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This article is based on a paper presented at the National

Mental Health Summit convened by the Department of

Health, Republic of South Africa from 12-13 April 2012. 

Introduction

The recent National Summit on Mental Health included
discussion of research priorities for South Africa. This in itself
arguably represents a victory for those interested in promoting
psychiatry and related research. Nevertheless, given a range
of different priorities in psychiatry and mental health, and
limited resources particularly in low and middle income
countries (LAMICs), the case for research must continue to be
made. In this paper some of the literature relevant to this
discussion is covered, one particularly important debate is
emphasized, a fallacy about research and the mutual
interdependence of good clinical practice and good academic
scholarship is described, and some conclusions that most
summit delegates participating in the discussion on national
research priorities agreed with are provided.

Research in low and middle income countries

A range of previous publications have addressed the nature of
past and on-going psychiatry and mental health research in
LAMICs including South Africa, and put forward proposals
regarding future work.1-6 This section is not intended to provide a
systematic or exhaustive review of this body of work, but rather to
emphasize a number of key themes that emerge from the
existing literature on research activities and priorities in LAMICs,
and that are relevant for considering psychiatry and mental
health research priorities in the South African context.
The existing literature demonstrates a clear research gap,

analogous to the so-called treatment gap in LAMICs. The
literature on the treatment gap emphasizes that large numbers of
people with psychiatric disorders, particular in LAMICs, do not
receive adequate interventions.7-8Work on the research gap, or
the difference between the information needed to plan services
and that which is available3,indicates that 10% or less of global
research resources are spent on diseases that affect more than
90% of the population (the so called 10/90 gap)9, with clear under
resourcing of psychiatric and mental health research in LAMICs.10

It is also notable that psychiatric and mental health research
from LAMIC countries is less likely to be published in high
impact psychiatric journals than work from high income
countries, with the so-called dissemination gap being in the order
of 5/95.11-12 Furthermore, a systematic review found that general
medical journals from LAMIC countries were less likely to
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publish articles on psychiatric disorder than were those from
high income countries.13 Scientific journals therefore have an
important role to play in encouraging publication of psychiatric
and mental health research in general14 and research in LAMIC
countries in particular.15-16

Despite the research and dissemination gap, there are
important opportunities for innovative and relevant psychiatric
and mental health research in LAMICs, such as South Africa5,17-20,
and such research is indeed occurring. In South Africa, there is
evidence of an increase in research on psychiatry and mental
health relative to other scientific fields in recent years.21-22

Nevertheless, selected priority areas as defined by the South
African Medical Research Council are not always addressed.23 In
the past relatively few publications have involved collaborative
research groups and many authors have contributed only one
paper24, and the future trajectory of research is unclear.21 A recent
review noted a particular paucity of intervention and economic
evaluation studies locally.25

Another group of papers has focused on systematic
delineation of research priorities in LAMICs. Tomlinson and
colleagues polled members of the Lancet Mental Health Group
and found that the research questions that scored highest were
related to health policy and systems research, where and how to
deliver existing cost-effective interventions in a low-resource
context, and epidemiological research on child and adolescent
psychiatric disorders and substance use disorders.26 Sharan and
colleagues polled researchers and stakeholders in a wide range
of countries and found that epidemiology, health systems and
social science ranked highest for type of research,
depression/anxiety, substance use disorders and psychoses
ranked highest for type of disorder, and children and adolescents
and women ranked highest for type of population thought to
deserve prioritization.27 Key criteria for prioritizing research
were burden of disease, social justice, and funding availability.27

Khandelwal and colleagues employed a multi-region consultation
process, and identified four areas of research priorities;
awareness and advocacy, enhancement of research capacity,
training for service delivery, and development of evidence based
policy.28

Collins and colleagues used a Delphi panel to identify 25
grand challenges in research that would make an impact on the
lives of people living with mental, neurological and substance use
(MNS) disorders. These ranged from preclinical questions in
etiology (e.g., identifying root causes, risk and protective factors),
through preventive and treatment interventions (e.g., advancing
prevention, improving treatments), and on to implementation and
policy questions (e.g., raising awareness, transforming systems).6

Broad themes captured by the challenges included the need for
research using a life-course approach, recognition that the
suffering caused by MNS disorders extends beyond the patient to
families and communities, the point that interventions should be
evidence-based, and important relationships between the
environment and MNS disorders.6

A further set of papers has argued for the importance of
health research as a developmental tool, the argument that there
is “no health without research”.29 A related and important strand
of psychiatry and mental health research has emphasized the
bidirectional links between MNS disorders and poverty.30

Certainly, the emergent finding that MNS disorders contribute a
significant portion of the burden of disease in LAMICs and in high
income countries has been important for motivating for

increased research funding in this area.31Work demonstrating
that it is cheaper to provide mental health services than not to
remains key in arguing for further research on best clinical
practice.32-33

One Key debate

It is arguable as to whether the determination that research should
focus on children and adolescents, as well as women27, is
sufficiently narrow to be of use to those involved in resource
allocation. On the other hand, overly narrow recommendations run
the risk of negatively affecting some areas of psychiatric and
mental health research that may be considered important from
some perspectives. In this regard, a key debate concerns the
extent to which health research in LAMICs should focus on basic
versus implementation science, and/or on clinical versus systems
research.34

On the one hand, given the relative lack of financial and human
resources for psychiatric and mental health research in LAMICs,
and the availability of a range of efficacious interventions for MNS
disorders, it may be argued that research in these contexts should
focus primarily on identifying barriers to implementation of
existing knowledge, and on systems wide interventions to optimize
such implementation. Certainly there is some evidence of
structural and attitudinal barriers to psychiatric care in LAMICs
such as South Africa35-36, as well as data that shed light on how to
optimize implementation and scaling-up of evidence-based
medical and psychiatric care in such settings37-43, and both
literatures deserve further development.
On the other hand, it is also important to acknowledge the

limitations in our current knowledge base, and the need for more
fundamental research. There is a lack of knowledge not only of the
basic neuroscientific and behavioural mechanisms which underpin
MNS disorders44, but also surprisingly few studies on effective
system-wide implementation strategies for improving general
health39 or mental health in LAMICs. Further, a view that LAMICs
should be consumers and implementers of research findings
generated by high income countries is clearly not acceptable;
local research is needed for local solutions and local
development.19,29,45 Such work in LAMICs may ultimately also have
important implications for high income countries.5,46-47 Finally, a
view that a non-porous boundary can be drawn between service
provision and intervention is questionable, as will be discussed in
the next section.

The research fallacy

It is tempting to draw a line in the sand, so to speak, between
clinical services and research processes. In this view, clinicians
deliver services for those suffering from psychiatric disorders,
while researchers focus on discovering such things as the
underlying causes and optimal treatments of these conditions. For
several reasons, however, placing clinical and research
contributions in diametric opposition is problematic; such a view
might be termed the “research fallacy”.
Given that randomized controlled trials (RCTs), the gold

standard of interventional research, have been undertaken in
only limited areas, clinicians are often embarking on a process of
trial and error, a clinical experiment with an n of 1. Conversely,
direct clinical experience provides some of the most important
mechanistic insights into the causes and treatments of disorders;
the patient with a particular hyperfunction of hypofunction of an
endocrine pathway, for example, may provide key knowledge of
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the role that a particular molecule plays in normal function, as
well as providing crucial targets for future interventions aimed at
reversing the relevant abnormality. Conceptually, then, the
boundary between clinical work and the research process is not
as distinctive as might be assumed.
The apparent distinction between clinical services and

research processes is reinforced by the ethics committee or
institutional review board, which insists that investigators (but not
everyday clinicians) should submit research protocols, and that
research subjects (but not routine patients) sign informed
consent. While the regulation of clinical research and the
protection of human research subjects are clearly legitimate
aims, such distinctions arguably also lead to a crucial under
emphasis of the extent to which standard clinical services also
entail a process of experimentation.48While some conceptualize
participation in clinical research as “experimental”, or
alternatively as a way to access high quality clinicians and
treatment, current evidence indicates that outcomes of patients
who participate in RCTs is comparable to that of similar patients
receiving similar treatments outside of RCTs.49

Notably, processes such as clinical audits emphasize the
fuzziness of the line between services and research. Clinical
audit is partly a quality improvement intervention which provides
clinicians with a means of impacting positively on treatment
outcomes.50 On the other hand, clinical audit can be
conceptualized as essentially a retrospective investigation of the
effects of treatment. Indeed from an ethics committee or
institutional review board perspective, protocols for such work
ought to be formally submitted for assessment. The use of
structured diagnostic instruments, standardized symptom
severity scales, and computerized information systems similarly
can be viewed either as enhancing routine practice, or making
such care sufficiently rigorous that it can be considered as in
effect comprising clinical research.
Evidence-based medicine is often criticized for relying

overly on a narrow research base. However, such criticism
entails a deep misunderstanding of the nature of evidence-
based medicine. Evidence-based medicine in fact relies not only
on the existing research base, but also on clinical expertise and
patient values.51 Thus, the practice of evidence-based medicine
effectively underlines the fuzzy line between good practice and
good scholarship, and their mutual interdependence. Along
these lines, it may well be argued that just as there is an ethical
imperative to scale up services in LAMICs52, so there is a moral
obligation to undertake research on key clinical issues.53

Proposals for the future

Delegates to the national summit on mental health discussed
these kinds of conceptual issues. There was no formal priority-
setting process, a potentially crucial limitation.54 At the same
time, a large number of stakeholders attended the summit and
gave inputs from previously held provincial summits, and the
majority of those participating in the research session agreed to
a number of proposals that are consistent with a wide range of
existing literature on psychiatric and mental health research
priorities in LAMICs:
1. South Africa needs a broad range of psychiatric and mental
health research, spanning the range from basic neuroscience
and behavioural science through to clinical research and on
to public health research. Currently there are major
opportunities for advancing basic and clinical

neuroscience6,19, and it is important for developing countries
to also have expertise in this area. Good clinical practice and
clinical research are intimately intertwined, and this
intersection should be encouraged, in the full range of mental
health professionals and consumer organizations.55-56 Regular
epidemiological surveys of the prevalence of MNS disorders
are important given the public health importance of these
conditions57, and research on stigma and mental health
literacy is key.58-59

2. It is particularly important to develop clinical and health
system interventions that are suitable for a resource limited
context.60-61,42 These may well include culturally appropriate
task-shifting or task-sharing and stepped care interventions. It
is appropriate to focus on areas where intervention is likely to
have maximal benefit in terms of effectiveness, cost-efficiency,
and potential for being scaled up; for example, integrated
primary care or community worker interventions that reduce
depression or substance consumption pre- and post-
partum62-63, that maximize adherence to effective treatments
for chronic conditions including HIV/AIDS64-66, or that promote
stigma reduction and mental health literacy in other high risk
groups.58-59,67

3. In moving forward, both research “relevance” and
“excellence” should be encouraged.68 There is “no health
without mental health”69, and it is crucially important that in
research funding globally there is parity of resources for
research on psychiatry and mental health, matching the
growing contribution of psychiatric disorders to the global
burden of disease.70 Similarly, there is a need for improved
capacity development, developing career paths, and
institutional support for basic scientists and clinician-
scientists, including those working in sub-specialties.71-72

Structures need to be established and developed for
optimizing research governance, collaboration between
researchers, policy-makers and other stakeholders, and an
emphasis on social justice and human rights in order to effect
goals.73-74 Notably, a research perspective emphasizes the
importance of evidence-based clinical practice51, and of
evidence-based policy making in both general medicine, and
in psychiatry and mental health.75

Conclusion

The national mental health summit was important in many ways,
not the least being the opportunity it created for discussing
research priorities in psychiatry and mental health in South Africa.
Indeed, arguably there is no greater single priority in psychiatry
and mental health research locally, than for research to be a key
part of the on-going discussion on how to improve current and
future clinical services, and for both health interventions and
policies to be evidence-based. While in resource-constrained
settings there is understandably strong interest in implementation
science and health systems, it is also important to emphasize how
fundamental research and clinical interventions may contribute to
local solutions and local development. All too often research is
viewed as something separate from practice, perhaps to be
undertaken by a privileged few in their ivory towers. In this article
the argument has been made that such a perspective constitutes a
“research fallacy” and that research should be part and parcel of
the clinical coalface. There is a need for a broad-based research
agenda that ranges from basic science, through clinical
investigations, and on to public health research. It is particularly
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important to develop clinical and health system interventions that
are suitable for a resource limited context. Successful
implementation of such an agenda will require appropriate
governance and resourcing.
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