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Problematising Global
Mental Health
Clement Bayetti and Sumeet Jain

The emergence of the ﬁeld of Global Mental Health (GMH) in the last ten years has had a
signiﬁcant inﬂuence on the orientation and development of discourses around mental health in
the Global South. GMH can be conceptualised as a set of initiatives that promote the evidencebased ‘scale up’ of mental health services in the Global South, to improve human rights of people
with mental health difﬁculties and their access to care (Jain and Orr 2016). The ﬁeld emerged
in the context of growing epidemiological research on the global burden of disorders, including their economic burden in treatment costs and loss of economic output, and in the context
of a series of international reports on mental health provision (Desjarlais et al. 1995; Lancet
Global Mental Health Group 2007; World Health Organization 2001). A key moment was the
launch of the 2007 Lancet Global Mental Health series (Patel 2012), which set out an agenda
for action to address the ‘burden’ of mental disorders. Linked to this was the emergence of the
Movement for Global Mental Health (MGMH), driven by key architects of the Lancet series
and supported by key international mental health institutions such as the Institute of Psychiatry,
the London School of Hygiene and Tropical Medicine and the World Health Organization
(WHO). MGMH rests on two pillars: improving access to care by closing a perceived ‘treatment
gap’ between the availability of services and the number of people needing such services, and
addressing the human rights of people with mental disorders (Patel 2012). MGMH encompasses
a coalition of mental health professionals, policy-makers and service users and carers, and now
comprises 200 institutions and 10,000 individuals.
In the past ten years, GMH has emerged as an academic discipline including postgraduate
courses, a growing body of research studies, associated academic publications and international
conferences. A key aspect of GMH has been the emphasis on evidence, supported by a series
of studies to build the case for mental health interventions and thereby facilitate policy efforts.
With the development of GMH as a discipline and of MGMH, a growing number of critics
also emerged, questioning some of the fundamental assumptions underpinning both the discipline and the movement. The critiques centre on the following three broad themes:
1.

224

Universality of mental disorders: critics argue that psychiatric categories deployed globally
may not reﬂect lived realities (Das and Rao 2012; Mills and White 2017) and that these
categories are Western impositions and not universally applicable (Fernando 2014; Mills
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2.

3.

2014; Summerﬁeld 2008). The discourse of psychiatric disorders as an ‘epidemic’ drawing
on global burden data has shaped particular approaches to interventions in GMH, generating demands for ‘urgent’ public policy responses. This ‘urgency’ is used to justify the resort
to universal categories;
What types of evidence are shaping GMH/MGMH interventions: an important critique of
GMH relates to the structural mechanisms (funding, publishing) that privilege particular
forms of ‘evidence’ (such as randomised control trials) and minimise the value of other
forms of evidence and knowledge (for example, qualitative and ethnographic data) (Jain and
Orr 2016; Mills and White 2017). This relates more broadly to the question of what is seen
as valid ‘evidence’ (Ecks 2008);
An over-reliance on technical interventions within GMH discourses: the focus on particular forms of ‘evidence’ generates a reliance on particular forms of ‘intervention’ in GMH
discourses – technical approaches such as psychopharmaceuticals and easily measurable
forms of psycho-social intervention. This lack of attention to a multiplicity of approaches
limits the space for alternatives, facilitating a ‘monoculture’ of approaches to addressing
mental health (Davar 2014) and giving limited consideration to the social and cultural
determinants of mental health (Das and Rao 2012).

It is important to note the growing multifaceted and multi- and interdisciplinary nature of GMH.
A ﬁeld largely dominated by psychiatry and epidemiology, a focus on disease has faced resistance
as described above, leading to vitriolic debates (Bemme and D’souza 2012). In recent years,
scholars – including social scientists, mental health practitioners and experts by experience – have
offered other perspectives that have sought to move beyond these divides by: examining the
‘functioning’ of GMH (Bemme and D’souza 2014); exploring the contributions of ethnographic
methods and medical anthropology to understand GMH and its projects (Jain and Orr 2016);
considering the contribution of more marginal mental health disciplines to GMH (Orr and
Jain 2014); problematising the role of user/survivors in GMH (Swerdfager 2016b); and opening up new aspects of the role of human rights in GMH – for example, the role of the UN
Convention on the Rights of Persons with Disabilities (Davar 2012; Read et al. 2009; Stavert
2017; Transforming Communities for Inclusion: A Trans-Asia Initiative 2013). This interdisciplinary work has potential to advance understandings of global mental health, shifting the very
basis of GMH towards a discipline that encompasses a range of voices and disciplines and constitutes a ‘(re)claiming’ of the ‘GMH’ label.
In view of these arguments, GMH has recently been dominated by a ‘hostile intellectual
climate’ characterised by deadlocked intellectual exchanges. We suggest that this impasse might
be overcome by reorientating the underlying principles of GMH from a developmental and
epidemiological approach which frames mental illness as a burden/treatment dichotomy, to an
ecological framework in which experiences of mental ill-health are understood in terms of suffering and care.This, in turn, might provide GMH with an important opportunity to rethink the
sustainability of its approach.

Global Mental Health from the bottom-up: engaging with people and
communities in the design of services and interventions
The development of MGMH and the evolution of GMH as a discipline position it as a largely
top-down venture.The critiques summarised above would support this. Over-dominance of biomedical psychiatric knowledge, emphasis on technical interventions and the exclusion of diverse
sources of evidence all illustrate how particular forms of knowledge and expertise shape MGMH
225
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and GMH as a discipline. We do not dispute the importance of the aims of MGMH and the
framing of GMH as a discipline. Improving access to care and support for mental health difﬁculties and ensuring the human rights of those with psycho-social disabilities are important objectives. However, the relative absence of the voices of the individuals and communities who are
the ‘objects’ of interventions limits dialogue between different forms of knowledge in the design
of services. Such a dialogue and a bottom-up approach are crucial if responses to mental health
difﬁculties are to be appropriate and relevant to local concerns (Jadhav et al. 2015; Kirmayer and
Pederson 2014). Moreover, a wider reorientation of GMH depends on the presence of a diversity of voices and disciplines (Jain and Orr 2016).
Central to developing this bottom-up approach and dialogue is the advancement of community engagement agendas towards genuine co-production in which experts by experience
play central roles in commissioning, designing, implementing and evaluating responses to psychological distress. Issues of citizen engagement and community participation have been much
discussed in health and development discourses and there is an established link between community participation and improved health outcomes (Rifkin 2014). Moving towards a coproduction approach as core to GMH requires a consideration of power inequalities that shape
relationships between professionals and communities (Campbell and Burgess 2012), including
the limited voices of experts by experience in such discourses (Swerdfager 2016b; see linked
commentaries from Cohen 2016, Jain 2016 and Swerdfager 2016a). Bridging these inequalities
requires recognition of the diverse knowledge and experience that communities bring in relation to their own lives and the potential of these to reshape mental health care.
The community competence framework applied to GMH by Campbell and Burgess (2012:
389) provides an approach to engage with these power differentials (for an application of this
framework, see Burgess and Mathias 2017). Community competence is defined by Campbell
and Burgess (2012: 389) as ‘the ability of community members to participate effectively in efforts
to promote prevention, care, treatment and advocacy’ through three dimensions. The first relates
to community member’s knowledge – their ability to recognise psychological distress and seek
appropriate support.This dimension is crucial, as a key challenge in GMH relates to the relationship between dominant biomedical psychiatric conceptions and a range of local understandings
of psychological distress (Campbell and Burgess 2012).The disciplines of cultural psychiatry and
medical anthropology offer the potential to inform dialogue around understandings of distress
(Jain 2016; Kirmayer and Pedersen 2014). However, critics question the impact of cultural psychiatry on practice in low-income nations (Jadhav 2004) and the discipline’s commitment to
user/survivor perspectives (Swerdfager 2016a, 2016b). Enabling the dialogues that would ensure
the embedding of user/survivor perspectives in service design and delivery would be supported
by the second dimension of the community competence framework: access to ‘safe social spaces’
that would allow integration of different forms of knowledge (for example, local and medical
knowledge).These spaces would provide opportunities for critical engagement around the social
and cultural factors that shape distress, in turn challenging responses and examining how the
impact of distress might be addressed, leading to a more ‘politicised response’ by community
members and wider alliances. The third dimension is partnerships and relates to local awareness
and the ability to access external support and resources. An important aspect of this approach is
the idea of ‘receptive social environments’ – that, along with building community capacities and
voice, it is crucial to build environments in which powerful actors can listen and engage with the
less powerful. Both the second and third dimensions highlight for us the important shift needed
within GMH in how people are perceived towards a view of individuals, families and communities as having capacities and assets which can shape their own well-being. An emphasis on the
narrative of patients and community is an important step to reframe the underlying principles of
226
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GMH and its services/interventions around the suffering and care needs of people/community
in vernacular terms, leading to culturally valid solutions (Jadhav 2009).

Towards an ecological approach to global mental health
While the use of participatory approaches focusing on patients’ narratives and expertise within
service design and delivery may yield important positive outcomes (such as better therapeutic
engagement, increased adherence and/or enhanced clinical management), it may also be an
essential step in rethinking the conceptual underpinnings of GMH. Notably, such an approach
may challenge the discipline’s indiscriminate use of reductive psychiatric diagnostic categories
in framing and justifying its objective of addressing the burden of mental ‘disorders’. Indeed,
an emphasis on the validity and complexity of patients’ suffering would require a shift from a
medical approach in which ‘disorders’ are treated, to a more humanistic form of care. This novel
focus may allow for a broader understanding of the topology of human suffering. Contrary to
conventional psychiatric formulations that emphasise ‘social stressors [which have] an impact
on the psyche’ (Jadhav et al. 2015: 12; Kleinman et al. 1997), one’s narratives and experiences
of suffering may thus be situated within a wider framework encompassing socioeconomic and
ecological dimensions (Jadhav et al. 2015). This ‘ecology of forces and factors’ (Jadhav et al. 2015:
13), acting with variable directionality ‘on and by the people suffering and those around him
and her’ (Jadhav et al. 2015: 12), recognises the ways in which ‘asymmetric interactions between
people, the environment (wildlife, climate, agriculture), and institutions governing both, generate socially toxic landscapes that are actively counter-therapeutic’ (Jadhav et al. 2015: 13; Jadhav
and Barua 2012).
If suffering is to be culturally understood as something shaped by the wider ecologies in
which it occurs, so can notions of well-being and recovery from mental ill-health. Increasingly
popularised in the Global South (Patel et al. 2011), the latter have been deployed by the MGMH
as universal constructs, while becoming progressively ‘packaged’ into tools (Grover et al. 2016)
to allow for their integration within the service-driven agenda of the discipline. This is despite
various scholarly calls to critically appraise the cultural validity of such concepts (Bayetti et al.
2016; O’Hagan, 2004) and multiple service-user critiques of their recent ‘instrumentalisation’
(Recovery in the Bin 2016; Rose 2014). Building on participatory approaches, the operationalisation of the notions of well-being and recovery using an ecological framework may address such
critiques. People and/or community narratives may provide insights as to the range of interlinked forces and factors shaping individual and collective well-being and recovery, while simultaneously producing a map of crucial local resources used by these actors to foster well-being
and support recovery. Taken together, this would allow for the much-needed development of
locally rooted and culturally valid models of these concepts, while furthering our understanding
of their spatiotemporal nature (Bayetti et al. 2016).These models are an important prerequisite in
providing alternatives to Western medical and psycho-social methods of addressing suffering and
in elevating GMH principles to achieve better care.
More than theoretical constructs, we suggest that it may be possible to modelise these ecological frameworks by using participatory methods such as community-based system dynamics
(CBSD). Through a series of group consultations, CBSD aims to render explicit the subjective perceptions that participating individuals have in regard to a complex problem (Hovmand
2013). This allows for the modelisation of this problem through an ‘explicit engagement with
[its] causal mechanisms’ (Trani et al. 2016: 3). Such a process may, in turn, reveal the ‘interconnections and dependencies that may not be apparent from an external view’ (Trani et al. 2016:
9), including the feedback relationship existing between the various elements contributing to
227
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the investigated problem. Additionally, this modelisation exercise enhances one’s grasp of the ‘the
dynamic change in system behaviour over time, as well as nonlinear relationships’ (Trani et al.
2016: 3). Such a method might thus present a good opportunity to use individual and community narratives to understand the wide range of factors and complex relationships shaping those
ecological models. This may allow stakeholders to better ‘identify issues and prioritize interventions’ (Trani et al. 2016: 3), thus resulting in policies and programmes better tailored to address
the complexity of the local issues they aim to tackle. More than a useful method for policymakers and academics to model complex issues, it also enhances communities’ ability to identify
issues and ‘engage with practical problem solving’ (Trani et al. 2016: 3). Notions of ownership,
capacity and, ultimately, sustainability are therefore intrinsic to this method.

Implications for the future of global mental health
The notions of ownership, capacity and sustainability remain glaringly absent from GMH and
its discourse. As it stands, GMH inherently conﬁgures individual and community suffering as the
sum of various ‘problems’ solvable through the intervention of interloping agencies. This places
individuals as passive recipients of services, rather than as resourceful actors capable of using assets
and existing resources to own and decide how to achieve their desired mental health outcomes.
Moreover, the rhetoric of ‘urgency’ underlying GMH’s ‘epidemic’ approach to human suffering
has so far limited the discipline’s ability to reﬂect on its sustainability and that of its endeavours.
We suggest that incorporating the approaches and models previously detailed would allow
for a radical, yet positive change of this current configuration. Starting at an individual level,
participatory approaches inherently reposition people as having assets and capabilities that can
be deployed to develop the coping skills and strategies required to obtain the health outcomes
they seek. Rather than being the recipient of an intervention and/or service, patients and users
are empowered as integral and active actors in their care.This validation of people’s expertise and
narratives regarding their suffering and/or well-being may increase their engagement with services while challenging the pervasive stigma of being labelled with a mental illness.The increased
social inclusion and renewed sense of citizenship which would result from this change would,
additionally, allow a greater access to and use of local resources and infrastructures. At the community level, this would lead to a lower level of dependence on novel services and interventions
as individuals become better able to identify and rely on their existing resources and infrastructure to maintain and/or improve their well-being. Our suggested approach thus moves away
from the tokenistic ‘service-user engagement’ currently advocated by GMH (Patel et al. 2013) to
systematically building competency and resilience in individuals and communities.
Additionally, these changes would have important ramifications at the level of mental health
policies and services. Indeed, to make the above vision a reality, the planning, commissioning
and design of services must go beyond the current ‘problem-service paradigm’ (The Holy Cross
Centre Trust 2013) in which layers of interventions and services are financed to address a specific
‘problem’ and obtain a predetermined outcome. Contrary to this paradigm, the person-centred,
asset-based approach advocated here intrinsically trusts people and communities to determine
what outcomes mean for them when addressing their mental health. What a good outcome
might mean for them and ‘how it relates to the wholeness of their life rather than just their
problem’ (The Holy Cross Centre Trust 2013: 15) might vastly differ from the outcomes that
services think they should deliver in response to the problem they have been commissioned to
address. It is essential for GMH to recognise and address this discrepancy by supporting innovative services positioned as ‘learning organisations’ (Bayetti 2013), capable of ‘co-producing’
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multiple outcomes defined by, and relevant to, users and patients within the context of the local
ecologies in which they operate.
Rather than depending on traditionally rigid and codified mental health interventions, such
services will necessarily adopt flexible, holistic and tailored approaches to best meet the demands
and needs of their users, even if such an approach involves 1) supporting people to access and use
other resources than the service itself or 2) achieving outcomes normally outside of the remit of
mental health services. This is particularly relevant in resource-scarce contexts, where services’
willingness to work towards outcomes traditionally outside their remit will intrinsically foster
inter-sectoral collaborations and lead to ‘better value for money’ investments. Furthermore, supporting people to access and use existing resources may reduce the unnecessary duplication of
similar solutions capable of delivering comparable outcomes, thereby freeing resources (human
and financial) to be redirected to other needs. We believe that this approach will encourage
services to engage with the community they serve at a richer and deeper level. This, in turn,
would provide services with a more intricate understanding of and ability to successfully help
communities. For example, services may become increasingly able to understand and predict
the impact of evolving local ecologies, in turn providing communities with insights on how to
respond to future challenges.
The latter raises important questions as to the sustainability of GMH, both as a discipline and
a set of policies and services. To perdure and stay relevant, GMH must show an ability to evolve
and provide answers to the challenges posed by other ‘global’ phenomena, such as neoliberal
capitalism and global warming. The impact of these events on the future stability of our economies, social fabric and socio-political and ecological systems is now undeniable (Klein 2015) and
raises profound questions as to the effect that these changes will have on the well-being of people
and communities. The predicted increase in human displacement and migration, air pollution,
incidence of water- and vector-borne disease and resource scarcity and competition accompanying increasing global temperatures (Environmental Protection Agency 2016) stand as troubling
examples of changes that will unquestionably increase the suffering of global communities and
worsen their mental health. Moreover, the impact of these changes is likely to be felt unevenly
by communities across the world, with the most vulnerable populations, inhabiting the Global
South, bearing the brunt of their effect (Mendelsohn et al. 2006). More than an opportunity,
GMH therefore has a responsibility to engage with these global events and account for their
impact within the development of policies, services and interventions. Unfortunately, the current
nature of GMH has not only disconnected it from local realities but appears to distance it from
its actual ‘global’ calling.

Conclusion
This chapter has proposed ideas to shift the current GMH paradigm by incorporating some of
its existing critiques. Based on a bottom-up approach engaging community and patients through
real co-production, this new paradigm recognises these actors as assets with capabilities – experts
in their own care and suffering.This new power dynamic resituates the importance and power of
personal narratives of suffering by acknowledging the wider ecological framework from which
they originate. As such, this proposed approach challenges GMH current service design and
delivery in multiple ways. Novel approaches recognising the importance that local ecologies
play in community suffering and well-being may, indeed, not need to be ‘scaled up’, since these
peculiarities might disappear (for a critical discussion of scaling in global health, see Adams et al.
2016). Furthermore, such an approach may encourage GMH to think of services and interventions able to deliver multiple outcomes, so as to address the wide array of social and ecological
229
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factors at the root of individual and community suffering. In turn, this would challenge GMH’s
‘silo’ thinking by forcing the discipline to account for the growing role of other global trends in
shaping the nature of these ‘ecologies of suffering’.
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