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Abstract

Status of Mental Health in Sub-Saharan Africa: A Systematic Review of the Cultural Validity of
Screening Tools
By Amna Hassana Abdulsalam

Background: Mental health burden is on the rise in all countries across the world, especially in
sub-Saharan Africa, as the region faces a growing and aging population, recent and on-going
conflicts, economic difficulties and tens of millions of people living with HIV/AIDS. Despite
this, mental health care in the region remains sub-optimal. Mental health screenings are a
fundamental way to help bridge this gap and allow for early identification and intervention. They
can be particularly useful is in sub-Saharan Africa for non-specialists to task shift and provide
community-based care. However, one of the greatest challenges medical professionals in Africa
are faced with is how to incorporate cross-cultural understandings of mental disorders into
psychiatric screening of their patients. Literature reveals a wealth of studies on mental disorder
screening tools but only a few that attempt to systematically review their validity in this setting.
There is an emergent need to systematize and strengthen screening tools in sub-Saharan Africa.
There remains a gap in knowledge of the current attempts at ensuring cultural validity in
screening instruments, of all mental disorders, in sub-Saharan Africa. This review was conducted
to identify the construct and cultural validity of mental disorder screening tools and how this
impacts their reliability for use in these settings.

Methods: Four electronic databases (Pubmed, Web of Science, Popline and PsychINFO) were
searched for published papers on cultural validity of mental health screening tools in sub-
Saharan Africa. Original papers, published in English, on all ICD-10 mental disorders in sub-
Saharan were included.

Results: Fifty-five studies satisfied the inclusion criteria. Overall, language translation (56%),
adaptation of terms (47%) and method of administration (72%) were found to be the main
methods of culturally validating screening tools. Back translation of tools into the local language
was the most frequent translation method. Adaptation of terms was done through group
consensus meetings by research experts and translators (46%), focus groups with community
members (12%), pre-study pilot testing in a sample of the study population (8%) whilst the
remainder of studies (37%) utilized a combination of the methods. 40 studies (72%) administered
tools through interviews as opposed to using self-administered tools. Additionally, data analysis
was the primary basis for concluding the validity of the instruments being measured in all the
studies. 33 out of 55 studies (60%) developed a Receiver Operating Curve to calculate sensitivity
and specificity.

Conclusion: Themes identified in this review highlight the strong methodological techniques
utilized to cultural validity screening tools in sub-Saharan Africa, and the recommendations
proposed should be used to stimulate meaningful discussions to improve these methods. This is
essential to promote the best screening tools for use in sub-Saharan Africa and to relieve the
rising burden of mental disorders in the region.
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|. Introduction

1.1 Importance of Mental Health

Mental disorders are defined as a combination of “abnormal thoughts, perceptions, emotions,
behaviour and relationships with others” (World Health Organization [WHO], 2018). Mental
disorders include the following: depression, bipolar affective disorder, schizophrenia and other
psychoses, dementia, intellectual disabilities and developmental disorders including autism. They
pose one of the greatest burdens to overall human health and lead to significant and chronic,
health impacts, as well as extensive consequences on human rights and world economies (World

Health Organization [WHQ], 2018).

Mental health burden is on the rise in all countries across the world as many health systems are
ill-equipped to sufficiently respond to mental disorders. Thus, a global gap exists between the
mental health needs of populations and the delivery of treatment. In high-income countries, it is
estimated that about 35% - 50% of those with mental disorders do not receive treatment whereas
in low-and-middle-income countries, this number is estimated at 76% - 85% (World Health
Organization [WHOQO], 2018). Another factor contributing to the increase in the burden of mental
health is the poor quality of care delivered to those who do receive treatment. Many mental
health policies and programs are based on outdated knowledge about mental disorders and
failure to account for the differences in symptomatic presentation of disorders in different
cultures. Additionally, even countries with more progressive legislation relating to mental health
still face the issue of underfunding (World Health Organization, 2018). Consequently, this leaves
primary care facilities, which are the most accessible settings to the largest number of people,

lacking general health personnel who are adequately trained in mental health care and essential



psychotropic medications (World Health Organization, & UNAIDS, 2001). This particularly
worsens mental disorders for many individuals as they delay treatment when it is not easily
accessible. Research has shown that integrating care is crucial to addressing all the healthcare
needs of individuals with mental health problems (Butler et al., 2008). Beyond receiving medical
care, those with mental disorders also require social support and community care. Developments
in social support are inhibited by the stigma surrounding mental disorders in many countries,
which prevents access to education, employment, and housing for those with mental disorders.
Additionally, fear of repercussions from this stigma discourages individuals from seeking care
(World Health Organization [WHO], 2018). This is rooted in the belief that those with mental
disorders are a danger to society and are likely to be violent towards others. Media reports
exacerbate this unfounded belief by stereotyping those with mental illnesses. Stigma is cyclical
to the mental illness as the social isolation and fear of treatment tends to worsen a person’s
mental health problems. This ultimately hinders people from actively participating and living in

their communities (“Stigma and discrimination,” 2015).

The above problems persist in countries all over the world, but progression and symptomology
are greatly influenced by individual societies and cultures, as illustrated by differences in the
mental health treatment gap in low versus high income countries. Lower-income countries, in
particular, are experiencing a rise in mental disorders (World Health Organization [WHO],
2017). According to the World Health Organization (2017), there are now 29.19 million cases of
depressive disorder in sub-Saharan Africa. This accounts for the second largest contributor to
non-fatal health loss (7.9% of all years lived with disability [DALY's]) in the African region.

Additionally, anxiety disorders affect approximately 25.91 million people and account for 2.9%



of all years lived with disability (DALYSs). Despite this, mental disorders remain largely under-
acknowledged in official health policies in sub-Saharan Africa and there remains a distinct lack
of services and treatments due to political, economic, and institutional processes (Akyeampong,

Hill & Kleinman, 2015).

One such process in Africa is a steadily growing population (Akyeampong, Hill & Kleinman,
2015). Life expectancy in all sub-Saharan African countries has been on the rise since the
millennium. Specifically, no sub-Saharan African countries have experienced any decreases in
life expectancy and rises have been as significant as 20% - 42% in some countries (Johnson,
2016). As such, more people are living to and beyond their mid-forties, the age when depression
and anxiety most commonly occurs (World Health Organization [WHO], 2017). Other processes
largely contributing to Africa’s high mental health burden are the numerous post-colonial
conflicts that have occurred and the rise of HIV/AIDS since the late 1980s (Akyeampong, Hill &
Kleinman, 2015). Since the late 1950s, all 46 sub-Saharan African countries, as well as Somalia,
Djibouti and Sudan, have been plagued by a multitude of conflicts due to efforts to gain
independence and attempts to establish a stable post-colonial system. Furthermore, conflicts have
not only arisen from active attempts at gaining independence but also from the governance
structures established post-independence, as ethnic and political factions from pre-colonial years
still existed. While there has been a substantial decline in large scale conflicts since 1990, the
effects of war on individuals and societies still remains under-addressed in African societies and
continues to contribute to chronic mental disorders in the entire region (Africa Conflict
Prevention Pool (Great Britain) & Marshall, 2005). Finally, as mentioned above, HIV remains a

major global health issue with significant implications for mental health. This burden is very



prominent in sub-Saharan Africa where 66% of the world’s estimated 36.9 million people living
with HIV, living in sub-Saharan Africa. Among these, 800,000 were new HIV infections, in
2017 (“Global HIV and AIDS Statistics”, 2018). The association between HIV/AIDS and mental
illness is complex and bidirectional. Although there is minimal research on this topic in sub-
Saharan Africa, a review by Breuer, Myer, Struthers, & Joska (2011) on mental health and
HIV/AIDS in sub-Saharan Africa highlights the high prevalence of mental illness among those
living with HIV/AIDS. Depression was particularly prominent in this population and was worse
for those at greater stages of their illness. Thus, the presence of chronic physical symptoms is
evidently a factor in mental disorders. Additionally, due to misconceptions surrounding the
methods of transmission of HIV, positive individuals face discrimination and social isolation
which is a predisposing factor for many mental disorders (Breuer, Myer, Struthers, & Joska,

2011).

These three factors, though not sole contributors, are notable to the burden of mental health in
sub-Saharan Africa. Addressing mental health in the sub-Saharan African region requires both a
thorough understanding of the unique predisposing factors affecting individuals’ and
communities’ mental health, as well as adoption of resources and practices that have worked best

globally (World Health Organization, 2018).

1.2 Importance of Screening Tools

Early detection and treatment are crucial to reducing the burden of mental disorders as
prevention of the adverse course of mental disorders is essential for the overall health of
individuals. Although the symptoms of most chronic mental health conditions manifest in early

to mid-adult years (24 -45 years), research shows that most disorders actually have early onset



years, with approximately 50% of chronic disorders beginning by the age 14 and 75% by the age
24 (NAMI, n.d.). The reason for this discrepancy is thought to be lack of adequate screening
techniques and access to care for people with mental disorders, that is although onset occurs
early, many people disregard their symptoms until they become unbearable (Mojtabai et al.,
2011). Additionally, literature shows that the average time between onset of symptoms and
intervention is approximately 10 years. Mental health screenings are a fundamental way to help
bridge this gap and allow for early identification and intervention. Screening helps evaluate
genetic, environmental and behavioural risk factors for disorders and distinguish between levels
of intervention needed. Research has also shown early treatment results in both, better health
outcomes and lessens the negative course of long-term disability (NAMI, n.d.). The U.S.
Preventive Services Task Force (USPSTF) officially recommends that primary care physicians
should regularly screen their adult patients for depression in clinical settings to ensure early
detection of depression and to begin effective treatment and follow up. This recommendation is
based on a review of numerous studies that illustrates the moderate net benefit of screening in
adults as well as sub groups such as pregnant and postpartum women (O’Connor, Rossom,
Henninger, Groom, & Burda, 2016). USPSTF states that screenings help detect symptoms that

might otherwise go undetected (Siu et al., 2016).

Mental health screening for common disorders is on the rise in most primary care settings in
high-income countries. However, there still remains barriers in these settings. Studies show that
of “individuals who die by suicide, approximately 90% had a mental health disorder, and 40% of
these individuals had visited their primary care doctor within the month before their suicide”

(Miller, 2014). This serves as evidence of the lack of adequate screenings for mental health in



primary healthcare (Miller, 2014). This problem is exacerbated in low resource settings such as
sub-Saharan Africa where there are even fewer health workers and even less mental health
specialists. It is in these settings that screening tools can be crucial for non-specialists to task
shift and provide community-based care (Sweetland, Belkin & Verdeli, 2013). For screening to
accurately predict mental disorders, screening tools must be reliable, valid, sensitive and specific
to the community and population they seek to aid. Validity in screening tests allows for the
accurate identification of disorders, whereas reliability allows for the reproducibility of results
across whole populations. A valid and reliable screening tool is therefore one that correctly
identifies a disorder and does so correctly for everyone it is administered to in that population.
Sensitivity measures the ability of the test to correctly identify disorders in individuals with a
disorder whilst specificity measures the ability of the test in correctly identifying no disorder in
individuals with no disorder. These are important characteristics for tools to ensure that they not
only correctly identify disorders but also correctly identify and characterize non-disorders as

such (American Academy of Pediatrics, 2012).

1.3 Importance of Cultural Validity

The high mental health burden in sub-Saharan Africa has to be addressed in order to advance
economic status and improve morbidity and mortality rates. As highlighted above, screening
tools can be an effective intervention to alleviate this burden, however, to succeed in this setting,
Africa’s history and current struggles with mental health must be carefully considered. One of
the greatest challenges medical professionals in Africa are faced with is how to incorporate
cross-cultural understandings of mental disorders into psychiatric screening of their patients. A

majority of psychiatric models of symptomatology and the screening tools developed as a result



of them, are based on Western behavioral norms and thus are not necessarily applicable to other
cultures (Akyeampong, Hill, & Kleinman, 2015). Cultural validity, as defined by Solano-Flores
& Nelson-Barber (2001), measures the success with which mental disorder screening tools
incorporate socio-cultural influences that shape thinking and responses to items. These
influences include, but are not restricted to, the pre-existing values, attitudes, encounters,
communication patterns, teaching and learning styles, and the philosophical theory of knowledge
that are fundamentally in people’s cultural backgrounds. These cultural nuances underscore a
cultural group’s internal attributes but are also fundamental to their perception of external

cultures and notions, including mental health (Solano-Flores & Nelson-Barber, 2001).

Communication patterns are play a large role in a groups cultural influences especially pertaining
to terms specific to a population. In sub-Saharan Africa, care for individuals continues to be
hindered by language barriers. Adapting screening tools into local terminology is a primary and
fundamental step for carrying out research on mental health or conducting screening in other
cultures, as a lot of concepts are not easily translated across languages. In many cultures, the
terms for mental symptoms are different from terms used for the same symptoms in other
cultures. This is unlike physical symptoms of common illnesses which are easily transcribed.
Thus, to ensure accuracy in diagnosis, it is imperative that when screening tools are used for a
population it was not developed for, that the population is able to fully understand the concepts
being measured when the tool is administered (Akyeampong, Hill, & Kleinman, 2015).
According to World Health Organization (2010), back translation is deemed the best process to
create different language versions of an English instrument so that it is conceptually identical for

the target population. It involves the process of a person or group of people translating a tool into



a target language followed by a different group then translating it back into English, the original
tool and the translated tool are then compared for similarities. This ensures that expressions are
equivalent in both languages. The process of back translation is strengthened by the forward
translation being conducted by bilingual individuals, preferably those who are familiar with the
subject matter covered by the instrument and also with knowledge of the nuances of the target
population. Back translation -the process of re-translating the tool into English- should also be
undertaken set of bilingual individuals, different from the original translators, whose first
language is English and who can also understand the conceptual equivalence of both translations.
If conceptual equivalence is not returned in the re-translated English version, then the instrument
fails to sufficiently meet the standard of back translation and would therefore need to undergo

additional processes until it satisfies this requirement (World Health Organization, 2010).

Lastly, due to Africa’s colonial history, there still remains many patriarchal and religious
structures in place in African societies. Research highlights that gender dictates the power and
control men and women have over different socioeconomic determinants of their mental health,
and how they are subsequently treated as a result of this in society (“Gender and women's mental
health”, 2013). Finally, sub-Saharan African countries face large economic burdens with a
poverty rate of 41% and a literacy rate of approximately 65% for people aged 15 and above (The

World Bank, n.d.).

The cultural influences mentioned above — language barriers, socioeconomic context of the

population, colonial history, religion and gender roles — are some important, but not extensive



factors to consider when discussing the cultural validity of assessment tools in sub-Saharan

Africa.

Research Gap

There have been four previous reviews on the validity of screening tools conducted in sub-
Saharan Africa. However, three of these reviews focused on the tools used in the assessment of a
particular disorder or a specific population as opposed to the full spectrum of mental disorders.
They were: depression among HIV-positive persons (Tsai, 2014), perinatal depression (Tsai et
al., 2013) and depression among youths (Mutumba, Tomlinson & Tsai, 2014). The fourth review
was broader and was conducted by Ali, Ryan & Silva (2016) to produce an extensive summary
of common mental disorder screening tools that had been validated in low-and-middle-income
countries, but like the other reviews, did not focus on the cultural validity of the tools in their
assessments but rather discussed the diagnostic odds ratio as a measure of instrument validity.
All of these reviews, although beneficial to the body of literature on mental health in sub-
Saharan Africa, don’t focus on or incorporate cultural validity in their measure of instrument
validity. Therefore, no extensive reviews exist that highlight the cultural validity of screening

instruments, for all mental disorders, in all sub-Saharan African countries.

This gap in knowledge of the current attempts at ensuring cultural validity in screening
instruments, of all mental disorders, in sub-Saharan Africa, needs to be filled in order to improve
the future of mental health care in the region. It is only with culturally valid tools that are able to
produce true positives and thus allow for early screening and subsequently early treatment that

the mental health burden in sub-Saharan Africa can begin to improve.



10

1. Background and Literature Review

The World Health Organization (2018) defines mental disorders as one or more “abnormal

thoughts, perceptions, emotions, behavior and relationships with others”. Mental health services
are widely underfunded in countries all over the world but more so in developing countries. Only
28% of countries worldwide have separate provisions in their health budgets for mental health
care. Of the developing countries that do have such budgets, 62% of them spend under 1% of
their total health budgets on mental health. Thus, there is a significant gap between the burden of
mental disorders on societies and the resources dedicated to mental health services (Funk,

Saraceno, Pathare, Flisher, & World Health Organization, 2003).

In order to understand the origins of the disparities in care that exist between developed and
developing countries, the historical perspective towards diagnosis and treatment must be
profiled. Western-type mental health services in sub-Saharan Africa began with colonial powers
constructing mental health institutions during the late 19th and early 20th centuries. At the time,
mental disorders in sub-Saharan Africa were being diagnosed through evidence of an impaired
physical state and those deemed impaired were committed to these institutions (Funk, Saraceno,
Pathare, Flisher, & World Health Organization, 2003). However, at the same time, experimental
psychology was beginning to develop in the Western world with the opening of Wilhelm
Wundt’s experimental lab in Germany in 1879. Wundt’s institution attempted to measure
individual differences in certain measures, in order to profile intelligence. Following these
experiments, British psychologist, Sir Francis Galton began to develop tests to study intelligence
using Wundt’s established measures. Formal psychological tests thus stemmed from these efforts

and although they began to be adopted in Western diagnosis. The same was not true for sub-
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Saharan Africa where obvious physical impairment was still a key criterion for diagnosis
(Stiffler & Dever, 2015). With the rise of formal psychological tests came about a shift from
hospital-based care to community-based systems (Funk, Saraceno, Pathare, Flisher, & World
Health Organization, 2003). This shift in deinstitutionalization coincided with the World Health
Organization framework for effective screening (Wilson, Jungner, & World Health Organization,
1968) which helped to frame the process of mental health screening. These two factors -
psychological tests and deinstitutionalization - heralded in the era of regular mental health
screening in the West and transformed mental health services to focus on early diagnosis and
quick referral of individuals into care (Stiffler & Dever, 2015). This was not the case in sub-
Saharan Africa and mental health screening tools did not become frequent until the mid 1990s.
Today the frequency and utility of screening tools in diagnosing mental health disorders in sub-
Saharan Africa is still fragmented thus why the gap highlighted above still persists (Funk,

Saraceno, Pathare, Flisher, & World Health Organization, 2003).

Although screening tools are more frequently used in sub-Saharan Africa today, only a small
number of studies have sought to categorize their validity in the African population. Specifically,
only four studies have attempted to systematically review studies on screening tools. All of these
reviews illustrated that a large proportion of screening tools in use were developed in Western
countries so there was variability in instrument positive and negative classifications depending
on the target population (Tsai, 2014; Tsai et al., 2013; Mutumba, Tomlinson & Tsai, 2014; Ali,
Ryan & Silva, 2016). One went on to note that this variability is due to the lack of standard cut-
off scores and that screening tools should undergo pilot tests and be measured against a gold

standard (Ali, Ryan & Silva, 2016). Another study raised a similar point and noted the lack of



locally relevant criterion standards but that more research is needed on this before validation
studies are undertaken (Mutumba, Tomlinson & Tsai, 2014; Tsai 2013). Despite concluding that
the resulting tools were sub-optimal for measuring mental disorders in sub-Saharan Africa, none
of the reviews described exact methodologies of how the tools are being administered (Tsai,

2014; Tsai et al., 2013; Mutumba, Tomlinson & Tsai, 2014; Ali, Ryan & Silva, 2016).

There is an emergent need to systematize and strengthen screening tools in sub-Saharan Africa.
This is due to the revitalized focus on the role cultural constructs impact a populations’
understandings of mental health disorders in order to help decrease the burden of mental
disorders. Literature reveals a wealth of studies on mental disorder screening tools. This review
methodically analyzes and identifies the cultural constructs that are being integrated into

screening tools to make them valid for use in sub-Saharan Africa.

12
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I11. Methods

3.1 Study Aim

This paper aims to conduct and report on a high-quality systematic review of studies that assess
the validity of screening instruments for mental disorders in sub-Saharan Africa, and to critically
appraise the construct and cultural validity utilized. Construct validity defines how well a tool
measures a specific theoretical construct and cultural validity, as highlighted above, is a measure
of the ways a tool incorporates or accounts for the influences of a particular culture. These
outcome measures will seek to understand the reliability, validity, sensitivity and specificity to

the community and population they seek to aid.

3.2 Literature Search Strateqy

The following electronic databases were chosen with the plan to discover pertinent subject
matter in credible papers: 1) Pubmed, 2) Web of Science, 3) Popline, 4) Cochrane Library, 5)
PsychINFO. These databases were selected as they are common databases for health sciences
research and are regularly used by global, public health experts. The databases contain either
high quality peer-reviewed articles published in journals or graduate level dissertations, all with
broad linkages to similar high-profile databases and because they incorporate work from the
Sub-Saharan African region. Only original research papers were included. Six different searches
were conducted using terms, displayed in Table 1 below, to identify relevant papers.
Synonymous terms were identified using the MeSH database. Broad terms for mental health
were used to ensure a broad scope was captured as studies were theorized to likely mention
“mental health” in the background of the paper even if more specific cultural terms are

referenced as well. To minimize bias caused by human error, each database had the search



repeated three times to ensure the same number of results were generated each time (Egger, &

Smith, 1998).

Table 1: Literature Search Strategy

3.3 Scope of Review

The following definitions were utilized for the terms that appear in this review henceforth.
Definitions were selected from organization who are major global health actors and are reliable
sources for public health experts:
1. Mental Health: This review defined Mental health based on the World Health
Organization’s (2014) definition of a “a state of well-being in which every individual
realizes his or her own potential, can cope with the normal stresses of life, can work

productively and fruitfully, and is able to make a contribution to her or his community”

14



2. Mental Disorders (or Mental Illness): Mental disorders were defined based on the U.S.

National Library of Medicine’s terminology, which defines it as “conditions that affect
your thinking, feeling, mood, and behavior which may be occasional or long-lasting
(chronic)” (U.S National Library of Medicine, 2019)

Mental Health Screening: Mental Health Screening was defined based on the U.S.
National Library of Medicine definition of “An exam of one’s emotional health that helps

find out if one has a mental disorder” (U.S. National Library of Medicine, 2019)

3.4 Study Selection

All records returned by the search had the abstract reviewed for a possible inclusion match. For

those deemed possibly significant, full texts were then retrieved for further evaluation using the

inclusion criteria described below. Articles that met the inclusion criteria also had their reference

list reviewed to identify additional articles. The author acknowledges the possibility of inclusion

bias arising from the criteria for study inclusion.

3.5 Inclusion Criteria

Study Design: Papers were suitable for selection in this review if they reported the aim of
the study as a validation study of one or more mental disorder screening tools

Disorders: Studies for all mental disorders, except mental disorders due to known
physiological conditions, that were listed in the World Health Organization’s
International Classification of Diseases, version 10, were included (World Health
Organization, 2004)

Location: Studies conducted in Sub-Saharan African countries, according to World

Bank’s classification, were included (The World Bank, n.d.)

15
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e Population: Populations of all socioeconomic status, education level, gender and age
were included

o Language: Studies conducted in any language were included, but publication had to be in
English

e Timing: Studies identified that were published by January 1st, 2019 were included

3.6 Exclusion Criteria

So as to maximize the breadth of this review, all studies meeting the above inclusion criteria
were included unless they also met the following exceptions: Studies published in non-peer
reviewed journals, systematic review articles, studies whose main aim was to develop a
screening tool for a specific context or conduct an intervention trial and studies conducted on an

African population but in countries outside Sub-Saharan Africa.
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V. Results

4.1 Study Selection

The study selection procedure for this review is illustrated in figure 1 below. Search on the
databases produced 2,805 peer-reviewed, published articles and dissertation titles which were
reviewed in this study. Only PMC and Web of Science produced results that were eligible for
this study. The titles did not warrant further review if they obviously did not evaluate a mental
disorder, were not conducted in sub-Saharan African or were studying neurocognitive disorders.
Of the 2,805 titles, 373 articles warranted further analysis and thus had their abstracts and study
aims reviewed for the inclusion eligibility. 318 articles failed to meet the inclusion eligibility
detailed above, leaving 55 studies for inclusion in this review. Two studies were conducted and
published in one paper (Barthel, Barkmann, Ehrhardt, Schoppen, & Bindt, 2015) but will be

treated as two separate studies for the remainder of this review.

Titles of 2805 peer
reviewed, published
studies and
dissertations reviewed
for possible inclusion

318 articles excluded

+ Notin Sub-saharan
Africa

* Not diagnosing ICD 10

mental disorders

373 abstracts and
study aims identified
and screened for
further analysis

55 studies
included in the
review

Figure 1: Study Selection Procedure



4.2 Study Features

Most of the included studies (87%; N=48) were published in the past 10-year period
(2009-2019). The othere studies were: Adewuya, Ola, & Afolabi (2006); Berard, Boermeester, &
Viljoen (1998); Bertschy, Viel, & Ahyi (1992); Muris et al. (2006); Odenwald et al. (2007);
Suliman, Kaminer, Seedat, & Stein (2005. The included studies were conducted in 17 different
sub-Saharan African countries, with more than a third of studies being from South Africa (38%;
N=21) as illustrated in table 2 below.

Table 2: Table of Studies Selected, by Country

18



The studies evaluated 14 different disorders a total of 108 times, as most studies measured
multiple disorders. Mood disorders were the most frequently studied (N= 39), followed by other

anxiety disorders (N= 16) and then posttraumatic stress disorder (N= 10). The full list of

disorders evaluated in the studies is highlighted in table 3 below. There was a diverse population




measured in terms of age, demographics and gender. Sample sizes ranged from 61 in the smallest

study to 4077 in the largest, with an average sample size of 505.

Table 3: Table of Studies Selected, by Disorder and Frequency of Occurrences
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4.3 Screening Tools

The studies validated 51 different screening tools which are highlighted in Table 4, by the name

of screening instrument and number of studies it was utilized in.

Table 4: Table of Studies Selected, by Type of Screening Tools and Frequency of Occurrences










Aside from the primary instruments highlighted above, 41 of the 55 studies also made use of a

reference instrument. The most common reference instruments were the Mini International

Neuropsychiatric Interview (26%; N=11) and the Diagnostic interview (the Structured Clinical




Interview for DSM-IV) (SCID) (12%; N=7). A full list of the reference instruments is shown in

table 5 below.

Table 5: Table of Studies Selected, by Reference Screening Tool and Frequency of Occurrences
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Denckla et al. (2017); Diagnostic interview (the Structured Clinical Youth Self Report DSM-IV
Interview for DSM-1V) (SCID) oriented scales

4.4 Cultural Validity

This review identified several techniques that the researchers undertook to ensure the cultural

characteristics of the populations were incorporated in their validation work.

4.4.1 Technique 1: Language Translation

25 studies (45%) conducted language translation of the instruments with back translation, into
the local language of the study population. The studies, the languages they were translated into
and method of translation is summarized in Table 6 below. 2 studies were conducted in a local
language with tools that were originally developed in a local language (Betancourt et al., 2009;
Betancourt, Yang, Bolton, & Normand, 2014). 8 other studies back translated instruments
without mentioning who conducted translations (Cholera et al., 2014; Flisher, Sorsdahl, & Lund,
2012; Gelaye et al., 2014; Kane, Murray, Bass, Johnson, & Bolton, 2016; Mellins et al., 2018;
Muris et al., 2006; Nolan et al., 2018; Seth et al., 2015). 6 studies validated tools in the local
language but did not undergo the translation process themselves as the tools had been previously
translated in other studies (Bertschy, Viel, & Ahyi, 1992; Chorwe-Sungani & Chipps, 2018;
Habtamu et al., 2017; Hanlon et al., 2015; January & Chimbari, 2018; Stewart, Umar,
Tomenson, & Creed, 2013). 11 studies conducted screenings in English, as it was deemed the
common language of communication for that population (Adewuya, Ola, & Afolabi, 2006;
Kagee, Bantjes, Saal, & Sefatsa, 2019; Kagotho, Patak-Pietrafesa, Ssewamala, & Kirkbride,
2018; Martin, Fincham, & Kagee, 2009; Mellins et al., 2018; Muris et al., 2006; Owoso et al.,
2014; Pence et al., 2012; Saal, Kagee, & Bantjes, 2018; Seth et al., 2015; Tomita, Kandolo,

Susser, & Burns, 2016). 1 of these 11 studies had a bilingual project staff member present during



screening for translation if needed (Carney, Myers, & Louw; 2016). Lastly, 9 studies did not
mention at all if any translation occurred or was needed (Akena, Joska, Obuku, & Stein, 2013;
Berard, Boermeester, & Viljoen, 1998; Francis, Helander, Kapiga, Weiss, & Grosskurth, 2015;
Morojele et al., 2016; Ogle, Koen, & Niehaus, 2018; Ojagbemi, Owolabi, Akinyemi, &
Ovbiagele, 2017; Opakunle, Aloba, Akinsulore, Opakunle, & Fatoye, 2018; Suliman, Kaminer,

Seedat, & Stein, 2005; Westhuizen, Wyatt, Williams, Stein, & Sorsdahl, 2016).

Table 6: Table of Studies that Conducted Translations, Language of Translation and Technique
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4.4.2 Technique 2: Terms Validation and Adaptation

Another cultural validation technique employed was adaptation of specific terms in the tools, and
this was conducted using three different techniques: group consensus meeting, focus groups and
pre-study pilot testing. 28 studies (51%), of the 55, conducted these terms validation exercises
which are specifically detailed in table 7 below. Of these, 13 studies (46%) conducted group
meetings with the translators, research team and/or external experts to come to a group
consensus on any items that posed translation issues during the process of back translations
(Andersen et al., 2011; Bertschy, Viel, & Ahyi, 1992; Charak, de Jong, Berckmoes, Ndayisaba,

& Reis, 2017; Chibanda et al., 2016; Mellins et al., 2017; Hanlon et al., 2015; Natamba et al.,
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2014; Odenwald et al., 2007; Ojagbemi, Owolabi, Akinyemi, & Ovbiagele, 2017; Shanahan,
Anderson, & Mkhize, 2001; Sharp et al., 2014; Woldetensay et al., 2018; Owoso et al., 2014), 3
studies (11%) conducted a focus group with a small sample of the population to understand their
perceptions of mental health and thus to inform alterations of the language of the tools by
incorporating specific descriptions and mental health terms known to that population (Betancourt
et al., 2009; Kane, Murray, Bass, Johnson, & Bolton, 2016; Pence et al., 2012) and 3 studies
(11%) pilot tested the translated tools in a small sub sample of the population and further
reconstructed language and other constructs based on the pilot results (Blair et al., 2017; Kagee,
Bantjes, Saal, & Sefatsa, 2019; Saal, Kagee, & Bantjes, 2018). Finally of the remaining 9
studies: 4 studies conducted both a focus group and had a consensus meeting (Habtamu et al.,
2017; Mellins et al., 2018; Stewart et al., 2009; Udedi, Muula, Stewart, & Pence, 2019), 3 studies
pilot tested the translated tool and had a consensus meeting (Barthel, Barkmann, Ehrhardt,
Schoppen, & Bindt, 2015; Chishinga et al., 2011; Denckla et al., 2017) and 2 studies conducted
the focus groups, a pilot test as well as consensus meeting (Marquer et al., 2012; Stewart, Umar,
Tomenson, & Creed, 2013). One other study made changes based on previous research (Cholera

etal., 2014).

Table 7: Table of Studies that Conducted Translations, Language of Translation and Technique
















4.4.1 Technique 3: Method of Administration

The studies also employed various methods of administering the tools. 40 studies (72%)
conducted an interview method of administration. Of these, 5 studies utilized local, lay
interviewers who were trained in how to properly administer the tool prior to the study (Hanlon
et al., 2015; Odenwald et al., 2007; Mellins et al., 2018; Mellins et al., 2017; Betancourt, Yang,
Bolton, & Normand, 2014; ) and 1 study engaged local, lay interviewers who did not undergo
training prior to the study (Habtamu et al., 2017). 4 studies engaged trained health workers such
as nurses and psychiatrists (Akena, Joska, Obuku, & Stein, 2013; Bertschy, Viel, & Ahyi, 1992;
Geibel et al., 2016; Sharp et al., 2014) and another 4 studies also utilized health workers, but they
were not trained before conducting the interviews. Additionally, 13 studies enlisted members of
the research team to do the interviewers (Chorwe-Sungani & Chipps; 2018; Flisher, Sorsdahl, &
Lund, 2012; Kagotho, Patak-Pietrafesa, Ssewamala, & Kirkbridem 2018; Natamba et al., 2014;
Nolan et al., 2018) with 8 of these 13 studies conducting interview training techniques prior to
conducting the studies (Berard, Boermeester, & Viljoen, 1998; Bhana, Rathod, Selohilwe,
Kathree, & Petersen, 2015; Chibanda et al., 2016; Chishinga et al., 2011; Cholera et al., 2014;
Udedi, Muula, Stewart, & Pence, 2019; Shanahan, Anderson, & Mkhize, 2001; Pence et al.,
2012). 5 studies procured psychology bachelor or master’s degree holders or persons with
experience in conducting research and had them trained to conduct interviews using the tools in
their studies (Barthel, Barkmann, Ehrhardt, Schoppen, & Bindt, 2015; Charak, de Jong,
Berckmoes, Ndayisaba, & Reis, 2017; Westhuizen, Wyatt, Williams, Stein, & Sorsdahl, 2016;
van Tomita, Kandolo, Susser, & Burns, 2016; Saal, Kagee, & Bantjes, 2018) and 1 additional
study also used these interviewers but without administering any training beforehand

(Heyningen, Honikman, Tomlinson, Field, & Myer, 2018). Finally, 11 studies did not mention
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who administered the interviews (Martin, Fincham, & Kagee, 2009; Seth et al., 2015; Suliman,
Kaminer, Seedat, & Stein, 2005; Woldetensay et al., 2018; Stewart, Umar, Tomenson, & Creed,
2013), but 5 of the 11 did mention the interviewers were trained (Betancourt et al., 2009; Kagee,
Bantjes, Saal, & Sefatsa, 2019; Marquer et al., 2012; Morojele et al., 2016). Furthermore 2
studies noted that the instruments were self-administered but that assistance was available from a
researcher during completion of the tool if the participants needed it (Kane, Murray, Bass,
Johnson, & Bolton, 2016; Carney, Myers, & Louw, 2016). The remaining 13 studies did not
mention the method by which the tools were administered in their studies (Adewuya, Ola, &
Afolabi, 2006; Andersen et al., 2011; Blair et al., 2017; Denckla et al., 2017; Francis, Helander,
Kapiga, Weiss, & Grosskurth, 2015; Gelaye et al., 2013; Gelaye et al., 2014; January &
Chimbari, 2018; Muris et al., 2006; Ogle, Koen, & Niehaus, 2018; Ojagbemi, Owolabi,
Akinyemi, & Ovbiagele, 2017; Opakunle, Aloba, Akinsulore, Opakunle, & Fatoye, 2018;
Stewart et al., 2009). Lastly, only 5 studies noted the method of administration of the reference
screening tools and all of them indicated the use of trained psychiatrists to administer the
reference tools (Bhana, Rathod, Selohilwe, Kathree, & Petersen, 2015; Chibanda et al., 2016;

Hanlon et al., 2015; Owoso et al., 2014; Pence et al., 2012).

4.5 Statistical Analysis

Data analysis was the primary basis for concluding the validity of the instruments being
measured in all the studies. As highlighted above, sensitivity and specificity measures can be
indicative of instrument external reliability and ability to reproduce the same results correctly. 33
out of 55 studies (60%) developed a Receiver Operating Curve to calculate sensitivity and
specificity. The cut-off, sensitivity and specificity values are displayed in table 7 below. The

PHQ-9 tool, which was the most frequently studied tool, had a cut-off value of 9 in 3 studies



(Bhana, Rathod, Selohilwe, Kathree, & Petersen, 2015; Adewuya, Ola, & Afolabi, 2006; Udedi,
Muula, Stewart, & Pence, 2019) and a cut-off value of 10 in 3 studies (Gelaye et al., 2013;

Akena, Joska, Obuku, & Stein, 2013; Cholera et al., 2014; Pence et al., 2012). One study had a

cut-off of 8 (Woldetensay et al., 2018) and a another one had a cut-off of 5 (Hanlon et al., 2015).

Several studies conducted other statistical tests which are detailed fully in Appendix B.

Table 8 Table of Sensitivity, Specificty and Area under Curve Cutoff Values
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V. Discussion

This in-depth review highlights three main procedures that are predominantly in use to culturally
validate mental health screening tools in sub-Saharan Africa:

e Language Translation

e Terms Validation

¢ Method of Administration

The results illustrate that even though most studies employ these techniques, there remains great
variability in the way the processes are undertaken from study to study.

Firstly, with regard to language translation, the evidence shows that a majority of studies do
attempt to incorporate the ideal standard of translation that was discussed above, back
translation, for a non-English speaking target population, but not all studies are using perfect
back translation techniques. This review shows that back translations were conducted using
many different approaches in different studies. This lack of standardization across studies
diminishes the strength of some of the translations as back translation is heavily dependent on
cultural or conceptual equivalence as opposed to simply linguistic equivalence. The former is
achieved when those conducting the translations are not only sufficiently bilingual but also have
a good knowledge of mental health terminology in both languages and a familiarity with the
culture of the target population. Several studies brought in only bilingual professional translators
which failed to account for the probability that working with these translators -who are language
experts- produced tools with language validity but not any or minimal subject validity
(Heyningen, Honikman, Tomlinson, Field, & Myer, 2018; Odenwald et al., 2007; Marquer et al.,

2012; Chishinga et al., 2011; Chibanda et al., 2016) Some other studies engaged the researchers



and health workers to fulfill the translation of tools but as with professional linguists, researcher
might not possess the full skillset adequate for translation and likely only possess an
understanding of the content matter and not linguistic motifs (Barthel, Barkmann, Ehrhardt,
Schoppen, & Bindt, 2015; Bhana, Rathod, Selohilwe, Kathree, & Petersen, 2015; Blair et al.,
2017; Charak, de Jong, Berckmoes, Ndayisaba, & Reis, 2017; Denckla et al., 2017; Geibel et al.,
2016; Gelaye et al., 2013; Hanlon et al., 2015; Shanahan, Anderson, & Mkhize, 2001; Natamba
et al., 2014). This can result in tools with terms that are unknown to the culture or terms that are
perceived differently from the original intent of the instruments. Despite these shortcomings in
some studies, the author notes there were a few studies who utilized multiple translators, from
multiple fields, who undertook the translation process independently (Udedi, Muula, Stewart, &
Pence, 2019; Stewart et al., 2009; Stewart, Umar, Tomenson, & Creed, 2013). This is likely to
produce tools that incorporate a broader range of cultural and linguistic content and thus are
more in-depth. A good number of studies that did utilize multiple translators did so by seeking
persons from different areas of expertise such as when the translations were done by a researcher
and local social worker (Chorwe-Sungani & Chipps, 2018) or when it was done by local
psychiatrists, researchers and professional translators. There is a proportion of studies that do not
report on who conducted translations and it is possible that this could be a result of study
researchers not knowing the importance of recruiting a translator who is both linguistically as
well as culturally adept (Cholera et al., 2014; Flisher, Sorsdahl, & Lund, 2012; Gelaye et al.,
2014; Kane, Murray, Bass, Johnson, & Bolton, 2016; Mellins et al., 2018; Muris et al., 2006;
Nolan et al., 2018; Seth et al., 2015). This review emphasizes that such studies weaken the
strength of their validity claims compared to studies that employ more robust methods. This

review has gathered information from an adequate number of studies to infer that a majority of
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studies that are conducting back-translation of mental disorder screening tools for a non-English
sub-Saharan African population are doing so well and thus future studies should look to them to
understand how to adequately conduct translation. Particularly those where multiple and
different subject experts are utilized, because, as discussed, the broader the depth of the
translators involved in translation, the more likely a tool is to be valid and researchers should
always take note of this. This ensures the effectiveness of a screening tool for non-English

speaking populations.

Secondly, this review has found that a substantial percentage of studies are incorporating
methods to validate individual terms or items in the screening tools. This is very important as not
all terms directly translate across cultures and expert consensus approaches are needed to ensure
a tool is valid for its target population. Additionally, this step is important for tools that do not
undergo a translation, as they are intended to be used in an English-speaking population because
although people may speak the same language, their lived experiences of their culture and
environment significantly affects their understanding of certain concepts. As with the language
translation exercises, validation of terms was done very differently by different studies. A
majority of studies employed consensus building discussions. However even this was undertaken
differently by different studies. Some studies such as Chishinga et al. (2011) only sought to gain
the consensus of the research team or the translators when discrepancies arose whilst others
employed more thorough methods such as engaging with a wider range of experts like
psychiatrists, psychologists, social workers and mental health researchers who met until each
problematic item was resolved (Odenwald et al., 2007). Although the former technique is a good
first step towards ensuring valid terms are incorporated, engaging a wider range of experts has its

obvious strengths and should be the avenue pursued by most studies.
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An alternate way of ensuring terms in screening instruments are valid that was utilized is
conducting focus groups with a sample of the target population. Focus groups allow researchers
to gauge the possible attitudes and behaviors towards the tools prior to implementation in a large
population. Thus, ensuring the tool fully encompasses these attitudes in any revision. There was
good number of studies identified in this review that conducted some form of a focus group.
Although it should be noted that like the other processes discussed above, the focus groups were
also quite variable in their setup from study to study. Some studies only sought focus group
participants from the target population (Stewart et al., 2009; Pence et al., 2012) whereas others
expanded it community key informants as well as the target population (Marquer et al., 2012;
Stewart, Umar, Tomenson, & Creed, 2013). Even though the focus groups were conducted with
rigor, the latter seems the better methodology to employ in most instances, in order to gain as
wide a range of views as possible and thus strengthen the depth of the tool. Additionally, focus
groups allow researchers to understand certain dynamics in play in a society that could impact
the strength of a tool. For example, one study conducted focus groups segregated by gender and
religion and it was found that certain expression of symptomatology varied between genders
(Pence et al. (2012). Studies that are able to gain such information are certainly more robust as
they ensure these dynamics are accounted for in the final tool bolsters true positives and reduces

the likelihood of false positives.

A minority of studies incorporated pilot testing of tools prior to conducting a full study. It was
found that all tools were pilot tested in a sample of the target population which can be deemed as
ideal as developing internal validity is imperative to the strength of a tool when cultural validity

is trying to be showcased. That is, the tool should work well within a particular culture prior to
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any attempts to deem it fit to be extrapolated to other cultures. Additionally, due the great
difference in cultures across sub-Saharan Africa, external validity of tools might never be fully
achieved for individual tools and thus every study that uses that tool should seek to amend it to
be culturally fit for that population. The reason for the limited number of pilot studies being
conducted could be the cost associated with them but if and when possible, they allow
researchers to gain a solid foundation prior to conducting a full study. This foundation is very
important as it not only provides feedback on the items and language in the tools but very much
hints at the overall feasibility of using that method of screening for mental disorders in that

population.

Lastly, the method of administration (self-administered vs. interviewer administered) was a
prominent feature of cultural validation of tools in sub-Saharan Africa. The chosen method of
administration in this context to ensure cultural validity as many of populations in the region face
high rates of illiteracy. Thus, utilizing self-administration could bias the results and either create
a high proportion of false positives or false negatives. Interviewer administered studies were
predominant in this region, but the choice of interviewer was variable among studies. A majority
of interviews were done by the researcher or members of the research team who underwent
training (Berard, Boermeester, & Viljoen, 1998; Bhana, Rathod, Selohilwe, Kathree, & Petersen,
2015) and although this is adequate in the short term, it brings up the problem of sustainability of
the tool in the population following this initial validation study. Some other studies had
interviews conducted by local health workers (Geibel et al., 2016; Sharp et al., 2014) which
seems to account for the sustainability issues that the researcher interview studies do not.

However, neither of these types of interviewers account for the possible power dynamics in play
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between professionals and the study participants. This is particularly a significant factor in some
places due to sub-Saharan Africa’s colonial history and subsequent lingering societal disparities
between those who go through western education and those who do not. Another group of
studies thus opted to engage trained lay workers as interviewers (Odenwald et al., 2007; Mellins
et al., 2018). Using this group as interviewers could solve the problem of sustainability of the
screening tool beyond the initial validation study and the political contextual factors in sub-
Saharan Africa. Despite which interviewer was enlisted, a majority of studies trained
interviewers on how to properly administer the tools (Akena, Joska, Obuku, & Stein, 2013;
Bertschy, Viel, & Ahyi, 1992). The strength and benefits of this is evident as it provides a
standard for all interviewers and allows for the different results to be comparable. Finally, there
were some studies that did not mention who conducted the interviews or the method in which the
screening tool was administered (artin, Fincham, & Kagee, 2009; Seth et al., 2015; Suliman,
Kaminer, Seedat, & Stein, 2005). This gap in data weakens a study’s conclusion of strength of its
validity exercise and more in-depth reporting supports not just individual studies but the overall

body of literature on screening tools.

The studies conducted these validation techniques before conducting statistical tests on
the results. Statistical tests and their results ensure there is adequate construct validity in the tools
and therefore are just as important as the cultural validity of the tools, in determining their utility
and reliability. However, statistical analysis is dependent on how culturally valid the tools are. If
a tool produces statistically accurate results but is inherently biased, then overall caution should
be observed when judging its validity. The studies in this review were robust in their statistical

analysis however only about half conducted sensitivity and specificity tests. With a tool such as



the PHQ-9, most studies decided on similar cutoff values, for calculating the sensitivity and
specificity (Bhana, Rathod, Selohilwe, Kathree, & Petersen, 2015; Adewuya, Ola, & Afolabi,

2006; Udedi, Muula, Stewart, & Pence, 2019).

The findings of this systematic review are important for mental health professionals and
researchers alike. The use of tools that are not sufficiently validated is still widespread and this
only worsens the outcomes for the sub-Saharan population. The field of mental health is still
developing in sub-Saharan Africa and the future of mental health in the region needs for studies
to sustain the back-translation method of translations that is already highly prevalent, better
validation of terms and the involvement of multiple experts and to be cognizant of the
socioeconomic status and educational characteristics of the population. Additionally, studies
must ensure they conduct statistical analysis of various kinds but primarily sensitivity and
specificity calculations to create and utilize unbiased and reliable tools. This is absolutely
essential if we are to address the challenges of global public health and reduce the rising burden
of mental disorders. This review recognizes studies such as those conducted by Pence et al.
(2012) and Chibanda et al. (2016) as being the most robust in their validation and the type of

studies to look to for future research.
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V1. Limitations

The first limitation of this review is that it only included studies published in English. As sub-

Saharan Africa has many different official and local languages, it would be important to include
these articles in future reviews to get a more thorough understanding of validation techniques on
the continent. Secondly, the inclusion criteria of this study only incorporated official ICD-10
disorders so as to hone the scope of this review, although the literature search highlights that
broadly defined mental disorders are being studied in this population and should be incorporated
in future reviews. Thirdly, this review was undertaken by a single author as part of the
requirement for a master’s in public health degree and is thus subject to research bias in
thoroughness due to limited resources. However, searches were conducted multiple times to
reduce this and the author is confident in the results obtained from this review. Fourth, studies
included in this review are subject to secondary data bias and therefore | cannot validate the
findings of the study. Lastly, this review excluded screening tools that were developed
specifically for the sub-Saharan African context under the assumption that tools developed for
populations would be valid for that population. However, a review of this could indicate some
falsity in this assumption and add to the body of evidence on ways to validate screening

instruments.
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VII. Conclusion

As the burden of mental disorders continues to rise in sub-Saharan Africa, it is imperative

for mental health care to be more diligently focused on and this starts with screening and
diagnosing individuals. However, for the screening tools to capture true disorders they must be
sound for the population and incorporate their cultural understanding of mental health.

This review sought to bridge a current gap in literature and to discern what is currently
being done to ensure this cultural and construct validity in sub-Saharan Africa. This review
found that many studies attempted to ensure cultural validity in their tools using three main
procedures. First, translation of tools for a non-English speaking population was used in a high
number of studies. Although the methods of translation varied, it is evident that a more robust
undertaking is more favored such as that undertaken by studies that conducted back translation
with both bilingual translators as well as conceptual experts. Secondly, the review found
validation of items in the instrument to be a widely conducted exercise in cultural validation for
these studies. This is imperative for dispelling any disparities between the population’s
understanding of mental health and the original instrument’s intent. As with translation various
techniques were chosen, namely: conducting consensus building exercises, conducting focus
groups and/or conducting pilot tests. The use of all three techniques, if possible, certainly
bolsters the validity of the instrument in the population especially if these are conducted using a
wide range of experts and they sample in an in-depth population pool. Third, the review
identified two different methods of administering the tools: self-administered vs. interviewer
administered. The chosen method can impact the ability of study participants to fully understand
the concepts being conveyed by the study and with high rates of illiteracy amongst many sub-

Saharan African populations, the method chosen could have a great impact on the true and false



positive results attained by screening tools. Last but not least, many reviews conducted analytical
tests to ensure the external and internal reliability of tools was evident in the population and this
should be done for all studies.

Translating tools, ensuring conceptual equivalence of their individual items,
administering the tools and then analyzing the results in a manner adequate for the population are
good first steps in ensuring validity. Nevertheless, more techniques can be employed, and current
ones enhanced to fully ensure the attitudes and behaviors, with regards to mental health, of a
particular population are fully incorporated in screening tools. This is imperative to curb the

rising burden of mental disorders in sub-Saharan Africa.
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