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During the development of research capacity in lowincome and middle-income countries 

(LMIC), an unexpected challenge arises in specialties underrepresented in these countries’ 

medical schools: the few available specialists are needed for both research and clinical 

practice. This conflict occurs in many specialties and settings, and many initiatives have 

been launched to address it.1,2
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Psychiatry is one specialty affected by this challenge. Although psychiatric training is 

available in most countries around the globe, many countries do not have psychiatry 

departments or graduate training programmes. In Africa, this is the case for more than 20 

countries, many of them large and populous.3 Medical graduates in LMIC who are interested 

in psychiatry often pursue education abroad at great personal expense, leaving their country 

for years, at substantial cost to the country.

Mozambique currently has no psychiatric training capacity, and the mental health-care 

system is in development. Located in sub-Saharan Africa, with a population of nearly 26 

million, it had 20 psychiatrists (13 of them Mozambican) and 109 masters-level 

psychologists as of Dec 1, 2017. The Mozambique Ministry of Health has approached this 

problem with creativity, as it often has4 since independence,5 by training non-physicians to 

perform medical tasks (eg, training advanced technicians for surgery and general medicine). 

In 1993, before the terms task-shifting or task-sharing were coined,6,7 Mozambique created 

a training programme for psychiatric technicians to identify and treat neuropsychiatric and 

substance-use disorders under psychiatric supervision. A total of 275 psychiatric technicians 

are now deployed across all 128 Mozambican districts. The availability of technicians 

permits the development of the health-care system, ideally by use of implementation science 

methods to ensure that scant resources are used wisely. To achieve this progress, further 

training focused on implementation science research and leadership is needed for the 

aforementioned psychologists and psychiatrists.

Mozambique’s Ministry of Health, Universidade Eduardo Mondlane, and Mozambique’s 

Institute for Health Education and Research have partnered with investigators from USA-

based universities (Columbia, Pennsylvania, Vanderbilt, and Yale), and the Federal 

University of São Paulo, Brazil, to train implementation scientists,8 with funding from 

Fogarty International Center and the US National Institute of Mental Health. The Ministry of 

Health selects trainees, with input from US principal investigators. To date, about 50% of 

Mozambican psychiatrists and 2% of psychologists are in the implementation science 

research training programme, while also supervising psychiatric care in Mozambique. 

Ultimately, trainees will retain this dual clinical and research role. The programme also 

supports obtaining PhDs at the Federal University of São Paulo, without requiring relocation 

to Brazil, thereby paving the way for trainees to join local medical school faculties where a 

medical degree does not suffice to qualify for faculty status.

However, the programme is confronting an unexpected problem. The clinical faculty of the 

highincome country that provided essential training does not necessarily share enthusiasm 

for implementation science training. These important mentors have invested extensive effort 

to develop expert clinicians, and might view the shift towards research as abandoning 

clinical training. Furthermore, despite supporting trainees’ masters research theses during 

clinical training, the faculty might not value publishing such theses, which is crucial for 

trainees to develop a publication record.

This potential tension places trainees in an awkward position. Do they stay true to their 

clinical training and focus on care delivery, as their original mentors envisioned, or do they 

embrace a systems approach to developing strategies to deliver mental health care, using 
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implementation science? Should they aim to deliver or supervise direct care, or should they 

complement such care with methods that improve the health-care system and enhance the 

likelihood of an academic career for themselves?

As the Mozambique-US-Brazil research training team considered these problems, the notion 

that the situation is not unique to Mozambique or psychiatry arose. The team engaged the 

clinical mentors as key to the implementation science team, co-authoring academic 

publications—beginning with the aforementioned theses—and participating in local 

conferences highlighting the importance of both clinical training and implementation 

science. The goal was to integrate both mentorship teams to limit the tension experienced by 

trainees who did not wish to disappoint either team.

Integrating two essential elements, clinical and implementation science training,9 is a 

challenge in global health research training, as are other well known barriers, such as 

unavailability of peer support or networks, and a scarcity of robust institutional research 

environments.10,11 Time and effort are required to design effective strategies to encourage 

collaboration between clinical and research mentors. LMIC leadership should define needs 

and investments, and determine how best to balance clinical and research training without 

the trainees fearing undesirable consequences, especially when local specialty training is not 

available. International agencies committed to expanding mental health care globally should 

acknowledge that conversations about the balance between clinical and research training are 

crucial to sustained progress. If health-care delivery systems can be rigorously implemented 

and led by local specialists, it might be possible to shift the conduct of implementation 

science to epidemiologists or social scientists focused on mental health (when such 

professionals become available), to permit clinicians to remain involved in care delivery. 

Ministries of health, which are often led by clinically trained individuals, will have to 

determine the best path for their respective countries.
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