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SPECIAL
PAPER

Mental Health Gap Action Programme
training in Nigeria: reflections for
progressive learning among primary
care workers
Alvina Ali1 and Nandini Chakraborty2

In the majority of low- and middle-income
countries, mental healthcare is delivered by
primary care workers. Often, they are the only
contact for patients and their families.
Although their knowledge base can be limited,
they are expected to manage complex cases
with few resources. The authors describe their
experience of partnership with mental health
centres set up by the Nigeria Health Care
Project, and training their primary care
workers based on the World Health
Organization’s Mental Health Gap Action
Programme. Although the programme was
very effective in helping to upskill their
knowledge and experience, a need for
continued professional development was
highlighted. Based on their feedback, multiple
evidence-based options are explored,
including the use of remote learning and
social media (increased significantly around
the world because of the COVID-19
pandemic), to help primary care workers
improve their knowledge base and maintain
their competencies with the limited resources
available.

A gap in mental health service provision is re-
cognised as a global health problem. People with
mental illness or a learning disability are some of
the most stigmatised and abused people in society.
In recent years, mental healthcare has shifted
increasingly toward early intervention and man-
agement in community settings rather than in hos-
pitals. However, many low- and middle-income
countries do not have the services or resources to
respond to the huge need that exists.

In the majority of countries primary care work-
ers are the first, or in many cases the only, clinical
contact available for patients and carers. Studies
show that the limited knowledge among health
care professionals can be a barrier to providing
optimal care in primary care settings.1 Often, the
treatment provided by them is symptom-based,
without an understanding of the diagnostic formu-
lation based on the biopsychosocial model. Hence,
clinicians working in rural settings tend to require
more diverse skill sets to manage complex condi-
tions with very little resources.1

Leicestershire Partnership NHS Trust joined
the NHS International Links scheme in 2004,
with the aim of improving and strengthening
mental health and learning disability care outside
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the UK and providing opportunities for staff to
develop and expand their skills and knowledge.
The Nigeria Health Care Project (NHCP) is part
of that link.

Nigeria, called the ‘Giant of Africa’, is the
seventh most populous country in the world. Up
to 20–30% of population suffer from mental
disorders.2 There are more than 34 000 health
facilities, 66% of which were owned by the three
tiers of government (federal, state and local govern-
ment authority). The secondary- and tertiary-level
health facilities are mostly found in urban areas,
whereas rural areas are predominantly served by
primary health care facilities. Problems regarding
equity, accessibility, affordability and efficiency of
mental health services (which are the overall policy
objectives of the revised national health policy of
Nigeria) still persist in the country.

The NHCP
The project was launched in April 1992 to revive
the work of the Wesley Guild and medical mission
in Nigeria, which began at Ilesha Hospital in
1912.3 Beginning with just two (centres) projects
in 1992, they are currently involved in funding
16 projects. They provide assessment and treat-
ment for individuals who have become homeless
because of mental health problems, and act as
rehabilitation centres for residents. The teams
are led by a qualified community psychiatric
nurse (CPN) and community health workers on
each site.3

Mental Health Gap Action Programme
The training provided was based on the World
Health Organization’s Mental Health Gap
Action Programme (mhGAP),4 which plays a key
role in ‘scaling up services’ across the developing
world. It provides competency-based training
aimed to build on the existing knowledge and
skills of clinicians mainly in a primary care setting.

We delivered mhGAP version 2.0 training to
two groups of multidisciplinary clinicians who
were part of the NHCP. One group received
this training for first the time, and the second
group received it as a refresher to revise and
reinforce knowledge gained in previously
attended training. We used a variety of techni-
ques, such as class-based learning, role-plays and
case-based discussions, to help them develop
these competencies. Feedback on learning was
collected and reflected on at the end of the train-
ing, from both groups.

Feedback and reflection
Both groups were excellent examples of CPN-led
projects in the community. There was a high level
of interest in learning in both groups. In the post-
training feedback, participants reported that it
helped them to develop a more reflective mental
health practice, becoming more aware of mental
health issues, and they were able to integrate
new knowledge and skills into their work.

For the group receiving refresher training, it
was evident that the topic-based discussions were
at a more sophisticated level and seemed to be
more management focused. They reported an
improved awareness of the need for preventative
work at schools and community, especially on
addiction and suicide. For the group receiving
training for the first time, the focus remained
more on improving their assessment skills and
general mental health awareness.

There was a difference in the knowledge and
skills of different professional groups (CPN and
primary care workers). It was clear that formal
education at an undergraduate level is not
enough to enable primary care workers to con-
tinue to manage day-to-day challenges over
time, and especially those related to mental
health. They both expressed a need for further
training as part of their continuous professional
development, to allow them to support the rap-
idly changing mental health needs of the popula-
tion they covered. There was no existing concept
of peer supervision or staff team days to encour-
age mutual learning.

We explored ideas of peer support and super-
vision/further training from experienced clini-
cians (e.g. psychiatrists) in the field. Although
both groups were keen to develop the idea of
peer support, supervision from experienced psy-
chiatrists and other experts to promote further
learning was recognised as a challenge. The
main reason was the remote location of their
bases and long distance from larger centres
where psychiatrists were present, which made it
logistically difficult for this option to be imple-
mented. A need to think of more creative access-
ible solutions was highlighted.

Discussion
It is known that health promotion and education
in the general public and care workers signifi-
cantly help in healthcare management, especially
in developing countries. Primary care workers
can play an important and effective role in pro-
moting healthcare, particularly if they are well
informed. Previous studies have shown that the
attitudes of community volunteers toward people
with mental illness improve with educational pro-
grammes, which leads to improved treatment and
care of individuals who are mentally ill.5 The
question is how and by whom this can be done
effectively, ensuring continuity and sustainability
over the long term. Training all staff at once with-
out disrupting clinical services in an already
resource-stretched area was impossible. The rea-
son for choosing mhGAP training was also
because its framework provides the relevant
knowledge and encourages building networks
for further supervision.

Psychiatrists can play an important role in ups-
killing non-medical staff through regular training,
teaching and supervision. However, most psychia-
trists practicing in low- and middle-income coun-
tries are located in university hospitals in urban
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centres. Majority of them are insulated from the
larger community that they serve, and often lack
an understanding of patients’ living conditions
and needs in rural areas.6 CPN-led projects like
NHCP have proved to be very effective in bridg-
ing that gap. However, there is need for second-
ary care to link and support primary care
clinicians, ensuring their continuous professional
development over time. It appears that there
are significant challenges in the current processes
to link up with the regional- and state-level psy-
chiatric units (as demonstrated in our group set-
ting) for further training and supervision. Also,
when support from regional units is offered, it
can be ad hoc and resource limited.

The other challenges that we found, such as
diversity, scope and complexity of primary health-
care and limited infrastructure available to sup-
port the population, were very similar to those
reported in other projects of this nature. With
the COVID-19 pandemic, the availability of such
face-to-face learning opportunities seems more
distant. However, the pandemic-induced surge
in the use of social media has also lead to the
use of very innovative ideas across the world, to
exchange knowledge and improve our continu-
ous professional development.

There is evidence that many creative ideas
have also been tried and implemented success-
fully even before the pandemic. Some of the fol-
lowing have proven to be very effective and are
probably more achievable now, with the use of
social media platforms.

Peer learning
This is cost-effective and improves social
connectedness of the participants. It enables
them to learn new skills and share good practices,
which in turn helps to increase their sense of self-
worth and improve their relationships with
others.7

Experiential learning
Experiential learning is defined as learning
achieved through the appropriate use of current
experience. It is one of the educational models
that can be used to achieve CPD and improve
health service delivery.8

Use of digital media/e-learning
e-Learning is being increasingly used in health-
care education. There is growing evidence that
e-learning produces broadly similar outcomes as
face-to-face education. However, there is bur-
geoning interest in how healthcare professionals
learn online, and how they transfer their learning
into clinical practice. Many countries, like
Australia, Nepal and India, have already used
digital platforms as an effective way of upskilling
clinicians who work in rural settings. The issue
is the availability and support in using it appropri-
ately.9 There have been trials of using video lec-
tures and on-site skills training successfully, to
address the limitations of a conventional training

model. The key is that it is accessible and able to
transfer the clinical knowledge required.

Interprofessional programmes
Interprofessional programmes teach and train
workers to work together to manage the chronic
and complex patient groups effectively. As
Church et al indicated, there are many pro-
grammes tried and proven to be of benefit to pri-
mary care workers, in many countries.10

Psychiatry trainees could play a crucial role here,
if rotation to rural areas become mandatory part
of their training. Support from the government
and psychiatrist associations is essential in imple-
menting this. There are obstacles seen in the form
of a lack of flexibility in training rotations, isolation
from peers and insufficient support when
relocating.11

There is also a need to develop educational
opportunities for trainees placed on these sites,
and explore the necessary adaptation of existing
curricula to provide optimal learning in rural
and remote environments.12

All methods described above have a good evi-
dence base, and all have their own advantages
and limitations. However, if adapted realistically,
they could all be potentially effective.

Conclusions
Our experience demonstrates that the mhGAP
training programme not only improved the
knowledge base and skills, but also promoted
the social connectedness, of different mental
healthcare teams in various settings. As Joynes
et al13 state, maximising informal learning oppor-
tunities and removing barriers to doing so should
be a priority for primary care practitioners, man-
agers and educators. The idea for groups to set
up peer supervision would certainly help to
enhance their mutual support over the long
term. We also agree that there is a need for advo-
cacy for them to sustain this support, and accept
the fact that there are clear challenges surround-
ing this. Creative use of social media could be a
possible solution, but internet connectivity could
still be a problem in such areas. Despite this,
there is a huge potential (as demonstrated during
the COVID-19 pandemic) for further training
and remote supervision through this platform,
which is worth future exploration.
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SPECIAL PAPER Chronicle of an Indian psychiatrist’s
mindfulness journey retold
Sivasubramoney Krishnan

This article describes the author’s discovery of
mindfulness and its method and describes the
bias against mindfulness even at the
beginning of the 21st century. The short essay
also throws light on recent developments in
mindfulness training and practice in the world
and in the state of Kerala in South India.

‘Sir, the Professor is on the way. . .’ a resident ran hurriedly
into the room to inform.

The meditation session in progress ceased. The pro-
jector opened its eyes onto the screen in front, tinted yel-
low by oldness. Slides on bipolar disorder began to roll on.
The professor witnessed the class in progress with satis-
faction.

The year was 2001. The venue, Mental Health Centre
of the State. The attendees were about fifty nursing stu-
dents who had come for their psychiatry training from
various nursing colleges in the state. The class was
being taken by a young psychiatrist (me!), who wanted
to walk through the pathways of mental healthcare less
travelled by many. The topic was mindfulness, something
considered veiled, shadowy and lewd by many mental
health professionals in my part of the country.

It was in 2005 that I was first exposed to the drizzle
of mindfulness, during the final year of my resi-
dency programme. Before that, for the previous
8 years, I was serving as the junior-most faculty
in the Department of Psychiatry of my institution

(my title was Lecturer in Psychiatry, the qualifica-
tion for which was an MBBS (Bachelor of
Medicine and Bachelor of Surgery), the basic med-
ical course in India). Way back in 1976 in the stress
clinic of Massachusetts University, Jon Kabat Zinn
had started the mindfulness revolution that in due
course came to be called mindfulness-based stress
reduction.1 It was generally discussed that India
was the land where mindfulness originated. Yet
there were only a few centres in India (unknown
to me and most other people) to impart training
on this. Curious about and fascinated by the medita-
tions of Jon Kabat Zinn, Emeritus Professor of
Medicine at the University of Massachusetts
Medical School, and the world of his classic master-
piece Full Catastrophe Living,2 I journeyed into the
world engulfed by a little book – The Miracle of
Mindfulness – penned by Thich Nhat Hanh, a
Vietnamese monk.3 By the time I started to lay my
initial steps, mindfulness, the Eastern contemplative
practice rooted in Buddhism, had been reasonably
well integrated into the fields of medicine and
behavioural health, grounded in Western science.4

Still, I was reading about and attempting to
practise a method that was equated with having
schizophrenia among professionals in my part of
the country.

Jon Kabat Zinn defined mindfulness as the
awareness cultivated by non-judgemental, open,
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