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Foreword
The Spotlight Initiative (SI) interventions are set to promote and protect human 
rights, with key programming principles focusing on equality, non-discrimination, 
participation and inclusion. Women and girls, as rights holders, will be partners and 
agents of change, participating in the design and implementation of all interventions. 
The initiative will ensure that all interventions prioritise confidentiality and non-
discrimination. They will be culturally, and age-appropriate and they will adopt a 
‘victim/survivor centred approach. The initiative will equally target duty bearers, who 
have a responsibility to act to end violence against women and girls (VAWG). The 
SIs Theory of Change (ToC) and Global Results Framework is grounded in decades 
of evidence on what works to end VAWG. The initiative will model “a new way of 
working” where innovation and evidence-based programming are in focus. Africa 
was the second region to begin SI programming. Based on rigorous evaluation of 
criteria, the following countries were selected: Liberia, Malawi, Mali, Mozambique, 
Niger, Nigeria, Uganda, and Zimbabwe. The SI use the focus areas as entry points 
to combat the continuum of VAWG: In Africa – sexual and gender-based violence 
(SGBV) and harmful practices (HP) addressing links to sexual reproductive health 
and rights (SRHR) are the programmatic priorities.

The needs assessment forms are an integral part of the Mental Health Psychosocial 
Support (MHPSS) professional capacity building project that the United Nations 
Children’s Fund (UNICEF), in collaboration with the Ministry of Gender, Children, 
Disability and Social Welfare (MoGCDSW), are implementing. The information 
collected through this process and initiative can serve as the foundation of a profound 
understanding of the struggles with mental health problems and psychosocial 
difficulties survivors of SGBV face.

The outcomes of the needs assessment and the recommendations within are 
aligned to the National Mental Health Policy that was recently emitted by the 
Government of Malawi (GoM).1

1  National Mental Health Policy, April 2020, Ministry of Health, Government of the Republic of Malawi.
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Child refers to anyone under the age of 18, consistent with usage under international 
law.

Child sexual exploitation is a form of child sexual abuse that occurs where an 
individual or group takes advantage of an imbalance of power. To coerce, manipulate 
or deceive a child into sexual activity in exchange for (a) something the victim needs 
or wants, or (b) for the financial advantage, gratification or increased status of the 
perpetrator or facilitator. The victim may be sexually exploited even if the sexual 
activity appears consensual.

Child marriage is marriage involving a person below the age of 18 years.

Child labour refers to engaging a child in work that is likely to be hazardous or to 
interfere with the child’s education or to be harmful to the child’s health or physical, 
mental, spiritual, moral or social development (Convention on the Rights of the 
Child (CRC), 1989, article 32).

Child abuse may be expressed in various forms 

• Physical abuse is the act of commission or omission by a parent or caregiver or 
any other person that causes actual physical harm or has a potential for harm. 

• Sexual abuse is evidenced by activity between a child and an adult or another 
child who, by age or development, is in a relationship of responsibility, trust, or 
power, the activity being intended to gratify or satisfy the other person’s needs. 

• Child sexual abuse involves forcing or enticing a child to participate in sexual 
activities, whether or not the child is aware of what is happening. The activities 
may involve physical contact and penetrative or non-penetrative acts. This may 
also include involving children in looking at or participating in the production of 
pornographic material or encouraging children to behave in sexually inappropriate 
ways.

• Emotional abuse is the persistent emotional ill-treatment of a child that adversely 
affects his or her self-perception and development. It includes the caregiver’s 
failure to provide an appropriate and supportive environment and encompasses 
acts that have adverse effects on the emotional health and development of a 
child. This may involve conveying to the child that he or she is worthless, unloved, 
and inadequate, or they are only to meet another person’s needs or impose 
inappropriate expectations upon him/her. Acts include: restricting movement, 
threatening, scaring, discriminating, scapegoating, corrupting, ridiculing, 
degrading, bullying, and humiliation (e.g. asking potentially embarrassing 
questions, demanding potentially embarrassing actions), intimidation or other 
non-physical forms of hostile or rejecting treatment).

• Spiritual abuse (religious practices).
Community-based mental health care is any care, supervision and rehabilitation 
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of patients with mental illness outside the hospital by health and social workers 
based in the community. It is intended to provide public mental health services 
directly to people in need of assistance in a community setting. 

Common mental disorders are depressive (depression) and anxiety disorders that 
are classified in ICD-11 as “neurotic, stress-related and somatoform disorders” and 
“mood disorders”.
 
A counsellor is a professional who has been trained to assist people with emotional 
stress and mental disorders. S/he provides treatment of mental and emotional 
disorders through the use of psychological techniques designed to encourage 
communication of conflicts and insight into problems, with the goal being personality 
growth and behaviour modification. 

Community-based care is the direct care role assumed by the community 
leadership or its members in their own homes.

Cure implies complete termination of mental disorders and the return of individuals 
to normal health. This end of the spectrum typifies the traditional medical model, 
though it is rarely achieved with mental illness, except for those conditions in which 
there is mainly an organic aetiology. 

Disability refers to persons living with disabilities that include those who have long-
term physical, mental, intellectual or sensory impairments, which in interaction 
with various barriers may hinder their full and effective participation in society on 
an equal basis with others. 

Evidence-based practices refer to a decision-making process for consistent 
scientific evidence showing that a particular approach will improve outcomes. 

Forced marriage refers to a union in which there is the absence of free and full 
consent of one or both parties. It encompasses related harmful practices such as 
wife inheritance, bride kidnapping, girl-child compensation, and marriage as dispute 
settlement or debt payment practised in Malawi. 

Gender-Based Violence (GBV) means any act perpetrated by a person against 
another that results in or are likely to result in physical, sexual or psychological 
harm or suffering, including threats of such acts, coercion or arbitrary deprivation of 
liberty, whether occurring in public or private life. 

Girl refers to a female child under the age of 18.

Health is a state of complete physical, mental and social well-being and not simply 
the absence of disease or infirmity.
Integrated services refer to a system in which an array of services, such as mental 
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health and primary care, are provided through a single agency or entity. 

Mental disorders are health conditions characterised by alterations in thinking, 
mood or behaviour (or some combination thereof) and are associated with distress 
and impaired functioning. 

Mental health in primary care refers to the provision of basic preventive and 
curative mental health at the first level of the health system. Care is usually provided 
by a non-specialist who can refer complex cases to a more specialised mental 
health professional. 

Mental health problems are when a person’s emotional suffering leads to problems 
in thinking and behaviour and a decline in daily functioning. An individual will express 
his or her distress through physical, emotional and behavioural symptoms; some 
may feel spiritually disturbed, while many will show signs of abnormal thinking or 
functioning at work as well as in school, in the home and in the community. The 
more severe the emotional sufferings become, the more problems will develop. As 
the person recovers from suffering, his or her functioning usually returns to normal. 

Mental illness is a term that refers to all diagnosable mental disorders. 

Mental health is a state of well-being in which every individual realises their 
potential, can cope with the normal stresses of life, can work productively and 
fruitfully, and can contribute to her or his community. 

Mental health outpatient facility is a facility that manages mental disorders and 
related clinical and social problems. This includes community mental health centres, 
mental health outpatient clinics, or departments in general or mental hospitals. 

Mental health literacy refers to knowledge and beliefs about mental health 
disorders that aid their recognition, management or prevention and consists of six 
components:

1. Ability to recognise specific disorders.
2. Knowledge and beliefs about risk factors and causes.
3. Knowledge and beliefs about self-help interventions.
4. Knowledge and beliefs about professional help available.
5. Attitudes that facilitate recognition and appropriate help-seeking.
6. Knowledge of how to seek mental health information.

Mental health promotion is broader and deeper, and as such, it includes biological, 
environmental, and sociological issues. It provides a possible frame of reference 
from which agreed upon priorities can be established, and activities across the 
entire spectrum of efforts in mental health can be monitored. 
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Neglect refers to the failure of a parent or guardian or any caregiver to provide for 
the development of the child, where the parent or guardian is in a position to do so, 
in one or more of the following areas; health, education, emotional development, 
nutrition, shelter and safe living conditions. Neglect is distinguished from poverty 
circumstances in that neglect can occur only in cases where reasonable resources 
are available to the family or caregiver.

A psychiatric nurse has completed formal training in mental health nursing at a 
recognised teaching institution for a diploma or degree.

Rehabilitation refers to a whole systems approach to recovery from mental illness 
that maximises an individual’s quality of life and social inclusion by encouraging their 
skills, promoting independence and autonomy to give them hope for the future and 
leading to thriving community living through appropriate supports. 

Secondary prevention refers to early diagnosis and treatment of conditions to 
shorten an illness episode and prevent or reduce complications. The effective 
treatment of epilepsy reduces injuries and accidents. 

Severe Mental Illness (SMI) is a term that applies to more seriously affected 
individuals. The category includes schizophrenia, bipolar disorder, severe forms of 
depression and obsessive-compulsive disorder. 

Support services are rehabilitative services that are not strictly medical but are 
considered necessary for the recovery process. Such services are designed to 
develop and restore a patient’s functional capacities. They may include support 
to help clients maintain independent housing, education, employment, or other 
activities associated with community integration. 

A social worker has completed formal social work training at a recognised, 
university-level school for a diploma or degree in social work. 

Vulnerable groups are more likely to be affected than others from their disposition 
and place in society. These include women, particularly during pregnancy and 
childbirth and children, adolescents, orphans, the elderly, People Living with Disability 
(PLWD), survivors and perpetrators of violence, drugs and substance abusers and 
people emerging from conflicts and disasters.

MENTAL HEALTH & PSYCHOSOCIAL SUPPORT PROFESSIONAL DEVELOPMENT
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Executive 
Summary
Background
The Needs Assessment was conducted between February and March 2020 and 
funded by the Spotlight Initiative and co-funded by the Child Protection Global 
Thematic. The Spotlight Initiative (SI) is a global partnership between the UN and 
the EU to eliminate all forms of VAWG. In line with the ambitions and human rights 
obligations of the 2030 Agenda for Sustainable Development and guided by the 
Sustainable Development Goals (SDGs), the initiative provides large-scale, targeted 
support, leverages multi-stakeholder partnerships and galvanises high-level political 
commitments to engender transformative change and tackle the root causes of 
sexual violence against women and girls (SVAWG). Malawi is one of the eight African 
countries implementing the SI, which focuses on SGBV, including harmful practices, 
in Sub-Saharan Africa. 
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The assessment findings reported herewith aim to inform action planning while 
taking into account the recommendations of the Ministry of Population Planning 
and Social Welfare and UNICEF. The aim is to provide a comprehensive analysis of 
the targeted areas for the assessment, the procedures guiding the data collection 
and analysis, with a presentation of main outcomes and key recommendations.

Data collection and analysis
The data collection was conducted by two teams of experts with members from 
the Ministry of Population Planning and Social Welfare and UNICEF led by the two 
national consultants of OAG. The tools used for the data collection were developed 
by the team leader, the MHPSS specialist, in collaboration with the consultants. 
These were shared with the MHPSS Task Team that had the opportunity to review and 
provide their feedback and suggestions for cultural adaptation and improvements. 
Once consensus was achieved, the teams developed the timeframe and movement 
plan for the visits to the districts (Mzimba and Nkhatabay in the Northern region, 
Dowa and Ntchisi in the Central region and Nsanje and Machinga in the Southern 
region) and contacted the focal points in each district to schedule the appointments.  

Eleven Key Informant Interviews (KIIs) and eight FGDs with experts and community 
members were conducted in the targeted districts. The information was collected 
using the assessment tools by the facilitators. Informed consent was obtained from 
all the participants. The data was shared with the team leader, who carried out a 
thematic analysis using NVivo,2 and a manual thematic analysis was conducted by the 
Monitoring Evaluation Accountability and Learning (MEAL) expert. The key outcomes 
were discussed between the national experts leading the two assessment teams 
and the MHPSS specialist, and a comprehensive analysis of these is presented here. 

Main outcomes 
The analysis shows that high levels of GBV of all types (physical, sexual, emotional 
and financial) and harmful practices are prevalent. These experiences are linked 
to devastating health, psychological, social and economic impacts on individuals, 
families and entire communities. The context in which these correlations are 
observed are characterised by socioeconomic inequalities, poverty, gender 
inequality, family disputes and an ongoing struggle for survival. The lack of adequate 
mental health care services and efficient protection of GBV survivors and people 
with psychological distress is also frequently reported in all the districts where this 
assessment took place. 

2 NVivo is a qualitative data analysis computer software package produced by QSR International
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Key Recommendations
The GoM recently published a mental health policy that provides a solid foundation for 
preventing mental health problems and managing priority mental and neurological 
conditions inclusively. According to the MHPSS multilayered pyramid3, there is a 
need to develop a capacity-building plan that will allow MHPSS providers to address 
the population’s needs at all levels. Coordination efforts between actors are crucial 
in establishing inter-sectoral referrals and ensuring that people in need can access 
health, legal, psychosocial, and financial support whenever required.

3 Inter-Agency Standing Committee (IASC) (2007). IASC Guidelines on Mental Health and Psychosocial Support in Emergency 
Settings. Geneva: IASC. 
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1. Introduction 
The latest published 2019 Floods Response Plan and Appeal4 acknowledges the 
importance of psychosocial support during emergencies in Malawi. It highlights the 
need to expand the general population’s psychosocial support services due to the 
increasing number of disasters annually, affecting thousands of people across the 
country. It is also highlighted that as a result of population growth, rapid urbanisation, 
climate change, environmental degradation and other factors, the magnitude, impact 
and frequency of these disasters have increased. The hazards Malawi experiences 
include floods, heavy storms, droughts, dry spells, epidemics, fires, landslides, 
Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome 
(AIDS) and the ongoing Covid-19 pandemic.

The situation of women in Malawi is concerning as Malawi ranks 172/188 on the 
Gender Inequality Index (GII), reflecting high inequality in reproductive health, 
women’s empowerment, and economic activity. Additionally, violence against women 
and girls and harmful practices remain widespread: 38 per cent of ever-partnered 
women aged 15-49 years experienced intimate partner physical and sexual violence 
at least once in their lifetime.5 

4 The Republic of Malawi, Ministry of Homeland Security, Department of Disaster Management Affairs, 2019 Flood Response 
Plana and Appeal https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/
final_malawi_flood_response_plan_march_-_may_2019_-28march2019.pdf 

5 United Nations Development program, Human Development Indicators,  http://hdr.undp.org/en/countries/profiles/MWI 
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The GoM has adopted several policies and legal instruments to address GBV, including 
the National Gender Policy and National Plan of Action (NPA) to Combat GBV in 
Malawi (2014-2020), under the leadership of the Ministry of Population Planning 
and Social Welfare. The model chosen for this NPA focused on primary (prevention, 
recognising and understanding) and secondary interventions (reporting, responding, 
and referring) while emphasising coordinated impact assessment and the generation 
of data on which policy and implementation are firmly based.6 The NPA consisted 
of an analysis conducted on the prevalence, forms and pattern of GBV, sexual and 
reproductive rights, HIV and AIDS, violence against children, child marriage, root 
causes and factors influencing GBV and impact of GBV. Another recent study that 
looked into perspectives for sexual and reproductive health (SRH) for adolescent 
girls in Malawi concluded that “to improve SRH outcomes for adolescent girls, it is 
critical to engage key stakeholders and create an enabling environment so that girls 
can effectively act on the Information, Education and Communication (IEC) they 
receive. Initiation counsellors remain entrenched information sources; efforts to 
provide them with training on accurate SRH messaging could leverage an existing 
channel. Engaging parents, especially mothers, is crucial to encourage earlier SRH 
education and gain their acceptance of adolescent access to SRH services.”7  

The results of the formative study on violence against children (VAC) in Malawi (July 
2014) published by the MoGCDSW show that VAC takes place in the home, school, 
community, places of work and others. In each of these places where VAC occurs, 
the common types of VAC that occur include sexual violence, physical abuse, 
corporal punishment, and emotional violence. In the home, additional VAC includes 
child neglect and child abandonment. 

Initiation ceremonies continue to be prevalent, especially in southern Malawi, with 
80 per cent of the girls reporting to be participating in the traditional initiations. 
Sexual initiation ceremonies entail counselling on sex and sexuality, counselling 
on menstrual hygiene, dances in public stimulating intercourse, labia stretching, 
Female Genital Mutilation (FGM), consensual intercourse, encouraged intercourse 
and forced intercourse.8  

Survivors of sexual violence are often ostracised and face discrimination. 
Psychological consequences range from trauma and withdrawal to self-blame, 
guilt, anger, anxiety, and isolation feelings. A range of mental disorders, including 
depression, Post Traumatic Stress Disorder (PTSD), suicidal ideas, and other self-
harm forms, are also common among survivors.

6 National Plan of Action to Combat Gender-Based Violence in Malawi 2014 – 2020 http://www.togetherforgirls.org/wp-
content/uploads/2017/10/National-Plan-of-Action-to-Combat-Gender-Based-Violence-in-Malawi-2014-2020.pdf 

7 Nash, K., O’Malley, G., Geoffroy, E. et al. “Our girls need to see a path to the future” --perspectives on sexual and 
reproductive health information among adolescent girls, guardians, and initiation counselors in Mulanje district, 
Malawi. Reprod Health 16, 8 (2019). https://doi.org/10.1186/s12978-018-0661-x

8 The 2018 Traditional Practices Study in Malawi conducted by the Center for Child Wellbeing and Development at the 
University of Zurich, the National Statistical Oce of Malawi, the Centre for Social Research at the University ofMalawi, and 
UNICEF Malawi.
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Despite evidence on these traditional practices’ negative consequences, they 
continue to be practised on a wide scale. Concerted efforts from Government and 
non-governmental organisations to stamp out these traditional practices have not 
been very fruitful.

The manual for the provision of psychosocial support (PSS) during emergencies 
in Malawi, published by the GoM, the MOGCDSW, sets a series of guidelines and 
activities for PSS providers for the communities affected by emergencies, including 
a focus on children, people with disabilities, and people living with HIV (PLWHIV). 
There is a great gap in MHPSS for vulnerable populations, including survivors of 
SGBV, although advances have been made to increase the availability of psychosocial 
support in primary health care. For instance, the latest National Mental Health Policy 
published in April 2020 identifies all Malawians’ Mental Health as a priority by the 
GoM. 

The integration of Mental Health care in primary health is recommended by 
international guidelines such as the Inter-Agency Standing Committee,9 government 
policies, and primary health care, which is also one of the concerns this assessment 
explores. 

This assessment was conducted to better understand the needs of communities, the 
capacities of service providers, gaps in mental health services, and the psychosocial 
challenges existing in the targeted communities. 

This report is structured in five main parts to offer a comprehensive description 
of the undertaken assignments and accomplishment of objectives. The five main 
parts are:

1. Methodology; 
2. The results; 
3. The service mapping at the district level with capacities and gaps analysis in 

services; 
4. Conclusion; and, 
5. Recommendations.

9 Inter-Agency Standing Committee (IASC) (2007). IASC Guidelines on Mental Health and Psychosocial Support in Emergency 
Settings. Geneva: IASC.
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2. Methodology 
2.1 Assessment design
A community-based approach for the assessment was followed and engaged key 
stakeholders, including health or social service providers, traditional healers, and 
religious leaders. Access to these communities was facilitated by the district focal 
persons that were contacted in advance.

There were three techniques of data collection used. Initially, a panel consultation 
with experts on GBV and MHPSS was followed by KIIs, where FGDs were conducted 
in the targeted districts. The experts’ panel consultation was facilitated by Oversee 
Advising Groups (OAGs) national consultant, and MHPSS specialist, in collaboration 
with UNICEF and the Ministry of Population Planning and Social Welfare focal 
persons Lilongwe. The eight FGDs, including three with Child Protection Workers 
(CPWs) and eleven KIIs, were conducted in six districts of Malawi, namely: Mzimba 
and Nkhatabay in the Northern region, Dowa and Ntchisi in the Central Region, and 
Nsanje and Machinga in the Southern Region.
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2.2 Experts’ Panel Consultation
2.2.1 Main Objective 
The main objective of the experts’ panel consultation was threefold: 

1. To share the UNICEF funded and the Ministry of Population Planning and Social 
Welfare implemented capacity building plan with the experts. It aims to increase 
knowledge and capacities to adequately intervene in mental health problems (i.e. 
anxiety, depression and PTSD) due to adversities, abuse and neglect, disasters, 
SGBV, and the recent consequences of the Covid-19 pandemic and others.

2. To receive feedback and recommendations on the tools used during the needs 
assessment exercise, including the appropriate technical terms of the local 
languages.

3. To obtain the experts’ opinion on the questions tackled within the needs 
assessment.  

2.2.2 Participants
The experts’ panel consultation participants were selected based on their role 
and expertise in the field of MHPSS. Participants were drawn from the Ministry of 
Population Planning and Social Welfare, Trust PSS, Machinga Social Welfare, UNICEF, 
Dowa District Social Welfare Office (DSWO), Ministry of Health (MoH) headquarters, 
Zomba DSWO, Kamuzu Central Hospital, and institutions that deal with MHPSS 
issues. 

During the consultations, several other topics were discussed with the experts to 
gather more clarity on the specific challenges and considerations that should guide 
the needs assessment: 

1. The experts understanding where people with mental health problems 
seek help. 

The main outcome of the discussion was: It is not disputable that unlike in 
Western contexts, where hospitals are the first port of call for the treatment 
of mental health issues, in Africa and Malawi – diviners/traditional healers, 
faith healers/pastors, and hospitals are well-documented pathways to care 
depending on several other factors (i.e. Chilale et al., 2018). 

2. The experts’ knowledge on whether Malawi has adequate mental health 
and psychosocial professionals to deal with ever-increasing mental 
health problems and psychosocial concerns. If so, are these professionals 
adequately skilled to provide mental health and psychosocial support?

The main outcome of the discussion was: Professionals are not adequately 
trained, and investment in mental health capacity is still considered a luxury and 
not a necessity. Some services by emerging professional counselling institutions 
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are being provided. Such as Saint John of God College of Health Sciences and 
Malawi Association of Counsellors. Mental health experts include the University 
of Malawi, College of Medicine, Kamuzu College of Nursing, and Malawi College of 
Health Sciences. However, they have little impact on the communities as most 
of these professionals work within health care institutions at the tertiary level, 
with almost zero presence at the primary health care level. This situation was 
also evident in the participants’ profile, mostly from a psychosocial background 
rather than mental health. Likewise, these shortfalls in technical capacities 
were also highlighted in the Ombudsman Report “OUT OF SIGHT, OUT OF MIND” 
produced in December 2017.10

3. The experts’ knowledge of validated tools to screen for common mental 
disorders i.e. anxiety, depression and PTSD.

The main outcome of the discussion was: So far, only tools for anxiety 
and depression have been validated for certain populations (i.e. Self-Report 
Questionnaire, Patients Health Questionnaire-9, Edinburgh Postnatal Depression 
Scale). There is a big need for developing new tools and culturally adapting 
existing tools to assess the most common mental disorders to facilitate effective 
MHPSS services. 

4. The experts’ translations of technical terms and vocabulary, used in local 
languages to describe symptoms of common mental disorders (i.e. anxiety, 
depression and PTSD), were discussed to update the data collection tools 
for the rapid needs assessment: 

The main outcome of the discussion: This was necessitated by the oncoming 
needs assessments, which required exploring what mental health issues SGBV 
might induce in survivors and whether, by experts’ understanding, communities 
had names for accurately expressing such emotions. This was further 
necessitated by the fact there are no known or recent studies that have brought 
together experts in mental health and psychosocial fields to discuss and agree 
on the translation of specific symptoms and whether professionals understand 
some terminologies the same way. Therefore, with the Rapid Needs Assessment 
being the entry point to explore the prevalence of mental health issues in groups 
facing adversity, this became the main assignment for the expert discussion. 

2.2.3 Methodology
The group was divided into three to translate key mental health and psychological 
terms into the local languages. A plenary session was facilitated to reach a consensus 
on the local languages’ translations. The consensus on translations is presented in 
Table 1. 

10 Out of sight out of mind A report on an investigation into allegations of misadministration in the Mental Health service 
delivery and injustices on the patients with mental disorders by the ministry of health in the central region of Malawi. Sys/
Inv/2/2017 http://www.ombudsmanmalawi.org/files/pdf/Out%20of%20Sight%20and%20Out%20of%20Mind.pdf
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Table 1: The Expert’s Knowledge of Lexicons Used in Local Languages to Describe Symptoms 
of Common Mental Disorders

SYMPTOM/SIGN/DISORDER CHICHEWA11 

Feelings Kamvedwe ka Mumtima; Mamvedwe a mumtima

Withdrawn Kudzisala; kudzipatula

Isolation Kudzipatula; kudzisala

Self-Blame Kudziyimba mlandu; Kuvutika ndi chikumbumtima; Kudziona kulakwa; 
kudzida

Guilt Kudziweruza; Kudziona Olakwa

Anger Mkwiyo; Ukali

Anxiety Mantha amgonagona; kusowa mtendere; nkhawa

Depression Matenda Okhumudwa; Matenda a Nkhawa

Suicidal ideation Maganizo/malingaliro ofuna kudzipha; maganizo ofuna kuchotsa moyo

Worthlessness Kudzimva kusafunikira

Insomnia Kusowa tulo

Nightmares Maloto oyipa, osautsa

Loss of interest Kuchoka kwachidwi; chikhumbokhumbo

Loss of appetite Kuchoka kwa chikhumbokhumbo cha chakudya; kusamva njala

Hypervigilance Kukhala tcheru ngati kuti choyipa chichitika

Avoidance of things/places Kupewa zinthu zina, kapena malo

Hopelessness Kutaya chiyembekezo

Hypersomnia Kugonereza

Lack of Concentration Kusakhazikika pa Chinthu

Irritability Kuyipidwa msanga; kunyong’onyeka

Flashbacks Kudzimva ngati zinthu zoyipa zikuchitikabe; Maganizo, kapena zochita 
zakale kumakubwelera mwakathithi; kumangoganiza mwakathithi 
zomwe zinachitika kale ngati kuti zikuchitikanso kumene

Recurring negative thoughts Maganizo a msautso/ngozi amgonagona

Trauma Chiphyera cha mumtima/mmaganizo; Kuvulala mumtima/mmaganizo; 
kuzunguzika kwammaganizo

Reduced Libido Kusowa chilakolako chogonana/ chokhalira pamodzi mbanja

Fear Mantha

Restlessness Kusakhazikika; phuma

11 Reference from Validated SRQ/PHQ for Anxiety and Depression.
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In relation to the needs assessment approach in the four districts, the experts 
discussed and offered advice on several important issues: 

1. To diversify the sources of data to include men, women, boys and girls during 
the needs assessment data collection for the sake of skills set acquisition, to 
consider populations of adversities other than SGBV, e.g. populations affected 
by disasters in Nsanje.

2. The group observed that the judiciary’s handling of SGBV cases might cause 
some SGBV survivors to lose interest in pursuing justice, as defence attorneys 
tend to intimidate survivors. There was a need to continue finding novel ways to 
create a safe and supportive referral pathway for the survivors and strengthening 
the One Stop Centre (OSC) models at secondary and tertiary health care levels.

3. The group observed that psychological issues might be difficult to document 
compared with social issues. However, it was agreed that the discussion of 
common mental health symptoms and inclusion of this as an annex, would help 
appropriately probe the respondents using the free listing method.

4. Data collectors needed an orientation on the data collection tools and 
terminology in a local setting as most of the terminology is contextual. If not 
well managed, the questions may remind the victims of their bad experiences or 
lead to a misdiagnosis. Some of the PSS experts and mental health experts were 
incorporated to be part of the assessments to strengthen their acquired skillset. 
People in communities seem not to discuss emotional issues, and therefore, it 
might become challenging during the needs assessment to collect information 
regarding mental health difficulties from them.  

2.3 Data collection process
The information presented in this report was collected from six districts of Malawi 
where the SI is implemented: Dowa, Ntchisi, Mzimba (Mzuzu), Nkhata Bay, Nsanje 
and Machinga. In coordination with UNICEF and the MoGCDSW, focal points in the 
six districts were informed about the intentions of the assessment teams and the 
purpose of the assessment. Focal points then supported arrangements for the 
meetings with KIs and the participants for the FGDs. 

OAGs consultants, MHPSS Specialist and MEAL experts were responsible for creating 
two teams of interviewers, with staff recommended by the MoGCDSW that were 
assigned in each team. The Dowa and Mzimba team was composed of three social 
workers, a psychosocial support expert and a registered psychiatric nurse and the 
OAG national MHPSS expert. The Nsanje and Machinga team was composed of a 
mental health expert and deputy director (mental health) in the department of Non-
Communicable Diseases (NCDs), MoH, Director of social welfare services, a social 
welfare officer and OAG MEAL expert. The assessment teams conducted in total 11 
KIIs and eight FGDs. More detailed information about the composition of the teams 
and the districts and the KIIs and participants in the FGDs can be found in Table 3 
and 4.
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2.4 Training of interviewers
All the interviewers participated in orientation meetings with the two OAG consultants, 
during which they received information about the needs assessment tool and the 
purpose of the assessment. There was a discussion about the FGDs and how this 
should be facilitated to ensure that FGD participants were respected and that a 
positive environment would be created to ensure the participation of all members. 

2.5 Ethical considerations 
The interviewers received specific instructions from the OAG experts on the ethical 
considerations during the needs assessment exercise. This included instructions on 
how to inform participants about the key issues regarding the needs assessment, 
such as its main objectives, data management and dissemination of information. It 
was also made clear that their participation is voluntary and that they can choose to 
cease participation at any time. It was clarified that their anonymity would be kept 
at all times, and the outcomes of the needs assessment would be shared only in a 
group format. No monetary or other compensation was given to participate in the 
needs assessment interviews and focus group discussions.

2.6 Data analysis 
A thematic analysis was conducted using Nvivo Version 12. All transcripts were 
entered in Nvivo as cases grouped by district and other subgroups such as girls, 
women, boys and men. Using Nvivo, themes and subthemes were coded. Data 
relationships were also identified using the NVivo relationship module. 

2.7 Thematic Analysis
After all data entry was completed using Nvivo, major themes and subthemes were 
generated from the data. Important relationships in the themes were listed. The 
themes were grouped by data categories such as girls, women, boys and men. 
Microsoft Excel was used for the analysis of the ranking of MHPSS problems as 
perceived by KIIs and FGDs. Excel was also used to colour-code MHPSS problems 
according to the frequency of mention in the interview. 
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3. Results 
3.1 Respondents Characteristics 
In Annex 1, Tables 2 and 3, the participants’ demographics, detailed information on 
the locations, the facilitators and people reached are presented.

3.2 Priority Problems Identified in the Communities
3.2.1 Poverty
In all the districts and throughout all consultations conducted, the most commonly 
mentioned challenge is poverty-related hardships. Poverty seems not only to be 
related to meeting basic needs, such as food, clothing, and paying the bills, but also 
to other social, health and psychological phenomena in the communities. 

The theme of poverty seems to relate directly with four other major themes, as 
shown in the “Concept Map Poverty”. These are the “Child Protection Risks”, “Teenage 
Marriages”, “Poor Infrastructure” and “Economic Challenges.” The thematic analysis 
shows that there are two-way relations between these themes and most of the 
psychosocial challenges listed in the FGDs and KIIs.  
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Through the KII interviews and the FGDs, it is also pointed out that many times several 
behaviours, such as extra-marital affairs, can be linked to economic challenges 
experienced by women. Through the interviews, it was revealed that women 
abandoned by their husbands and cannot meet their financial needs are forced to 
engage in relationships with other men for possible economic benefits. Likewise, 
parents may force their children to drop out of school to work and contribute to 
the family expenses. In some cases, parents will force children into early marriages 
to receive some economic benefits. Child marriages are linked to unplanned 
pregnancies that lead to poor parenting, child abuse or child abandonment. 

Child marriage is also an exit strategy from the burden and stress of paying exorbitant 
tuitions fees, which most parents struggle to afford when adolescents are selected 
to pursue higher learning. The FGD for teenage girls in Nkhata Bay shared a relevant 
testimony of a girl who had achieved great academic grades to enter university, and 
her parents could not pay. She said with noticeable frustration: “It’s like my parents 
are telling me just to get married because that is the end of the road for getting an 
education.”

In the FGDs with female participants in Ekwendeni, Poverty was listed as one of the 
main challenges.

Some of the participants listed hunger among the consequences of poverty.
 

In the question about the top three priority problems the same group of women 
identified hunger as one of the problems as follows:

PARTICIPANT 2

Hunger in homes: It [poverty] 
makes women worry about 

their children a lot.

PARTICIPANT 1

Most of the households are 
exposed to hunger year in and 
year out. As such, it isn’t easy 

to make ends meet.
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Participants in the FGDs listed five more consequences of poverty as follows:

 

Likewise, in the FGDs with men in Mzuzu, sex work was mentioned as a consequence 
of poverty:

People did not harvest enough.
REFERENCE 1

Huge [amounts of money] owed 
at Village Savings Loan (VSL) 

Credit.
REFERENCE 2

Men do not pay back the credit, 
though they could tell a woman 
to borrow from VSL. Husbands 

fail to pay the necessary fees 
for children.

REFERENCE 3

Girls involved in child sexual 
exploitation is due to poverty.

PARTICIPANT 1
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Men participating in the FGDs at Choma in Mzuzu, identify hunger as a result of 
poverty and refer to this as follows:

The KII in Ntchisi (TA leader) listed poverty first in the free listing question: “What 
kind of problems do girls, women, boys and men face/encounter in this community 
or neighbourhood?”

Specific to how poverty is affecting children, the analysis yielded several references.
The KII from Ntchisi (VSU police officer, male) listed “Child Labor” and “Child 
Marriage” in the question: “What kind of problems do girls, women, boys and men 
face/encounter in this community or neighbourhood?”

Child labour, and for girls, parents 
marry them off for money or 

to solve poverty problems.
PARTICIPANT 1

Hunger: farming inputs 
are expensive.

REFERENCE 1

Persistent hunger.
REFERENCE 2

Not being given food at home for 
men, because of failure [by the men] 
to bring resources [money] at home.

REFERENCE 3
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In the FGDs with girls in Nkhata Bay, they refer to “Early Pregnancy” as a result of 
poverty:

Early pregnancies due to poverty 
in the family, as most girls 
resort to sleeping around 

to find money.
REFERENCE 1

The KII in Nkhata Bay (YONECO, Field officer, Female) similarly, identified “Teen 
Pregnancy” as a result of poverty:

Teenage pregnancies in girls 
due to poverty and neglect 

and poor knowledge on 
consequences of early relationships.

PARTICIPANT 1

The thematic analysis yielded several sub-themes related to poverty. These are 
clustered in four major consequences: Child Protection Risks, Child Marriages, Poor 
Infrastructure and Economic Challenges. Each group is linked with many other 
social, psychological and health outcomes, which can be interpreted as a broader 
spectrum of challenges faced by communities living below the poverty line. The 
Poverty map below presents the outcomes of the thematic analysis. 
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3.2.2 Mental health and psychosocial challenges
Zomba Mental Hospital (ZMH) is the only tertiary psychiatric institution in Malawi, 
which accepts referrals and provides inpatient services for people with mental 
disorders. The most common reasons for admission at ZMH are schizophrenia, 
bipolar disorders, intellectual disability, epilepsy, substance-related and HIV-related 
conditions.12 Data from inpatients at Zomba suggests that 90% of patients admitted 
at ZMH are diagnosed with schizophrenia or related illnesses.13

HIV infections and mental disorders have been hypothesised to be related.14 

Mental illness and HIV neuropsychiatric manifestations are a combination of complex 
biological, psychological and social circumstances associated with HIV infection.15

 
Documented information about mental health disorders among HIV-positive people 
in low and middle-income countries is scarce. A systematic review from developing 
countries shows a wide range of prevalence of depression among people infected 
with HIV (0–64%).16 This wide range is most likely representative of the wide variation 
in research methods applied. The review suggests that people infected with HIV 
are more psychologically distressed. This may be related to the severity of physical 
symptoms, the impaired quality of family relations and support of the partner12. 
This finding has also been observed in a Malawian setting with patients attending 
antiretroviral therapy in clinics in Mzuzu.17 

Depression has been documented among patients with HIV at 17.9% in Salima and 
20% among adolescents with HIV in Lilongwe.18

Suicidal ideation can often be a reason  for psychiatric referral in people who have 
been informed about a diagnosis of HIV and AIDs and was found at 12.6% and 10% 
prevalence in studies done in Lilongwe and rural Zambia.14

The prevalence of generalised anxiety disorder and adjustment disorder is increased 
in HIV-positive patients compared to HIV negative individuals.19, 20 These may arise 
from distress associated with HIV diagnosis and from the implications of the 
diagnosis.16

12 Kauye F, Mafuta C. Country profile: Malawi. International Psychiatry. 2007;4(1):9–11.
13 Proceedings of the 6th Annual Malawi Mental Health Research and Practice Development Conference; 2016 Mar 14–16; 

Blantyre, Malawi. [internet] c2016 [cited 2017 Feb 03]. Available from: https://www.smmhep.org.uk/content/6th-annual-
malawi-mental-health-research-and-practice-development-conference-2016.

14 Prince M, Patel V, Saxena S, et al. No health without mental health. Lancet. 2007;370(9590):859–877.
15 Dube B, Benton T, Cruess DG, Evans DL. Neuropsychiatric manifestations of HIV infection and AIDS. J Psychiatry 

Neurosci. 2005;30(4):237–246.
16 Collins PY, Holman AR, Freeman MC, Patel V. What is the relevance of mental health to HIV and AIDs care and treatment 

programs in developing countries? A systematic review. AIDS. 2006;20(12):1571–1582.
17 Mwale CM.  The prevalence of psychological distress and associated factors among people living with AIDS attending 

antiretroviral therapy clinics in Mzuzu, Malawi: a cross-sectional descriptive study [dissertation] University of Malawi; 2006.
18 Mazenga A. Depression among adolescents at Baylor Clinic in Lilongwe. [dissertation] St John of God College of Health 

sciences. 2009 
19 Wainberg ML, McKinnon K, Elkington K, et al. HIV risk behaviours among outpatients with severe mental illness in Rio de 

Janeiro, Brazil. World Psychiatry. 2008;7(3):166–172.
20 Joska JA, Kaliski SZ, Benatar SR. Patients with severe mental illness: A new approach to testing for HIV. S Afr Med 

J. 2008;98:213–217.
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Through the thematic analysis of the FGDs and the KIIs conducted in all six districts, 
communities’ mental health and psychosocial problems showed similar patterns. 
In the FGDs, most informants identified “Physical abuse against women and girls” 
as the most prominent problem. “School Dropout/Parents Put Children to Work”, 
“Child Pregnancies”, and “Sexual Abuse of Women and Girls” were equally referred to 
as the next most prominent problems, followed by “Child Abuse/Child Exploitation.” 
When asked about the three priority problems in their communities, the three most 
mentioned problems were Sexual Violence/Rape, Economic Abuse and Substance 
Abuse, as presented below in Chart 1. Chart 2 presents the most prominent replies 
in relation to mental health and psychosocial challenges. 

CHART 1:  Top 3 Priority Problems
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Even though the question asked about the mental health and related psychosocial 
challenges, the thematic analysis revealed many MHPSS and GBV protection 
challenges. Since these are being analysed from mental health and psychosocial 
support perspective, we are presenting these under the same Chart 2 with the 
number of mentions within the results. The number presented next to each label 
shows the number of times each challenge was mentioned.  

CHART 2:  Top 3 Priority Problems
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The most common mental health problems reported are depression, suicidal ideas, 
and anxiety based on the thematic analysis. In most cases, these are linked to 
experiences of some form of GBV, marital problems, family problems or financial 
difficulties. In all the interviews and FGDs, mental health problems were reported 
to impact daily functioning, specifically overthinking, lack of concentration and 
impairment of household chores. 

When asked, “What other kinds of problems do women and girls have because 
of their experience with GBV?” The KII in Ntchisi (Victim Support Unit (VSU) Police 
Officer, Male) mentioned the following:

Feeling depressed when 
one has been raped/sexually 

abused and feeling depressed 
when forced into marriage.

REFERENCE 1

The KII in Mzimba North, (Psychiatric Nurse) listed suicidal ideas as another commonly 
faced problem by women and girls who experience SGBV.

Suicidal ideas: Both from 
women and girls because of the 
family issues or problems kept 

unresolved.
REFERENCE 1
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To the question, “What other kind of problems do women and girls have because of 
their experience with SGBV?” the KII, a psychiatric nurse, listed three major problems.

Looking sad: For this, women and 
girls once raped get worried with 
what has happened and feel like 

their future is doomed.
REFERENCE 1

Feeling depressed when one has 
been raped/sexually abused.

REFERENCE 2

Feeling suicidal because of 
persistent sadness because of 

different hardships.
REFERENCE 3

In the question about listing three priority problems and why, feeling depressed was 
listed among the problems.

It is common among women,  
and once in such a situation, they 

cannot do anything to sustain  
their life.

REFERENCE 1
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And in the question, “If a girl or woman suffers from depression, what kind of tasks 
will be difficult for them?’’ the KII replied.

Feeling depressed affects the 
household chores.

REFERENCE 1 

The KII in Machinga, (Pastor, Male) offered a more detailed explanation when asked 
about the consequences of GBV on women and girls.

Abuse results in depression: 
Young women develop depression 

because they are told that 
“marriage is perseverance.” They 

may also neglect their children as 
there is reduced productivity in the 

home, including raising children. 
Some men also stop supporting the 

family, including children, because 
they are against the woman.

REFERENCE 1

3.2.3 Suicidal ideas
A relatively recent study on annual suicidality prevalence published in November 
201921 from police records of people committing suicide in six districts (Karonga, 
Nkhatabay, Mchinji, Nkhotakota, Balaka and Machinga) revealed 90 suicide cases 
in the six sampled districts (n=2,053, 757) in the year of 2017. Representing 0.009% 
suicide prevalence, i.e. 9 out of 100,000 people in Malawi committed suicide 
annually. The majority of the reported cases (80.3%) were males. According to the 
World Bank collection of development indicators, the suicide mortality rate (per 
100,000 population) in Malawi was reported at 3.7 in 2016, compiled from officially 

21 Annual prevalence of suicide in Malawi,  by Charles Masulani Mwale & Chitsanzo Mafuta 2019 https://sjog.uk/pdf/Research/
Suicide-Prevalence-in-Malawi.pdf 
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recognised sources. Malawi’s suicide mortality rate (per 100,000 population) actual 
values, historical data, forecasts and projections were sourced from the World Bank 
in June of 2020.22

A study looking into the leading external causes of deaths in rural Malawi showed 
that suicide is among the leading causes of death, drowning, and road injuries. At 
the same time, the prevalence was much higher in men than in women.23 Like in 
many countries, death caused by suicide is rarely discussed in the community, 
and families try to mask such events. In many cases, the authorities would register 
these as accidental deaths. Stigma against mental illness continues to be a global 
health and human rights issue, and Malawi is no exception.24

The risk of suicide was identified in most of the interviews with KIIs or FGDs in all 
six districts. 

Teenage boys in the FGD in Dowa identified Suicidal thoughts among the MHPSS 
problems in their community.

Suicidal thoughts due to continuous 
anger, sadness, and depression.

PARTICIPANT 1

They also identified the impact that this can have on the life of people.

Suicidal thoughts can impact on 
eating [habits] and socialising.

PARTICIPANT 2

22 https://tradingeconomics.com/malawi/suicide-mortality-rate-per-100000-population-wb-data.html 
23 Chasimpha, S., McLean, E., Chihana, M. et al. Patterns and risk factors for deaths from external causes in rural Malawi over 

10 years: a prospective population-based study.BMC Public Health 15, 1036 (2015). https://doi.org/10.1186/s12889-015-2323-z
24 Crabb, J., Stewart, R. C., Kokota, D., Masson, N., Chabunya, S., & Krishnadas, R. (2012). Attitudes towards mental illness in 

Malawi: a cross-sectional survey. BMC public health, 12, 541. https://doi.org/10.1186/1471-2458-12-541
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Women in the FGD in Nsanje, identified suicide thoughts as a result of the 
psychosocial problems they listed.

Women being chased from home: 
Suicidal behaviour and depression.

PARTICIPANT 1

The KII (Traditional Chief) from Ntchisi, also listed suicidal thoughts as one of the 
most common psychosocial problems.

When one has many problems, men 
and women think of suicide as the 

best option of getting away from 
their problems.

REFERENCE 1

3.2.4 Anxiety  
Stress and anxiety were identified by KIIs and participants in the FGDs in Nkhatabay, 
Mzimba, Mzimba North (Mzuzu) and Nsanje. 

Men in the FGD in Choma (Mzimba), listed anxiety and prolonged sadness among 
the results of GBV faced by women and girls in their community.

Anxiety due to mismanagement of 
money, crops and resources that the 
woman was supposed to use to care 

for the family.
REFERENCE 1
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In the thematic analysis conducted, several sub-themes related to mental health 
and psychosocial problems emerged. As shown in Concept Map 2, depression, 
anxiety, and suicidal ideas are the most frequent problems, and these may be 
the result of low self-esteem and self-isolation, which can be due to the stigma 
around mental illness. Depression has also been identified as a cause of functional 
impairment. The lack of appropriate psychosocial support was also identified as an 
impediment in receiving care, which is also evident in the assessment of available 
services presented under Section 3. Help-seeking behaviours seem to be presented. 
However, the stigma and low mental health literacy level may also prevent people 
from reaching out to health care professionals and rather resort to more traditional 
or spiritual supports. 
 
Since there is a scarcity of mental health and psychosocial services and the stigma 
linked to mental illness, there should be efforts towards increasing the availability 
of services and tackling stigma through psychoeducation and mental health literacy.
 

CONCEPT MAP 2: MHPSS Problems
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3.2.5 GBV in the communities
GBV is reported in all types and forms, mainly against women and girls, although 
some mens’ FGDs also mentioned that subtle forms of GBV, like deprivation of 
food and verbal abuse, are also perpetrated by women against men. The most 
mentioned form of GBV against women is sexual abuse/rape, followed by physical 
abuse and economic abuse. These forms of violence were reported to be present 
starting from very young ages in pre-adolescents and forced marriages to be more 
common among teenagers than adults. 

To better understand the marriage culture of Malawi, it is worth mentioning findings 
from the Traditional Practices in Malawi survey report25 where it is mentioned that 
partnership without marriage is most common in the Southern Region and in urban 
areas. Customary marriage is the most common form of marriage in all regions, 
and religious marriage is also very common. Women, in general, enter marriage 
or partnership significantly earlier than men. Child marriage is considerably more 
common among girls than boys all over Malawi. Child marriage is most common 
in the Northern and Southern Region. Female education is strongly correlated with 
the frequency of child marriage. The dominating reason to form marriages is to start 
a family in all regions. Being independent, unplanned pregnancies, and poverty are 
also common reasons all over the country. Important decision makers of marriage 
are the individuals themselves, while family and prospective husbands are also 
important. Differences in the age of marriage have also been found, and women 
enter marriage or partnership significantly earlier than men do. On average, women 
get married at the age of 18 while males get married at the age of 23. 

In the same survey, participants mentioned that young children were forced into 
marriages to reduce the economic burden. In some cases, girls would accept this 
as a way out of poverty. It is indeed a challenge to identify how children can refuse 
the traditionally accepted practices if they have no other resources for support 
and access to livelihood. However, when asked the appropriate age for marriage, 
respondents, both adults and children, said that this is 19 years for females and 22 
years for males. Previous assessment of the child marriage situation in Malawi has 
found that victims of child marriage in Malawi face many barriers to getting help 
from authorities. Many girls and women do not know their legal rights or do not 
know where to look for assistance other than from their own families or traditional 
authorities, who often fail them.26 At the same time, when asked who is the decision-
maker for marriage in an average of 85% of all regions, the respondents said that it 
is self-decided. 

The needs assessment revealed that the impact of GBV on the affected population is 
at the level of health, mental health, daily functioning, education and socioeconomic 
situation. In most cases, Sexually Transmitted Infections (STIs) and AIDS are linked to 
sexual abuse, social withdrawal, self-isolation, drop out of school, prostitution and 
child abandonment. These constitute the most frequently referenced consequences 
of GBV. 

25 Survey Report, Traditional Practices in Malawi, 2019, Centre for Child Well-being and development, University of Zurich
26 Human Rights Watch: I’ve never experienced Happiness, Child Marriage in Malawi, 2014 https://www.hrw.org/

report/2014/03/06/ive-never-experienced-happiness/child-marriage-malawi
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In Concept Map 3: The results of the GBV thematic analysis are presented. GBV 
is found in the centre of the map, as GBV is the main concept from which all 
other sub-themes emerged. The findings presented are from all the districts. On 
the left and right side of the map, at Level 1 are the sub-themes that emerged more 
frequently and represent sub-types of GBV (i.e. sexual violence against women and 
girls, forced marriage, violence against men, women not supported financially) and 
direct impact (i.e. functioning impairment, stigma and discrimination and school 
dropout). At Level 2, on the left side of the map, sub-themes are emerging from 
sexual violence against women and girls, referred to by the participants in the 
interviews and FGDs. At Level 2, sub-themes on the right side are related to violence 
against men and types of financial violence against women. At Level 3, there are 
sub-themes related to psychosocial challenges (i.e. lack of psychosocial support, 
low self-esteem, alcohol and drug abuse) and types of mental health problems (i.e. 
suicidal ideation, depression and anxiety).
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3.2.6 Sexual and Physical Abuse
In Mzimba North (Mzuzu), the KII (Psychiatric Nurse) described some forms of sexual 
violence that women and girls are subjected to.

Sexual abuse: This is normally 
done to women and girls in the 

community by men and relatives. 
Some do not go to the hospital for 

fear of their relatives.
REFERENCE 1

Rape: Women are sexually abused 
by known and unknown men in 

their vicinity, and are discriminated 
and stigmatised in the community.

REFERENCE 2

For the question regarding the three priority problems, “sexual abuse” was listed as 
one of them. 

Sexual abuse and exploitation: It 
is a scary life and if unchecked it 

ends in prostitution.
REFERENCE 3

The KII from Nkhatabay, (VSU Police Coordinator, Female) also identified “sexual 
violence” in the form of prostitution as a result of economic hardship, and “physical 
abuse” as two of the main problems people face in the community.
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Sexual violence: Women give 
their bodies [sleep with] to men 
as a source of income for their 

family as men do not adequately 
[financially] support them.

REFERENCE 1

Physical abuse against women 
happens mostly in the families 

due to substance abuse.
REFERENCE 2

Physical abuse was also listed among the three priority problems by the same KII.

Problem: Sexual violence and 
exploitation is common among 

girls, which leads to school 
dropout and [girls] as a result 

become helpless.
REFERENCE

The KII in Machinga, (Pastor, Male) offered a detailed description on how he perceived 
the phenomenon of physical abuse within this community.
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Others choose to leave the marriage. 
Abandoning your family depends 

on the extent of the abuse. 

Once I was in Luchenza, a woman was being slapped with a 
panga knife. Sometimes people say you are stupid because 

your husband slaps you, but sometimes people agree 
that a woman has to come out of the marriage because 
she may die there. As a church, we are being neglected 

because we are looked at as always wanting to restore the 
marriage. As a church, we have to be in the middle ground. 
For the church [pastors], only when having multiple sexual 
partners may be allowed as a reason for divorce. There is 
a perception that if they leave the marriage, they may feel 

fine. But what is the probability that when you find another 
partner, he will treat you differently? In most cases, the 

moment the wife leaves the house, the husband brings in 
another woman. The woman may start complaining that 

despite being abused, at least she was married. Whether 
this is a good solution or not depends on the extent of the 

abuse. If it was life-threatening, then it is a good idea to 
divorce. If it was not life-threatening, finding a solution to 

settle the difference is a good idea.

REFERENCE 1

3.2.7 Defilement/Incest 
Defilement is another common form of sexual violence against girls that many 
informants identified through the KIIs and FGDs as one of the major problems 
present in their communities.

The KII from Ntchisi (VSU Police officer, Male) identified defilement among the most 
common problems girls are facing in their community. 
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Defilement against girls by 
community members, and 

sometimes even family members 
for rituals.

REFERENCE 1

The KII from Nkhatabay (VSU Police Coordinator, Female) also identified defilement 
among the priority problems faced by girls. 

Defilement: Children are “hit” by 
this because of the culture here. 

Men resort to defiling children when 
women aged 35 and older do not 
allow men to have sex with them.

REFERENCE 1

Defilement against girls is one 
ritual for economic gains.

REFERENCE 2

Through the FGDs in Dowa with boys, defilement was again identified among the 
most common problems girls are facing. 

Sexual abuse/defilement/rape: 
Girls are sexually abused, harassed 
by boys, teachers and other family 

members like stepfathers.
REFERENCE 1

Similarly, the girls in the FGD in Nkhatabay also identified defilement as the most 
common problem in their community. 
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Defilement: Girls being sexually 
assaulted by their male 

counterparts is very common.
REFERENCE 1

Defilement/rape: Girls are being 
victimised by their biological  

and stepfathers.
REFERENCE 2

The KIIs in Mzimba (CPW, 2 Males and 1 Female) also identified defilement as one 
of the main problems faced by girls in their community, and again linked this to 
economic gains such as fees paid to traditional chiefs. 

Defilement/incest: Against girls for 
rituals to get economic gains.

REFERENCE

3.2.8 Teenage Pregnancies/Unwanted Pregnancies
Teenage pregnancies and unwanted pregnancies have been listed among the most 
common problems faced by most of the communities where the assessment was 
conducted. On multiple occasions, these were linked to poverty and sexual violence 
and can lead to mental health problems and psychosocial challenges, according to 
the informants.

The boys in the FGD in Dowa identified teenage pregnancy among the problems that 
girls are faced with within their community and one of the three priority problems. 
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Teenage pregnancies in girls due 
to poverty and neglect and poor 
knowledge on consequences of 

early relationships.
REFERENCE 1

Problem: Teenage pregnancies 
Explanation: It is common and 

causes parental rejection, shame, 
cuts short school/learning, stigma 

and discrimination.
REFERENCE 2

The girls in the FGD in Nkhatabay placed teenage pregnancies first on the list of 
problems that girls face in their community due to SGBV. 

Early pregnancies due to poverty in 
the family, most of the girls result 
to sleeping around to find money.

REFERENCE 1

Teenage pregnancy due to poverty 
and lack of information girls indulge 

in early relationships.
REFERENCE 2

The girls and teenagers in the FGD in Machinga, also identified child marriage and 
unwanted pregnancies among the most common problems faced by girls in their 
community and early marriage among the three priority problems in the question 
related to these. 
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Unwanted pregnancies as a result 
of rape or early relationships.

REFERENCE 1

Problem:Child marriages. 
Explanation: Forced into marriage 

as early as the age of 14. Some run 
away from home and indulge in 
inappropriate behaviour such as 

drinking.
REFERENCE 2

The KII in Nkhatabay (VSU Police, Female) referred to teenage pregnancies as one of 
the reasons girls dropout of school. 

School dropout: Girls end up 
dropping school after getting 

pregnant.
REFERENCE 1

The KII in Nkhata Bay (YONECO, Field Officer, Female) identified both early marriages 
and teenage pregnancy among the problems her community is facing.

Early marriages by both boys and 
girls through teenage pregnancies 
or forced by family due to poverty.

REFERENCE 1

Teenage pregnancies in girls due 
to poverty and neglect and poor 
knowledge on consequences of 

early relationships.
REFERENCE 2
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3.2.9 Violence Against Men
The thematic analysis revealed that men are also subjected to violence in verbal 
abuse and sometimes physical abuse. Some informants also mention that 
sometimes they are denied food by their wives, who stop cooking for them and 
refuse to have intimate relationships with them. As a result, the men feel unloved.

The KII from NAPHAM, Dowa (Male, district coordinator):

Inferiority complex: Men don’t 
report abuse [men’s belief that they 

cannot disclose that they suffer 
abuse, as they feel ashamed] results 

in men having ideas of suicide.
REFERENCE

The FGD with men from Mzuzu shared the following: 

When men fail to buy food, women 
will sleep in a separate room.

REFERENCE 1

Men denied food: Women beating 
men with wood. Women locking out 

men [of the house].
REFERENCE 2
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The men in the FGD in Choma, Mzimba included the following in the free listing of 
MHPSS problems:

Being made to look useless/
worthless by wives due to 

unemployment and financial 
challenges.

REFERENCE 1

Not being given food at home, 
because of failure to bring 

resources home.
REFERENCE 2

Being locked outside the house for 
coming late in the night.

REFERENCE 3

The KII in Ntchisi (Traditional Healer, Male) referred to the following in the free listing 
of MHPSS problems in this community:

Men experience violence: They are 
shy to talk about it because people 

will laugh.
REFERENCE 1
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The following was listed as consequences of GBV:

Women denying husbands food: 
they don’t cook for them as a 

punishment.
REFERENCE 1

Men locked out of the house.
REFERENCE 2

3.2.10 HIV and AIDs
Among the most frequently listed consequences of GBV and, specifically, SVAWG is 
HIV and AIDS in all the communities. 

The girls in the FGD in Nkhatabay listed among the MHPSS Problems the following:

Lack of parental care: Most people 
are affected with HIV and AIDS, 
high blood pressure and stress 

induced illnesses due to multiple 
challenges.

REFERENCE 1

Illness/diseases: A high number of 
premarital sex caused by poverty 

leads to diseases such as HIV and 
AIDS.

REFERENCE 2
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Inadequate health care that respects patients’ privacy was also shared in relation to 
people living with HIV and AIDS by men in the FGD in Choma, Mzimba:

A discriminatory patient policy: 
Tuesday at the clinic allocated for 
people with HIV and collection of 
ARV causes stigma to those with 
HIV. This also denies a service to 

the other sick people who have to 
travel many kilometres to another 

hospital on that day.
REFERENCE 1

The KII in Nkhatabay (YONECO, Male) also listed HIV and AIDS among the problems 
in this community:

HIV is common to both women and 
girls as they engage in sex work for 

their survival.
REFERENCE 1

50
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3.2.11 Impact on daily functioning and help-seeking behaviour and coping with 
life stress 
One of the topics addressed during the needs assessment was the impact that 
reported mental health and psychosocial problems have on the daily functionality 
of people. Table 2 presents the problems reported and the respective impact along 
with identified help-seeking and coping mechanisms used by affected people. 
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Table 2: Problems’ Impact on Functionality

Problem IMPACT HELP SEEKING/COPING

Sexual abuse 

• Poor school performance.
• Becomes unproductive in the home and in the 

community.
• Friendships are affected.
• Ineffective communication with others. 
• Lack of concentration at work, businesses and 

homes. 
• Overthinking.

FGD Men, Mzimba:
• Counselling and social interaction.
• Discussing at household level.

Physical abuse

• Doing piece work – when trying to sell their 
craft.

• Concentration.
• Intimacy is affected.
• Eating habits change.

Ntchisi, TA Kalumo:
• Reporting to police, VSU and chief.
• Marriage counsellor (ankhoswe), and churches.

Emotional abuse

• Ineffective communication with friends.
• Poor school performance.
• Poor performance at workplace and home.
• Lack of sleep.

• Counselling, reading books, and listening to 
music.

Disease
HIV and AIDS

• No development, cannot do household chores, 
cannot interact with friends. 

Nkhata Bay, YONECO, field officer, Female:
• Counselling and social interaction.
• Hospital.

Ntchisi, TA Kalumo: 
• Hospital, church, and friends. 

Thoughts of suicide
• School dropout due to lack of concentration, 

class performance, personal care or hygiene is 
affected.

• Counselling, social interaction, sports (keep 
busy), and attending festivals.

Stress and anxiety
• No interaction with friends, no appetite, no 

development.

FGD Men, Mzimba: 
• Counselling, reading, listening to music, sports, 

and watching TV.
• Counselling.

Worry/Overthinking 
Prolonged sadness 
Depression

• Individually: They go and play or keep it to 
themselves.

• Family interactions.
• Finding temporary solutions, drugs, drinking, 

one-night stand just to get their mind off. 
• Others do self-harm just to vent their anger. 

They cut themselves to vent their anger. 
• Engaging in drug abuse, excessive drinking or 

self-harm. 

FGD Women, Nsanje: 
• Friends, support group, exercise, and good 

music.

Machinga, Pastor, Male: Going to church for 
prayers and counselling. “Some people come 
to church showing signs of depression. In our 
community, the church has a role to help these 
people. We find that getting involved in church 
services is therapeutic. It reminds one that they 
are good and are a child of God. I feel that the best 
way [to treat depression] is to go to church. I am 
not biased because I am a pastor, but to me, the 
church is the number one social welfare. It is a good 
solution.”

Suicidal thoughts
• School dropouts due to lack of concentration: 

decreased class performance, personal care or 
hygiene is affected.

FGD Girls, Machinga: 
• Individually: talk to friends.
• Family: tells the police. 
• Community: tells the police.

FGD Men, Machinga: 
• Friends, support group, exercise, and good music.
• Nkhatabay, YONECO, Field Officer, Female: 

Reporting to community leaders, personal 
approach to trusted people and church.

Divorce/separations
• Women are not supported financially.
• Self-blame.

FGD Women, Ekwendeni: 
• Praying, chiefs, reporting to husband’s father, 

and courts.
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4. Service 
Mapping in the SI 
Districts  
The service mapping was integrated within the needs assessment to appreciate the 
availability of and capacity for MHPSS. The objective was to understand what are the 
existing formal and informal pathways for help-seeking for different types of mental 
health and psychosocial problems and the MHPSS skillsets for who the providers 
were. The services are presented in Table 3. The MHPSS Taskforce has developed 
a referral pathway mapping and guidance tool27 that provides brief guidance on 
two possible help-seeking behaviours: 1. An affected person tells a friend, relative 
or a general service provider, 2. An affected person tells a health worker or service 
provider (i.e. entry point to the support system). Simple recommendations for the 
response are shared within the document, based on the Psychological First Aid 
(PFA) principles. Such as providing a safe space and caring environment, reliable 
and comprehensive information, provide a referral upon receiving informed consent, 
and ensure access to medical care and other needed services. The referral pathway 
tool provides information on available services providing psychosocial support, 
protection and security, legal services, health care in Nkhata Bay, Nsanje, Blantyre, 
Dowa, Mzuzu, Machinga, Mangochi, Ntichisi. 

27  Referral  Pathway for Mental Health & Psychosocial Support (MHPSS) for Gender-Based Violence and Child Protection in 
Malawi.
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For the service mapping carried out by the assessment team, a specific tool was 
developed (found in Annex II). The development of the tool on service mapping was 
informed by Chilale et al., 2018 who found that help-seeking pathways for most 
Malawians faced with MHPSS issues are dualistic, namely: formal and informal 
pathways. This explains the basis for including key informants in the assessments 
such as medical services providers at OSCs (i.e. psychiatric nurse in Mzuzu/Mzimba/
Machinga); PSS providers (i.e. YONECO providers in Nkhatabay); victim support unit 
providers (Nkhatabay and Ntchisi police); religious leaders (Nsanje and Machinga), a 
Traditional healer (Dowa), and a Traditional leader (Ntchisi). The question of where 
service is sought for issues at hand was also explored in FGDs with girls, boys, 
women and men in the targeted districts to understand the beneficiaries’ reality, 
knowledge, attitudes and perceptions with key informants.

When GBV occurs by community members, help-seeking behaviours include one 
or all of the following: referral to hospitals, especially when rape or defilement is 
involved for the survivor to receive the post-exposure prophylaxis (PEP) due to the 
risk of contracting HIV and AIDs or other STIs. If injuries have been caused that 
require medical attention, survivors might seek help at a health facility. Other formal 
pathways are the police victim support units (PVSUs) – when the abuse is perceived 
by the survivors or other community members as a crime or a GBV incident, while 
many incidents go by unreported. Referrals to NGOs that provide support to GBV 
survivors and promote human rights initiatives occur if these are available in the 
area and known by the community.

Our findings from the spotlight initiative districts show evidence of the availability 
of both informal and formal service pathways. The identified informal service-
seeking behaviour for psychosocial support related to GBV experiences includes a 
family member, a traditional healer, and sectarian or religious leaders through the 
interviews with community members. 

Some of the available services are perceived homogeneously between younger and 
adult participants, while for a few services, the perceptions differ. For instance, 
although both the young and the old used formal and informal pathways, adult 
pathways included NGOs, VSU, family members, marriage counsellors, sectarian or 
religious leaders and traditional leaders; youth’s help-seeking pathways included: 
NGOs, parents, friends, teachers and also religious leaders. In the next section, a 
summary of the findings on available services in the districts, gaps and challenges 
is provided.
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Dowa District
For service mapping in the Dowa district, the team conducted a FGD with boys (Table 3). Two KIIs 
were conducted with a Traditional Healer (Table 4) and with the coordinator of the NGO National 
Association of People Living with HIV and AIDS in Malawi (NAPHAM) (Table 5).28 Formal services 
identified were:

• The district hospital and all health centres that have OSC clinics (Chikwanekwane).
• The social welfare department.
• The police victim support unit (PVSU) structures.
• The community victim support structures the NGOs serving the interests of women and the 

youths.

The NGOs identified in Dowa were the PACHI and the NAPHAM. PACHI is a family health provider that 
addresses safeguarding issues. Among the adolescent group of boys, a youth support group facilitated 
by the Social Welfare Department was cited as a platform for psychosocial support. Informally, 
peers, teachers, pastors, parents were cited as sources of support when youths encounter abuse.

28 Dowa district hosts Dzaleka refugee camp where SGBV prevention and response services are provided by PLAN Inetrnaitonal and medical services 
including mental health services are provided by the Ministry of Health.

Table 3: Identified Service Providers: FGD, Adolescent Boys

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial Problems

1.2.1 Sexual abuse/rape Fellow peers; Local 
chief; Head teacher

PACHI; Social Welfare; 
Spotlight; VSU

Public health care facilities 
is another service that is 
missing here

1.2.2 Forced marriages Peers; Local chief; 
Head Teacher

PACHI; Social Welfare; 
Spotlight; VSU

1.2.3 Early marriages Local chief; Head 
Teacher PACHI; Spotlight; VSU

1.2.4 Teenage pregnancies Sing’anga or medicine 
men for abortion

PACHI; Social Welfare; 
Spotlight; VSU

Public health care facilities 
is another service that is 
missing here

1.2.5 Girls being involved in love 
affairs with teachers

Church elders and 
pastors; Local chiefs; 
Head teacher

PACHI; Social Welfare; 
Spotlight; VSU

1.2.6 Orphanhood Church elders and 
pastors; Peers

PACHI; Social Welfare; 
Spotlight; VSU

1.2.8 Self-isolation Peers; Family Youth centres
Hospitals were not 
considered a source of 
support for this.

1.2.9 Feeling depressed Peers; Family
Hospitals were not 
considered a source of 
support for this.

1.2.10 Blaming oneself Peers; Family
Hospitals were not 
considered a source of 
support for this.

1.2.11 Feeling suicidal Church elders and 
pastors

Hospitals were not 
considered a source of 
support for this.
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Table 4:  Identified Service Providers:  Dowa Traditional Healer

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial 
Problems

Mental health problems 
and psychosocial support 
are there and require 
interventions

1.2.1 Sexual violence Gap Gap 

1.2.2 Gender based violence Gap Gap 

1.2.3 Drug and alcohol abuse Gap Gap 

1.2.4 Promiscuity Traditional Healer Gap 

1.2.5 Prostitution Traditional Healer Gap 

Table 5: Identified Service Providers: Dowa NAPHAM NGO Coordinator

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial 
Problems

There is big demand for 
G-IPT as a lot of people 
are mentally affected 
and needs support

1.2.1 Sexual violence  Local leader; CVSU Social Welfare; VSU; 
NAPHAM

1.2.2 GBV CVSU; Community 
leaders CPW; Social welfare; VSU

1.2.3 Drug and alcohol abuse - NAPHAM

1.2.4 Physical abuse Community leaders; 
CVSU VSU; Social welfare; CPW

1.2.5 Feeling depressed - Social Welfare; NAPHAM

1.2.6 Feeling very worried - Social welfare;  NAPHAM

Ntchisi District
In Ntchisi, service mapping identified both formal and informal psychosocial service providers. 
Interviews were conducted with the VSU provider at the Ntchisi police station (Table 6) and the 
Traditional Authority, respectively (Table 8); to explore women’s attitudes and perceptions of available 
services by the community, a FGD was conducted (Table 7).

According to both KIIs, the district hospitals and all health centres with OSC clinics are a service 
pathway for GBV survivors. The PVSU structures, the courts, the community victim support 
structures, and some NGOs were also identified as some of the providers of GBV-related services. 
However, no specialised MHPSS service providers were identified.
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Similarly, the women identified the VSU, the social welfare and one GBV-focused organisation as 
formally known service providers in the area for psychosocial support. However, the hospital was 
the only service provider identified for people suffering from depression, hallucinations, “thinking 
too much”,, sadness and suicidal thoughts. The fact that the OSC was not mentioned as a service 
provider for any of these is an indicator that it is not acknowledged as such by the community or 
that there is no awareness of its services. 

Table 6: Identified Service Providers: Ntchisi, VSU Police Officer, Male

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial 
Problems

District requires the 
services of OSC

1.2.1 Sexual violence Community leaders VSU; Social Welfare; NGO

1.2.2 Drug abuse Community leaders Hospital; Social welfare

1.2.3 Extra marital affairs Marriage Counselors’ VSU; Social welfare; NGO

1.2.4 Teenage pregnancies Community leaders Social welfare; NGO

Table 7:  Identified Service Providers: Ntchisi, FGD of Women

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial Problems

1.2.1 Sexual Abuse/defilement Friends; Advocates; 
Church leaders

VSU; Court; Health care 
facilities; Women Forums 
(Ladder)

There should be in 
addition the One step 
Centre which is missing 
as a referred service

1.2.2 Early marriages Advocates Court; Health facilities

1.2.3 Early pregnancies Traditional healer; Parents Court; Health facilities

1.2.4 Physical abuse, fights, 
injuries Parents; Advocates Court; Health facilities; 

VSU

1.2.5 Economic abuse, where men 
take all the resources.

Advocates; Parents; 
Traditional healer Court; VSU

1.2.6 Sexually transmitted 
infections Advocates; Friends VSU; Court; Health facility

1.2.7 Polygamy Friends Court; Advocates

1.2.8 Emotional abuse Friends Women forums; VSU

1.2.9 Thinking too much Friends; Parents; Women 
groups Health facility

1.2.10 Depression Parents; Church; Friends Health facility

1.2.11 Hallucinations Friends; Women groups; 
Traditional healer Health facility

1.2.12 Worries Friends; Women groups Health facility

1.2.13 Sadness Friends; Women groups Health facility

1.2.14 Suicidal thoughts Friends; Women groups Health facility
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Table 8: Identified Service Providers: Ntchisi,  Traditional Chief Kalumo

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial Problems

1.2.1 HIV and AIDs Sing’anga Hospital

1.2.2 Marriage disagreements or 
problems

Marriage Counsellors; 
Pastors; Church elders; 
Friends; Chiefs

Courts; VSUs

The fact that these 
problems lead to 
court cases, implies 
that there is violence 
involved

1.2.3 Physical abuse
Marriage counsellors; 
Pastors; Church elders; 
Friends; Chiefs

Police; VSUs; Courts

1.2.4 Sexual abuse
Marriage counsellors; 
Pastors; Church elders; 
Friends; Chiefs

Police; VSUs; Courts

1.2.5 Economic abuse Marriage counsellors

1.2.6 Marrying another woman against 
the will of wife

Marriage counsellors; 
Pastors; Church elders; 
Friends; Chiefs

1.2.7 Violence against girls Church elders; Friends; 
Chiefs Police; VSUs; Courts

1.2.8 Isolation Women group 

1.2.9 Depression Family and friends

1.2.10 High blood pressure Hospital

Mzimba District
In Mzimba, the teams interviewed three child protection workers (2 males and one female; Table 9) 
a psychiatric nurse (Table 10). Formal services were identified at the district hospitals and all health 
centres that have OSC clinics (Chikwanekwane), the PVSU structures and the child victim support 
unit, which is usually comprised of CPWs, health service providers (usually a health centre nurse). 
Informal support included the Traditional Authority or any eminent person in society and the NGOs 
serving women and youth’s interests.

For psychosocial challenges such as “feeling depressed”, St. John of God (a mental health service 
provider) was considered a support structure, while for “self-isolation”, no formal support was 
identified. For informal psychosocial support, friends were mentioned. 
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Table 9: Identified Service Providers: Mzimba North, Child Protection Workers 2 Male and 1 Female

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial Problems

1.2.1 Women and girls not open 
enough Gap Gap

1.2.2 Loss of appetite Gap Gap 

1.2.3 Not concentrating on things Gap Gap 

1.2.4 Difficulties to sleep Gap VSU; CPW

• Staff at the VSU have 
knowledge gaps on 
mental health and 
PSS. 

• The CPWs do 
not have enough 
resources to respond 
to cases. 

• Men get abused but 
do not report to 
police. 

1.2.5 Drug and alcohol abuse Church elders Police 

1.2.6 Sexual abuse Community leaders; 
CVSU Police,;PLAN Malawi

1.2.7 Property grabbing Relatives Social welfare; Police 

1.2.8 Self-isolation Friends Gap
Hospitals were not 
considered a source of 
support for this.

1.2.9 Feeling depressed Friends St. John of God
Hospitals were not 
considered a source of 
support for this.

Table 10: Identified Service Providers Mzimba - Psychiatric Nurse

INFORMAL FORMAL REMARKS

Mental Health and Psychosocial Problems

1.2.1 Sexual abuse Family; Church Gap 

It is common among 
young girls in the city of 
Mzuzu hence need an 
action.

1.2.2 Substance abuse Family; Church St. John of God

1.2.3 Feeling depressed Church St. John of God

1.2.4 Aggressiveness Gap St. John of God

1.2.5 Talkativeness Gap St. John of God
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(Table 11) A project officer from the YONECO (Table 12). YONECO is a youth-service friendly organisation 
providing psychosocial counselling and guidance in most districts in Malawi. They also respond 
to safeguarding issues in the communities. The organisation also runs a radio with youth-friendly 
programmes, including sexual reproductive health topics and children’s rights. A FGD was also 
conducted with adolescent girls (Table 13). 

In Nkhatabay, the available formal supports were the district hospital and all health centres with 
an OSC: the PVSU, the social welfare department, and the community victim support unit (CVSU). 
YONECO was also identified as a formal provider of services for people with suicidal thoughts.

Table 11: Identified Service Providers- Nkhata Bay, VSU Police Officer

INFORMAL FORMAL REMARKS

Mental Health and 
Psychosocial Problems

Mental health and 
psychosocial support is 
a real challenge in the 
area and requires an 
intervention

1.2.1 Sexual abuse Family members Police Community discussion 
are not helpful.

1.2.2 Physical abuse  Community leader  District Health Officer 
(DHO)

There are a lot of 
communication concerns 
in most of the families. 

1.2.3 Economical abuse Family NGOs

1.2.4 Violent behavior  Community Policing 
Forum (CPF) Police 

1.2.5 Self-isolation  CPW Social welfare 

Table 12: Identified Service Providers Nkhata Bay- Project Officer YONECO, Male

INFORMAL FORMAL REMARKS

Mental Health and 
Psychosocial Problems

1.2.1 Suicidal thoughts  Local leaders; Church YONECO, Social welfare

1.2.2 Low self esteem Friends Social welfare; Teachers 

1.2.3 Sexual abuse Local chief PVSU

1.2.4 Economical abuse Community Leaders; 
Church

Social welfare and 
financial institution that 
leads money to people. 

1.2.5 Prostitution Church elders Social welfare; DHO

1.2.6 Lack of concentration  Church elders; 
Community elders NGO; Social welfare This is not recognised as 

mental health and PSS.

1.2.7 Substance abuse Church elders Social welfare

Request is to have a 
separate project to 
address the above 
mentioned gaps.
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Table 13: Identified Service Providers, Nkhata Bay - Adolescent girls, FGD

INFORMAL FORMAL REMARKS
Mental Health and Psychosocial Problems

1.2.1 Sexual abuse Advocates; Chief; Church Courts; VSU; Community-
based Organisation (CBO)

1.2.2 Emotional abuse Church; Advocates; Chief Court; CBO; Social welfare

1.2.3 Illness Traditional healers; Friends Hospital

1.2.4 Suicide thoughts Advocates; Church; Friends VSU; CBO; Social welfare

1.2.5 Violence Friends CBO; VSU

1.2.6 Loneliness Friends; Church CBO

1.2.7 Substance abuse Friends; Church VSU; CBO; Social welfare

1.2.8 Stress and anxiety Friends; Elders; Advocates; 
Church CBO (YONECO)

In Mzuzu, two additional FGDs were conducted, one with men (Table 14) and one with women (Table 
15) at Ekwendeni. Formal services for MHPSS were the Mzuzu OSC and St. John of God (a mental 
health service provider), and other services were the VSU and Social Welfare.

Informal service pathways for psychosocial challenges like “thinking too much” and “isolating” 
included marriage counsellors, pastors, peers, women and men support groups and local leaders.

Table 14: Identified Service Providers: Mzuzu,  FGD Men

INFORMAL FORMAL REMARKS
Mental Health and Psychosocial Problems

1.2.1 Prostitution Church; Friends CBOs, social welfare

1.2.2 Loss of sexual interest

1.2.3 Divorce/separations Marriage counsellors; Chiefs Courts No to traditional healers

1.2.4 Diseases Hospitals

1.2.5 Thinking too much Church; Friends St. John of God Mental 
Health and Counselling

1.2.6 Isolating Church; Friends St. John of God Mental 
Health and Counselling

1.2.7 Prolonged sadness Church; Friends St. John of God Mental 
Health and Counselling

1.2.8 Anxiety Church; Friends St. John of God Mental 
Health and Counselling

1.2.9 Suicidal thoughts Church; Friends St. John of God Mental 
Health and Counselling

1.2.10 Unhappy face Church; Friends St. John of God Mental 
Health and Counselling

1.2.11 Losing weight Church; Friends St. John of God Mental 
Health and Counselling

1.2.12 Depression Church; Friends St. John of God Mental 
Health and Counselling

1.2.13 Hypertension Church; Friends Hospital

1.2.14 Disagreements Church; Friends St. John of God Mental 
Health and Counselling
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Table 15: Identified Service Providers in Mzuzu, FGD, Women (Ekwendeni)

INFORMAL FORMAL REMARKS
Mental Health and Psychosocial Problems

1.2.1 Burden of caring for 
households Chatting with friends

1.2.2 Physical abuse Praying; Reading the Bible

1.2.3 Girl child overworked Mother groups

1.2.4 Lack of love at home Counselling 

1.2.5 Forced sex, rape for women 
in marriages CVSU; CBO; Social welfare

1.2.6 Women don’t make decisions

1.2.7 Polygamy Chiefs; Ankhoswe

1.2.8 Economic abuse

1.2.9 Divorce without proper 
reasons Chiefs; Akhoswe

1.2.10 Mental illness  St. John of God
Hospital

1.2.11 Depression

1.2.12 Suicide Hospital 

1.2.13 Weight loss

1.2.14 Prostitution

1.2.15
Worried, doesn’t easily 
associate with others, broken 
hearted

Friends Men utilise sports and 
exercises to relieve stress. 

Machinga District
In Machinga, two KIIs were conducted regarding the available services for MHPSS - one with a Pastor 
(Table 16) and another with a Traditional Leader (Table 17). Also, a FGD with girls was carried out 
(Table 18). 

The formal services for GBV in Machinga are the district hospital and all health facilities that have 
OSC clinics (Chikwanekwane): the social welfare department and the PVSU structures, which 
operate under the police services in all their stations; the community victim support units, which 
are interdisciplinary involving CPWs, health service providers (Health Surveillance Assistant (HSA) 
or health centre nurse), village authority or any eminent person in the society and NGOs working in 
gender-related projects – for example, Save the Children, Action Aid and others.

This information was gathered during the Needs Assessment targeting potential beneficiaries and 
formal and informal providers of MHPSS. A FGD for potential beneficiaries (girls) included a question 
on their knowledge, attitudes and perception of who and where help is sought in their area for those 
victimised by GBV or sexual abuse. This question was also put to the KII DSWO, pastor and traditional 
leader, respectively) who represented a sample of formal and informal providers.
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By their own account, each of the key informants was also a provider of PSS for survivors of GBV 
and people challenged by mental health and psychosocial distress. The faith leaders and traditional 
leaders acted as mediators and provided conflict resolution and referral to other facilities when they 
felt inadequate to address a need. When they gave advice on how to deal with the issue, this was 
also perceived in some sense to have been counselling.

The girls in Machinga mentioned both informal and formal support for psychosocial challenges 
that included sharing with peers for emotional support, disclosing to a teacher, seeking help from 
a pastor, reporting to the community authority, reporting to police and youth-friendly organisations 
providing support for GBV. The reported ways of responding to abuse, i.e. to whom or which services 
they would go to, were similar for those interviewed in Dowa and Nkhatabay. However, going to the 
hospital for emotional problems was the least mentioned option, suggesting that one is less likely to 
go to a hospital for a psychosocial issue. A social interpretation of the problem may be much more 
prevalent than the biopsychological one. The hospital was identified as a service for survivors of rape 
and defilement.

Table 16: Identified Service Providers: Machinga District - KII Pastor

INFORMAL FORMAL REMARKS

Mental Health and 
Psychosocial Problems

1.2.1 Sexual abuse and 
Physical abuse

• The Police and the Court which is a more formal forum. 
• There are also organisations such as YONECO near the 

roadblock when branching off to the left. This is formal 
because it is registered. YONECO has counsellors, but 
they are pretty much act as Police. This is why I was 
suggesting that the best place is the church. It is not 
about justice but helping someone to recuperate from 
their problems.

• Chiefs, Ankhoswe. These are informal.
• Introducing new forums is challenging because people 

are used to going to these facilities. I understand there is 
a place in Mzuzu where people go to be helped. We also 
have professional marriage counsellors. Sexual therapists 
if one is sexually abused. 

• I have never heard of OSCs. I have only heard of an 
ombudsman. 

• The Hospital, most people go to the Hospital. When 
people go to Hospital, they go there when they are 
afraid that they have a disease. The Hospital prescribes 
medication, but there is a need to investigate more what 
could be the real problems that bring people there.  

• Women or girls’ forums:  People go there with 
grievances. The problem with forums is that they don’t 
have a department to help. 

• The Police may be a department that can refer people 
to the right services. 

• Most of these forums administer justice. However, even 
though justice may be administered, one has gone 
through challenges that will affect their life.
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Table 17: Mapping Service Providers: Machinga, KII, Traditional Leader

1 Where are services available/accessed at various levels (formal 
service points)

• Social welfare officers
• PVSU
• NGOs-Malawi Interfaith AIDS Association 

(MIAA) & SWAM

2 Who are the service providers • Social welfare officers
• Police officers

3a Whether there are informal service ones • Church and Mosques
• Local leaders-Chiefs

3b Establishing where and what they are • Machinga Boma, Ntaja
• In the communities

4 Establishing what the service users feel should be service points 
to access the services • Community sensitisation

Table 18: Mapping Service Providers: Nsanje, FGD, Women

Question Response

1

Which services or service providers do people with mental health 
and psychosocial problems (or problems mentioned above) go to 
for help in this area/district?

• NGO’s
• Police
• Courts
• Church

2 Who are the service providers? • Local volunteers
• Police officers

3a Are there informal services?

• Marriage counsellors
• Church elders
• Chiefs
• Close friends
• Relatives

3b Establishing where and what they are • Within their communities

4 Establishing what the service users feel should be service points 
to access the services

• Marriage counsellors
• Chiefs
• Courts
• NGO’s

4.1 Difficulties and Barriers Accessing Services
There is a general lack of available services for major mental health problems and psychosocial 
challenges faced by SGBV survivors. In addition, the available services, like hospitals and VSUs, 
cannot provide the broad range of MHPSS needs that were identified in the communities. Based on 
the FGDs and KIIs, many of the service providers have some knowledge and skills in providing PSS 
needs. However, mental health outcomes due to adversities, such as stress, anxiety and depressive 
symptoms, are hardly identified and addressed. The participants in the FGDs and KII were able to 
recognise some of the mental health outcomes of adversities. However, mitigating pathways for 
these were almost always informal such as pastors, marriage counsellors, chiefs, relatives and 
listening to music. While having a social network is an important aspect of psychosocial support, 
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specialised mental health providers and services are largely inexistent in almost all 
the districts and communities included in the assessment. Likewise, the identified 
service providers have little if any knowledge and skills in identifying and managing 
mental health disorders.

The results also showed that most of the participants understood they could be 
affected on a psychological level. They seek support using informal and formal 
pathways to address these issues, such as using friends and religious leaders at 
informal levels and courts or GBV organisations at formal levels. It was also noted 
that where a mental health issue was correctly discerned, such as the experience 
of distress and depressive symptoms due to abuse, an informal or formal pathway 
was sought not to address the emotional issue as a primary motivation for seeking 
help, but rather to address the cause of the distress. For example, while women 
acknowledged experiencing emotional problems due to partner infidelity or financial 
abuse, the help they sought was to mitigate their partner’s behaviour (abuser) 
and not necessarily for their own emotional well-being. Both informal and formal 
pathways such as religious leaders, chiefs or a social welfare organisation were 
approached to have the behaviour of their partner regulated in some way. Thus, 
the available supports were addressing psychosocial issues rather than the mental 
health impacts of the abuse. 

Faith based 
institutions, 
marriage 
counsellors, and 
local leaders
were ranked among the most common informal pathways  
of PSS for adults
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There were few differences found in Mzimba (Mzuzu) and Nkhatabay. Participants 
shared that MHPSS services were provided at the OSCs and St. John of God (mental 
health and psychosocial service provider). Adolescents that were interviewed 
mentioned that counselling services existed in their respective areas of Nkhatabay, 
Dowa and Machinga but facilitated by different youth-friendly organisations. 
However, specialised support for mental health problems like anxiety, depression 
and psychosis were not identified as part of any of the listed available services 
offered by organisations or healthcare centres. This means that most people seek 
support from informal and formal services for health-related challenges they face. 
Even though they might have an underlying mental health burden, the MHPSS 
services are not available. 

Faith-based institutions, marriage counsellors, and local leaders were ranked 
among the most common informal pathways of psychosocial support for adults, 
whereas teenagers cited peers, school teachers, and church leaders as the most 
preferred pathways. Formal institutions included the organisations providing services 
for women and girls, social welfare, courts, VSUs for adults and youth-friendly 
organisations for adolescents. Hospitals that should act as an access point for any 
MHPSS provision were not recognised by the majority of participants as a preferred 
pathway for addressing common mental health problems. This is consistent with 
the literature and currently published Mental Health Policy.

4.2 Frontline workers’ capacities and needs for additional 
training 
To assess the frontline workers’ capacities and needs for additional training we 
conducted additional key informant interviews using a guidance tool developed 
specifically for this purpose. The tool was set to collect information about the 
capacity of the centre/facility to provide MHPSS services, ensuring privacy for the 
survivors and the capacities of the service providers (i.e skills, knowledge and 
training). 

Sampled facilities were collected from two districts, Machinga and Nakhatabay. 
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Machinga

Sample service: Children’s Corner (CCs)
Key informant in Machinga: J.C., 38 years, Male
Position: PSS service provider at Chanyungu Children’s Corner
Serves up to 60 beneficiaries per month

Available Services

 The main service provision focus is PSS to children and youth, run by volunteers 
under the CPWs in the area. 

 There is a GBV focal point person in the area. Some case management 
conferences are held periodically on complex cases.

 The centre works with other stakeholders in SGBV issues such as the police, 
social welfare, the ministry of education and others.

Service providers’ Capacity
Service Providers have received some training in PFA – did not indicate who has 
been training them and how much these skills are being used.
The service provision relies on the skills of providers but without supervision. This 
has an impact on the consistency and quality of the service provision. Likewise, the 
retention of service providers in the centres is low, and turnover is high since these 
are volunteers.

No formal training, no Standard Operating Procedures (SOPs), regulations, procedures, 
codes of attending to the needs and care of victims of SGBV.

Safe Spaces
This Chanyungu centre is framed as providing safe spaces for survivors of child 
abuse in general and SGBV. However, this safe space is not a live-in centre and 
cannot take in survivors at the moment and thus cannot provide protection from 
perpetrators.

Key Challenges
The PFA training received by the service providers in the centre is not enough to 
provide comprehensive MHPSS services to beneficiaries. The centre is mostly used 
for the identification of cases and provision of PFA to survivors and referrals to 
those services that would provide more holistic care.
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Sample service: OSC
Key informant in Machinga: E.R., 36 years, Female
Position: CPW at Machinga OSC
Serves up to 25 beneficiaries per month

Available Services

 The main service provision is PFA to survivors of abuse. SOPs, regulations, 
procedures for attending to the needs and care of survivors of SGBV are 
available. Still, the code of conduct on attending clients is not fully in place but 
works based on ethical consideration and behalf of clients’ best interest.

 There is a focal point group comprised of nurses, medics, police and protection 
workers in the area.

 The centre works in accordance with the setup of OSCs – in coordination with 
the medics, security, legal, and social workers. However, a referral is usually 
made for MHPSS as there is no capacity for MHPSS based workers.

Service Providers’ Capacity
Providers have received some training in PFA - Action Aid Malawi trained two 
providers in 2010 and 2013. But the centre only provides counselling and guidance 
(advice) and coordinates with other service providers for legal aid.

Key challenges
The training received is insufficient to provide comprehensive MHPSS services to 
beneficiaries. 

Human resource capacity challenges lack the necessary skills and knowledge to 
support beneficiaries with mental health and psychosocial concerns. 
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Sample service: Women Forum
Key informant in Machinga: Beatrice Chisuse, 53 years, Female
Position: GBV Clinic Director at Machinga Women Forum
Serves up to 60 beneficiaries per month  

Available Services

 The facility is very well built for the provision of PSS to women. However, they 
lack formal training, no SOPs, regulations, procedures for attending to the 
needs and care of survivors of SGBV.

 There is a GBV focal point in the area, and some case management conferences 
are held periodically on complex cases.

 The centre collaborates with other SGBV actors such as the district hospital, 
police, social welfare, the courts and others.

Service Providers’ Capacity 
There are no qualified personnel to offer PFA or other appropriate skills to help 
women who are abused.

Most workers are volunteers and can leave anytime they want, which affects the 
sustainability and continuation of the programme. The service providers are also 
working with limited materials, such as housing facilities, for running the safe space 
needed.

Safe Spaces
The safe space is available but not operational because of a lack of necessary 
resources to have it up and running.

Action Aid Malawi trained two providers in 2010 and 2013. But the centre only 
provides counselling and guidance (advice) and cannot provide integrated services.
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Nkhatabay

Sample service: CVSU
Key informant in Machinga: Kedon Phiri, 39 years, Male; Jessie Chiuza, Female 37 
years
Position: CPW at Tukombo and Mzenga, respectively

Available services

 The main service provision focus is PSS to children and youth. He indicated that 
they receive formal training, SOPs, regulations, procedures, codes of attending 
to the needs and care of survivors of SGBV.

 There is a GBV focal point person in the area. Some case management 
conferences are held periodically to discuss complex cases.

 The centre collaborates with other SGBV actors such as the police, UJAMA 
and PACHI, which provide GBV awareness and support in schools, the social 
welfare and the ministry of education.

Service Providers’ Capacity
Providers who are mainly CPWs have received introductory training in PFA provided 
by CVSU during the Covid-19 crisis, and some of the PFA skills are used whenever 
needed. The services are also offered to survivors of GBV.

Many volunteers are working in the unit, but they can leave anytime they want, 
which affects sustainability.

Safe Spaces
These exist and are dedicated to counselling and guidance. 

70
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5. Conclusions
This needs assessment has allowed key stakeholders and community members to 
bring to light their everyday struggles and reflect on the impact of the psychosocial 
challenges on their well-being and mental health. Key informants from all the 
districts agreed about the most common social and financial strains and the 
disproportionate violence experienced by girls and women. Schooling and education 
are among the main concerns for children and adolescents who see themselves 
as habitually forced into marriage by their families as an exit strategy from poverty. 
Child marriages are also associated with teenage pregnancies and gender-based 
violence, which is linked to a higher risk of developing mental disorders and 
psychosocial struggles. 

The experience of violence is a widespread phenomenon but is more predominant 
in women and girls. However, men reported more subtle types of GBV, like denial 
of their marital rights or women not cooking for them, which according to male 
informants, may lead to the search for extra-marital relationships and abandonment 
of their families. Women are often left with heavy loans that they cannot pay off. 
As a means of survival, they risk turning to prostitution or engaging with several 
partners to financially support themselves and their families. Having multiple sexual 
partners, as well as rape, have been linked to an increase in infectious diseases, 
including HIV and AIDS, which is also linked to discrimination and stigma.
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While key informants identified socio-economic challenges for survivors in their 
context, they also acknowledged that these directly affect survivors’ mental health 
and wellbeing. On many occasions, key informants refer to symptoms of depression, 
anxiety and suicide, which are among the most common reactions to adversity, 
including poverty. These challenges are directly linked with and, on many occasions, 
being the cause of mental health problems and psychosocial distress. Depression, 
anxiety, suicidal ideas and alcohol abuse were among the most commonly 
referred disorders. Even though mental health disorders are identified among the 
communities in all the districts, there seems to be a scarcity of available specialised 
services for people affected.

Given the fact that in 2010 Malawi had a very low density of doctors (0.5 per 10,000 
population) and nurses and midwives (3 per 10.000 population) in comparison to the 
African region, it is not surprising that mental health services are also very limited, 
making the accessibility for people in need even more difficult.29 During the mapping 
of services in the different districts, key informants identified only a few formal 
health facilities that provide mental health services. There is more mention of civil 
society organisations with a focus on GBV. Nonetheless, these centres’ capacities 
also appear to be limited, with few staff and no substantial training on addressing 
MHPSS needs. Specialised training does not go beyond PFA, and psychiatric service 
provision was available in only two districts. The existing centres do not mention any 
community outreach to provide psychoeducation and create the necessary links 
with the communities to reach out for help. However, this is reasonable in cases 
where specialised support is not available. The informal pathways for psychosocial 
support are mainly the church or religious leaders, with no mention of specific 
training on adequately providing such support. In contrast, family and friends are 
widely mentioned in all the districts.

In the thematic analysis conducted, it became clear that the major underlying 
factor correlated with all types of socio-economic and health outcomes in these 
communities is poverty. The question repeatedly posed by researchers and 
academics remains the same: Does poverty and unfulfillment of basic needs lead to 
psychosocial impairment, or does mental illness lead to poverty? It is indisputable 
that the basic needs of food, shelter and security should be met for a community 
to battle psychosocial and protection risks, increase overall wellbeing, and become 
empowered to pursue positive change. It is also necessary to ensure that mental 
health care is embedded within the community health care systems and allows 
easy and free-of stigmatisation access to everyone. A prerequisite to achieve the 
reduction of stigma around mental illness is to actively engage with the communities 
in psychoeducation and mental health awareness-raising.

29 J. Novignon, R. Mussa, T. Msonda, and J. Nonvignon, “The use of non-prescription medicine versus self-assessed health: 
evidence from Malawi,” International Archives of Medicine, vol. 4, no. 1, p. 38, 2011.
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The needs assessment confirms previously published data about the very challenging 
situation many communities are facing in Malawi, which includes a plethora of 
factors posing severe risks for the protection, safety, health, and psychosocial 
wellbeing of people of all ages. The analysis indicates that the most affected groups 
from these challenges are children, specifically adolescent girls and women. Men 
are also affected by the impact of economic hardship and seem to face challenges 
meeting the basic needs of themselves and their families. Economic hardship in 
combination with low education, cultural beliefs and gender inequalities contribute 
to the occurrence of GBV in all the possible expressions: physical, sexual, emotional, 
verbal and economic abuse. 
 
Teenage pregnancies, sexual abuse and violence against women and girls are 
important health concerns globally, including in Malawi. A comprehensive analysis 
of the socio-economic determinants and contributors to the inequalities relating 
to these outcomes is necessary to be able to address these challenges. Recently 
published outcomes of a study about teenage pregnancies in Malawi (Chirwa et al. 
2019) indicated that inequality in teenage pregnancy and childbearing worsened to the 
disadvantage of the poor in the country. Additionally, the study outcomes suggested 
that the primary drivers of inequality in teenage pregnancy and childbearing were 
early sexual debut (15.5%), being married (50%), and wealth status (13.8%).30 

The findings of this assessment also concur with the Chirwa et al. study outcomes, 
as it is mentioned in many cases that teenage girls are impregnated after being 
sexually abused outside of marriage and that poverty is often the reason why 
girls seek other means of survival, including sexual exploitation/transactional sex. 
This leads to girls abandoning education much earlier than boys, and therefore 
being illiterate or dependent on their husbands to sustain themselves. Despite 
the decline of teenage pregnancies globally, Malawi continues to have one of the 
highest prevalence rates at 29% of the population.31, 32 Other contributing factors 
to the high levels of teenage pregnancy, according to several studies in Logistics 
Management Information Systems (LMISs), are unmet needs for contraceptive 
use, low contraceptive use, intermittent use of contraceptives,33 family disruption, 
community female poverty and unemployment34, 35 which all determine high levels 
of teenage pregnancies in addition to a lack of power to negotiate for safer sex, 
which many times translates to sexual abuse.36 Latest studies, point out that a lack 

30 Chirwa, G. C., Mazalale, J., Likupe, G., Nkhoma, D., Chiwaula, L., & Chintsanya, J. (2019). An evolution of socioeconomic 
related inequality in teenage pregnancy and childbearing in Malawi. PloS one, 14(11), e0225374. https://doi.org/10.1371/journal.
pone.0225374 

31 NSO, Macro ICF, ICF Macro, Macro ICF, ICF Macro, ICF. Malawi Demographic and Health Survey 2010. Zomba, Malawi, and 
Calverton, Maryland, USA: NSO and ICF; 2011. Available: http://www.measuredhs.com 

32 Gunawardena N, Fantaye AW, Yaya S. Predictors of pregnancy among young people in sub-Saharan Africa: a systematic 
review and narrative synthesis. BMJ Glob Heal. 2019;4: e001499 10.1136/bmjgh-2019-001499 

33 Rasch V, Silberschmidt M, McHumvu Y, Mmary V. Adolescent girls with illegally induced abortion Dar es Salaam: The 
discrepancy between sexual behaviour and lack of access to contraception. Reprod Health Matters. Taylor & Francis; 
2000;8: 52–62. 10.1016/s0968-8080(00)90006-5   

34 Magadi MA. Multilevel determinants of teenage childbearing in sub-Saharan Africa in the context of HIV and AIDs. Health 
Place. 2017;46: 37–48. 10.1016/j.healthplace.2017.04.006 

35 Odimegwu C, Mkwananzi S. Factors associated with teen pregnancy in sub-Saharan Africa: a multi-country cross-sectional 
study. Afr J Reprod Health. Women’s Health and Action Research Center; 2016;20: 94–107.

36 Krugu JK, Mevissen FEF, Prinsen A, Ruiter RAC. Who’s that girl? A qualitative analysis of adolescent girls’ views on factors 
associated with teenage pregnancies in Bolgatanga, Ghana. Reprod Health. 2016;13: 39 10.1186/s12978-016-0161-9



MENTAL HEALTH & PSYCHOSOCIAL SUPPORT PROFESSIONAL DEVELOPMENT

of comprehensive sex education and a fear of the side effects of contraceptives are 
also major contributing factors.37 
 
Teenage pregnancy has been linked in many different contexts, with increased risk of 
mental health disorders, depression and conduct disorder being the most prominent 
and poor parenting.38 TThe presence of depression in mothers poses many risks 
for children. A mother who is depressed most probably has needs for nurturing 
and care that can interfere with her ability to meet her children’s emotional and 
caring child needs.39 Mothers who are depressed may be emotionally unavailable 
and feel a sense of helplessness in the midst of parenting challenges. Parents may 
model depressive effect, thinking patterns, and behaviours for their children and 
then reinforce their children’s depressive behaviours. Depressed parents also tend 
to see their children’s behaviour negatively, using low rates of reward and high rates 
of punishment, or responding indiscriminately to the child’s behaviour, which may 
lead to physical abuse.40 As a result of these reasons, children of mothers with 
depression are at elevated risk of depression themselves.40

37 Yakubu I, Salisu WJ. Determinants of adolescent pregnancy in sub-Saharan Africa: a systematic reviewReprod Health. 
London: BioMed Central; 2018;15: 15 10.1186/s12978-018-0460-4

38 Corcoran, Jacqueline. (2016). Teenage Pregnancy and Mental Health. Societies. 6. 21. 10.3390/soc6030021.
39 Goodman, S.H. Depression in Mothers. Ann. Rev. Clin. Psychol. 2007, 3, 107–135. 
40 Children: Opportunities to Improve Identification, Treatment, and Prevention; The National Academies Press: Washington, 

DC, USA, 2009.
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6. Key 
Recommendations
The needs assessment confirms the need for policy changes that will offer a wide 
range of protection strategies for vulnerable groups, women and girls, PLWHIV and 
PLWD. Structural changes are also needed in the personal health, community, 
domestic and educational spheres of society. Stigma and the lack of knowledge 
on mental illness and psychosocial distress are significant barriers to help-seeking 
behaviours, although these are present and acknowledged by the communities. 
However, in most cases, adequate services are absent, and people in need of 
specialised support can only turn to traditional or religious resources. The newly 
developed mental health policy requires high expertise, systems strengthening, 
capacity building of key staff and continuous monitoring for implementing the 
policy. A systemic approach and inter-sectoral cooperation are required to promote 
tailored service provision for children, girls, and women in the areas of education, 
health, legal/rights, and protection. These are all areas that have direct linkages with 
the mental health and wellbeing of individuals and communities. 
Worldwide several initiatives are field-tested and aim at supporting people in 
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communities with scarce resources. In Malawi, where cultural norms and beliefs 
are deeply rooted in the communities and where a legal framework appears weak 
to protect the most vulnerable, any initiative should be with the active participation 
of the communities. Culturally sensitive and community-led actions combined with 
substantial policy and financial support to battle the adverse effects of poverty 
should be considered for addressing the needs of both adults, adolescents and 
children. 

6.1 Recommendations on advocacy
Advocacy and awareness-raising activities should specifically target girls from low-
income families with more educational support programmes and civic education 
relating to early marriages and sexual relationships. As the family’s economic 
hardship has been identified as one of the reasons girls drop out of school, keeping 
girls in school could be one efficient strategy for more employment opportunities 
and financial independence. Advocacy within the communities on the importance 
of girls education and their corollary potential income contributions to their families 
and communities is also necessary. 

Suppose the reason parents allow or even promote early marriage for their children 
is an economic benefit. In that case, there may be a need for conditional cash 
transfers to keep vulnerable girls in school. 

More flexible education programs might also be necessary to reintegrate girls and 
boys that left schooling for work or even get married. Furthermore, civic education 
through social media platforms may be of more help to teenagers. This could be 
a meaningful approach because teenagers are more familiar with the use of social 
media.

Considering that sexual reproductive health (SRH) education could be a way to 
promote girls and women’s rights, there should be clear advocacy for such 
educational programs reaching more and more communities. These could be 
through formal institutions, such as community health care clinics, facilitated by 
midwives or nurses, or through informal structures such as women and youth 
associations, or organisation such as YONECO, which appear to have a widespread 
presence in almost all six districts. 

In addition, there should be awareness messages focusing on the health, educational 
and economic benefits of preventing early pregnancy for girls and their families, 
which may change misconceptions about and barriers to contraceptive use. 

Mental health awareness is also crucial when addressing the human rights of people 
with mental health problems. Increasing mental health literacy in the community 
can also promote help-seeking behaviours and facilitate the access of people in 
need of treatment and adequate support. Community health education programs 
should include information on the most frequently encountered mental health 
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concerns (i.e. depression, anxiety, suicidal thoughts, alcohol abuse). They should 
promote mental health through de-stigmatisation of mental illness, encouragement 
of help-seeking behaviours and self-care practices. These should be accompanied 
by advocacy to the authorities in increasing the financial support at the district 
level for community mental health and psychosocial support infrastructures and 
human resources. Specific community programs should also promote positive 
child-caring practices through parental training on the importance and use of such 
practices with their children. When young adults are better prepared to transition 
into parenthood and understand the importance of raising their children free of 
violence, they become active agents of positive change. In this way, they can raise 
children with a better foundation for happiness and a future as physically and 
mentally healthier adults.

The long-term impact of child abuse, GBV and harmful practices should be 
among the key messages reaching policymakers, law enforcement institutions and 
educators. The governmental bodies should also become aware of the devastating 
outcomes of such harmful practices that go much beyond the individual or family 
level and have a severe economic impact.41 A study conducted in South Africa has 
shown that the cost of each incident of domestic violence was US$691 and an 
average loss of income due to domestic violence was US$2,092.42  

A key to improving Malawi’s economy is to battle violence against women and girls, 
extinguish harmful practices and ensure that the economic losses that result from 
early pregnancy and mental illness are reduced through social, educational and 
health interventions that have in their centre gender equity and social welfare. 

6.2 Recommendations on Capacity Building and Service 
Provision on MHPSS
The lack of available, qualified and accessible mental health services has been 
evident throughout all communities where this assessment was conducted. 

Recent initiatives have addressed the need to increase literacy around mental 
health issues and improve mental health care for young people.43 Kutcher et al. 
(2019) have successfully developed and applied a program called ‘An Integrated 
Approach to Addressing the Challenge of Depression (IACD) Among the Youth in 
Malawi and Tanzania’. This was achieved through a horizontally integrated pathway 
to care for young people with depression which required the following: improving 
mental health literacy (MHL) of communities, youth, and teachers, enhancing 
case identification and linking schools to community health clinics, improving the 
capacity of community health-care providers to identify, diagnose, and effectively 

41 Te economic dimensions of interpersonal violence. WHO, 2004
42 Dalal, Koustuv & Dawad, Suraya. (2011). Economic costs of domestic violence: A community study in South Africa. 

HealthMED. 5. 1931-1940
43 Kutcher S, Perkins K, Gilberds H, Udedi M, Ubuguyu O, Njau T, Chapota R and Hashish M (2019) Creating Evidence-Based 

Youth Mental Health Policy in Sub-Saharan Africa: A Description of the Integrated Approach to Addressing the Issue of Youth 
Depression in Malawi and Tanzania. Front. Psychiatry 10:542. doi: 10.3389/fpsyt.2019.00542
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treat depression in youth. The Mental Health Professional Development Programme 
implemented under the SI aims to increase the capacity of key staff, providing 
MHPSS services in the six districts. The Group Interpersonal Therapy (GIPT) Training 
aimed to increase the participants’ capacity in addressing the needs of people with 
depression; the trained GIPT facilitators will be further supported with supervision 
remotely and in the field. To address the needs of people who have PTSD, training 
in Narrative Exposure Therapy will occur, followed by remote and field supervision.

Although it was not mentioned during the interviews, it is evident to discuss the 
importance of supporting early child development through the active involvement 
of families and health professionals, the starting point being pregnancy. Key actors 
that need to be actively involved and receive specific training and support in this 
process are those closer to the families during pregnancy and early childhood (0-5 
years of life), that being midwives or some women who support pregnant women 
during pregnancy, birth and breastfeeding. Socio-emotional support and education 
on caregiving and child development of families during the first years of life can set 
the foundation for healthy development and promote psychological wellbeing and 
educational outcomes.

Due to the large percentage of teenage pregnancies and the increased families’ 
needs at the very early stage of life, professional support through capacity building 
should be provided at the community level. In this respect, a few initiatives have 
been developed in the past years, such as, for example, World Health Organization’s 
(WHO’s) Thinking Healthy, which guides supporting women challenged by perinatal 
mental issues. However, there is a great gap still to be filled and requires a multi-
disciplinary approach.

6.3 Recommendations on inter-agency collaboration
Delivering thoughtful and inclusive mental health care requires a critical step to 
formulate an action plan to guide the policy implementation that will direct mental 
health systems and services development.44 The recently published Mental Health 
Policy by the Government of Malawi (April 2020) defines the vision for the future 
mental health of the population, specifying the framework that will be established 
to manage and prevent priority mental and neurological concerns. Within the 
Mental Health Policy, there are very important considerations in the empowerment 
of persons with mental problems and psychosocial disability and vulnerable 
groups and capacity building, research, monitoring, evaluation accountability, and 
learning. The implementation requires concerted efforts between the government 
and NGOs. In contrast, coordinated efforts between UNICEF and GoM should be 
focused on integrating mental health in primary health care and community-based 
MHPSS. Mental health and PSS work are commendable in response to the outlined 
objectives of the Mental Health Policy. 

44 World Health Organization: Improving health systems and services for mental health. http://whqlibdoc.who.int/
publications/2009/9789241598774_eng.pdf 
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The implementation of the policy is detailed throughout a timeframe for each 
objective, and it indicates the responsible institution that will engage in each 
step of the process. It is imperative that this process includes the communities 
and engages persons from vulnerable and marginalised groups as key actors in 
successful implementation. 

6.4 The way forward
In the past decades, various field-tested programs specifically designed for LMICs, 
such as WHO’s Mental Health Gap Action Programme45 offer scalable interventions 
and capacity building opportunities for MHPSS. In Malawi, a country with very low 
resources, actions should instigate the necessary human resources development 
necessary to address the needs of communities where there are limited resources 
and human capacities. The capacity building of field workers should follow the 
multi-layered MHPSS pyramid approach that allows for the delivery of services at 
all levels and the referrals to inter-sectoral services providers. 

Within this project’s scope, UNICEF will continue efforts for the professional 
development of MHPSS frontline workers in the different districts.

In collaboration with the Ministry of Population and Social Welfare under the SI, 
UNICEF will increase the capacity of the field staff to provide adequate support for 
survivors of SGBV struggling with Depression and PTSD. Given the current situation 
created by the Covid-19 pandemic, which emerged in Malawi one month after the 
conclusion of the needs assessment, there is a growing need to increase the capacities 
of field workers to respond to the needs of the population. In collaboration with the 
Ministry, UNICEF has supported the PFA training of field workers that are called to 
respond to the increased needs of the affected population. Scalable interventions 
such as PFA constitute an effective way to address higher levels of stress caused by 
the fear and uncertainty the pandemic may cause in the country. 
 
UNICEF is actively participating in the MHPSS task force team, and experts from 
the MoGCDSW, the MoH and NGOs and will continue to coordinate with all key 
stakeholders to ensure the strengthening of systems that could allow for the 
effective implementation of the Mental Health Policy developed by the GoM. Despite 
the challenging context and interplay of several psychosocial-economic factors, 
the impact of Covid-19, which could be long-term while there is no treatment or 
vaccination, future developments in the field of MHPSS for Malawi seems promising 
and could lead to a true change for the betterment of the lives of thousands of 
people. Sustainability and the continuation of the current efforts and milestones 
reached should be included in strategies for long-term implementation and systems 
strengthening.

45 https://www.who.int/mental_health/mhgap/en/
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