
Health research contributes to the advancement of science,
provision of solutions for health problems and to growth,
development, equity, global security and the fight against
poverty.1,2 Yet, health research,3–6 including mental health
research,7–11 is beset with a mismatch between needs and invest-
ment (known as the 10/90 gap). In addition, it has been noted that
low- and middle-income (LAMI) countries often do not address
population need-based priorities.12,13 This serious gap has an
adverse impact on the process of scaling up of services and
programmes for mental health.2,14

Over the past two decades, explicit methods for priority
setting are gradually replacing previous models that were driven
by a mix of implicit as well as explicit criteria that included poten-
tial for publication in high-impact journals, financial or political
interests of donors, biases of members of policy-making panels,
and media exposure.15,16 Two types of explicit methods for
priority setting – based on indicators of needs (e.g. burden) and
values (opinion of experts/stakeholders) – have been detailed.16,17

However, composite indicators of need have gained prominence in
research-priority setting because these measures (e.g. disability-
adjusted life-years) lend themselves to comparisons across a broad
range of diseases and economic analyses of interventions.18

Although such indicators are useful for rational resource allocation,
involvement of a wide range of stakeholders is considered essential

for ensuring legitimacy, transparency and fairness of priority
decisions in health research investments.19,20 Participation by a
broad spectrum of stakeholders helps to identify research needs,
technical and financial capabilities, information gaps and
extraneous political pressures, buttress the values and ethics of
the society, and fosters ownership of the process and output of
priority setting initiatives. Importantly, it facilitates shared
responsibility and accountability in the implementation of the
research agenda.19,21,22

Of late, a number of LAMI countries have conducted priority-
setting exercises in health, health systems and health policy that
have successfully involved stakeholders.22 However, these have
mostly involved single countries and have excluded priorities in
mental health research. To fill this void in evidence, this study
was designed to address the global and regional LAMI countries’
priorities in mental health research.

Method

The questions included in this report were part of a larger study –
Mental Health: Mapping of Research Capacity in Low- and
Middle-Income Countries – that aimed to develop regional maps
of mental health researchers and detail their agenda and the
infrastructure (e.g. institutional, funding, policy) that supports
them.23 Our study is based on the section on priorities for mental
health research.
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Background
Studies suggest a paucity of and lack of prioritisation in
mental health research from low- and middle-income (LAMI)
countries.

Aims
To investigate research priorities in mental health among
researchers and other stakeholders in LAMI countries.

Method
We used a two-stage design that included identification,
through literature searches and snowball technique, of
researchers and stakeholders in 114 countries of Africa, Asia,
Latin America and the Caribbean; and a mail survey on
priorities in research.

Results
The study identified broad agreement between researchers
and stakeholders and across regions regarding research
priorities. Epidemiology (burden and risk factors), health
systems and social science ranked highest for type of
research. Depression/anxiety, substance use disorders and
psychoses; and children and adolescents, women, and
people exposed to violence/trauma were prioritised among
the disorders and population groups respectively. Important

criteria for prioritising research were burden of disease,
social justice, and availability of funds. Stakeholder groups
differed in the importance they gave to the personal interest
of researchers as a criterion for prioritising research.
Researchers’ and stakeholders’ priorities were consistent
with burden of disease estimates, however suicide was
underprioritised compared with its burden. Researchers’ and
stakeholders’ priorities were also largely congruent with the
researchers’ projects.

Conclusions
The results of this first ever conducted survey of researchers
and stakeholders regarding research priorities in mental
health suggest that it should be possible to develop
consensus at regional and international levels regarding the
research agenda that is necessary to support health system
objectives in LAMI countries.
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The Global Forum for Health Research (Global Forum) issued
a ‘Request for Proposals’ that was distributed widely using
electronic and postal methods to universities, research institutions
and individuals in the LAMI countries of Africa, Asia, and Latin
America and the Caribbean (henceforth termed the Americas).
The LAMI countries of Europe and the Middle East were not
included. Of 18 distinct proposals (2 from each region), 6 were
selected based on their scope and the capabilities of the teams.
With the coordination and support from the Global Forum and
the World Health Organization (WHO), all project leaders met
to agree on the common issues to be explored, methods and
procedures, for example databases to be used, documents and
networks to be tapped to identify stakeholders, shared understanding
of terms and definitions. A total of 114 LAMI countries from Africa
(n= 52), the Americas (n= 30) and Asia (n= 32) constituted the
study universe (see Sharan et al for the list of countries).23

Identification and survey of stakeholders

Researchers were identified through an exhaustive search of in-
dexed (Medline and PsycInfo) and non-indexed literature
(regional databases, online journals, other local journals,
unpublished papers, presentations and reports) for a 5-year period
(1999–2003) for mega countries (population 4100 million), and
for a 10-year period (1993–2003) for less populated countries. All
authors, whose addresses were identified in the literature search,
were invited by mail or email to participate in this survey. Other
mental health stakeholders were identified through websites and
reports of organisations, journals, regional databases, grey litera-
ture searches, ministries of health documents and snowball
technique. Stakeholders included: decision makers (legislators
and officers of ministries of health, health insurance agencies,
foundations and research councils); university administrators;
and officers of associations (office bearers of associations of
professionals, non-governmental organisations and associations
of users and carers). Survey respondents’ addresses were obtained
through local directories (e.g. professional organisations),
resources like Google Scholar and correspondence with affiliated
institutions and colleagues.

The survey procedure was as follows: an initial letter was sent
explaining the study rationale, choice in response formats (electronic
or paper based) and confidentiality. One week later, the question-
naire and a pre-addressed return envelope or information about
the website where the questionnaire was available was sent.
Non-respondents were sent up to four reminders (with the
questionnaire) at 2–4 weeks intervals. Answers could be provided
in English, French, Spanish or Portuguese.

The draft questionnaire was developed by a core group (the
Global Forum and WHO professionals in public mental health,
health research priority setting and health economics; with work
experience in LAMI countries) that compiled an initial list of
items within the broad health research system framework.24 Items
on priority were adapted from: an unpublished WHO question-
naire on mental health research (critiqued by 12 public mental
health experts from WHO, LAMI and high-income countries); a
WHO-research policy and cooperation study on health research
in LAMI countries,3 and an Australian study on mental health
research priorities.16 This questionnaire was subsequently critically
reviewed jointly by the regional principal investigators (mental
health professionals from diverse backgrounds with extensive
experience of working in LAMI and high-income countries).

The section on mental health research priorities began with
the question ‘Over the next 5 years, what in your opinion are
the most important mental health research priorities in your
country?’ Respondents were requested to indicate the top three

for each of the following categories of research priorities by
marking multiple choice boxes.

(a) Type of mental health research: epidemiological studies on the
burden of disorders and risk factors; health systems research
(e.g. services evaluation, policy and economic studies); social
science research (e.g. illness beliefs, measurement); clinical
trials; and basic sciences research (e.g. genetics, neuroimaging).

(b) Mental disorders/conditions: depression/anxiety, substance
use disorders, psychoses, disorders with onset in childhood
and adolescence, suicide, dementia, personality issues,
learning disorders, epilepsy, eating disorders, others.

(e) Specific populations: children and adolescents, women, people
exposed to violence/trauma, poor people, elderly people,
disabled people, minorities, refugees, prisoners, others.

(f) Criteria for prioritising: burden of disease in the population,
availability of funds, researchers’ personal interests, policy-
maker request, social justice/equity, others.

Comparison of identified priorities
with external indices

The research priorities of researchers and stakeholders were com-
pared with two external (hard) indices that were available for the
LAMI countries of Africa, Asia and the Americas: projects con-
ducted by responding researchers23 and the burden of neuropsy-
chiatric diseases.25 As a part of the larger study cited above,
each researcher had to tick multiple choice boxes (with the same
response options as in the survey on priorities) regarding the type
of research, its focus on disorders and specific populations, and
motivation(s) for three research projects conducted during the
preceding 5 years (n= 1847 projects).23 A table on estimated total
disability-adjusted life-years by cause and countries (December
2004 estimates) was used to compile the burden of six relevant
neuropsychiatric categories for 111 of the 114 countries: depres-
sion/anxiety (unipolar depressive disorders, post-traumatic stress
disorder, obsessive–compulsive disorder, panic disorder), sub-
stance use disorders (alcohol use disorders, drug use disorders),
suicide (self-inflicted injury), psychosis (schizophrenia), dementia
(Alzheimer and other dementias) and epilepsy.25

The study was approved by the institutional review boards of
the respective teams. No formal ethical approval was required in
the Philippines because the official and formal ethical board was
not in existence during the conduct of the study. Formal ethical
approval was also not required in Nigeria at the time of the study.

Results

Almost a third of the 4633 identified mental health researchers
resided in China, India and Brazil. No mental health researcher
was identified in 31 of the 114 (27.2%) countries and fewer than
six researchers were identified in another 26 countries (22.8%).
The overall response rate was 21.1% (Africa 34.2%, Asia 13.3%,
the Americas 31%); responses were received from researchers
residing in 53 countries (46.5% of 114 countries and 71.9% of
countries with more than five identified researchers). The largest
number of responses was received from Brazil (n= 227) and India
(n= 125). Three-fifths of respondents were male. The average age
of respondents was 45.4 years (s.d. = 9.5). All major disciplines of
mental health (psychiatry 47%, nursing 18.3%, psychology 12.4%,
social sciences 8.6%, neurology and other medical disciplines
12.4%, public health 3.9%) and institutional affiliations (govern-
ment/ministry 56.7%, private sector 30%, universities 22.3%,
research organisations 12.2%, non-government sector 7.3%) were
represented (multiple responses were permitted).
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A total of 3829 stakeholders were identified (decision makers
22%, association officers 49%, university administrators 29%).
The overall response rate for the stakeholder group was 10.1%
(Africa 12.8%, Asia 8.9%, the Americas 12%). Decision makers
from 31 countries (27.2%), university administrators from 24
countries (21.1%) and association officers from 37 countries
(32.5%) responded. No stakeholder was identified in 22 (19.3%)
countries. Stakeholders from the following countries formed more
than 10% of the total pool of respondents in each stakeholder
group: decision makers – Brazil (17.1%) and Peru (10.5%);
university administrators – Brazil (12%) and Colombia (12%);
and association officers – Philippines (18%) and India (17%).

Tables 1–4 show the percentage of the sample of researchers
and stakeholders that rated the top three priority options. In
addition, each table shows the percentage of research projects
(conducted by the responding researchers) that were related to
the same response categories as the subjective priorities.

Comparison between stated priorities of researchers
and stakeholders

At the global level, researchers and stakeholders were consistent in
their ranking of research priorities by type of research. They
considered epidemiological studies of burden and risk factors
the most important type, followed by health systems research,
social science research, clinical trials and basic science research
(Table 1). A two-position (or greater) difference in ranks between
researchers’ and stakeholders’ opinion was observed for 1 of 15
intra-regional (in Africa) and 2 out of 30 inter-regional (both
between stakeholders) comparisons.

The ranking of research priorities in terms of mental disorders
was largely consistent across the researcher and stakeholder groups
globally (Table 2). Depression/anxiety, substance use disorders,
psychosis, and disorders with onset in childhood and adolescence
held the first four positions. A two-position (or greater) difference
in ranks was observed for two conditions at the global level; 7 of
30 intra-regional (3 each in Africa and the Americas, and 1 in
Asia) and 17 of 60 inter-regional comparisons (7 for researchers
and 10 for stakeholders). None of these differences included the
top four ranked conditions. Large intra-regional differences
(three-position or greater) between researchers and stakeholders
were noted for suicide (researchers gave it a higher rank in Africa
and stakeholders gave it a higher rank in the Americas) and
dementia (researchers gave it a higher rank in the Americas;
however, the percentage difference between the groups was small).
Large inter-regional differences were noted for suicide (researchers
in the Americas and stakeholders in Africa gave it a low rank),
dementia (researchers in Africa and stakeholders in the Americas
gave it a low rank), personality issues (stakeholders in Asia gave it
a low rank) and epilepsy (stakeholders in Africa gave it a high rank).

As Table 3 indicates, researcher and stakeholder groups were
again largely consistent in their ranking of research priorities in
terms of specific populations at the global level. Children and
adolescents, women, people exposed to violence/trauma, poor
people and elderly people were considered the top five priorities.
A two-position (or greater) difference in ranks was observed for 6
of 27 intra-regional (1 in Africa; 2 in Asia; and 3 in the Americas)
and 20 of 54 inter-regional comparisons (6 for researchers and 14
for stakeholders). Large intra-regional differences (three-point or
more) in ranks between researchers and stakeholders were noted
for people affected by violence/trauma in Asia (stakeholders gave
it a higher rank). Large inter-regional differences were noted for
people affected by violence/trauma (researchers in Asia gave it a
low rank) and disability (stakeholders in the Americas gave it a
low rank).

Finally, four of the five criteria for prioritising mental health
research were ranked in a similar order by researchers and
stakeholders globally: burden of disease, social justice, availability
of funds and specific requests made by policy makers (Table 4). A
two-position (or greater) difference in ranks was observed for 5 of
15 intra-regional comparisons (2 each in Africa and Asia, and 1 in
the Americas) but none of the 30 inter-regional comparisons.
Researchers and stakeholders differed markedly in the rank
accorded to researchers’ personal interest at the global level
(researchers: second rank; stakeholders: fifth rank) and in each
region.

Comparison with external indices

Research projects conducted by researchers

At the global level, a two-position (or greater) difference in ranks
between researchers’ priorities and research projects, and
stakeholders’ priorities and research projects was observed for 2
of the 10 comparisons for types of research (1 for researchers, 1
for stakeholders); 7 of 20 comparisons for disorders (3 for
researchers, 4 for stakeholders); 10 of 18 comparisons for specific
populations (5 each for researchers and stakeholders); and 1 of 8
comparisons for criteria for prioritising research (1 for stake-
holders) (Tables 1–4). A two-position difference in ranks was
not observed for the disorders and specific populations that
received high (first three) or low (last two) ranks. A large
(three-position or greater) difference in ranks was observed for
dementia (lower rank in stakeholders’ opinion in comparison with
research projects), personality issues (higher rank in researchers’
opinion in comparison with research projects) and learning
disorders (higher rank in researchers’ opinion in comparison with
research projects) (Table 2), people affected by poverty (higher
rank in researchers’ and stakeholders’ opinions in comparison
with research projects) (Table 3), and personal interest of
researchers as a criterion for prioritising research (lower rank in
stakeholders’ opinion in comparison with research projects)
(Table 4).

Intra-regional comparisons showed a two-point position (or
greater) difference in ranks for 3 of 30 comparisons for types of
research (2 for researchers, 1 for stakeholders), 13 of 60 com-
parisons for disorders (6 for researchers, 7 for stakeholders), 24
of 54 comparisons for specific populations (11 for researchers,
13 for stakeholders), and 6 of 24 comparisons for criteria for
prioritising research (1 for researchers and 5 for stakeholders)
(Table 1–4). A three-position (or greater) difference in ranks
compared with projects was observed for research on health
systems in the Americas (higher rank in researchers’ and
stakeholders’ opinion compared with research projects). A
three-position (or greater) difference in ranks in comparison
with projects was also observed for research on suicide in Africa
(lower rank in stakeholders’ opinion compared with research
projects); personality issues in Asia (lower rank in stakeholders’
opinion compared with research projects); and suicide (lower
rank in researchers’ opinion compared with research projects),
dementia (lower rank in stakeholders’ opinion compared with
research projects) and learning disorders (higher rank in
researchers’ and stakeholders’ opinion compared with research
projects) in the Americas (Table 2).

A three-position (or greater) difference in ranks was also
observed for research on people affected by poverty (higher rank
in researchers’ and stakeholders’ opinion compared with research
projects) and minorities (lower rank in researchers’ and stake-
holders’ opinion compared with research projects) in Africa;
people affected by violence/trauma (higher rank in stakeholders’
opinion compared with research projects), people affected by
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Mental health research priorities in low- and middle-income countries

poverty (higher rank in researchers’ and stakeholders’ opinion
compared with research projects), elderly people (higher rank in
researchers’ opinion compared with research projects), disabled
people (lower rank in researchers’ and stakeholders’ opinion
compared with research projects), minorities (lower rank in
stakeholders’ opinion compared with research projects), and
prisoners (lower rank in stakeholders’ opinion compared with
research projects) in Asia; and people affected by poverty (higher
rank in researchers’ and stakeholders’ opinion compared with
research projects) and disabled people (lower rank in stakeholders’
opinion compared with research projects) in the Americas. A
difference of similar magnitude was also observed for personal
interest of researchers as a criterion for prioritising research (lower
rank in stakeholders’ opinion compared with research projects) in
Asia and the Americas.

Burden of neuropsychiatric diseases

A comparison of researchers’ and stakeholders’ priorities with
burden of disease estimates showed broad similarities in ranking
(Table 5). At the global level, a two-position difference in ranking
was seen for suicide and dementia with the researchers ranking the
former lower and the latter higher than their respective ranks
according to burden of disease estimates. However, the per cent
difference between researchers and stakeholders was small in the
case of dementia. A two-position difference in ranks was observed
for 8 of 36 comparisons at the intra-regional level.

Discussion

Global mental health research priorities

The study revealed broad agreement between researchers and
stakeholders, and across regions regarding the priorities for mental
health research in LAMI countries. These were: epidemiological
studies of burden and risk factors, health systems research and
social science research. The three priority mental disorders/
conditions were depression/anxiety, substance use disorders and
psychoses, and the three population groups that were prioritised
were children and adolescents, women and people exposed to
violence/trauma. The three highest ranked criteria for prioritising
research were burden of disease, social justice and availability of
funds. The similarities found in priorities between researchers
and stakeholders, and across regions raise genuine hopes of
making research an instrument for change via collaboration
among LAMI countries, researchers and stakeholders.

Researchers and stakeholders accorded epidemiological studies
of burden, risk factors and health systems research the highest
ranks on types of research needed. Of the 12 research options that
received the highest priority scores from the Lancet Global Mental
Health Group, 8 addressed health policy and systems research
involving existing interventions and epidemiological research to
inform priority setting.14

Depression and anxiety, which cause the greatest burden among
neuropsychiatric diseases,25 were considered a priority condition by
a large proportion of researchers and stakeholders. A nationwide
survey of stakeholder perspectives on research priorities in Australia
also showed that all stakeholder groups prioritise affective dis-
orders.16 The prioritisation of substance use disorders and psychosis
by a large proportion of researchers and stakeholders also follows the
burden of disease estimates.25 In keeping with their burden, the
Lancet Global Mental Health Group focused on four groups of dis-
orders when setting priorities for global mental health research:
depressive, anxiety and other common mental disorders; alcohol
and other substance use disorders; child and adolescent mental
disorders; and schizophrenia and other psychotic disorders.14

Compared with their burden, suicide was underprioritised and
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dementia was given greater priority in comparison with epilepsy and
suicide by researchers. Suicide appeared to be similarly
underprioritised in a previous audit of mental health research
publications from LAMI countries.13,16 It is possible that the priority
given to dementia may reflect its cost and burden of care. Also, some
differences in prioritisation between the burden of disease estimates
and the present study may be related to slightly different grouping of
conditions used in the two data-sets, e.g. self-inflicted injuries is
broader than suicide.

Despite differences in definition of population subgroups,
children and adolescents and the socially and economically
disadvantaged were consistently rated highly by all stakeholder
groups in the Australian survey on stakeholder perspectives.16

The prioritisation of women in this study may reflect their greater
risk for the highly prevalent and burdensome depressive and
anxiety disorders,25,26 as well as their relatively disadvantaged
status. Many international organisations have stressed the need
for gender-mainstreaming in research.3,21

In the present study, a salient difference between researchers
and stakeholders emerged in the importance accorded to
researchers’ personal interest as a criterion for priority setting.
Experts in research governance suggest that ideological emphasis
on ‘scientific autonomy’ in the process of agenda setting has been
largely responsible for the lack of public health and operational
emphasis in research agenda; and support the use of a systematic
and transparent process of priority setting to ensure that the voice
and will of the different stakeholders are respected.1,3,14–21 The
higher ranking of burden of disease compared with social justice
as a criterion for prioritisation of research in our study is
reminiscent of the greater emphasis on disease burden in
comparison with equity among LAMI country research projects
on health policy and systems issues.27

Researchers’ and stakeholders’ ranking of subjective priorities
were similar to the ranks achieved by similar response categories
in projects conducted by researchers, particularly for types of
research and criteria for prioritisation. A greater number of
differences were noted for disorders and specific populations
(mainly for medium priority disorders and sub-populations),
suggesting areas that may need harmonisation through better
research governance. Both researchers and stakeholders gave a
much higher priority to people affected by poverty in comparison
to the rank achieved by this sub-population in research projects,
suggesting that research on equity needs to be given greater
prominence. Indeed, Harrison has argued for the need to consider
equity as a fourth research and development instrument (in
addition to discovery-oriented research, innovation research,
and implementation research) to ensure that research portfolios
respond to the poor and the underlying health problems in LAMI
countries.28 On the other hand, both researchers and stakeholders
gave a much lower priority to prisoners in comparison to the
number of projects done on this sub-population, suggesting that
the ‘captive’ nature of this sub-population makes it easier to
conduct research. It may be important to look into the ethical
aspects of the research conducted on prisoners.

To contextualise issues related to delineating priorities for
mental health research in LAMI countries, it is important to
remain cognisant of the many barriers to research in poorly
resourced settings with scarce financial, human and technical
resources.29,30 Although data on the number of mental health
researchers and research funding in LAMI countries are not
readily available, the ratio of scientists per 1000 population in LAMI
countries is under 0.5, in contrast to high-income countries where
the ratio is over 2. Similarly, LAMI countries invest less than 1%
of their gross domestic product in research and development
compared with 2% in high-income countries.31 Thus, in addition

to a major revision of priorities in mental health research, efforts
would be needed to increase resources (e.g. capacity and funding)
available for conducting such research.14,32

Admittedly, this study did not address issues relating to the
relative priority to be accorded to research in relation to other
activities (e.g. services) that are needed in LAMI countries.
However, influential expert groups envision an active role for
research in the multidimensional efforts required to change the
current mental health situation in these countries.2,14 Although,
the ability of national institutions in LAMI countries to produce
and use high-quality health research that is appropriate to their
needs can be weak at various stages of the policy process, scientific
research informs mechanisms (e.g. media, powerful advocates)
that influence policy and public health.33,34 There are some good
examples, where local research findings were interpreted and
utilised against a background of global evidence and experience
from different settings to change government policies in the
mental health field in LAMI countries.35,36

Regional issues

Assessed in terms of ranks, the concordance between the
subjective priorities of researchers and stakeholders was high;
and even greater than the concordance between researchers’
subjective priorities and the ranks given to similar response
categories in research projects. Consistently, higher prioritisation
of certain issues (e.g. health systems research and learning
disorders in the Americas) by both researchers and stakeholders
compared with the rank achieved by these in research projects
are important for regional research governance.

Although there was overall similarity in the appreciation of
need (burden of disorder) among researchers and stakeholders,
some differences in values and interest were also evident.
American stakeholders gave a lower priority to dementia
compared with researchers and research projects. A similar finding
was reported in the Australian survey on stakeholder perspectives,
and the authors suggested that stakeholders may have a lesser
appreciation of the burden caused by dementia;16 however, a
discordance between researchers and stakeholders was not seen
in Africa and Asia. Similarly, African stakeholders gave a lower
ranking to suicide in comparison with researchers and research
projects; however, researchers in the Americas gave a lower
priority to the same condition compared with stakeholders. More
research is required to understand the reason for the differences
between researchers and stakeholders and between regions, and
awareness of these differences is necessary for the process of
translation of research findings into information related to
regional research governance including decisions on funding.37

There were greater inter-regional differences regarding
priorities between stakeholders and researchers, probably because
of differences in appreciation of financial capabilities, information
gaps and distortions, the political environment and the values and
ethics of a given society. Hence, eliciting stakeholders’ input would
appear to be very relevant at each level (local, national, regional,
global) of priority setting.

Larger inter-regional differences in ranking were noted for
disorders given lower ranks and for many specific populations,
suggesting areas where elicitation of stakeholder perspectives
would be crucial – conditions for which evidence of need (e.g.
burden) are lacking or differences in need are less salient and
issues that appear to be particularly imbued with social values
in the given context(s). Significantly, there was no inter-regional
variation in the criteria for prioritisation of research, which is
welcome information for consensus building and working on
global priorities.
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Methodological issues

An innovative aspect of the methodology applied here was to
reach out to a large and reasonably representative group of active
researchers in LAMI countries by following a two-stage design,
starting with mapping of researchers and stakeholders through
both literature searches and snowball technique, and then
surveying them through six regional teams. The large number of
researchers identified in Brazil, China and India was in keeping
with their population size and recognised research capacity.7,13

However, the number of responses was not proportionate to the
number of identified researchers and stakeholders in each country.
As in the Australian survey of stakeholder priorities,16 relevant
stakeholders were more difficult to sample because there were
few organised lists and it was difficult for research groups (based
outside the country) to identify stakeholders who were familiar
with mental health research.

Postal questionnaires are widely used to collect data in health
research and appeared to be the only financially viable option for
collecting information from the large, geographically dispersed
populations addressed in this study. The study suffered from the
disadvantage of this procedure, i.e. a low response rate that
compromised representativeness, despite our intensive efforts
to reduce it (use of a short questionnaire, personalised letters,
pre-contact, follow-up contact and academic origin of the
investigation).38,39 The low response rate could be partly explained
by myriad pragmatic difficulties, e.g. difficulties in locating
current contact details as a result of the mobility of researchers;
their dispersion across a range of departments; poor internet
facilities and telephone and postal services; and language barriers.
However, it is also possible that issues related to saliency of the
questionnaire for the intended participants played a role in the
low response rate. Individuals might have doubted the usefulness
of the questionnaire on methodological grounds (use of forced
choice format to answer complex questions on research priorities)
or in terms of its ability to meet its intended outcome (change in
research priorities at the national/regional/global level).38–40

However, the intensity and breadth of the exercise in identifying
and surveying researchers and stakeholders provides a more
representative opinion on the research priorities in mental health
in LAMI countries in comparison with the opinion of a few highly
selected experts that form a part of most priority-setting efforts.
This is a significant contribution of the study, particularly because
there is no previously published data on this issue.

The convergence of values in the present study should be a
strong reason for paying attention to its findings; however, it is
possible that the results may have been influenced by our
utilisation of a ranking methodology with prefixed options,
particularly for questions with few response options (e.g. types
of research and criteria for prioritisation). Stakeholders’ values
can be directly elicited using more sophisticated quantitative
(e.g. surveys where respondents weight or rate their values) as well
as qualitative (e.g. individual interviews, Delphi technique, group
discussions, concept mapping) methods.19 Previous transnational
studies on research priorities have utilised discussion groups41 and
content analysis of projects;27 however, these studies were
conducted on much fewer respondents or projects in comparison
with the present survey. The nationwide stakeholder survey on
research priorities in mental health in Australia utilised a
methodology that was similar to our survey.16 It is also important
to recognise that the higher prioritisation of some types of
research, disorders and specific populations mandated by the
forced choice format necessarily led to lower prioritisation of
others such as clinical trials; suicide, learning disabilities and
dementia; and refugees, minorities, prisoners, and those with

disability. Hopefully, the lower rank achieved by the latter in the
priority list would not be taken as a justification for completely
neglecting efforts to research these major areas and subgroups,
as only moderate-to-high priority areas (based on expert
consensus) were listed in the survey. Some of the issues given
relatively low priority by researchers and stakeholders may be
important to research based on other yardsticks that were not
addressed in our survey such as high cost of care (e.g. dementia)
or potential for reduction of disease burden (e.g. clinical trials).42

The following study limitations should also be kept in mind
when interpreting its results. Identified options that were outlined
in the questionnaire were not compiled through an objective and
repeatable method, but rather through consensus reached by
panels of experts, and the decisions could be seen as driven by
research experts’ interest biases. Stakeholders may have less
knowledge about research opportunities in mental health
compared with researchers, and some stakeholders might have
had difficulty in distinguishing between priorities for research
and service provision.16 It is possible that disaggregating the
stakeholder groups (e.g. service providers, carers) might have
yielded different results. In the Australian survey, various
stakeholder groups had differing perspectives on research
priorities and major differences were observed between
committees that evaluate research grants, and consumers and
carers groups.16 Also, the questionnaire distributed to researchers
in one subregion in the Americas did not include the item on
social justice as a criterion for prioritising mental health research,
making conclusions on this item tentative.

Finally, it is possible that researchers had selectively reported
projects that matched their subjective priorities. To check on this
possibility, we compared the ranking of various response
categories in the projects with the ranking of similar categories
in indexed publications (Pubmed and PsycInfo, n= 2397) from
the same countries in one region (the Americas).23 The ranking
for types of research, disorders and specific populations was found
to be identical (data available from the authors on request)
suggesting that researchers had been reasonably objective in
reporting on their projects.

Implications

The present study provides initial data regarding researcher and
stakeholder priorities for mental health research in LAMI coun-
tries. Importantly, the study elicits priorities from a large pool
of LAMI country stakeholders, rather than experts who often
speak on their behalf. The study yielded a highly unexpected
primary finding of a broad agreement regarding mental health
research priorities between researchers and stakeholders and
across regions; and between these priorities and disease burden
and researchers’ projects. Notwithstanding the fact that some of
the methodological limitations of the study (e.g. responders could
be considered as interested ‘volunteers,’ use of ranking
methodology with few prefixed options) might have enhanced
agreement between various groups, this finding was unexpected
because LAMI country stakeholders often work in relative
isolation because of low numbers; geographic, economic, techno-
logical and language barriers; and also because stakeholder surveys
usually yield greater differences rather than similarities.16 The data
also highlighted that suicide is underprioritised compared with its
relative burden and that there is a recognition of, but a lack of
research on poverty. Stakeholder groups differed in the
importance they gave to the personal interest of researchers as a
criterion for prioritising research, a finding that underlines the
utility of multiple stakeholder perspective in developing
balanced priorities.
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As a result of its methodological limitations the study cannot
be a definitive guide to the development of research policy;
however, we believe that our results are sufficiently valid to be
used as a starting point for further enquiry and development.
The broad agreement between researchers and stakeholders in
LAMI countries and across regions regarding research priorities
in mental health is highly encouraging, and provides a frame-
work within which to construct a consensual research agenda
(that allows for critical differences in research portfolios) and
suggests that mental health research can be built on solid
partnerships. Coordination of various influences shaping the
research portfolio can increase the impact of research on equity
and can contribute to its strategic role for development. Such
coordination would require interfaces and mechanisms such as
research forums, which could also discuss the most desirable
balance of influences.
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