of poverty and mental health over time
– Intergenerational poverty and mental health transmission
– Gender, poverty and mental health
– Linking genetic, biological and socio-economic risk factors
Ÿ  Qualitative studies:
– Local experiences of social adversity and mental health
Ÿ  Intervention studies:
– RCTs targeting proximal mechanisms:
Cash transfers combined with  Psychological interventions
 Violence prevention
– RCTs targeting distal mechanisms:
 Environment
 Economic policies that reduce inequality
 Migration
…linking cognitive neuroscience and behavioural economics
 “Piggy back” opportunities:
– Include mental health outcomes in poverty alleviation and 
violence prevention trials (JPaL)
– Include economic outcomes in mental health trials
 New initiative: EconIPV-MH (2017-2018)
– Systematic reviews of the economic and IPV impact of 
mental health trials
– Working with mental health trials in the field to include 
economic and IPV outcome measures

Conclusion
Ÿ Social and economic factors are powerful determinants of 
population mental health
 Further research is required:
Ÿ To identify pathways by which 'upstream' SDG aligned 
interventions influence mental health
Ÿ To evaluate interventions that address both social 
causation and social drift
Ÿ For policy makers: There is sufficient evidence to invest and 
scale up broad-based multi-sectoral interventions that 
address the causes and consequences of mental illness

Background
Ÿ Untreated common mental disorders impact negatively 

on chronic communicable and non-communicable 
disease outcomes. 

Ÿ The W.H.O. and others have recommended integrating 
mental health counselling into chronic disease care as a 
way of reducing the mental health treatment gap.

Ÿ Counselling can be task-shifted to CHWs but we do not 
know whether it is feasible for current CHWs to deliver 
this counselling or whether new cadres of dedicated 
CHWs are required. 

Aims
1. To explore how chronic disease services are structured, 
capacity and barriers to delivering mental health 
interventions in order to develop integrated service delivery 
models that are feasible to implement and acceptable to 
providers and patients.
2. To compare the effectiveness of two CHW-driven 
approaches to integrated care relative to treatment as usual 
(TAU), with depression and risky alcohol use as primary 
outcomes and HIV1 RNA viral load and HbA1c as secondary 
outcomes.
3. To determine the relative cost-effectiveness of these two 
integrated 
care models relative to TAU.

Mental health counselling needs of chronic disease 
patients

ŸDifficulties in accepting diagnosis in context of many other 
life challenges

Integrating mental health counselling into chronic 
disease care: Lessons learned from project MIND

ASM KEY PRESENTATIONS 
Presentation 3
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University of Cape Town

Prof Bronwyn giving her presentation



ŸDifficulties in coping (alcohol, depression, anger)
ŸAdherence concerns 
ŸSocial isolation and lack of support
ŸFatalism

Possible targets for counselling
ŸMotivation for change and treatment
ŸCoping and problem-solving skills
ŸManaging intrusive thoughts/excessive rumination
ŸAcceptance of chronic disease
ŸHelping person access positive social support

“Thinking too much. You see as a person that always has 
problems, always experiencing challenges ... you are 
constantly thinking.”
“Most of us when we drink alcohol we tell ourselves that 
we are doing it to reduce stress because we are living 
with HIV … we tell ourselves that it's better to drink 
alcohol once to better the situation because I'm sick and 
am going to die anyway. 

Counselling programme
Ÿ 3 sessions of MI-PST counselling and booster session
Ÿ Build motivation for behaviour change/readiness for 

counselling
Ÿ Teach PST approach:
–How to solve problems that can be changed
–Deal with intrusive thoughts
–Accept and cope with problems that cannot be changed

Counselling delivery agents
Patient Preferences
Ÿ Not doctors or nurses: lack of person centred care; no 
time 
Ÿ Facility-based counsellors who are:
1. Ethical
2. Competent
3. Have time
4. Respectful
5. Passionate; not “just here to get money”    
Ÿ Insiders (designated) versus outsiders (dedicated)

Chronic disease providers' views 
ŸMixed opinions about who should deliver counselling 
ŸDevolved responsibility downwards 
ŸFacility based counsellors: 
Variability in interest in providing mental health 
counselling 
ŸThose that were interested saw counselling as a “calling”

Feasibility and acceptability of using dedicated vs. 
designated counsellors
Feasible but lacked experience: 
“Different from the counselling we did on a day to day 
basis”.  

Valued opportunity to work more effectively with their 
patients and “to develop their skills”:  

Acceptability due to perceived benefits:
“I saw that each session is making a difference to other 
people. People are coming again to finish their sessions … 
it's making a difference to people” 
“When I am busy with another patient, then I bring in 
problem solving.”
“Previously in my life I used to worry a lot ... when I was 
doing the intervention I realised that there are things we 
worry about that are not important. …so it seems like I am 
helping someone else, and I am helping myself.”

Support needed to navigate barriers: 
Lacked counselling space and counselling interruptions. 
Competing priorities and limited time. Designated CHWs 
felt they were “doing three jobs” 

Adapted training and supervision protocols Training
Ÿ 40 hours of initial training
Ÿ Role play and rehearsal
Ÿ Refresher and booster training
Ÿ Proficiency testing

Supervision and support
Ÿ Fidelity checks
Ÿ Face to face and virtual supervision and debriefing
Monitoring amount of training and supervision received 
via logs

Readiness workshops
Ÿ Purpose: Pave the way for good implementation
Ÿ Willingness and interest of health facility staff
Ÿ Each facility has worked out the best way to facilitate
–Initial screening of patients
–Drawing of blood samples
–Provision of private space for assessments and counselling

Ongoing Cluster Randomized Trial
Ÿ 24 facilities randomized to one of three conditions
Ÿ To be eligible:  >=18, on ART or diabetes medication, Screen 
at risk for depression or problem alcohol use, not 
participating in research study and not receiving mental 
health treatment. 

Lessons learnt
Ÿ Lack of space is a major concern-efforts to “decant” 
facilities; flexibility is required
Ÿ Facility manager are key stakeholders: cultivate 
relationships and ensure good communication.
Ÿ For acceptability and uptake-consider system, provider and 
patient perspectives in planning.
Ÿ Stigma remains a concern-impacts on disclosure

ASM KEY PRESENTATIONS 
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Cross Cultural Neuropsychology
Dr Hetta Gouse, University of Cape Town 
Neuropsychology
Ÿ Neuropsychology (NP): The relationship between brain 

and behaviour.
Ÿ NP assessment: Evaluates how ones brain functions.
Ÿ The purpose of standardizing NP testing: Performance 

within expectations for people with this background or 
acquired brain disorder? (Hestad, 2016).

Ÿ Human variety within and across cultures that should be 
recognized and accepted in our interpretations (Cole, 
2013).

Ÿ  Basic cognitive processes and characteristics - language, 
attention, memory, spatial skills and executive function - 
are common to all human beings.

Ÿ The manner in which these are expressed in different 
cultures may vary.

Ÿ E.g. Language: colour names (Yup'ik, isiXhosa).

Increasing cross-cultural validity of tests may require both
ŸAdapting available instruments so that they attain a similar 
meaning in a different cultural context.
ŸDeveloping tests for a culture that have meaning and 
validity with respect to a particular cognitive function.

Reinvent the wheel? No, get norms.
Ÿ Even though people with different backgrounds may 
perform differently on NP tests, the validity of the tests (e.g., 
for detecting effects of brain disorders on cognition) may 
remain adequate as long as population appropriate norms 
are used (Heaton et al., 2008).
Ÿ Establishing norms across different cultures and social 
classes is difficult and complex.
Ÿ  Account for age, education/literacy levels, sex.
Ÿ  Ensure test translation is done correctly:
Appropriate language
 Correct rather than direct translation (don't Google 
Translate it)

Examiner and SSA
Ÿ Training in cross-cultural neuropsychology – clinicians and 
technicians.
Ÿ  Good knowledge of the culture, language/dialects 
imperative.
SSA
Ÿ  Huge need for developing the field of NP.
Ÿ Educate clinicians and patients about neurocognitive 
disorders – AD, HIV, TBI.
Ÿ  In absence of clinicians who can do full batteries screeners 
can be used, but training and supervision is imperative.

Prof Hickling giving his presentation at ASM 

Ÿ Buy a camera and use it! Everyone has a cellphone with 
a camera

Ÿ Psychiatric understanding is incomplete and invalid 
without the consideration of political oppression and 
exploitation 

Ÿ The European conquest of the New World must be 
identified as being driven by a primary DELUSION that 
has shaped contemporary psychological experience

Types of delusion 
Ÿ A primary delusion arises "out of the blue" with no 

morbid antecedents. It is a belief that is not preceded 
by any other ideas or events.

Ÿ A secondary delusion arises in response to a primary 
delusion

The Primary delusion 
Ÿ Idiosyncratic beliefs 
Ÿ Fixed false beliefs 
Ÿ Impervious to rational argument 

The legacy of 400 years of African slave labour for 
European Plantations in the West Indies has had significant 
epigenetic consequences on the mental health of 
Caribbean people

The (secondary) delusions of slavery 
Ÿ White supremacy
Ÿ Three-fifths humanity of black people 
Ÿ Ownership by divine right 
Ÿ Absolute sexual and vocational exploitation 
Ÿ Become a student/ practitioner of your history 
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Summary
Ÿ  Recognize and account for the role of culture in NP testing.
Ÿ  Build capacity for NP in Sub-Saharan Africa.
Ÿ  Countries need to work together rather than in silos.

Preparing AMARI fellows for the world
Frederick W. Hickling CD, DM, FRCPsych (UK), FRSM, DLFAPA
Professor Emeritus of Psychiatry
Executive Director, Caribbean Institute of Mental Health 
and Substance Abuse (CARIMENSA)
University of the West Indies, Mona, Kingston 7
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Ÿ Be prepared 
Clinical interviewing, note taking and data management are 
the keys to efficient clinical management and spectacular 
research

Efficient interviews and case note taking are the prelude to:
Ÿ Efficient and reliable diagnosis
Ÿ Clear psychodynamic formulations
Ÿ Powerful psychodynamic insights
Ÿ Efficient treatment planning and pharmacology
Ÿ New hypotheses for new research directions
Ÿ Robust data for qualitative and quantitative research
Ÿ Reliable data for forensic assessment and evaluation

Population prevalence of personality disorder in Jamaica 
ŸTwo-fifths (41.4%) of the Jamaican population eligible for a 
diagnosis of personality disorder.
ŸWhite mentally ill immigrants to Jamaica have much lower 
rate of schizophrenia compared with controls
ŸPolitical/economic social systems in black post-colonial 
countries like Jamaica protect white migrants for the 
development of schizophrenia.
ŸDisturbed racial identification: a significant cause of high 
rates of schizophrenia in African Caribbean's in Europe
ŸIncidence of schizophrenia in Jamaica, 2.09 per 10,000, a 
rate slightly lower than that of Whites in the UK, and 6-10x 

Amari 2018 Asm 
in pictures 

lower than that of Caribbean immigrants in UK & Europe
Ÿ leaders must lead 
Ÿ Keep up-to date with the literature
Ÿ Write 350 words every day – make it a habit
Ÿ Keep up with technology 
Ÿ Keep up with the news of the day 
Ÿ Publish 3 -4 papers a year
Ÿ Work with teams on many projects 
Ÿ Start new project 

Starting new under a tree 
1. Realising the vision 
2. Articulating the vision 
3. Assessing the resources
4. Selecting the cultural leaders
5. Mobilizing the cultural leaders
6. Articulating the plan
7.  Implementing the plan
8. Activating the Multiplier effect
9. Demonstrating success
10. Building on successes

Be creative: Cultural creativity and performance is the final 
stage, creativity takes courage. 

......................................................................................................................................................................................
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Closing Ceremony

Cultural dances 
Delegates entertained by Malawi 



 

AMARI Consortium 

@consortiumamari

AMARI Consortium 

www.amari-africa.org

Visit US:

UZ College of Health Sciences
Psychiatry Department

Parirenyatwa Group of Hospitals
Avondale, Harare 

Zimbabwe  
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AMARI Institutions 

AMARI Partner Institutions 
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