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Introduction
This is the first in a series of four papers examining
mental health and the global agenda. The series as a
whole addresses three broad themes. First, there are
significant opportunities to be gained through public policies that promote mental health and prevent
mental disorders to the greatest extent possible.
Better mental health contributes to the promotion
of healthy development and achievement of educational, social and economic goals, as well as
the avoidance of both communicable and noncommunicable health problems and the consequent
premature mortality. Second, there are also potential significant social and economic gains to be made
through public policies that recognise and address
the burden of mental disorders. Third, public policies
need to prepare for the fact that in many countries
mental disorders are likely to rise through a range of
different factors including population growth and
ageing, marital and family breakdown, an increasing number of orphans and child-headed households, migration both from rural to urban areas
within a country and across international borders,
changing patterns of work, climate change, the risk
of debt and increased income disparity and alcohol

and substance abuse. Poor mental health will further
impact disadvantageously on physical health, and
on broader social and economic goals.
In addressing these themes policy makers face
many challenges. Intersectoral responses are needed
to look at the links between mental health, poverty
and economic performance and to help provide
opportunities to draw more people into education,
employment, entrepreneurship and other economic
activity. As populations grow and age, healthcare
systems will need to be able to adapt to more efficiently address mental disorders and counter the
increased risk of co-morbid physical health problems. Policy makers may also wish to pay particular
attention to specific ‘at-risk groups’, such as children.
The social and educational impacts of poor mental
health can be substantial, persisting into adulthood;
policy makers may wish to look at different ways of
preventing and tackling these long-term impacts.
In order to consider these issues in more detail, it is
first of all important to clarify key concepts and
linkages in the field. This first paper addresses core
conceptual issues, with subsequent papers in the
series addressing social, political and economic
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challenges,1 international and national policy challenges2 and health system challenges.3

Conceptualising mental health
Mental health is a term which is used in a number of
different ways. Whilst the main focus of this paper is
on tackling mental disorders, we also discuss the
vitally important concept of positive mental health.
Positive mental health may be conceptualised as
including: a positive sense of wellbeing; individual
resources including self-esteem, optimism and sense
of mastery and coherence; the ability to initiate,
develop and sustain mutually satisfying personal
relationships; and the ability to cope with adversity
(resilience). Together, these enhance an individual’s
capacity to contribute to family and other social
networks, the local community and society at large.
Thus, mental health is more than just the absence of
symptoms or distress. It refers to a positive sense of
wellbeing and a belief in our own worth and the
dignity and worth of others.
Positive mental health includes the capacity to
perceive, comprehend and interpret our surroundings, to adapt to them and to change them if necessary,
to think and speak coherently and to communicate
with each other. It also affects our ability to cope
with change, transition, and life events such as the
birth of a child, unemployment, bereavement or
physical ill health. Thus, mental health and physical
health are closely interlinked and are both essential
components of general health in the individual.
Together, they are an indivisible part of public health.
Positive mental health has an important societal
value, contributing to the functioning of society,
including overall productivity. It is also an important
resource for individuals, families, communities and
nations, contributing to human, social and economic capital. Indeed the new term ‘mental capital’
has now been coined to cover our conceptual understanding of what might be called ‘ the bank account
of the mind’, comprising intellectual and emotional
resources which can be built up or depleted or
damaged through life.4 Collective mental capital
is clearly important for nations seeking successful
development.
Mental disorder is not simply an absence of good
mental health. Psychological distress is common: it
affects most people when they experience difficult
situations in life associated with various life situations, events and problems, and usually resolves
quickly. However, there are also specific recognisable forms of mental illness, which are relatively
common in the general population.

The most important categories of mental disorders are common conditions (depression, anxiety,
phobias and obsessive compulsive disorders – comprised of constellations of low mood, fatigue, irritability, poor concentration, impaired sleep, appetite
and libido, low self-esteem, feelings of worthlessness, suicidal ideation, palpitations, trembling, feelings of unreality, a fear of dying and repetitive and
compulsive thoughts and actions); psychosis (severe
mental disorders involving disturbances in perceptions, beliefs and thought processes – largely schizophrenia and bipolar disorder); substance abuse
(alcohol and drugs) and dementia (largely Alzheimer’s
disease, vascular dementia and HIV-related dementia).
Common neurological disorders such as epilepsy
and Parkinson’s disease also tend to be considered
together with mental disorders in terms of service
planning and human resource development, as
neurological services tend to be even more scarce
than psychiatric services. Learning difficulties are
also common. Rates of severe mental retardation are
around 3.5 per 1000 in rich countries and between
three and 22 per 1000 in poor countries.5
In 1990 the World Bank estimated that neuropsychiatric disorders formed 10.5% of the global
burden of disease (disability adjusted life year (DALYs))
and suggested that this could rise to 15% by 2020.6
In fact they have already reached 13%.7 They comprise five of the ten leading causes of disability and
account for 28% of years of life lived with a disability. Depression alone is expected by 2030 to rise
from the fourth to the second leading cause of global
disease burden as measured by DALYs (see Table 1).
It will be the leading cause of disability in highincome countries, second only to HIV/AIDS in
middle-income countries and third only to HIV/
AIDS and perinatal conditions in low-income countries.8,9 Depression contributes more than 10% of
years of life lived with a disability, while suicide (the
majority of which is linked with depression) is the
tenth leading cause of death.10 These figures do not
take account of family burden or wider social and
economic impacts.
Prevalence rates are estimated to be around five to
15% for common mental disorders and 0.5% for
psychosis.5,11 Some disorders are short-lived while
others pursue a chronic course. Half of common
mental disorders last for longer than two years
unless they are adequately treated. Two-thirds of
people with psychosis experience a relapsing or
deteriorating course of illness unless adequately
treated. Substance and alcohol abuse rates are very
variable depending on culture, religion and ease of
access to harmful substances.
Progressive organic diseases of the brain (dementia)
have been found to affect around 5% of people aged
over 65 in some Asian and Latin American countries,
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Table 1 DALYs attributable to neuropsychiatric disorders in WHO regions, estimates for 2004,
2008, 2015, 2030
Region

Year

Cause of disease and DALYs
Group II: Noncommunicable
disease

Africa

The Americas

2004
2008

79 142
84 996

Neuropsychiatric
disorders
19 403
20 971

%

25
25

Group III:
Injuries

29 658
32 113

Suicide

1231
1334

%

4
4

2015

95 915

24 030

25

37 164

1538

4

2030

127 958

31 855

25

50 319

2085

4

2004
2008

98 884
102 139

33 759
34 875

34
34

19 805
19 873

1625
1672

8
8

2015

109 073

36 652

34

20 748

1807

9

2030

120 858

39 714

33

22 879

2063

9

Eastern

2004

58 551

15 966

27

21 001

1092

5

Mediterranean

2008

62 129

17 069

27

21 840

1132

5

2015

69 160

18 888

27

23 613

1199

5

2030

87 342

22 406

26

27 048

1287

5

2004

116 097

28 932

25

19 973

3092

15

2008

112 380

28 321

25

17 325

2905

17

2015

107 331

27 406

26

14 283

2642

18

2030

98 156

25 800

26

10 387

2322

22

South-east

2004

195 285

52 279

27

62 818

7207

11

Asia

2008

204 272

54 637

27

61 560

7109

12

2015

220 787

58 495

26

60 461

6971

12

2030

257 143

64 288

25

56 304

6213

11

2004

182 370

48 561

27

33 992

5303

16

2008

185 166

49 136

27

31 217

4990

16

2015

194 597

49 722

26

28 568

4773

17

2030

208 183

49 017

24

24 121

4461

18

2004

730 329

198 901

27

187 248

19 550

10

2008

751 080

205 009

27

183 929

19 141

10

2015

796 865

215 193

27

184 838

18 930

10

2030

899 639

233 081

26

191 059

18 430

10

Europe

Western Pacific

World

while consistently lower rates of between 1% and 3%
have been reported in India and sub-Saharan Africa.12
Dementia is expected to become increasingly common in low- and middle-income countries as overall
life expectancy increases.13 Moreover, as much as
90% of the burden of HIV/AIDS is in low- and
middle-income countries; HIV-related dementia is
another problem to be faced in countries with high
rates of HIV that are still experiencing worsening
epidemics. In high-income countries, up to 30% of
people with late-stage AIDS are affected by HIV
associated dementia.14

What is the link between mental
disorders, mortality and disability?
Assessing magnitude and trends in mortality from
mental disorders is bedevilled by poor data. Comorbid physical health problems are a major cause
of premature death in people with mental disorders.
This increased risk is not captured in routine data
collection. People living with severe mental illness,
including depression, schizophrenia and bipolar
disorders, are between one-and-a-half and three times
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more likely to die in any one year compared to the
general population. One meta-analysis reported
standardised mortality ratios for people with mental
disorders of 203 for infectious diseases, 120 for cancers,
142 for endocrine diseases, 232 for circulatory diseases, 242 for respiratory diseases, 255 for digestive
diseases, 203 for genitourinary diseases, 984 for suicide
and 275 for other trauma.15 Overall, approximately
60% of excess mortality among people with mental
disorders is due to physical health problems, with
the most common cause of death at all ages being
cardiovascular disease. The increased risk of mortality
from depression alone is similar to that from smoking.16
It is important to remember that it is not just the
increased risk of mortality which is of concern, but
also the increased risk of chronic co-morbidities,
with their associated social and economic impacts.
Studies in high-income countries indicate that people
with schizophrenia are three times as likely to have
diabetes and twice as likely to have cardiovascular
disease as the general population.17,18 People with
depression have a 50% greater risk of cardiovascular
disease,19,20 and a 60% increased risk of diabetes;20
again equivalent to the risk associated with smoking. The risk of obesity can be twice as high as in the
general population.21
Much of this data, however, is from high-income
countries; much less is known about the links between poor physical health and mental health in
low- and middle-income countries. In the Harris and
Barraclough15 review only one-fifth of studies were
from low-income countries, where the premature
mortality in people with mental disorders may
reasonably be expected to be even higher for infectious diseases. However, the World Mental Health
Survey that collected data from all regions of the
world found the same relationships between mental
disorders and other non-communicable disorders.22
More information from the developing world is
now becoming available. For example, in Zanzibar
over the last 20 years the likelihood of dying in the
mental hospital in the year of a cholera epidemic is
50%, compared with 25% in a year without a cholera
epidemic.23,24 There is a link between depression
and premature mortality, when co-morbid with coronary heart disease (CHD) following a stroke;23,25
and from HIV and AIDS when associated with depression.26,27 Looking at another communicable
disease, tuberculosis (TB), one recent study from
Pakistan reported that almost 50% of 108 individuals
being treated for TB also had co-morbid depression
or anxiety disorders.28
Suicide globally is a major cause of death. Many
poor countries do not have good routine registration
of death and cause of death and few post-mortem
facilities. As in some high-income countries, suicide

data may often be collected by the police rather than
by health authorities, which may lead to inconsistencies in reporting. Significant underreporting may
also occur, due to the taboo, stigma, religious views
and illegality of suicide in some countries. In Africa
official suicide rates are thus very low. However,
careful studies show that suicide rates in Sub-Saharan
Africa (SSA) can be similar to those in some highincome countries.29,30 For example, the rates found
in the Morogoro region of Tanzania for women aged
between 16 and 45 are identical to those for the same
gender and age range in England.31
Premature death from suicide has many adverse
consequences; in addition to the direct loss of life
there is the consequence for the family of the loss of
a breadwinner or parent, the long-standing psychological trauma for children, friends and relatives and
the loss of economic productivity for the nation. In
the USA, it is estimated that up to 90% of completed
suicides are associated with a mental disorder,32 and
patterns are likely to be similar globally. Psychological
autopsy studies have demonstrated that the so-called
‘rational suicide’ is extremely rare. In UK epidemiological studies, over 99% of those experiencing
suicidal ideation have a mental disorder.33 A population-based assessment of women in Afghanistan also
reported high levels of major depression, symptoms
of anxiety and thoughts of suicide.34 Subsequent
studies have found similar results.35 It should also
not be forgotten that there can be many long-term
adverse impacts of non-fatal suicidal events; injuries
sustained may lead to disability, need for family care
and loss of income. Without action, risks of future
suicidal events can also remain high.36

How much of this mortality can
be prevented?
Much of this premature mortality is potentially
avoidable as cost-effective treatments and novel
care approaches now exist to effectively address
mental illnesses. Premature physical mortality of
people with mental illness can be greatly reduced
by health professionals taking a multi-axial and
non-stigmatising approach to diagnosis and treatment, so that people with mental illness do not have
their physical illnesses neglected. It is also important that people with chronic and/or stigmatised
mental disorders have access to screening for physical health problems. Such neglect is very visible in
the health systems of some countries at present,
where it is common to find people with mental
illness dying of readily treatable conditions such as
pneumonia or diarrhoea.
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Serious attention needs to be paid to ongoing
physical health promotion and physical health
care of people with mental illness, making use
of interventions that are demonstrated to be costeffective at individual and community levels, although the actual evidence on the impact on physical
health in low- and middle-income countries remains
much lower than in richer countries. Targeted health
promotion policies need to be considered for people
with severe mental illness; people with mental illness
need specific information about exercise, smoking,
nutrition and safe sex. There is also a need for better
concordance with treatments for physical health
problems such as TB.
In respect of suicide, much is known about contributing factors and pathways to suicide. Effective
interventions include the better recognition and
management of individuals at risk of suicide within
primary care systems, as well as restrictions on access
to means of suicide,37 e.g. lockable boxes for the
storage of pesticides,38,39 or regulations restricting
the sales of pesticides, as in Sri Lanka.40 In addition
to information on specific interventions, information on national suicide prevention strategies is
available in many high-income countries. However,
outside Sri Lanka efforts to develop suicide preven-

tion strategies in low-income countries have been
limited,41 despite a call by the United Nations (UN)
for each country to have a national suicide prevention strategy,42 and for health, educational, social
and criminal justice professionals to be aware of the
factors leading to suicide and their respective roles
in prevention.43 Core components for national
strategies to address suicide are set out in Box 1.44
More country specific information could be collected to help fine tune local policies.

Mental disorders: morbidity and
causes
Morbidity from mental disorders arises from both
the symptoms themselves and their accompanying
disability. The prevalence of the different broad
categories of illness in SSA is of the order of between
5% and 20% for common mental disorders and 0.5%
and 1% for psychosis.5 Studies have shown that
mental disorders are accompanied by considerable
social disability.45

Box 1 Core components of National Suicide Prevention Strategies41
Steps in the pathway

Specific actions to prevent suicide

to suicide
Factors causing

Policy on employment, education, social welfare, housing, child abuse, children in care

depression

and leaving care, substance abuse, media guidance, public education
School mental health promotion (coping strategies, social support, bullying)
Workplace mental health promotion
Action on alcohol and drugs
Action on physical illness and disability

Depressive illness and

Support of high-risk groups (occupational, bereaved, unemployed, painful disabling

other illnesses with
depressive thoughts

illnesses etc.)
Professional training about prevention, prompt detection, assessment, diagnosis and
treatment in primary care
Improved access to mental health services for complex cases

Suicidal ideation

Good risk assessment and management in primary care

Suicidal plans

Taboo enhancement
Good practice guidelines on looking after suicidal people in primary and secondary care

Gaining access to

Controlling access to means of suicide, e.g. guns, pesticides, paracetamol, chloroquine

means of suicide

Reduction of disinhibiting/facilitating factors such as alcohol

Use of means of

Prompt intervention

suicide

Good assessment and follow up of deliberate self-harm and suicide attempts

Aftermath

Audit and learn lessons for prevention
Responsible media policy
Essential research and development
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A recent review suggests the prevalence rate of
common mental disorders in Africa ranges between
8% and 43%, depending on the instrument used and
population sampled.5 Earlier, Tafari and colleagues
found a prevalence of 11.2% for neurosis in
Ethiopia,46 Abas and Broadhead reported a rate of
30% for annual depression among women in urban
Zimbabwe,47 and Alem and colleagues found rates
of 17% for depression in Butagira, Ethiopia.48 More
recently, the lifetime rate of any disorder across 17
countries was found to be between 12% and 47%.11
Past-year rates in Nigeria are comparable to UK
findings, where the prevalence of any anxiety and
any mood disorder was 4.1% and 1.3% respectively.49 Amoran and colleagues reported an overall
rate of depression of 5.2% across an urban and rural
community in Nigeria.50 In Uganda, a survey of
outpatient attendees found a rate of between 8%
and 50% for depression, with an average of 28%.51
Alcohol abuse is on the increase in SSA.52
The causes of mental ill health can be social,
psychological and physical. Social factors include
life events, for example: bereavement, job loss and
in some cases severe trauma (for instance due to
conflict or natural disasters); chronic social adversity
(e.g. unemployment, poverty, illiteracy, child labour
or violence); and a lack of social support/small social
networks. Psychological factors include poor coping
skills and low self-esteem. Physical factors include
poor nutrition, infection, physical trauma, endocrine and genetic factors, as well as physical illness.

Demographic trends and mental
disorders
There is a big demographic transition that impacts
on SSA and other low income regions much more
than the developed world. The present population
of children and adolescents is the largest in the
history of the world.53 It is not just about absolute
numbers and the huge dependency ratio, but this is
also the largest cohort of young people with poor
social and human capital. This is a result of conflicts,
complex emergencies and the HIV and AIDS epidemic.54 The numbers of orphans and vulnerable
children globally have been estimated to be 143
million, with 43.3 million in SSA, while Asia has
the highest total numbers of orphans (87.6 million).
The highest proportion of orphans is in SSA.54,55
More than eight million children have lost one or
both parents to AIDS since the epidemic began.
Most of these children have not had access to education, and many are living on the streets or in child-

headed households.54,55 In 23 countries studied by
the United Nations Population Fund (UNFPA), the
number of these ‘AIDS orphans’ was expected to
reach 40 million by 2010.54,56
There are also challenges due to huge rural to
urban area migration patterns. Currently one billion
people, one-third of the world’s population and
70% of urban dwellers in Africa live in urban
slums.57 It is estimated that by 2030, 1.7 billion
people will live in large slums, putting these populations at risk of inner-city violence, drug and alcohol
abuse, as well as higher rates of street children.57,58
It is often said that family structures are stronger in
low-income countries. However, the reality is that
families are becoming more nuclear as young
couples migrate to the cities and raise their children
away from their grandparents, who remain in the
villages; couples are often divided as men leave
home to seek work elsewhere and may only visit
home a few times a year; and there are enormous
numbers of child-headed households due to parental mortality from HIV and other reasons.
As overall population health improves, there is an
increasing population of older people. This ageing
population is complicated by changing lifestyles in
population cohorts, the commercialisation of global
eating habits, more sedentary lifestyles, less exercise, increasing alcohol consumption and aggressive
marketing of tobacco, leading to SSA and other lowincome countries facing a double burden of disease,
with high prevalence of both communicable and
non-communicable disorders.57 Mental disorders
are likely to increase in importance in future years
because of population ageing, changing lifestyles
with reduced exercise, more smoking and drinking
and increased numbers of older people with dementia.

Gender and mental health
The area of gender and mental health, while important, is an area that for the most part has not been
given its due attention. Attention is merited not just
because depression is more common in women than
men, while substance abuse is more common in
men, but also because of the excess male mortality,
most marked in Eastern Europe, linked to the economic and social transition in the region.59 In almost
all countries across the world rates of suicide are
considerably higher for men than for women. China
is an exception.60
The same is true for rates of death from cardiovascular disease, stroke and injuries.59 Eastern Europe
and the Russian Federation also have very high rates
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of alcohol and substance abuse.59,61 It is possible
to postulate that the socio-economic changes that
occurred as a result of Perestroika have had a greater
mental health impact on men, or that the coping
strategies of men are different from those of women.
It is thus important to design targeted mental health
promotion and mental disorders prevention programmes for such populations.
Women’s health is not researched as much as that
of men and this means that very often services are
not provided for them. As an example, the occurrence of co-morbidity of depression and stroke was
found to be high in men, and interventions were
therefore planned for men but not women, but only
because information on the incidence of stroke in
women has been much more limited.62,63 Due to the
stigma that surrounds women who abuse alcohol
and/or drugs, the prevalence of alcohol and drug
abuse among women as well as the impacts of drug and
alcohol abuse in women are not widely researched;
thus women may find themselves excluded from
treatment services. Thus for example in Afghanistan,
there is no treatment programme for women who
may abuse drugs.64
The issue of violence against women, which has a
strong interrelationship with depression, anxiety
and post-traumatic stress disorder, as well as having
negative economic and health outcomes, is for the
most part treated solely as a reproductive health issue
or left to women’s rights non-governmental organisations (NGOs) to address. Governments and donors
who have systematically provided funds to address
the psychosocial and mental health consequences
of violence against women are few and far between.

The consequences and impact
of mental ill health
Mental ill health constitutes a heavy burden in
terms of suffering, disability and mortality and contributes substantially to costs of health care and
social care. It causes loss of economic productivity
due to people being unable to work, absenteeism
from work and poor performance at work, as well
as from accidents and violence at work. Premature
death of people with mental illness, for example
from suicide or from physical illness, contributes to
lost productivity and also the loss of a breadwinner
for the dependent family, which can lead to poverty.
Few estimates of these costs have, however, been
made outside the developed world.65 For instance,
one Kenyan study estimated that the total costs per
patient for 5678 individuals with mental health
problems hospitalised in 1999 were US $2351. This
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included out of pocket costs to family members of
US $51 and productivity losses of US $453.66 At the
same time, the average income per head of the
population in Kenya was just US $580 per annum,
with more than half the population living on less
than US $1 per day.67
In India, the overall costs for outpatients with
schizophrenia (US $274) included not only the cost
of lost opportunities to work for the individuals with
the illness and their families, but also the loans
taken out to meet the costs of treatment and money
spent on repairing damage to property.68
The impact on family caregivers can also be considerable. A study of 300 family caregivers in rural
communities in Ethiopia found that they experienced
financial difficulties, constraints on their social life,
reduced opportunities to work and strained family
relationships.69 Similarly, a study of 66 caregivers
in Zimbabwe reported that two-thirds experienced
financial difficulties, especially as food consumption by their relative increased.70
Furthermore, mental ill health leads to reduced
access to, and reduced success of, prevention and
treatment programmes for physical health problems. For all these reasons, mental ill health poses
a burden to families. However, it can also cause an
intergenerational burden. For example, untreated
childhood disorders can give rise to educational
failure, and hence to unemployment and to illness
in adult life. And, left untreated, parental disorders
can damage intellectual, physical and emotional
development of children, leading to childhood disorders and hence to the intergenerational cycle of
disadvantage.71
Many mental health problems are chronic, unless
successfully treated, and are accompanied by severe
disability. We have already highlighted that, contrary to popular perception, mental disorders are
major killers, with the increased risk of physical comorbidities, as well as suicide, being major causes of
avoidable mortality. There is virtually no data available in low- and middle-income countries on the
costs of physical co-morbidities. Data from one study
of six cities worldwide, including Port Alegre (in
Brazil) and St Petersburg, reported that healthcare
costs were between 17% and 46% higher for individuals who had co-morbid depression and physical
health problems.72

Mental health and the Millennium
Development Goals
Although not one of the Millennium Development
Goals (MDGs) mentions mental health, there is a
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strong link to mental health in almost all of them.
The link to poverty (MDG 1) will be discussed in a
later paper in this series.1 Children who have mental
disorders are the ones who repeat classes and often
drop out of school. Children of mothers with depression have been found to have poor nutritional and
educational outcomes (MDG 2). MDG 3, on gender
equality, targets the equal access of education to
girls. It also addresses gender-based violence, discussed above.
Child health (MDG 4) is intricately linked to the
health and wellbeing of the primary care giver, often
the mother. If the mother is being abused, or has a
mental disorder, routine clinic visits for immunisation will not be made, children with asthma will
not be taken promptly to hospital and the children’s
health and nutritional outcomes will be poor. Mental disorders also impact on the survival of offspring.
For example, depression among mothers markedly
increases the risk for malnutrition in children, impacting on both mother and child mortality (MDGs
5 and 4 respectively).71,73 Depression in mothers
also increases the likelihood of children dying from
infant diarrhoea.
In looking at maternal and child health, it is
crucial to take a holistic approach if good outcomes
are to be achieved. Since women go to health units
for antenatal care, delivery or postnatal or well-baby
clinics, and since depression, anxiety and other
common mental disorders are much more prevalent
among women, especially around this time, it would
seem important to screen for these disorders as an
integrated component of providing reproductive
health services.
In terms of tackling communicable disease, people
with mental illness or epilepsy, especially women,
are more vulnerable to abuse, including sexual
abuse, putting them at higher risk for contracting
and spreading HIV (MDG 6).74–76 We have also
highlighted the increased risk of co-morbid poor
mental health and TB.77,78 Another challenge is
the high level of mental illness and learning disability in children affected by malaria, especially in
countries of SSA where there is hyper-endemic malaria due to Plasmodium falciparum.79–81
Better efficiencies can be made if mental disorders
are better recognised and managed at the primary
care level. This is linked to achieving the MDG
targets on combating HIV and AIDS, TB and malaria
(MDG 6). The links between mental health and HIV,
TB and malaria are well-demonstrated,81 including
evidence on how the early recognition and management of mental disorders can improve treatment
adherence, decrease drug resistance and improve
overall treatment outcomes for HIV and tuberculosis.76,78

Global partnerships (MDG 8) have a linkage to
mental health. They influence resource priorities
and allocations; and as development aid falls with
the present economic crisis, mental health is likely
to be adversely impacted. Global partnerships also
have the potential to develop private–public partnerships for the delivery of essential drugs and other
interventions to low-income countries – this potential has not been taken advantage of in relation to
mental disorders, even for those countries where
mental health is prioritised in Poverty Reduction
Strategy Papers (PRSPs). Care must be taken not to
provide expensive non-generic drugs to developing
countries, where sustainability becomes an issue
when the funding runs out. The availability of drugs
for chronic conditions is one of the health access
and equity issues that people with mental disorders
face, especially those living in rural areas and the
poor.
International actors and partnerships also have a
role in respect of mental disorders and psychosocial
problems due to complex environmental, socioeconomic and military emergencies. As environmental consequences of globalisation, such as the
alternating flooding and drought leading to famine
in Western Kenya and Eastern Uganda, continue to
impact on low-income countries so too will mental
health consequences. In planning emergency responses for the environmental and other complex
emergencies resulting from changes in the environment, mental health and psychosocial interventions
have to be taken into account. One recent example
of this has been the focus on dealing with psychological trauma within the international relief effort
in respect of the Asian tsunami.

Can mental disorders be
prevented?
Some of the burden of mental disorders can be
prevented by strengthening individuals and communities, by targeting at-risk populations and groups,
and by targeting risky events, so as to avoid them or
to mitigate these risks. Individuals can be strengthened by practices designed to promote self-efficacy,
emotional/social skills and resilience, motivation
and purpose, empathy and pro-social behaviour, and
through physical activities such as exercise, nutrition, the avoidance of excess consumption of alcohol
and by developing and maintaining strong social
networks. For example, children can be encouraged
to engage in productive activities, given responsibility
and encouraged to be aware of other’s needs. Parents
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and teachers can be supported in best practice in
their parenting and teaching skills for children. In
the workplace, stress audits can encourage organisational practices to enhance worker wellbeing. A
first step here in low-income countries is to have
some legislation recognising the importance of protecting the physical and mental health of workers.
Communities can be strengthened by increasing social
inclusion and participation, improving community
safety and neighbourhood environments, promoting child care and self-help networks and improving
mental health within schools and workplaces, e.g.
through developing cooperation and anti-bullying
strategies.82,83
A key area for action, where the evidence base in
high-income countries is increasingly robust, is in
the provision of early years interventions for children.
Increased access to education, as well as emotional
help and support and measures to prevent bullying
can have a positive impact on mental health that
persists into adulthood.84,85 There is also evidence
that encouraging lifestyle change, for instance inclusion of regular exercise, can help promote good
mental health.86 Avoiding excessive consumption
of alcohol and not smoking will also help.
In relation to addressing the risk and protective
factors associated with mental disorders, there is
now good understanding of some social risks and
protective factors, as well as a rapidly growing understanding of biological influences. In particular, much
more could be done to address the risk factors, many
of which can be modified.
A case example is the issue of debt, where research
has shown that this is a much stronger risk factor
than low income.87,88 In any event, higher income
of itself won’t reduce the rates of mental disorders in
a population, as rates of mental disorders are linked
to income disparities, which are likely to increase
with development. However, for individuals increasing income will be helpful as it helps reduce
likelihood of mental illness and helps reduce catastrophic effects of costs of illness and lost productivity.
Income equality and a reduction in unmanageable
debts, e.g. by investment in fair microcredit services,
would help prevent mental disorders.87
Other areas for action include providing timely
and effective support for those experiencing catastrophic life events, including bereavement; especially following a suicide. Treatment of parental
illness is an important action to prevent illness in
children. However, mental health promotion and
prevention alone, although important, will never be
sufficient, and treatment, rehabilitation and prevention of mortality are also required.
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Can mental disorders be
effectively treated?
The quick answer is yes. Most people with common
mental disorders – around 10% of the population –
can be effectively treated and achieve full recovery.
Even in the case of severe disorders such as psychosis
(affecting around 1% of the population), one-third
will only have one episode of illness and will make a
full recovery, one-third will experience relapse unless they are maintained on medication to prevent
relapse and one-third will deteriorate unless they
receive active rehabilitation. Children with mental
disorders (10% of the population) can also be treated;
this is very important so that the impact on educational attainment can be alleviated, while the risk
of progression into an adult disorder can also be
reduced. There are many systematic reviews on effective treatments,89–91 while the WHO has produced
good practice guidelines for primary care,92 which
have been adapted for Kenya, Tanzania, Uganda and
Malawi.93–95
Moreover, there is an increasing body of evidence
demonstrating that cost-effective treatments for
mental health problems are available in even the
most resource-constrained parts of the globe. Costeffective mental healthcare treatments covering
psychosis, depression and panic disorder can be
identified for all areas of the globe.96–98 In a lowincome country context, in respect of schizophrenia,
a combination of older antipsychotic drugs and
psychosocial treatment delivered in a community
based setting appears cost-effective in Nigeria, for
example, at a cost per averted DALY of $1,670.99
Despite this evidence base, many interventions (newer
drugs and newer psychological interventions) are
not available in low-income countries and clinical
human resource are much more constrained.100
Nonetheless there is much that can be done in the
present circumstances: to make a package of mental
health care available at a population level would
cost between $3 and $4 per capita per annum in SSA
and Asia.98 In summary, mental disorders can be
cost-effectively treated with good multi-axial assessment and management planning, psychosocial support and medications where necessary.

Access to medicines
Depression can be treated effectively with a range of
generic medications, including the older tricyclic
antidepressants, which are low-cost and effective,
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accompanied by psychosocial support. Newer medications, now available in rich countries and in the
private sector in low-income countries, are often
easier to tolerate, but systematic reviews do not
show better clinical outcomes.101 Anxiety (and indeed depression) is often treated with benzodiazepines
in low-income countries, but this is bad practice as
benzodiazepines are addictive and not curative.
Anxiety is best treated by behavioural therapies.
Mild and moderate depression and anxiety can also
be treated with cognitive behaviour therapy, but
this is only effective where there is intensive supervision. At present, low-income countries do not
have sufficient human resources to provide such
regular supervision, hence investment in development of the numbers and capacity of staff to manage
mental illness is a key priority for health systems in
low-income countries.
Acute episodes of psychosis are treated by phenothiazine medication. Again, the older medications
are cheap and widely available. Newer medications
that have a different profile and side effects are often
preferred by doctors and clients but are much, much
more expensive, while systematic reviews do not
show significantly enhanced outcomes.90,91 Therefore once again more value would be obtained by
regular systematic continuing professional development (CPD) for primary and secondary care practitioners, so that professionals are efficiently able to
deliver existing medications and psychological therapies. Regular systematic support and supervision
for primary care at the district level will be more
efficient that simply relying on the provision of
newer medicines. Relapse of bipolar disorder is
avoided by lithium but this needs regular monitoring of drug blood levels and hence is not available in
primary care. Again, generic health system strengthening to provide primary care with better access to
laboratory facilities, for example, will assist this.
A small proportion of clients with long-term problems need intensive social and economic rehabilitation. In high-income countries this is undertaken
at specialist level, but in low-income countries there
are too few medical and rehabilitation specialists to
attend to the needs of those with a severe mental
illness. Hence, rehabilitation will need to be undertaken at the community level, with inputs from
communities themselves and from primary care
professionals. On average a primary care centre of
10 000 people may have 100 people with psychosis,
300 with severe depression and 300 with epilepsy, of
whom at least half would need active rehabilitation:
far too many to refer to the district level.
There is also a major access to medicines issue in
the faulty distribution of medicines to primary care.
This is patchy across most low- and middle-income
countries, with blockages at various stages of the

supply chain. By and large, diazepam is far too available at primary care level and is used as a
multipurpose medication for mental disorders
when in fact it is ineffective, addictive and will
make matters worse. Its use should be restricted to
pre-eclampsia and status epilepticus. Antidepressants
are often not available at primary care level, but this
is where they are most needed. Antipsychotic drugs
are generally available, although often there is a
shortage of long-acting medications, which are
very useful for management of clients with chronic
illnesses.
To reiterate, effective treatment consists of good
physical, psychological and social assessment and
management; treatment should never be with medication alone. Access to medicines for mental health
entails ensuring sustained systematic distribution of
the old generics to all health facilities, distribution
of good practice guidelines, regular systematic CPD
so that staff are competent to assess, diagnose and
manage the physical, psychological and social aspects of illness, regular support and supervision
from the district level and inclusion of mental
health in health information systems.

The value of mental capital for
economic and social
development
Mental capital is also an important concept for
countries wishing to maximise development for
their populations.4 Human development is a complex, multi-faceted concept. It is generally recognised
that the traditional measures which make up the
composite of human development index (life expectancy, literacy and gross domestic product), while
important in themselves, are nonetheless reductionist
and do not capture many important aspects of
human development, including those relating to
mental health and wellbeing.102 This narrow focus
exacerbates the lack of appreciation by policy
makers of the link between mental health and development. Tragically, the results of that lack of appreciation are even more stark in low- and middleincome countries where there is a more compelling
need to harness their human resources for accelerated national development.103
The contribution of better health to development
goes beyond a reduction of clinical symptoms and
disability, greater workplace productivity and the
lost productivity of carers. The economic benefits of
cohesive social functioning have led to the recent
interest in development and strengthening of social
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capital. Cohesive and productive groups of individuals are considered to be more than just the sum of
their individual human capital. There is increasing
research demonstrating that social capital adds a
critical element to sustainable development. Social
capital influences country productivity and trade.
Communities that possess more social capital tend
to have higher productivity, facilitated by improved
coordination and cooperation and a reduction in
the cost of doing business. There is an extensive
literature spanning many decades on the relationship between socio-economic variables, social networks, life events and mental health. Individual and
population interventions which improve an individual’s mental health will enhance the individual
attributes necessary for constructive social interaction and for the assumption of a productive social
role. All of this will contribute to building social
capital in a country. For example, research in Rwanda
and Cambodia has demonstrated that an increase in
individual attributes such as interpersonal communication, trust and resilience contributed to the
rebuilding of social capital in the post-conflict progress of both countries.104 The importance of mental
health to social capital, especially the interrelationship of trust, has been widely discussed.105,106

Conclusion
This article has brought together some of the core
concepts around mental health and mental illness,
prevalence rates, demographic trends and links with
gender issues; the causes and consequences of mental illness including disability, mortality and the
impact on the achievement of the MDGs; the potential for prevention and treatment, including the
important issue of access to medicines; and finally
the value of mental capital for social and economic
development.
The WHO in 2001 prioritised mental health in its
landmark World Health Report on Mental Health:
new understanding and new hope,107 and subsequently
the Wonca/WHO report Integrating Mental Health
into Primary Care: a global perspective92 clearly set
the central task for increasing population access to
mental health care. The interested reader is also
referred to the recent Lancet 2007 series calling for
action on mental health.77,100,108 We also hope the
series of articles presented in this issue of Mental
Health and Family Medicine will assist the international health community to address mental health
strategically and effectively.
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