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Abstract

Mental and substance use disorders are a leading cause of disability worldwide. Despite this,

there is a paucity of mental health research in low- and middle-income countries, especially in

sub-Saharan Africa. We carried out a semi-systematic scoping review to determine the extent of

mental health research in Botswana. Using a predetermined search strategy, we searched the

databases Web of Science, PubMed, and EBSCOhost (Academic Search Complete, CINAHL with

Full Text, MEDLINE, MEDLINE with Full Text, MLA International Bibliography, Open

Dissertations) for articles written in English from inception to June 2020. We identified 58 studies

for inclusion. The most researched subject was mental health aspects of HIV/AIDS, followed by

research on neurotic and stress-related disorders. Most studies were cross-sectional and the

earliest published study was from 1983. The majority of the studies were carried out by research-

ers affiliated to the University of Botswana, followed by academic institutions in the USA. There

seems to be limited mental health research in Botswana, and there is a need to increase research

capacity.

Keywords

Mental illness, Botswana, psychiatric disorder, mental health research, mental health, semi-

systematic review, scoping review

Date received: 3 April 2020; accepted: 23 September 2020

Introduction

Although mental health disorders are a

leading cause of disability worldwide,1

mental health care is often given low
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priority, especially in low- and middle-
income countries (LMICs).2,3 For example,
it has been estimated that between 76% and
85% of people with severe mental disorders
in LMICs receive no treatment.4 However,
minimal resources are allocated to mental
health globally, with a global median
expenditure on mental health of less than
2% of government health expenditure.5

The figure is even lower in LMICs.6 This
neglect of mental health care is com-
pounded by, among other factors, the pau-
city of mental health research in LMICs. A
2008 World Health Organization mapping
project on research capacity in LMICs
found that over 50% of the 114 countries
surveyed contributed fewer than five articles
to the international mental health indexed
literature between 1993 and 2003.7 A survey
of original research published in six jour-
nals from 2002 to 2004 found that only
3.7% of the published articles came from
LMICs and emphasized the need to
strengthen the research capacity of
LMICs.8 The survey also reported a posi-
tive association between the proportion of
psychiatrists and research output. Similar
findings were reported in a review of
mental health research in Ghana, where
most papers published between 1955 and
2009 were by psychiatrists.9

Mental health research is particularly
sparse in Africa7 and is dominated by a
few countries such as South Africa,
Nigeria and Kenya.10 There is evidence
that health research is an essential tool for
improving health and health equity in
LMICs.11 Although mental health research
is important to generate evidence and
inform policy, the evidence base in sub-
Saharan Africa is limited; there is thus a
need to increase research in Africa.12 One
starting point is to explore the level of
mental health research in Africa to establish
what is available and identify research gaps.

Botswana is an upper middle-income
country in Africa with a population of

slightly over 2.4 million.13 Botswana’s
health system is organized hierarchically,
with national referral hospitals at the top
and health posts at the bottom. The country’s
mental health policy was developed in 2003 to
provide a framework for the incorporation of
the mental health programme into general
healthcare services.14 Psychiatric patients
are treated at all levels of the health system,
but their first contact withmental health serv-
ices is usually at the primary care level and
mostly with psychiatric nurses. There is one
national referral psychiatric hospital, Sbrana
Psychiatric Hospital, which was officially
opened in 2010. Most psychiatrists in
Botswana are based at this hospital, which
has a bed capacity of 300. At the time of writ-
ing, therewere 11 psychiatrists in the country,
of which five are academics, three are in pri-
vate practice and the rest are in public service.

One objective of the Botswana national
mental health policy is to promote mental
health research. In addition, the University
of Botswana, where the authors work, started
a residency training programme in psychiatry
in January 2020. Trainees are required to
carry out research relevant to the needs of
the country as part of their degree require-
ments. Botswana has no national mental
health research database and to the best of
our knowledge, the available literature on
mental health research provides inadequate
guidance to inform policy and practice. It is
thus necessary to determine the extent of
mental health research carried out in the
country, and to identify priority research
areas in mental health. Therefore, our aim
was to explore the extent of mental health
research in Botswana. We focused on identi-
fying the main areas researched, research
findings, the main research gaps and future
research needs.

Methods

We conducted a semi-systematic,
thematic scoping review. The study was
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semi-systematic in that we used the robust

processes of a systematic review coupled

with the rich, inductive, analytic nature of

qualitative research to identify emerging

themes and narratives.15–17 We adhered as

much as possible to the relevant Preferred

Reporting Items for Systematic Reviews

and Meta-Analyses (PRISMA) guidelines

to ensuremethodological rigour in designing

and reporting the study, while also adhering

to the principles of qualitative research.16

Consistent with the scoping review method,

we examined the literature broadly to deter-

mine what is known, gaps in knowledge, and

what remains to be considered.16,18

Data searching and mining

With the assistance of a medical librarian,

we developed a search strategy using the

key terms psychological phenomena and

Botswana with their associated synonyms

(Table 1). We used this predetermined

search strategy to search Web of Science,

PubMed and EBSCOhost (Academic

Search Complete, CINAHL with Full

Text, MEDLINE, MEDLINE with Full

Text, MLA International Bibliography,

Open Dissertations) for articles written in

English from inception to June 2020. The

search yielded 1339 articles (Figure 1).
Once the search was complete, we divid-

ed ourselves into three pairs, each of which

was assigned a database for screening. Each

pair screened titles and then abstracts to

select the articles that met the inclusion

criteria. We selected peer-reviewed articles
published in English and carried out in
Botswana from the earliest identified to
June 2020. The process was iterative.19

Once each pair had completed screening,
the whole team met to seek consensus on
the selected articles. Those articles that did
not meet the inclusion and exclusion criteria
were excluded. This process yielded 92 full-
text articles that were screened further; this
yielded 58 studies that were included in the
final analysis (Figure 1).

Data abstraction

To capture important details, we developed
a review matrix20 using the following head-
ings: author, date of publication, first author
affiliation, location, title, method character-
istics and key findings (Supplemental File).
We used one article to pilot the matrix and
ensure consistency when recording informa-
tion using the matrix. We distributed full-
text articles among the team, and each
member read their allotted articles and
filled in the matrix. The team met again to
review the matrix to ensure consistent
abstraction of data, completeness of data
and exclusion of additional studies that did
not meet the study criteria.

Inclusion and exclusion criteria

We included all studies conducted on
mental health topics in Botswana from the
earliest identified to the end of June 2020.
We only included studies published in

Table 1. Search strategy.

Keywords Synonyms

Psychological

phenomena

psychological phenomena, psychology, psychological well-being, psychological dis-

tress, psychiatry, mental health, mental illness*, psychiatric illnesses, psychiatric

disease*, social well-being, mental hygiene, emotional adjustment, psychiatric

disorder*, mental disorder*

Botswana Republic of Botswana, Bechuanaland, Bechuanaland Protectorate, Batswana,

Tswana

Opondo et al. 3



English. We excluded studies in which no

data had been collected, such as case

reports, review articles and letters. Owing

to limited financial and human resources,

we were unable to contact the various

potential repositories of grey literature.

Data analysis

We reviewed the matrix several times, some-

times going back to the full text to fully cap-

ture the data. We created subtables to sort

and group some data elements, such as pub-

lication year. We also analysed the matrix

using thematic analysis, which involves

establishing familiarity with the data, gener-

ating initial codes, searching for themes,

reviewing and naming themes.

Results

We identified 1339 records through the

database search. After removing duplicates

Figure 1. Study selection flow diagram.
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and screening for eligibility, 58 published

studies were included in the analysis.

Characteristics of included studies

The earliest identified study was conducted

in 198321. There were five publications from

1983 to 1987,21–25 followed by a 10-year

period from 1989 to 1999 in which there

were no studies. The number of studies

has progressively increased from 2006,

with 50 publications between 2006

and 2020.
Most (29) first authors were affiliated to

the University of Botswana, but 20 first

authors were affiliated to universities or

institutions in the USA. Four first authors

were affiliated to the Ministry of Health

and Wellness, Botswana, three were from

South African institutions, one from the

UK and one from Japan.

Population. Most studies were conducted

among students, followed by patients from

different health institutions. Of the special

populations studied, people living with HIV

(PLWHIV) were the most frequently stud-

ied. Only one study was conducted among

lesbian, gay, bisexual and transgender

people, and one among children living

with disabilities.

Setting and study design. Studies in hospital

settings dominated, followed by studies at

the University of Botswana. Thirteen stud-

ies were conducted in community settings;

only one study was conducted in a school

for children with disabilities. Almost all the

studies were cross-sectional and quantita-

tive; more details about the included studies

are shown in Supplemental Table 1.

Areas of mental health addressed in the

studies

Table 2 summarizes the main themes and

subthemes identified, and the key findings.

The most researched theme was HIV and

mental health, followed by substance use.

HIV and mental health. The mental health

aspects of HIV studied were depression26–29

neurocognitive disorders,30,31 the preva-

lence of HIV/AIDS in psychiatric

patients,32 sexual behaviour33 and psycho-

social issues.34,35

Most studies were conducted in general

hospital settings; only one was conducted

with psychiatric inpatients and found a

high prevalence of HIV among female psy-

chiatric inpatients.32 The prevalence of

depression in PLWHIV ranges from

25.3% to 48%,26,27 and men (31.4%) are

more affected than women (25.3%).27

Factors associated with depression in

women were low energy and limitations in

role function,28 lower education, higher

income and lack of control in sexual deci-

sion making, whereas factors associated

with depression in men were being single,

living in a rural area and engaging in inter-

generational sex.27 Psychosocial issues iden-

tified among adolescents with HIV in

Botswana include behavioural problems

(70%), family issues (58%) and HIV medi-

cation adherence (57%).34,35 A study on

mental health stigma reported that patients

with HIV and mental illness are stereotyped

as dangerous and untrustworthy, and are

discriminated against.36

Trauma and stress-related disorders. The find-

ings of studies on trauma and stress varied.

Dithole et al.37 investigated post-traumatic

stress disorder (PTSD) among spouses of

patients recently discharged from intensive

care units and reported that more than half

of participants experienced PTSD symp-

toms. Other studies on this topic showed

that social relationships correlate positively

with psychosocial wellbeing,38 and that

problem-solving strategies are the preferred

method of coping among students.39

Opondo et al. 5



Table 2. Study themes and key findings.

Theme Subtheme Key findings Studies

HIV and mental

health

Depression High prevalence of depression among people

living with HIV (PLWHIV)

Predictors of depression in PLWHIV are lower

education, higher income, lack of control in

sexual decision making and living in a rural

area

26–30

Neurocognitive

disorders

High prevalence of cognitive disorders 30,31

Prevalence HIV is more prevalent in mentally ill female

inpatients

32

Sexual behaviour Batswana men had higher scores on a sexual

addiction screening test than American men

33

Psychosocial issues/

distress

Issues among children include behavioural

problems, family issues and HIV medication

adherence

34,35

Stigma Mentally ill patients are stereotyped as dan-

gerous and untrustworthy, and discriminat-

ed against

36

Substance use Prevalence and

predictors

Alcohol is the most used substance in

Botswana

Alcohol use is associated with depression and

sleep abnormalities

Having drinking friends and alcohol availability

are associated with drug use

Religiosity protects against drug use

Alcohol abuse is a risk factor for developing

multidrug-resistant tuberculosis

Cannabis use disorder is associated with aca-

demic stress and an allowance of more than

150 USD per month. Religiosity is protec-

tive

Predictors of tobacco smoking include posi-

tive attitudes, subjective norms, perceived

behavioural control and intention

40–42,45,46,73

Interventions A behavioural activation/problem solving

intervention for smoking cessation was

found to be feasible and acceptable

47

Sexual behaviour Alcohol use and psychological distress con-

tribute to risky sexual behaviour among

adolescents

33,43

Gender-based

violence

Alcohol abuse increases the risk of gender-

based violence

44

Stress-related

disorders

Trauma PTSD symptoms were high in spouses of

patients recently discharged from intensive

care units

37

(continued)
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Table 2. Continued.

Theme Subtheme Key findings Studies

Stress Availability of social relationships is associated

with better physical and mental health and

independence level

Students are likely to use problem-solving

strategies to cope with stress

Cortisol provides an adaptive boost to meet

daily demands

38,39,74

Depression Depression Stressful life events predict depression in uni-

versity students

A high rate of depression is associated with

parental/childhood drug use, physical

assault, failed urban migration and psycho-

logical aggression

Locus of control is associated with depression

48–51,53

Childhood trauma Sexual abuse is the most experienced child-

hood trauma and predicts depression in

adulthood

52

Work-related

factors

Stress There is no association between performance

appraisal and perceived stress

Occupational stress is associated with psy-

chosomatic complaints

56,57

Trauma PTSD is high among mental health workers

High neuroticism and exposure to violence in

the past 12 months are associated with

PTSD

58

Physical violence There is a high rate of patient violence toward

mental health workers

Nurses experience more physical violence

than other mental health staff

54

Burnout A high degree of burnout was found in regis-

trars and this was related to insufficient

salary and limited medical resources

55

Tools Validation The psychometric properties of the GHQ-28

and PHQ-9 were good to excellent among

the primary healthcare population in

Botswana

The Setswana version of the PSC had

maximal sensitivity and specificity at a cutoff

score of 20

62–64

Tool development A computerized brief cognitive screening

battery was found to be feasible for use in

Botswana

75

Child and ado-

lescent

mental health

Pharmacological

treatment

Psychotropic side effects and comorbidity are

associated with polypharmacy

59,76,77

Abuse Children with disabilities are exposed to high

rates of abuse by their teachers

60

(continued)
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Substance use. Alcohol is the most frequent-
ly used psychoactive substance in
Botswana.40–42 Its use is associated with
psychological distress,41 depression,40 risky
sexual behaviours,43 gender-based vio-
lence44 and the development of multidrug-
resistant tuberculosis.45 Substances such as

amphetamine and cannabis were found to
be related to low participation in religious
activities and difficulties in academic stud-
ies,41 and availability and peer pressure
were found to predispose to substance
use.42 Factors that contribute to tobacco
smoking among students include attitudes

Table 2. Continued.

Theme Subtheme Key findings Studies

Behavioural

problems

Aggressive and antisocial behaviours are

associated with poor parent–child relation-

ships and low parental supervision

61

Cognition Urban children are more cognitively advanced

than children from other environments

22

Prevalence ADHD is the most common disorder among

younger children, and depression and psy-

chosis are more common among older

children and teenagers

77

Gender-based

violence

Mental health

effects

Anxiety and depression are associated with

gender-based violence

66,78

Sexual abuse Sexual abuse is associated with a lower sense

of belonging to the community, drug use

problems and mental distress

67

Intervention Adapted play therapy was found to be useful in

managing sexual abuse

69

Intimate partner

violence

Most intimate partner violence was physical,

followed by emotional

Suicidal ideation was high among intimate

partner violence victims

68

Others Training Psychological research is very important in

developing training programmes

70

Service provision Deficits in service provision in Botswana are

shortage of professionals and lack of a

comprehensive approach to diagnosis and

treatment of disorders

21,23,25

Caregiver mental

health

Psychosocial effects experienced by grand-

mothers as primary caregivers include

loneliness, financial hardship and depression

65,71

Schizophrenia According to the ICD-9, the prevalence of

schizophrenia in Botswana is 4.9 per 1000

persons

21,24

Family and mental

health

Single parents and multiple family types pre-

dict mental health problems in young adults

72

PTSD, post-traumatic stress disorder; GHQ-28, General Health Questionnaire-28; PHQ-9, Patient Health Questionnaire-

9; PSC, Pediatric Symptom Checklist; ADHD, attention-deficit hyperactivity disorder; ICD-9, International Classification of

Diseases, Ninth Revision.
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and subjective norms.46 A study of HIV-

infected smokers reported the feasibility of

a behavioural intervention for tobacco

cessation.47

Depression. Most studies were conducted

among university students. Depression was

associated with locus of control,48 suicidal

ideation and previous suicide attempts.49,50

Childhood drug use and sexual abuse,

parental substance use and physical assault,

and psychological aggression to parents

were found to predict depression in early

adulthood.51,52 One study showed that

failed urban migration and rural residence

were associated with high depressive

affect.53

Work-related mental health issues. Work-relat-

ed mental health issues studied included

physical violence by patients,54 burnout

among registrars,55 perceived stress and

performance appraisal discomfort among

managers56 and occupational stress among

university secretaries.57

One study reported healthcare workers’

lifetime experience of physical violence

from patients, which was associated with

greater job dissatisfaction.54 Nurses are

more exposed to physical violence than

any other type of healthcare provider,54

and just under 20% of staff who had expe-

rienced physical violence in the last 12

months met the criteria for PTSD.58

Additionally, those with a high level of neu-

roticism were about two times more likely

to have PTSD than those with low

neuroticism.58

Registrars (75%; n¼ 20) reported burn-

out in at least one of three domains: emo-

tional exhaustion, depersonalization and

personal accomplishment. The top five

areas of frustration reported by registrars

were insufficient salary, limited resources,

long working hours, overnight calls and

insufficient support from ancillary staff.55

Plattner and Mberengwa57 studied occu-
pational stress among University of
Botswana secretaries and found that expo-
sure to stressors, such as lack of job clarity,
supervising junior colleagues and sharing a
computer, was associated with psychoso-
matic complaints. Gbadamosi and Ross56

explored the relationship between perceived
stress and performance in managers and
found no association between performance
appraisal discomfort and perceived stress;
women earned less income and their per-
ceived stress was substantially higher than
men’s.

Child and adolescent mental health. In a study
of pharmacological treatment in children
and adolescents in a mental hospital,
Olashore and Rukewe59 found that the
prevalence of polypharmacy was 29.2%
and that psychiatric comorbidity and psy-
chotropic side effects were strongly associ-
ated with polypharmacy. A study by
Shumba and Abosi60 identified high rates
of sexual, physical and emotional abuse
by teachers toward disabled children. Boys
rated themselves higher than girls on
aggression in another study of secondary
school students.61 A study of child cogni-
tion showed that urban children completed
Piagetian tasks at an earlier age than chil-
dren from other environments.22

Validation of tools. The Patient Health
Questionnaire, the Pediatric Symptom
Checklist and the General Health
Questionnaire-28 (GHQ-28) have been
found to be reliable and valid for use in
Botswana.62–64

Gender-based violence. Sociocultural practi-
ces, such as payment of lobola (a bride
price), change of name and relocation of a
woman to a man’s residence, were found to
be major contributors of abuse in
Botswana.65 Adverse sexual experiences
have mental health consequences such as

Opondo et al. 9



drug use.66,67 Intimate partner violence was
reported to be associated with alcohol
abuse and suicide,68 and with depression
and anxiety.65 Dunn and Selemogwe69

explored sexual violence interventions
using play therapy, and found that the
Westernized concept of play therapy, with
some adaptation, was relevant in Botswana.

Other topics covered. Other topics covered by
the reviewed studies were training,70 service
provision,21,23–25 caregiver burden,65,71

schizophrenia24 and effect of family type
on mental health.72 Other findings73–78 are
reported in Table 2.

Discussion

This study presents an overview of mental
health research in Botswana, identifies gaps
in research practice and helps provide a
baseline for future research. Our search
generated nine thematic areas with hetero-
geneous subthemes. The most widely
researched topics were on mental health
aspects of people living with HIV/AIDS.
Most studies were cross-sectional and were
carried out by researchers affiliated to the
University of Botswana. The earliest identi-
fied study was in 1983 and there has been a
subsequent and noticeable rise in the
number of studies.

Our findings show a comparatively lim-
ited research output on mental health in
Botswana; there were only 58 articles over
a 27-year period. A systematic review of
psychiatric research in South Africa, an
upper middle-income country neighbouring
Botswana, identified 908 articles over a 31-
year period (1966 to 1997).79 Our finding
that research in Botswana is limited is con-
sistent with other studies that have identi-
fied a paucity of mental health research in
LMICs.7,8,80 This limited research output
may partly contribute to the neglect of
mental health issues in LMICs.2 Patel and
Kim8 posited that the proportion of

psychiatrists in a country has a moderate
influence on that country’s mental health
research output. Botswana had very few
psychiatrists until recently. There has been
a modest increase in psychiatrists in
Botswana following the establishment of a
medical school in 2009, and this has con-
tributed to a relative increase in mental
health research. Of the 21 publications
from 2016, almost half
(48%)32,36,41,54,58,59,63,73,76,77 were by
authors affiliated to the Department of
Psychiatry at the University of Botswana.
This relatively high output by academic
researchers may be because university pro-
motion criteria include research and publi-
cations. Thus, the establishment of a
medical school whose curriculum includes
psychiatry may be one way to improve
mental health research output and capacity
in LMICs.

Almost all the studies identified were
cross-sectional and epidemiological. This
relative lack of trial interventions for
mental health in LMICs has been previous-
ly noted.81 The dominance of epidemiolog-
ical studies in LMICs is not unique to
Botswana,82 and may suggest either limited
funding or lack of research capacity to
carry out more methodologically complex
studies. Furthermore, researchers in devel-
oping countries may chose a cross-sectional
study design over more methodologically
advanced designs because of other barriers,
such as ethical and governing system proce-
dures, competing demands, lack of a con-
ducive research environment, and
operational barriers.83 Although epidemio-
logical data from cross-sectional studies can
be used to inform the development of inter-
ventions, there is need for well-designed
prospective studies that address a variety
of research questions. Suggested solutions
include strengthening collaboration and
networks, and capacity building.82 There
is an encouraging trend in efforts by various
consortia to improve research capacity in

10 Journal of International Medical Research



African countries; for example, the Africa
Focus on Intervention Research for Mental
health (AFFIRM) project.84 However, one
shortcoming of these efforts is that training
is limited to academic institutions and that
mental health professionals in public ser-
vice, who constitute most mental healthcare
providers, are left out.

Most studies were on mental health
aspects of HIV/AIDS.26–34,36 Since 2003,
there has been an overall increase in HIV-
related mental health research in Africa.85

This research has been driven mostly by an
increase in donor-funded programmes.85

Botswana has the third highest HIV preva-
lence in the world, with a national preva-
lence rate of 18.5% among the general
population.86 Robust government- and
donor-funded HIV programmes have been
developed to combat HIV. Many of these
programmes involve research into various
correlates of HIV, and mental health
research has benefited from this focus on
HIV. One systematic review on HIV and
mental health research in sub-Saharan
Africa found a high prevalence of mental
illness in PLWHIV.85 Therefore, it is not
surprising that mental health aspects of
HIV are among the most researched
mental health topics in Botswana.
Depression is the most frequently studied
aspect of HIV and has attracted the atten-
tion of researchers, as it is the most preva-
lent mental health disorder in PLWHIV.
Additionally, comorbidity of depression
and HIV contributes to poor health out-
comes such as substance use, poor medica-
tion adherence and stigma.87 The
prevalence of depression among PLWHIV
varied in the studies reviewed here, possibly
because they were conducted in different
settings and used different tools.

Depression was the subject of many
studies, either as a single topic or in relation
to other conditions. A survey of mental
health research in LMICs by Razzouk
et al.82 found that depression and anxiety

disorders were among the most studied
topics. Depression may be of interest to
researchers because of its frequent associa-
tion with other chronic conditions, and its
contribution as a leading cause of disability
globally.88 This may also explain why the
two locally validated tools both screen for
depression.63,64

Substance use was largely studied among
university students, possibly because they
are a high risk group.89,90 In line with find-
ings of a global status report on drug use,
alcohol is the most used substance in
Botswana.91 It has been found to contribute
to a high HIV infection rate,44 which sup-
ports findings by Fisher et al. in a 2007 sys-
tematic review of the association between
HIV and alcohol use in Africa.92

Our review identifies several gaps in the
research literature. Studies other than epi-
demiological surveys, such as randomized
controlled trials, economic analyses and
treatment outcome studies, are needed.
Even the epidemiological studies have
been mostly confined to a few mental
health conditions; for example, almost all
studies on mood disorder are on depression.
There are no studies on bipolar disorder
and psychotic disorders like schizophrenia,
despite these conditions accounting for
most admissions to the country’s only psy-
chiatric hospital.32 Although suicide is
among the top 20 leading causes of death
in Botswana,6 there were surprisingly no
studies on suicide.

Because most of the studies were on cir-
cumscribed populations such as hospital
patients or students, it is difficult to gener-
alize their findings to the general popula-
tion. There is a need for more studies with
samples representative of the national
population.

The heterogeneity of the studies may be
because there has been no national research
priority-setting for mental health, so indi-
vidual researchers or funders conduct
research based on their own interests and

Opondo et al. 11



priorities.93 There is thus a need to clearly
set out a national mental health research
priority agenda.

Study strengths and limitations

This review has several limitations that
must be discussed. The search was limited
to published research; we did not consider
grey literature. Therefore, our findings may
not accurately reflect the extent of mental
health research in Botswana. We did not
consider studies in languages other than
English. This may not be a serious limita-
tion, as the official language in higher edu-
cation in Botswana is English, so it is
unlikely that there are published studies in
other languages. We also did not consider
the methodological quality of included
studies, as our aim was to provide an over-
view of existing research. However, a
strength of the study is the use of several
databases, which increases the likelihood
that we located all the relevant published
studies. Working in pairs, we critically
assessed each study and synthesized individ-
ual study findings in an unbiased way.

Conclusion and
recommendations

Our study identified a relative scarcity of
mental health-related research in
Botswana. The few studies identified were
mostly cross-sectional and covered only a
few aspects of mental health, such as HIV
and mental health, and substance use. The
findings suggest a need to strengthen the
research capacity of individuals working in
the mental health field. There is a need to
develop a national database of research on
mental health in Botswana and to set out
research priorities. This would help to guide
the mental health research agenda. To the
best of our knowledge, this is the first study
to review the extent of mental health
research in Botswana. It thus forms a

baseline for further reviews and priority-

setting in mental health research in

Botswana.
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